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THE INTERGENERATIONAL TRANSMISSION OF DIET CULTURE: A MODEL
OF CHILDREN’S DISORDERED EATING AND BODY IMAGE
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Dissertation Supervisor: Dr. Colleen Colaner

ABSTRACT

Eating disorder prevention efforts are needed. When considering prevention, three
common and concerning precursors to eating disorder development must be addressed:
diet culture, disordered eating behavior, and body image (Harrison, 2019; Levine &
Piran, 2004; Levine & Smolak, 2021; Rohde et al., 2015; Seitz, 2019). Given that family
communication can influence children’s well-being (Arroyo et al., 2017; Baiocchi-
Wagner & Talley, 2013; Jones & Young, 2021), the current study sought to investigate
the intergenerational transmission of diet culture. 199 parent-child dyads completed an
online survey, and data were analyzed using structural equation modeling. Results
provide support for the transmission of diet culture beliefs from parent to child,
suggesting that children’s perceptions of parental weight talk may be more meaningful in
the transmission of diet culture beliefs than parents’ self-reported weight talk.

Implications for theory, future research, and prevention efforts are discussed.



CHAPTER ONE
INTRODUCTION

Eating disorders are a health concern threatening children’s wellbeing. The
Strategic Training Initiative for the Prevention of Eating Disorders (STRIPED) reports
that in the United States alone, 28.8 million people alive today will experience an eating
disorder during their lifetimes (Deloitte Access Economics, 2020). Eating disorders are
harmful illnesses, causing deterioration of individuals’ mental and physical health and
affecting their social and relational wellbeing. For example, eating disorders often result
in poorer quality of life (de la Rie et al., 2005) and those who experience eating disorders
may be at risk for depressive and anxiety disorders (Berkman et al., 2007), pregnancy
complications (Kimmel et al., 2016), and marital dissatisfaction (Whisman et al., 2012).
Additionally, eating disorders have one of the highest mortality rates of any mental
illness (Jones & Brown, 2016), further illuminating this issue. Although eating disorder
onset typically occurs within adolescence to young adulthood (Levine & Smolak, 2021),
children and adolescents face challenges with body image, thin idealization, weight
stigma, and disordered eating behavior that contribute to eating disorder diagnoses every
day. Given the pervasiveness and severity of eating disorders, prevention efforts are
needed to mitigate this health concern.

When discussing eating disorder prevention, it is necessary to consider how eating
disorders develop in the first place. Existing models of eating disorder development have
taken a psychological approach, focusing on individual psychological processes and
societal-level influences, such as female body ideals (Brytek-Matera & Czepczor, 2017,

Stice & Van Ryzen, 2019). What seems to be missing is a direct and specific



consideration of family communication as a context through which onset may occur or be
influenced. Family communication plays a key role in children’s social, cognitive, and
physical development. The family environment is a critical context in which human
development takes place, and parent-child communication is a primary channel through
which children learn about values, health, and appropriate behaviors (Baiocchi-Wagner &
Talley, 2013; Bronfenbrenner, 1986; Medved et al., 2006). Through parent-child
communication, children’s beliefs and behaviors may be established that contribute to
eating disorder onset. Consequently, family communication is an appropriate and
necessary avenue through which eating disorder prevention may be facilitated, and as
such, work is needed to better understand eating disorder development from a family
communication perspective.

Although myriad factors can influence an individual’s eating disorder, the extant
literature has revealed three common and concerning precursors to eating disorder
development and prevention: diet culture, disordered eating behavior, and body image
(Harrison, 2019; Levine & Piran, 2004; Levine & Smolak, 2021; Rohde et al., 2015;
Seitz, 2019). As will be explicated later in this chapter, diet culture facilitates beauty
ideals and food moralization, contributing to negative body image and disordered eating
across society (Harrison, 2019). Furthermore, as is described in chapter 2, disordered
eating behaviors and body image can be communicatively transmitted within the family
environment (Arroyo et al., 2017; Jones & Young, 2021). Therefore, the current study
seeks to investigate the intergenerational transmission of diet culture within the family,
while subsequently examining its influence on children’s disordered eating and body

image. By facilitating this understanding, effective prevention efforts may be informed.



To this end, the following goals are proposed for the current study: (a) to determine the
influence of parents’ diet culture-informed beliefs on their communication, (b) to
understand how parent-child communication influences children’s own diet culture
beliefs, and (c) to understand how children’s diet culture beliefs may predict their
disordered eating and body image. The remainder of this chapter will serve as an
introduction to and brief rationale for this study. First, three critical eating disorder
precursors, diet culture, disordered eating behavior, and body image, will be defined and
the need for prevention efforts for each will be discussed. Lastly, an argument will be
presented for family communication as an important and necessary context through
which such precursors are developed and, consequently, may be prevented, alongside a
discussion of the need for children’s perspectives in family communication research.
Precursors to Eating Disorders
Diet Culture

Diet culture can be thought of as a communicative societal environment of
stigmatizing messages about body size, fatness, and the thin ideal. It pervades families’
daily lives and influences how individuals feel about themselves and others. Defined by
Harrison (2019), diet culture more specifically refers to,

a system of beliefs that equates thinness, muscularity, and particular body shapes

with health and moral virtue; promotes weight loss and body reshaping as a

means of attaining higher status; demonizes certain foods and food groups while

elevating others; and oppresses people who don’t match its supposed picture of

“health” (p. 7).



Because diet culture’s messages of fatphobia, weight stigma, and thin idealization
are prevalent throughout society, it is nearly impossible to avoid its influence. These
messages affect families and individuals in various ways. For example, exposure to thin-
ideal messages within the media may predict children’s eating disorders (Harrison, 2000).
Additionally, parents’ weight-stigmatizing experiences have been shown to affect their
feeding practices with children (Gold & Vander Weg, 2020). Furthermore, parents who
engage in dieting are more likely to have weight-focused conversations with their
children (Winkler et al., 2018) and tease their children for their weight (Lessard et al,
2021).

With roots in fatphobia and weight stigma, diet culture has allowed for unfair
treatment of fat people in areas such as healthcare, interpersonal relationships, and
education. Fat individuals, disproportionately women, are often improperly diagnosed in
healthcare settings, overlooked in educational environments, and stigmatized in romantic
relationships (Fikkan & Rothblum, 2012). Individuals who experience weight stigma are
at greater risk for disordered eating behavior (Chen et al., 2020; Wellman et al., 2018),
suicidal thoughts (Hunger et al., 2020a), and weight bias internalization (Pudney et al.,
2019). Diet culture’s environment of extreme fatphobia has given way to mental health
challenges for individuals who expect to be stigmatized for their weight, as anticipation
of weight stigma has been connected with disordered eating as well as weight and body
concerns (Hunger et al., 2020b). These findings thus point to a world in which fat people
are treated as unwelcome guests.

Diet culture is notably comprised of messages emphasizing the importance of and

requirements for being attractive, as well as moralizing food choices and eating



behaviors. These messages prescribe a moral value to eating habits and food choices
under the guise of health and wellness. For example, diet programs often push dieters to
take control of their eating habits, suggesting that weight loss would happen if they had
enough willpower (Harrison, 2019). Within the family, research shows that parents often
communicate messages of the thin ideal, suggesting that their children should lose weight
for reasons of health, attractiveness, or social acceptance (Rubinsky et al., 2019). Parents
may not realize they are sending such messages (Liechty et al., 2016), indicating the
ever-present nature of diet culture’s influence. Though not always intentional, these
messages reinforce a notion often preceding an eating disorder: the idea that one can
actively control their weight if they engage willpower enough to control their eating, and
furthermore that this control is necessary to be healthy, attractive, and socially accepted
(Harrison, 2019). Given diet culture’s ever-presence, it is difficult to avoid its influence.
Parents subjected to diet culture messages may unintentionally reinforce such ideals in
communication with their children, as research has shown parents’ weight stigmatizing
experiences to predict their feeding practices (Gold & Vander Weg, 2020) and parents’
dieting to influence the conversations they have with their children (Winkler et al., 2018).
Ultimately, diet culture poses a considerable threat to society as a whole, but particularly
to children and families. Therefore, it is important to understand how diet culture beliefs
may be transmitted within the family, with the intention of informing prevention efforts.
Disordered Eating

Disordered eating behavior is a mental health challenge facing many children,
adolescents, and adults. Defined by Harrison (2019), disordered eating behavior refers

to,



using behaviors such as fasting, chronic restrained eating, restricting major food

groups, vomiting, or laxatives to try to lose weight, and/or bingeing... all without

engaging in any of those behaviors frequently or consistently enough to meet the

criteria for a full-blown eating disorder (p. 6).

Disordered eating behavior, often simply referred to as disordered eating (DE), may
include a variety of actions, including binge eating, food restriction, and/or
unhealthy/extreme weight control behaviors. Additionally, Levine and Smolak (2021)
contend that disordered eating is frequently accompanied by a sense of self based in
unrealistic standards of beauty and fitness, behaviors such as body-checking and social
comparison, and an “irrational fear and loathing of body fat and fat people” (p. 28).
Recent research on disordered eating has investigated the prevalence of disordered eating
in different populations (e.g., Chatterton & Petrie, 2013; Sparti et al., 2019; Voelker et
al., 2014) as well as protective or risk factors (e.g., Davis & Smith, 2018; Watson et al.,
2017), including mediated and family communication (e.g., Arroyo et al., 2017; Holland
& Tiggeman, 2017; Miller-Day & Marks, 2006).

While those who engage in disordered eating may not be diagnosed with a clinical
eating disorder, disordered eating is in no way less harmful or concerning. Disordered
eating has been associated with decreased emotion regulation abilities (Farstad & von
Ranson, 2021; Haynos et al., 2018), problems with executive function (Ciszewski et al.,
2020), menstrual irregularity (Barrack et al., 2021), and, when used as a coping
mechanism for weight stigma experiences, poor physical health (Himmelstein et al.,
2018). Those who engage in disordered eating behavior may be at risk for decreased

relationship satisfaction as well (Blais et al., 2019). In addition to these concerning



outcomes, research shows that men and women who begin dieting in adolescence tend to
see a continuous increase in dieting behavior over time (Goldschmidt et al., 2018). The
same is true for men and women who engage in unhealthy weight control behaviors such
as skipping meals, purging, and taking diet pills, although for women, the increase over
time may depend on weight trajectory (Goldschmidt et al., 2018). Overall, these findings
suggest that once individuals begin to engage in disordered eating, it may be challenging
to stop. Given the adverse outcomes associated with disordered eating, and considering
that it is often a precursor to a clinical eating disorder diagnosis (Seitz, 2019), it is clear
that eating disorder prevention efforts need to address disordered eating as a severe and
serious problem.
Body Image

Body image is another issue of concern relevant to eating disorder prevention, and
can be thought of as a perception of one’s body that individuals live with throughout their
lifetimes. Defined simply, body image refers to one’s feelings about and perceptions of
their body (Kite & Kite, 2021). Individuals may have a positive or negative body image,
and a person’s body image tends to fluctuate over time. A positive body image deems a
body valuable; for one to have a positive body image, they must have an appreciation of
their body’s abilities, characteristics, and/or worth. As Kite and Kite (2021) contend,
“Positive body image... is knowing your body is good, regardless of how it looks™ (p. 7).
Conversely, a negative body image entails feelings of shame, embarrassment, or
disappointment over one’s body. Individuals who experience negative body image often
feel badly about one or multiple characteristics of their body, often focusing on its

appearance relative to societal beauty ideals. Research on body image often uses the term



body dissatisfaction and has most often focused on women’s body image (e.g., Arroyo et
al., 2020; Rubinsky et al., 2019), although some recent work has begun to investigate
men’s body image as well. Additional research has examined risk and protective factors
associated with body image (e.g., Arroyo et al., 2020; Littleton & Ollendick, 2003;
Rodgers et al., 2020), as well as related outcomes such as disordered eating, depression,
and anxiety (e.g., Hartley et al., 2018; Kluck, 2010; Kogure et al., 2019).

Negative body image is a concern relevant to eating disorder prevention efforts.
Not only does negative body image play a role in eating disorder onset (Levine & Piran,
2004; Rohde et al., 2015), but it has also been linked to a variety of other damaging
outcomes. Individuals with negative body image may be at risk for depressive symptoms,
particularly if they have a low level of physical activity (van Mierlo et al., 2021).
Additionally, negative body image has been linked with low self-esteem (Verplanken &
Velsvik, 2008) and emotional eating (Shriver et al., 2021). Individuals with negative
body image may furthermore be at risk for symptoms of anxious, depressive, or somatic
disorders (Carter et al., 2014). Taken together, these findings indicate that children who
experience negative body image may be at risk for a variety of serious mental and
physical health problems. As such, it is important that scholars seek to understand how
diet culture and parent-child communication may influence children’s body image with
eating disorder prevention in mind.
Rationale for Current Study
Role of Family Communication

Diet culture, disordered eating, and body image are critical precursors to eating

disorders, and the processes that comprise their development must be further examined to



aid in prevention efforts. A necessary next step, then, for eating disorder development
and prevention research is the consideration of family communication as a critical and
specific facilitator of — or preventative process against — such efforts. While the existing
literature has identified parent-child communication as relating to diet culture beliefs,
disordered eating, and body image (Arroyo et al., 2020; Holub et al., 2011; Jones &
Young, 2021; Miller-Day & Marks, 2006), more work is needed to fully understand
communication within the family as both a context for and process facilitating the
development and prevention of such issues. Research is needed that connects parent-child
communication with the ways in which diet culture beliefs, disordered eating, and body
image come together toward eating disorders fully. To this end, the current study’s
consideration of parent-child communication as both a relevant context for and influential
process toward the development of children’s disordered eating, body image, and diet
culture beliefs presents a useful and novel contribution to the field.

Family systems theory conceptualizes the family as an interconnected system, and
posits that one family member’s experiences will influence the entire family (Galvin et
al., 2015). In this way, diet culture works as an ever-present influence, and when one
family member experiences weight stigma or is exposed to fatphobic messages, their
behavior and verbal communication will be affected. Thus, the entire family is exposed to
diet culture’s influence. It is through communication that diet culture weaves throughout
family systems, and thus, research needs explicit attention on the communication
processes through which such influence is passed between family members. Better
understanding such processes may help inform prevention efforts. Thus, the current study

aims to address this need by investigating how parents’ verbal and nonverbal
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communication may influence children’s diet culture beliefs, which may subsequently
predict children’s disordered eating and body image.
Children’s Perspectives and Prevention

Research investigating children’s outcomes related to parent-child communication
necessitates the use of children’s perspectives. Though much of the existing research on
parent-child communication claims to address child outcomes, very few studies
adequately represent children’s perspectives. In their review of family communication
research, Miller-Day and colleagues (2013) found that less than 4% of the literature
engaged child participants as communicators. Considering the breadth of parent-child
communication research that addresses child outcomes, this is concerning. Research that
does engage “children” as participants tends to use young adult children rather than
adolescents or younger children (e.g. Arroyo et al., 2017; Jones & Young, 2021; Schrodt
et al., 2007). While this may be more convenient than obtaining a child sample, using a
young adult sample limits the applicability of the research, as the findings will convey the
young adult perspective. As such, a study’s sample has important implications for how
the research is understood and applied, and consequently, work that aims to address child
outcomes should engage a sample that is relevant to the outcomes it seeks to address.

Finally, family communication research that does not engage a child or young
adult child sample often uses parent perception to measure child outcomes. The problem
with this lies again in what the study truly is measuring. Instead of measuring children’s
true outcomes, research that obtains parental perception is measuring just that. It is
important for scholars to consider the implications of doing this when their intent is to

measure child outcomes, and this becomes especially important for scholars researching
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parent-child communication and disordered eating/body image outcomes, as it is possible
that parents may misunderstand or not be aware of any mental health challenges their
child is facing. Disordered eating is often enacted in secret, as detailed in Gay’s (2017)
and Tovar’s (2018) memoirs, and mental health struggles are not always outwardly
displayed. Parental perception may be even less accurate when specifically considering
children’s and adolescents’ communication. As children get older, they seek more
autonomy. Adolescents may not tell their parents about mental health challenges they
face, instead choosing to address these problems on their own. Because of this, research
assessing child outcomes through parent perception is not always likely to be accurate.
With this in mind, the current study seeks to address this gap in the literature by obtaining
child data when measuring children’s diet culture beliefs, disordered eating, and body
image, as well as children’s perception of parents’ weight talk and modeling of dieting
behaviors.

Concerning eating disorder prevention, research engaging children’s perspectives
should seek participants within an appropriate age range for findings to truly be
considered to inform prevention. Eating disorders typically occur in late adolescence to
early adulthood (Jones & Brown, 2016); therefore, prevention efforts should seek to
reach children younger than this age range. The Centers for Disease Control and
Prevention (CDC) defines middle childhood as the age range of 9-11 years old (CDC,
2021a), and additionally defines young teens as the age range of 12-14 years old (CDC,
2021b). Furthermore, adolescence as a whole is typically defined as the age range of 10-
19 years old (World Health Organization, 2021; WHO). As such, children aged 9-14

years old are an appropriate target population for this study.
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Conclusion

The purpose of this research is to investigate a model in which children’s
disordered eating, body image, and diet culture beliefs are communicatively developed
within the family. Through this investigation, an understanding of eating disorder
development via family communication may emerge, lending itself toward family-based
prevention efforts. To this end, three primary goals are asserted for this study: (a) to
determine the influence of parents’ diet culture-informed beliefs on their communication,
(b) to understand how parent-child communication influences children’s own diet culture
beliefs, and (c) how children’s diet culture beliefs may predict their disordered eating
behavior and body image. Thus, the current study considers communication within and
surrounding the family as being critical for the development of children’s disordered
eating, body image, and diet culture beliefs, such that family communication acts as a
necessary context for and process influencing these outcomes. The following chapter will
detail the extant literature relevant to the proposed model. Research pertaining to family
communication, disordered eating behavior, body image formation, and diet culture will
be discussed. Relevant theorizing will additionally be detailed. Finally, the proposed

model and hypotheses will be presented.
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CHAPTER TWO
LITERATURE REVIEW

Eating disorders pose a considerable health risk for children and adolescents
(Jones & Brown, 2016; Levine & Smolak, 2021). Thus, the current study aims to better
understand how precursors to eating disorders are communicatively developed within the
family. To do this, the current study proposes a model describing the development of
children’s disordered eating and body image via the intergenerational transmission of diet
culture. The proposed model suggests that parents’ diet culture beliefs inform children’s
diet culture beliefs through their communication. Furthermore, the model proposes that
children’s developed diet culture beliefs predict their disordered eating and body image
outcomes. Ultimately, this model seeks to explain diet culture’s influence within and
surrounding the family toward children’s eating disorder-related risk factors. To this end,
this chapter details the relevant literature toward the proposed model, providing a
rationale for the current study.

