
Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalInformation?journalCode=hhth20

Health Communication

ISSN: (Print) (Online) Journal homepage: www.tandfonline.com/journals/hhth20

The Effect of Parent-Targeted Obesity Messaging
on Parental Weight Talk Intention: A Randomized
Controlled Experiment

Ellen V. Pudney, Rebecca M. Puhl, Marlene B. Schwartz & Linda C.
Halgunseth

To cite this article: Ellen V. Pudney, Rebecca M. Puhl, Marlene B. Schwartz & Linda C.
Halgunseth (22 Aug 2024): The Effect of Parent-Targeted Obesity Messaging on Parental
Weight Talk Intention: A Randomized Controlled Experiment, Health Communication, DOI:
10.1080/10410236.2024.2386212

To link to this article:  https://doi.org/10.1080/10410236.2024.2386212

Published online: 22 Aug 2024.

Submit your article to this journal 

View related articles 

View Crossmark data

https://www.tandfonline.com/action/journalInformation?journalCode=hhth20
https://www.tandfonline.com/journals/hhth20?src=pdf
https://www.tandfonline.com/action/showCitFormats?doi=10.1080/10410236.2024.2386212
https://doi.org/10.1080/10410236.2024.2386212
https://www.tandfonline.com/action/authorSubmission?journalCode=hhth20&show=instructions&src=pdf
https://www.tandfonline.com/action/authorSubmission?journalCode=hhth20&show=instructions&src=pdf
https://www.tandfonline.com/doi/mlt/10.1080/10410236.2024.2386212?src=pdf
https://www.tandfonline.com/doi/mlt/10.1080/10410236.2024.2386212?src=pdf
http://crossmark.crossref.org/dialog/?doi=10.1080/10410236.2024.2386212&domain=pdf&date_stamp=22 Aug 2024
http://crossmark.crossref.org/dialog/?doi=10.1080/10410236.2024.2386212&domain=pdf&date_stamp=22 Aug 2024


The Effect of Parent-Targeted Obesity Messaging on Parental Weight Talk Intention: 
A Randomized Controlled Experiment
Ellen V. Pudney a, Rebecca M. Puhlb,c, Marlene B. Schwartzb,c, and Linda C. Halgunsethd

aDepartment of Pediatrics, Old Dominion University; bDepartment of Human Development & Family Sciences, University of Connecticut; cRudd 
Center for Food Policy & Health, University of Connecticut; dDepartment of Human Development & Family Studies, Michigan State University

ABSTRACT
It is unknown if parent-targeted health messages about childhood obesity affect parental weight 
communication with children (e.g., encouraging a child to diet). This randomized, controlled, online 
experiment assessed the effects of exposure to different message frames on parental intentions to 1) 
engage in weight communication with their child and, 2) follow the health advice in the message. 
A diverse sample of U.S. parents (N = 452) were randomly assigned to one of three conditions: 1) a mock 
news article emphasizing childhood obesity (weight-framed message) with health behavior advice for 
parents; 2) an article with identical health behavior advice for parents, but framed within the context of 
improving children’s school performance (school-framed message); and 3) a no-treatment control group. 
Following message exposure, parents completed online surveys assessing their intention to engage in 
weight communication and the recommended health behaviors. Hierarchical linear regression was used 
to assess the relationship between experimental condition and the outcome variables. Parents in the 
weight-frame condition were significantly more likely to report intention to engage in weight commu
nication with their child than parents in the control group, while there was no difference between the 
school-frame condition and the control group. Parents in both message conditions were equally likely to 
report intention to adopt the health advice, but parental weight-based self-stigma moderated the 
relationships. Parent-targeted health advice that features childhood obesity may encourage parents to 
engage in weight communication with their children. Our findings can inform the development of health 
messages targeting parents about children’s weight-related health.

The manner in which obesity-focused health messages are framed 
to the public plays a significant role in how they are interpreted 
(Saguy, 2013), and can have implications for people’s beliefs and 
associated behaviors (Sun et al., 2016). Considerable research has 
examined the role of message framing on topics related to obesity 
and nutrition (Guenther et al., 2021), particularly the framing of 
responsibility for addressing obesity (e.g., individual vs. society) 
and how these messages relate to public perceptions of obesity 
(Temmann et al., 2021). However, less is known about the poten
tial consequences of obesity-related message framing strategies, 
especially regarding childhood obesity messages targeting parents. 
In particular, it is unknown whether traditional weight-framed 
health messages lead parents to engage in weight communication 
with their children, commonly referred to as “weight talk.” 
Parental weight talk can include encouraging their child to diet 
or commenting on their child’s body weight or size, and is asso
ciated with negative health outcomes in children (Gillison et al.,  
2016; Yourell et al., 2021). Therefore, the current study assessed 
the effects of being exposed to parent-targeted health advice that 
emphasized either a weight-framed or non-weight framed mes
sage on parental intentions to 1) engage in weight talk with their 
child, and 2) make the recommended health behavior changes 
described in the message. In addition, we examined whether 
parental weight-based self-stigma moderated these relationships.

Message frames

Altering the way an issue is presented can influence attitudes 
and behaviors, a phenomenon known as “framing effects” 
(Chong & Druckman, 2007). For example, news articles that 
frame obesity in a medical context have been shown to invoke 
fewer stigmatizing social media comments than obesity articles 
that are framed about individual lifestyle behaviors (Busam & 
Solomon-Moore, 2023), and simple language manipulations 
(e.g., “Obesity causes health problems” vs. “Obese people 
develop health problems”) can influence who people hold 
accountable for addressing obesity (McGlynn & McGlone,  
2019). In the context of childhood obesity messaging, framing 
effects can influence public awareness and policy support 
regarding obesity prevention (Barry et al., 2013, 2014; Gollust 
et al., 2013). Negative framing of childhood obesity messages 
can also evoke more negative emotions and attitudes than 
positively framed messages (Mayer et al., 2022). However, 
less is known about the influence of childhood obesity message 
framing on parental responses.

