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Abstract In this pilot study, we examined the relationship between health factors,
sociodemographic factors, and body mass index (BMI) across two generations (n = 41
parent-child pairs). Generation 1 study variables included parent- and family-focused
characteristics and health variables, the Generation 2 variables included child demographic
factors, and the outcome variable was youths’ physical health (operationalized as BMI).
Regression models revealed that Generation 1 variables, taken together, accounted for 26%
of the variance in youth BMI. However, only the parent’s mental health symptoms
(i.e., depression symptoms) made a unique contribution to the variance in youth BMI.
Logistic regression analysis revealed that the youths’ race and age—but no other demographic factor—were significantly related to youth BMI-for-age. Our findings suggest that
youth race, age, and parent mental health are each associated with youth physical health
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(i.e., BMI), confirming previous study findings that parental factors and demographic
factors should be considered when exploring youth health outcomes.
Keywords Body mass index  Inter-generational health  Mental health 
Youth health  Family systems  Depression

Introduction
The rates of children and adolescent obesity have increased more than threefold since 1980
(Menschik et al. 2008; Trust for America’s Health 2007, 2009, 2010), placing more
American youth at risk for health problems associated with obesity than ever before. The
Centers for Disease Control and Prevention (CDC 2008, 2009) have published figures
reporting that the prevalence of obesity among youth has increased from 5 to 17.6% in a
time span of just 25 years (cf., findings from the National Health and Nutrition Examination
Survey [NHANES] 1976–1980 and 2003–2006). These figures are particularly alarming
because of obesity’s relation to chronic disease and poor overall health (Gable and Lutz
2000; Kitzmann et al. 2008). Obesity, especially when developed at a young age, portends a
shorter life expectancy (McDowell et al. 2006; Whitaker et al. 1997). Moreover, in southern
regions of the United States, physical health among family members—in particular, rates of
obesity in youth—are disproportionately higher than rates in other regions of the United
States (CDC 2006a, b, 2008; Jackson et al. 2005; Trust for America’s Health 2007, 2009,
2010; Singh et al. 2010; Tudor-Locke et al. 2007).
The importance of uncovering explanations or causes for the increase in rates of youth
obesity cannot be overstated. Child and adolescent obesity cannot be attributed to any one
factor alone (Center for Health and Health Care in Schools 2007), but it can, in most cases,
be partially accounted for by numerous factors, including those related to family systems
(Epstein et al. 1990; Gable and Lutz 2000; Hooper et al. 2009; Kowaleski-Jones and
Mizell-Christie 2010; Institute of Medicine 2009). Although the impact of genetics in the
development of obesity within a family context cannot be ignored (Burrage and
McCandless 2007), one factor that appears to play a significant role is the family environment, particularly in terms of interactions with and behaviors of parents (Gable and
Lutz 2000; James et al. 2008; Lederman et al. 2004). The influence of parent behaviors and
interaction patterns on youth health outcomes has been established. Repetti et al. (2002)
suggest that children and adolescents reared in a home characterized by uncaring and
unsupportive attitudes and neglect are more likely to experience more physical illness,
major health problems, and obesity later in their lives. Their analysis of the literature base
proposes that being reared in such a ‘‘risky’’ family environment negatively affects a
child’s health. Select parent factors such as mental health, physical health, and health
behaviors appear to correlate with youth behavior and health (Birch and Davison 2001;
Davis et al. 2008; Hooper et al. 2009).
In our study of families living in the southern region of the United States, we explored
the relations between intergenerational factors and youth body mass index (BMI), a
commonly used index to operationalize obesity and weight status (CDC 2008; n.d.). In the
next section, we briefly describe the literature on the intergenerational variables explored
in the pilot study and how they may relate to youth BMI. The subsequent section reports
the design and results of our study. We conclude with a discussion of the study’s implications and the possible importance of a two-generation systems framework—informed by
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Bronfenbrenner’s (1979) ecological systems framework—when examining health factors
among youth populations.

