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Behavioral interventions targeting overweight children have been successful in producing 

weight loss. However, there is considerable debate as to the potential for these programs to 

exacerbate disordered eating attitudes among participants. Factors such as body dissatisfaction, 

peer victimization, parental feeding practices and concern about child weight have been 

identified as risk factors for disordered eating attitudes among non-treatment seeking youth, but 

limited research has evaluated these factors among treatment-seekers. The purpose of this study 

was twofold: (1) to determine if overweight youth receiving one of two behavioral interventions 

were more likely to report a greater increase in disordered eating attitudes and behaviors at 

follow-up compared to a waitlist control; and (2) to determine psychosocial predictors of eating 

disordered attitudes and behaviors. Participants were 69 overweight youths, ages 8-13, and their 

parent(s) enrolled in one of two behavioral lifestyle interventions. Parents completed a 

demographic form and the Child Feeding Questionnaire. Children completed the Children’s 

Eating Attitudes Test, Schwartz Peer Victimization Scale, and Children’s Body Image Scale. 

Youth who participated in one of the two behavioral interventions did not report significant 

increases in disordered eating attitudes at follow-up compared to the waitlist control. However, 
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the groups were not statistically equivalent. Across all children in the study, higher levels of 

body dissatisfaction, peer victimization, parent restrictive feeding practices and concern for child 

weight at baseline predicted higher levels of disordered eating attitudes at follow-up. Overall, the 

current data do not provide evidence that behavioral interventions lead to an increase in 

unhealthy eating attitudes and behaviors. Future research should examine the impact of 

addressing psychosocial functioning in supervised pediatric weight management programs. 
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CHAPTER 1 
INTRODUCTION 

Pediatric obesity is a major public health concern. The most recent national data reports 

that thirty-two percent of children are considered to be overweight or obese (Ogden, Carroll, & 

Flegal, 2008). Childhood overweight has been associated with a range of chronic health 

conditions including type II diabetes, metabolic syndrome, and risk factors for cardiovascular 

disease including high blood pressure and cholesterol (Fagot-Campagna, Pettitt, Engelgau, 

Burrows, Geiss, et al., 2000; Strauss, 1999). In addition, overweight and obese children are more 

likely than their non-overweight peers to exhibit impaired psychosocial functioning, such as low 

self-esteem (Pierce & Wardle, 1997; Erermis, Centin, Tamar, Bukusoglu, Akdeniz, & Goksen, 

2004), depression (Must, 1996; Davison & Birch, 2001; Wadden, Womble, Stunkard, & 

Anderson, 2002), stigmatization (Puhl & Latner, 2007), and negative body image (Pesa, Syre, & 

Jones, 2000; Stradmeijer, Bosch, Koops, & Seidell, 2000). Considering the serious threat that 

childhood overweight poses to physical and psychological health in youth, effective 

interventions designed to reduce weight status and improve functioning are imperative.  

 Several behavioral lifestyle programs have been developed to improve dietary intake, 

increase physical activity, and decrease sedentary behaviors to address weight status in 

overweight youth and their families (Jelalian & Saelens, 1999; Epstein, Paluch, Roemmich, & 

Beecher, 2007). These programs have been associated with substantial positive outcomes 

including weight loss (Epstein, Valoski, Wing, & McCurley, 1994, Golan, Fainaru, & Weizman, 

1998; Janicke, Sallinen, Perri, Lutes, Huerta, et al., 2008a) and improved physiological markers 

of health (Kirk, Zeller, Claytor, Santangelo, Khoury & Daniels, 2005).  Pediatric weight 

management programs have also been associated with improved psychosocial outcomes (Jelalian 

& Saelens, 1999). For instance, Meyers, Raynor, and Epstein (1998) assessed child 
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psychopathology among 116 boys and girls participating in a 5-month behavioral lifestyle 

intervention. From baseline to 1-year follow up, children were rated as having fewer 

internalizing and externalizing problems, and improved total and social competence.  

Pediatric Behavioral Weight Interventions and Eating Attitudes 

 Despite successes in the treatment of pediatric overweight with behavioral lifestyle 

interventions, there is concern that interventions designed to help children lose weight may pose 

unintended risks to these children. Opponents of dietary intervention have suggested that 

encouraging youth to reduce their caloric intake, a common strategy in weight loss efforts and 

many programs, may create or exacerbate disordered eating attitudes and behaviors (Satter, 

2005) and increase the risk of developing an eating disorder. Eating disorders represent one of 

the most dangerous psychiatric conditions in terms of chronicity and medical consequences. 

According to a review of 119 studies examining outcomes among more than 5000 patients with 

anorexia nervosa, 5% died of medical complications related to the eating disorder or from 

suicide. Among survivors, less than half of patients fully recovered, while one-third showed only 

some improvement and one-fifth remained chronically ill (Steinhausen, 2002). The consequences 

of even subclinical levels of anorexia and bulimia nervosa can be severe and enduring, including 

amenorrhea, osteopenia, bradycardia, dental enamel erosion, and esophogitis (e.g., Fisher, 

Golden, Katzman, Kreipe, Rees, et al., 1995).  Adolescents may be especially vulnerable to 

experiencing medical complications secondary to eating pathology due to the interruption of 

bone deposition, growth, and pubertal development that happens during those years (Fisher et al., 

1995). Therefore, it is paramount to understand any risk that behavioral lifestyle programs may 

pose in the development of disordered eating attitudes and behaviors among overweight youth. 

 It has been posited that pediatric weight intervention programs may contribute to the 

development and maintenance of disordered eating attitudes and behaviors in a few ways. 
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Adhering to prescriptive diets may be perceived as burdensome, unattainable, or undesirable for 

children, which in turn could interfere with their ability to adopt healthier eating habits. 

Moreover, children and parents may become entrenched in a struggle over feeding, which could 

foster an unhealthy preoccupation with food, reinforce body dissatisfaction, and encourage youth 

to place excessive value on their weight and shape (Satter, 2000). One line of research has 

demonstrated a link between parent restrictive feeding practices and child eating in the absence 

of hunger (Fisher & Birch, 1999; 2002). Furthermore, restrictive feeding has been associated 

with increased weight status in children (Fisher & Birch, 2002). These findings have been 

interpreted to suggest that children who experience high external regulation of dietary intake 

have a compromised ability to use internal hunger cues to balance energy intake and expenditure. 