Toward this rationale, relevant theorizing is first discussed. Theories of human
development and communication are presented both as salient backdrops in which the
proposed study is situated as well as influential processes toward explaining the
development of children’s outcomes. Secondly, the way in which diet culture is
communicated within the family is discussed. Family communication techniques are
thirdly discussed as a means through which children learn about eating behaviors and
body image. Next, implications for children’s disordered eating and body image are
explicated, and the relevant literature is ultimately brought together in a detailed

discussion of the proposed model. A list of hypotheses will be provided (Table 2.1), as
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well as a graphic depiction of the model. Ultimately, the need to investigate diet culture
communication, parent-child communication, and children’s outcomes in conjunction
with one another will be presented in this chapter.

Relevant Theorizing

Family Systems Theory

Family systems theory is an appropriate lens from which to primarily approach
the current study. The central premise of family systems theory states that a family is an
interconnected system rather than a simple group of individuals (Bowen, 1978;
Minuchin, 1985). Family systems furthermore maintain seven primary characteristics:
interdependence, wholeness, patterns/self-regulation, openness, hierarchy/subgroups,
interactive complexity, and equifinality (Galvin et al., 2015; Yoshimura & Galvin, 2018).
The first characteristic that family systems hold is interdependence. This means that each
family member is connected in such a way that “changes in one... result in changes in the
others” (Galvin et al., 2015, p. 59). In other words, when something happens to one
family member, the entire system is affected. With regard to diet culture, interdependence
can be seen in a parent’s dicting behavior, for example. When a parent frequently diets,
their communication with their children is affected (Winkler et al., 2018); thus, one
family member’s actions affect the entire system.

Wholeness suggests that a family’s collective identity is separate from the
individual identities of each family member. Family systems are comprised of their
individual members, and while each family member is an independent person, together
they comprise the family identity. For example, although certain descriptors may be used

to describe a family as a whole, these words may not apply to family members
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individually (Yoshimura & Galvin, 2018). A family’s identity, then, emerges from
interactions between family members (Galvin et al., 2015). For example, a family may be
described as “fitness-oriented” if the parents often work out with their children, or as
“healthy eaters” if parents frequently teach their children to cook healthy meals.
Although each family member may not individually be interested in working out or
cooking healthy recipes, these family interactions comprise the system’s defining
qualities.

Family systems theory additionally posits that family systems regulate themselves
through patterns in behavior (Yoshimura & Galvin, 2018). These patterns are comprised
of coordinated interactions between family members, constituting families’ routines and
patterned communication. When families establish patterns to help regulate the family
system, communication rules are typically used as a necessary kind of pattern (Galvin et
al., 2015). Communication rules and feedback help maintain stability within a family by
providing constant communication as well as a standard expectation for family behavior.
Communication rules also indicate how to handle deviance from this norm (Galvin et al.,
2015). In the context of the current study, a family may follow a communication rule of,
“We don’t discuss weight in this family” or “Don’t complain about the dinner you are
served.” These rules, according to family systems theory, help keep stability in the
system by providing standards to be met by each member of the family.

Openness is the next characteristic of family systems. Though a family is a unit in
itself, it is not independent of outside influence. Thus, openness is necessary because
families exist within larger systems and are “influenced by societal conditions and norms

outside of the family system” (Yoshimura & Galvin, 2018, p. 166). Openness, then, is
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what allows societal influences to seep into family communication. The current study
contends that families exist within the larger influence of a societal diet culture; thus,
families’ openness allows diet culture’s values of fatphobia and the thin ideal to permeate
into parent-child communication.

Families also contain hierarchies and subgroups. The entire family system
contains subsystems, such as parental subsystems and sibling subsystems. These
subsystems constitute entire systems themselves, and also comprise the larger family
system (Yoshimura & Galvin, 2018). In this way, subsystems make families unique and
diverse. Often, family subsystems are organized by a hierarchy. The parental subsystem,
for example, may stand at the top of the hierarchy if the parents take an authority position
within the family. Over time, subsystems and their hierarchies can change, as they adapt
to changes in family relationships (Yoshimura & Galvin, 2018).

Because family systems are complex, structured, and comprised of various
communication rules, subsystems, and hierarchies, they characteristically develop an
interactive complexity. Due to a family’s complexity, the existing interactions and
structures within it “may only be understood in relation to each other” (Galvin et al.,
2015, p. 66). In other words, no two families are alike, and a family cannot be thoroughly
understood when compared with other families; rather, a family system may more clearly
be understood when closely analyzed as a multidimensional unit. Though diet culture is
ever-present in society and its influence cannot be avoided, it does not affect every family
in the same way. The way in which diet culture affects a family’s communication will

depend on the family’s openness, subsystems, hierarchies, communication rules, and
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interdependence, among other factors. Thus, interactive complexity serves to individuate
each family system.

Lastly, family systems experience equifinality, meaning that a family’s
circumstances, goals, and/or relationships may be reached in differing ways (Galvin et
al., 2015). For example, while many families may aim to maintain a healthy lifestyle, this
may be accomplished in different ways: while one family may focus on eating nutritious
foods and exercising often, another family may focus on weight loss. Though these
families have the same goal, equifinality suggests that no two families’ paths will be the
same (Yoshimura & Galvin 2018).

Ecological Risk/Protective Theory

Ecological risk/protective theory (ERPT) was proposed by Karen Bogenschneider
(1996), and this theory provides additional support for the current study. Though similar
in name, Bogenschneider’s (1996) ecological theory is markedly distinct from
Bronfenbrenner’s (1979) ecological systems theory of development. While
Bronfenbrenner’s (1979) theory maintains a grand, multi-layered approach to
understanding human development, ERPT more specifically considers both risk and
protective factors within one’s developmental ecology and proposes the potential ways in
which such factors may affect one’s development. According to ERPT, human
development is affected by a multitude of factors and nuanced perspectives, and as such,
it may not be sufficient to focus on one model alone when investigating developmental
processes. Consequently, in her theory, Bogenschneider (1996) aims to extend
Bronfenbrenner’s assertions and Lerner’s (1991) model of developmental contextualism

by combining key elements of these approaches as the bases of ERPT.
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Primarily, ERPT builds upon these models by merging two existing approaches to
human development and prevention research: a risk-focused approach by Hawkins et al.
(1992) and a protection-focused approach. Hawkins and colleagues’ (1992) risk-focused
perspective was developed toward the prevention of substance abuse. This approach
maintains that prevention is best performed when risks within one’s environment are
reduced or eradicated (Hawkins et al., 1992). Risks in this approach are posited to exist at
one of two levels. Broader societal and/or cultural-level risks provide frames of reference
for normative social behavior, which may place individuals at risk for dangerous actions.
For example, normative expectations of alcohol consumption may place individuals at
risk for developing alcoholism (Hawkins et al., 1992). Interpersonal-level risks exist
within individual, family, school, and peer environments, and may influence individuals
toward risky behavior. For example, psychological propensities such as sensation-seeking
may play a role in risky alcohol consumption. Family factors such as parental alcohol use
may additionally put one at risk for alcoholism (Hawkins et al., 1992). In the context of
the current study, diet culture messages rampant throughout the media would constitute
societal-level risk factors toward body image issues and disordered eating, and familial
communication like weight talk and mealtime conversations may constitute
interpersonal-level risks toward these issues.

The second perspective considered within ERPT is a protection-focused approach
to prevention. Though she does not attribute this approach to any particular scholar,
Bogenschneider (1996) indicates its use by Werner (1990) and Benard (1993). According
to Bogenschneider (1996), the protection-focused approach decidedly highlights

protective processes, rather than risk factors, as being influential toward human
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development. The term processes is used over the term factors as a marked way of
separating them from the individual context; that is, protective processes happen within,
to, or surrounding the individual, rather than being solely based within the person
(Bogenschneider, 1996). Overall, protective processes work to facilitate prevention of
damaging issues through one’s development, and taking a protection-focused approach to
prevention allows for a consideration of what is “right” with the person, rather than what
is “wrong” (Bogenschneider, 1996).

Ultimately, Bogenschneider (1996) merges the risk and protection approaches
with Bronfenbrenner’s ecological systems theory and Lerner’s developmental
contextualism to form ERPT. The theory’s central premise maintains that “human
development is shaped by a myriad of processes and that these processes must be
identified in multiple levels of the human ecology” (Bogenschneider, 1996, p. 130).
ERPT contends that risk factors and protective processes exist throughout one’s
developmental ecology, and that considering these elements at varying levels of ecology
will allow for the most comprehensive understanding of human development.
Furthermore, as life continues and circumstances change, influential processes toward
human development may change as well (Bogenschneider, 1996). Given these assertions,
ERPT provides clear support for the current study. As detailed later in this chapter, this
study specifies a model in which diet culture communication at the societal level is a risk
factor toward children’s outcomes via parent-child communication. Further, parent-child
communication is proposed as both a risk factor and protective process through which
outcome prevention and development may occur. By viewing diet culture as an

influential factor both within and surrounding the family, the current study considers both
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societal-level and interpersonal-level risk factors toward the development of children’s
disordered eating, body image, and diet culture beliefs. Parent-child communication is
conceptualized additionally as a protective process against such negative outcomes. As
such, this study is based in ERPT to comprehensively understand the communicative
development of children’s disordered eating, body image, and diet culture beliefs.
Family Communication Patterns Theory

Existing communication theory may elucidate the ways in which communication
is a key context for and process facilitating the development and prevention of children’s
disordered eating and body image within and surrounding the family. Family
communication patterns theory (FCPT) is a general theory of family communication that
identifies families” communication propensities and schemas, which relate to children’s
socialization and how family members view their relationships with one another (Koerner
et al., 2018). FCPT asserts that families’ communication exists among two dimensions:
conversation orientation and conformity orientation. Conversation orientation is open and
inclusive in nature; it encourages varying voices and perspectives, and allows individual
family members to build their own viewpoint (Koerner et al., 2018). Alternatively,
conformity orientation emphasizes uniform beliefs and responses among family members
(Koerner et al., 2018). Though traditionally seen as being negative or inhibitive, recent
research has highlighted the ways in which conformity oriented-communication may
benefit children’s development by facilitating shared values among the family, expanding
upon the previous understanding of this communication orientation (Horstman et al.,

2018). FCPT asserts that families’ communication will take on a level of both
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conversation orientation and conformity orientation; that is, families may demonstrate
high or low levels of each orientation within their communication (Koerner et al., 2018).

FCPT proposes four distinct schemata in which families reside: consensual,
protective, pluralistic, and laissez-faire. These schemata are determined by the family’s
levels of conversation and conformity orientation (Koerner et al., 2018). Families who
are consensual display communication that is high in both conversation and conformity.
Consensual families face the challenge of trying to maintain a uniform belief system
while also recognizing and accepting each other’s differing viewpoints. Koerner and
colleagues (2018) state that this often manifests as parents seeking out their children’s
perspectives, but ultimately explaining their own views to the children in hopes of
compliance. In protective families, communication is low in conversation and high in
conformity. These families place emphasis on parents as the decision-makers and do not
value open discussion. Parents in protective families see conflict as a threat to family
wellbeing and expect their children to agree with their perspectives (Koerner et al., 2018).
Families who are pluralistic demonstrate communication that is high in conversation and
low in conformity. These families value open communication and encourage children to
build their independent perspectives. Parents in pluralistic families do not feel the need to
be the sole decision-makers, but rather, they aim to include children in family matters
(Koerner et al., 2018). Lastly, laissez-faire families are low in both conversation and
conformity. Their communication is minimal, as members in these families have limited
interaction. Individuals in laissez-faire families tend to be highly independent, and due to
this lack of support, children may question their ability to be strong decision-makers

(Koerner et al., 2018).
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The way a family orients its communication is highly influential toward
children’s upbringing. Research has connected a family’s communication orientation and
FCPT schema to children’s development. With particular salience to the current study, a
family’s FCPT-based communication style and schema has been connected with
children’s mental health (Schrodt et al., 2007), disordered eating behavior (Miller-Day &
Marks, 2006), and weight stigma (Asbury & Woszidlo, 2016). The relevant literature on
FCPT and children’s outcomes will be discussed later in this chapter. The remainder of
this chapter will detail the extant literature related to diet culture, relevant parent-child
communication techniques, disordered eating, and body image, and additionally detail the
proposed model.

Transmission of Diet Culture

Diet culture exists within and surrounding the family; that is, diet culture’s
influence upon the family is ever-present. Because diet culture’s influence is nearly
impossible to avoid, it is important to consider the ways in which such values may be
transmitted within the family. Research investigating diet culture has rarely labeled it by
name; instead, the extant literature focuses on concepts of weight stigma, weight bias
internalization, self-objectification, and body (dis)satisfaction. In doing this, researchers
have created a breadth of work that, when pieced together, can illuminate the role of diet
culture in parent-child communication.

The extant literature suggests that parents’ diet culture-informed beliefs may
communicatively be transmitted to children. Research indicates that mothers’ fatphobic
beliefs are associated with their daughters’ fatphobic beliefs, such that mothers’ fear of

fat and blame of fat people indicated greater weight bias in daughters (Gagnon-Girouard
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et al., 2020). Additionally, children’s stereotyped beliefs about fatness increase when
mothers hold fatphobic attitudes themselves, and when mothers hold authoritarian
parenting beliefs (Holub et al., 2011). Lastly, research by Damiano and colleagues (2015)
additionally indicates that fathers’ weight-related beliefs can be transmitted to their sons.
With child weight-based stigma beliefs being highly prevalent in parents (Lydecker et al.,
2018a), it is unsurprising, but also unfortunate, that parents may inadvertently
communicate such beliefs to their children through their words, actions, and parenting
decisions. Thus, the following hypothesis is proposed:

H1: Parents’ diet culture beliefs will predict children’s diet culture beliefs.

Because Americans grow up in the fatphobic environment of diet culture, it is
easy to overlook how these stigmatizing beliefs are ingrained in family communication.
When parents experience weight stigma, they are more likely to internalize weight bias,
which is in turn associated with increased weight-focused conversations with children
(Pudney et al., 2019). This means that parents may be more likely to communicate
messages about weight to their children when they experience weight stigma, due to their
internalization of weight stigma beliefs. Parents who have dieted recently or who
perceive their child to be underweight or overweight may be more likely to discuss their
child’s weight with the child (Winkler et al., 2018), and may be more likely to tease their
child for their weight (Lessard et al., 2021). Additionally, parents who are concerned
about their child’s weight tend to engage in more restrictive feeding practices, such as
preventing children from eating too many sweets or eating their favorite foods too often
(Jaffe & Worobey, 2006; Loth et al., 2021), and may tease their child for their weight

more often (Lessard et al, 2021). Similarly, parents’ own weight stigmatizing experiences
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have been found to predict restrictive feeding practices for children (Gold & Vander
Weg, 2020), and parents’ anti-fat beliefs are also associated with restrictive child feeding
practices (Robertson et al., 2022). These results were significant for restrictive feeding
practices rooted in both health intentions (i.e., hoping for their children to be healthier) as
well as weight reasons (i.e., hoping for their child to lose weight; Gold & Vander Weg,
2020). These findings raise questions about the messages that such parenting practices
may communicate to children. Being fed less food and/or less appealing food in the name
of weight concerns may communicate a value placed on thinness, working to perpetuate
the thin ideal proposed within diet culture. Thus, the following hypotheses are posited:
H2a: Parents’ diet culture beliefs will predict weight talk with their children.
H2b: Parents’ diet culture beliefs will predict modeling of dieting behavior in
front of their children.
Family Communication
The extant literature has clearly indicated the importance of family
communication to children’s diet culture beliefs, disordered eating, and body image.
Within this literature, two primary communication techniques have emerged as being
particularly salient to these issues: weight talk and behavioral modeling. In addition,
mealtime has emerged as a highly salient context in which such communication may
occur. As such, the following section details the existing research the degree to which
parent-child weight talk, mealtime communication, and behavioral modeling of weight-
and eating-related practices may predict children’s diet culture beliefs, disordered eating,
and body image.

Parent-Child Talk
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Weight Talk. Weight talk within the family has been detrimentally linked with
children’s diet culture beliefs, disordered eating, and body image outcomes. Defined
simply, weight talk refers to weight-related communication, particularly between parents
and their children (Gillison et al., 2016; Pudney et al., 2019). Examples of weight talk
include parents’ comments about their own bodies, parents’ comments about their
children’s bodies, weight-related teasing, fat talk, and discussing weight of non-family
members. Weight talk may be highly prevalent among families, particularly from
mothers to daughters (Dahill et al., 2021); therefore, it stands as an important
consideration for family communication research.

Weight talk has commonly been examined within the parent-child relationship
alongside children’s disordered eating outcomes. Findings indicate that children’s
perceptions of encouragement to diet and weight teasing from parents are linked with
children’s dieting and dysfunctional eating (Gillison et al., 2016), and that parents’
engagement in fat talk (that is, weight talk specifically focused on the negative aspects of
fatness) is linked with children’s disordered eating (Lydecker et al., 2018b). Maternal
weight- and eating-focused comments toward children may be associated with increases
in disordered eating in both sons and daughters over time (Rodgers et al., 2020).
Additionally, girls whose mothers frequently make comments about their own weight or
body may be at greater risk for engaging in unhealthy or extreme weight control
behaviors and binge eating (Neumark-Sztainer et al., 2010), as well as an increased desire
to lose weight (Jones & Young, 2021). Fathers’ encouragement to diet and weight-related
comments about their own bodies have also been linked with increases in girls’ unhealthy

or extreme weight control behaviors (Neumark-Sztainer et al., 2010).
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In today’s fatphobic culture, weight talk within the family may play just as big of
a role in the development of disordered eating as messages from the media. Research by
Abraczinskas and colleagues (2012) suggests that parents’ weight-focused
communication with their children, including weight- and eating-related comments and
encouragement to stay thin and/or lose weight, is associated with both children’s bulimic
symptoms (i.e., binge eating and purging) and children’s drive for thinness. These
findings were still significant after accounting for media influence, highlighting the
salience of parent-child communication to this issue (Abraczinskas et al., 2012).
Additionally, alongside the media as a significant predictor of both bingeing and purging
behavior over time, families’ communication and history with disordered eating have
been shown to predict such behaviors; specifically, fathers’ communicated weight
expectations were a significant predictor for binge eating in women over time, and girls
whose mothers had a history of purging were also more likely to purge over time (Field et
al., 2008).