Background
Parent Obesity and Youth BMI
Genetic factors as well as environmental factors contribute to the development of youth
obesity (Barlow and the Expert Committee 2007). Parental obesity makes a child more
vulnerable to the development of obesity (Barlow and the Expert Committee 2007; Jahnke
and Warschburger 2008). Even if a child or adolescent currently falls into the normal
weight category, he or she is more likely to develop obesity in adulthood if one or both of
his or her parents are obese (Barlow and the Expert Committee 2007). In fact, findings
from several studies suggest that children have an 80% chance of becoming overweight or
obese adults if one or more parents are overweight (Center for Health and Health Care in
Schools 2007). This finding is consistent for both male and female children. Therefore,
understanding the association between parent health behaviors and weight status and those
of their children is an important area of study (Jahnke and Warschburger 2008).
Parent Mental Health and Youth BMI
The link between adult obesity and mental health disorders such as depression has been
long studied and often reported (Friedman and Brownell 1995; Moore et al. 1962). Simon
et al.’s (2006) epidemiological studies and others’ community-based studies often, but not
always, have found an increase in mental health symptomatology among obese and
overweight adults (measured either categorically or continuously), although some of these
studies have significant limitations (Hrabosky and Thomas 2008).
There is evidence that depression in parental figures puts youth at risk for future mental
and physical health concerns and conditions (Davis et al. 2008). Children and adolescents
growing up in family environments filled with anger, aggression, and little emotional
nurturance often suffer mental health consequences concurrently as well as later in life
(Repetti et al. 2002). Davis et al. studied the influence of parental depression—among other
family factors and parental health characteristics—on weight status of youth in 44 nonHispanic Black families. The authors found that depression and parent weekly activity
were significantly related to childhood obesity.
In a study of older adolescents, Turner et al. (2005) studied the similarities and differences between two groups of non-Hispanic White adolescent girls (one index [overweight] group and one control [normal weight] group) regarding parental bonding and
some aspects of mental health such as depression, eating disorders, and self-beliefs. The
study participants were 17 or 18 years old, and each group consisted of 23 participants.
The mean BMI was 27.8 kg/m2 for the index group and 20.2 kg/m2 for the control group.
The results indicated that girls in the index group ‘‘perceived poorer family functioning,
particularly in relation to fathers’’ (p. 385). Also, there appeared to be a positive correlation
between overprotection by mothers and thoughts often found in conjunction with eating
disorders in the index group participants. In the same group (index group), higher levels of
care provided by mothers seemed to reduce negative self-beliefs in children, as well as
reduce unhealthy attitudes about eating and fears of being abandoned.
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Parent Exercise Behavior and Youth BMI
In addition to the family’s emotional environment described above, the eating behavior and
physical activity levels of a child’s family members may contribute to the child’s health
outcome, including obesity (Birch and Davison 2001; Zach and Netz 2007). In a study of
298 families, Zach and Netz examined the physical activity levels of students along with
those of both their parents and both sets of grandparents. The authors found that children’s
activity levels were significantly correlated with their mothers’ activity levels, but not with
the activity levels of any other family member (Zach and Netz 2007). Twenty-three percent
of mothers of physically active children were active, while only 8% of mothers of physically inactive students were active. Fogelholm et al.’s (1999) findings were consistent with
those of Zach and Netz. Thus, parent inactivity may, in part, help explain the increase in
rates of youth obesity.
Family Socioeconomic Status and BMI
The findings regarding the relationship between socioeconomic status and obesity have
been inconclusive. Some researchers suggest that poverty increases the likelihood of obesity
among youth populations (Griffith 2009; Miech et al. 2006; Sobal and Stunkard 1989).
Others report that the link between family socioeconomic status and obesity is inconsistent
among less economically advantaged populations, non-Hispanic African American or Black
Caribbean participants, Hispanic or Latino participants, and participants residing in areas
containing the lowest proportion of high school graduates (Lovasi et al. 2009). For example,
populations without access to any source of transportation other than walking may not
follow this trend. The authors suggest many possible explanations for the inconsistent
relationship between family socioeconomic status and obesity, including greater choice of
neighborhood among the economically advantaged participants and the presence of other
barriers that may hold back the economically disadvantaged from adopting healthier lifestyles. Yet, disentangling the effects of socioeconomic status on youth BMI remains
complex and equivocal (Miech et al. 2006; Kowaleski-Jones and Mizell-Christie 2010).
BMI Across Generations
The measurement most often used to determine overweight and obesity is BMI (Centers
for Disease Control and Prevention 2006a; Kitzmann et al. 2008). A person’s BMI is
determined by dividing that person’s weight in kilograms by the square of height in meters,
or kg/(m2) (CDC 2008). This number often relates to body fat and coexisting health risks a
person may have (Barlow and the Expert Committee 2007). For adults, weight status
(BMI) is defined and operationalized by the National Heart, Lung, and Blood Institute
(2000) in the following way: ‘‘normal weight’’ is described as 18.5–24.9 kg/m2, ‘‘overweight’’ is described as 25.0–29.9 kg/m2, and ‘‘obese’’ is described as 30.0 or greater
kg/m2. Similar to the associations between a high BMI and poor health outcomes seen in
youth, devastating, pernicious health outcomes have been seen in adults with a high BMI
as well (Berry et al. 2007; CDC 2008).
Similar to adults, youths’ BMI may be calculated by dividing that person’s weight in
kilograms by the square of height in meters, or kg/m2 (CDC 2008). In children and adolescents’ BMI also may be calculated for each child and then plotted onto the appropriate
sex-specific BMI-for-age CDC Growth Chart (www.cdc.gov/nccdphp/dnpa/growthcharts/
sas.htm) and reported as percentiles. The CDC (2008) has established cutoff points to
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determine overweight and obesity in children and adolescents. If a child’s BMI is greater
than or equal to the 85th percentile but less than the 95th percentile, the child is considered
to be overweight (CDC 2008). If the child’s BMI is greater than or equal to the 95th
percentile, the child is considered to be obese (CDC 2008). The percentiles are determined
by normative values based on age and gender (Barlow and the Expert Committee 2007).
Research suggests that BMI-for-age is a reliable indicator of youths’ physical health (Ogden
et al. 2008). As previously mentioned, a high BMI-for-age has been found to correlate with
pernicious and deleterious outcomes among youth (US Department of Health and Human
Services 2001).
Given the evidence in the literature and the exploratory nature of the study, we put
forward three research questions: (1) What are the associations among select intergenerational study variables and youth BMI? (2) What is the predictive value of select intergenerational study variables on youth BMI (operationalized as a continuous variable)? and
(3) To what extent do sociodemographic characteristics and health factors of both the
parent and the child predict youth BMI (operationalized as BMI-for-age categorical
variable)?

