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Abstract

Objective—Fat talk—negative communication about weight—is common in the media, peer 

groups, and families. Little is known about parental fat talk directed at oneself or others. This 

study examined associations between different forms of parental fat talk and child disordered 

eating behaviors and weight, and differences by child sex and age.

Methods—Parents of pre-adolescents or adolescents (N=581) reported fat talk about themselves 

(self-fat talk), others (obesity-fat talk) and their child (child-fat talk).

Results—76.0% of parents reported regular self-fat talk in front of children, 51.5% reported 

obesity-fat talk and 43.6% reported child-fat talk. Fat talk did not differ significantly between 

parents of pre-adolescents and adolescents but was more common with sons than daughters. Of the 

three forms of fat talk, only child-fat talk was associated with all child eating and weight variables 

(binge eating, overeating, secretive eating, and overweight/obesity); associations were strongest 

for adolescent girls. Child sex was associated with secretive eating and overweight/obesity.

Conclusions—Parents reported using different forms of fat talk frequently. Parent self- and 

obesity-fat talk were reported more frequently, but child-fat talk was the most strongly associated 

with children’s eating and weight. Because of associations with disordered eating behaviors, 

intervening to reduce fat talk might contribute to improving pediatric disordered eating and 

weight-related interventions.
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Pediatric obesity is a public health concern that affects 17% of children and adolescents in 

the United States and can have adverse consequences for physical and psychosocial 

development (1). There is evidence linking childhood obesity with adult obesity (2) and 

disordered eating behaviors such as binge eating (3), which makes childhood obesity costly 

to public health. Parents are key stakeholders in and greatly influence their children’s health 

by controlling the foods that are available to them, setting daily schedules, and providing 
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access to healthcare (4, 5). Parents can create healthy environments for their children at 

home and model eating and body image attitudes (6), thereby encouraging children’s 

development of healthy eating behaviors and body image. One way that parents may be able 

to improve the home environment is to alter the extent to which they engage in “fat talk” 

around their children, but this has received minimal research attention.

“Fat talk” is defined as disparaging comments about body image and weight (7), and can 

include comments about weight, eating and exercise habits, fear of overweight, appearance 

and behavior comparisons, or strategies to change appearance (8). Fat talk is associated with 

body dissatisfaction, yet individuals who use fat talk paradoxically seek to alleviate weight-

related guilt (e.g., by seeking reassurance that eating high-calorie foods is not abnormal), 

increase social conformity (e.g., joining appearance-focused conversations), and decrease 

body-image dissatisfaction (e.g., seeking affirmation from peers about body image) (7, 9–

11). Fat talk is pervasive in Western culture, and can be found in the media, within peer 

groups, and within families (7, 8, 12). Fat talk can have detrimental effects on body image, 

self-confidence, and eating behaviors (9, 10, 13). Descriptive studies suggest that fat talk 

such as weight teasing increases risk for excess weight gain and body dissatisfaction (13, 

14), as well as eating-disorder behaviors such as fasting and vomiting (15). Experimental 

studies have also shown an association between hearing fat talk and heightened body 

dissatisfaction (10, 16).

Fat talk has been studied primarily among college-aged and young adult women (9, 10), yet 

the parent-child relationship is an important area of study because negative weight-related 

comments from parents can reinforce sociocultural norms about body image and eating (17). 

Fat talk can include direct comments that focus on the child’s weight—such as teasing, 

blame, or criticism—and can also include indirect comments that focus on the individual’s 

own weight or on the weight of others and not on the weight of the person hearing the fat 

talk (18). Some research has found that parental weight-related teasing (19) and maternal 

comments about their own weight (20, 21) are both associated with children’s body 

dissatisfaction and disordered eating, and fat talk may have a role in the onset of eating 

disorders (22).

