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suPPleMental table 4  Exposure, Outcome, and Control Variables Used in Analyses

Measure Description

Main exposure variable as an adolescent
 Parent encouragement to diet, “diet talk” Adolescents were asked how much they agreed with the following statement: “My mother [father] . . . 

encourages me to diet to control my weight.”28 Response options ranged from not at all to very much. Diet 
talk was dichotomized into not at all and all other responses. This question was asked in the same way at 
Waves 1 and 2. (Test-retest percent agreement = 75%).

Outcome variables in adulthood as a parent
 Weight outcomes
  Overweight or obesity Overweight or obesity status was assessed via self-reported height and weight, which were used to calculate 

the BMI (wt [kg] / height [m2]) at the 15-y follow-up (test-retest r = 0.97). Self-reported height and weight 
has been shown to be highly correlated with objectively measured values in adults. Weight status at the 
15-y follow-up was defined according to current BMI guidelines for adults (overweight: BMI ≥25; obese: BMI 
≥30).29,  30

 Weight-related outcomes
  Dieting Dieting was assessed by self-report by using the following question: “How often have you gone on a diet during 

the last year? By ‘diet, ’ we mean changing the way you eat so you can lose weight.” 31 Responses included 
never, 1–4 times, 5–10 times, more than 10 times, and I am always dieting. To distinguish dieters from 
nondieters, responses were dichotomized into no (never) and yes (other responses) (test-retest agreement 
= 89%). This dichotomous distinction has been used previously and has been found to be predictive of weight 
gain and other negative health outcomes over time.32,  33

  Binge eating with loss of control Binge eating in adolescents was assessed by using 2 items adapted from the definition of a binge eating 
episode put forth by Yanovski34,  35: “In the past year, have you ever eaten so much food in a short period of 
time that you would be embarrassed if others saw you (binge eating)?” and “During the times when you ate 
this way, did you feel you couldn’t stop eating or control what or how much you were eating?” Participants 
responded yes or no to each item. Participants who answered yes to both questions were coded as engaging 
in binge eating (test-retest agreement = 94%).

  UWCB UWCBs were assessed with the question, “Have you done any of the following things to lose weight or keep 
from gaining weight during the past year?” UWCBs included: (1) fasted, (2) ate little food, (3) used a food 
substitute (powder or a special drink), (4) skipped meals, (5) smoked more cigarettes, (6) took diet pills, (7) 
made myself vomit, (8) used laxatives, and (9) used diuretics. Participants responded to each behavior with 
yes or no.35 Test-retest reliability was high for UWCB. UWCBs were coded as dichotomous variables (presence 
of any behavior versus none), on the basis of our previous research (test-retest agreement = 86%).35

 Emotional health outcomes
  Body satisfaction Body satisfaction was measured by using a previously published scale.36 Participants were asked, “How 

satisfied are you with your: height, weight, body shape, waist, hips, thighs, stomach, face, body build, and 
shoulders.” There were 5 responses ranging from 1 (very dissatisfied) to 5 (very satisfied). A summary score 
was created (Cronbach’s α = 0.92; range: 10–50; test-retest r = 0.82).

  Depressive symptoms Depressive symptoms were assessed with a 6-item standardized scale from Kandel and Davies.37,  38 An example 
item is “During the past 12 months, how often have you been bothered or troubled by feeling too tired to do 
things?” Responses ranged from not at all to very much. Cronbach’s α for these 6 items from EAT-IV in this 
sample was 0.84. The items were summed to get a depression score that ranged from 6 to 18, with higher 
scores indicating more depressive symptoms (test-retest r = 0.77). In a comparable sample of high school 
students, Kandel and Davies38 also found these items to have acceptable internal validity with a Cronbach’s 
α of 0.79.

  Self-esteem Self-esteem was measured with 6 of 10 items from Rosenberg’s39 standardized self-esteem scale. An example 
item is “On the whole, I am satisfied with myself.” Responses were scored on a 4-level Likert scale ranging 
from strongly disagree to strongly agree. Cronbach’s α for these 6 items from EAT-IV in this sample was 0.85. 
These items were summed to get a self-esteem score that ranges from 6 to 24, with higher scores indicating 
more self-esteem (test-retest r = 0.81).

 Intergenerational transmission of diet talk and family weight-related communication
  Encouraging own child to diet To assess the parents’ own encouragement of their children to diet, they were asked, “To what extent do you 

encourage your child to diet to control his or her weight?” (Response options were dichotomized into not at 
all and all other responses) (percent agreement = 86%).

  Talking with own child about weight To assess parents’ general weight talk, they were asked, “How often in the past year . . . have you talked with 
your child about his or her weight or size?39 (Response options were categorized into never or rarely versus 
all other responses) (percent agreement = 96%).

  Complaining about own weight Parents’ own weight talk was measured with the following question: “When I’m with 1 or more family 
members, I complain about my weight.” Response options included never, rarely, sometimes, and often. 
(Test-retest r = 0.72).
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Measure Description

  Family-level weight-focused 
communication

To measure family-level weight-focused communication in parenthood, participants were asked to answer the 
following question: “Think about the people who live in your home (eg, spouse or partner, children). How 
often do family members (1) talk about their own weight, body shape, or size (test-retest r = 0.46); (2) talk 
about each other’s weight (r = 0.41), body shapes, or sizes; and (3) tease one another about their weight, 
body shapes, or sizes (r = 0.61)?” Response options included never, rarely, sometimes, and often.

Control variables
 Sex, race and/or ethnicity, age, family 

SES in parenthood, weight status in 
adolescence, and previous measures of 
outcomes in adolescence

Sex, age, race and/or ethnicity, and family SES were self-reported at Wave 1 (1998–1999). Age was calculated by 
using self-reported birth and survey completion dates. Race and/or ethnicity was assessed with the item “Do 
you think of yourself as (1) white, (2) black or African-American, (3) Hispanic or Latino, (4) Asian American, 
(5) Hawaiian or Pacific Islander, or (6) American Indian or Native American?” Respondents were asked to 
check all that applied. Because of the small numbers for certain race and/or ethnicity groups, all parents 
who only selected white at EAT-I were categorized as white parents, and parents who selected 1 or more 
of the following categories were categorized as parents of color: black or African American, Hispanic or 
Latino, Asian American, Hawaiian or Pacific Islander, or American Indian or Native American. Family SES was 
assessed by using a classification tree methodology to generate 3 categories of SES, which were collapsed 
into low SES, middle SES, and high SES).29,  40 The primary component of SES was the higher education level 
of either parent. Secondary components were family eligibility for free or reduced lunch, family receipt of 
public assistance, and parent employment status. For models with outcomes of dieting, binge eating, UWCB, 
body satisfaction, depressive symptoms, and self-esteem, the earlier value of these variables was controlled 
for at the earliest time of experiencing diet talk in adolescence. In addition, adolescent BMI at baseline was 
controlled for in models examining intergenerational transmission of parent diet talk.

EAT-I, Eating Among Teens Wave 1; EAT-IV, Eating and Activity in Teens and Young Adults Wave 4; UWCB, unhealthy weight control behavior.
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