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Understanding the relationship between
family communication and the development
of weight stigma

BACKGROUND

This study examined the relationship between family
communication and weight stigma. The Family Commu-
nication Patterns Theory was used as a framework to ex-
plain the relationships between two dimensions of family
communication (i.e., conversation orientation and confor-
mity orientation) and antifat attitudes (i.e., physical unat-
tractiveness and weight blame).

PARTICIPANTS AND PROCEDURE

A total of 585 college-aged participants completed an on-
line questionnaire. We used the following instruments:
body mass index (BMI), Antifat Attitudes Scale (AFAT), Re-
vised Family Communication Patterns Scale (RFCP).

RESULTS

Significant relationships were found between the two di-
mensions of family communication and antifat attitudes.
Conversation orientation was negatively associated with
antifat attitudes and conformity orientation was positive-

ly associated with antifat attitudes. In addition, pluralistic
families were less likely to stigmatize the overweight and
obese by demonstrating less discrimination with physical
attraction and personal weight blame.

CONCLUSIONS

These findings highlight the important association be-
tween family communication and antifat attitudes. Fami-
lies that endorse a pluralistic family type (i.e., high conver-
sation orientation and low conformity orientation) appear
to engage in the least amount of discrimination with
regard to weight stigma. These families are not only less
discriminating of others, they perhaps bring about more
awareness and information to family members as com-
pared to other family types.
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BACKGROUND

Obesity stigma is one of the most harmful and lasting
forms of stigma (Andreyeva, Puhl, & Brownell, 2008;
Latner & Stunkard, 2003; Sutin, Stephan, Carretta,
& Terracciano, 2015), leading to discrimination in areas
such as employment, education, and healthcare (Puhl
& Heuer, 2009). Existing obesity stigma research has
primarily focused on the effects of stigma (see Puhl
& Heuer, 2009) and psychological origins of stigma (see
Puhl & Brownell, 2003). However, few studies have fo-
cused on the association between weight stigma and the
role of the family in children’s attitudes toward weight.
To examine the role of the family in children’s
weight socialization, we chose to focus on family
communication, for research supports the notion
that family communication socializes individuals re-
garding societal attitudes and behaviors (Fitzpatrick
& Ritchie, 1993; Koerner & Fitzpatrick, 2002a, b). In
this study, we expand on the current family com-
munication research by examining the role of fami-
ly communication patterns and their relationship to
weight stigma. Specifically, we examine the associa-
tion between conversation and conformity orienta-
tions of family communication and antifat attitudes.

STIGMA

The present study examines stigma in terms of Goff-
man’s (1963) conceptualization of the term stigma,
which is viewed as any characteristic that is deeply
shameful to its possessor and distinguished between
three types of stigma: abominations of the body, tribal
stigma, and blemishes to individual character. Abomi-
nations of the body refer to physical deformities; tribal
stigmas refer to stigmas associated with race, religion,
and social class; and blemishes to individual character
refer to mental illness and addiction. These stigmati-
zations lead to a spoiled identity, which refers to an
identity that prevents one from complete social ac-
ceptance. The consequences for not being normal are
often severe, and as a result, the stigmatized learn to
adapt their behavior and self-presentation to fit soci-
ety’s standards. All stigmatizing messages provide the
necessary cues to distinguish and categorize people as
separate social entities, while also making connections
between this group and certain undesirable physical
or social characteristics (Smith, 2007). While there are
numerous reasons why a person or persons may be
stigmatized, the present study focuses weight stigma.

WEIGHT STIGMA
The form of stigma associated with the obese is unique

in terms of physical conditions, for obese people are
often perceived to have brought their conditions on
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themselves (Crandall, 1994; Hansson & Rasmussen,
2014; Musher-Eizenman, Holub, Miller, Goldstein,
& Edwards-Leeper, 2004). The stigma associated with
obesity is different from stigma associated with other
physical conditions, such as certain forms of cancer
(e.g., breast cancer and prostate cancer). These mala-
dies are attributed to genetics or “bad luck” rather than
personal responsibility (Crandall & Moriarty, 1995).