The current study aimed to investigate associations between fat talk in parent-child 

interactions and children’s eating behaviors and weight. The aim of the study was (a) to 

examine parent-reported fat talk (directed toward self, obesity, and child); (b) to examine 

associations of parental fat talk with child disordered eating behaviors and weight; and (c) to 

compare parental fat talk by child age (pre-adolescents and adolescents) and sex (boys and 

girls). We hypothesized that parental fat talk would be associated with more child disordered 

eating behaviors (overeating, binge eating, and secretive eating) and with child overweight/

obesity. We further hypothesized that this association would be strongest when parental fat 

talk was about the child (i.e., rather than about the parent or about another person). Finally, 

because past research has shown more fat talk amongst adolescents and girls than children 

and boys (10), and has shown associations between eating-disorder psychopathology and fat 

talk (9), we hypothesized a similar pattern would emerge for parental fat talk.

Lydecker et al. Page 2

Int J Eat Disord. Author manuscript; available in PMC 2019 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Methods

Participants

Participants were parents (N=581) of pre-adolescents (ages 9–11; n=278) or adolescents 

(12–15; n=301). Participants were recruited from the Mechanical Turk website to complete a 

one-time online survey on parents’ opinions about weight and eating. Mechanical Turk 

provides high-quality and convenient data; comparisons indicate the psychometric properties 

of measures completed by participants recruited from Mechanical Turk do not differ in 

reliability or validity from participants recruited using traditional sources (23). Mechanical 

Turk yields samples with greater diversity in geography and demographic characteristics 

than undergraduate samples (23–25), and has been used in psychological and psychiatric 

research (26) including eating (27) and weight bias research (28). To be eligible to complete 

the survey, parents had to be primary caregivers (i.e., their child lived in their household 

more than half the time).

Participants were mothers (n=387, 66.7%) and fathers (n=193, 33.2%; n=1 gender not 

reported), most of whom were biological parents (n=504, 86.7%). Parents self-identified as 

White (n=467, 80.4%), Black (n=43, 7.4%), Hispanic (n=25, 4.3%), Asian (n=14, 2.4%), or 

Other (n=34, 5.5%). On average, parents were 38.66 (SD=7.97) years old and had BMIs of 

29.60 kg/m2 (SD=7.83). In the survey, parents were asked to answer items about one child. 

Responses pertained to daughters (n=289, 49.7%) and sons (n=292, 50.3%). On average, 

children’s BMI z-scores (age- and sex-specific) were in the 66.60th percentiles (SD=31.57; 

BMI z-score M=0.59, SD=1.38). This study was reviewed and approved by our university’s 

institutional review board; all participants provided informed consent electronically.

Measures

Body Mass Index (BMI)—Parents reported their child’s age, height and weight, which 

were used to calculate child BMI z-score and child BMI percentile. Parents also reported 

their own height and weight, which were used to calculate BMI.

Fat Talk Questionnaire (FTQ)—This 16-item measure of negative conversations about 

weight (“fat talk”) (29) was adapted to assess how parents talk in front of their child about 

themselves, people with obesity, and their child. For example, “When I’m with my child, I 

comment that my arms are too flabby”; “When I’m with my child and see an obese person, I 

comment that the obese person’s arms are too flabby”; “When I notice that my child has 

gained weight, I comment that his/her arms are too flabby.” Items are scored on a five-point 

scale (i.e., never, rarely, sometimes, often, always). The FTQ had excellent internal 

consistency in the original FTQ study (α=.93) (29) and in the current study (self α=.96, 

obesity α=.97, child α=.96).

Eating Disorder Examination Questionnaire (EDE-Q)—The EDE-Q assesses eating-

disorder psychopathology over the past 28 days on seven-point scales (30); the current study 

used a brief empirically-supported version of the full scale, which has been shown to 

demonstrate superior psychometric properties in nonclinical (31) and clinical (32) studies 

compared with the psychometric properties of the original measure. Subscales (Restraint, 
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Overvaluation, Body Dissatisfaction) were internally consistent in earlier work, α=.89–.91 

(31), and in the current study α=.90–.94. Additionally, we adapted the behavioral items 

(overeating, binge-eating episodes, secretive eating) for parents to report about their child.

