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In this exploratory, correlational study, the researchers examined
the extent to which select family systems theory constructs were
associated with self-reported current weight among a sample of 77
primarily non-Hispanic Black adolescents. We also explored the
extent to which select parental and familial constructs (family
cohesion, family conflict, family resources, and perceptions of
weight), and parents’ current weight status separately and taken
together predicted adolescents’ current weight. Bivariate analyses
suggested that adolescents’ self-reported weight status is correlated with factors from multiple levels in which the adolescent is
embedded; adolescent weight status was positively associated with
parent- and family-level factors. Furthermore, the exploratory
regression model established the existence of a small significant
relationship (22% of the variance) between the parent- and familylevel constructs and adolescent weight status, with parents’ perception of his or her own weight status and family resources being the
strongest unique predictors. These findings point to the potential
importance of systemic factors related to adolescent weight status.
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O

besity is a significant public health threat, and obesity
in childhood and adolescence serves as a precursor to
obesity in adulthood (Ebbeling, Pawlak, & Ludwig, 2002;
Hedley, Ogden, Johnson, Carroll, Curtin, & Flegal, 2004;
Institute of Medicine, 2005). According to the Surgeon
General’s report (U.S. Department of Health and Human
Services, 2001), there are nearly twice as many overweight
children and three times as many overweight adolescents as
there were in 1980. Researchers have suggested that 16%
(more than 9 million) of children and teenagers aged 6 to 19
years in the United States are obese (Centers for Disease
Control and Prevention, 2005; Hedley et al., 2004).
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addressed to Lisa M. Hooper, Department of Educational Studies
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Among the potential trends evidenced in the increase in
incidence and prevalence rates of obesity among children
and adolescents are demographic and cultural factors. For
example, race is a demographic factor that appears to be
associated with differing rates of adolescent obesity
(Gordon-Larsen, Adair, & Popkin, 2003; Hanson & Chen,
2007; Kumanyika & Grier, 2006; Ogden, Flegal, Carroll, &
Johnson, 2002). Specifically, non-Hispanic Black children
and adolescents have shown the greatest increase in rates of
obesity. Similarly, socioeconomic status appears to correlate
with rates of obesity as well. Several large national studies—
derived from the National Health and Nutrition Examination
Survey database (Boumtje, Huang, & Lin, 2005), the
National Longitudinal Survey of Youth database (Strauss &
Pollack, 2001), and the National Heart, Lung, and Blood
Institute Growth and Health Institute database (Kimm et al.,
1996), among others—have found a relationship between
low-income status and rates of child and adolescent obesity.
Although prevalence rates and negative outcomes associated with obesity seem to be clear, causative factors of, or
correlates with, obesity remain far less clear. Toward this
end, researchers have put forward many perspectives to help
explain and predict the significant explosion in rates of obesity among children and adolescents.
From a biological perspective, it is fairly easy to explain
how a person becomes obese. Obesity results from an energy
imbalance that occurs when the number of calories consumed
consistently exceeds the number of calories used by the body
(Fairburn & Brownell, 2001; U.S. Department of Health and
Human Services, 2001). However, genetics and family history
may also help explain rates of obesity among children and adolescents (Burrage & McCandless, 2007; Stunkard, 1993). For
example, findings from twins, adoption, and family studies
found evidence that suggested childhood obesity may be
related to specific genes (e.g., leptin, melanocortin-4 receptor
gene; Burrage & McCandless, 2007; Farooqi et al., 2003;
Hilbert et al., 2008). Other family studies have established that
rates of obesity are two to three times higher among family
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members who have a family history of obesity as compared to
those family members with no family history of obesity.
Seminal studies derived from the National Health and Nutrition
Examination Survey III ( NHANES III) support this finding.
Lee, Reed, and Price (1997) found that “participants of
NHANES III showed that the prevalence of obesity is twice as
high in families of obese individuals than in the population at
large” (p. 935). Yoon, Scheuner, and Khoury (2003) found that
family history reflects the relationship between genes and obesity and the shared family context (e.g., similar cultural values,
beliefs, and behaviors). They also found that risk of obesity is
five times greater if the participant has a first-degree relative
who was severely obese. Similarly, Garn and Clark (1976)
found that, in families where both parents are obese, the risk of
the child being obese was increased from 60% to 80%.
Even in light of these findings, Loos and Bouchard
(2003) contended that the magnitude of the association
between genes and obesity remains unclear. In other words,
single genes and several genes are unlikely the cause for
current rates of obesity. Although the percentage of
explained variance for obesity that can be accounted for by
genetic heritability has not increased, rates of obesity have
increased, suggesting that other factors must contribute to
the widespread increase in obesity.
Therefore, the genetic or hereditary explanation for how
an individual becomes obese does not explain why more
adolescents than ever are becoming obese. The dramatic
increase in obesity in the United States cannot likely
be explained by a single gene- and individual-focused
perspective (Davison & Birch, 2001; Harkaway, 2000;
Hewitt, 1997; Institute of Medicine, 2005; Wadden, Foster,
& Brownell, 2002). Obesity research must look for multiple
factors, such as family, community, culture, and society
(Harkaway, 2000). Research on obesity is limited because it
overwhelmingly focuses on individuals and individual-level
factors. Furthermore, much of the current intervention
research on pediatric and adult obesity uses samples consisting primarily of non-Hispanic White participants, thereby
limiting the generalizability of those findings (Wadden
et al., 2002). Obesity research that includes racial and ethnic
minority populations is needed.
The present study helps fill the obesity research gaps by
investigating multiple explanatory factors and using a racially
and ethnically diverse sample. Importantly, we recognize that
obesity is a multifactorial disease that is likely the result of the
additive, interactive, and synergistic effects of many systems:
biological, genetic, environmental, societal, and familial. This
study focuses on familial factors. We explore to what extent
select family system factors are related to and predictive of
current weight status among adolescents.
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FIGURE 1:

The Adolescent System: Factors That May
Correlate With Rates of Adolescent Obesity

Clinicians and researchers have long contended that the
family systems approach is traditionally quite effective
when working with children and adolescents (Kumpfer &
Adler, 2003). Children and adolescents are influenced by the
behaviors within the family; therefore, they are best understood within the context of their family system and its interactional patterns (Kumpfer & Alavarado, 2003).
The relationship between the family system and other
outcomes among adolescents has long been evinced in the
literature on psychopathology and wellness (see Friedman
& Brownell, 1995, for a review). Family system researchers
have examined the extent to which the family system and
individual- and family-level factors influence eating disorders such as anorexia nervosa and bulimia (Harkaway, 2000;
Minuchin, Rosman, & Baker, 1978; Robin, Siegel, Koepke,
Moye, & Tice, 1994; Russell, Szmukler, Dare, & Eisler,
1987). However, few studies have attempted to examine the
link between the family environment and select family system and subsystem (e.g., parent, sibling) constructs and adolescent weight status (Gable & Lutz, 2000; Harkaway,
2000). Consequently, the family system and family constructs must be examined in order to best identify factors
that contribute to issues such as obesity (St. Jeor, PerumeanChaney, Sigman-Grant, Williams, & Foreyt, 2002).
As part of its family systems approach, this study uses
Bronfenbrenner’s (1979) ecological systems model to explore
the interactions between and among many contexts. See
Figure 1 for an illustration of the multiple levels and subsystems that may be correlated with adolescent weight status.
Figure 1 reveals that, while select family-level constructs are
the focus of the current study, individual-level factors are recognized as being important and thus considered.

THEORETICAL FRAMEWORK
PURPOSE OF THE CURRENT STUDY
Because the current study considers the adolescent, the
parent–adolescent subsystem, and the family interaction
system, it is best guided by family systems theory.

Undergirded by a systems framework and previous
research, this quantitative, descriptive study examines the
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extent to which select family system factors—above and
beyond individual factors—are associated with self-reported
current weight status among adolescents. An exploratory, correlational research design was used to address the dearth of
research examining family systems theory constructs. The principal research questions that guided this exploratory study were
as follows: (a) To what extent are select family system factors
correlated with weight status among adolescent family members? and (b) To what extent do select family system factors
predict weight status among adolescent family members?
Given the extant literature base, briefly reviewed in this article,
we put forward the following exploratory hypotheses:
Hypothesis 1: There will be a significant association between
family cohesion, family conflict, family resources, parent
weight status, parent’s attitude, and perception about own
weight history, and parent’s attitude and perception about
adolescent’s weight history and adolescent current weight
status (as measured by body mass index [BMI]).
Hypothesis 2: The following variables will uniquely predict the
variation in adolescent current weight status (as measured
by BMI) among adolescents: family cohesion, family conflict, family resources, parent weight status, parent’s attitude
and perception about own weight history, and parent’s attitude and perception about adolescent’s weight history.

METHOD
Research Participants
Participants were a sample of 77 adolescents (primarily
non-Hispanic Black; 67.9% non-Hispanic Black and 28.6%
non-Hispanic White) and one parent from select schools in
a southeastern state. For the purposes of this study, the term
“parent” means legal guardian and may include a nonparental guardian (e.g., a grandparent). The student participants were primarily girls and attended middle school.
Adolescent participants ranged in age from 10 to 15 years,
with the total student sample’s mean age being 12.80 (SD =
1.12). Almost half of the adolescents were either overweight
or obese (23% were overweight, and 23% were obese).
Parent participants were also primarily women (73%) and
either overweight or obese (27% were overweight, and 46%
were obese). Parent participants ranged in age from 20 to 66
years, with the total adult sample’s mean age being 40.41
(SD = 8.53).
We did not put forth any hypothesis about differences
related to demographic variables. However, analyses (e.g.,
ANOVA, t tests, chi-square) were performed to examine the
potential for differences related to demographic variables
(e.g., age, gender, race, and ethnicity) on the study variables;
these analyses revealed no significant differences between
the subgroups and the study variables.
Procedure
After all Institutional Review Board guidelines for research
with human subjects were met, study recruitment took place