For example, Johnson and Birch (1994) gave preschool children either a high or low energy 

drink prior to a buffet lunch. Results showed that for girls only, mothers’ feeding control was 

related to an impaired ability to adjust intake subsequent to the calorie preload. In this way, it has 

been argued that behavioral lifestyle interventions that promote caloric restriction among 

overweight children may foster similar types of maladaptive eating patterns. Over time, these 

patterns which support increased weight status and an external locus of control may place the 

child at greater risk for developing more serious unhealthy eating behaviors.  

 Indeed, dieting (self-imposed caloric restriction) has been prospectively implicated in the 

pathogenesis of eating disorders (Schmidt, 2002). For example, Patton, Selzer, Coffrey, Carlin, 

and Wolfe (1999) reported that adolescent females who endorsed moderate to severe dieting 

were 5 to 18 times more likely to develop eating disorders over a three-year period, compared to 

their non-dieting peers. In a large scale study of adolescents, self-reported endorsement of 

dieting at baseline predicted self-reported use of extreme weight-control behaviors and increased 
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weight status 5 years later (Neumark-Sztainer, Wall, Guo, Story, Haines, & Eisenberg, 2006). 

This relationship is of particular concern given that overweight youth are more likely than their 

normal weight peers to engage in unhealthy weight control behaviors (Goldschmidt, Aspen, 

Sinton, Tanofsky-Kraff, & Wilfley, 2008; Stice, 2002), such as using laxatives, diuretics, 

vomiting, and fasting. These data suggest that self-imposed dieting can devolve into destructive 

eating patterns, which is not only counterproductive to weight management but may pose health 

risks.   

However, these concerns are not universally shared.  Specifically, a number of 

researchers argue that professionally administered weight management programs do not lead to 

increases in disordered eating attitudes or behaviors.  They note that teaching appropriate and 

sustainable weight control strategies in the context of highly supervised pediatric lifestyle 

interventions may produce healthy eating habits and do not increase the risk of engaging in 

extreme and unhealthy weight control behaviors. As opposed to self-imposed diets which are 

often extreme and short-lived, these programs teach families to make gradual, moderate changes 

with an emphasis on developing sustainable and long term healthy habits (Epstein, Valoski, 

Wing, & McCurley, 1990; Janicke, Sallinen, Perri, Lutes, Silverstein, et al., 2008b). Caloric 

goals are individualized for families and closely supervised by professionals, which helps 

children to make appropriate and safe changes. In the course of these interventions, parents are 

taught positive behavioral management strategies to help their children in making lifestyle 

changes. In contrast to restrictive feeding practices that direct power over feeding away from the 

child, parents instead learn how to support their children in developing better self-regulation. 

Strategies to improve body image and self-esteem are discussed (Janicke et al., 2008), which 

may be helpful in mitigating some of the impairment in psychosocial functioning that is common 
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among overweight children (Erermis et al., 2004; Pesa et al., 2000; Pierce & Wardle, 1997; 

Stradmeijer et al., 2000). 

While there is a growing body of evidence that supports the efficacy of behavioral weight 

management programs in children, there is relatively little data examining the potential for the 

development of disordered eating attitudes and behaviors subsequent to these programs.  Butryn 

and Wadden (2005) conducted a review that examined the impact of pediatric weight 

management programs on the development of disordered eating attitudes and behaviors among 

overweight youth. Across the five identified studies (i.e., Braet et al., 2000; Braet, Tanghe, Bode, 

Franckx, & Winckel, 2003; Epstein et al, 1994; Epstein, Paluch, Saelens, Ernst, & Wilfley, 2001; 

Levine, Ringham, Kalarchian, Wisniewski, & Marcus, 2001) there was no evidence to suggest 

that treatment for pediatric overweight increased the prevalence of unhealthy attitudes or 

behaviors. However, only one of those five studies included a control condition, thus limiting 

conclusions regarding participants’ outcomes compared to overweight youth not receiving 

treatment. 

More recently, Carter and Bulik (2008) evaluated the extent to which eating pathology 

was assessed and reported in the context of pediatric overweight prevention programs. The 

review was comprised of 22 studies identified through a Cochrane Collaboration examination of 

the effectiveness of pediatric overweight prevention programs. The authors found that eating 

disorder related symptoms were not commonly evaluated as outcome variables in these studies. 

Moreover, the authors concluded that when these measures were included, the measurement 

techniques were often insufficient to make clear statements about the nature of unhealthy weight 

control behaviors endorsed by participants, particularly with respect to the rates of specific 

concerning behaviors (e.g., binging, purging, dramatic weight loss). In light of these limitations, 
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it remains unclear whether pediatric weight management programs precipitate or exacerbate 

disordered eating behaviors and attitudes among overweight youth.  

Predictors of Disordered Eating Attitudes 

 Regardless of overall group effects, it is possible that certain individuals may be at 

greater risk for developing maladaptive eating attitudes during treatment on the basis of 

preexisting psychosocial factors. Developing an understanding of these factors is important 

because it could allow for the early identification of children who may be more susceptible to 

engaging in unhealthy behaviors as well as an opportunity to intervene during the course of 

treatment.  

 Psychosocial risk factors commonly discussed in eating disorder literature that may be 

particularly relevant among overweight children include body dissatisfaction and peer 

victimization. Body dissatisfaction in children and adolescents has been consistently linked to 

the development of eating disorders (Burrows & Cooper, 2002; Field, Camargo, Taylor, Berkey, 

& Colditz, 1999; Tanofsky-Kraff, Faden, Yanovski, Wilfley, & Yanovski, 2005). Higher rates of 

body dissatisfaction have been found among overweight youth compared to their normal weight 

peers (Stice, 2002), which suggests that children of a higher weight status may be more 

vulnerable to developing pathological eating attitudes and behaviors.  

 Similarly, overweight youth are at greater risk for experiencing peer victimization 

relative to non-overweight youth (Storch & Ledley, 2005). Weight teasing has been 

prospectively associated with increases in extreme weight control behaviors among non-

treatment seeking adolescents (Haines, Neumark-Sztainer, Eisenberg, & Hannan, 2006; 

Wertheim, Koerner, & Paxton, 2001), and especially with binge eating which is itself associated 

with increases in weight status over time (Stice, Cameron, Killen, Hayward, & Taylor, 1999). If 
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overweight children perceive their victimization as related to their weight status, they may 

engage in unhealthy eating behaviors to lose weight as a means of preventing future attacks.  

 Body dissatisfaction and peer victimization therefore represent two potential risk factors 

for unhealthy weight control behaviors that may be particularly relevant among overweight 

children seeking treatment. Children who present for treatment endorsing higher levels of either 

may be more likely to experience a rise in disordered eating attitudes over time, regardless of 

intervention. If so, identifying these as potential risk factors could inform the integration of 

preventative measures into intervention curriculums with the hope of simultaneously reducing 

overweight and minimizing the likelihood of dangerous eating behaviors.    