Method
Study Sample
The convenience sample consisted of 41 parent-child pairs recruited from three schools in
a southern region of the United States. Seventy-three percent of the 41 parent-child pairs
self-identified as non-Hispanic White Americans, while the remaining 27% self-identified
as non-Hispanic Black Americans. The reported gender of the youth participants was fairly
equal (52% female, 48% male), and youth participants ranged in age from 8 to 11 years,
with the total youth sample’s mean age being 9.61 (SD = 1.02). Parent participants were
primarily mothers (n = 29; 71%), and they ranged in age from 31 to 57 years, with the
total adult sample’s mean age being 39.00 (SD = 6.96). We also calculated the Hollingshead Index for SES (Hollingshead and Redlich 1958), which was 34.51 (SD = 11.61),
denoting middle class socioeconomic status. Table 1 summarizes the demographic and
health variables of the study sample.
Procedure
After Institutional Review Board guidelines for research with human subjects were met,
study recruitment took place. Families were recruited from three elementary schools in the
southern United States. Flyers were sent home with all 4th, 5th, and 6th grade students. The
flyer conveyed a brief description of the study, including goals and objectives, and an
introduction of the research team. Families who were interested in participating in the
study returned the flyer noting their interest and contact information. These families were
contacted by phone to schedule two study visits: (1) a 1-h appointment (visit 1) with a
graduate-level research team member and (2) a brief 10-min follow-up appointment (visit
2) approximately 9 days after visit 1. Participation in the study was voluntary.
During visit 1, we obtained informed consent from the parent, assent from the participating youth, and height and weight from both the parent and the youth. Research team
members participated in a rigorous training protocol related to interviewing families and
collecting weight and height information from both youth and adults.
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Sample
number
(N)

Percentage
(%)

Mother

29

70.73

Others

12

29.27

Participants

Mean (SD)

Parent
Gender

Age

41

39.00 (6.96)

Race
Non-Hispanic Black

11

26.83

Non-Hispanic White

30

73.17

Holingshead score

41

34.51 (11.61)

BMI (CDC categorical)
Underweight

1

2.56

Normal

10

25.64

Overweight

12

30.77

Obese

16

41.03

BMI (continuous)

39

29.16 (7.45)