from March through May 2006. An invitation letter introduced
the project to potential study participants. The letter contained
a description of the study, including goals and objectives, and
an introduction of the principal investigator. The research team
visited schools for data collection. After a 1-hr educational
seminar on family health—broadly defined—the team distributed survey packets to a convenience sample of participants
(student and parent). Parent-adolescent pairs received US$20
in gift cards (US$10 for the adolescent and US$10 for the parent) and family-focused educational material related to mental,
physical, and nutritional health. The complete study protocol
took approximately 2 hrs.
Measures
Demographic surveys. These instruments, developed for
our study, asked for information regarding the adolescent’s
year in school, race, ethnicity, current age, weight, and
height. The parents were asked to report on their education
completed, age, weight, and height in a separate survey.
Family environment. The Family Environment Scale
(FES; Moos & Moos, 1981) was completed by the parent of
the adolescent participant and used to measure family members’ perceptions of the climate and interactions of the family system. The FES consists of 90 true–false items with 10
subscales. Taken together, scores derived from the subscales
create a profile or typology of the participants’ family environment and interaction patterns. Specific to the current
study, two subscales were used to assess the family environment and interaction patterns: family cohesion and family
conflict. Higher scores on each of the scales indicate a
greater level of family cohesion and a greater level of family conflict, respectively. A sample item for family cohesion
is “There is a feeling of togetherness in our family.” A sample item for family conflict is “Family members sometimes
get so angry they throw things.” Reliability for these two
subscales used in the current study was assessed using
Cronbach’s alpha, and the scores for the sample were .78
and .60, respectively—similar to scores found in other studies with normative data for the FES (e.g., .64 to .79; Chipuer
& Villegas, 2001; Lohman & Jarvis, 2000; Moos, 1984,
2002; Santisteban, Suarez-Morales, Robbins, &
Szapocznik, 2006) as well as the validation study (Boyd,
Gullone, Needleman, & Burt, 1997; Moos & Moos, 1981).
Importantly, the FES is one of the most widely used instruments to assess family context or climate among clinical and
community samples. Researchers using the FES have
reported reliable and valid psychometric properties for
racially diverse samples such as non-Hispanic Black families and Latino families (e.g., Puerto Rican and Mexican
participants; Negy & Snyder, 2006).
Family resources. The Family Resource Scale (FRS; Dunst
& Leet, 1987), which is a 31-item, self-report survey, was
developed to assess the extent to which various resources are
adequately available to families. Dunst and Leet (1987) stated
that the FRS “measures the adequacy of a family’s tangible
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and intangible resources using a five-point scale, ranging from
(1) not at all adequate to (5) almost always adequate.” Sample
items for this scale include “Time for family to be together”
and “Enough clothes for the family.” Higher scores on the FRS
reflect a greater level and number of resources to families.
Cronbach’s alpha was very good in the current study (α = .90;
average interitem r = .24), slightly higher than scores evidenced in other studies (Dunst & Leet, 1987, p. 39). The parent of the adolescent-participant completed this survey.
The FRS was created for, and has long been used with,
racially diverse and low-income samples (Brannan, Manteuffel,
Holden, & Heflinger, 2006; Brody & Flor, 1997; Dunst & Leet,
1987; Van Horn, Bellis, & Snyder, 2001). For example, Brannan
and colleagues (2006), in their study comprising racially and
economically diverse participants (N = 984), found that the FRS
demonstrates good validity (correlated with and predictive of
hypothesized variables such as caregiver strain, family problem
solving, and family income) and reliability with very few exceptions (i.e., Cronbach’s alphas ranged from .67 to .90). Consistent
with other studies, Brannan et al. were able to confirm and replicate psychometric properties evinced in other studies among
their clinical study sample.
Parent and adolescent weight history. The Child Feeding
Questionnaire (CFQ; Birch et al., 2001) was completed by
the parent of the adolescent-participant and used to capture
specific perceptions of weight-related behaviors and history.
Two subscales of the instrument were used for the analyses
in the present study. Parents responded to questions related
to their own weight status history using a 5-point Likert-type
scale (1 being markedly underweight to 5 being markedly
overweight). A sample item related to this subscale reads,
“Please indicate how you would classify your weight when
you were 5-10 years old.” A similar set of questions related
to the adolescent participant’s weight status history are
asked: for example, using the same 5-point Likert-type
scale, a sample item reads, “Please indicate how you would
classify your child’s weight.” Consistent with other studies,
the obtained reliability (i.e., Cronbach’s alpha) for the two
subscales used in the current study was as follows: The parent’s perception of own weight status was .60, and the parent’s perception of adolescent’s weight status was .59. In
previous studies, the CFQ has reported reliability in a range
of .58 to .69 (Birch et al., 2001).
The psychometric literature related to the cultural appropriateness and validity of the CFQ scores have been established. Kaur et al. (2006) examined the factor structure of
the CFQ among a multiethnic sample. The seven-factor
solution was similar to the findings of the original validation
study (Birch et al., 2001), with most items loading on the
hypothesized factor. Differences between racial groups
(non-Hispanic White, Black, and Other) were consistent
with the literature base; non-Hispanic Black parents were
more controlling of their feeding practices with their children as compared to non-Hispanic White parents.
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Importantly, Kaur and colleagues confirmed construct validity of the CFQ scores among their multiethnic sample;
parental perceptions and feeding behavior was, as intended,
associated with adolescent weight status.
Current weight status. The BMI was used to quantify
weight status among the study participants. Height and
weight were assessed by self-report. For the present study,
both adolescents and adults, BMI was calculated using the
following standardized formula: BMI = weight (in kg)
divided by height squared (in m). The BMI was treated as a
continuous variable in all described analyses. Both adolescent participants and their parents self-reported their own
current height and weight status.
All study variables were consistent with the range of
scores evidenced among community samples in other studies. Alpha coefficient scores, although low for some scales
(e.g., family conflict; Nunnally, 1978), were also consistent
for all scale and subscale scores used in the study analyses.
Statistical Analytic Procedures
Statistical procedures generated from the Statistical
Package for the Social Sciences 15.0 were used in this study.
We first examined bivariate relationships between adolescent
weight status, as measured by BMI, and six predictor variables: parent’s perception of own weight status, parent’s perception of adolescent’s weight status, family cohesion, family
conflict, family resources, and parent’s current weight status.
We subsequently examined the effect of all predictor variables
concurrently through the use of a simple linear regression:
Y = a + b1*X1 + b2*X2 + b3*X3 + b4*X4 + b5*X5 + b6*X6,
where a is the intercept, b1 through b6 are the coefficients, Y
is the adolescent weight, and X1 through X6 are the predictor
variables. Because of the exploratory nature of the study, all
variables were entered simultaneously.
Preliminary Analyses
Means, standard deviations, and Pearson productmoment correlations for all study variables are presented in
Tables 1 and 2. Regression analysis was used to assess the
contribution of the predictor variables, taken separately and
together, on adolescent weight status. We examined the
bivariate correlations for Research Question 1 (Hypothesis
1) and findings from the regression analysis for Research
Question 2 (Hypothesis 2).
RESULTS
Research Question 1: To what extent are select parent and family system factors correlated with weight status among adolescent family members?