Research has identified weight talk as a communication practice that may also
influence how children feel about their bodies. When mothers engage in fat talk,
daughters may be at risk for body dissatisfaction, or a negative body image (Jones &
Young, 2021). Furthermore, Arroyo and Andersen (2016a) found that daughters whose
mothers engage in fat talk are more likely to do it themselves, and that self-fat-talk in
daughters was associated with poorer body image outcomes. These findings reveal an
interesting perspective on body image development; not only is parents’ communication

predictive of daughters’ body image, but also of daughters’ own self-communication.
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Thus, it is critical that fat talk be investigated alongside parents’ communication and
children’s subsequent body image outcomes.

Other weight-related communication, such as weight-specific comments and
teasing, is also of importance to children’s body image development. Parental weight-
related comments toward children (e.g., suggesting a child should lose weight) have been
linked with increased body dissatisfaction, as well as unhealthy/extreme weight control
behaviors and binge eating (Neumark-Sztainer et al., 2010). Weight comments from
parents have been found to be associated with body image in both sons and daughters
(Smolak et al., 1999), and are linked with children’s negative body image and concern
about weight (Haines et al., 2008). Furthermore, parental encouragement to diet may
predict children’s negative body image over time (Berge et al., 2018). Weight teasing has
also been found to be problematic; when children experience weight teasing from family
members, they are put at greater risk for body dissatisfaction (Neumark-Sztainer et al.,
2010). Findings from Keery and colleagues (2005) similarly suggest that when girls are
teased for their weight, specifically by family members, they are more likely to
experience negative body image. Taken together, these findings indicate that familial
weight-related communication has important implications for children’s body image
development.

Existing literature has furthermore documented how weight messages are
communicated from parents to children. Mothers’ fat talk, thin ideal internalization, and
extreme weight control behaviors are associated with greater body dissatisfaction and
motivation to lose weight in daughters (Jones & Young, 2021). Mothers’ fat talk is

additionally associated with bulimic symptoms (i.e., binge eating and purging) in
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daughters (Arroyo & Andersen, 2016a), and mothers’ fat talk and weight-loss behaviors
are furthermore associated with daughters’ increased motivation to lose weight (Jones &
Young, 2021). Mothers’ self-objectification has also been linked with daughters’ self-
objectification (Arroyo & Andersen, 2016b). To this end, the following hypotheses are
proposed:

H3a: Parents’ weight talk will predict children’s diet culture beliefs.

H4a: The relationship between parents’ diet culture beliefs and children’s diet

culture beliefs will be mediated by parents’ weight talk.

Protective Talk. Family mealtime is recognized as a key context through which
influential and protective communication toward children’s health outcomes may occur.
Regularly gathering for family meals is associated with lower occurrence of disordered
eating and unhealthy/extreme weight control behaviors in adolescent girls (Haines et al.,
2010; Neumark-Sztainer et al., 2008), and research indicates that communication during
mealtime, such as parental support and positively valanced interactions, may be
associated with decreased disordered eating in children (Godfrey et al., 2013).
Additionally, increased family meals are associated with higher-quality communication
between family members, and both family meal frequency and duration are associated
with overall mental and physical wellbeing of family members (Ho et al., 2018). Parent-
child communication during family meals has furthermore been associated with
decreased internalizing symptoms in adolescence (Elgar et al., 2012). Overall, the extant
literature demonstrates that parent-child communication during mealtimes may be a
useful protective factor against disordered eating and other mental health concerns for

children.
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Parental Modeling

Another influential communication practice is parental modeling of behaviors.
When parents model body-related behaviors for children, they nonverbally communicate
acceptable ways to react to one’s body, further communicating a body’s value or lack
thereof. Research has found that when mothers model self-compassionate attitudes,
daughters may also feel more self-compassionate and have a more positive body image
(Carbonneau et al., 2020). Daughters may also have a more positive body image when
mothers model healthy weight-related behaviors, such as support for physical activity,
positive body talk, and healthy eating habits (Arroyo et al., 2020). Parental modeling of
behaviors may also influence children’s body image in a negative way. Parents’ modeled
behaviors supporting thin idealization and dieting are linked with children’s increased
body dissatisfaction and drive for thinness (Abraczinskas et al., 2012). Additionally,
findings by Bardone-Cone and colleagues (2011) contend that parental modeling of
dieting behavior is significantly associated with body image for both white and black
college-aged women. Jones and Young (2021) further found mothers’ engagement in
extreme weight loss behaviors to be predictive of daughters’ body dissatisfaction.
Together, these findings indicate that parents’ nonverbal weight-related communication
may be just as important as their verbal weight-related communication with regard to
children’s body image development.

Parents’ behavioral modeling has also been connected to children’s disordered
eating. Research shows that parents’ own dieting is associated with daughters’
unhealthy/extreme weight control behaviors (Neumark-Sztainer et al.,2010), and

furthermore, that parental modeling may predict children’s bulimic symptoms
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(Abraczinskas et al., 2012). Research additionally contends that parental modeling is an
important consideration for eating disorder prevention (Loth et al., 2009). Maternal
modeling of weight-related behaviors, communication, and attitudes furthermore allows
disordered eating behaviors to persist across generations, from grandmothers to mothers
to daughters (Arroyo et al., 2017). Taken together, this literature indicates a clear
influence of parental modeling on children’s body- and eating-related beliefs and
behaviors. With this in mind, the following hypotheses are proposed:

H3b: Parents’ behavioral modeling will predict children’s diet culture beliefs.

H4b: The relationship between parents’ diet culture beliefs and children’s diet

culture beliefs will be mediated by parents’ behavioral modeling.
Family Communication Environment

The overall family communication environment may influence families’ behavior,

relationships, and well-being. Families’ communication may be oriented toward
conversation and/or conformity; that is, communication between family members tends
to have a level of openness and frequency while also emphasizing a degree of similarity
and likeness among individuals (Koerner et al., 2018). Research on family
communication, disordered eating, and body image has found connections between
conversation and conformity orientations and these outcomes in children.

Conversation Orientation. Families’ conversation orientation has been linked
with children’s diet culture beliefs and disordered eating, both in a protective as well as
developmental manner. Research suggests that children demonstrate less weight stigma
belief when families’ communication is oriented toward conversation, or greater

openness in diversity of communicated beliefs (Asbury & Woszidlo, 2016). Fathers’
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conversation orientation may be protective against disordered eating in children (Miller-
Day & Marks, 2006). Similarly, Botta and Dumlao (2002) found that families’
conversation orientation predicted anorexia symptoms in young women, such that greater
conversation orientation predicted fewer anorexia symptoms. Results further revealed
that pluralistic family types were protective against anorexia symptoms, and that laissez-
faire family types were conducive to bulimic symptoms (Botta & Dumlao, 2002). Given
these findings, it appears that a family’s conversation orientation may play a role in the
protection, as well as development, of children’s disordered eating. Consequently, the
following hypotheses are posited:

Hb5a: The relationship between parents’ weight talk and children’s diet culture

beliefs will be moderated by the family’s degree of conversation orientation, such

that low conversation orientation will make the relationship stronger.

H5b: The relationship between parents’ behavioral modeling and children’s diet

culture beliefs will be moderated by the family’s degree of conversation

orientation, such that low conversation orientation will make the relationship
stronger.

Conformity Orientation. Families’ conformity orientation has additionally been
linked with children’s weight stigma beliefs, disordered eating, and body image. Children
may be more likely to develop weight stigma attitudes when families’ communication is
more conformity-oriented (Asbury & Woszidlo, 2016). Additionally, fathers’ conformity
orientation has been shown to predict children’s disordered eating behavior (Miller-Day
& Marks, 2006), such that greater conformity orientation has been linked with increased

disordered eating in children. Conformity orientation is focused on uniformity in beliefs
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among family members, as well as respecting parental authority (Horstman et al., 2018).
Given that previous research has shown that disordered eating, weight stigma beliefs, and
body image can be communicatively transmitted from parents to children (Arroyo et al.,
2017; Holub et al., 2011; Jones & Young, 2021), children whose parents model diet
culture-informed behavior and communication would reasonably be at risk for similar
beliefs if parents’ communication was highly conformity-oriented. To this end, the
following hypotheses are posed:

H5c: The relationship between parents’ weight talk and children’s diet culture

beliefs will be moderated by the family’s degree of conformity orientation, such

that high conformity orientation will make the relationship stronger.

H5d: The relationship between parents’ behavioral modeling and children’s diet

culture beliefs will be moderated by the family’s degree of conformity orientation,

such that high conformity orientation will make the relationship stronger.
Implications for Children’s Health

Given the apparent influence of diet culture on families’ communication and
children’s beliefs, it is important to consider how such beliefs may impact children’s
mental and physical health. Disordered eating and negative body image pose threats to
children’s eating disorder risk, and as such, are salient health outcomes to be considered.
Thus, this section addresses the extant findings related to diet culture and children’s
disordered eating and body image development.
Disordered Eating

Disordered eating in childhood seems to be closely connected to communication

within the family and diet culture beliefs. Much research has examined family
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communication processes and weight stigma/anti-fat beliefs alongside specific forms of
disordered eating, such as binge eating, food restriction, and dieting. When viewed as a
whole, the extant literature points to family communication and diet culture as having a
considerable impact on children’s disordered eating outcomes. Children whose parents
encourage them to diet are at greater risk for unhealthy weight control behaviors, dieting,
binge eating, and negative body image (Berge et al., 2018), and experienced weight
stigma has been shown to put children at risk for disordered eating (Wellman et al.,
2018), suicidal thoughts (Hunger et al., 2020a), and weight bias internalization (Pudney
etal., 2019).

The influence of diet culture is notable for children’s disordered eating. Research
suggests that individuals with eating disorder diagnoses and individuals who frequently
engage in binge eating (but who do not have a diagnosis) are significantly more likely to
hold weight bias beliefs than those who do not engage in disordered eating (Najjar et al.,
2018). Additionally, weight bias internalization has been linked with women’s disordered
eating (Marshall et al., 2020), and parental pressure to be thin may predict children’s
disordered eating as well (Larsen et al., 2015). Both mothers’ and daughters’ fatphobic
beliefs are shown to predict daughters’ restricted eating (Hart et al., 2021). Additionally,
for white men, weight stigma beliefs predict their disordered eating, particularly their
engagement in binge eating (Lydecker et al., 2019). Furthermore, research by Chen et al.
(2020) indicates that adolescents’ disordered eating is predicted by anti-fat beliefs, and
this relationship is mediated by internalized weight stigma. Thus, the greater weight

stigma beliefs that children hold, the more likely they are to engage in disordered eating.
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Further, thin idealization has been found to influence women’s disordered eating
pathology (Chithambo, 2018). Consequently, the following hypothesis is proposed:

H6a: Children’s diet culture beliefs will predict children’s disordered eating.
Body Image

Body image is a key element of mental health and plays an instrumental role in
the development and prevention of eating disorders. Although eating disorders are
experienced differently and are not always rooted in body image concerns, research has
indicated negative body image to be a predictor of both clinical eating disorders and
disordered eating behavior (Cooley & Toray, 2001; Gardner et al., 2000; Kluck, 2010;
Prnjak et al., 2021). In accordance with Bogenschneider’s (1996) ecological
risk/protective theory, communication at the family level may act as both a risk factor
and protective process for children’s body image. Therefore, parent-child communication
is highly salient toward promotion and prevention efforts. Relevant to the current study,
the extant literature has highlighted the ways in which diet culture and parent-child
communication play a key role in children’s body image development.

The way parents talk to their children can affect their children’s body image.
Mothers’ body- and weight-related comments have been linked to daughters’ motivation
to lose weight and sons’ drive to increase muscle mass (McCabe et al., 2007).
Additionally, body-related memorable messages (such as messages about body size, body
type, and body image) with a negative tone may be associated with decreased self-esteem
and a more negative body image in young adult women (Rubinsky et al., 2019). As
indicated previously, both weight talk and modeling of weight behaviors can influence

children’s feelings about their bodies (Abraczinskas et al., 2012; Arroyo et al., 2020;
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Bardone-Cone et al., 2011; Haines et al., 2008; Smolak et al., 1999). Diet culture beliefs
have also been shown to contribute to body image. Weight bias internalization may
predict body image, which subsequently predicts disordered eating (Romano et al., 2021).
Similarly, research by Durso and colleagues (2016) contends that weight bias
internalization plays a role in body image and self-esteem. For white men specifically,
greater negative attitudes toward fatness are linked with body dissatisfaction (Lydecker et
al., 2019). In accordance with these findings, the following hypothesis is proposed:

H6b: Children’s diet culture beliefs will predict children’s body image.
Summary of Proposed Model

The purpose of the current study is to examine a model that illustrates the
intergenerational transmission of diet culture. This model stems from the study’s
hypotheses, which are presented in Table 2.1. Through this model, the communicative
development of children’s diet culture beliefs, disordered eating, and body image can be
discerned, giving way to needed family-based prevention efforts. The proposed
hypotheses emerge from the extant literature on human development, parent-child
communication, disordered eating, body image, and weight stigma. The resulting model
introduces the notion of the intergenerational transmission of diet culture, which has
previously not been investigated in communication research. Thus, the proposed model
offers an innovative communication-centered approach to informing eating disorder
prevention within the family. This model is depicted in Figure 2.1.

The proposed model, depicted in Figure 2.1, begins with the assertion that
parents’ diet culture-informed beliefs will predict children’s own diet culture-informed

beliefs. Next, it is hypothesized that this connection is mediated by two parent-child
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communication processes: weight talk and behavioral modeling. The model further
indicates that children’s diet culture beliefs will predict their disordered eating and body
image. Lastly, it is hypothesized that a family’s FCPT conversation and conformity
orientations will moderate the relationship between parent-child communication
processes and children’s diet culture beliefs. This model takes into consideration
Bogenschneider’s (1996) ecological risk/protective theory, FCPT, and findings from the
extant literature toward understanding how communication within and surrounding the
family shapes children’s beliefs and outcomes related to eating disorder development.
Conclusion

This chapter detailed a proposed model illustrating the intergenerational
transmission of diet culture in accordance with the extant literature. In this model, parent-
child communication is considered as the primary context through which diet culture
beliefs, disordered eating, and body image are formed in children. In this chapter, the
literature on relevant theorizing, parent-child communication, disordered eating, weight
stigma, and body image has been detailed, forming the basis of the proposed model. In
the following chapter, the study’s methods will be explained. This study’s participants,

recruitment methods, procedure, and measures will be discussed.
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Table 2.1
List of Hypotheses

H1  Parents’ diet culture beliefs will predict children’s diet culture beliefs.

H2a Parents’ diet culture beliefs will predict weight talk with their children.

H2b  Parents’ diet culture beliefs will predict modeling of dieting behavior in front
of their children.

H3a Parents’ weight talk will predict children’s diet culture beliefs.

H3b  Parents’ behavioral modeling will predict children’s diet culture beliefs.

H4a The relationship between parents’ diet culture beliefs and children’s diet
culture beliefs will be mediated by parents’ weight talk.

H4b  The relationship between parents’ diet culture beliefs and children’s diet
culture beliefs will be mediated by parents’ behavioral modeling.

H5a The relationship between parents’ weight talk and children’s diet culture
beliefs will be moderated by the family’s degree of conversation orientation,
such that low conversation orientation will make the relationship stronger.

H5b  The relationship between parents’ behavioral modeling and children’s diet
culture beliefs will be moderated by the family’s degree of conversation
orientation, such that low conversation orientation will make the relationship
stronger.

H5c The relationship between parents’ weight talk and children’s diet culture
beliefs will be moderated by the family’s degree of conformity orientation,
such that high conformity orientation will make the relationship stronger.

H5d  The relationship between parents’ behavioral modeling and children’s diet
culture beliefs will be moderated by the family’s degree of conformity
orientation, such that high conformity orientation will make the relationship
stronger.

H6a Children’s diet culture beliefs will predict children’s disordered eating.

H6b  Children’s diet culture beliefs will predict children’s body image.
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Figure 2.1
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CHAPTER THREE
METHODS

The current study was approved by the University of Missouri IRB under project
number 2091527. The purpose of this study is to investigate the intergenerational
transmission of diet culture and its influence on children’s disordered eating and body
image outcomes. The first chapter offered a rationale for the importance of the current
study and defined key terms. The second chapter outlined relevant theorizing and
literature surrounding this topic, presenting the hypothesized model describing potential
communicative pathways through which parental endorsement of diet culture may relate
to children’s own endorsement, as well as precursors of eating disorders. In this chapter,
the methods for this study are discussed. First, recruitment efforts are detailed, and
participant demographics are described. Next, the study’s procedure is provided, and
survey measures are detailed, with a following conclusion.
Participants and Recruitment
Participants

Data were obtained from a sample of 199 parent-child dyads in which children
were aged 9-14 years old. An a priori power analysis was conducted in R using the
semPower package (Moshagen & Erdfelder, 2016). Results indicated a required
minimum sample size of 164 parent-child dyads to reach acceptable power; thus, 199
parent-child dyads is an appropriate sample size for the current study.

