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Abstract

The rise of childhood obesity in less developed countries is often overlooked. We
study the impact of body weight report cards in Mexico. The report cards increased
parental knowledge and shifted parental attitudes about children’s weight. We observe
no meaningful changes in parental behaviors or children’s body mass index. Interest-
ingly, parents of children in the most obese classrooms were less likely to report that
their obese child weighed too much relative to those in the least obese classrooms. As
obesity rates increase, reference points for appropriate body weights may rise, making
it more di�cult to lower obesity rates.
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I Introduction

Recent trends in obesity in developing countries have received little attention.1 In several

developing countries, both the rate of growth of childhood obesity and the level of childhood

obesity exceed those of developed countries (World Bank, 2011; World Health Organization,

2012). Mexico, the country we study, is a prime example: it has one of the highest obesity

rates in the world (El Universal, January 22, 2010) and is on a trajectory to surpass obesity

rates in the United States.2

Trends like these can have important consequences for health and economic outcomes.

Obese children are at increased risk of hypertension and type 2 diabetes (Chomitz et al.,

2003; Must et al., 1999; Must and Strauss, 1999). In the longer run, childhood obesity may

lead to reduced labor market opportunities and poorer adult health (Cawley, 2004; Conti

and Heckman, 2012; Daniels, 2006; Taras and Potts-Datema, 2005). Despite these patterns,

there have been very few economic studies on obesity in developing countries.3

There has been much discussion about what policies may counteract these changes.

Across the developing and developed world, popular proposals include removing vending

machines from schools, banning food vendors on school property, taxing soda, and increas-

ing physical activity in schools. But these policy initiatives are often expensive, require

significant changes in the school environment, or meet political resistance. Information

interventions may be less intrusive but yet powerful alternatives. Certainly, within other

domains, information interventions have been e↵ective in changing behavior.4 In fact, many

health and obesity-related policies, such as mandatory posting of calories on menus (Bollinger

1Traditionally these countries have battled issues of malnutrition. The growth in obesity is a relatively
new phenomenon. In countries such as Mexico, the incidence of obesity is positively correlated with wealth
(Oria and Sawyer, 2007).

2In Mexico in 1999, 5.3 percent of male children and 5.9 percent of female children were obese and, in
2006, those percentages were 10.8 percent and 9 percent, respectively (Olaiz et al., 2006). Rates in the U.S.
were relatively stable rising from 13.9 percent to 15.5 percent during the same period. Statistics come from
http://www.cdc.gov/nchs/data/hestat/obesity_child_07_08/obesity_child_07_08.htm.

3Exceptions include Luo et al. (2006); Bhalotra and Rawlings (2011).
4Examples include encouraging students to finish high school (Jensen, 2010), helping low-income families

choose schools (Hastings and Weinstein, 2008), and reducing AIDS prevalence (De Walque, 2007; Dupas,
2011a).
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et al., 2011; Wisdom et al., 2010) and nutritional labeling (Jayachandran and Cawley, 2006),

are predicated on the idea that information could a↵ect behavior.

We evaluate the e↵ect of a tailored information intervention—the delivery of body weight

report cards to parents using a randomized-controlled design in Mexico. We study the im-

pact of weight report cards on parental knowledge, obesity-related attitudes and behaviors,

and body mass index (BMI) for 2,746 elementary school students. We use data collected

from several sources—surveys of parents, child anthropometric measures, and observed at-

tendance rates at an information session on healthy eating and physical activity. Mexico is

an interesting and relevant location to carry out this research given their fast-growing rate

of childhood obesity and limited knowledge about children’s weight issues (e.g., only 21% of

parents of overweight or obese children correctly classified their child as overweight or obese

in our sample).

This intervention is motivated by the use of weight report cards in several states and

countries.5 Despite their use, as the Centers for Disease Control (2009) states:

Little is known about the outcomes of BMI measurement programs, including

e↵ects on weight-related knowledge, attitudes, and behaviors of youth and their

families. As a result, no consensus exists on the utility of BMI screening pro-

grams for young people. The U.S. Preventive Services Task Force concluded that

insu�cient evidence exists to recommend for or against BMI screening programs

for youth in clinical settings as a means to prevent adverse health outcomes.