When individuals stigmatize other targets (e.g.,
sexual orientation, race, gender), they are often
shamed and corrected, but obesity stigma is one of the
still considered an acceptable stigma (Puhl & Brownell,
2001, 2003) due to the perception that obesity is con-
trolled by the individual (Ebneter, Latner, & O’Brien,
2011; Katz, 2014; Tomiyama et al., 2015). This has led
to discrimination in areas such as education, employ-
ment, and healthcare (Dhurandhar, 2013; Puhl & Heu-
er, 2009; Latner, O’Brien, Durso, Brinkman, & Mac-
Donald, 2008). While other weight groups, such as
those who are underweight, also experience weight
stigma, the stigma associated with the overweight and
obese is more severe (Andreyeva et al., 2008). Research
examining perceptions of those with eating disor-
ders demonstrates that although eating disorders are
generally perceived to be negative, participants con-
sistently attribute benefits to having an eating disor-
der and admiration for those who suffer (Anderson,
2013; Mond, Robertson-Smith, & Vetere, 2006; Roeh-
rig & McLean, 2010) because being thin and/or losing
weight is viewed as valuable in western society. Obe-
sity, on the other hand, is considered as immoral and
disgusting (O’Brien et al., 2013; Townsend, 2009).

Research (e.g., Puhl & Heuer, 2009) has shown that
there are many sources of weight stigma, including
family. For example, the frequency of weight stigma
messages, as reported by both men and women, is
higher for family members than employers or super-
visors, mental health professionals, nurses, or gen-
eral community members (Puhl & Brownell, 2006;
Puhl & Heuer, 2009; Puhl, Moss-Racusin, Schwartz,
& Brownell, 2008). Puhl et al. (2008) found that most
overweight individuals have experienced some form of
teasing or name-calling from their parents and/or sib-
lings. Yet, there has been a lack of research regarding
how these stigmatizing messages develop in the family.

The current study examines the associations be-
tween family communication patterns and a specific
form of weight stigma, antifat attitudes. Family mem-
bers who communicate stigmatizing messages about
weight could be contributing the development and
perpetuation of general weight stigma.

FAMILY COMMUNICATION PATTERNS
THEORY

As the aforementioned literature notes, obesity
stigma is prevalent, yet the question that remains



is where are these group norms being learned, spe-
cifically in terms of obesity stigma? To answer this
question, we turn to family communication patterns
theory. Past and current research supports the no-
tion that family communication has an influence on
one’s behaviors within and outside the family unit,
influencing children’s beliefs, values, how they per-
ceive their social environment, and how they create
and maintain interpersonal relationships (Fitzpatrick
& Ritchie, 1993; Koerner & Fitzpatrick, 2002a, b; Ko-
erner & Schrodt, 2014).

There are two fundamental dimensions of Fam-
ily Communication Patterns (FCP): Conversation
orientation and conformity orientation (Fitzpatrick
& Ritchie, 1994; Ritchie & Fitzpatrick, 1990). Conver-
sation orientation is “defined as the degree to which
families create a climate in which all family mem-
bers are encouraged to participate in unrestrained
interaction about a wide variety of topics” (Koerner
& Fitzpatrick, 2006, p. 54). Families high in conversa-
tion orientation emphasize open communication and
all family members are encouraged to express ideas
(Koerner & Fitzpatrick, 2002b). Conformity orienta-
tion “refers to the degree to which family communi-
cation stresses a climate of homogeneity of attitudes,
values, and beliefs” (Koerner & Fitzpatrick, 2006,
p- 55). Families high in conformity orientation tend
to have interactions that stress obedience to parents,
adherence to family beliefs and attitudes, and conflict
avoidance (Koerner & Fitzpatrick, 2002b).

Based on these dimensions, families are catego-
rized into one of four types: consensual, pluralisit-
ic, protective, and laissez-faire. Consensual families
are high in conversation and conformity orienta-
tions, and parents in these families are interested in
interacting and spending time with their children
(Fitzpatrick & Ritchie, 1994; Koerner & Fitzpatrick,
2002b). Pluralistic families are high in conversation
orientation but are low in conformity orientation,
valuing open discussion (Fitzpatrick & Ritchie, 1994;
Koerner & Fitzpatrick, 2002b). Protective families are
low in conversation orientation but high in confor-
mity orientation (Fitzpatrick & Ritchie, 1994; Koerner
& Fitzpatrick, 2002b). These families have little open
communication, and obedience to parents is empha-
sized. Finally, laissez-faire families are low in conver-
sation orientation and low in conformity orientation,
and parent-child interaction is limited (Fitzpatrick
& Ritchie, 1994; Koerner & Fitzpatrick, 2002b).