Bivariate relationships among all the study variables—
which produced low to medium correlation coefficients—
were found (see Table 2). The parent’s perception of weight

Downloaded from tfj.sagepub.com at UNIV OF LOUISVILLE on September 8, 2015

18

THE FAMILY JOURNAL: COUNSELING AND THERAPY FOR COUPLES AND FAMILIES / January 2009

TABLE 1
Mean, Standard Deviation, Obtained Range, and Cronbach’s Alpha of Scores for Main
Study Variables (N = 77)
Measure

Mean

SD

Obtained Range

Cronbach’s Alpha

1.
2.
3.
4.
5.
6.
7.

3.189
3.082
3.062
2.712
5.091
31.246
23.339

0.475
0.465
1.236
1.670
0.682
7.395
6.091

0.50–4.25
1.83–4.17
0.00–7.00
0.00–7.00
3.37–6.00
17.64–54.32
13.07–47.87

.60
.59
.66
.48
.95
—
—

Parent’s perception of own weight history
Parent’s perception of adolescent’s weight history
Family level of cohesion
Family level of conflict
Family resource scale
Parent’s current weight status (BMI)
Adolescent’s current weight status (BMI)

NOTE: BMI = body mass index.

TABLE 2
Correlations Among the Parent, Family, and Adolescent Weight Status
Study Variables
Variables
1.
2.
3.
4.
5.
6.
7.

Parent’s perception of own weight history
Parent’s perception of adolescent’s weight history
Family level of conflict
Family level of cohesion
Family resource scale
Parent’s current weight status (BMI)
Adolescent’s current weight status (BMI)

1

2

3

4

5

6

7

—
.256**
.206
–.090
–.135
–.472**
.322**

—
.272*
.081
.196
–.028
.381**

—
–.049
–.154
.233*
.338**

—
.081
–.015
–.075

—
–.122
.256*

—
.163

—

NOTE: BMI = body mass index.
*p < .05. **p < .01 (2-tailed).

status history among family members (his or her own weight
status history and the adolescent’s weight status history) was
positively correlated with the adolescent’s current weight
status (p < .01). Family-level factors—with the exception of
family cohesion—were also associated with adolescent
weight status; as family conflict increased in the family system, current weight status among adolescents increased (p <
.01). Similarly, as resources increased in the family system,
current weight status among adolescents increased (p < .05).
Research Question 2: To what extent do select parent and family system factors predict weight status among adolescent
family members?