 Parent behavior may also influence children’s eating patterns and is important to consider 

in the context of family-based treatment. Parent concern about child weight has been associated 

with unhealthy child eating attitudes and behaviors (Haines, Neumark-Sztainer, Hannan, & 

Robinson-O’Brien, 2008; Thelen & Cormier, 1995), especially among females. It is possible that 

parent concern communicated by way of negative feedback (e.g., encouraging the child to diet, 

weight-based teasing) may place an increased pressure on the child and foster weight 

preoccupation (Gardner, Sorter, & Friedman, 1997). In turn, greater body dissatisfaction predicts 

disordered eating attitudes and behaviors over time (Killen, Taylor, Hayward, Wilson, & Haydel, 

1994; Stormer & Thompson, 1996). Parents who enroll their children in a behavioral lifestyle 

intervention program have likely identified their child’s weight status as an area of concern. This 

concern, albeit unintended, may actually pose a risk to the child’s health if the child reacts to the 

concern by developing inappropriate dietary habits.  

Parents may also influence their child’s eating behaviors by imposing excessive control 

over their child’s eating. As noted previously, restrictive feeding practices have been related to 
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increased child weight status and poorer child regulation of energy intake (Faith, Scanlon, Birch, 

Francis, & Sherry, 2004). In this respect, undermining a child’s internal ability to balance energy 

needs with energy intake may cultivate maladaptive eating patterns, such as eating in the absence 

of hunger (Fisher & Birch, 1999). Parents who rely on these feeding strategies to manage their 

child’s diet may increase their child’s chance of developing unhealthy eating patterns.  

To our knowledge there is little data reporting on the relationships between child 

psychosocial functioning, parent attitudes and behaviors, and disordered eating attitudes and 

behaviors among overweight children participating in behavioral interventions. It is therefore 

important to examine the role of parent concern and restrictive feeding among families 

participating in family-based treatment. Parent variables upon program entry may help to 

identify children at greater risk of developing unhealthy eating patterns in the context of 

treatment.  

 In summary, there is concern that pediatric weight management programs may have the 

iatrogenic effect of creating or contributing to unhealthy eating attitudes and behaviors among 

overweight youth. However, opinion is mixed and there is limited data in this area. Therefore, 

the purpose of the present study was twofold: (1) to determine if overweight youth receiving a 

behavioral weight management intervention were more likely to report a greater change in 

disordered eating attitudes and behaviors at follow-up compared to a waitlist control; and (2) to 

determine psychosocial predictors of eating disordered attitudes and behaviors. On the basis of 

the limited existing research, it was hypothesized that (1a) children receiving a behavioral 

intervention would not report greater increases in disordered eating attitudes or behaviors relative 

to children in the waitlist control, and (1b) change scores in eating attitudes from baseline to 

follow-up would be equivalent between treatment and control groups.  Regarding individual risk 
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factors, higher baseline levels of peer victimization, body dissatisfaction, parent concern about 

child weight, and parent restrictive feeding practices were hypothesized to predict higher levels 

of disordered eating attitudes and behaviors at follow-up. 
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CHAPTER 2 
METHODS 

Participants 

 Participants were 69 overweight and obese children and their parent or legal guardian, 

who participated in one of two behavioral lifestyle intervention programs or a waitlist control 

(for details see Janicke et al., 2008a,b). The present sample constituted a subset of the larger 

study due to the addition of measures of interest following the first wave of treatment. Eligible 

participants met the following inclusion criteria: (1) children were between the ages of 7-13 

years; (2) families lived in a rural, medically underserved area; (3) children had a BMI at or 

above the 85th percentile for age and gender; (4) parent or legal guardian was willing to attend 

weekly intervention program with child; (5) families were willing to be randomized to one of 

three intervention conditions;  (6) family did not plan to move out of the area within the next 12 

months; and (7) child and one of the participating parents must speak English. Families were 

excluded if they met any of the following criteria: (1) the child was currently prescribed 

antipsychotics, systemic corticosteroids, or weight loss medication; (2) the family was currently 

enrolled in another weight loss intervention; or (3) the child had a medical or psychological 

condition that could interfere with treatment. All participants were required to obtain a medical 

clearance prior to study initiation stating that they could participate in mild caloric restriction and 

moderate physical activity. 

Procedure 

 The current protocol was approved by the governing IRB. Participants were recruited 

through direct mailings, presentations to community leaders, and distribution of brochures in 

schools. This research utilized a randomized, controlled design with three arms: a behavioral 

family-based intervention, a behavioral parent-only intervention, and a waitlist control. Each of 
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the behavioral interventions consisted of twelve 1.5-hour sessions over 16 weeks. Groups 

occurred weekly for 8 weeks then biweekly for 8 weeks. 

Randomization 

In each county, separate weeknights were designated for the family-based and parent-only 

conditions. Participants provided information on their availability during the initial telephone 

screening. Prior to the baseline assessment, computer randomization was used to assign each 

family to an intervention night or to the waitlist control. After all participants were randomized, 

the intervention conditions were randomized to a specific weeknight. Participants were informed 

of their randomization at the baseline assessment.  

Assessment Schedule 

Interested families completed an initial screening visit to determine eligibility and obtain 

informed consent. Approximately two weeks prior to the intervention, eligible families 

completed a baseline assessment during which they were informed of their randomization to 

either the family-based intervention, the parent-only intervention, or to the waitlist control. The 

post-treatment assessment occurred within two weeks of the end of the interventions (4 months 

post-baseline). The final assessment occurred at 10 months post baseline (6 months post-

treatment). During each assessment, parent and child height and weight were obtained, and 

participants completed a battery of questionnaires. 

Interventionists 

Postdoctoral psychologists and graduate students in clinical psychology, in collaboration 

with Family and Consumer Science (FCS) agents, delivered the interventions. FCS agents held 

bachelor’s or master’s degrees, often with a concentration in nutrition. All group leaders 

participated in a 2-day training prior to the initiation of the interventions in addition to continuity 

training halfway through the intervention. Group leaders also participated in weekly supervision 
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meetings with the principal investigator. One person served as the primary group leader for both 

intervention conditions in each county.  