Statistical analyses

Frequencies of individual FTQ statements were used to calculate the percentages of parents 

who indicated that they “always,” “often,” or “sometimes” said individual fat talk statements 

in front of their child. ANOVAs compared fat talk by child sex and age. Post-hoc tests using 

a Tukey correction for multiple comparisons evaluated pairwise differences. Chi-square tests 

compared eating behaviors and weight across the four sex/age groups. Correlations 

evaluated associations between fat talk and eating-disorder psychopathology. Multivariate 

logistic regressions evaluated whether child sex, child age group, self-fat talk, fat talk about 

people with obesity, and child-fat talk significantly predicted child eating behaviors and 

weight status. Additional logistic regressions by child sex/age group evaluated whether child 

age group, self-fat talk, fat talk about people with obesity, and child-fat talk significantly 

predicted child eating behaviors and weight status.

Results

Child Weight and Eating Behaviors

Chi-square tests compared child weight and eating behaviors across the four sex/age groups. 

Regular eating behaviors were dichotomized as weekly or greater (presence) or less than 

weekly (absence); weight was dichotomized as overweight/obesity or healthy-weight. More 

parents reported the presence of overeating for adolescent boys, χ2(3) = 10.28, p = 0.016, 

than any other group. Weight status also differed by group, χ2(3) = 14.08, p = 0.003: more 

pre-adolescent boys (51.1%) had overweight/obesity than pre-adolescent girls (37.1%) and 

more adolescent boys (48.4%) had overweight/obesity than adolescent girls (32.4%). Child 

binge eating, χ2(3) = 3.41, p = 0.33, and secretive eating, χ2(3) = 5.68, p = 0.13, did not 

significantly differ among the four groups.

Parental Fat Talk

Parental reports of regularly using fat talk in the presence of their children were common: 

76.0% of parents reported sometimes (or more often) saying at least one fat talk statement 

about themselves in front of their child, 51.5% of parents reported saying at least one fat talk 

statement about people with obesity in front of their child, and 43.6% of parents reported 

saying at least one fat talk statement about the child in front of the child. Table 1 shows the 

percentages of parents who indicated that they “always,” “often,” or “sometimes” endorse 

individual fat talk statements about themselves, about people with obesity, and about their 

child. Notably, one-third of parents reported that they complain that they are fat in front of 

their children. About one-quarter of parents report regularly remarking that a person with 

obesity is out of shape in the presence of their children. Parents also reported fat talk about 

their child, with 18.3% of parents reporting they comment that their child has gained weight, 

and 18.5% of parents report telling their child that they should not be eating fattening foods.
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Fat Talk Sex/Age Differences

Parents’ self-fat talk did not differ between sons and daughters, t(572)=0.20, p=0.85, 

d=0.016, nor did fat talk about people with obesity, t(573)=0.98, p=0.33, d=0.082. However, 

parents reported more child-fat talk directed towards sons (M=1.35, SD=0.70) than 

daughters (M=1.24, SD=0.54), t(539.19)=2.11, p=0.035, d=0.176.

No forms of fat talk significantly differed by child age: parental self-fat talk, t(572)=1.51, 

p=0.13, d=0.126, fat talk about people with obesity, t(573)=1.31, p=0.19, d=0.110, and 

child-fat talk, t(575)=1.21, p=0.23, d=0.101.

ANOVAs included four child groups (pre-adolescent girls, pre-adolescent boys, adolescent 

girls, and adolescent boys) to examine whether parent-reported child characteristics were 

associated with the amount of parental fat talk. Means are depicted in Figure 1. Parents’ self-

fat talk, F(3,568)=1.06, p=0.36, ηp
2=.006, and fat talk about people with obesity, 

F(3,568)=1.56, p=0.20, ηp
2=.008, did not significantly differ among the four groups. 