Weight report cards may be particularly successful for several reasons. First, as we find in

our data, parents are poorly informed about their child’s health. Second, personalized health

campaigns are generally more e↵ective than non-personalized health campaigns (Hawkins

et al., 2008). Third, according to the Health Belief Model (Hochbaum et al., 1952), a

5Arkansas, New York City, the United Kingdom, and Malaysia have used them (Evans and Sonneville,
2009; Schocker, April 19, 2011). Additional areas have BMI surveillance programs where students are weighed
on a regular basis but only aggregate statistics are reported (Nihiser et al., 2009). Some states have added a
BMI calculation to their student’s academic report card (http://www.huffingtonpost.com/2011/04/19/
bmi-schools_n_850776.html)
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highly-cited psychological model which attempts to explain health behaviors, a person must

understand vulnerability to disease before any behavioral change can occur.

In this field experiment, children were randomized into one of four groups: a control

group and three treatment groups. Parents of children in the treatment groups received

information on the height and weight of their children and their child’s weight classification

(i.e., underweight, healthy weight, overweight, or obese).6 Two of the three treatment groups

(referred to as the RISK and COMPARE treatments) received information in addition to this

basic information. These two treatments were designed to test the e↵ects of di↵erent types of

information. In particular, the RISK treatment provided the health risks of obesity. Making

the consequences of the child’s weight status more salient to parents may be important

because the costs of healthy behaviors are accrued earlier than the benefits, leading people to

procrastinate on engaging in health-improving behaviors (e.g., DellaVigna and Malmendier,

2006; Giné et al., 2010; Royer et al., 2012). The COMPARE treatment provided information

on the number of children in each weight classification in the child’s class in school.7 The

purpose of this treatment was to test the importance of social norms. In classes where the

majority of students are obese, learning that your child is obese may worry parents less

because the reference group is obese.

This paper complements an earlier public health and medical literature on weight report

cards in developed counties (Chomitz et al., 2003; Grimmett et al., 2008; Kalich et al., 2008;

Kubik et al., 2006). Only one of these studies (i.e., (Chomitz et al., 2003)) uses a randomized

design. Their main treatment is similar to our BASIC treatment but unfortunately su↵ers

from low response rates (29%), a small sample size (399), and significant sample imbalance

across the treatment and control groups. For example, the fraction of mothers with less

than a high school degree is 17.2% in the control group and 6.6% in the treatment group.

Given that parental background is a strong predictor of the response to the report card, this

6We describe these classifications in more detail later but they are based on the Centers for Disease
Control (CDC) classifications (i.e., are not specific to Mexico).

7We tried to keep the information conveyed as simple as possible so we presented counts, which we thought
would be easier to understand than percentages.
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imbalance is likely to be problematic and may bias the treatment e↵ect estimates upwards.

Unlike many previous studies on the e↵ect of information on behaviors, we try to under-

stand the steps by which health information may impact behavior. Documenting these steps

is important because, in the case of a null e↵ect of information on behavior, as some studies

including this one find, it is not clear whether the result is due to the lack of the information

being transmitted or a lack of a response to the new information.8

First, we study whether the report cards changed parental knowledge and attitudes con-

cerning the child’s weight. This is likely a necessary condition for changes in behavior to

occur. Many informational interventions look at behaviors without documenting whether

the information is absorbed and retained, making it then di�cult to understand why the

intervention was ine↵ective in the case of null results. We do find that the intervention

increased parental knowledge of their child’s weight reported one to two months after the

intervention. At baseline, 33% of parents of overweight children and only 6% of parents

of obese children correctly reported their child’s weight status. Following the intervention,

those percentages rose to 59% and 20% respectively for those receiving report cards. Ad-

ditionally, this knowledge translated into changes in parents’ beliefs concerning their child’s

weight. The treatment increased the fraction of parents of overweight and obese children

reporting that their child weighs too much. Moreover, reference groups and social norms

may have important e↵ects on these beliefs. In classes where parents of overweight and obese

children were told that more than a third of students were overweight or obese, the report

cards had no e↵ect on parental beliefs about the child’s weight.9 Such a finding suggests

that as obesity rates rise, parents may be less inclined to believe that their child is obese,

and thus, it may be more di�cult to induce change. Second, after documenting the e↵ects

on parental knowledge and perceptions, we evaluate whether these e↵ects translate into be-

8Examples of null e↵ects of information on behavior include Giné et al. (2010); Meredith et al. (2012).
Giné et al. (2010) estimate no impact of information on smoking behaviors in the Philippines and Meredith
et al. (2012) consider the e↵ect of health risk information on the transmission of hookworm.