Just as obesity prevention messages can be framed to 
emphasize different strategies to address obesity (e.g., indivi
dual vs. society), messages aimed at promoting certain health 
behaviors can be framed with or without mention of obesity. 
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Given that parents are often the target of childhood obesity 
messages (Friedman, 2015; Saguy & Gruys, 2010), it is impor
tant to understand how parents react to health advice empha
sizing their child’s weight versus health messages that do not, 
as this can inform health communication efforts. For example, 
research on adult-focused obesity messaging has found that 
health messages that feature body size acceptance or make no 
reference to body weight are perceived to be more motivating 
for engaging in health behaviors and less stigmatizing than 
traditional anti-obesity messages (Puhl et al., 2013; Rathbone 
et al., 2022). Therefore, in the present study we used an 
“emphasis framing” approach, which consists of highlighting 
different yet relevant considerations of the same topic (Chong 
& Druckman, 2007; Sun et al., 2016), to compare parent- 
targeted health advice framed within the context of managing 
child weight versus a frame that did not emphasize weight. 
Specifically, we assessed whether the weight-framed message 
has the negative consequence of promoting parental weight 
talk.

Negative consequences

It is common for health communication campaigns to have 
negative consequences ranging from ineffective messaging 
to counterproductive outcomes (Cho & Salmon, 2007). For 
example, research examining adolescents’ reactions to obe
sity-focused public service announcements found that mes
sages featuring the esthetic benefits of weight loss induced 
anxiety among recipients (Dooley et al., 2010). Research 
has also shown that using negative imagery of obesity on 
sugar-sweetened beverages had the consequence of pro
moting weight stigma (Hayward & Vartanian, 2019). 
Similarly, interviews of parents’ reactions to a problem- 
focused versus a solution-focused obesity prevention cam
paign found the problem-focused messages to be demoti
vating, disempowering, and stigmatizing (Thomas et al.,  
2014). This evidence highlights the importance of consid
ering the potential negative consequences of obesity-related 
health messages.

Of particular concern regarding parent-targeted anti- 
obesity messages is that certain types of messages may promote 
parental engagement in weight talk. As many as 61% of parents 
engage in weight talk with their children, ranging from direct 
encouragement to lose weight to teasing or making comments 
about their child’s body size or shape (Puhl et al., 2022). 
Findings from a meta-analysis and a systematic review demon
strate that this common practice is associated with eating 
pathology, body dissatisfaction, and higher body mass index 
(BMI) among children and adolescents, and suggest instead 
that parents should promote healthy behaviors without refer
encing body weight (Gillison et al., 2016; Yourell et al., 2021). 
To date, health messages have commonly featured weight, and 
some researchers advocate for messages that elicit parental 
concern for their child’s weight in order to motivate parents 
to make healthy changes (Moore et al., 2012). Yet, evidence 
indicates that greater parental concern for their child’s weight 
is associated with their engagement in negative feeding prac
tices (Loth et al., 2021) and increased likelihood of weight talk 
(Neumark-Sztainer et al., 2008).

Researchers have theorized that public discourse pertain
ing to childhood obesity may be shaping the perceptions of 
parents regarding their children’s diets and could be eliciting 
food and weight anxiety (Petersen et al., 2014). Several 
qualitative studies involving interviews of Australian 
mothers provide some initial evidence that health messages 
about childhood obesity may inadvertently encourage par
ents to engage in weight talk (Tanner et al., 2013; Wright 
et al., 2015). Recent evidence also suggests that the framing 
of brief educational materials featuring obesity can impact 
how parents explain obesity to their children, showing that 
being exposed to information that described weight as con
trollable resulted in parents using weight-stigmatizing 
themes when explaining obesity to children (Lydecker 
et al., 2024). However, many nuances of weight-focused 
conversations between parents and children remain to be 
understood. For example, parents may differ in their weight 
talk practices on the basis of race/ethnicity, gender, and 
income (Berge et al., 2015, 2016), but findings have been 
mixed (Pudney et al., 2023). Evidence also suggests that 
parent characteristics, such as having recently dieted and 
their perception of their child’s weight status, are associated 
with greater frequency of weight conversations with children 
(Winkler et al., 2018). However, it is not clear how a parent’s 
personal experiences or perceptions on weight shapes their 
interpretations of weight-focused messages.

The potential role of weight-based self-stigma

When a child has a stigmatized identity, parents can experience 
“stigma by association” in which they are blamed and shamed 
for their child’s stigmatized condition (Corrigan & Miller, 2004; 
Davis & Manago, 2016; Francis, 2012). This form of associative 
stigma is common among parents of children with high body 
weight, making parents vulnerable to being stereotyped as 
a result of their child’s weight (Hamlington et al., 2015; K. M. 
Lee et al., 2022; Zenlea et al., 2017). But beyond being stigma
tized by others, evidence suggests that some parents internalize 
this blame, shame, and responsibility resulting in a form of self- 
stigma called “affiliate stigma” (Davis & Manago, 2016; Eaton 
et al., 2016; Mak & Cheung, 2008). While affiliate stigma has 
received little attention in the weight stigma literature, qualita
tive research has begun to shed some light on this issue, suggest
ing that self-blame and feeling that one deserves blame from 
others are common sentiments among parents of children with 
weight concerns (Davis et al., 2018; Gorlick et al., 2021). 
Specifically, the health messages that parents receive (e.g., from 
physicians and the media), may induce feelings of guilt and 
anxiety in parents around managing their children’s weights 
and diets (Gorlick et al., 2021; Petersen et al., 2014; Tanner 
et al., 2013), and may contribute to their weight talk (Davis 
et al., 2018; Wright et al., 2015); however, these relationships 
have yet to be studied directly. Of note, qualitative evidence 
suggests that these feelings may present themselves in parents 
of children as young as preschool-age, as well as parents of 
children who are not overweight (Wright et al., 2015).