Research is extensive regarding FCP and cogni-
tive, affective, and behavioral processes (Schrodt
& Ledbetter, 2007; Schrodt, Witt, & Messersmith,
2008; Segrin, 2006). Family Communication Patterns
has been found to be associated with anxiety and de-
pression (i.e., conformity orientation was negatively
associated with depression; Koerner & Fitzpatrick,
1997), communication apprehension (i.e., conversa-
tion orientation was negatively associated with com-

munication apprehension; Elwood & Schrader, 1998),
perceived stress (i.e., families with high conversation
orientation have children who report less perceived
stress; Koerner & Fitzpatrick, 2002b; Schrodt, Led-
better, & Ohrt, 2007). To our knowledge, one area
of literature that has yet to be researched is family
communication patterns and weight stigma. Because
the family environment is often thought of as a ma-
jor foundation for children’s attitudes, beliefs, and
behaviors, it is possible that family communication
aids in the development of attitudes about physical
weight.

Weight and family communication. The role of
family communication and weight has been exam-
ined extensively regarding eating disorders (i.e., an-
orexia nervosa and bulimia nervosa) and body im-
age. Overall, research (e.g., Joiner, Heatherton, Rudd,
& Schmidt, 1997; Levine, 1996; Wonderlich, 1992) has
shown a correlation between women with eating dis-
orders and family functioning. Family environments
where weight and eating patterns are frequently talk-
ed about are associated with higher instances of eat-
ing disorders in children (Kluck, 2010). Research (e.g.,
Al Sabbah et al., 2009; Coomber & King, 2008; Kluck,
2010) has also shown the effects of dyadic family re-
lationships (e.g., mother-daughter, sister-brother) on
eating patterns and body image. Mothers can influ-
ence their daughters’ body image through their own
attitudes and eating behaviors (Cooley, Toray, Wang,
& Valdez, 2008), and sibling relationships can affect
eating attitudes by promoting a culture of thinness
(Coomber & King, 2008). In addition, family commu-
nication, specifically the expression of emotion, is as-
sociated with thoughts of disordered eating (Arroyo
& Segrin, 2013; Segrin & Flora, 2011). Berge, Wall,
Larson, Loth, and Nuemark-Sztainer (2013) found
that family functioning was related to adolescents’
health behaviors, such as eating fruits and vegeta-
bles, physical activity level, and weight. Moreover,
family communication patterns directly affect health
attitudes (Baiocchi-Wagner & Talley, 2013) and body
dissatisfaction (Taniguchi & Aune, 2013). These find-
ings indicate that family structure and type have an
influence on children’s own body image and eating
behaviors. However, there is still a question regard-
ing how these family communication behaviors are
associated with how children view others in terms of
body weight.

THE CURRENT STUDY

The current study examines the role of family com-
munication and attitudes toward the overweight and
obese. Family communication is related to health
outcomes in children and adolescents (Arroyo & Seg-
rin, 2013; Baiocchi-Wagner & Talley, 2013; Berge et
al., 2013), but there is no research in terms of how
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family communication affects children’s perceptions
of others’ health.

Family Communication Patterns posits that fam-
ilies who create a climate in which family members
are encouraged to communicate about a variety of
topics are more likely to have frequent exchanges
of values and opinions that help educate and social-
ize children (Koerner & Fitzpatrick, 2006; Koerner
& Schrodt, 2014). Further, research has shown that
people who employ open communication about
physical and mental stigmas tend to have more pos-
itive and accepting attitudes toward the stigmas and
persons with the stigmas (Hinshaw, 2007). Although
most of this research has been examined in terms of
racial prejudice, the overall consistent finding has
shown that talking about the condition makes indi-
viduals more sympathetic to those who are outside of
the group norm (Hinshaw & Stier, 2007).

Family Communication Patterns also postulates
that families who stress conformity are more likely
be traditional and hierarchical (Koerner & Fitzpat-
rick, 2006). High conformity has been associated
with less personal growth of family members, more
parental control over children’s decisions, less empa-
thy, and less perspective taking (Koerner & Fitzpat-
rick, 2002b). This suggests that people who grow up
in families high in conformity would be less accept-
ing of stigmas because they would be unable to see
beyond the characteristics (e.g., size of the person,
space that a person takes up, etc.) that indicate some-
one is overweight or obese.