However, there were significant differences in child-fat talk, F(3,568)=3.97, p=0.008, 

ηp
2=0.021, such that parents of adolescent boys (M=1.42, SD=0.76) reported significantly 

more child-fat talk than parents of pre-adolescent boys (M=1.23, SD=0.51, p=0.006), pre-

adolescent girls (M=1.23, SD=0.52, p=0.006), and adolescent girls (M=1.22, SD=0.51, 

p=0.004). An additional ANCOVA that included child BMI z-score as a covariate showed 

the same pattern of findings. Even with BMI z-score included in the model, age/sex groups 

were significantly different, F(3,568)=3.17, p=0.02, ηp
2=0.017, such that parents of 

adolescent boys reported more child-fat talk than parents of pre-adolescent boys (p=0.013), 

pre-adolescent girls (p=0.013), and adolescent girls (p=0.013).

Fat Talk and Weight and Eating Behaviors

Table 2 summarizes the multivariate logistic regression analyses evaluating whether child 

sex, child age group, and the three types of parent fat talk were significantly associated with 

child disordered eating behaviors and weight. Child-fat talk was significantly associated 

with binge eating, overeating, secretive eating, and overweight/obesity. Child sex was 

significantly associated with secretive eating and overweight/obesity, but not binge eating or 

overeating. Child age group, self-fat talk, and obesity-fat talk were not significantly 

associated with overweight/obesity or disordered eating behaviors.

Table 3 summarizes a series of exploratory parallel analyses conducted to evaluate whether 

the three types of parent fat talk were significantly associated with child disordered eating 

behaviors and weight, in each of the child age/sex groups. Results paralleled overall 

analyses: child-fat talk was significantly associated with binge eating, overeating, secretive 

eating, and overweight/obesity across child age/sex groups, except that child-fat talk was not 

associated with binge eating among pre-adolescent girls, or overeating among pre-

adolescent boys. Odds ratios for child-fat talk were largest among adolescent girls. Self-fat 

talk was not associated with any child disordered eating behaviors or weight across child 

age/sex groups. Obesity-fat talk was not associated with any child disordered eating 

behaviors or weight, except for secretive eating among adolescent girls.
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Fat Talk and Parents’ Eating-Disorder Psychopathology

Parents’ fat talk about themselves was significantly correlated with their personal dietary 

restraint (r=0.234, p<.001), body dissatisfaction (r=.348, p<.001), and overvaluation of 

weight/shape (r=.366, p<.001). Parents’ obesity-fat talk and child-fat talk were not 

significantly associated with any of the EDE-Q scales (all p>.05).

Discussion

This study examined associations between different forms of parental fat talk (i.e., self, 

other, or child fat talk in front of their children), and youth disordered eating behaviors and 

weight status. This study found that parents reported engaging in different forms of fat talk, 

and that certain forms of fat talk were especially associated with problematic child eating 

behaviors. Importantly, our findings highlight the specific significance of child-fat talk – that 

is, parents’ direct fat talk about their child to their child – which appeared to be uniquely 

associated with child disordered eating behaviors and weight. Indeed, it was significantly 

associated with all child disordered eating behavior variables (binge eating, overeating, 

secretive eating) and child weight status (overweight/obesity).