The adolescent raw BMI score was regressed on six predictor variables. Because of the exploratory nature of the
study, all variables were entered simultaneously. The regression model revealed a significant relationship between the
six predictor variables and the criterion variable (F = 2.396,
p < .05). The R value (r = .473) for this regression equation
meets the criteria for a large effect size (Cohen, 1992). The
R2 value reveals that 22% of the variance observed in the criterion variable of BMI was explained by the proposed conceptual model. Examination of the beta weights showed that
the parent’s perception of his or her weight both status history and the resources available to the family made significant, unique contributions above and beyond the other

variables. Valence of the beta weight showed that concern
over the parent’s own weight status among parents indicated
a stronger relationship with their adolescent’s current weight
status: β = .404, t(1, 56) = 2.486, and p < .016. In other
words, as parents perceived their own weight history as a
concern, actual rates of current weight status increased
among adolescents. Similarly, family resources were positively related to current weight status among adolescents;
that is, as more resources were available to the family system, rates of current weight status increased among adolescents: β = .315, t(1, 56) = 2.390, and p < .021. Thus, some
support was found for this exploratory conceptual model
(see Table 3).
DISCUSSION
The purpose of this study was to examine the association
between select family system factors and current adolescent
weight status. The study data, derived from a convenience
community sample of 77 adolescent participants and their
parents, suggested several preliminary findings and further
evidence that the family system is important when considering adolescent weight status and, thus, intervention and
treatment strategies.
The first preliminary finding was that all select parent
and family system constructs were significantly associated
with current adolescent weight status, with the exception of
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TABLE 3
Regression Analysis Summary for Predictor Variables and Current Weight Status Among Adolescents
Unstandardized
Predictor Variable
1.
2.
3.
4.
5.
6.

Parent’s perception of own weight history
Parent’s perception of adolescent’s weight history
Family level of conflict
Family level of cohesion
Family resource scale
Parent’s current weight status (BMI)

Standardized

β

SE B

β

Significance

5.526
0.606
0.187
0.092
2.348
–0.145

2.223
1.683
0.474
0.531
0.982
0.132

.404
.051
.395
.022
.315
–.182

.016
.720
.695
.864
.021
.278

NOTE: Adjusted R2 = .22. BMI = body mass index.

family cohesion and parent’s weight status. The significant
bivariate associations among the study variables were consistent with a family systems theory (Birch & Davison,
2001; Bronfenbrenner, 1979; Santisteban et al., 2006) and
consistent with the illustrated model proposed in our study
(see Figure 1). For example, the positive significant relationships evidenced between family resources and current adolescent weight status and between family conflict and
current adolescent weight status were expected. Although
preliminary in nature, these data also support the notion that
providers of obesity treatment for adolescents ought to consider the system in which adolescent family members are
embedded. In addition, the inclusion of family members in
the treatment plan may affect whether interventions are
effective among adolescent patients.
Our results are consistent with other studies (e.g.,
Repetti, Taylor, & Seeman, 2002; Santisteban et al., 2006)
that have examined the extent to which family interactions
and processes are related to both adolescent behaviors and
outcomes and the family environment. For example,
Santisteban and colleagues (2006) found that familyfocused interventions improved not only adolescent substance use but also the family environment in which the
adolescent was embedded. In our study, as family conflict
increased, self-reported current adolescent weight status
increased. Thus, assessing the level of family functioning is
relevant to understanding adolescent weight status.
Moreover, in the context of future obesity research, it may
be worthwhile to focus on family functioning and behavior
rather than, or in addition to, family eating and exercise
behavior (Kitzmann & Beech, 2006).
The lack of association between family cohesion, parent’s
current weight status, and adolescent’s current weight status in
our study is inconsistent with Walker and Greene’s (1987)
findings, which revealed a relationship between family cohesion and adolescent health. Because researchers have found
evidence linking poor family functioning and poor psychological and physical health (Wood & Miller, 2002), we believed
that the inverse relationship would be evidenced—that there
would be a positive relationship between positive family functioning (i.e., cohesive, close families) and healthy current