Our first hypothesis examines the dimensions
of FCP and attitudes toward overweight and obese
people. As noted by previous research (e.g., Puhl
& Brownell, 2006; Puhl & Heuer, 2009; Puhl et al.,
2008), family members are the most common and
frequently cited sources of stigma. Therefore, it is
plausible that families who perpetuate stigmas are
also more closed-minded and conforming regarding
messages about weight. Conversely, families wherein
open communication is encouraged are perhaps less
stigmatizing because they are able to openly discuss
issues and potentially challenge the negative per-
ceptions attached to overweight and obese people.
Thus, Hla posits that individuals from families who
are high in conversation orientation will be less like-
ly to deem a person unattractive because of his/her
weight while those from families high in conformity
orientation will be more likely to view an overweight
person as unattractive. H1b predicts that individuals
from families who are high in conversation orienta-
tion will be less likely to believe the overweight or
obese person is to blame when it comes to his/her
weight problem, while individuals from families who
are high in conformity orientation are more likely to
blame an overweight person for his/her weight prob-
lem. Again, the rationale for this hypothesis stems
from research that suggests people who openly and
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positively communicate about stigmas will potential-
ly be more accepting of the stigma (e.g., Hinshaw,
2007; Hinshaw & Stier, 2007) and that those who are
higher in conformity may be less empathic toward
others and less open to multiple perspectives (Koern-
er & Fitzpatrick, 2002b).

Because the effects of FCP’s two dimensions (i.e.,
conversation and conformity) are often dependent
on one another, it is important to examine any inter-
action effects that these dimensions have on weight
stigma. Koerner and Fitzpatrick (2002b) suggest that
in order to predict the influence of family commu-
nication patterns on family outcomes, it is best to
test both dimensions simultaneously. Therefore, our
second hypothesis predicts that pluralistic families,
who are high in conversation orientation and low in
conformity orientation, will have the least discrimi-
nation toward overweight or obese individuals. We
believe this combination of the two dimensions will
allow for the least biased, negative exchange of infor-
mation about weight stigma.

PARTICIPANTS AND PROCEDURE

College students in an introductory communication
course at a large Midwestern university were admin-
istered an on-line questionnaire designed to measure
family communication patterns, fat attitudes, body
mass index (BMI), and parents’ weights. A total of
592 participants completed the on-line questionnaire.
However, 7 questionnaires were discarded because
these participants completed less than 10% of ques-
tionnaire (n = 4) or their age (i.e., above 45) deemed
them an outlier (n = 3). Thus, the final sample includ-
ed 585 participants (448 women and 129 men) with
a mean age of 20.64 (SD = 2.07). Collectively, this
sample was 79% White, 5% Asian/Pacific Islander,
4% Hispanic/Latino(a), 3% African American/Black,
0.2% Native American and 3% “other”.

With regard to BMI, participants self-reported
their height and weight. This information was used
to calculate their BMI (BMI = (weight in pounds *
703) / height in inches?). While scholars have noted
that there are problems with using BMI as a means
of measuring health in terms of weight and that oth-
er measures, such as body fat percentage and weight
circumference, are more accurate, most medical pro-
fessionals still use BMI as a means for diagnosing
and treating obesity (Centers for Disease Control
and Prevention, 2015). In addition, although some
participants will fabricate ideal height and weight
measurement on survey instruments, research has
shown that effects are minute (Gorber, Tremblay,
Moher, & Gorber, 2007).

Participants were then divided into four groups
based on their BMI — underweight (i.e., BMI below
18.5), normal weight (i.e., BMI between 18.5-24.9),



overweight (i.e., BMI between 25-29.9), and obese (i.e.,
BMI 30 and above) (Centers for Disease Control and
Prevention, 2015). Of the participants who reported
their information, 5% reported a BMI that registered
at underweight (n = 31), 68% reported a BMI that
registered at normal weight (n = 400), 14% report-
ed a BMI that registered at overweight (n = 84), and
6% reported a BMI that registered at obese (n = 35).