Youth
Gender
Female

21

52.50

Male

19

47.50

Age

41

9.61 (1.02)

Number of siblings

41

2.67 (.90)

BMI (CDC categorical)
Underweight
Normal
Overweight
BMI body mass index, CDC The
Center for Diseases Control and
Prevention established categories

Obese
BMI (continuous)

0

0

24

61.54

4

10.26

11

28.21

39

20.02 (4.09)

Also during visit 1, parents completed surveys and youth completed one-on-one
interviews. The procedure for capturing BMI was as follows. After the surveys and
interviews were completed, family members’ (parent and child) weight was measured
individually with a portable, platform digital scale (Tanita 350 model) and recorded to the
nearest  pound, and height was measured using a portable stadiotmeter (SECA 240
model) and recorded to the nearest 1/8 inch. As previously mentioned, BMI was calculated
from the results of these measurements. For the youth participants, each child’s BMI was
plotted onto the appropriate sex-specific BMI-for-age CDC Growth Chart.
Participants also were given unsealed Yamax SW-200 pedometers, along with
instructions for completing the 7-day daily activity logs and using the pedometer during the
pedometer-wearing periods of the day. All families were scheduled for a brief follow-up
appointment (visit 2), where the completed 7-day pedometer logs were returned and water
bottles and pedometers were given to the participants in appreciation for their time.
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Measures
Demographic Information
Youth were interviewed and asked for information regarding year in school, race, ethnicity,
current age, gender, and number of siblings. Research team members recorded this
information on the demographic information sheet. A separate form, created for the study,
asked parents to report their years of education completed, age, gender, and location of
primary residence.
Mental Health
We used the Beck Depression Inventory (BDI; Beck et al. 1996) to assess the parents’ level
of mental health symptoms. The BDI consists of 21 self-report questions that capture
depressive symptomatology. Scores for each item range from 0 to 3. The maximum
possible total score is 63, and higher scores reflect greater severity of depression symptomatology and a greater likelihood of major depression. The BDI is one of the most
widely used instruments that measure depression, and scores from this instrument have
been shown to have good reliability and validity. Consistent with stability coefficients in
other studies (Beck et al. 1996), the obtained reliability in the current study was more than
adequate; Cronbach’s alpha was .89 for parent participants.
Physical Health
For youth participants, we used BMI to assess the physical health and weight status (as
previously described). In youth participants, the age-adjusted z score for BMI was used for
the logistic regression analyses. Among youth participants, overweight and obese were
categorized as BMI greater than the 85th percentile and 95th percentile, respectively,
which is consistent with the CDC guidelines for children and adolescents. BMI was also
calculated using the following standardized formula: BMI = weight (in kilograms) divided
by height squared (in meters). We used calculated BMI continuous and categorical scores
for study analyses so that our findings would be comparable to previous studies that used
both approaches.
For the parent participants, physical health was captured in three ways: BMI, selfreported health status, and weight goals. To ascertain BMI, all participants’ height (in feet
and inches) and weight (in pounds) were measured by a trained research team member.
BMI was then calculated using the following standardized formula: BMI = weight (in
kilograms) divided by height squared (in meters). Among parent participants, BMI was
calculated and then categorized as defined by the National Heart, Lung, and Blood Institute
(2000) in the following way: ‘‘normal weight’’ is described as 18.5–24.9 kg/m2, ‘‘overweight’’ is described as 25.0–29.9 kg/m2, and ‘‘obese’’ is described as 30.0 or greater
kg/m2. In addition to BMI, we asked a single question regarding parents’ weight goals and
health status. Parents’ self-reported health status has been used as a general health indicator
in many studies and is typically measured with a single question asking subjects to rate
their health as ‘‘poor,’’ ‘‘fair,’’ ‘‘good,’’ ‘‘very good,’’ or ‘‘excellent.’’ Self-rated health
status has been found to be a valid predictor of mortality, healthcare utilization, and
physical functioning in adults (Appels et al. 1996; Fylkesnes and Forde 1991; Goldstein
et al. 1984; Idler and Benyamini 1997; Manderbacka et al. 1998). For this study, responses
were dichotomized by combining the responses of excellent, very good, and good into one
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category of ‘‘excellent/very good/good’’ and combining the responses of fair and poor into
a second category of ‘‘fair/poor.’’
Daily Physical Activity
Created for the current study, the activity log form captured daily pedometer-determined
activity (i.e., steps) over a period of 7 days. Pedometers, in general, have been widely used
as a research tool to measure physical activity because of their convenience and affordability (Barfield et al. 2004; Le Masurier and Tudor-Locke 2003; Rowe et al. 2004;
Strycker et al. 2007). We used Yamax Digi-Walker SW-200 pedometers to capture parentparticipants’ daily activity. The Yamax Digi-Walker SW-200 pedometer, in particular, has
been deemed one of the most accurate and reliable pedometers available (Rowe et al.
2004). Although pedometers may not accurately measure activities that do not involve as
much hip movement as walking does, such as biking (Beets et al. 2007), they are still the
most widely used devices for measuring physical activity.
Data Analysis Plan
We employed the following data analytic procedures to examine the data. First, descriptive
data (means and standard deviations) for all intergenerational study variables were
examined. Second, Pearson product-moment correlation coefficients were used to explore
the strength of the relations between the intergenerational study variables. Finally, we
conducted several regression analyses to examine the predictive ability of the study
variables on youth BMI (as a continuous and categorical variable) and the proportion of
variance explained by the study variables. An a priori significance level of .05 was used in
the current study. All analyses were conducted with Statistical Package for the Social
Sciences software (SPSS; version 15.0) and Statistical Analysis System (SAS; version 9.1).