Intervention Content 

In the family-based intervention, parents and children participated in simultaneous but 

separate groups. In the parent-only intervention, children did not attend the weekly intervention 

sessions; rather parents were targeted as the primary agents of change.  Content in both 

intervention conditions focused on improving dietary intake using an adapted version of the 

Stoplight Program (Epstein & Squires, 1988), which teaches participants to classify foods into 

three categories (red, yellow, and green) based on nutritional and caloric content. Participants 

were asked to record everything they ate but not to count calories. Some families that had 

difficulty completing this task were permitted to use an abbreviated log that focused on high 

fat/high calorie (i.e. “red” foods) and fruits/vegetables (e.g. “green” foods). Children and parents 

were encouraged to increase physical activity through a pedometer-based step program and to 

reduce time spent in sedentary activities. In the family-based condition, group leaders worked 

with children and parents together to set weekly goals such as reducing the consumption of “red” 

foods, increase the number of steps per day, and imposing specific time limits for television 

watching. In the parent-only condition, parents learned how to develop and implement goals with 

their children. Additional topics in both intervention conditions included improving self-esteem 

and body image, and teaching parents how to effectively use behavioral management techniques, 

such as negotiation and contingency management. In addition the didactic content, youth in the 

family-based intervention participated in a fun, physical activity and sampled a healthy snack 

each week.  
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Measures 

Anthropometrics 

 Participants were assessed for height and weight. Height was taken without shoes to the 

nearest .1 centimeter using a Harpendon Stadiometer. Weight with one layer of clothes and no 

shoes, was measured to the nearest .1 kilogram using a balance beam scale.  Height and weight 

were taken in triplicate and the average was used for analyses. BMI was calculated using the 

Quetelet formula [BMI=weight (kg)/height (cm2)]. Children’s BMI results were converted into z-

scores for analyses.  

Children’s Eating Attitudes Test 

 The Children’s Eating Attitudes Test (ChEAT; Maloney, McGuire, & Daniels, 1988) is a 

26 item self-report measure that was used to assess child-reported disordered eating attitudes and 

behaviors. The ChEAT yields a total score, in addition to 4 subscale scores: Dieting, Restricting 

and Purging, Food Preoccupation, and Oral Control. Items are rated on a 6-point Likert scale 

(0=never, 1=rarely, 2=sometimes, 3=often, 4=very often, and 5=always). For analyses, the latter 

3 categories are collapsed into one, resulting in a final scale with 4 options. A score of 20 or 

above on the total score suggests a clinically elevated number of disordered eating attitudes and 

behaviors (Garner, Olmsted, Bohr, & Garfinkel, 1982). The total score was used for analyses in 

this study. Good internal reliability (Cronbach’s alpha = .87) and concurrent validity with 

measures of body dissatisfaction and weight control behaviors have been reported (Smolak & 

Levine, 1994). In the present sample, Cronbach’s alpha for the total score was .75.   

Schwartz Peer Victimization Scale 

 The Schwartz Peer Victimization Scale (SPVS; Schwartz, Farver, Change, & Lee-Shin, 

2002) is a 5 item self-report questionnaire that was used to assess child-reported perceptions of 

relational and overt peer victimization.  The child was asked to rate the frequency of each item in 
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the previous 2 weeks on a 4-point Likert scale (1=never, 2=sometimes, 3=often, 4=almost every 

day). Cronbach’s alpha for the present sample was .88.   

Children’s Body Image Scale 

 The Children’s Body Image Scale (CBIS; Truby & Paxton, 2002) is a self-report measure 

that consists of 7 silhouettes of male or female children that correspond to increasing weight 

status. Children were asked to identify the body figure most like their own (perceived figure) and 

the body figure they would most like to have (ideal figure). Body dissatisfaction was calculated 

as the absolute value between the perceived and ideal figures selected. The discrepancy between 

the ideal and perceived figures represented the magnitude of body dissatisfaction.  

Child Feeding Questionnaire 

 The Child Feeding Questionnaire (CFQ; Birch, Grimm-Thomas, Markey, Sawyer, & 

Johnson, 2001) is a parent self-report measure that assesses the extent to which parents exert 

control over their children’s eating. The measure consists of 31 items that are rated on a 5-point 

Likert scale (0=never, 1=seldom, 2=half of the time, 3=most of the time, 4=always), and yields 

scores across 7 factors: perceived responsibility, parent perceived weight, perceived child 

weight, parents’ concerns about child weight, monitoring, restriction, and pressure to eat. For the 

purpose of the present study, the restriction and the parents’ concerns about child weight 

subscales were used in analyses. Confirmatory factors analysis has provided support for the 

structure of this measure, and each of the 7 factors has been reported to have good internal 

consistency (Birch et al., 2001). 

Demographics 

 A demographic questionnaire collected background information about the family.  
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Data Analysis 

 Only baseline and month 10 follow-up data were analyzed. Follow-up data as opposed to 

post-treatment was selected for two reasons: first, using only two time points allowed for the 

conservation of statistical power and second, maximizing the time interval between assessments 

increased the likelihood that any differences between groups would emerge. The data was 

examined for outliers and one participant was identified as endorsing disordered eating attitudes 

greater than three standard deviations above the mean. An evaluation of individual items 

suggested a tendency to over endorse, and thus raised questions as to the validity of the report. 

Therefore, that participant was excluded for analysis resulting in a final sample of 68 youth. 

Preliminary analyses included independent t tests that were used to test for differences between 

the parent-only intervention and the family-based intervention for change in disordered eating 

attitudes from baseline to follow-up to determine whether the intervention conditions could be 

collapsed for analyses. Pearson Product Moment correlations and independent t tests were used 

to identify significant relationships between baseline variables (i.e., disordered eating attitudes, 

child BMI z-score change, age, gender) and disordered eating attitudes at follow-up to determine 

the need to control for covariates in the regression.  

 Two strategies were used to examine the differences in disordered eating attitudes and 

behaviors from baseline to follow-up.  First, independent sample t-tests were used to examine 

whether there was a statistically significant difference between intervention groups and the 

control group.  Second, equivalence testing was conducted to determine if the change in disorder 

eating attitudes and behaviors between groups was trivial enough to be considered the same (or 

statistically equivalent).    

 To conduct an equivalency test, an a priori equivalence interval that represents a 

theoretical zone of insignificance must be chosen. In line with procedures outlined by Rogers, 
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Howard, & Vessey (1993), the equivalence interval was set to !20% of the waitlist group mean 

change score. In other words, it was decided that scores that fell within this distance of the 

waitlist mean change score would be small enough to be considered trivial. Next, the difference 

between the group mean change scores was calculated. This obtained mean difference was then 

added and subtracted from the a priori 20% difference, and divided by the standard error, which 

resulted in two z-statistics. This step tested whether the obtained mean difference was 

significantly different than the predetermined trivial difference. Each of the probabilities 

associated with the z-statistics must be less than .05 to reject the null hypothesis of non-

equivalence.  