Participants also reported the perception of his/
her parents’ weight in terms of BMI categories (i.e.,
severely underweight, underweight, normal weight,
overweight, obese, and morbidly obese). Each par-
ticipant reported their mother’s weight as severely
underweight (1%), underweight (8%), normal weight
(67%), overweight (22%), or obese (2%). Additional-
ly, participants reported their father’s weight as se-
verely underweight (0.3%), underweight (4%), normal
weight (70%), overweight (24%), obese (1%), or mor-
bidly obese (0.3%). While we note that these descrip-
tions may not be accurate, we were more interested
in participants’ perceptions of their parents’ weight
rather than accuracy.

MEASUREMENTS

Antifat Attitudes Test. Antifat attitudes were assessed
with two subscales from the Antifat Attitudes Test
(AFAT; Lewis, Cash, Jacobi, & Bubb-Lewis, 1997).
First, participants completed 10 items that assessed
the physical/romantic unattractiveness of “fat” peo-
ple. Sample items include, “I can’t believe someone
of average weight would marry a fat person”, “It’s
disgusting to see fat people eating”, or “Fat people are
physically unattractive”. Higher scores on this scale
reflect negative attitudes about “fat” people’s phys-
ical and interpersonal attractiveness such that they
are unacceptable as romantic partners. Cronbach’s
for this scale was .82. Next, participants completed
the second subscale, which was comprised of 9 items
that assessed weight control/blame. Sample items in-
clude, “There’s no excuse for being fat”, “If fat people
really wanted to lose weight, they could”, or “Most
fat people will latch onto almost any excuse for being
fat”. Higher scores on this scale reflect more personal
blame for weight problems. All items were scored on
a 5-point Likert scale, with 1 = strongly disagree to
5 = strongly agree. The scale achieved a reliability of .82.

Family Communication Patterns. The Revised Fam-
ily Communication Patterns Scale (RFCP) was used
to assess perceptions of family communication along
two dimensions (i.e., conversation orientation and
conformity orientation) (Ritchie & Fitzpatrick, 1990).
Fifteen items were used to examine conversation ori-
entation, which refers to the degree to which family
communication creates a climate that welcomes un-
restrained interactions and does not place limitations
on topics discussed. Sample items include, “T usually

tell my parents what I'm thinking about things”, or
“My parents and I often have long, relaxed conver-
sations about nothing in particular”. High scores on
this scale reflect families that “freely, frequently, and
spontaneously interact with one another” (Koern-
er & Fitzpatrick, 2006, p. 54). Cronbach’s a for this
scale was .92. Participants also completed 11 items
that measured conformity orientation, or the degree
to which family communication emphasizes homog-
enous attitudes, values and beliefs. Sample items in-
clude, “When anything really important is involved,
my parents expect me to obey without question”, or
“My parents sometimes become irritated with my
views if they are different from theirs”. High scores
on this scale reflect families that stress the uniformi-
ty of beliefs and attitudes and promote harmonious
interactions. All items on the RFCP were scored on
a 5-point Likert scale, with 1 = strongly disagree to
5 = strongly agree. Cronbach’s o for this scale was .83.

In addition to these scales, participants complet-
ed a number of demographic items, such as sex, age,
race/ethnicity, weight and height.

RESULTS

Means, standard deviations, and zero order correla-
tions for all variables in this investigation can be
found in Table 1. Hypothesis 1 examined the rela-
tionship between the two dimensions of family com-
munication (i.e., conversation and conformity) and
antifat attitudes (i.e., physical unattractiveness and
weight blame). Hla predicted that individuals from
families who are high in conversation orientation
would be less likely to discriminate the attractiveness
of a person because of his/her weight while individ-
uals from families who are high in conformity orien-
tation would more likely to find overweight people
as unattractive. H1b predicted that individuals from
families who are high in conversation orientation
would be less likely to place personal blame on an
overweight or obese individual while individuals
from families who are high in conformity orienta-
tion would be more likely to place personal blame on
overweight people. Two hierarchical regression anal-
yses were conducted. For each regression analysis,
BMI (for participants, mothers, and fathers) and sex
were entered in each model as step 1. Step 2 of the
model contained conversation orientation and con-
formity orientation. All regression coefficients are
reported in standardized form.