Parents generally reported saying fat talk statements about themselves the most, and 

statements about their child the least. Parents’ self-fat talk was associated with their personal 

dietary restraint, body dissatisfaction, and overvaluation of weight/shape, but child-fat talk 

and obesity-fat talk were not significant associated with parents’ personal eating-disorder 

psychopathology. Future research should investigate whether parental fat talk is also 

associated with children’s own dietary restraint, body dissatisfaction, and overvaluation of 

weight/shape. Although child-fat talk was the least frequently reported, it presented the 

strongest association with child disordered eating behaviors. Previous research using the 

same data source found an association between child weight status and parental child-fat 

talk, but no significant association of child weight status with parental self-fat talk or 

parental fat talk about people with obesity (33). Our study expands upon this research, as it 

addresses child disordered eating behaviors along with child weight in the context of pre-

adolescent and adolescent child age groups. Parents who reported child-fat talk were about 

five times more likely to report that their children engaged in binge eating, about three times 

more likely to report child overeating, about four times more likely to report that their child 

ate in secret, and about 3.5 times more likely to report that their child’s height and weight 

placed them in the overweight/obesity weight category. These likelihoods were even 

stronger for adolescent girls. Taken together, associations of eating-disorder 

psychopathology and disordered eating behaviors with fat talk suggest a need for 

prospective clinical research on the function of fat talk in parent-child relationships and the 

development of eating disorders (e.g., as an antecedent, consequence, or mediator of eating-

disorder psychopathology). For this reason, it is also crucial to test whether intervening with 

parents to reduce child-fat talk ameliorates these disordered eating behaviors in a prevention 

or treatment framework.

Parents may not be aware of the potentially detrimental influence of parental fat talk on their 

children. Research on fat talk among young adult women suggests that negative weight-

related conversations can be seen as normative (7, 10, 11). Clinicians working in the context 
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of eating-disorder prevention or treatment settings may seek to observe how parents and 

children talk about weight, and offer parents psychoeducation and training to encourage 

supportive weight-related conversations and help parents promote positive health behaviors. 

As has been demonstrated in earlier research, parents want to promote healthy body image 

and eating in their children and are open to parent-training interventions that focus on being 

a positive role model and improving parent-child communication skills (e.g., 34).

Although the external pressures that girls and young women experience regarding fat talk 

and body image have been increasingly investigated (9, 10), very little research has 

addressed whether these pressures affect boys and young men as well. Our study found that 

parents of boys report more child-fat talk than parents of girls, although associations of 

disordered eating behaviors with child-fat talk were strongest for adolescent girls. Out of the 

four groups studied (pre-adolescent boys, pre-adolescent girls, adolescent boys, and 

adolescent girls), parents of adolescent boys reported significantly more child-fat talk than 

parents of pre-adolescent girls and adolescent girls, but not pre-adolescent boys. This is an 

important new and surprising finding, as it suggests that young boys may experience more 

weight stigma in their families than young girls. It is possible that parents are more aware 

that fat talk is potentially detrimental to their daughters than their sons, perhaps because 

eating disorders are more readily associated with young women than men, and parents may 

benefit from education about weight-related communication for both sons and daughters.

This study expands upon previous research on fat talk in several important ways, as it 

included both boys and girls and examined pre-adolescent and adolescent age groups. Most 

previous research has investigated fat talk among young adults; our study included a 

younger age range to explore whether these relationships emerge in pre-adolescents as well. 

One of the main strengths of this study is that this study aimed to focus on the child, rather 

than investigating parent behaviors and characteristics. The child-focus of this study enabled 

us to explore associations among parent-reported fat talk, eating behaviors, and weight when 

child characteristics varied.

In terms of limitations, this study was correlational and cross-sectional. Thus, we cannot 

infer any causal or temporal relationships about fat talk and disordered eating and weight. 

While it is clear that the two are associated, it is not known whether fat talk caused 

disordered eating behaviors or overweight/obesity in youth; indeed, previous research has 

suggested a bi-directional relationship (9). It may be the case that child-fat talk in the home 

leads to greater weight stigma and therefore, causes youth disordered eating behaviors. It is 

also possible that parents of children who engage in disordered eating behaviors or have 

excess weight are more likely to make derogatory comments about their child’s weight. 