Results
As shown in Table 1, the ‘‘normal weight’’ category (n = 24, 62%) was the largest group
for youth participants, followed by the ‘‘obese’’ category (n = 11, 28%). And for the
parent–participants, the ‘‘obese’’ category (n = 16, 41%) was the largest group, followed
by the ‘‘overweight’’ category (n = 12, 31%). As previously mentioned, the sample selfidentified as primarily White American families (n = 30, 73%). Two thirds of the parent
sample was comprised of mothers (71%), and the youth gender was about evenly split
(52% female, 48% male). We calculated the Hollingshead Index for SES (Hollingshead
and Redlich 1958), which was 34.51 (SD = 11.61), denoting middle class socioeconomic
status.
Research Question 1
To examine research question 1, we explored bivariate relations between the study variables. Table 2 displays the intercorrelations among the intergenerational study variables.
There were no statistically significant associations between youth BMI and parent and
family intergenerational factors, with the exception of the parent mental health factor
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Table 2 Intercorrelations for study variables
Variables

1

2

3

4

5

1. Parent BMI score

–

2. Parent BDI score

.24

3. Parent age

.29

.26

–

4. Parent PED steps

-.02

-.13

.06

5. Family hollingshead score

.07

.15

.23

.11

–

6. Child BMI score

.30

.42**

.06

.27

.22

6

–
–
–

BMI body mass index, BDI Beck depression inventory score, Parent PED steps = total 7-day pedometer
steps
* p \ .05, ** p \ .01

(parent BDI). Specifically, higher levels of parental mental health symptoms, measured by
the BDI, were positively associated with higher levels of youth BMI (r = .42, p \ .05).
Research Question 2
For research question 2, and to allow for a comparison with other studies, we conducted a
multiple regression analysis with parent and youth BMIs as continuous variables. Youth
BMI was regressed on four predictor variables: parent BMI, parent emotional health scores
(i.e., parent BDI scores), parent age, and family socioeconomic status (i.e., Hollingshead’s
score). All continuous variables were entered simultaneously. Table 3 presents the findings
from the regression analysis. The overall model established the existence of a significant
relationship between the four predictor variables and the criterion variable (F = 3.03,
p \ .03, r2 = .26). The R value (r = .507) for this model meets the criterion for a medium
effect size, as defined by Cohen (1992) and Cohen and Cohen (1983). The R2 value reveals
that 26% of the variance observed in the criterion variable of youth BMI was explained by
the model.
Examination of the t tests on each beta weight (see Table 3) showed that parent
depression scores (parent BDI) made a significant unique contribution above and beyond
the other variables: b = .37, p \ .001. Valence of the beta weight suggested that a higher
level of depression symptoms was associated with a higher level of youth BMI. No other
predictor variable was found to be statistically significant, and thus no other predictor
variable helped to explain the variance in the criterion variable of youth BMI.
Table 3 Regression analysis summary for predictor variables and youth BMI
Predictor variable