The qualitative literature exploring themes related to affiliate 
stigma also indicates that parents who have struggled with weight 
themselves may be particularly vulnerable to self-blame for their 
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child’s weight (Davis et al., 2018; Gorlick et al., 2021; Tanner et al.,  
2013). It is common for adults to feel self-stigma about their own 
body weight, known as weight bias internalization (WBI), which 
occurs when an individual is aware of weight-based societal 
stereotypes and applies these views to oneself, engaging in self- 
blame and self-stigma (Durso & Latner, 2008; Pearl & Puhl, 2014). 
Unlike affiliate weight stigma, which involves self-blame for the 
stigmatized weight status of another person (e.g., one’s child), 
weight bias internalization involves self-blame for one’s own 
weight status. Evidence suggests that parental experiences of 
weight stigma (e.g., being teased, treated unfairly, etc.) is asso
ciated with greater weight talk, and that this relationship is 
mediated by parental WBI (Pudney et al., 2019). More recently, 
evidence shows that affiliate stigma is associated with parental 
WBI, and higher levels of both of these forms of self-stigma are 
associated with greater parental weight talk (Pudney et al., 2024). 
However, there is a dearth of research examining links among 
self-stigma, weight talk, and health messages. Both forms of 
stigma may play a role in parental reactions to health messages 
about childhood obesity, as parents who have internalized nega
tive beliefs about their own body weight and/or their role in their 
child’s body weight may be sensitive to parent-targeted child 
health advice. Findings from the interviews of mothers described 
above indicate that the tendency of anti-obesity health messages 
to blame mothers may exacerbate mothers’ eating and body 
issues, and may result in overly controlling parenting practices 
(Tanner et al., 2013). Given that an individual’s preconceptions 
influence how they interpret message framing (Busam & 
Solomon-Moore, 2023; Entman, 1993; Scheufele, 1999), it is 
important to consider the role of self-stigma in parents’ reactions 
to different message frames.

In the current study, we assessed the effects of being exposed to 
parent-targeted health advice that emphasized either a weight- 
framed or non-weight framed message on parental intentions 
to 1) engage in weight talk with their children, and 2) make the 
recommended health behavior changes in their child described in 
the health message. In addition, we examined whether exposure 
to the message frame predicted behavioral intentions of parents as 
a function of affiliate stigma and weight bias internalization. We 
hypothesized that the parents exposed to the non-weight framed 
message would express greater intentions to make the recom
mended behavior changes than parents exposed to the weight- 
framed message, relative to the control group. We also hypothe
sized that the parents exposed to the weight-framed message 
would express greater intentions to engage in weight talk with 
their child than parents exposed to the non-weight framed mes
sage, relative to the control group. Regarding self-stigma (affiliate 
stigma and weight bias internalization), we hypothesized that 
these variables would moderate the relationships between mes
sage frame and intentions to make the recommended behavior 
changes, as well as the relationships between message frame and 
intentions to engage in weight talk.

Methods

Participants

The sample consisted of 452 adults living in the United 
States with at least one child between the ages of 6 and 17. 

Quotas were set prior to data collection to obtain similar 
sample sizes across racial/ethnic groups and parental gen
der, resulting in the final sample being 60% mothers and 
32% White, 34% Black, and 34% Hispanic. Participants had 
a mean age of 40 years (SD = 9.69, range = 18 to 80) and 
the mean age of their children was 12 years (SD = 3.22, 
range = 6.0 to 17.9). The average BMI of the parents was 
26.82 kg/m2 (SD = 7.70, range = 14 to 62) and the average 
BMI percentile for their children was 69.99% (SD = 33.70, 
range = 0 to 100; see Table 1).

Procedures

Data were collected summer 2020 via an online survey through 
Qualtrics, a national panel company with access to 
several million people from across the United States. Qualtrics 
invited a random subsample of adults with at least one child 
between the ages of 6 and 17 to take the survey and provided 
participants with standard incentives, such as cash, gift cards, 
redeemable points, and vouchers (Qualtrics, 2019). The survey 
was advertised as a study on “Parents’ Reactions to Health 
Advice in the News Media” and did not reference body weight 
in order to limit self-selection bias. Parents with more than one 
child between the ages of 6 and 17 were asked to select one child 
of their choosing on which to answer survey questions. 
Participation was anonymous, voluntary, and participants pro
vided informed consent. All procedures were approved by the 
University of Connecticut’s Institutional Review Board.

A total of 1,079 people entered the survey, but 627 parti
cipants were excluded by Qualtrics due to quality issues, 
such as failing the manipulation check (described below), 
providing inconsistent selections, entering biologically 
impossible height and weight combinations for themselves 
or their child, or for exceeding the demographic quotas. 
After these exclusions, the final analytic sample consisted 
of 452 adults who met sample demographic quotas with 
completed survey data.