The first regression model was tested with phys-
ical unattractiveness as the dependent variable.
Step 1 of the model (BMI and sex) contributed sig-
nificantly to the regression model, F4, 480) = 6.22,
p < .001, and accounted for 5% of the variance in
physical unattractiveness. Adding the two dimen-
sions explained an additional 3% of variation in
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Table 1

Means, standard deviations, and zero order correlations of all test variables

1 2 3 4 5 6 7
1. Conversation orientation -
2. Conformity orientation =~ —.27*"*
3. Weight unattractiveness —.15*" 13*F
4. Weight blame -.10* 147 .69%7*
5. Mother’s weight -.06 -.03 -.12% -.06
6. Father’s weight .01 .00 -.05 -.07 9%
7. Child’s weight -.06 .02 -.08 -.05 14%F 5% -
M (SD) 3.32(.82) 2.47 (.68) 2.76 (.63) 2.77 (.67) 23.19 (4.71)

Note.”p < .05,*"p <.01,"**p <.001

physical unattractiveness and this R* was significant,
K6, 478) = 6.39, p < .001. As predicted, conversation
orientation was negatively (B = —.09, p = .043) asso-
ciated with physical unattractiveness and conformity
orientation was positively (f = .11, p = .020) associ-
ated with physical unattractiveness. The second re-
gression model mirrored the first, but this time had
weight blame as the dependent variable. Step 1 of
the model (BMI and sex) contributed significantly to
the regression model, F(4, 484) = 3.38, p = .018, and
accounted for 3% of the variance in weight blame.
Adding the two dimensions explained an addition-
al 2% of variation in weight blame and this R* was
significant, K6, 482) = 3.84, p = .002. As predict-
ed, conformity orientation was positively (f = .12,
p = .010) associated with weight blame, however,
conversation orientation (f = -.04, n.s.) was not pre-
dictive of weight blame.

In sum, individuals from families who are high in
conversation orientation are less likely to find over-
weight people physically unattractive. Further, the
more conforming family communication is, the more
individuals are likely to find overweight or obese
individuals unattractive and are more likely to find
overweight or obese individuals at fault for his/her
appearance. When controlling for BMI (for partici-
pants, mothers, and fathers) and sex of the partici-
pant, the additional variance accounted for in antifat
attitudes was small (3% for physical unattractiveness
and 2% for weight blame). Thus, conversation- and
conformity orientation were found to provide a min-
imal contribution to antifat attitudes.

Hypothesis 2 predicted that pluralistic families
(high conversation and low conformity) would be
least discriminating with regard to weight in com-
parison to the other family types. In order to test
this hypothesis, conversation and conformity ori-
entations were each split into groups of high and
low, respectively. As recommended by Koerner and
Fitzpatrick (2002b), a mean split was used to create
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these groups. Next, high and low groups of conver-
sation orientation were combined with high and low
groups of conformity orientation. The final variable
comprised the four family types (i.e., consensual
(n = 82), pluralistic (n = 139), protective (n = 143),
and laissez-faire (n = 98)). Because a person’s own
weight or that of his/her parents might influence
antifat attitudes and the way weight stigma is dis-
cussed, we controlled for each participant’s BMI,
mother’s weight and father’s weight. A MANCOVA
was used to examine the differences between each
family type (independent variable) with regard to at-
titudes toward physical unattractiveness and weight
blame (dependent variables). Participant’s BMI and
parents’ weight were entered as covariates. The
MANCOVA revealed a significant multivariate ef-
fect for family type, Wilks” A = .95, K6, 904) = 4.19,
p < .001, n? = .03. Power used to detect the effect was
.98. Given the significance of the overall test, the
univariate main effects were examined. Univariate
analyses of variance (ANOVAs) for each dependent
variable were conducted as follow up tests to the
MANCOVA. Using the Bonferroni method for con-
trolling Type I error rates for multiple comparisons,
each ANOVA was tested at the .03 level. Significant
univariate main effects were obtained for physical
unattractiveness F(3, 456) = 7.45, p < .001, n? = .05,
power = .99; and weight blame, F3, 456) = 6.05,
p < .001, n® = .04, power = .96. Post hoc analyses re-
vealed that individuals from pluralistic families
(M=2.56, SD = 0.58) were significantly less likely than
individuals from consensual (M = 2.82, SD = 0.66),
protective (M = 2.84, SD = 0.65), and laissez-faire
(M = 2.87, SD = 0.62) families to deem “fat” people
as unattractive (see Figure 1). Uniform results were
found with regard to weight blame. Individuals from
pluralistic families (M = 2.58, SD = 0.70) were signifi-
cantly less likely than individuals from consensual
(M = 2.89, SD = 0.61), protective (M = 2.85, SD = 0.66),
and laissez-faire (M = 2.85, SD = 0.64) families to as-
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Figure 1. Means of physical unattractiveness by
family type.

sign personal blame to people who are overweight or
obese (see Figure 2).