 Pearson product correlations were calculated for all psychosocial variables including 

baseline levels of disordered eating attitudes, body dissatisfaction, peer victimization, restriction, 

concern about child weight, and follow-up levels of disordered eating attitudes to examine the 

direction of the relationships. A hierarchical linear regression was used to assess whether 

baseline levels of child reported body dissatisfaction and peer victimization and parent reported 

restrictive feeding and concern about child weight predicted disordered eating attitudes at month 

10 follow-up. Covariates (baseline disordered eating attitudes, group membership) were entered 

in the first block, followed by child reported variables in the second block (body dissatisfaction 

and peer victimization), and finally parent reported variables in the third block (restrictive 

feeding and concern about child weight). All analyses were conducted using a commercially 

available software program (SPSS 16.0; SPSS, Inc., Chicago, Illinois).  
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CHAPTER 3 
RESULTS 

Descriptive Data 

 Baseline weight status and demographic information are presented in Table 1. Overall, 

children were ages 7-13 years old (M = 10.7, SD = 1.6). The majority of children were identified 

as Caucasian (85.3%), with the remainder identifying as African-American (4.4%), Hispanic 

(5.9%), Bi-racial (2.9%), and Other (1.5%). The participating adult was predominately the 

mother (76.5%), though fathers (11.7%), grandparents (7.4%), step-mothers (2.9%), and step-

fathers (1.5%) were also represented.  The majority of legal guardians were married (77.9%), and 

median family income was reported to be $40,000 - $59,999. Fifty child-parent dyads (74%) 

completed the month 10 follow-up. Independent t tests were used to test for differences between 

children who completed the month 10 follow-up and those who did not. Results indicated that 

non-completers were younger [t(65)-2.16, p=.04)] and had a higher BMI z-score at baseline 

[t(65)=-2.90, p=.005] than their counterparts who completed the 10-month follow-up assessment. 

Statistical examination revealed that child age, gender, and BMI z-score change from baseline to 

month 10 follow-up were unrelated to eating attitudes, and therefore were not controlled for in 

subsequent analyses.  

 Outcomes from the larger sample were recently published (Janicke et al., 2008a), but data 

for the current participants will be reexamined here to facilitate interpretation of the current 

analysis of eating attitudes and behaviors (see Table 2). An omnibus analysis of covariance 

(ANCOVA) was used to examine the change in weight status from baseline to month 10 follow-

up between each of the intervention conditions (F[2,46] = 1.78, p = NS), while controlling for 

baseline BMI z-score. No differences in change in BMI z-score emerged between children in the 

parent-only (M = -.12, SD = .21), family-based (M = -.09, SD = .26), or waitlist (M = .01, .21) 
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conditions. The same procedure was used to test for differences in change in caloric intake 

between groups from baseline to month 10 follow-up (F[2,45] = .05, p = NS), while controlling 

for baseline caloric intake. Results indicated no significant differences between the parent-only 

(M = 324.26, SD = 620.79), family-based (M= 406.24, SD = 820.61), or waitlist (M = 323.32, 

SD = 868.09) groups with respect to decreases in caloric intake over time.  

  Preliminary analyses showed that there were no significant differences between the 

parent-only and family-based conditions on the measure of eating attitudes at baseline or follow-

up (ChEAT), thus those groups were collapsed for subsequent analyses. Psychosocial data for 

intervention and waitlist groups are presented in Table 3. Positive change scores for the ChEAT 

total score and BMI z-score represent increases in eating disordered attitudes and weight status 

from baseline to month 10 follow-up, respectively.     

Disordered Eating Attitudes 

 The level of disordered eating attitudes endorsed by children in intervention (baseline, M 

= 10.38; SD = 6.77; follow-up, M=9.84, SD=7.22) and waitlist (baseline, M = 11.70; SD = 7.53; 

follow-up, M=9.95, SD=8.40) conditions was relatively low, compared to the recommended 

clinical cutoff score of 20 (Garner et al., 1982).  

 The relationship between treatment condition and change in disordered eating attitudes 

from baseline to month 10 follow-up was examined in two ways. First, an independent sample t 

test was used to test for differences between groups. Results indicated that children who 

participated in one of the two behavioral interventions did not report a statistically significant 

difference in change in disordered eating attitudes relative to those in the waitlist control 

(t[46]=.51, p=.61). Second, a follow-up equivalency test was used to determine whether the 

mean change in disordered eating attitudes between the intervention and waitlist conditions was 

statistically equivalent. Results suggested that average change score in disordered eating attitudes 
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between groups was not equivalent [z(46)=-.36, p=.72]. In other words, the change in endorsed 

disordered eating attitudes between the intervention and control groups was neither large enough 

to be considered statistically different based on the t-test, nor trivial enough to be considered 

statistically equivalent based on the equivalence test. 

To provide additional information about the present sample, individual items that were 

thought to represent more pathological attitudes towards food were examined for each condition 

at baseline and month 10 follow-up (see Table 4). Responses were dichotomized into 

absence/presence to facilitate interpretation. Due to the small number of participants who 

endorsed each item, statistical tests could not be conducted. It is also important to note that there 

were approximately twice as many children in the collapsed intervention condition relative to the 

waitlist control, so caution must be taken in comparing the raw data across groups. The 

individual statements selected included: “I feel very guilty after eating” (intervention, baseline = 

3, follow-up = 3; waitlist, baseline = 4, follow-up = 1); “I like my stomach to be empty” 

(intervention, baseline = 3, follow-up = 1; waitlist, baseline = 2, follow-up = 3); “I vomit after I 

have eaten” (intervention, baseline = 0, follow-up = 0; waitlist, baseline = 0, follow-up = 0); “I 

have the urge to vomit after I have eaten” (intervention, baseline = 0, follow-up = 0, waitlist, 

baseline = 0, follow-up = 0); “I have gone on eating binges where I feel that I might not be able 

to stop (intervention, baseline = 3, follow-up = 2, waitlist, baseline = 3, follow-up = 0); and “I 

think that food controls my life” (intervention, baseline = 3, follow-up = 2; waitlist, baseline = 1, 

follow-up = 0). A qualitative evaluation of the data suggests that few children in either condition 

admitted to thoughts or behaviors that may pose more significant short and long term health risks 

at either assessment. Though not tested statistically, there was a downward trend in the number 

of youth in both the intervention and waitlist groups whose ChEAT scores fell in the clinical 
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range from baseline (13.3% and 31.6%, respectively) to follow-up (8.6% and 13.3%, 

respectively) (see Table 3).  