After beginning the survey and providing demographic 
data, participants were randomly assigned to one of three 
experimental conditions. In Condition 1 (n = 150), parents 
were instructed to read a mock news article with health beha
vior advice for parents framed within the context of helping 
their child maintain a healthy weight (see Stimuli Construction 
below). Parents assigned to Condition 2 (n= 153) were 
instructed to read a mock news article with the same health 
behavior advice as Condition 1, but framed within the context 
of helping their child do better in school and made no mention 
of body weight (see below). Parents assigned to Condition 3 (n  
= 149) served as a no-treatment control group. After reading 
the news article, participants in Conditions 1 and 2 answered 
a manipulation check (described below) in order to confirm 
that they read and understood the articles.

Stimuli construction for experimental conditions

Condition 1
As shown in Figure 1, the weight-framed message in Condition 
1 (148 words in length) was adapted from a 2020 U.S. News 
online news article urging parents to employ six health 
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Table 1. Sample characteristics.

Total Sample
Weight Frame 

Condition
School Frame 

Condition Control Group

M SD M M M

Parent* Age (years) 39.77 9.69 40.00 39.44 39.86
Parent BMI 26.82 7.70 27.08 28.80 24.56
Child Age (years) 12.11 3.22 11.88 12.42 12.02
Child BMI Percentile 69.99 33.70 72.49 67.19 70.42

Total Sample
Weight Frame 

Condition
School Frame 

Condition Control Group

N % N N N

Parent Sex
Male 179 39.6 61 31 87
Female 272 60.2 88 122 62

Parent Gender
Man 178 39.4 62 29 87
Woman 273 60.4 88 124 61
Non-binary 1 0.2 0 0 1

Child Sex
Male 252 55.8 77 85 90
Female 200 44.2 73 68 59

Child Gender
Boy 249 55.1 76 84 89
Girl 202 44.7 74 68 60

Race/Ethnicity
White, non-Hispanic, non-Latino 146 32.3 47 21 78
Black or African American 153 33.8 54 74 25
Latino, Hispanic, or Mexican-American 153 33.8 49 58 46

Latino Sub-Group**
Mexican 100 65.4 34 39 27
Dominican 7 4.6 1 4 2
Puerto Rican 23 15.0 5 11 7
Cuban 8 5.2 3 4 1
Guatemalan 3 2.0 1 1 1
Columbian 2 1.3 1 1 0
El Salvadorian 5 3.3 1 3 1
Honduran 2 1.3 1 0 1
Other 15 9.8 3 6 6

Born in U.S.
Yes 409 90.5 133 142 134
No 36 8 14 10 12

Household Income (U.S. dollars, annually)
Under $25,000 65 14.4 21 28 16
$25,000 – $49,999 99 21.9 39 36 24
$50,000 – $74,499 75 16.6 21 34 20
$75,000 – $99,999 61 13.5 20 22 19
$100,000 – $124,999 47 10.4 14 14 19
$125,000 or more 103 22.8 35 18 50

Education
Less than high school or GED 6 1.3 1 2 3
High school or GED 79 17.5 30 31 18
Vocational/technical school (2 years) 17 3.8 7 7 3
Some college 77 17.0 24 32 21
College graduate 153 33.8 48 58 47
Postgraduate degree or higher 120 26.5 40 23 57

Parent BMI Category (kg/m2)
Less than 18.5 50 11.1 15 10 25
18.5 to 24.9 155 34.3 52 42 61
25 to 29.9 129 28.5 47 45 37
30 or greater 117 25.9 36 55 26

Child BMI Percentile Category
Less than 5th 34 7.5 9 12 13
5th to less than 85th 180 39.8 59 66 55
85th to less than 95th 67 14.8 21 27 19
95th or greater 161 35.6 56 47 58

Experienced Stigma
No 237 52.4 85 83 69
Yes 215 47.6 65 70 80

*17 of the parents identified as one of the following caregivers: grandmother, sibling, aunt, cousin, and guardian; **Percentages for the Latino sub-groups 
represent the proportion of the participants whose racial/ethnic identity was Latino, Hispanic, or Mexican-American.
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behavior changes for the purpose of helping their child safely 
lose weight in order to prevent obesity and associated health 
risks (U.S. News, 2020). The article’s reference to obesity- 
related health risks remains unchanged from the original arti
cle, but any reference to helping children lose weight was 
changed to helping them maintain a healthy weight as this is 
more reflective of current health messaging (Golden et al.,  
2016; Rodgers, 2016). In addition, in line with research sug
gesting that people are more receptive to child-focused health 
messages in which the outcomes are framed as something to be 
gained rather than lost (Mayer et al., 2022; Zahid & Reicks,  
2018), the phrase “obesity can increase your child’s risk” was 
replaced with “preventing obesity can reduce your child’s risk.” 
The adapted version of the article for this study cited 
a fictitious “Council for Healthy Children” rather than 
Children’s Hospital Los Angeles (the original source described 
in the article), and while the content of the health advice to 
parents remains the same as the original article, the advice was 
rephrased to be more specific. For example, the advice from 
the original news article to “Make sure your child is getting 

enough sleep” was changed to “Help your child develop 
a bedtime and morning routine so they get enough sleep.”