Hypothesis 2 was supported as individuals from plu-
ralistic families, compared to individuals from the oth-
er three family types (i.e., consensual, protective, and
laissez-faire), held the least discriminatory attitudes to-
ward overweight and obese people. More specifically,
while controlling for one’s own weight and that of his/
her mother and father, individuals who engage in fam-
ily communication that is open and unrestrictive are
less likely to judge a person’s attractiveness based on
weight and are also less likely to attach personal blame
to someone for his/her weight problem.

DISCUSSION

The overarching goal of this study was to test the
associations between conversation and conformi-
ty dimensions of family communication and antifat
attitudes. The literature on family communication
patterns (e.g., Koerner & Fitzpatrick, 2006; Ritchie
& Fitzpatrick, 1990) has focused largely on informa-
tion processing, behavioral, and psychosocial out-
comes (Schrodt et al., 2008). In addition, research
looking at family communication and weight focused
primarily on children’s behaviors (e.g., disordered
eating; Arroyo & Segrin, 2013; eating and exercise
habits; Baiocchi-Wagner & Talley, 2013; Berge et al.,
2013) and body image (e.g., Al Sababah et al., 2009;
Cooley et al.,, 2008; Kluck, 2010). At the same time,
there is a void in the literature surrounding family
communication and weight stigma, specifically an-
tifat attitudes. The results of this investigation reveal
that open and frequent communication (higher con-
versation oriented climates) is negatively associated
with antifat attitudes, specifically, physical unat-
tractiveness, whereas family communication that is
restricting (higher conformity oriented climates) is
positively associated with physical unattractiveness
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Figure 2. Means of weight blame by family type.

and weight blame. When the interaction of both di-
mensions was taken into consideration, results in-
dicated that pluralistic families (high conversation
and low conformity) were the least discriminatory of
weight unattractivess and weight blame.

The findings of the current study confirm that fam-
ily communication has a relationship to children’s
views of acceptable body size. Previous research has
noted that weight stigma develops out of psycho-
logical variables, such as attribution (Crandall, 1994;
Rush, 1998), but little research has examined the ex-
tent to which the family is associated with shaping
these stigmatizing beliefs. The results of this study
indicate that while there are psychological compo-
nents to the development of weight stigma (see Puhl
& Brownell, 2003), family communication patterns
are also associated, implying that there could also
be behavioral components to the development of fat
stigma. Although family communication patterns
accounted for a small amount of variance in anti-
fat attitudes, this finding should not be discounted
because of its size — after all, there are undoubtedly
many factors or variables that could explain antifat
attitudes (e.g., peer groups, health behaviors and
physical activity opportunities, health history, etc.).
What remains impressive is that this finding sug-
gests that the climate of family communication (i.e.,
high conversation and low conformity) could have
the power to influence the development and perpet-
uation of weight stigma. This finding is consistent
with research regarding health outcomes and fami-
ly communication. The effect size indicates that this
is a subject worth exploring further through future
research. Research indicates that family communica-
tion can have an effect on children’s eating behaviors
and attitudes (Arroyo & Segrin, 2013; Baiocchi-Wag-
ner & Talley, 2013; Berge et al., 2013), but this finding
expands previous research in that it shows that fam-
ily communication can influence children’s percep-
tions of others’ health status.
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The negative association between conversation
orientation (i.e., the emphasis of open communica-
tion) and antifat attitudes is expected. With open
communication, all family members are encouraged
to talk about issues and their feelings. Based on the
results of this study, we can argue that parents that
emphasize communication are either doing one of
two things: 1) talking about multiple causes of obe-
sity and encouraging their children not to “judge
a book by its cover” or assume the worst about an
obese person; or 2) are more open and accepting of
their children’s body types and thus their children
are also more accepting of differing body types.