Predictors of Disordered Eating Attitudes 

 On the basis on non-significant differences between treatment and waitlist conditions 

with respect to eating disordered attitudes at any time point, all groups were collapsed for the 

following analyses.  

 To examine potential baseline predictors of disordered eating attitudes at month 10 

follow-up, Pearson product moment correlations were calculated for baseline levels of child 

reported disordered eating attitudes, body dissatisfaction, and peer victimization, and parent 

reported concern about child weight and restrictive feeding practices (see Table 5). All baseline 

variables showed a positive relationship to levels of disordered eating attitudes at follow up. To 

control for the strong relationship between levels of disordered eating attitudes between baseline 

and follow-up (R=.48, p<.001), the baseline ChEAT total score was entered into block 1 in the 

hierarchical regression. Additionally, to reduce error variance and control for group differences, 

treatment condition was entered as a second control variable in block 1. To examine the relative 

contribution of child and parent factors in predicting follow-up attitudes, child reported variables 

(body dissatisfaction, peer victimization) were entered in block 2, while parent reported variables 

(restrictive feeding, concern about child weight) were entered into block 3 (see Table 6).  

 Results showed that each of the 3 steps (block 1 = baseline eating attitudes, treatment 

condition; block 2 = child reported body dissatisfaction and peer victimization; block 3 = parent 

reported restrictive feeding and concern about child weight) accounted for a significant amount 

of variance in disordered eating attitudes at month 10 follow-up. After controlling for baseline 

levels of child reported disordered eating attitudes and treatment condition (R2 = .23, F[1,47] = 

6.76, p < .01), child psychosocial variables predicted unique variance in follow-up scores (R2 = 



 

29 

.37, ! R2 = .14, F[3,47] = 6.41, p < .01). Finally, the addition of parent variables explained 

unique variance after controlling for child psychosocial variables (R2 = .40, ! R2 = .03, F[5,47] = 

4.58, p < .01). Overall, the addition of the psychosocial variables accounted for an additional 

17% of the variance in ChEAT scores at 10-month follow-up, above and beyond baseline 

ChEAT scores and treatment condition. 
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Table 3-1. Baseline demographic information 
   Condition 
Characteristic  Parent-Only Family-Based Waitlist 
N  24 24 19 
Child age   10.9 10.8 10.4 
Boys/girls (n)  16/8 10/14 9/10 

Parent age   43.8 41.2 44.4 
Two parent households (%)  91.8 66.8 73.7 
Chlild Race/Ethnicity     
       Caucasian  20 20 17 
       African American  0 2 1 
       Hispanic  2 1 1 
       Bi-racial  2 0 0 
       Other  0 1 0 

Family Income     
       Below $19,999  3 3 1 
       $20,000-$59,999  12 12 15 
       Over $60,000  9 7 3 
Completed month 10 follow-up (n)  18 17 15 
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Table 3-2. Weight status and caloric intake by group 
   Condition    
Characteristic Parent-Only Family-Based Waitlist 
Weight status    
      BMI z-score, baseline 2.15 (.24) 2.15 (.46) 2.15 (.42) 
      BMI z-score, month 10 follow-up 2.03 (.37) 2.06 (.60) 2.16 (.44) 
      BMI z-score, ! -.12 (.21) -.09 (.26) .01 (.21) 
Caloric Intake    
     kCalories, baseline 2219.03 (669.68) 2406.14 (727.55) 2338.74 (1396.12) 
      kCalories, month 10 follow-up 1894.77 (701.16) 1999.90 (775.73) 2015.42 (845.05) 
      kCalories, ! 324.26 (620.79) 406.24 (820.61) 323.32 (868.09) 
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Table 3-3. Means and standard deviations for psychosocial variables 
   Intervention Waitlist 
ChEAT    
      Total score, baseline  10.38 (6.77) 11.70 (7.53) 
      Total score, month 10 follow-up  9.84 (7.22) 9.95 (8.40) 
      Total score, !  -.56 (7.78) -1.75 (6.90) 
      Above clinical cutoff (n), baseline  6 6 
      Above clinical cutoff (n), month 10 follow-up 3 2 
Body dissatisfaction, baseline  2.56 (1.38) 2.68 (1.16) 
Peer victimization, baseline  9.17 (4.04) 8.16 (3.37) 
CFQ    
      Parent concern about child weight  9.84 (2.24) 9.84 (2.24) 
      Restrictive feeding practices  19.42 (6.91) 19.42 (6.91) 
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Table 3-4. Number of youth who endorsed specific items at follow-up 
  Intervention Waitlist 
  Baseline Follow-up Baseline Follow-up 
"I feel very guilty after eating" 3 3 4 1 
"I like my stomach to be empty" 3 1 2 3 
"I vomit after I have eaten" 0 0 0 0 
"I have the urge to vomit after I have eaten" 0 0 0 0 
"I have gone on eating binges where I feel that I 
might not be able to stop" 3 2 3 0 
"I think that food controls my life" 3 2 1 0 
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Table 3-5. Pearson product correlations among psychosocial variables 
Variable 1 2 3 4 5 6 

1. ChEAT total, baseline --      
2. Body dissatisfaction, baseline .43** --     
3. Peer victimization, baseline .29* .33** --    
4. Restrictive feeding, baseline .10 .08 .24 --   
5. Concern about child weight, baseline .15 .25* .30* .52** --  
6. ChEAT total, follow-up .48** .45** .42** .28 .35* -- 
* p<.05; **p<.01       

 



 

35 

Table 3-6. Baseline psychosocial variables predicting eating attitudes at follow-up 

    B 
Std 

Error " t 
R2 of 

Model ! R2 F 
Model 1: ChEAT total score      0.23 - 6.76** 
  ChEAT, baseline  0.52 0.24 0.48 3.65**    
  Treatment condition  0.48 1.24 0.05 0.39    
Model 2: Child variables      0.37 0.14 6.41** 
  ChEAT, baseline  0.34 0.15 0.31 2.34*    
  Treatment condition  0.85 1.17 0.09 0.73    
  Body dissatisfaction, baseline  1.27 0.86 0.21 1.47    
  Peer victimization, baseline  0.57 0.27 0.29 2.15*    
Model 3: Parent Variables      0.40 0.03 4.58** 
  ChEAT, baseline  0.34 0.15 0.31 2.34*    
  Treatment condition  0.79 1.19 0.08 0.66    
  Body dissatisfaction, baseline  1.24 0.87 0.2 1.43    
  Peer victimization, baseline  0.43 0.29 0.21 1.48    
  Parent restrictive feeding  0.03 0.18 0.02 0.14    
  Parent concern about child weight  0.46 0.43 0.17 1.07    
B = Unstandardized Beta; 
  " = Standardized Beta       
* p<.05; **p<.01         
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CHAPTER 4 
DISCUSSION 