Condition 2
Condition 2 (166 words) was written in the same format as 
Condition 1 and provides the same six health behavior changes, 
but the health advice is framed within the context of promoting 
their child’s school achievement (see Figure 2). We selected 
school achievement as the non-weight comparison topic 
because evidence suggests it can be improved by engaging in 
the same six weight-related health behaviors (e.g., good sleep 
habits and healthy lifestyle behaviors) and it is a topic that most 
parents believe is important. In this condition, the headline and 
the first part of the message was altered by replacing the weight- 
related content with content about children’s success in school. 
Just as the weight-focused message listed four benefits of pre
venting obesity, the health-focused message listed four school- 
related benefits of healthy habits and cited the same fictitious 
“Council for Healthy Children.” Both conditions were formatted 
to resemble the original U.S. News article.

Figure 1. Condition 1: weight-framed message.

Figure 2. Condition 2: school-framed message.
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Measures

Participants completed self-report measures to assess demo
graphic characteristics and anthropometrics for both them
selves and their child. Following the experimental 
manipulation, parents in Conditions 1 and 2 answered 
a manipulation check question to ensure their understanding 
of the news article. Participants completed measures to assess 
health behavior intention, intention to engage in weight- 
focused conversations, affiliate stigma, weight bias internaliza
tion, and experienced weight stigma.

Demographics and anthropometrics
Participants provided their age, sex, gender identity, race, 
ethnicity, education, household income, and their child’s sex 
and age in years and months. Participants reported height and 
weight for themselves and their child which we used to calcu
late parent BMI and child BMI percentiles using the CDC’s 
Children’s BMI Group Calculator, which accounts for age and 
sex (Centers for Disease Control and Prevention, 2018).

Manipulation check
After reading their assigned article, participants in Conditions 
1 and 2 were provided with four topics and asked to select the 
topic that their article was about. Participants who answered 
the question incorrectly (n = 315) were excluded from analysis.

Health behavior intentions
Parental intentions to engage in the six health behaviors 
described in the messages presented in Conditions 1 and 2 
were assessed by asking parents their likelihood of engaging in 
each of the six health behavior recommendations in the next 12  
months. For example, “In the next 12 months, how likely is it 
that you will eat meals together as a family as often as possible?” 
Response options ranged from 1 (extremely unlikely) to 7 (extre
mely likely) and the scale was scored by calculating the mean 
response. These questions were modeled from measures used in 
a study of parental health behavior change intentions (Jordan 
et al., 2015), and reflect conventional measures of behavior 
intention (Fishbein & Ajzen, 2010). The Cronbach’s alpha for 
this measure in the present sample was .87.

Intentions to engage in weight-focused conversations
Parental intentions to engage in weight-focused conversations 
with their child were assessed by asking participants to complete 
a four-item scale of weight-focused conversations that was 
adapted to assess their future intentions (Berge et al., 2015; 
Jordan et al., 2015; Lytle et al., 1999). For example, “In the 
next 12 months, how likely is it that you will have 
a conversation with your child about his/her weight or size?” 
The other three questions assessed parental intentions to men
tion to their child that they (a) weigh too much, (b) should eat 
differently, or (c) exercise in order to lose weight or keep from 
gaining weight. Response options ranged from 1 (extremely 
unlikely) to 7 (extremely likely) and the scale was scored by 
calculating the mean response. The Cronbach’s alpha for this 
measure in the present sample was .91.

Affiliate stigma
Affiliate stigma was measured using the Parents’ Self-Stigma Scale 
(Eaton et al., 2019), which has previously been modified to assess 
affiliate stigma among parents within the context of child body 
weight (Pudney et al., 2024). This 11-item scale assesses parental 
thoughts of self-blame, self-shame, and “bad-parent” self-beliefs 
about their child’s body size, such as “I feel guilty about my child’s 
body size.” Response options ranged from 1 (never) to 5 (almost 
all the time) and responses to the 11 items were averaged. The 
Cronbach’s alpha for this measure in the present sample was .78.

Weight bias internalization
WBI was measured using the 10-item Modified Weight Bias 
Internalization scale (WBIS-M; Durso & Latner, 2008; M. S. Lee 
& Dedrick, 2016; Pearl & Puhl, 2014). An example item is: “My 
weight is a major way that I judge my value as a person.” 
Response options ranged from 1 (strongly disagree) to 7 (strongly 
agree) and responses to the 10 questions were averaged. The 
Cronbach’s alpha for this measure in the present sample was .93.

Experienced weight stigma
Experienced weight stigma was measured with three (yes/no) 
questions asking parents if they had ever been teased, treated 
unfairly, or discriminated against because of their weight (Puhl 
et al., 2011). Participants were dichotomously coded as having 
experienced weight stigma if they answered yes to any of the 
three questions.

Statistical analysis

Data were analyzed in SPSS (version 26). We used Pearson’s chi- 
square to compare sociodemographic variables across the experi
mental groups and one-way ANOVA with a Bonferroni correc
tion for post hoc mean comparisons among the experimental 
groups. Using linear regression, we tested the relationship 
between experimental condition and the outcome variables 
(weight-focused conversation intentions and health behavior 
intentions). The models were adjusted for parental BMI, child 
BMI percentile, parent and child gender, parent and child age, 
race, household income, and education. We also adjusted the 
models for experienced weight stigma in order to isolate the 
unique contributions of affiliate stigma and weight bias interna
lization. For each model, we used a hierarchical model building 
process in which the adjustment variables described above were 
entered into the first Step and the message condition entered into 
the second Step. To test for moderation, we entered affiliate 
stigma and WBI into the third Step of two separate models with 
interactions between each self-stigma variable and the message 
frame in Step 4. We followed the same process to explore poten
tial moderation effects of race/ethnicity, household income, and 
parental gender. Interaction effects were plotted using Dawson’s 
(2020) excel template to aid in interpretation.