weight status among adolescents. Finally, the lack of association between family cohesion, parent’s current weight status,
and adolescent’s current weight status in our study could be
explained by the small sample size.
The second preliminary finding revealed support for our
second research question. The regression model established
significant relationships between the six predictor variables
(parent’s perception of own weight status, parent’s perception of adolescent’s weight status, family cohesion, family
conflict, family resources, and parent’s current weight status) and the criterion variable of current adolescent weight
status. This finding is consistent with other studies where
the family environment predicted adolescents’ health
(Lohman & Jarvis, 2000). However, only two constructs—
family resources and parent’s perception of his/her own
weight status history—made a significant unique contribution above and beyond the other four predictor variables. As
expected—and similar to other studies examining the effects
of family members’ health status and behavior on adolescent
health (Walker & Greene, 1987)—we found that the parent’s
perception of his or her own weight status history had a
unique effect on the adolescent’s current weight status.
These findings suggest that individually focused interventions among adolescents may be less effective in the
treatment of obesity than multiple-factor interventions.
Although exploratory in nature, the study suggests that all
systems (individual, parental, and familial) may have some
relationship with weight status among adolescent participants. Our findings are consistent with other studies that
have considered system factors and their influence on
weight-related behaviors (Ata, Ludden, & Lally, 2007).
The results of the current study indicate the importance
of considering the effect of multiple system factors on obesity rates among a racially diverse adolescent population.
For example, this study revealed that, to understand the
weight status of adolescents, several system factors ought to
be considered. Our study findings seem to support the assertion made by others (Davison & Birch, 2001; Kitzmann &
Beech, 2006) that obesity treatment for adolescents ought to
consider the system in which adolescent family members
are embedded. Although this study focused on the family
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system, Gold (2000), Miranda, Bilot, Peluso, Berman, and
Van Meek (2006), and other researchers contended that to
best understand family functioning and its influence on
behaviors, we must extend research to a broader context.
Stated another way, borrowing from Bronfenbrenner’s
(1979) ecological model, an exploration at the micro level
alone is insufficient in exploring rates of obesity among
family members; thus, future research must include macrolevel factors (i.e., societal-level factors) as well. Finally,
racial and ethnic factors, although not significant in the current study—possibly due to the sample size and biracial
composition—need to be considered so that culturally tailored interventions may be established.
The study has several limitations that must be considered.
First, the study results were derived from a convenience sample. Therefore, although the findings are informative, they may
not be generalizable to other families and ought to be interpreted with caution. Second, given the correlational design
used in the study, causation cannot be established. Third, all
data collected in this study were derived from self-report. Selfreporting of current weight status among study participants—
as compared with actual measured weight—could have
significantly influenced the results of the study. Underreporting
or overreporting of weight status can exist (Davis & Gergen,
1994; Strauss, 1999; Tienboon, Wahlqvist, & Rutishauser,
1992). Fourth, the study used only one dimension of family
assessment: paper-and-pencil questionnaires. A multidimensional approach, including such things as family interviews and
observation of family interactions, would likely provide a more
comprehensive view of family system dynamics.
CONCLUSION
We agree with Harkaway (2000) that there is no single cause
or solution to the significant problem of obesity among adolescent and adult family members. Thus, researchers and counselors are encouraged to consider multiple pathways—including
the consideration of genetics and family history—that lead to
obesity (Douthit, 2006). Extending investigations to include
family- and broader system-level factors (e.g., cultural systems,
societal systems, and public health systems) may uncover modifiable constructs that ought to be included in culturally tailored,
ecologically valid intervention and treatment modalities (Jeffery,
1991; Morissette & Taylor, 2002). Researchers investigating
explanatory factors that account for the significant increase in
obesity must look for multiple factors from varied perspectives
and include racial and ethnic minority populations. This study
attempted to preliminarily fill these gaps.
REFERENCES
Ata, R. N., Ludden, A. B., & Lally, M. M. (2007). The effects of gender and
family, friend, and media influences on eating behaviors and body image
during adolescence. Journal of Youth and Adolescence, 36, 1024-1037.

Birch, L. L., & Davison, K. K. (2001). Family environmental factors influencing the developing behavioral controls of food intake and childhood
overweight. Pediatric Clinical North American, 48, 893-907.
Birch, L. L., Fisher, J. O., Grimm-Thomas, K., Markey, C. N., Sawyer, R.,
& Johnson, S. L. (2001). Confirmatory factor analysis of the child feeding questionnaire: A measure of parental attitudes, beliefs, and practices
about child feeding and obesity. Appetite, 36, 201-210.
Boumtje, P.I., Huang, J.Y.L., & Lin, B.H. (2005). Dietary habits, demographics, and the development of overweight and obesity among children in the United States. Food Policy, 30, 115-128.
Boyd, C. P., Gullone, E., Needleman, G. L., & Burt, T. (1997). The Family
Environment Scale: Reliability and normative data for an adolescent
sample. Family Process, 36, 369-373.
Brannan, A. M., Manteuffel, B., Holden, W., & Heflinger, C. A. (2006). Use
of the family resources scale in children’s mental health: Reliability and
validity among economically diverse samples. Administration and Policy
in Mental Health and Mental Health Services Research, 33, 182-197.
Brody, G., & Flor, D. L. (1997). Maternal psychological functioning, family processes, and children adjustment in rural, single-parent, African
American families. Developmental Psychology, 33, 1000-1011.
Bronfenbrenner, U. (1979). The ecology of human development.
Cambridge, MA: Harvard University Press.
Burrage, L. C., & McCandless, S. E. (2007). Genetics of childhood obesity.
US Pediatrics Review, 1, 60-63.
Centers for Disease Control and Prevention. (2005). Overweight and obesity:
Home. Retrieved November 6, 2006, from http://www.cdc.gov/nccdphp/
dnpa/obesity/index.htm
Chipuer, H. M., & Villegas, T. (2001). Comparing the second-order factor
structure of the Family Environment Scale across husbands’ and
wives’ perceptions of their family environment. Family Process, 40,
187-198.
Cohen, J. (1992). A power primer. Psychological Bulletin, 112, 155-159.
Davis, H. D., & Gergen, P. J. (1994). The weights and heights of MexicanAmerican adolescents: The accuracy of self-reports. American Journal
of Public Health, 84, 459-462.
Davison, K. K., & Birch, L. L. (2001). Childhood overweight: A contextual
model and recommendations for future research. Obesity Reviews, 2,
159-171.
Douthit, K. Z. (2006). The convergence of counseling and psychiatric
genetics: An essential role for counselors. Journal of Counseling and
Development, 84, 16-28.
Dunst, C. J., & Leet, H. E. (1987). Family Resource Scale. In C. J. Dunst,
C. M. Trivette, & G. Deal (Eds.), Enabling and empowering families:
Principles and guidelines for practice (pp. 139-141). Cambridge, MA:
Brookline Books.
Ebbeling, C. B., Pawlak, D. B., & Ludwig, D. S. (2002). Childhood obesity:
Public-health crisis, common sense cure. Lancet, 360(9331), 473-482.
Fairburn, C. G., & Brownell, K. D. (2001). Eating disorders and obesity: A
comprehensive handbook (2nd ed.). New York: Guilford.
Farooqi, I. S., Keogh, J. M., Yeo, G. S. H., Lank, E. J., Chettham, T., &
O’Reilly, S. (2003). Clinical spectrum of obesity and mutations in the
melanocortin 4 receptor gene. New England Journal of Medicine, 348,
1085-1095.
Friedman, M. A., & Brownell, K. D. (1995). Psychological correlates of
obesity: Moving to the next research generation. Psychological
Bulletin, 117, 3-20.
Gable, S., & Lutz, S. (2000). Household, parent, and child contributions to
childhood obesity. Family Relations, 49(30), 293-300.
Garn, S. M., & Clark, D. C. (1976). Trends in fatness and the origins of
obesity. Pediatrics, 57, 443-456.
Gold, S. N. (2000). Not trauma alone: Therapy for child abuse survivors in
family and social context. Philadelphia, PA: Brunner/Routledge.
Gordon-Larsen, P., Adair, L., & Popkin, B. (2003). The relationship of ethnicity, socioeconomic factors, and overweight in U.S. adolescents.
Obesity Research, 11, 121-129.