Similarly, the positive relationship between con-
formity orientation (i.e., the emphasis placed adher-
ing to family values and beliefs) and antifat attitudes
is also not surprising, for previous research (e.g., Botta
& Dumlao, 2002; Segrin & Flora, 2011) has shown a pos-
itive association between conformity orientation and
eating disorder behaviors in children. Therefore, some
families with high conformity orientation may em-
phasize that people should look a certain way (i.e., be
thin) and those that are overweight or obese are at fault
for their condition. Thus, it follows that children from
these families would be more likely to judge someone
more harshly based on his or her weight because they
are likely to be judged about their own weight.

Consistent with Koerner and Fitzpatrick’s (2002b)
claim that the two dimensions consistently interact,
we also found an interaction between conversation
and conformity orientations with regard to weight
stigma. Moreover, based on the findings of the previ-
ous variables, the negative relationship between plu-
ralistic families and antifat attitudes was expected.
Pluralistic families emphasize conversation and place
little emphasis on conformity. Because these families
are more accepting of other opinions and beliefs, it
follows that they would also be accepting of differ-
ent body types. In addition, these families would be
more willing to talk about why individuals would
look a certain way rather than jump to conclusions
regarding weight gain. Similarly, because pluralistic
families are not likely to simply accept information
based on what is presented but rather encourage
open discussion and are less likely to conform to
certain beliefs; members of these families would be
more likely to consider the notion that weight and
health are different entities.

Open and frequent communication among par-
ents and children appears to be a crucial component
to children being exposed to different topics and not
being afraid to ask questions about societal norms,
stereotypes, and/or physical and mental stigma. Af-
ter all, families high in conversation orientation be-
lieve that unrestricted communication is a necessary
component to healthy family functioning and so-
cialization (Koerner & Fitzpatrick, 2002b). However,
as suggested from this study, it is not only the pres-
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ence of higher conversation orientation; but rather
its operation in conjunction with a lower conformity
orientation. This combination of conversation and
conformity orientations appears to be an import-
ant key to families being less discriminatory toward
others who are overweight or obese. This finding is
consistent with previous research regarding fami-
ly communication and health outcomes. Previous
studies (e.g., Baiocchi-Wagner & Talley, 2013; Botta
& Dumlao, 2002) have noted that families that exhibit
pluralistic traits promote positive health outcomes.
In a society where obesity is an established and
growing problem (Ogden, Carroll, Kit, & Flegal,
2012), this research has implications for the success
of personal and work relationships, perpetuating
stereotypes, and increasing weight stigma and dis-
crimination. For example, family environments that
allow family members to discuss multiple topics and
promote personal growth could also by proxy allow
for more acceptance of others and open-mindedness.
Therefore, this research suggests that pluralistic fami-
ly types use communication in ways that are not only
less discriminating of others in comparison to other
family types, but bring about more awareness and
information to family members about various issues.

LIMITATIONS AND FUTURE
RESEARCH

The first limitation of this research is that it is based on
only one family member’s perception of his/her fam-
ily. Because the family is a system, it would be bene-
ficial to obtain data from multiple family members so
as to more comprehensively assess the relationships
between family communication and weight. There-
fore, future research surrounding weight stigma and
weight talk should include the parent’s perceptions
at the very minimum, in addition to other sibling’s
perceptions. This will allow for more accuracy when
assessing conversation and conformity orientations.
Further, it will allow for the detection of similar atti-
tudes and beliefs toward overweight and obese indi-
viduals among family members. Additionally, the cur-
rent research was cross-sectional and the results are
correlational. Therefore, we are unable to make causal
statements about the order of the variables examined
in this study. Although it seems likely that a person’s
family environment and communication processes
lead to their thoughts and beliefs about obesity, it is
also possible that antifat attitudes are the driving force
behind family communication processes.

CONCLUSIONS

The current study emphasizes the relationship be-
tween family communication patterns and weight



stigma. Families who adopt a high conversation ori-
entation and low conformity orientation appear to
engage in the least amount of discrimination with
regard to weight stigma. The findings illustrate the
importance of fostering a family environment where
family members teach, listen, encourage questions
and active participation from all members.
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