B

SE B

b

1. Parent BMI score

.18

.28

2. Parent BDI score

.27

.08

3. Parent age

.03

.33

-.16

-4.99

-3.59

.18

4. Family hollingshead score

.25
.37*

Youth BMI (continuous score), Parent BMI score (continuous score), Parent BDI = Beck depression
inventory score
R2 = .26 (n = 41, p \ .03)
* p \ .05
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Table 4 Odds ratios from logistic regression models predicting youth BMI (categorical)
Predictors

Youth overweighta
Odds ratio

Youth obeseb
95% CI

Odds ratio

95% CI

Parent BMI category
Underweight and normal

1.00

Overweight and obese

1.13

1.00
.27, 4.80

1.07

.22, 5.07

Parent health status
Good and excellent
Poor and fair

1.00
.88

1.00
.24, 3.18

.83

.21, 3.38

Parent weight goals
Weight loss
Stay the same

1.00
.70

1.00
.18, 2.69

.50

.12, 6.26

1.50

.11, 2.29

Parent PED step
More than 10,000 steps/day

1.00

Less than 10,000 steps/day

.86

1.00
.14, 16.26

CDC The Center for Diseases Control and Prevention
Statistically significant odds ratios = * p \ .05, ** p \ .01
a

Youth overweight = CDC BMI-for-age greater than the 85th percentile

b

Youth obese = CDC BMI-for-age BMI greater than the 95th percentile

Research Question 3
Using BMI as a categorical variable, we also conducted a logistic regression analysis. The
results of the logistic regression models are reported using odds ratios (see Table 4). These
analyses indicated that none of the categorical parent and family factors was related to
youth BMI. Finally, as part of research question 3, we also considered the influence of
youth-participants’ demographic factors and family demographic factors on BMI (see
Table 5). The results of the logistic regression models are once again reported using odds
ratios. The data revealed a few significant findings. Non-Hispanic Black American youth
were more likely to be classified as overweight than non-Hispanic White American youth.
And youth ages 9–11 were more likely to be classified as overweight than youth of age 8.

Discussion
The purpose of this study was to explore intergenerational health correlates and predictors
of overweight and obesity in youth ages 8 -12. The study used a self-selected, convenience
sample of parent-youth pairs from a southern region of the United States. The primary
finding of our pilot study was the significant relation between parent mental health and
youth physical health. Several studies have uncovered evidence on the cross-generational
association between depression in parents and children’s mental health (Beardslee et al.
1998); thus, it is not surprising that the link is evinced between depression in parents and
children’s physical health (operationalized as weight status). While this finding is correlational and thus we cannot infer causality, the magnitude of the positive association
between parent mental health and youth physical health is important and consistent with
other studies (e.g., Kowaleski-Jones and Mizell-Christie 2010). The lack of a statistically
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Predictors