Pediatric overweight and obesity represent common but serious conditions that affect 

nearly one in three children (Ogden et al., 2008). Behavioral lifestyle interventions have emerged 

as a promising treatment, which promote decreased weight status through gradual and 

sustainable changes. While a substantial body of research exists examining the positive effects 

associated with these interventions (e.g., Epstein et al., 2007), much less is known about 

potential iatrogenic effects. Of particular concern is the possibility that these programs may 

precipitate or exacerbate disordered eating attitudes among overweight youth. To our knowledge, 

this study is one of the first to examine changes in unhealthy weight control attitudes and 

behaviors in the context of a behavioral lifestyle intervention using a randomized-controlled 

design. We further added to the existing research by using both difference and equivalency 

testing to more precisely determine the effects of the intervention between overweight youth 

receiving treatment relative to no treatment controls. Thus, these findings constitute an important 

step towards elucidating the risk of these programs with respect to causing unintended 

psychological harm. 

 Overall, the data does not support the contention that youth who received either the 

parent-only or family-based behavioral intervention endorsed a greater change in unhealthy 

eating attitudes from baseline to follow-up compared to youth in the waitlist control condition. 

Statistical tests of group differences showed that those who received treatment did not report a 

significantly greater change in disordered eating attitudes over time compared to overweight and 

obese children who did not participate in treatment.  

 Psychological research has historically relied on difference testing to draw conclusions 

about equivalence across groups, but to do so can be inaccurate (Rogers et al., 1993). This 
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distinction is important, as a lack of statistical difference does not necessarily imply equivalence. 

To our knowledge, this is the first study to use an equivalency test determine the extent to which 

children who received an intervention were comparable to their no-treatment peers with respect 

to changes in disordered eating attitudes over time. Results of that examination suggested that 

the intervention and control groups were not equivalent with regards to changes in disordered 

eating attitudes from baseline to follow-up. It is possible that the lack of equivalence may reflect 

high within group variability, which would produce a larger standard error thereby reducing 

significance. 

 In response to one of the criticisms of the existing literature (Carter & Bulik, 2008), we 

reported rates of children falling in the clinical range (Garner et al., 1982), as well as the number 

of youth who endorsed specific unhealthy behaviors that may pose greater short and long term 

health risks. On average, we found that children across conditions fell well below the clinical 

cutoff at both baseline and follow-up. Moreover, the number of youth who endorsed scores in the 

clinical range dropped over time in both groups. Overall, unhealthy weight control attitudes and 

behaviors were not prominent among youth in this sample.  However, a small minority of 

individuals in both the intervention and control groups did endorse scores in the clinical range. 

Regarding more pathological beliefs and behaviors at follow-up, no participants in either the 

intervention or control endorsed vomiting or wanting to vomit after eating. Very few children in 

either condition reported feeling guilty after eating or preferring an empty stomach, and only two 

participants who received an intervention endorsed having gone on an eating binge or feeling 

controlled by food. Weight status change over time was not related to level of disordered eating 

attitudes, which meant that engaging in unhealthy eating behaviors did not produce greater 

weight loss. In general, this data does not support the claim that behavioral interventions are 
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associated with an exacerbation in disordered eating attitudes; however some children do report 

unhealthy eating habits. These findings highlight the importance of examining results both by 

group and by individual case to thoroughly understand the range and nature of weight control 

behaviors in the sample.   

 Our findings are consistent with existing research in this area that has not generally 

substantiated the concern that pediatric weight interventions have the iatrogenic effect of 

cultivating eating pathology among participants. In their review of the effects of pediatric obesity 

prevention programs on child psychological functioning, Carter & Bulik (2008) noted that out of 

the 22 randomized controlled studies identified, only one reported that children in the 

intervention were more likely to endorse unhealthy weight control behaviors (Story, Sherwood, 

Himes, Davis, Jacobs, et al., 2003). Similarly, an earlier, non-overlapping review of 

professionally administered weight intervention programs found that no treatments were 

associated with a significant increase in eating pathology over time (Butryn & Wadden, 2004). 

Out of those five studies, none reported significant within person increases in unhealthy eating 

attitudes or behaviors with treatment, nor significant differences between treatment and control 

conditions, when available. 

 Self-imposed dieting has been linked to a rise in disordered eating attitudes (Neumark-

sztainer et al., 2006; Patton et al., 1999; Schmidt, 2002), especially among overweight youth 

(Goldschmidt et al., 2008; Stice, 2002). In fact, dieting prospectively predicts extreme weight 

control behaviors and increases in weight status over five years (Neumark-Sztainer et al., 2006). 

Overweight children may receive overt and covert encouragement from doctors, parents, and 

peers to lose weight, yet lack the adequate support or knowledge to effectively and healthfully 

manage their weight on their own. In this case, misguided attempts may instead catalyze 
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unhealthy and even dangerous eating patterns. However, professionally administered weight loss 

interventions may produce different outcomes.  

 Behavioral family-based interventions for overweight children provide close supervision 

while encouraging small, gradual, and sustainable changes that are tailored to individual families 

(Epstein et al., 2007; Janicke et al., 2008b). In addition, children and parents learn strategies to 

improve body image and self-esteem (e.g. positive self-affirmations), as well as how to deal with 

peer victimization. Group based programs provide additional peer support for both parents and 

children. The structure and support that children receive during their participation in behavioral 

interventions may help to explain why iatrogenic effects have not been supported.  

 Concern about the safety of behavioral interventions for pediatric overweight persists 

despite the growing body of research that has uncovered little evidence of unintended 

psychological harm. In part, this is because the design and methodological problems that 

characterize the extant literature obscure conclusions about the psychological impact of pediatric 

overweight intervention. In their review of how eating attitudes are assessed and reported in 

childhood intervention programs, Carter and Bulik (2008) outlined these flaws. First, not one of 

the identified studies measured eating disorders as an outcome of intervention. Second, 

assessment of unhealthy weight control behaviors was often insufficient, including the use of 

single items and unvalidated measures, or even a failure to adequately report assessment 

procedures. Third, reporting measures of central tendency, as is typical, provides only a 

superficial understanding of variance within groups, especially in terms of identifying the few 

individuals who may be engaging in unsafe behaviors such as purging. Lastly, several studies did 

not include control groups (Butryn & Wadden, 2005), which diminished the strength of findings. 
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 The present study therefore represents an extension of the literature in several important 

ways. First, participants were randomized to the family-based intervention, parent-only 

intervention, or to the waitlist control. Second, we used a well-validated measure to assess eating 

attitudes at each time point. This allowed us to track changes in disordered eating attitudes over 

time, as well as frame the level of disordered attitudes endorsed by participants in each condition 

relative to a recommended clinical cutoff (Garner et al., 1982). The latter provides insight into 

the degree of pathology in the present sample. Third, we described specific unhealthy attitudes 

and behaviors that might have suggested short or long-term risk, such as bingeing and purging. 