Additionally, data were reported by parents about themselves and about their children. In 

psychometric studies of binge-eating assessment, parent-reported binge-eating episodes have 

acceptable agreement with child-reported and interview measures of binge-eating episodes 

(35–37). Yet, it is important to note that parents were better at knowing when binge eating 

was not occurring than when it was occurring (35–37). Parents also reported height and 

weight for themselves and their child. Earlier work has shown that discrepancies between 

self-reported and measured weights were unrelated to eating-disorder psychopathology (38, 

39), but associations of discrepancies between parent-reported and measured child weights 
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have not been studied. Future research could clarify these potential areas of bias. Finally, our 

sample was limited to parents of children between 9 and 15 years old, and participants had 

limited racial/ethnic diversity, with the majority well-educated and biological parents. Future 

research should examine whether our results generalize to the important groups of parents 

not well-represented in our sample.

With the study’s strengths and limitations in mind, our study has implications to guide 

healthcare providers in advising parents how to address weight and body image with their 

children. While disordered eating behaviors may not be associated with self-fat talk and fat 

talk about people with obesity that parents use around their children, these negative 

conversations may still establish a weight-stigmatizing environment in the home. Overall, 

parents, clinicians, and clinical-researchers should consider how parents communicate with 

their children (boys and girls across age groups) about weight. It is important to note that 

parents’ reasons for using fat talk are unknown. Parents may attempt to use fat talk to create 

empathy or to model self-awareness, or to motivate children to be healthy. Nonetheless, it is 

also important to note that the fat talk measured by the FTQ is strongly negative, using 

words such as “criticize,” “hate” and “disgusting.” Further research on parental fat talk may 

explore whether positive weight-related conversations in the home are associated with the 

absence of disordered eating behaviors and overweight/obesity in youth; this could guide the 

development of an intervention for parents about how to communicate with their children 

about weight, eating, and body image. Testing these parent interventions may help inform 

treatment and prevention efforts for pediatric obesity and eating disorders. Yet, for now, 

child psychologists and pediatricians should carefully consider the role of fat talk and 

parent-child communication about weight in their efforts to reduce disordered eating 

behaviors and overweight/obesity in youth.
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Figure 1. 
Fat Talk by Sex and Age groups

Figure 1 shows mean levels of three different forms of parental fat talk across pre-adolescent 

girls, pre-adolescent boys, adolescent girls, and adolescent boys. **p<0.01.
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Table 1

Parental Fat Talk

Statement Self Obesity Child

When I’m with my child, I complain that my arms are too flabby. 19.8% 10.2% 5.4%

When I’m with my child, I complain that my stomach is fat. 36.6% 13.5% 9.3%

When I’m with my child, I criticize my body compared to thin models in magazines. 14.5% 8.6% 5.2%

When I’m with my child, I complain that my body is out of proportion. 15.9% 14.1% 6.7%

When I’m with my child, I complain that I hate my whole body. 13.6% 8.6% 5.5%

When I’m with my child, I complain that I am fat. 34.7% 19.8% 6.1%

When I’m with my child, I complain that I should not be eating fattening foods. 41.4% 19.8% 18.5%

When I’m with my child, I complain that I’ve gained weight. 34.6% n/a 18.3%

When I’m with my child, I complain that my clothes are too tight. 26.6% 17.6% 15.4%

When I’m with my child, I complain that I need to stop eating so much. 31.2% 20.0% 14.4%

When I’m with my child, I criticize my body compared to my friends’ bodies. 11.1% 12.6% 5.9%

When I’m with my child, I complain that I feel pressure to be thin. 11.4% 9.7% 6.6%

When I’m with my child, I complain that my body is disgusting. 11.6% 11.9% 5.3%

When I’m with my child, I complain that I’m not in shape. 42.8% 22.7% 11.9%

Note. Percentages reflect the proportion of parents from the full sample who reported regularly (“sometimes,” “often,” or “always”) using the fat 
talk statement when they were with their child. 76.0% of parents reported regular self-fat talk in front of children, 51.5% reported obesity-fat talk 
and 43.6% reported child-fat talk.
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