The mean age of parent participants was 55.91 years old, and the mean age of
child participants was 11.14 years old. Most parents identified as cisgender women

(62.31%, n=124), 53 parents identified as cisgender men (26.63%), six identified as
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transgender women (3.02%), six identified as transgender men (3.02%), one identified as
nonbinary (.50%), and nine did not provide their gender (4.52%). The majority of
children were cisgender boys (53.27%, n=106); 81 children were cisgender girls
(40.70%), six were transgender girls (3.02%), four were transgender boys (2.01%), and
two were nonbinary (1%). Most parents identified as white (57.79%, n=115); 53
identified as black (26.63%), nine identified as Latino/a/x/é (4.52%), 12 identified as
Native American/American Indian (6.03%), five identified as Asian (2.51%), two
identified as multiracial (1.01%), and three did not provide their race (1.51%). The
majority of children identified as white (57.79%, n=115), 52 children identified as black
(26.13%), nine children identified as Latino/a/x/é (4.52%), 12 identified as Native
American/ American Indian (6.03%), seven identified as Asian (3.52%), and four
identified as multiracial (2.01%).

Most parents held a Bachelor’s degree as their highest level of completed
education (43.22%; n=86); five had completed a high school diploma or equivalent
(2.51%), two parents reported completing some college (1%), 11 held a two-year degree
(5.53%), 78 held a graduate degree (39.20%), 15 held a professional degree (7.54%), and
two did not report their highest level of education (1%). The majority of parents reporting
having experienced disordered eating (75.38%, n=150), while 45 reported not having
experienced disordered eating (22.61%) and five did not express their history (or lack
thereof) with disordered eating.

Recruitment
Recruitment for this study took place online and in the local Columbia, MO

community. Online recruitment announcements were distributed via targeted Facebook
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ads. Recruitment messages were posted on the author’s personal social media accounts
(Facebook, Twitter, and Instagram), as well as relevant Facebook groups, including
groups centered on parenting and adolescent caregiving. Messages were also posted in
the online CFLE forum facilitated by the National Council on Family Relations. The
author additionally used Facebook advertising to recruit participants. To recruit local
parent-child dyads in the Columbia, MO community, flyers were placed in relevant local
organizations, such as coffee shops, and family-facing facilities. The recruitment flyer,
social media image, and Facebook ads are displayed in Appendix A.

Recruitment messages contained information pertinent to participation in the
study. First, materials stated that the study aimed to learn about parent-child
communication and children’s body image. This is a general statement about the study
that served to adequately inform participants of the study’s purpose without priming them
toward eating disorder prevention. Recruitment messages additionally included
information about a $10 gift card compensation for each parent-child pair, and prompted
participants to contact the author if they were interested in participating. Lastly,
recruitment materials included the author’s name and contact information.

Procedure

Parents who were interested in participating were prompted to contact the author,
who shared a URL to the survey via email, along with PDF copies of the consent form
(Appendix B) and child assent form (Appendix C). Upon accessing the URL, parents
were directed to a Qualtrics survey (Appendix D), which began with the informed
consent form. The consent form included the purpose of the study and explained that both

the parent and their child were being asked to complete a survey. The consent form
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additionally informed the parent that they will receive a $10 gift card for participating in
the study.

The survey was comprised of two portions: Part 1, which was meant to be
completed by the parent, and Part 2, which was meant to be completed by the child. Upon
consenting for themselves and their child to participate, each parent received a message
explaining that they should complete Part 1, while their child would complete Part 2. In
the first portion of the survey, each parent completed measures assessing their diet culture
beliefs, their family’s conversation orientation, their family’s conformity orientation,
their weight talk, and their behavioral modeling of dieting behavior. Lastly, parents were
asked to provide demographic information about themselves and their child, as well as an
email address to which their incentive could be sent.

Once each parent completed their portion of the survey, they were prompted to
give the device on which they are completing the survey to their child. Each child was
then provided an assent form, and once assent was given, children completed measures
assessing their body image, disordered eating, and diet culture beliefs. Upon completion
of Part 2, children were prompted to give the device back to their parent. This ensured
that the data was submitted properly by allowing the parents the chance to ultimately
submit the survey,

Once data was collected, the author ensured that the email addresses provided
within the survey were deleted from the data and saved within a separate file to protect
participants’ anonymity. Once the email addresses were saved in a separate file, a $10
gift card was sent to each email address in the file. Each parent-child dyad received a $10

gift card to thank them for their time and efforts toward completing the study.
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Measures
Diet Culture Beliefs

To assess diet culture beliefs, parents and children completed the Diet Culture
Beliefs Scale (DCBS; Davidson, 2020) to indicate their diet culture beliefs. The DCBS
contains nine items which participants respond to on a 5-point Likert scale ranging from
“strongly disagree” to “strongly agree.” The scale contains three subscales: Dieting and
Status, Moralization of Food and Bodies, and Dieting and Health. From the first subscale,
a sample item is, “I will only wear clothes that make me look thin.” From the second
subscale, a sample item is, “Some foods are temptations to be resisted.” From the third
subscale, a sample item is, “Fat people are unhealthy.” The DCBS demonstrated good
reliability for parent diet culture beliefs (a=.873) and child diet culture beliefs (a=.913).
Disordered Eating

Children’s disordered eating was assessed with the Children’s Eating Attitude
Test (ChEAT; Maloney et al., 1988). This scale was modified for child participants from
the Eating Attitudes Test-26 (EAT-26). The ChEAT was validated with a sample of
children in grades 3-6 (ages 8-13), making it appropriate for use in this study. Children
responded to 26 items which participants respond to on a 6-point Likert scale ranging
from “never” to “always.” Sample items include, “I stay away from eating when [ am
hungry” and “I feel very guilty after eating.” The scale demonstrated good reliability
(0=.965).
Body Image

Children’s body image was assessed using the Body Appreciation Scale-2 (BAS-

2; Tylka & Wood-Barcalow, 2015). The BAS-2 is a 10-item scale assessing positive
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body image, where higher scores indicate a more positive body image and lower scores
indicate a more negative body image. Children responded to each item on a 5-point
Likert scale ranging from “never” to “always.” Sample items include, “I feel good about
my body,” and “I appreciate the different and unique characteristics of my body.” The
BAS-2 demonstrated good reliability (a=.907).
FCPT Conversation Orientation

Conversation orientation was measured using the 15-item conversation orientation
subscale of the Revised Family Communication Patterns Instrument (RFCP; Ritchie &
Fitzpatrick, 1990). Previous research has found this subscale to have acceptable
reliability (a=.89, Koerner & Fitzpatrick, 2002). Parents responded to each item on a 5-
point Likert scale ranging from “strongly disagree” to “strongly agree.” Sample items
include, “My child can tell me almost anything,” and “I often ask my child’s opinion
when the family is talking about something.” The RFCP demonstrated good reliability
(0=.928).
FCPT Conformity Orientation

Conformity orientation was measured using the 24-item Expanded Conformity
Orientation Scale (ECOS; Horstman et al., 2018). Items were adapted for the parent
perspective; for example, “I have clear expectations about how my child is supposed to
behave” was used instead of, “My parents have clear expectations about how a child is
supposed to behave.” Parents responded to each item on a 5-point Likert scale ranging
from “strongly disagree” to “strongly agree.” Sample items from the adapted scale
include, “My child is expected to follow my wishes,” and “Our family has a particular

way of seeing the world.” The ECOS demonstrated good reliability («.=.919).
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Weight Talk

In this study, weight talk is conceptualized as parents’ talk about their own weight
as well as their child’s. This may include comments about parents’ own bodies or weight,
or that of their child, as well as negative talk about fatness. As such, weight talk was
assessed using the self and child subscales from the adapted Fat Talk Questionnaire
(FTQ; Royal et al., 2013) from Lydecker and colleagues’ (2018b) study. These subscales
contain items that address parents’ communication about their own weight and that of
their child, thereby encompassing the current study’s conceptualization of weight talk.

Parents responded to each question on a 5-point Likert-style scale ranging from
“never” to “always.” Sample items from the self-weight talk subscale include, “When I’'m
with my child, I comment that my arms are too flabby,” and “When I am with my child, I
complain that I am fat.” Sample items from the child weight talk subscale include, “When
I’m with my child, I comment that my child’s arms are too flabby,” and “When | am with
my child, I complain that my child is fat.” The full scale demonstrated good reliability
(a=.974). Similarly, reliability estimates for the self subscale were good (a=.947), as
were reliability estimates for the child subscale (a=.959).
Behavioral Modeling

Behavioral modeling in this study refers to parents’ modeling of unhealthy
behaviors related to dieting and weight loss. Consequently, behavioral modeling may
entail such behaviors as dieting and unhealthy weight control behaviors, which are
frequently seen in the extant literature. Both parent and child data were collected for
behavioral modeling, to assess both parents’ reported behavior and children’s perceptions

of parents’ behavioral modeling.
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This variable was measured using two brief assessments, in line with prominent
work by Neumark-Sztainer et al. (2010). Parents were asked to respond to the following
question: “How often have you gone on a diet in the last year? By ‘diet,” we mean
changing the way you eat so you can lose weight.” Parents chose one of the following

29 ¢¢

responses: “never,” “1-4 times,” “5-10 times,” “more than 10 times,” or “I am always
dieting.” Children were asked the same question, but in relation to their parents (“How
often has your parent gone on a diet in the last year”).

Parents also responded to the following question to indicate unhealthy weight
control behaviors: “In the last year, how many of the following things have you done in

order to lose weight or keep from gaining weight?”” Parents selected as many of the

following behaviors as necessary: “fasted,” “ate very little food,” “used a food substitute
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(powder or a special drink),” “skipped meals,” “smoked more cigarettes,” “took diet
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pills,” “made myself vomit,” “used laxatives,” and “used diuretics.” To avoid priming
children for unhealthy or extreme weight loss behaviors, children were asked to provide
perception of parents’ weight control behaviors differently. Rather than asking child
participants to select all that applied from a list of weight control behaviors, children
instead were asked to respond to the following open-ended question: “Has your parent
done anything else to lose weight? If so, please type the things they have done to lose
weight in the box below. If they have not done anything to lose weight, please type "no"
or leave the box below blank.”

Ultimately, parents’ behavioral modeling was assessed with a combination of how

often they reported dieting in the last year and the total number of indicated weight

control behaviors. Children’s perception of behavioral modeling was assessed with a



combination of how often they reported parents dieting in the last year and the total
number of weight control behaviors listed in the open-ended question.
Ethical Considerations and Quality Assurance
Ethical Considerations

When engaging children as participants, particularly in a study about such
harmful mental health outcomes like disordered eating and negative body image, there
are ethical considerations that need to be made. As such, the current study was
thoughtfully designed to ensure the research was conducted as ethically as possible.
When seeking children’s perception of parental weight control behaviors, it would be
risky to ask children to select all behaviors that apply from a provided list, as parents
were asked to do. Given that children are a vulnerable population, and the participants’
age range was particularly at risk for negative body image and disordered eating in

childhood and adolescence (see section “Children’s Perspectives and Prevention” in
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Chapter 1), it was important to the author not to present children with a list of unhealthy

or extreme weight control behaviors. Therefore, children were instead asked to simply list

any weight loss behaviors they noticed their parents using.

Additionally, children’s body image was intentionally assessed using the Body
Appreciation Scale-2 (BAS-2; Tylka & Wood-Barcalow, 2015). Rather than asking
children possibly triggering questions about negative perceptions of their bodies, the

author chose to obtain data about children’s positive perceptions of their bodies. As

mentioned earlier, lower scores on the scale would indicate a more negative body image,

while higher scores would indicate a more positive body image. This served as an ethical
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method of assessing children’s body image without priming participants to feel
negatively about their bodies, particularly during a developmentally vulnerable period.

A further ethical consideration for this study was asking children to report
disordered eating behavior. It is challenging to assess disordered eating in a questionnaire
without a scale specifically intended to do so; as such, to ensure data was collected as
ethically as possible, the author chose to use a scale specifically made for children (the
Children’s Eating Attitude Test; ChEAT; Maloney et al., 1988). While the scale did ask
participants about disordered eating behaviors like avoiding food when hungry, the
language was understandable and appropriate for children in the intended age range.
Although it was not possible to avoid asking children to report such behaviors for
purposes of this study, the measure used helped ensure the research was conducted as
ethically as possible.
Quality Assurance

When seeking parent-child data, particularly via an online survey and with an
incentive, considerations need to be made to ensure the quality of the data. It is possible
for participants to attempt to complete the survey multiple times to obtain multiple
incentives. It is also possible that participants provided false data to obtain the incentive.
Given these considerations, the survey was designed to mitigate data quality concerns,
and the author removed responses that were incomplete or seemingly “mischievous
responders” (Robinson-Cimpian, 2014).

To mitigate the concern of false data, recruitment efforts asked interested
participants to contact the author for the survey link. This allowed the author to initially

engage with potential participants and reasonably assess their authenticity. The author
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received numerous emails seeking to participate, many of which appeared to be “bots” or
“mischievous responders.” For example, many emails included the same word-for-word
content expressing interest in the investigation. Such emails were not considered
legitimate participants.

Additionally, child perception of parental weight control behaviors was assessed
via an open-ended question. This served not only to ensure ethical data collection, but
also as a measure of quality control. Qualitative responses that did not respond to the
question (i.e., did not provide weight loss behaviors) or were comprised of jumbled
letters were removed from the data. Finally, the author reviewed the final data file for any
repeat email addresses. Participants were asked to provide an email address to which their
gift card incentive could be sent. Entries which provided an email address already
provided earlier in the data were removed as duplicates.

Method of Analysis

Upon completion of data collection, data were analyzed using structural equation
modeling (SEM), using the lavaan package for R, an open-source statistics software
(Rosseel, 2012). A correlation matrix was generated (Table 3.1). After conducting the
initial confirmatory factor analysis, large variables were parceled to preserve just
identification (Little et al., 2013). Engaging SEM in statistical analysis allows for reliable
results, as this method accounts for measurement error and non-normality of the data

(Kline, 2016). To perform the analysis, a
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Table 3.1

Correlation Matrix

1 2 3 4 5 6 7 8 9 10 M sd
1 PDCB - 3.50 0.82
2 Weight Talk (P-Rep) .62 - 261 097
3 Weight Talk (C-Rep) .61~ 91" - 251 101
4 CDCB 70" 56" 58" - 3.28 1.02
5 Conversation 317 .00 .07 207 - 391 0.73
6 Conformity 62" 39" 377 637" 58" - 3.67 0.64
7 Body Appreciation -.03 -16° -18° -12 AT 200 - 3.74 0.79
8 Disordered Eating 64" 67" J37 647 167 417 12 - 3.27 114
9 Parent DE History -34™  -54™ -49™ -39™ .03 -19™ 22" -37 - 122 041
10 Parent Age -17 -16°  -23" -14  -18" -177 -22 =227 -01 - 55.92 5.83
11 Child Age -.03 .07 .06 -19" -11 -28" .01 .02 .04 .07 1114 153

*p < .05, **p < .01

0§
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confirmatory factor analysis (CFA) was first conducted to assess the measurement model.
Then, hypotheses were tested using SEM.
Conclusion

The purpose of this study was to better understand the intergenerational
transmission of diet culture and its influence on the development of children’s disordered
eating and body image. This chapter described the current study’s methods, including
recruitment strategy, sample size, procedure, and measures. Ultimately, recruitment
resulted in 199 parent-child dyads who completed an online Qualtrics survey, providing
data to be analyzed via structural equation modeling (SEM). In the following chapter,

data analysis and results will be detailed.
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CHAPTER FOUR
RESULTS

Previous chapters have detailed the current study’s purpose, theoretical backing,
and methods. In this chapter, the current study’s method of analysis and findings will be
discussed. First, the method of analysis is detailed. Next, the findings from a
confirmatory factor analysis (CFA) are presented, and finally, findings specific to each
hypothesis are discussed.
Missing Data

Prior to conducting the analysis, missing data were handled using SPSS. A
Missing Completely at Random (MCAR) test was conducted, and results suggested that
the missing data were missing completely at random (x2=17923.055, p< .911). Only a
small percentage of data was missing, with each variable seeing between 0% and 4.5%
missing data. This suggests acceptable conditions to perform a multiple imputation.
Consequently, values were then imputed for all variables with missing data.
Confirmatory Factor Analysis (CFA)
Initial CFA

A confirmatory factor analysis (CFA) was conducted to assess the measurement
model, using the lavaan package in R with a robust maximum likelihood estimator
(MLR). The initial measurement model would not converge, likely due to the model’s
complexity and large number of indicators for some variables. Because of this, portions
of the measurement model were tested across three CFAs until the entire measurement

model was assessed.
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The first portioned CFA (Table 4.1a) assessed variables from the first, second,
third, and fourth hypotheses. This included the following variables: parental diet culture
beliefs, weight talk, child perception of weight talk, behavioral modeling, and child
perception of behavioral modeling. Results suggested acceptable model fit:
12(2449)=3918.302, p<.000, RMSEA=.055, CFI=.857, TLI=.850, SRMR=.053. Loadings
for the parental diet culture beliefs variable ranged from .462 to .835, with the majority
ranging between .500 and .700, and the average loading being .577. The loadings for
parent-reported weight talk ranged from .631 to .844, with an average loading of .762.
Loadings for child perception of weight talk ranged from .705 to .837. The average
loading was .788. Loadings for parent-reported behavioral modeling were largely
unsatisfactory, ranged from .094 to .837. The majority ranged from .200 to .400, and the
average loading was .309. Child perception of behavioral modeling was assessed using a
single indicator (see section “Behavioral Modeling” in Chapter 3).

The second portioned CFA (Table 4.1b) included the conversation orientation
variable and the conformity orientation variable. Results suggested poor model fit:
v?(701)=1566.657, p<.000, RMSEA=.079, CFI=.741, TLI=.727, SRMR=.127. Loadings
for conversation orientation ranged from .459 to .750, with an average loading of .680.
Loadings for conformity orientation ranged from .410 to .765, with the average loading
being .564.

The third portioned CFA (Table 4.1c) included variables from the remaining
hypotheses. This encompassed the following variables: child diet culture beliefs, child
body appreciation, and child disordered eating. Results suggested acceptable model fit:

%2(990)=6389.585, p<.000, RMSEA=.054, CFI=.898, TLI=.895, SRMR=.074. Loadings
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Table 4.1a

CFA Loadings: PDCB, Weight Talk, CDCB

Item Loading
Parental Diet Culture Beliefs (PDCB)
1. | try to control my weight so that others will have a positive opinion of 526
me.
2. | only exercise to have a body that others find acceptable. .850
3. I will only wear clothes that make me look thin. 154
4.Some foods are temptations to be resisted. .654
5. 1 put a lot of effort into resisting bad foods. .685
6. There are some foods that | should never eat. 575
7. Fat people are unhealthy. 657
8. If I am thin, I will live longer. 673
9. A person’s health is largely determined by the types of food they eat. 472
Self-Reported Parental Weight Talk
Parcel 1 952

1. When I’m with my child, I complain that my arms or legs are too flabby.
2. When I’m with my child, I complain that my stomach is fat.