Downloaded from tfj.sagepub.com at UNIV OF LOUISVILLE on September 8, 2015

Hooper et al. / FAMILY SYSTEM CORRELATES AND ADOLESCENT WEIGHT STATUS

Hanson, M. D., & Chen, E. (2007). Socioeconomic status, race, and body
mass index: The mediating role of physical activity and sedentary
behaviors during adolescence. Journal of Pediatric Psychology, 32,
250-259.
Harkaway, J. E. (2000). Commentary: Obesity and systems research: The
complexity of studying complexities. Families, Systems, and Health,
18, 55-59.
Hedley, A. A., Ogden, C. L., Johnson, C. L., Carroll, M. D., Curtin, L. R.,
& Flegal, K. M. (2004). Prevalence of overweight and obesity among
US children, adolescents, and adults, 1992-2002. Journal of the
American Medical Association, 291, 2847-2850.
Hewitt, J. K. (1997). The genetics of obesity: What have genetic studies
told us about the environment? Behavior Genetics, 27, 353-358.
Hilbert, A., Reid, J., Schneider, D., Juttner, C., Sosna, M., Dabrock, P.,
et al. (2008). Primary prevention of childhood obesity: An interdisciplinary analysis. Obesity Facts, 1, 16-25.
Institute of Medicine (2005). Fact sheet: Childhood obesity in the US:
Facts and figures. Washington, DC: National Academies.
Jeffery, R. W. (1991). Population perspectives on the prevention and treatment of obesity in minority populations. American Journal of Clinical
Nutrition, 53, 1621S-1624S.
Kaur, H., Li, C., Nazir, N., Choi, W. S., Resnicow, K., Birch, L. L., et al.
(2006). Confirmatory factor analysis of the child-feeding questionnaire
among parents of adolescents. Appetite, 47, 36-45.
Kimm, S.Y. S., Obarzanek, E., Barton, B. A., Aston C. E., Similo S. L.,
Morrison J. A., et al. (1996). Race, socioeconomic status, and obesity in
young adolescent girls: The NHLBI Growth and Health Study. Annals
of Epidemiology, 6, 266-275.
Kitzmann, K. M., & Beech, B. M. (2006). Family-based interventions for
pediatric obesity: Methodological and conceptual challenges from family psychology. Journal of Family Psychology, 2, 175-189.
Kumanyika, S., & Grier, S. (2006). Targeting interventions for ethnic
minority and low-income populations. The Future of Children, 16,
187-207.
Kumpfer, K. L., & Adler, S. (2003). Dissemination of research-based family interventions for the prevention of substance abuse. In Z. Sloboda &
W. J. Bukoski (Eds.), Handbook of drug abuse prevention (pp. 75-119).
New York: Kluwer Academic/Plenum.
Kumpfer, K. L., & Alvarado, R. (2003). Family-strengthening approaches
for the prevention of youth problem behaviors. American Psychologist,
58, 457-465.
Lee, J. H., Reed, D. R., & Price, R. A. (1997). Familial risk rations for extreme
obesity: Implications for mapping human obesity genes. International
Journal of Obesity Related Metabolic Disorders, 21, 935-940.
Lohman, B. J., & Jarvis, P. A. (2000). Adolescent stressors, coping strategies, and psychological health studied in the family context. Journal of
Youth and Adolescence, 29, 15-43.
Loos, R. J. F., & Bouchard, C. (2003). Obesity: Is it a genetic disorder?
Journal of Internal Medicine, 254, 401-425.
Minuchin, S., Rosman, B. L., & Baker, L. (1978). Psychosomatic families:
Anorexia nervosa in context. Cambridge, MA: Harvard University
Press.
Miranda, A. O., Bilot, J. M., Peluso, P. R., Berman, K., & Van Meek, L. G.
(2006). Latino families: The relevance of the connection among acculturation, family dynamics, and health for family counseling research
and practice. Family Journal: Counseling and Therapy for Couples and
Families, 14, 268-273.
Moos, R. H. (1984). Context and coping: Toward a unifying conceptual
framework. American Journal of Community Psychology, 12, 5-25.
Moos, R. H. (2002). The mystery of human context and coping: An unraveling of clues. American Journal of Community Psychology, 30, 67-88.
Moos, R. H., & Moos, B. S. (1981). Family Environment Scale manual.
Palo Alto, CA: Consulting Psychologists Press.
Morrissette, P. J., & Taylor, D. (2002). Family counseling and childhood
obesity: A review of approaches. Family Journal: Counseling and
Therapy for Couples and Families, 10, 19-26.