9These findings are reminiscent of those of Ali et al. (2011), who show, using observational data from the
National Longitudinal Study of Adolescent Health, that an adolescents’ social group a↵ects his/her weight
perceptions.
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havioral changes. We observe no changes in observed and self-reported behaviors related to

exercise and diet. Third, we estimate whether there are impacts on children’s outcomes such

as BMI or weight. We do not find any detectable e↵ects on BMI or weight.

We explore several possible explanations for these null behavioral results. First, it is

possible that limited resources a↵ected parents’ ability to respond to this new information.

Some obesity-reducing actions such as signing a child up for a sports class could be costly.

If resources are important for reducing obesity, we would expect that the most educated

parents would be the most responsive to the report cards. However, there are no di↵erential

responses to the report cards by parental education. Also, a lack of resources likely cannot

explain the lack of behavioral changes by parents given that when free resources (i.e., help

from nutritionist and an information session on healthy eating and physical activity) were

provided, few parents took advantage of them. Second, the report cards may not be mean-

ingful to parents if they are not cognizant of ways to reduce obesity. But from the endline

survey, it was clear that most parents were aware of the causes of obesity.10 Lastly, in order

to observe meaningful behavioral changes, it may be necessary that parental concerns about

obesity change. We do not observe changes in such concerns nor in the ranking of concern

about child’s weight relative to other parental concerns. Overall, our results suggest that the

provision of weight report cards is simply not enough to induce change despite the positive

e↵ects on knowledge and attitudes.

II Experimental Design and Data Collection

A Experimental Design and Timeline

The field experiment took place in the city of Puebla, Mexico, the fourth largest city in

Mexico (1.5 million people). Puebla is located in central Mexico. In 2000, average income

per capita in the city of Puebla was 9,843 US dollars, more than the national Mexican average

10However, being cognizant of the causes might not imply that one knows how to reduce obesity.
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of 7,025 US PPP 2005 dollars.11

Seven primary public schools were selected to participate.12 Classes from second through

sixth grade were considered. All students within each class were surveyed. The children

ranged in age between 6 and 14 years old, but most of the sample (96%) was between 8 and

12 years old.

We outline the timeline of the experiment and the di↵erent treatment arms in Figure 1.

The field experiment began with the distribution of a baseline survey to students to take

home to parents to complete (see the Appendix for a copy of the survey). Included in this

survey is a diversity of questions – done such to not prime participants about the focus of the

study. Of the 24 questions, only 5 concern weight. This survey collected information from

the primary caretaker about his/her education, occupation, parental concerns (e.g., H1N1,

child’s weight, child’s performance in school), their classification of the child’s weight (i.e.,

underweight, healthy weight, overweight, and obese), and rates of time preference. The base-

line survey response rates was 67%. These response rates are higher than some other studies

using school-based samples (Angrist et al., 2002; Bettinger and Slonim, 2007). The baseline

response rates are not related to treatment status since we stratified the randomization based

on whether the family responded to the baseline survey.

Following the collection of the baseline survey, nutritionists weighed and measured all

students in the participating classes. Each child’s weight was categorized using the BMI-

for-age weight status categories and corresponding percentiles established by the Centers for

Disease Control.13

Next, the students were randomized into one of four groups: three treatment groups

(BASIC, RISK, and COMPARE) and a control group. The randomization was stratified

11These statistics come from the 2000 Mexican Census. See http://www.puebladelosangeles.gob.mx/
wb/pue/ingreso_percapita_anual_por_municipio_de_la_zona_m for the Puebla statistic.

12Schools that were neither the poorest or the richest schools in the urban area were considered. Then the
sample was restricted further to schools that expressed an interest in participating.

13According to the CDC, students are classified underweight if their weight is less than the 5th percentile,
healthy weight if their weight is between the 5th percentile and the 85th percentile, overweight if their
weight is between the 85th and the 95th percentile, and obese if their weight is equal or greater than the
95th percentile for their age in months, height, and sex.
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based on the combination of school, weight status, and whether or not the baseline survey was

completed. An overview of these treatments is presented in Figure 1. The three treatment

groups received a personalized health report card that detailed the child’s height, weight,

and weight classification (i.e., underweight, healthy weight, overweight, or obese). To enable

parents to understand these weight classifications, the ranges of weights for each classification

were given for each of these classifications based on the child’s height, age, and sex. See the

Appendix for a copy of an example of the BASIC, RISK, and COMPARE report cards.