3. When I’'m with my child, I criticize my body compared to thin models in
magazines.

4. When I’'m with my child, I complain that my body is out of proportion.
14. When I’'m with my child, I complain that my child’s arms or legs are too
flabby.

15. When I’'m with my child, I complain that my child’s stomach is fat.

16. When I’m with my child, I criticize my child’s body compared to thin
models in magazines.

17. When I’m with my child, I complain that my child’s body is out of
proportion.

Parcel 2 961
5. When I’'m with my child, I complain that I hate my whole body.

6. When I’m with my child, I complain that I am fat.

7. When I’m with my child, I complain that I should not be eating fattening
foods.

8. When I’'m with my child, I complain that I’ve gained weight.

18. When I’'m with my child, I complain that I hate my child’s whole body.
19. When I’'m with my child, I complain that my child is fat.

20. When I’'m with my child, I complain that my child should not be eating
fattening foods.

21. When I’'m with my child, I complain that my child has gained weight.
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Parcel 3 975
9. When I’'m with my child, I complain that my clothes are too tight.

10. When I’'m with my child, I complain that I need to stop eating so much.
11. When I’m with my child, I criticize my body compared to my friends’
bodies.

12. When I’m with my child, I complain that my body is disgusting.

13. When I’m with my child, I complain that I’'m not in shape.

22. When I’m with my child, I complain that my child’s clothes are too
tight.

23. When I’m with my child, I complain that my child needs to stop eating
so much.

24. When I’'m with my child, I criticize my child’s body compared to their
friends’ bodies.

25. When I’m with my child, I complain that my child’s body is disgusting.
26. When I’'m with my child, I complain that my child is not in shape.

Child-Reported Parental Weight Talk

Parcel 1 979
1. When I’m with my parent, they complain that their arms or legs are too
flabby.

2. When I’'m with my parent, they complain that their stomach is fat.

3. When I’'m with my parent, they criticize their body compared to thin
models in magazines.

4. When I’'m with my parent, they complain that their body is out of
proportion.

14. When I’m with my parent, they complain that my arms or legs are too
flabby.

15. When I’m with my parent, they complain that my stomach is fat.

16. When I’m with my parent, they criticize my body compared to thin
models in magazines.

17. When I’m with my parent, they complain that my body is out of
proportion.

Parcel 2 953
5. When I’'m with my parent, they complain that they hate their whole body.
6. When I’'m with my parent, they complain that they are fat.

7. When I’'m with my parent, they complain that they should not be eating
fattening foods.

8. When I’m with my parent, they complain that they’ve gained weight.

18. When I’m with my parent, they complain that they hate my whole body.
19. When I’m with my parent, they complain that | am fat.



20. When I’'m with my parent, they complain that I should not be eating
fattening foods.

21. When I’'m with my parent, they complain that I have gained weight.
Parcel 3

9. When I’m with my parent, they complain that their clothes are too tight.

10. When I’'m with my parent, they complain that they need to stop eating
so much.

11. When I’m with my parent, they criticize their body compared to their
friends’ bodies.

12. When I’'m with my parent, they complain that their body is disgusting.

13. When I’m with my parent, they complain that they are not in shape.

22. When I’'m with my parent, they complain that my clothes are too tight.

23. When I’'m with my parent, they complain that | need to stop eating so
much.

24. When I’m with my parent, they criticize my body compared to my
friends’ bodies.

25. When I’'m with my parent, they complain that my body is disgusting.
26. When I’'m with my parent, they complain that | am not in shape.

.969
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Child Diet Culture Beliefs

1. I try to control my weight so that others will have a positive opinion of
me.

2. 1 only exercise to have a body that others find acceptable.

3. I will only wear clothes that make me look thin.

4.Some foods are temptations to be resisted.

5. | put a lot of effort into resisting bad foods.

6. There are some foods that | should never eat.

7. Fat people are unhealthy.

8. If I am thin, I will live longer.

9. A person’s health is largely determined by the types of food they eat.

821

793
.818
749
775
594
127
707
611
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for child diet culture beliefs ranged from .625 to .842, with the average loading being
.732. The loadings for body appreciation ranged from .638 to .752, with an average
loading of .703. Finally, loadings for child disordered eating ranged from .264 to .837,
with the majority ranging from .700 to .837. The average loading for child disordered
eating was .715.

Removal of the Behavioral Modeling Variable. Based on the results of the
initial CFA, both parent-report behavioral modeling and child perception of behavioral
modeling were removed from the model, given their poor loadings. Loadings ranged
from .153 to .667, with the majority ranging from .153 to .347. The average loading was
.341. Regarding the parent-report data, it seems that the survey question structure for the
item assessing parents’ weight control behaviors was not suitable to conducting a CFA;
the “select all that apply” structure results in what seems to be missing data for those
items not selected. The remaining parent-report data for behavioral modeling included a
single indicator; which, in the CFA, would leave the modeling variable under-identified.

The child perception data for behavioral modeling had similar problems. The item
assessing perception of parents’ weight control behaviors was not able to be included in
the CFA, given its open-ended structure. Additionally, the remaining question was the
same single-indicator measure asked of parents, but from the child’s perspective.
Consequently, this left child perception of behavioral modeling under-identified. Given
these measurement concerns, behavioral modeling was removed from the model.
Parceled CFA
Upon completing the portioned CFAs, variables were parceled to simplify the

measurement model and preserve just identification (Little et al., 2013). Given the



58

Table 4.1b

CFA Loadings: Conversation Orientation, Conformity Orientation

Item Loading
Conversation Orientation
Parcel 1 .854
1. In our family, we often talk about topics like politics and religion where
some persons disagree with others.
2. In often say things like, “Every member of the family should have some
say in family decisions.”
3. I often ask my child’s opinion when the family is talking about
something.
4. | encourage my child to challenge my ideas and beliefs.
5. I often say things like, “You should always look at both sides of an
issue.”
Parcel 2 .883
6. My child usually tells me what s/he is thinking about things.
7. My child can tell me almost anything.
8. In our family, we often talk about our feelings and emotions.
9. My child and I often have long, relaxed conversations about nothing in
particular.
10. I think my child really enjoys talking with me, even when we disagree.
Parcel 3 .906
11. I encourage my child to express his/her feelings.
12, | tend to be very open about my emotions.
13. We often talk as a family about things we have done during the day.
14. In our family, we often talk about our plans and hopes for the future.
15. T like to hear my child’s opinion, even when s/he doesn’t agree with me.
Conformity Orientation
Parcel 1 924

1. I expect my child/children to respect their elders.

2. In our home, my child/children is/are expected to speak respectfully to
me.

3. | have clear expectations about how my child(ren) is/are supposed to
behave.

10. | feel it is important to be the boss.

11. I become irritated with my child’s views if they are different from mine.

16. In my family, family members are expected to hold similar values.
21. My child is expected to challenge my beliefs.
Parcel 2

929



4. When my child is home, they are expected to obey my rules.

5. I insist that my child respect those who have been placed in positions of
authority.

6. | emphasize certain attitudes that | want the children in my family to
adopt.

12. 1 try to persuade my child to view things the way I see them.

13. I say things like, “You’ll know better when you grow up.”

17. My child is expected to adopt my views.

18. I encourage my child to adopt my values.

22. In our home, children are allowed to question my authority.

23. | encourage open disagreement.

Parcel 3

7. In our home, | have the last word.

8. I expect my child to trust my judgment on important matters.

9. My child is expected to follow my wishes.

14. 1 say things like, “You may not understand why we are doing this right
now, but some day you will.”

15. I say things like, “My ideas are right and you should not question them.”

19. Our family has a particular way of seeing the world.
20. My child feels pressure to adopt my beliefs.
24. In our home, children are encouraged to question my authority.

841

59
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large number of indicators for the weight talk variables, both parent-reported weight talk
and child perception of weight talk were parceled using domain-representative parcels
(with each parcel including items measuring parental weight talk about the self and items
measuring parental weight talk about the child). The conformity orientation variable was
additionally parceled using domain-representative parcels, with each parcel containing
items from each subscale. Because the conversation orientation scale did not contain
subscales, this variable was parceled randomly. Finally, child disordered eating and body
appreciation were also parceled randomly, given that their scales also did not include
subscales.

A final CFA was run in R to assess the newly parceled measurement model. Items
and loadings for each parcel are detailed in Table 4.1, along with loadings for variables
not parceled. Model fit was good: ¥?(637)=1056.237, p<.000, RMSEA=.060, CF1=.930,
TLI1=.923, SRMR=.064. The loadings for the parent-reported weight talk parcels were
favorable, ranging from .952 to .975. The loadings for the child perception of weight talk
parcels were also favorable, ranging from .953 to .979. Loadings for the conversation
orientation parcels were good, ranging from .854 to .906. Loadings for the conformity
orientation parcels ranged from .841 to .929. The loadings for the body appreciation
parcels ranged from .788 to .904. Finally, loadings for the disordered eating parcels were
good, ranging from .875 to .943.

Analysis of Hypotheses

After assessing the measurement model, hypotheses were analyzed by testing the

structural model. Two models were ultimately tested: one including parent-reported

weight talk (the “parent-report model”), and one including child-reported weight talk (the
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“child-report model”). Research has shown the salience of perceived messages toward
well-being and health outcomes (Holman & Koenig Kellas, 2018; Jordan, 2022). Thus, it
was important to test a model in which parent-child communication was reported by the
parents as well as a model in which parent-child communication was reported by
children. This provided the opportunity to understand whether the hypothesized process
differed by parents’ reported weight talk behavior and children’s perception of parental
weight talk. Results from the assessment of each model are described below.
Parent-Report Model

In the parent-report model, weight talk was assessed using parent-reported data
(that is, parent-reported data on frequency of weight talk). The hypothesized model is
depicted in Figure 2.1. All hypotheses were tested via SEM analysis in R using the
lavaan package. The model was tested using a robust maximum likelihood estimator
(MLR). Observed results are depicted in Figure 4.1.

Initial results for the direct effects model yielded fair model fit: ?(371)=698.511,
p<.000, RMSEA=.070, CFI=.914, TLI=.906, SRMR=.074. The amount of variance
accounted for in the structural model was 49% for self-reported parental weight talk,
66.9% for child diet culture beliefs, 3.7% for body appreciation, and 51.4% for children’s
disordered eating. Regression estimates are detailed in Table 4.2.

Hypothesis 1 suggested that parents’ diet culture beliefs would predict children’s
diet culture beliefs, and findings revealed support for this hypothesis. As depicted in
Table 4.2, children whose parents reported high degrees of diet culture beliefs were more
likely to also hold high degrees of diet culture beliefs. Hypothesis 2a stated that parents’

diet culture beliefs would predict weight talk with their children. This hypothesis was
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Table 4.1c

CFA Loadings: Body Appreciation, Disordered Eating

Item Loading

Body Appreciation

Parcel 1 904
1. I respect my body.

2. | feel good about my body.

3. | feel that my body has at least some good qualities.

4. | take a positive attitude towards my body.

Parcel 2 .788
5. I am attentive to my body’s needs.

6. | feel love for my body.

7. | appreciate the different and unique characteristics of my body.

Parcel 3 .896
8. My behavior reveals my positive attitude toward my body; for example, |

hold my head high and smile.

9. I am comfortable in my body.

10. | feel like I am beautiful even if I am different from media messages of

attractive people (e.g., models, actresses/actors).

Disordered Eating

Parcel 1 875
1. I am scared about being overweight.

2. | stay away from eating when | am hungry.

3. | think about food a lot of the time.

4. 1 have gone on eating binges where | feel that I might not be able to stop.

5. I cut my food into small pieces.

Parcel 2 915
6. 1 am aware of the energy (calorie) content in foods that | eat.

7. 1 try to stay away from foods such as breads, potatoes, and rice.

8. | feel that others would like me to eat more.

9. I vomit after | have eaten.

10. | feel very guilty after eating.

Parcel 3 907
11. I think a lot about wanting to be thinner.

12. | think about burning up energy (calories) when | exercise.

13. Other people think I am too thin.

14. 1 think a lot about having fat on my body.



15. | take longer than others to eat my meals.
Parcel 4

16. | stay away from foods with sugar in them.

17. 1 eat diet foods.

18. I think that food controls my life.

19. I can show self-control around food.

20. | feel that others pressure me to eat.
Parcel 5

21. | give too much time and thought to food.
22. | feel uncomfortable after eating sweets.
23. | have been dieting.

24. 1 like my stomach to be empty.

25. | enjoy trying new flavorful foods.

26. | have the urge to vomit after eating.

987

943
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supported; a significant direct effect of parent diet culture beliefs on self-reported weight
talk was found, such that parents who held high degrees of diet culture beliefs were likely
to engage in more frequent weight talk.

Hypothesis 2b suggested that parents’ diet culture beliefs would predict modeling
of dieting behavior in front of their child. As the behavioral modeling variable was
removed from the model (see section “Parceled CFA”), this hypothesis was not tested.
Hypothesis 3a suggested that parents’ weight talk would predict children’s diet culture
beliefs. This hypothesis was supported. As depicted in Table 4.2, a significant direct
effect was found for parental self-reported weight talk on children’s diet culture beliefs,
such that children whose parents engaged in more frequent weight talk held higher
degrees of diet culture beliefs. Hypothesis 3b stated that parents’ behavioral modeling of
dieting behavior would predict children’s diet culture beliefs. Because the behavioral
modeling variable was removed from the model (see section “Parceled CFA”), this
hypothesis was not tested.

Results for the mediation model yielded the same global model fit as the direct
effects model: %?(371)=698.511, p<.000, RMSEA=.070, CFI=.914, TLI=.906,
SRMR=.074. The amount of variance accounted for in the structural model was 49% for
self-reported parental weight talk, 66.9% for child diet culture beliefs, 3.7% for body
appreciation, and 51.4% for children’s disordered eating. The unstandardized estimate,
confidence interval, and p-value can be found in Table 4.3.

Hypothesis 4a posited that the relationship between parents’ diet culture beliefs
and children’s diet culture beliefs would be mediated by parents’” weight talk. Although a

significant direct effect was found of parents’ self-reported weight talk on children’s diet
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culture beliefs (coef.=.233, p<.024), the mediation was approaching significance, but was
ultimately not significant. Hypothesis 4b predicted that the relationship between parents’
diet culture beliefs and children’s diet culture beliefs would also be mediated by parents’
behavioral modeling. Because behavioral modeling was removed from the model (see
section “Parceled CFA”), this hypothesis was not tested.

Results for the conditional effects model with conversation orientation as a
moderator yielded fair model fit: ?(548)=998.418 p<.000, RMSEA=.067, CFI=.901,
TLI=.892, SRMR=.089. The amount of variance accounted for in the structural model
was 48.5% for self-reported parental weight talk, 68.6% for child diet culture beliefs,
3.7% for body appreciation, and 52% for children’s disordered eating. Similarly, results
for the conditional effects model with conformity orientation as a moderator yielded fair
model fit: %?(548)=995.250 p<.000, RMSEA=.069, CFI=.906, TLI=.898, SRMR=.077.
The amount of variance accounted for in the structural model was 48.8% for self-reported
parental weight talk, 69.1% for child diet culture beliefs, 3.1% for body appreciation, and
50.8% for children’s disordered eating. Regression estimates are detailed in Table 4.4.

Hypothesis 5a posited that the relationship between parents’ weight talk and
children’s diet culture beliefs would be moderated by the family’s degree of conversation
orientation, such that low conversation orientation would make the relationship stronger.
Although the interaction term had a positive relationship with children’s diet culture
beliefs, the moderation was not significant. Hypothesis 5b suggested the same
moderation for the relationship between parents’ behavioral modeling and children’s diet
culture beliefs; however, as behavioral modeling was removed from the model (see

section “Parceled CFA”), this hypothesis was not tested.
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Figure 4.1

Observed Relationships: Parent-Report
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Note. *p < .05, **p < .01
Table 4.2
Parent-Report Model: Direct Effects
v DV Estimate  St. Estimate S.E. p-value
Parent DCB Child DCB 1.175 676 .298 .000**
Parent DCB WT (Parent-Rep) .980 .700 175 .000**
WT (Parent-Rep) Child DCB 233 .188 .103 .024*
Child DCB Body Appreciation -.113 -.192 .055 .040*
Child DCB Disordered Eating 592 717 .088 .000**

*p < .05, **p < .01
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Hypothesis Sc posited that the relationship between parents’ weight talk and
children’s diet culture beliefs would be moderated by the family’s degree of conformity
orientation, such that high conversation orientation would make the relationship stronger.
While results demonstrated a negative relationship between the interaction term and
children’s diet culture beliefs, the moderation was not significant. Hypothesis 5d
suggested the same moderation for the relationship between parents’ behavioral modeling
and children’s diet culture beliefs; however, as behavioral modeling was removed from
the model (see section “Parceled CFA”), this hypothesis was not tested.

Hypothesis 6a stated that children’s diet culture beliefs would predict children’s
disordered eating. As depicted in Table 4.2, this hypothesis was supported: children’s diet
culture beliefs had a significant predictive relationship to children’s disordered eating,
such that the higher degree of diet culture beliefs held by children, the greater their
likelihood of engaging in disordered eating. Finally, hypothesis 6b posited that children’s
diet culture beliefs would predict children’s body appreciation. As demonstrated in Table
4.2, support was found for this hypothesis. The higher degree of diet culture beliefs held
by children, the lower their body appreciation was likely to be.