Results

Descriptive analyses

The sociodemographic characteristics of participants ran
domly assigned to each of the three experimental conditions 
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are summarized in Table 1. Participants across the three con
ditions significantly differed in terms of the distribution of 
parental sex and gender (p < .001), race (p < .001), household 
income (p = .002), education (p=.005), and parental BMI cate
gory (p < .001). In addition, participants in the weight frame 
and the school frame conditions had significantly higher BMIs 
than those in the control group (p = .012 and p < .001, respec
tively). While these differences may seem surprising, the par
ticipants were assigned at random to each of the three 
conditions so any significant differences in characteristics 
between the groups prior to participating in the experiment 
can be attributed to chance (de Boer et al., 2015). In terms of 
the primary measures, the mean scores of WBI, affiliate stigma, 
health behavior intention, and weight-focused conversation 
intention are reported in Table 2. The participants in the 
school-framed condition had lower scores of WBI and affiliate 
stigma than those in the control group (p = .019 and p = .003, 
respectively). Of note, there were no significant differences in 
the mean scores of health behavior intentions among the three 

groups, and all three groups indicated a high level of agree
ment with intention to adopt the health advice. Table 3 reports 
correlations between the key outcome variables.

Regression models

As shown in Table 4, the final model predicting parental inten
tions to engage in weight-focused conversations with their child 
explained 26% of the variance in parental intentions to engage 
in weight-focused conversations (F(13, 421) = 11.14, p < .001). 
Participants in the weight-frame condition were significantly 
more likely to report intentions to engage in weight-focused 
conversations with their child than participants in the control 
group, although the effect size was small (β = .15, p = .003). 
There was no significant difference in these intentions between 
parents in the school-frame condition and the control group. 
When examining the overall main effects in the models predict
ing parental intentions to engage in the recommended behavior 

Table 2. Primary measures across experimental conditions.

Key Variable Experimental Condition N M SD

Weight Bias Internalization Weight Frame Condition 150 3.24 1.50
School Frame Condition 153 2.92 1.51
Control Group 149 3.43 1.78
Total Sample 452 3.20 1.61

Affiliate Stigma Weight Frame Condition 150 2.30 0.68
School Frame Condition 153 2.12 0.65
Control Group 149 2.40 0.78
Total Sample 452 2.27 0.71

Health Behavior Intentions Weight Frame Condition 150 6.12 0.89
School Frame Condition 152 5.98 1.06
Control Group 149 6.03 0.98
Total Sample 451 6.04 0.98

Weight-Focused Conversation Intentions Weight Frame Condition 150 4.39 1.81
School Frame Condition 152 3.75 1.97
Control Group 149 4.30 1.89
Total Sample 451 4.14 1.91

Table 3. Correlations between key outcome variables.

1 2 3 4

1. Weight Bias Internalization 1
2. Affiliate Stigma .560** 1
3. Health Behavior Intentions −.104* −.118* 1
4. Weight-Focused Conversation Intentions .323** .520** .151** 1

**Correlation is significant at the 0.01 level (2-tailed). 
*Correlation is significant at the 0.05 level (2-tailed).

Table 4. Hierarchical regression analysis for weight-focused conversation intentions.

Final Model

Variable B SE(B) β t p

Parent BMI −0.01 0.01 −0.04 −0.79 .430
Child BMI%ile 0.01 0.00 0.13 2.79 .006
Mothers (ref. fathers) −0.74 0.22 −0.19 −3.32 <.001
Girl (ref. boy) −0.04 0.17 −0.01 −0.22 .827
Parent Age 0.00 0.01 0.02 0.40 .693
Child Age 0.02 0.03 0.03 0.53 .593
Black (ref. White) −1.01 0.29 −0.25 −3.51 <.001
Hispanic (ref. White) −0.90 0.26 −0.22 −3.52 <.001
Income 0.07 0.06 0.07 1.09 .275
Education 0.07 0.07 0.05 0.96 .340
Experienced Stigma 0.58 0.17 0.15 3.51 <.001
Weight Frame (ref. control) 0.60 0.20 0.15 2.95 .003
School Frame (ref. control) 0.34 0.21 0.08 1.57 .118
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changes, message frame was not significant (F(13, 421) = 1.72, 
p = .055).

Interactions
Although the message frame did not predict parents’ intentions 
to engage in the recommended behavior changes when examin
ing the model’s main effects, message frame did predict their 
behavior intentions when considering the influence of affiliate 
stigma (see Table 5). Specifically, participants who received the 
weight-framed message reported greater intentions to make the 
behavior changes suggested in the news article relative to the 
control group only when affiliate stigma was low; for parents 
with high levels of affiliate stigma, the difference in behavior 
intentions between those in the weight-framed message group 
and the control group was negligible (β = –.14, p = .027). 
Similarly, receiving the school-framed message was more 
strongly associated with increased intentions to make the beha
vior changes listed in the news article relative to the control 
group only when affiliate stigma was low; those with high levels 
of affiliate stigma reported lower intentions to make the health 
behavior changes in the school-framed group than those in the 
control group (β = –.20, p = .002).

Weight bias internalization (WBI) also moderated the rela
tionship between message frame and parental intentions to 

make the recommended behavior changes in a pattern similar 
to that of affiliate stigma (see Table 6). Parents who received 
the weight-framed message had greater intentions to make the 
health behavior changes relative to the control group when 
WBI was low, while the difference between the weight-frame 
group and the control group was negligible among participants 
with high levels of WBI (β = –.17, p = .007). Moreover, parents 
who received the school-framed message had greater inten
tions to make the behavior changes relative to the control 
group when WBI was low. In contrast, those with high levels 
of WBI had fewer intentions to make the behaviors changes in 
the school-framed message condition than those in the control 
group (β = –.18, p = .006). However, neither affiliate stigma or 
WBI moderated the relationships between message frame and 
parental intentions to engage in weight-focused conversations. 
In addition, race/ethnicity, household income, and parental 
gender did not moderate the relationships between message 
frame and any of the outcome variables.