On the basis of prevalence rates, it is likely that only a small group of participants would report 

extreme attitudes or behaviors. Nonetheless, identifying these individuals is imperative, given 

that even subclinical levels of disordered eating patterns could have significant and lasting health 

implications (Fisher et al., 1995).  

Predictors of Disordered Eating Attitudes 

 The second purpose of this study was to identify psychosocial risk factors that might 

predispose individual children to experience a rise in disordered eating attitudes in the context of 

treatment for overweight. Consistent with previous research in non-clinical samples (Field et al., 

1999; Haines et al., 2006; Fisher & Birch, 1999), results from the present investigation suggested 

that higher levels of child-reported peer victimization and body dissatisfaction at baseline 

predicted higher levels of disordered eating attitudes at follow-up.  After controlling for baseline 

eating attitudes and treatment condition, child psychosocial factors accounted for an additional 

14% of variance in eating attitudes at follow-up. Overweight children who experience high levels 

of body dissatisfaction may be more willing to engage in extreme weight control behaviors as a 

means to accomplish a decrease in weight status. Alternatively, children may attempt to lose 

weight through unhealthy behaviors to avoid future weight-based peer victimization. These data 
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point to the importance of assessing body dissatisfaction and peer victimization as a way to 

identify children who may be at greater risk for developing unhealthy weight control behaviors.  

 We also examined the role that parent psychosocial variables play in terms of raising 

children’s risk for developing disordered eating attitudes over time. Together, parent concern 

about child weight and restrictive feeding practices accounted for an additional 3% of variance in 

child-reported disordered eating attitudes at follow-up. Parents who reported higher levels of 

concern about their child’s weight at baseline were more likely to have children who reported 

higher levels of disordered attitudes at follow-up. Similarly, higher levels of restrictive feeding 

practices at baseline predicted higher levels of unhealthy eating attitudes at follow-up. Parents 

who identify their child as overweight may place additional pressure on the child to lose weight 

and contribute to weight preoccupation (Gardner et al., 1997). They may also attempt to manage 

their child’s weight by restricting their access to certain foods, which can disrupt the child’s 

ability to internally regulate energy needs (Faith et al., 2004), and lead to increased weight status 

over time. Each of these processes may support the development of unhealthy eating patterns and 

as such are important to consider in the context of family-based treatment.   

 While child and parent baseline factors were both significant predictors of child eating 

attitudes, child variables accounted for more variance. The difference in the relative contribution 

of child and parent factors may point to a differential effect of proximal and distal processes. 

Moreover, research has suggested that child perception of parent behavior, rather than parent 

self-report, is a stronger predictor of child attitudes and behaviors (Haines et al., 2008). For 

instance, children who report that their parents restrict their access to desired foods are more 

likely to exhibit an external locus of control with regard to eating behavior, relative to children 
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who do not perceive restriction. Unfortunately, we did not have corroborating reports from youth 

in this study to examine child perceptions of parent behavior.  

 This study was not without limitations. First, we used primarily self-report measures, 

which were not corroborated. As mentioned above, assessing how children interpret their 

parents’ actions may add important additional information about how parents shape unhealthy 

weight control behaviors. Second, the peer victimization measure used in this research assessed 

general experiences of bullying, whereas the literature suggests that weight-related teasing may 

be particularly detrimental in overweight youth (Haines et al., 2006; Wertheim et al., 2001). 

Third, the sample of youth in this study was relatively young. Disordered eating patterns and 

body image concerns tend to become more prevalent with advancing age (see Ricciardelli & 

McCabe, 2001). Thus, it is possible that older adolescents would report higher rates of extreme 

weight control behaviors.  

Clinical Implications 

 Results from this study support the integration of eating disorder prevention into the 

broader intervention curriculum. While no apparent group differences emerged with respect to 

disordered eating habits, some children did engage in unhealthy weight control behaviors. 

Furthermore, specific risk factors accounted for a sizeable amount of variance in disordered 

eating attitudes including high levels of body dissatisfaction, peer victimization, parent concern 

about child weight, and restrictive feeding practices. This suggests that incorporating prevention 

education may help to promote healthful behaviors (Neumark-Sztainer, Wall, Story, & Perry, 

2003). Moreover, early identification of youth who meet a specific risk profile (i.e., high baseline 

levels of identified psychosocial risk factors) could help professionals to detect signs of extreme 

or maladaptive attitudes or behaviors throughout the course of the intervention and thereby 

decrease the chance for a deleterious outcome.  
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Future Directions 

 Future studies should include a more comprehensive assessment of eating disordered 

behaviors present among children participating in behavioral interventions for overweight. We 

provided information on the number of youth who engaged in bingeing and purging, however, 

there are other behaviors such as smoking cigarettes, using laxatives or diuretics, severe 

restriction and skipping meals that may also pose significant threats to health. Similarly, other 

potential risk factors for disordered eating behaviors among overweight children should be 

investigated, such as depression and self-esteem (Ricciardelli & McCabe, 2001).  

 It is notable that our sample consisted of relatively young children. Rates of eating 

disordered behaviors rise during adolescence (Neumark-Sztainer et al., 2006), especially among 

females; therefore it will be important to examine the impact of behavioral lifestyle interventions 

among an older sample. While no gender differences emerged in the present sample, it is unclear 

whether the same findings will hold among teenagers.   

 Beyond the identification of unhealthy or extreme weight control behaviors, future 

research should examine the effectiveness of behavioral lifestyle programs that integrate eating 

disorder prevention with weight status intervention. Overweight children appear to be especially 

vulnerable to developing maladaptive eating patterns over time, thus weight management 

programs may be an efficient and practical way to deliver dual services to at-risk youth (Irving & 

Neumark-Sztainer, 2002). Findings from the present study that isolated parent and child risk 

factors for disordered eating attitudes may be informative in developing specific targets for 

prevention.   
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