Child-Report Model

In the child-report model, weight talk was assessed using child perception data
(that is, child-reported data on their parent’s frequency of weight talk). The hypothesized
model is depicted in Figure 2.1. All hypotheses were tested via SEM analysis in R using
the lavaan package. The model was tested using a robust maximum likelihood estimator

(MLR). Observed results are depicted in Figure 4.2.
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Table 4.3

Parent-Report Model: Indirect Effects

v Mediator DV Estimate Cl- Cl- p-value
Lower Upper
Parent DCB WT Child 228 -.001 457 .051
(Parent-Rep) DCB
*p < .05, **p < .01
Table 4.4
Parent-Report Model: Conditional Effects
v Moderator DV Estimate S.E. p-value
WT (Parent- Convo Child DCB 227 133 .089
Rep) Orientation
WT (Parent- Conf Orientation  Child DCB -.062 123 .618

Rep)

*p < .05, **p < 01
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Results for the direct effects model yielded fair model fit: 1?(371)=684.682,
p<.000, RMSEA=.068, CFI=.920, TLI1=.913, SRMR=.077. The amount of variance
accounted for in the structural model was 47.8% for child-reported parental weight talk,
68.8% for child diet culture beliefs, 3.8% for body appreciation, and 52.6% for children’s
disordered eating. Regression estimates are detailed in Table 4.5.

Hypothesis 1 suggested that parents’ diet culture beliefs would predict children’s
diet culture beliefs, and findings revealed support for this hypothesis. Similar to the
parent-report model, children whose parents held high degrees of diet culture beliefs were
more likely to hold high degrees of diet culture beliefs themselves (Table 4.5). Further
support was found for hypothesis 2a, which suggested that parents’ diet culture beliefs
would predict their weight talk with their children. As Table 4.5 demonstrates, parents’
diet culture beliefs had a significant positive predictive relationship with child-reported
parental weight talk; when parents held higher degrees of diet culture beliefs, children
were more likely to report parental weight talk.

As the behavioral modeling variable was removed from the model (see section
“Parceled CFA”), hypothesis 2b was not tested. Hypothesis 3a posited that parents’
weight talk would predict children’s diet culture beliefs. This hypothesis was supported.
A significant positive predictive relationship was found between child-reported parental
weight talk and children’s diet culture beliefs, such that when children reported greater
parental weight talk, they also reported higher degrees of diet culture beliefs. Because the
behavioral modeling variable was removed from the model (see section “Parceled CFA™),

hypothesis 3b was not tested.
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Figure 4.2

Observed Relationships: Child-Report
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Table 4.5
Child-Report Model: Direct Effects
v DV Estimate  St. Estimate S.E. p-value
Parent DCB Child DCB 1.121 .627 .293 .000**
Parent DCB WT (Child Rep) 957 .691 170 .000**
WT (Child-Rep) Child DCB .338 .262 134 .012*
Child DCB Body Appreciation -111 -.195 .053 .037**
Child DCB Disordered Eating 589 725 .082 .000**

**p < .05, **p < .01
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Results for the mediation model yielded the same global model fit as the direct
effects model:: ¢?(371)=684.682, p<.000, RMSEA=.068, CFI1=.920, TLI1=.913,
SRMR=.077. The amount of variance accounted for in the structural model was 47.8%
for child-reported parental weight talk, 68.8% for child diet culture beliefs, 3.8% for body
appreciation, and 52.6% for children’s disordered eating. The unstandardized estimate,
confidence interval, and p-value can be found in Table 4.6.

Hypothesis 4a posited that the relationship between parents’ diet culture beliefs
and children’s diet culture beliefs would be mediated by parents’ weight talk. In contrast
to the parent-report model, support was found for this hypothesis with the child-report
model. Specifically, child-reported parental weight talk significantly mediated the
relationship between parents’ diet culture beliefs and children’s diet culture beliefs (Table
4.6). Hypothesis 4b was not tested, as the behavioral modeling variable was removed
from the model.

Results for the conditional effects model with conversation orientation as a
moderator yielded fair model fit: ?(548)=990.938 p<.000, RMSEA=.067, CFI=.902,
TLI1=.894, SRMR=.092. The amount of variance accounted for in the structural model
was 47.6% for child-reported parental weight talk, 69.1% for child diet culture beliefs,
3.9% for body appreciation, and 52.6% for children’s disordered eating. Further, results
for the conditional effects model with conformity orientation as a moderator yielded fair
model fit: ¢2(548)=967.989 p<.000, RMSEA=.065, CFI=.917, TLI=.910, SRMR=.080.
The amount of variance accounted for in the structural model was 47.5% for child-

reported parental weight talk, 70.9% for child diet culture beliefs, 3.1% for body
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appreciation, and 52.1% for children’s disordered eating. Regression estimates are
detailed in Table 4.7.

Hypothesis 5a stated that the relationship between parents’ weight talk and
children’s diet culture beliefs would be moderated by the family’s degree of conversation
orientation, such that low conversation orientation would make the relationship stronger.
As with the parent-report model, this hypothesis was not supported; the moderation was
not found to be significant in the child-report model. Hypothesis 5b was not tested, as the
behavioral modeling variable was removed from the model.

Hypothesis 5c suggested that the relationship between parents’ weight talk and
children’s diet culture beliefs would be moderated by the family’s degree of conformity
orientation, such that high conformity orientation would make the relationship stronger.
Similar to the parent-report model, this hypothesis was not supported; the moderation
was not significant (Table 4.7). Hypothesis 5d was not tested, as the behavioral modeling
variable was removed from the model.

Hypothesis 6a stated that children’s diet culture beliefs would predict children’s
disordered eating. As demonstrated in Table 4.5, this hypothesis was supported, such that
higher degrees of diet culture beliefs significantly predicted greater levels of disordered
eating in children. Further, support was found for hypothesis 6b, which suggested that
children’s diet culture beliefs would predict children’s body appreciation. As
demonstrated in Table 4.5, higher degrees of diet culture beliefs were found to

significantly reduce children’s body appreciation.



73

Table 4.6

Child-Report Model: Indirect Effects

v Mediator DV Estimate Cl- Cl- p-value
Lower Upper
Parent DCB WT Child 324 024 .623 .034*
(Child-Rep) DCB
*p < .05, **p < .01
Table 4.7
Child-Report Model: Conditional Effects
v Moderator DV Estimate S.E. p-value
WT (Child- Convo Child DCB -.026 144 .818
Rep) Orientation
WT (Child- Conf Orientation  Child DCB -.033 174 .852

Rep)

*p < .05, **p < .01
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Conclusion

In this chapter, the results of the current study have been detailed. A structural
equation modeling (SEM) analysis was conducted in R using the lavaan package
(Rosseel, 2012). After the initial CFA was conducted to assess the measurement model,
large variables were parceled to preserve just identification. After inspecting results of
the subsequent CFA, parental behavioral modeling was removed from the structural
model, given its indicators’ poor loadings in the CFA. Finally, SEM analyses were run
for the structural model, first with parent-reported weight talk data and then with child-
reported parental weight talk data.

In conclusion, results provide support for the paramount role of children’s
perception of parental weight talk in children’s propensity for diet culture beliefs,
subsequently predicting children’s likelihood of engaging in disordered eating and
experiencing body image concerns. Additionally, although parent-reported weight talk
was not found to significantly mediate the relationship between parents’ diet culture
beliefs and those of children, it was extremely close to being significant (p<.051), This
suggests that while child perception may play a more prominent role in children’s diet
culture beliefs, parent’s self-reported weight talk may still be important. Finally, the
hypothesized moderations of conversation orientation and conformity orientation on the
relationship between weight talk and children’s diet culture beliefs were not found to be
statistically significant for either model. In the following chapter, I discuss these findings

and their meaning for continued research as well as practical application.
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CHAPTER FIVE
DISCUSSION
Eating disorder prevention is of the utmost importance. Eating disorders have one
of the highest mortality rates of any mental illness (Jones & Brown, 2016), and can
detrimentally impair the lives of those affected (Berkman et al., 2007; de la Rie et al.,
2005; Whisman et al., 2012). Communication within the family has the potential to play a
key role in eating disorder prevention, and thus, the current study sought to investigate
the role of parent-child communication in the development of three precursors to eating
disorders: children’s diet culture beliefs, disordered eating, and body image. In this
chapter, the current study’s results will be summarized, implications for prevention will
be discussed, and the study’s limitations will be acknowledged. Ultimately, this
dissertation will conclude with an important discussion of the current study’s
contributions to the extant literature and implications for practical efforts that may
contribute to eating disorder prevention.
Contributions to the Literature
This study examined a model depicting the intergenerational transmission of diet
culture, considering communication both from the parent’s perspective and from the
child’s perspective. The current findings lend credence to a process at play in which
parents’ diet culture beliefs inform their own weight talk (and perceived weight talk by
children), as well as children’s diet culture beliefs, which furthermore predict children’s
eating disorder-related outcomes of body image and disordered eating behavior. Thus,
results from both models provide support for the transmission of diet culture beliefs from

parent to child.
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Notably, weight talk was found to significantly mediate the relationship between
parents’ diet culture beliefs and children’s diet culture beliefs only in the child-report
model, suggesting that children’s perceptions of parental weight talk may have a greater
impact on the development of children’s diet culture beliefs than parent-reported weight
talk. These results suggest that it may be through such perceived parental weight talk that
children form diet culture beliefs, highlighting the paramount role of children’s
experiences in the formation of their beliefs.

Interestingly, the proposed moderations of conversation and conformity
orientations were not found to be significant in either model. Furthermore, in some cases,
the observed relationships differed in direction from the hypotheses. Possible
explanations for this, as well as the non-significant weight talk mediation in the parent-
report model, are discussed below. Ultimately, the current findings have implications for
research by way of theory, acknowledgement of diet culture, and the inclusion of
children’s perspectives.

Theory

Results from this dissertation hold implications for theory that should be
discussed. As mentioned, the proposed effects of conversation and conformity
orientations on the relationship between weight talk and children’s diet culture beliefs
were not found to be significant for either model. Previous research has connected
conversation orientation with such outcomes as weight stigma beliefs (Asbury &
Woszidlo, 2016) and anorexia symptoms (Botta & Dumlao, 2002), suggesting that higher
degrees of conversation orientation may be protective against such beliefs and behaviors.

Further, conformity orientation has been linked with increased weight stigma beliefs and
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increased disordered eating in the extant literature (Asbury & Woszidlo, 2016; Miller-
Day & Marks, 2006). It would seem plausible, given such findings, that conversation
orientation and conformity orientation may moderate the relationship between weight talk
and children’s diet culture beliefs, such that lower degrees of conversation orientation,
and higher degrees of conformity orientation, may make the relationship stronger.
Despite this, there are reasonable explanations for not having found support for these
hypotheses.

A possible explanation for these findings differing from the hypotheses lies in in
data collection. Data regarding the family’s conversation and conformity orientation were
collected via parent report. Thus, the data collected on each family’s degree of
conversation and conformity orientation relied on the perspective of the parent taking the
survey. Research has shown that parents’ and children’s perspectives of a family’s FCP
orientations can differ (Saphir & Chaffee, 2002). As with weight talk, it is possible that
results may have been different if FCP orientations had been measured both from the
perspective of the parent and the perspective of the child. Given the differences in parent-
reported weight talk and children’s perceptions of parental weight talk in the current
study, it is possible that other differences in perceived communication exist — including
FCP. While a parent may have believed the family’s communication environment to be
high in conversation orientation, for example, their child may have felt the environment
to be low in conversation orientation.

Although FCPT does not specifically state a family’s communication patterns to
originate from the parent alone, much of the extant literature engages solely parent report,

child report, or retrospective adult child report to measure such qualities (e.g., Ledbetter,
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2015; Miller-Day & Marks, 2006; Schrodt et al., 2007; Schrodt, 2020). It may be
important for continued work in the realm of FCPT to engage both child and parent data,
to better understand not only differences in perception, but also the way in which such
differences may operate in parent-child communication and children’s developmental
outcomes. Then, a stronger understanding of the effect of both parents’ and children’s
understandings of the family’s FCP on children’s outcomes may be discerned.

An additional explanation for such differing findings may lie in FCP’s position
within the proposed model. Although previous literature has engaged conversation
orientation and conformity orientation as moderators (e.g., Jiao, 2021; Schrodt &
Scruggs, 2021), much work related to parent-child communication, disordered eating, and
weight stigma has investigated direct relationships (e.g., Asbury & Woszidlo, 2016;
Miller-Day & Marks, 2006). It is possible that conceptualizing FCP’s place within the
proposed model as direct relationships rather than moderators may have resulted in a
clearer and more accurate picture of conversation and conformity orientations’ roles in
the intergenerational transmission of diet culture.

This poses interesting considerations for FCPT theorizing. Koerner and
colleagues (2018) contend that FCPT “claims to describe what family communication is
and how it functions” (p. 142). A wide breadth of research has examined conversation
and conformity orientations in relation to specific communication strategies and
outcomes, but despite this work, no clear articulation has been offered for the way in
which such patterns function to facilitate specific strategies and outcomes. Scholars have
engaged FCPs in examinations of direct, indirect, and conditional effects relationships

(e.g., Abdullah & Salim, 2020; Asbury & Woszidlo, 2016; Jiao, 2021; Schrodt &
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Scruggs, 2021), and an understanding of the significance of families’ conversation and
conformity orientations in family and developmental outcomes has become clear. What is
needed is an explicit discussion of the way families’ conversation and conformity
orientations are understood to function toward facilitating such outcomes. For example,
does the family’s communication environment necessarily play a role in such outcomes
more prominently as a direct relationship? Are conversation and conformity orientations
more influential as moderators or mediators, rather than having a direct effect? Theorists
may consider answering these questions by reviewing the extant FCPT-informed
literature to draw conclusions about the way FCPs function toward facilitating family and
developmental outcomes, and in doing this, a clearer picture of conversation and
conformity orientations’ functionality in such outcomes may be explicated, lending to
more concrete suggestions for research design and implementation.
Diet Culture

Diet culture as a distinct concept has notably been left out of the extant literature.
While existing work has investigated concepts of weight stigma, self-objectification,
weight bias internalization, and body dissatisfaction (e.g., Gagnon-Girouard et al., 2020;
Holub et al., 2011; Jones & Young, 2021; Lydecker et al., 2018a), very little research has
specifically called diet culture by name. This has detrimental implications for existing
work; when individual components of diet culture (like weight stigma, thin idealization,
and food moralization) are examined in research, such work paves the way for continued
investigations which are incomplete. This, then, creates a breadth of work that only

partially illuminates the full reality of diet culture’s influence, preventing diet culture
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from wholly being recognized as a distinct and destructive influence on family
interactions.

The current study sought to begin rectifying this concern by specifically
investigating diet culture beliefs, rather than individual components of diet culture, to
more wholistically address the oppressive societal environment affecting parent-child
communication and individual development. This constitutes an important contribution to
family and health communication research, particularly with regard to eating disorder
prevention. For work to adequately inform prevention efforts, findings need to be
comprehensive and applicable to eating disorder development. Further cementing this
contribution is the current study’s findings, which clearly indicate a process in which diet
culture-informed beliefs may work to facilitate harmful weight communication, which in
turn may inform children’s own beliefs and behavior related to eating disorder onset.

This is notable to consider for future research. Ecological risk/protective theory
(ERPT) contends that both risk factors and protective processes within one’s
developmental ecology will influence development, and furthermore, that such factors
and processes exist at varying levels within one’s developmental ecology
(Bogenschneider, 1996). Harmful diet culture messages at a societal level can inform
communication at the family level, which, as found in this study, may inform children’s
outcomes. In this way, diet culture acts as a risk factor within one’s developmental
ecology, working as “processes that can potentially mitigate youth development”
(Bogenschneider, 1996, p. 130). Diet culture’s detrimental influence on weight stigma,
thin idealization, and the moralization of food and bodies poses immense threat to

developmental well-being, and the results of this study further support this claim. As
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such, this dissertation contributes much to communication and eating disorder prevention
literature. Beyond the current study, future work should continue acknowledging diet
culture as a complete and inescapable systemic environment affecting families’ and
communities’ communication. Doing so can build upon the beginning rectification
presented in this dissertation, bolstering the scope and applicability of communication
research toward eating disorder prevention.
Children’s Perspectives

Another prominent contribution this study presents to the extant literature is its
use of children’s data to assess children’s outcomes. Notably, the proposed mediation of
parental weight talk on the relationship between parents’ diet culture beliefs and
children’s diet culture beliefs was only found to be significant in the child-report model,
indicating that children’s perception of parental weight talk fully facilitates the effect of
parents’ beliefs on those of children. This suggests the possibility that children’s
perceptions may be more impactful in the intergenerational transmission of diet culture
than parent-reported weight talk. Previous research indicates that parents may not realize
they are sending messages about beauty ideals to children (Liechty et al., 2016),
suggesting that parent-report data may not always present an accurate reflection of
parents’ weight- and appearance-related communication. Considering this, it would be
plausible for children’s perceptions to have a greater impact than parent-reported
communication. Additionally, children’s perceptions of parent behaviors are known to
play a role in children’s developmental outcomes (e.g., Gaylord et al., 2003; Korelitz &
Garber, 2016). Therefore, it seems reasonable that while parent-reported weight talk had

a direct effect on children’s diet culture beliefs, it may not have fully mediated the
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relationship between parents’ and children’s diet culture beliefs. In other words, parent-
reported weight talk may be an important piece of the diet culture transmission process,
but it may not fully facilitate the transmission of beliefs from parent to child.

Family systems theory suggests that families maintain interconnected relational
webs, with seven defining characteristics as systems: interdependence, wholeness,
patterns/self-regulation, openness, hierarchy/subgroups, interactive complexity, and
equifinality (see “Family Systems Theory” section in Chapter 2). From this, families are
demonstrated as being highly complex and distinct from other interpersonal relationships.
Family communication research often relies on parent perspective to assess parent-child
communication in relation to children’s outcomes, functionally suggesting the family
communication environment to solely be informed by the parent. This notion is clearly
flawed, as previous research has cemented the role of children in developing families’
relational culture and communication environments (e.g., Saphir & Chafee, 2002).

As noted in Chapter 1, research by Miller-Day and colleagues (2013) suggests
that less than 4% of family communication research has engaged child participants as
communicators; thus, family communication research has suffered from its lack of
sufficient representation of children’s perspectives. This is critically important when
considering the purpose of such work. If research is meant to increase an understanding
of the way in which parent-child communication affects children’s outcomes, for
example, then it cannot be assumed that using a young adult sample will adequately
convey such an effect. While researchers can attempt to obtain data from young adults by
asking about their childhood, this data cannot be a reliable substitute for data from child

participants, as it relies on an accurate memory. What is largely absent is an
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acknowledgement of the bi-directional nature of socialization within the family. When
work engages solely the parent perspective, there is an underlying assumption that
parents’ perspectives are not only representative of the family as a whole, but also the
most valuable perception of families’ communication patterns, interactions, and
outcomes.