Discussion

This study is the first to test the influence of health message 
framing on parental intentions to engage in weight talk with 
their children. Findings indicate that parents were more likely 

Table 5. Health behavior intention: condition by affiliate stigma interaction.

Final Model

Variable B SE(B) β t p

Parent BMI 0.00 0.01 0.01 0.20 .838
Child BMI%ile 0.00 0.00 −0.08 −1.52 .128
Mothers (ref. fathers) 0.26 0.13 0.13 2.00 .046
Girl (ref. boy) −0.05 0.10 −0.02 −0.49 .622
Parent Age 0.00 0.01 0.03 0.60 .546
Child Age −0.04 0.02 −0.12 −2.30 .022
Black (ref. White) −0.12 0.17 −0.06 −0.71 .480
Hispanic (ref. White) −0.12 0.15 −0.06 −0.82 .415
Income 0.07 0.04 0.13 1.98 .048
Education −0.01 0.04 −0.02 −0.33 .742
Experienced Stigma −0.07 0.10 −0.03 −0.68 .497
Weight Frame 0.15 0.12 0.07 1.29 .198
School Frame −0.06 0.12 −0.03 −0.45 .652
Affiliate Stigma 0.08 0.12 0.06 0.67 .507
Affiliate Stigma X Weight Frame −0.35 0.16 −0.14 −2.22 .027
Affiliate Stigma X School Frame −0.50 0.16 −0.20 −3.12 .002

Table 6. Health behavior intention: condition by WBI interaction.

Final Model

Variable B SE(B) β t p

Parent BMI 0.01 0.01 0.06 1.01 .312
Child BMI%ile 0.00 0.00 −0.09 −1.76 .079
Mothers (ref. fathers) 0.34 0.13 0.17 2.62 .009
Girl (ref. boy) −0.07 0.10 −0.04 −0.77 .442
Parent Age 0.00 0.01 0.02 0.45 .652
Child Age −0.04 0.02 −0.12 −2.21 .028
Black (ref. White) −0.16 0.17 −0.08 −0.93 .352
Hispanic (ref. White) −0.15 0.15 −0.08 −1.04 .300
Income 0.08 0.04 0.14 2.07 .040
Education −0.02 0.04 −0.04 −0.58 .562
Experienced Stigma −0.06 0.10 −0.03 −0.59 .553
Weight Frame 0.14 0.12 0.07 1.16 .249
School Frame −0.06 0.12 −0.03 −0.50 .619
Weight Bias Internalization (WBI) 0.05 0.05 0.09 1.14 .256
WBI X Weight Frame −0.19 0.07 −0.17 −2.72 .007
WBI X School Frame −0.20 0.07 −0.18 −2.77 .006
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to report intentions to engage in weight-focused conversations 
with their child after being exposed to health advice that was 
framed within the context of controlling their child’s body 
weight compared to parents who were exposed to health advice 
that did not mention weight. Study findings also suggest that 
affiliate stigma and WBI moderated the influence of the dif
ferent message frames on parental intentions to make the 
recommended behavior changes listed in the health message.

Parents exposed to the weight-frame condition reported 
greater intentions to engage in weight-focused conversations 
than participants in the control group, while parents exposed 
to the school-frame condition were at no increased likelihood 
of engaging in weight-focused conversations. This finding has 
important implications regarding health communication 
because it indicates that messages that feature body weight 
may prompt parents to engage in weight talk, even when the 
message states nothing about talking to children about weight. 
Both message frames encouraged parents to engage in the 
same health behaviors, but the message that featured body 
weight had the consequence of promoting weight talk. In 
light of evidence that parental weight talk may have negative 
implications for children’s emotional wellbeing, body image, 
and eating behaviors (Yourell et al., 2021), it may be counter
productive to emphasize childhood obesity in health messages 
targeting parenting practices. Future research should continue 
to examine the consequences of weight-focused health messa
ging and consider the potential benefits of health messages that 
avoid referencing body weight.

The message frame predicted parental intentions to engage 
in the health behaviors recommended in the experimental 
conditions when considering parents’ level of affiliate stigma 
and WBI. Parents who read either the weight-framed message 
or the school-framed message expressed similar or somewhat 
less intention to engage in the recommended health behaviors 
than those in the control group when either affiliate stigma or 
WBI was high, while they had greater intentions to adopt the 
healthy behaviors, relative to the control group, when affiliate 
stigma or WBI was low. These findings indicate that parents 
may react to health messages differently based on their feelings 
of self-stigma. Parents who have internalized negative beliefs 
about their own body weight, or their role and responsibility 
regarding their child’s body weight, may feel less inclined to 
adopt health behaviors when encouraged to do so, regardless 
of whether the encouragement references body weight or not. 
These findings align with prior research indicating that self- 
stigma and self-shame are not effective motivators for health 
behaviors, and that those with higher levels of internalized 
weight bias may instead be less likely to engage in health- 
promoting behaviors (and more likely to engage in unhealthy 
behaviors) than those with lower levels of internalization 
(Pearl & Puhl, 2018). However, our study is the first to show 
that weight-based self-stigma among parents may be a barrier 
to implementing healthy behaviors on behalf of their children. 
Of note, regardless of how the advice was framed, the health 
advice in our messages (e.g., eat meals as a family, drink water, 
serve vegetables, etc.) is culturally tied to “healthy weight” 
discourse, and may have inadvertently perpetuated notions 
that health behaviors, and ultimately weight, is within an 
individual’s control (Rodgers, 2016). Parents who already feel 