Youth overweighta

Youth obeseb

Odds
ratio

95% CI

Odds
ratio

.73, 10.77

1.75

1.00, 26.46

2.53

95% CI

Child gender
Female

1.00

Male

2.81

1.00
.43, 7.17

Child race
Non-Hispanic White

1.00

Non-Hispanic Black

5.14*

1.00
.51, 12.59

Child age
CDC The Center for Diseases
Control and Prevention

8
9

.05*

.003, .67

.33

.04, 2.77

Statistically significant odds
ratios = * p \ .05, ** p \ .01

10

.05**

.004, .52

.33

.06, 2.00

11

.06*

.004, .82

.17

.01, 2.09

a

Youth overweight = CDC
BMI-for-age greater than the
85th percentile
b

Youth obese = CDC BMI-forage BMI greater than the 95th
percentile

1.00

1.00

Number of siblings
1–2

1.00

3

1.07

.23, 4.89

1.13

.23, 5.54

.91

.17, 4.81

.50

.07, 3.46

4–6

1.00

significant association between parent BMI and youth BMI was surprising. This relation,
while not statistically significant based on our a priori criterion of .05, ‘‘approached’’
significance (r = .30, p \ .06).
Although the study was exploratory in nature, we expected to find statistically significant associations between other parent health (e.g., BMI) and family factors and characteristics (e.g., socioeconomic status) as well as exercise behavior and youth health (e.g.,
BMI). For example, Gable and Lutz (2000) found a significant relation between annual
household income and children’s and family members’ rates of obesity.
A secondary finding—related to research question 2—derived from the regression
analysis, was empirical support for the linear model of the association of parent factors on
youth BMI. More specifically, all four parent factors jointly were part of a statistically
significant model, although three of the four factors were not unique statistically significant
predictors of youth BMI. Only one factor was found to predict youth BMI: parent mental
health symptoms, measured by the BDI. Thus, inclusion of this variable ought to be
considered in future explanatory models of youth BMI.
Toward this end, it would be easy for researchers, educators, and practitioners to delimit
their focus on the relation between parent physical health and youth physical health.
However, this possibly myopic view could miss the important link between parents who
are physically fit but suffer from mental health symptoms and the resulting youth physical
health factors, such as obesity. The Institute of Medicine (2009) underlines the importance
of providing effective treatments and interventions that integrate a focus on physical and
mental health. Additionally, these data support the importance of considering factors
beyond the individual level, as recommended by Bronfenbrenner’s (1979) ecological
model. The ability of mental health symptom scores to predict youth BMI is consistent
with the literature documenting the relations between health statuses across generations
(Institute of Medicine 2009). Despite the study’s limitations, the results buttress the
importance of the far-reaching, bidirectional, reciprocal effects of family members’ health
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(Hooper et al. 2009; Kowaleski-Jones and Mizell-Christie 2010). Going forward, we hope
that the approach to youth health will include—at a minimum—a two-generation systemic
framework, and also will include a multi-disciplinary treatment team, including mental
health care providers. Thus, novel and effective treatments would be both integrative
(i.e., considering the interactions between physical and mental health) and systemic
(i.e., considering the influence of one family member’s health on multiple family members’ health) (Hooper et al. 2009; Kowaleski-Jones and Mizell-Christie 2010). Because
family-centered programs have shown the most promise for culturally, regionally, and
economically diverse school-aged children (Griffith 2009), they ought to be explored once
additional modifiable factors related to obesity and BMI are uncovered.
Finally, sociodemographic factors matter in considering correlates and predictors of
youth BMI (Kowaleski-Jones and Mizell-Christie 2010). Related to research question 3, in
our study the youths’ age and race influenced the likelihood of being overweight, although
parent and family factors such as age, socioeconomic status, and gender did not significantly predict youth BMI classification. However, we readily admit that the small sample
size possibly attenuated our findings.
Given the multifactorial nature of obesity and weight in youth and adults, understanding
factors related to and predictive of youth BMI is critical. In particular, studies such as the
current one are vital in disentangling health factors and family characteristics that help
clarify the exploding rates of obesity in the southern region of the United States (Singh
et al. 2010; Trust for America’s Health 2009, 2010).
Study Limitations
Limitations of the study should be considered. Our study was limited by the self-selected
sample, cross-sectional nature, and small sample size. Therefore, associations between
generations may have been attenuated. Additionally, the sample was homogeneous, with
participants overwhelmingly self-identifying as White American. Thus, despite the current
study’s useful findings, the generalizability is limited by the constraints of the sample.
Future research that includes a larger, more heterogeneous, racially diverse sample could
extend the study’s findings.
All data were derived from self-report, with the exception of BMI (e.g., weight and
height). Although a strength of this study is that weight and height were measured by
rigorously trained research assistants, other data were self-reported and not substantiated
by direct observation or measures. The study collected data over a brief period (1 week).
We can’t be sure whether the findings would be the same had participants been followed
over more time. We also cannot be sure that we had the adequate power to detect differences in our study areas of interest. Therefore, some limitations may be overcome by
extending the length of the study and the size of the sample. In addition, the use of
longitudinal designs could uncover relations not evinced in this cross-sectional study.

Conclusion
Our study provided an opportunity to better understand the extent to which intergenerational factors may relate to youth BMI among children, ages 8 -12, in southern regions of
the United States. The results of the study suggest a linear relationship between parent
mental health symptoms and youth BMI. Moreover, the results suggest that parent mental
health symptoms may be an important consideration in the context of multiple factors that
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aid in intervening and managing the weight status of youth. Clearly, the associations and
models explored in this study ought to be considered preliminary, and more studies are
needed to fully understand and make meaning of the current study’s nonsignificant and
significant findings. The correlational research design of the study also underscores the
preliminary nature of our findings. Nonetheless, the strong positive relationship found
between parent mental health and youth physical health is noteworthy and consistent with
the literature.
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