Previous work has supported the importance of child perceptions of family
interaction on their own development (e.g., Gaylord et al., 2003; Korelitz & Garber,
2016), thereby demonstrating the significance of children’s perceptions, along with
parent’s perceptions, in the socialization process. With regard to the current study, when
research assumes the parent to be the sole influence on children’s development, such
work cannot adequately provide an understanding of communicative eating disorder
development. Furthermore, if research is meant to inform practice, then practitioners
must ensure that such work is applicable to the practice they aim to inform. Practitioners
interested in children’s outcomes may use young adult-informed research as a starting
point (e.g., “Now that we know that disordered eating can be communicatively
transmitted, let’s look at research on adolescents to find specific, helpful communication
techniques for your family to prevent this issue,”), but it would be important for the
practitioner to find research specific to the issues they aim to inform, so that they can
engage data that speaks to that context. Scholars should take care to approach future
family communication research from a family systems perspective, considering the
complexity at play in the relationships being studied. Studies should be informed by the
bidirectional nature of parent-child socialization and the significance of children’s

behaviors and beliefs in the family communication environment.
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By engaging children as participants, the current study intentionally allows for an
understanding of the way in which diet culture beliefs play a role in the development of
children’s disordered eating and body image, and thus can be applicable to eating
disorder prevention work aimed at an appropriate population (see “Participants” in
Chapter 3). Taken together, the current study’s intentional use of children’s data
represents a prominent contribution to family and health communication research.
Communication-Based Process

A final contribution this study makes to the literature is its consideration of the
communicative transmission of diet culture beliefs from parents to children. By
examining a model of the intergenerational transmission of diet culture, the current study
has pieced together current understandings related to parent-child communication,
children’s body image, children’s disordered eating, and eating disorder development. In
doing so, the current study has proposed, and largely found support for, a process by
which children’s eating disorder risk factors are facilitated; a process which places
communication at the centerfold. As mentioned in Chapter 1, existing models of eating
disorder development have typically engaged a psychological approach, emphasizing
individual-level psychological processes and societal-level influences, like female body
ideals (Brytek-Matera & Czepczor, 2017; Stice & Van Ryzen, 2019). While a
psychological perspective is undoubtedly needed to prevent mental illness, a
consideration of surrounding communicative environments seems equally as critical.

Viewing the current study through the lens of ERPT (Bogenschneider, 1996) can
illuminate the significance of this contribution. As articulated earlier, diet culture can be

seen as a dominant risk factor in children’s developmental ecologies. What seems clear
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from the extant literature, and what is supported by the current findings, is the notion that
parent-child communication may act as either a risk factor and/or a protective process
toward children’s development. As suggested by the current findings, parental weight
talk may significantly predict children’s diet culture beliefs, suggesting that when parents
talk about their own weight or that of their child, children may be at greater risk for
developing beliefs related to weight stigma and thin idealization. Furthermore, the current
findings support the notion that children’s perceived parental weight talk may facilitate
the connection between parents’ own diet culture beliefs and those of children. In this
way, parent-child weight communication can be considered as a risk factor in children’s
developmental ecologies. Previous work has additionally posited that parents’ weight-
related communication may be protective; for example, Arroyo and colleagues (2020)
contend that mothers’ modeling of healthy behaviors and discussions of female beauty
ideals may help prevent against daughters’ negative body image. Considering the current
findings alongside existing literature, it is clear that parent-child communication is
critical context which needs to be considered in the development and prevention of eating
disorders and related outcomes. Thus, the current study’s consideration of
communication as a central component in the development of eating disorder risk factors
presents a useful and important contribution to family and health communication
literature, and to prevention work in particular.
Implications for Prevention

A discussion of the current study’s implications for prevention in practice is
warranted. While this dissertation presents implications for future research, its findings

may also be interpreted to inform eating disorder prevention work. Practitioners working
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to create mid-level or large-scale prevention programs, as well as practitioners working
one-on-one with families, such as family life educators (FLES) or parent educators, may
especially gain insight from the current findings.

Practitioners working to develop mid-level or large-scale prevention programs
may interpret the current study’s findings to inform educational efforts within such
programs. As findings support the intergenerational transmission of diet culture beliefs,
particularly via child-perceived weight talk, practitioners may consider incorporating
curriculum related to this communicative process within their programs. For programs
aimed primarily at parents, practitioners may consider curriculum centered on eliminating
or reducing weight talk, particularly around children. Curriculum should engage parents
with specific, actionable tips and individual activities so parents can confidently leave the
program feeling empowered to make behavioral change, especially when such diet
culture-informed behaviors are deeply ingrained. For example, practitioners may suggest
that parents seek to recognize when they talk about their own weight and that of their
child. Practitioners may suggest language of which to be aware, which might help parents
identify their own weight talk. An additional actionable tip may include engaging
children in conversations about their own perception of parents’ beliefs. Parents may be
prompted to ask their kids what they think their parents believe about weight, bodies, and
appearances. Parents may benefit from such conversations, as being aware of children’s
perceptions may allow parents to intervene before children’s own destructive diet culture
beliefs are solidified, or before disordered eating and body image challenges arise.

For programs aimed primarily at children, practitioners may choose to emphasize

coping strategies. Given that children’s perception of parental weight talk significantly
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mediated the relationship between parents’ diet culture beliefs and children’s diet culture
beliefs in the current study, it seems especially important for children experiencing
parental weight talk to learn clear, understandable coping strategies for mitigating the
effects of such weight talk on their mental and physical well-being. This, then, may
additionally act as an intervention point to reach children before eating disorder
precursors do.

Practitioners working one-on-one with families may additionally engage the
current findings to inform their practice. As the study’s recruitment methods and sample
size do not allow the findings to be generalizable, findings should be interpreted as a
communicative process by which children’s eating disorder risk factors may be
facilitated. As such, practitioners working one-on-one with families may engage the
current study’s findings to educate parents on the importance of recognizing and reducing
weight talk within the home. In a one-on-one setting, practitioners can more closely get to
know their clients, and thus can provide personalized guidance toward this end. In
particular, practitioners working with parents should take care to communicate that
parents are not at fault for any body image challenges or disordered eating their child
may face; rather, their words can play a powerful role in shaping kids’ experiences and
beliefs. Practitioners working directly with children may additionally consider helping
clients express their experiences with their parents. Facilitating more open
communication in the parent-child relationship may help parents to recognize their own
weight talk and learn how their comments are being perceived by their children. Such
efforts may help families to make needed to change to work toward reducing the

transmission of diet culture beliefs in the home.
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Limitations

While the current study presents useful contributions to family and health
communication research, and to eating disorder prevention practice, its limitations must
be discussed. The first limitation that should be acknowledged is the potential for self-
selection bias. Recruitment methods included posting study information both in the
author’s local community and online to social media groups focused specifically on
parenting. Parents who were interested in participating with their child were prompted to
contact the author. Given this recruitment strategy, it is possible that the members of such
online groups may have been particularly interested in participating, given their existing
participation in a group discussing parenting challenges. It is also possible that given the
study’s subject, participants may have been particularly motivated to participate in a
study about body image if they have personally experienced a history of negative body
image or food-related challenges. As noted in Chapter 3, 75.38% (n=150) of parent
participants reported a history of disordered eating, and while it is possible this may be
common, it is also possible that participants’ personal histories of disordered eating may
have influenced them to participate in the study. Considering the possible self-selection
bias, the results of this study should not be interpreted as generalizable to all parent-child
pairs, but rather, should be seen as a process composed of predictive relationships
between parent-child communication, diet culture beliefs, and children’s disordered
eating and body image.

Additionally, given the author’s use of online data collection methods, it is not
possible to be absolutely certain that parents did not complete Part 2 of the survey for

their children. Although measures were put into place to ensure data quality (see section
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“Ethical Considerations and Quality Assurance” in Chapter 3), it is possible that parents
still completed the survey in place of their children. Given this possibility, the results
should be interpreted with data collection methods in mind.

Finally, because this study’s findings cannot be generalized to the public, results
cannot be interpreted to be universally applicable. Practitioners aiming to engage this
study’s findings toward eating disorder prevention should consider the findings to be
indicative of a communicative process through which diet culture beliefs may be
transmitted from parent to child, consequently facilitating children’s body image and
disordered eating. As mentioned above, practitioners may consider referencing the
current findings to educate families on the importance of reducing weight talk and
acknowledging children’s perspectives of such communication within the home.
Conclusion

This chapter has presented a discussion of the current study’s findings, its
implications for future research and eating disorder prevention practice, and its
limitations. Ultimately, this dissertation presents a novel and considerable contribution to
the extant literature surrounding parent-child communication, eating disorder
development, and children’s perspectives. Through analysis of dyadic data via structural
equation modeling, the current study supports the intergenerational transmission of diet
culture, noting the significance of communication within and surrounding families
toward children’s health-related outcomes.

Eating disorder prevention can only be facilitated if such work is continued. More
research is needed to better understand how diet culture informs family interactions and

children’s perception of parents’ beliefs and behaviors. Furthermore, work is critically
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needed which centers children’s experiences and perceptions by engaging children and
adolescents as valuable participants. While more work is needed, this dissertation makes
an important step in advancing this call. Overall, the current study highlights the role of
diet culture beliefs and both parent-reported and child perception of parents’ weight talk
in the development of children’s eating disorder-related outcomes, with notable

implications for both future research and much-needed prevention practice.
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Appendix A
Recruitment Materials

Recruitment Flyer/Social Media Image

Is your child 9-14 years old?

Researchers at the University of Missouri are
interested in learning about parent-child
communication and body image and would love for
you and your child to participate in this study!

Participation involves completing an online survey,
which should take approximately 30 minutes.

Each parent-child pair will receive a $10 gift card for
their time and effort.

Parents must be 18+ and kids must be age 9-14.
Must speak English and have access to Internet to
take the online survey.

For more information, or if you are interested in
participating, please contact Ellen Jordan.

Ellen Jordan



Facebook Ads
E
Participate in
Research!

Researchers at the University of Missouri
are seeking parent-child pairs to
participate in a study about
parent-child communication & body image

Participation involves completing an online survey,
which should take approximately 30 minutes.

Parents must be 18+ and kids must be age 9-14.
Must speak English and have access to
Internet to take the online survey.

If you are interested in participating,
please contact Ellen Jordan.

Ellen Jordan

Participate in Research!

Researchers at the University of Missouri are seeking
parent-child pairs to participate in a study about
parent-child communication & body image

Participation involves doing an online survey, which should take about 30 minutes.

Parents must be 18+ and kids must be age 9-14.
Must speak English & have access to Internet to take the survey.

If you are interested in participating, please contact Ellen Jordan.

ellenjordan@mail.missouri.edu
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Calling all Parents!

Researchers at the University of Missouri
are seeking parent-child pairs to
participate in a study about
parent-child communication & body image

Participation involves completing an online survey,
which should take approximately 30 minutes.

Parents must be 18+ and kids must be age 9-14.
Must speak English and have access to
Internet to take the online survey.

If you are interested in participating,
please contact Ellen Jordan.

Ellen Jordan

Participate in
Research!

Researchers at the University of Missouri are seeking
parent-child pairs to participate in a study about
parent-child communication & body image

Participation involves doing an online survey,
which should take about 30 minutes.

Parents must be 18+ and kids must be age 9-14.
Must speak English & have access to Internet to take the survey.

If you are interested in participating, please contact Ellen Jordan.

ellenjordan@mail.missouri.edu
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Appendix B

Consent Form

Parental/Guardian Consent Form

Project Title: The Intergenerational Transmission of Diet Culture: Associations with
Children’s Disordered Eating and Body Image

Principal Investigator Name: Ellen Jordan

Principle Investigator’s Advisor: Colleen Colaner, Ph.D.

IRB Assigned Project Number: 2091527

Key Information About the Study

You and your child are being asked to participate in a research study. The purpose of this
research project is to better understand parent-child relationships and children’s mental
health outcomes. You and your child are being asked to complete an online survey.
Possible benefits include receiving a $10 digital gift card for your time and effort. Risks
are minimal, but some possible risks may include feeling uncomfortable providing
responses to the survey questions.

Please read this form carefully and take your time. Let us know if you have any questions
before consenting to participate and/or giving your child permission to participate. The
researcher is happy to explain words or information that you do not understand.
Participating in this research is voluntary and you can choose not to participate. You may
also choose not to have your child participate. If you do not want yourself or your child to
participate, or if you choose to start the study and then stop later, there will be no penalty
or loss of benefits to which you and your child are otherwise entitled.

Purpose of the Research

You and your child are being asked to participate in this study because you are over the
age of 18 years old and your child is between 9 and 14 years old. The purpose of this
research project is to better understand parent-child relationships and children’s mental
health.

What will happen during the study?

You and your child are being asked to complete an online survey, which should take
approximately 30 minutes. You will be asked to complete the first half of the survey, and
your child will be asked to complete the second half of the survey.

There will be about 150-200 parent-child pairs participating in this study.

What are the expected benefits of the study?

There are no direct benefits to participating in this study. However, the results of this
study may have the potential to inform mental health prevention efforts, which would
benefit society as a whole.
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What are the possible risks of participating in this study?

There are minimal risks expected when taking part in this study. There are some that we
know about and some may not know about yet. Some possible risks include feeling
uncomfortable or embarrassed about providing responses to some of the questions in the
survey.

To help lower these possible risks, we will ensure that the information you provide is
confidential. Your information will not be shared with anyone. Only the research team
will have access to the information you provide.

We will tell you about any new important information we learn that may affect your
decision to participate and/or allow your child to participate in this study.

What other choices do | have if | don’t want to be in the study and/or my child to be in
this study?

You and your child are not required to be in this study. You can simply choose not to
participate. You can look for other research projects you and your child may be interested in
instead of this study.

Will my child and I receive compensation for taking part in this study?

You and your child will be compensated for taking part in this study. For their time and
effort, you and your child will receive one digital $10 gift card. The gift card will be sent to
your email address that you provide in the survey. Gift cards will be sent out after data has
been collected for this study.

Are there any costs for participating in this study?
You should not expect any additional costs by participating and/or letting your child
participate in this study.

Will information about myself and my child be kept private?

The research team is committed to respecting your and your child’s privacy and keeping
your and your child’s personal information confidential. We will make every effort to
protect your and your child’s information to the extent allowed by law.

When the results of this research are published, we will remove all identifying information
so it will not be known who provided the information. Your and your child’s information
will be kept as secure as possible to prevent your identities from being disclosed. The data
we collect from you and your child as part of this research will not be used or shared for
future research studies. It will only be used for purposes of this study.

Who do I contact if | have questions or concerns?

If you have guestions about this study, you can contact Ellen Jordan, the University of
Missouri researcher, at ellenjordan@mail.missouri.edu. You may also contact Colleen
Colaner, Ph.D., the advisor for this research study, at colanerc@missouri.edu.
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If you have questions about your or your child’s rights as a research participant, please
contact the University of Missouri Institutional Review Board (IRB) at 573-882-3181 or
muresearchirb@missouri.edu. The IRB is a group of people who review research studies
to make sure the rights and welfare of participants are protected.

If you want to talk privately about any concerns or issues related to your or your child’s
participation, you may contact the Research Participant Advocacy at 888-280-5002 (a
free call) or email muresearchrpa@missouri.edu.

Do I get a copy of this consent form?
You will receive a copy of this consent form for your records.
We appreciate your consideration for your child to participate in this study.

Consent to Participate - Signatures

Parent/Guardian Signature Date

Child’s Name

Relationship to Child
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Appendix C

Child Assent Form

Child Assent

Research Title: The Intergenerational Transmission of Diet Culture: Associations with
Children’s Disordered Eating and Body Image

Researcher’s Name: Ellen Jordan

IRB Project Number: 2091527

Information about the Study
You are being asked to be in a research study.

Please read this form carefully and take your time. Let us know if you have any questions
before you decide if you want to be in the study. The research team can explain words
that you do not understand. Your parents can also help explain the study to you.

If you do not want to be in the study, that is okay. You can also choose to start the study
then stop later. It will not be a problem at all.

You are being asked to be in this study because you are between the ages of 9 years old
and 14 years old. We are doing the study because we want to learn about relationships
between parents and children. What you tell us will only be used for this study. It will not
be used for other studies or shared with anyone besides the researcher.

What will happen during the study?

You are being be asked to do an online survey. It will take about 30 minutes. The
information you share will be private. Only the researcher will know what you said. They
will not tell anyone what you say.

What are the good things that can happen in this study?
You may or may not have good things happen to you by being in the study. We may
learn something from the study that may help other people in the future.

What are the bad things that can happen in this study?

We do not expect anything bad to happen to you.

What other choices do I have if I don’t want to be in this study?

You do not have to be in this study. You can stop at any time and the researcher won’t be
upset.

Will I be paid for being in this study?
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You and your parent will receive one $10 gift card for participating in this study. The gift
card will be sent to your parent in an email. The gift card will be sent once the researcher

has collected her data.

Will my information be kept private?

We will do everything we can to keep your information private. Only the researcher will

know what you shared.

What if I have questions or problems?
You and your parent can contact the researcher at any time at

ellenjordan@mail.missouri.edu. The researcher’s name is Ellen, and she is happy to

answer any questions you have.

Assent Signature

Child’s Signature

Date



mailto:ellenjordan@mail.missouri.edu

121

Appendix D
Questionnaire
[Consent Form]

Part 1: Parents

Welcome to Part 1 of the study! This survey has two parts. The parent should complete
Part 1, and the child should complete Part 2. You will get a similar alert to this one when
Part 1 has ended and Part 2 is coming up.

Because this survey needs information from both you and your child, please complete
your part of the survey with your child nearby, so when it is your child's turn to complete
Part 2, you can hand them the device so they can do Part 2 of the survey.

The parent should complete the following questions. While answering each question,
please answer honestly. Remember, only the research team will see your responses.
Thank you very much for your participation.

Conversation Orientation
Please indicate the degree to which you agree with each statement, ranging from
“Strongly Disagree” to “Strongly Agree.”

In our family, we often talk about topics like politics and religion where some persons
disagree with others.