21

Negy, C., & Snyder, D. K. (2006). Assessing family-of-origin functioning
in Mexican American adults. Assessment, 13, 396-405.
Nunnally, J. (1978). Psychometric theory (2nd ed.). New York: McGraw-Hill.
Ogden, C. L., Flegal, K. M., Carroll, M. D., & Johnson, C. L. (2002).
Prevalence and trends in overweight among U.S. children and adolescents,
1999-2000. Journal of the American Medical Association, 28, 1728-1732.
Repetti, R. L., Taylor, S. E., & Seeman, T. E. (2002). Risky families: Family
social environments and the mental health and physical health of offspring. Psychological Bulletin, 128, 330-336.
Robin, A. L., Siegel, P. T., Koepke, T., Moye, A., & Tice, S. (1994). Family therapy versus individual therapy for adolescent females with anorexia nervosa.
Journal of Developmental and Behavioral Pediatrics, 15, 111-116.
Russell, G. F. M., Szmukler, G. I., Dare, C., & Eisler, I. (1987). An evaluation of family therapy in anorexia nervosa and bulimia nervosa.
Archives of General Psychiatry, 44, 1047-1056.
Santisteban, D. A., Suarez-Morales, L., Robbins, M. S., & Szapocznik, J.
(2006). Brief strategic family therapy: Lessons learned in efficacy
research and challenges to blending research and practice. Family
Process, 45, 259-271.
St. Jeor, S. T., Perumean-Chaney, S., Sigman-Grant, M., Williams, C., &
Foreyt, J. (2002). Family-based interventions for the treatment of childhood obesity. Journal of the American Dietetic Association, 102, 640-644.
Strauss, R. S. (1999). Self-reported weight status and dieting in a cross-sectional sample of young adolescents. Archives of Pediatric Adolescent
Medicine, 153, 741-747.
Strauss, R., & Pollack, H. (2001) Epidemic increase in childhood overweight, 1986-1993. Journal of the American Medical Association, 286,
2845-2848.
Stunkard, A. J. (1993). Talking with patients. In A. J. Stunkard & T. A.
Wadden (Eds.), Obesity: Theory and therapy (2nd ed., pp. 355-363).
New York: Raven Press.
Tienboon, P., Wahlqvist, M. L., & Rutishauser, I. H. E. (1992). Selfreported weight and height in adolescents and their parents. Society for
Adolescent Medicine, 13, 528-532.
U.S. Department of Health and Human Services (2001). The Surgeon
General’s call to action to prevent and decrease overweight and obesity. Rockville, MD: Author.
Van Horn, M. L., Bellis, J. M., & Snyder, S. W. (2001). Family Resource
Scale—revised: Psychometrics and validation of a measure of family
resources in a sample of low-income families. Journal of
Psychoeducational Assessment, 19, 54-68.
Wadden, T. A., Foster, G. D., & Brownell, K. D. (2002). Obesity:
Responding to the global epidemic. Journal of Consulting and Clinical
Psychology, 70, 510-525.
Walker, L., & Greene, J. (1987). Negative life events, psychosocial
resources, and psychophysiological symptoms in adolescents. Journal
of Clinical Child Psychology, 16, 19-36.
Wood, B. L., & Miller, B. D. (2002). A biopsychosocial approach to child
health. In F. W. Kaslow (Ed.), Comprehensive handbook of psychotherapy: Integrative/eclectic (Vol. 4, pp. 59-80). New York: Wiley.
Yoon, P. W., Scheuner, M. T., & Khoury, M. J. (2003). Research priorities
for evaluating family history in the prevention of common chronic diseases. American Journal of Preventive Medicine, 24, 128-135.

Lisa M. Hooper, Department of Educational Studies in
Psychology, Research Methodology, and Counseling, University of
Alabama.
Joy J. Burnham, Department of Educational Studies in
Psychology, Research Methodology, and Counseling, University of
Alabama.
Rachel Richey, Department of Educational Studies in Psychology,
Research Methodology, and Counseling, University of Alabama.

Downloaded from tfj.sagepub.com at UNIV OF LOUISVILLE on September 8, 2015