blamed and shamed for their child’s weight may be sensitive to 
messages that imply that these health behaviors are easy to do 
and it is possible that the health messages made them feel as 
though they are not doing enough for their child. Further, 
parents with negative self-beliefs about their own weight may 
have also been triggered by the health advice (e.g., one of the 
health behaviors emphasized being a healthy role model), 
perhaps reminding them of their own struggles and perpetu
ating a stressful cycle leading to the avoidance of healthful 
behaviors (Tomiyama, 2014, 2019). Future research should 
examine how parents interpret such health advice, and explore 
whether presenting parents with health advice that implies that 
health behaviors are straightforward and within one’s control 
may inadvertently demotivate someone with weight-based 
self-stigma, regardless of whether the advice is framed within 
the context of controlling weight.

Of note, the self-stigma variables did not moderate the 
relationships between message frame and parental intentions 
to engage in weight-focused conversations. This suggests that 
regardless of parents’ level of self-stigma (for their own weight 
or their child’s weight), exposure to weight-framed messages 
may prompt parents to engage in weight-focused conversa
tions with their child. Societal pressures to be a certain weight, 
and the parent blame that accompanies undesirable outcomes 
in children, may be so ingrained in parents that any implica
tion that they should do something about their child’s weight 
may compel them to intervene even if they have not interna
lized these beliefs.

Health professionals working with families should be mind
ful not to assume that parents are immune to the influence of 
weight-focused messaging, and emphasize health behaviors 
that parents can promote at home without focusing on their 
child’s body weight. More broadly, health advocates should 
carefully consider the appropriateness and language of weight- 
focused health messages targeting parents.

Limitations and strengths

It is important to acknowledge the limitations of this study. 
Due to the short timeframe in which the experiment 
occurred, it was not feasible to collect pretest data, so com
parisons could only be made to the control group. 
Therefore, it is unknown if the three groups varied on 
their baseline scores of intentions to engage in weight talk 
or the recommended health behaviors. Moreover, the out
come measures assessed behavioral intentions, not actual 
behaviors, so although some parents indicated that they 
intended to engage in weight talk or to implement the health 
advice, it is unknown whether they will. Additionally, the 
participants across all three conditions rated their intentions 
to engage in the recommended health behaviors very highly 
(an average of about six out of seven), indicating a ceiling 
effect. The responses to the health behavior intentions mea
sure may have been influenced by social desirability bias, or 
the health advice was so reasonable that many parents felt 
that they could endorse it. To address social desirability bias, 
future research could use indirect questioning approaches 
and include a social desirability questionnaire to assess this 
response pattern in participants and potentially exclude 
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those with high scores. Another potential limitation of this 
study is that participants were presented with the weight 
stigma measures after participating in the experiment. This 
order was intended to avoid priming parents to think about 
weight stigma before participating in the experiment, but it 
is possible that the experiment itself may have influenced 
how parents responded to the stigma measures. Moreover, 
the study’s intervention of having participants read a short 
news article was minimally invasive and may not have been 
substantial enough to elicit actual or sustained behavioral 
changes among the participants. Therefore, future research 
should examine the influence of more widespread weight- 
focused health messages on parental engagement in weight 
communication and health behavior changes compared to 
non-weight framed messages. Finally, data for this study 
were collected in summer 2020, so the COVID-19 pandemic 
may have influenced parental perspectives on health issues 
in unanticipated ways during this time period.

This study also has several key strengths. This is the first 
study to experimentally test the effect of health-related mes
sage framing on parental weight talk, and the results have 
important practical implications for health communication 
targeting parents. In addition, this study provides novel 
insights about the influence of parental weight-based self- 
stigma on their reactions to parent-targeted health messages, 
which has not been examined in previous research. Finally, this 
study employed a large and diverse sample, making the find
ings more generalizable to the broader population of parents in 
the U.S.

Conclusions

Our study found that message framing did not affect parental 
intentions to engage in health behaviors recommended in the 
experimental conditions, but did show that weight-focused 
health messages targeting parents may play a role in parental 
weight talk with their children. Parents are more likely to 
report intentions to engage in weight-focused conversations 
with their child after being exposed to health advice framed 
within the context of controlling their child’s body weight than 
when the same health advice does not mention weight, and this 
finding remained consistent regardless of parental self-stigma. 
Further, our findings suggest that parents who have interna
lized negative beliefs about their own body weight, or their role 
regarding their child’s body weight, may feel disinclined to 
adopt health behaviors when encouraged to do so, regardless if 
the encouragement references body weight or not. Taken 
together, these findings indicate the importance of carefully 
considering the emphasis of child body weight in health com
munication targeting parents, and suggest that childhood obe
sity does not need to be mentioned in health messages to 
increase parental intentions to promote weight-related health 
behaviors for their child.

Our findings indicate directions for future research that can 
advance this area of study. It would be useful to have long
itudinal studies comparing weight-focused health messages to 
those that do not feature weight on parental weight talk and 
child-focused health behaviors in order to examine actual 
parenting practices, rather than intended behaviors. Future 

research should also qualitatively investigate how parents 
interpret and respond to weight-focused messages in order to 
identify the underlying mechanisms leading to increased 
weight talk, as well as identify other potential consequences.
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