Strongly Somewhat Neither agree  Somewhat Strongly

disagree disagree nor disagree  agree agree

In often say things like, “Every member of the family should have some say in family
decisions.”

Strongly Somewhat Neither agree  Somewhat Strongly

disagree disagree nor disagree  agree agree

I often ask my child’s opinion when the family is talking about something.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree



I encourage my child to challenge my ideas and beliefs.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

I often say things like, “You should always look at both sides of an issue.”
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

My child usually tells me what s/he is thinking about things.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

My child can tell me almost anything.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

In our family, we often talk about our feelings and emotions.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

My child and I often have long, relaxed conversations about nothing in particular.

Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

I think my child really enjoys talking with me, even when we disagree.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

| encourage my child to express his/her feelings.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree
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| tend to be very open about my emotions.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

We often talk as a family about things we have done during the day.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

In our family, we often talk about our plans and hopes for the future.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

I like to hear my child’s opinion, even when s/he doesn’t agree with me.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

Conformity Orientation

Please indicate the degree to which you agree with each statement, ranging from
“Strongly Disagree” to “Strongly Agree.”

| expect my child/children to respect their elders.

Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

In our home, my child/children is/are expected to speak respectfully to me.

Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree
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I have clear expectations about how my child(ren) is/are supposed to behave.

Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

When my child is home, they are expected to obey my rules.

Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

| insist that my child respect those who have been placed in positions of authority.

Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

| emphasize certain attitudes that | want the children in my family to adopt.

Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

In our home, | have the last word.

Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

| expect my child to trust my judgment on important matters.

Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

My child is expected to follow my wishes.

Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree
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| feel it is important to be the boss.

Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

| become irritated with my child’s views if they are different from mine.

Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

| try to persuade my child to view things the way | see them.

Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

I say things like, “You’ll know better when you grow up.”

Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

I say things like, “You may not understand why we are doing this right now, but some
day you will.”

Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

I say things like, “My ideas are right and you should not question them.”

Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

In my family, family members are expected to hold similar values.

Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree



My child is expected to adopt my views.

Strongly Somewhat Neither agree  Somewhat
disagree disagree nor disagree  agree

I encourage my child to adopt my values.

Strongly Somewhat Neither agree  Somewhat
disagree disagree nor disagree  agree

Our family has a particular way of seeing the world.

Strongly Somewhat Neither agree  Somewhat
disagree disagree nor disagree  agree

My child feels pressure to adopt my beliefs.

Strongly Somewhat Neither agree  Somewhat
disagree disagree nor disagree  agree

My child is expected to challenge my beliefs.

Strongly Somewhat Neither agree  Somewhat
disagree disagree nor disagree  agree

In our home, children are allowed to question my authority.

Strongly Somewhat Neither agree  Somewhat
disagree disagree nor disagree  agree

| encourage open disagreement.
Strongly Somewhat Neither agree  Somewhat
disagree disagree nor disagree  agree

Strongly
agree

Strongly
agree

Strongly
agree

Strongly
agree

Strongly
agree

Strongly
agree

Strongly
agree
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In our home, children are encouraged to question my authority.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

Parental Diet Culture Beliefs
Please indicate the degree to which you agree with each statement, ranging from
“Strongly Disagree” to “Strongly Agree”.

| try to control my weight so that others will have a positive opinion of me.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

| only exercise to have a body that others find acceptable.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

I will only wear clothes that make me look thin.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

Some foods are temptations to be resisted.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

| put a lot of effort into resisting bad foods.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree
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There are some foods that | should never eat.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

Fat people are unhealthy.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

If I am thin, 1 will live longer.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

A person’s health is largely determined by the types of food they eat.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

Almost there! Thank you for answering these questions. It is very much appreciated! Just
a few more left.

Parental Self-Weight Talk

We are interested in the comments you make. Please answer honestly. For each
statement, you may choose between the following options: “Never,” “Rarely,”
“Sometimes,” “Often,” and “Always.”

When I’m with my child, I complain that my arms or legs are too flabby.
Never Rarely Sometimes Often Always

When I’'m with my child, I complain that my stomach is fat.
Never Rarely Sometimes Often Always



When I’'m with my child, I criticize my body compared to thin models in magazines.
Sometimes

Never Rarely

Always

When I’m with my child, I complain that my body is out of proportion.

Never Rarely

When I’'m with my child, I complain that I hate my whole body.
Sometimes

Never Rarely

When I’m with my child, I complain that I am fat.
Sometimes

Never Rarely

Sometimes

Always

Always

Always

When I’'m with my child, I complain that I should not be eating fattening foods.

Never Rarely

When I’'m with my child, I complain that I’ve gained weight.
Sometimes

Never Rarely

When I’'m with my child, I complain that my clothes are too tight.
Sometimes

Never Rarely

Sometimes

Always

Always

Always

When I’'m with my child, I complain that I need to stop eating so much.

Never Rarely

Sometimes

Always

When I’'m with my child, I criticize my body compared to my friends’ bodies.

Never Rarely

Sometimes

Always
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When I’m with my child, I complain that my body is disgusting.
Never Rarely Sometimes Often Always

When I’m with my child, I complain that I’m not in shape.
Never Rarely Sometimes Often Always

Parental Child-Weight Talk

We are interested in the comments you make. Please answer honestly. For each
Statement, you may choose between the following options: “Never,” “Rarely,”
“Sometimes,” “Often,” and “Always.”

When I’m with my child, I complain that my child’s arms or legs are too flabby.
Never Rarely Sometimes Often Always

When I’'m with my child, I complain that my child’s stomach is fat.
Never Rarely Sometimes Often Always

When I’m with my child, I criticize my child’s body compared to thin models in
magazines.
Never Rarely Sometimes Often Always

When I’m with my child, I complain that my child’s body is out of proportion.
Never Rarely Sometimes Often Always

When I’'m with my child, I complain that I hate my child’s whole body.
Never Rarely Sometimes Often Always

When I’'m with my child, I complain that my child is fat.
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Never Rarely Sometimes Often Always

When I’m with my child, I complain that my child should not be eating fattening foods.
Never Rarely Sometimes Often Always

When I’'m with my child, I complain that my child has gained weight.
Never Rarely Sometimes Often Always

When I’m with my child, I complain that my child’s clothes are too tight.
Never Rarely Sometimes Often Always

When I’m with my child, I complain that my child needs to stop eating so much.
Never Rarely Sometimes Often Always

When I’'m with my child, I criticize my child’s body compared to their friends’ bodies.
Never Rarely Sometimes Often Always

When I’'m with my child, I complain that my child’s body is disgusting.
Never Rarely Sometimes Often Always

When I’'m with my child, I complain that my child is not in shape.
Never Rarely Sometimes Often Always

Parental Dieting
How often have you gone on a diet in the last year? By “diet,” we mean changing the
way you eat so you can lose weight.

Never 1-4 times 5-10 times More than 10 | am always
times dieting
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Parental Weight Loss Behaviors
In the last year, how many of the following things have you done in order to lose weight
or keep from gaining weight? Choose all that apply.

Fasted

Ate very little food

Used a food substitute (such as a powder or special drink)

Skipped meals

Smoked more cigarettes and/or vaped more often

Took diet pills

Made myself vomit

Used laxatives

Used diuretics

You're doing great! This is the final section of Part 1 (your part) of the survey. The
following questions ask you to provide demographic information about yourself and your
child. For the questions asking about your child, please refer to the child who is
participating in the study with you. Please answer honestly.

Demographics

Please indicate your age in years.
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Please indicate your gender.

Cisgender woman
Cisgender man
Transgender woman
Transgender man

Nonbinary

Please indicate your race.
Black
Latino/a/x
Asian
Native American/American Indian
White/Caucasian
Multiracial

Other race not listed
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Please indicate your highest level of completed education.

High school diploma

Some college

Two-year college degree (Associate's)
Four-year college degree (Bachelor's)
Graduate degree (Master's, Doctorate)

Professional degree (law, medical, etc.)

Please indicate whether you have ever experienced disordered eating. Disordered eating
is any eating behavior that is abnormal or unhealthy. Examples of disordered eating
include binge eating, restricting food intake, dieting, and/or purging food after eating.

Yes, | have personally experienced disordered eating.

No, | have never experienced disordered eating.
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Please indicate your child’s age in years. If you have multiple children, provide the age
of the child who is completing this study with you.

Younger than 9 years old
9

10

11

12

13

14

Older than 14 years old

Please indicate your child’s gender. If you have multiple children, provide the gender of
the child who is completing this study with you.

Cisgender girl
Cisgender boy
Transgender girl
Transgender boy

Nonbinary
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Please indicate your child’s race. If you have multiple children, provide the race of the
child who is completing this study with you.

Black

Latino/a/x

Asian

Native American/American Indian
White/Caucasian

Multiracial

Other race not listed

Email As a way to thank you for participating in this study, we would like to give you a
$10 gift card. Please indicate an email address to which we can send a virtual gift card.

Part 1 has ended. Your child will now need to complete Part 2. Please hand this device to
your child so that they can complete Part 2. Remember, your child should complete Part
2 of the survey on their own.

Once your child is done with Part 2, they will be prompted to give this device back to you
so you can make sure the information is submitted completely. This step will only take a
few seconds.

You may click the "next" button below and hand the device to your child. Thank you
very much!
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Welcome to Part 2 of the study! Your parent already did Part 1 of the survey, and you are
being asked to complete Part 2.

Before completing Part 2, you will need to consent to participate in the study (This means
you need to agree to do the study before you can do Part 2 of this survey). Please review
the consent form below. If you agree to participate, you may click the "next" button
below to begin answering the questions.

[Child Assent Form]

Thank you for agreeing to participate! You will be asked several questions. Please answer
as honestly as possible. We will not be upset with you or your answers, and we are really
thankful for you answering these questions!

Body Appreciation
This section will ask you how you feel about your body. Please choose how often each

Statement is true about you. You can choose “Never, “Seldom (Rarely),” “Sometimes,”
“Often,” or “Always.”

| respect my body.
Never Seldom (Rarely) Sometimes Often Always

| feel good about my body.
Never Seldom (Rarely)  Sometimes Often Always

| feel that my body has at least some good qualities.
Never Seldom (Rarely) Sometimes Often Always

| take a positive attitude towards my body.
Never Seldom (Rarely)  Sometimes Often Always
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I am attentive to my body’s needs.
Never Seldom (Rarely) Sometimes Often Always

| feel love for my body.
Never Seldom (Rarely) Sometimes Often Always

| appreciate the different and unique characteristics of my body.
Never Seldom (Rarely)  Sometimes Often Always

My behavior reveals my positive attitude toward my body; for example, | hold my head
high and smile.
Never Seldom (Rarely) Sometimes Often Always

| am comfortable in my body.
Never Seldom (Rarely) Sometimes Often Always

| feel like I am beautiful even if I am different from media messages of attractive people
(e.g., models, actresses/actors).
Never Seldom (Rarely) Sometimes Often Always
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Disordered Eating
This section will ask you about your eating habits. For each statement, please choose the
option that describes how often you do each thing or how often feel that way. You can

choose “Never,” “Rarely,” “Sometimes,” “Often,” “Very Often,” or “Always.”

If you don't know, please choose the one you think is most true.

| am scared about being overweight.
Never Rarely Sometimes Often Very Often  Always

| stay away from eating when | am hungry.
Never Rarely Sometimes Often Very Often  Always

| think about food a lot of the time.
Never Rarely Sometimes Often Very Often  Always

| have gone on eating binges where | feel that I might not be able to stop.
Never Rarely Sometimes Often Very Often  Always

I cut my food into small pieces.
Never Rarely Sometimes Often Very Often  Always

| am aware of the energy (calorie) content in foods that | eat.
Never Rarely Sometimes Often Very Often  Always

| try to stay away from foods such as breads, potatoes, and rice.
Never Rarely Sometimes Often Very Often  Always



| feel that others would like me to eat more.

Never Rarely Sometimes

| vomit after | have eaten.
Never Rarely Sometimes

| feel very guilty after eating.
Never Rarely Sometimes

| think a lot about wanting to be thinner.
Never Rarely Sometimes

| think about burning up energy (calories) when | exercise.

Never Rarely Sometimes

Other people think I am too thin.
Never Rarely Sometimes

| think a lot about having fat on my body.
Never Rarely Sometimes

| take longer than others to eat my meals.
Never Rarely Sometimes

| stay away from foods with sugar in them.
Never Rarely Sometimes

| eat diet foods.
Never Rarely Sometimes

Often

Often

Often

Often

Often

Often

Often

Often

Often

Often

Very Often

Very Often

Very Often

Very Often

Very Often

Very Often

Very Often

Very Often

Very Often

Very Often

Always

Always

Always

Always

Always

Always

Always

Always

Always

Always
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I think that food controls my life.
Never Rarely Sometimes

I can show self-control around food.
Never Rarely Sometimes

| feel that others pressure me to eat.
Never Rarely Sometimes

| give too much time and thought to food.

Never Rarely Sometimes

| feel uncomfortable after eating sweets.
Never Rarely Sometimes

| have been dieting.
Never Rarely Sometimes

I like my stomach to be empty.
Never Rarely Sometimes

| enjoy trying new flavorful foods.
Never Rarely Sometimes

| have the urge to vomit after eating.
Never Rarely Sometimes

Often

Often

Often

Often

Often

Often

Often

Often

Often

Very Often

Very Often

Very Often

Very Often

Very Often

Very Often

Very Often

Very Often

Very Often

Always

Always

Always

Always

Always

Always

Always

Always

Always
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You're doing great! Just a few more questions. Thank you for your participation so far!

Parental Self-Weight Talk (Child Perception)

For this section, please think about your parent who did the first part of this survey
before you. We want to know what you think about how they talk to you.

For each statement below, please choose how often you think it is true. You may choose
between the following options: “Never,” “Rarely,” “Sometimes,” “Often,” and
“Always.” If you don't know, please choose the option that you think is most true.

When I’m with my parent, they complain that their arms or legs are too flabby.
Never Rarely Sometimes Often Always

When I’m with my parent, they complain that their stomach is fat.
Never Rarely Sometimes Often Always

When I’'m with my parent, they criticize their body compared to thin models in
magazines.
Never Rarely Sometimes Often Always

When I’'m with my parent, they complain that their body is out of proportion.
Never Rarely Sometimes Often Always

When I’'m with my parent, they complain that they hate their whole body.
Never Rarely Sometimes Often Always

When I’'m with my parent, they complain that they are fat.
Never Rarely Sometimes Often Always

When I’'m with my parent, they complain that they should not be eating fattening foods.



Never Rarely Sometimes Often Always

When I’m with my parent, they complain that they’ve gained weight.
Never Rarely Sometimes Often Always

When I’m with my parent, they complain that their clothes are too tight.
Never Rarely Sometimes Often Always

When I’'m with my parent, they complain that they need to stop eating so much.
Never Rarely Sometimes Often Always

When I’m with my parent, they criticize their body compared to their friends’ bodies.

Never Rarely Sometimes Often Always

When I’m with my parent, they complain that their body is disgusting.
Never Rarely Sometimes Often Always

When I’'m with my parent, they complain that they’re not in shape.
Never Rarely Sometimes Often Always
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Parental Child-Weight Talk (Child Perception)

One more time! These questions are similar to the ones you just did.

Think about your parent who did the first part of this survey before you. We want to know
what you think about how they talk to you. For each statement below, please choose how
often you think it is true. You may choose between the following options: “Never,”

“Rarely,” “Sometimes,” “Often,” and “Always.”

Again, if you don't know, please choose the option you think is most true.

When I’m with my parent, they complain that my arms or legs are too flabby.
Never Rarely Sometimes Often Always

When I’m with my parent, they complain that my stomach is fat.
Never Rarely Sometimes Often Always

When I’'m with my parent, they criticize my body compared to thin models in magazines.
Never Rarely Sometimes Often Always

When I’m with my parent, they complain that my body is out of proportion.
Never Rarely Sometimes Often Always

When I’'m with my parent, they complain that they hate my whole body.
Never Rarely Sometimes Often Always

When I’m with my parent, they complain that | am fat.
Never Rarely Sometimes Often Always

When I’m with my parent, they complain that | should not be eating fattening foods.
Never Rarely Sometimes Often Always
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When I’m with my parent, they complain that I have gained weight.
Never Rarely Sometimes Often Always

When I’'m with my parent, they complain that my clothes are too tight.
Never Rarely Sometimes Often Always

When I’'m with my parent, they complain that | need to stop eating so much.
Never Rarely Sometimes Often Always

When I’'m with my parent, they criticize my body compared to my friends’ bodies.
Never Rarely Sometimes Often Always

When I’'m with my parent, they complain that my body is disgusting.
Never Rarely Sometimes Often Always

When I’'m with my parent, they complain that I am not in shape.
Never Rarely Sometimes Often Always

Parental Dieting (Child Perception)

How often do you think your parent has gone on a diet in the last year? By ‘diet,” we
mean changing the way they eat so they can lose weight. If you don't know, please choose
the option that you think is most likely true.

Never 1-4 times 5-10 times More than 10 | am always
times dieting
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Has your parent done anything else to lose weight? If so, please type the things they have

done to lose weight in the box below.

If they have not done anything to lose weight, please type "no" or leave the box below

blank.

Child Diet Culture Beliefs

This is the last question!

Please choose how much you agree with each statement, ranging from “Strongly

Disagree” to “Strongly Agree”.

| try to control my weight so that others will have a positive opinion of me.

Strongly Somewhat Neither agree  Somewhat
disagree disagree nor disagree  agree

I only exercise to have a body that others find acceptable.
Strongly Somewhat Neither agree  Somewhat
disagree disagree nor disagree  agree

I will only wear clothes that make me look thin.
Strongly Somewhat Neither agree  Somewhat
disagree disagree nor disagree  agree

Some foods are temptations to be resisted.

Strongly
agree

Strongly
agree

Strongly
agree



Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

| put a lot of effort into resisting bad foods.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

There are some foods that | should never eat.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

Fat people are unhealthy.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

If I am thin, 1 will live longer.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

A person’s health is largely determined by the types of food they eat.
Strongly Somewhat Neither agree  Somewhat Strongly
disagree disagree nor disagree  agree agree

Thank you so much for participating! Please click the arrow button below. This will
complete the survey. Then, hand the device back to your parent.
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