The weight report cards were sent home in sealed envelopes to parents along with a letter

from the school district and contact information of a nutritionist to contact, free of charge,

if parents had further questions. We considered the possible adverse e↵ects of the report

cards (e.g., the lowering of children’s self-esteem). However, in discussions with the research

team, we heard of no mention of these type of e↵ects. The control group did not receive this

personalized health report card.

What distinguishes the three treatment groups is the level of information they received.

The BASIC treatment group received the report card as detailed above. The report cards

of the RISK and COMPARE treatments included additional information. In particular, the

RISK treatment group had an additional script describing the health risks of their child’s

weight classification. For obese or overweight children, the message was “Obese/overweight

children are at higher risk of living shorter lives and developing diseases such as diabetes,

high blood pressure, heart disease, asthma, and cancer.” For underweight children, the rel-

evant text was “Underweight children run a higher risk of malnourishment, low scholastic

achievement, and low resistance to illness.” The parents of healthy weight children received

information on the health risks of being overweight/obese. The purpose of this treatment

was to make the health risks of being underweight, overweight, or obese more salient to par-

ents. Given that many parents in our sample appear to have present-biased preferences, such

salience may lead parents to expend more resources towards long-run investments in health.

The COMPARE treatment group obtained the same report card as the BASIC treatment
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but also received information about the number of children in the child’s class in each of

the weight categories: underweight, healthy weight, overweight, and obese. The intention

of this treatment was to understand whether parents’ beliefs and actions about their child’s

weight are dependent on the prevalence of overweight and obesity in their child’s class. In

observational settings, beliefs about one’s own weight are impacted by the weights of one’s

peer group (Ali et al., 2011).

The three treatment groups and control group received an invitation to attend an in-

formation session entitled “Practical Tips for Improving Your Child’s Eating Habits and

Physical Activity.” Note that this session does not directly address weight. For the treat-

ment groups, this invitation was sent home along with the report card. For the control

group, this invitation was sent by itself. All children regardless of their weight classification

received an envelope to take home that included an invitation to this session and if they were

in a treatment group, a report card. Envelopes were distributed to all children to reduce the

possible adverse self-esteem e↵ects. The main motive for this invitation was to obtain an

observed (i.e., not self-reported) measure of parents’ reaction to the weight report card; at-

tendance at this session was one of our main outcome variables. Moreover, since the session

was free, a lack of parental response cannot be attributed to a lack of income.14 Observed

behavior (e.g., attendance to the session) and self-reported behavior might be very di↵erent.

For example, a parent may say that she intends to change her child’s habits, but we care

mostly about her behaviors rather than her intentions. The information sessions occurred

two weeks after the delivery of the weight report card; each school had two sessions.

The administration of the experiment follows the usual operating procedures of the

schools. Schools communicate with parents by sending notifications home with the students.

Parents are often invited to come to school to discuss school performance and occasionally

meetings regarding non-academic topics such as safety and health are scheduled. The in-

tervention followed the traditional days of the week and times these meetings are arranged.

14Of course, this statement does not take into account the opportunity cost of time.

8



Typical attendance at these meetings varies across schools but averages 80%.

Following the informational sessions, in March 2010, the endline survey was distributed

to all treatment groups and to the control group. The endline survey was intended to

capture parental response to the report card information. This survey contained many of

the baseline survey questions but also asked parents whether they had taken particular

actions–seen a medical professional in regards to the child’s weight, put the child on a diet,

engaged in physical activity with the child, discussed the child’s weight with him or her,

family members, or friends, had the child skip meals or snacks, and/or signed the child

up for a sport or exercise class. Questions about these particular actions come from the

public health study on body mass index report cards of Kalich et al. (2008). There were

also questions inquiring about parental intentions to change the amount of food the child

consumed and the amount of exercise he or she engaged in. The post-intervention survey

finished with a series of questions about health knowledge and knowledge of their child’s

weight status. Those who attended the informational session filled out the endline survey at

the session so their responses would not be a↵ected by the class.15

In the second half of May 2010, at the end of the school year, the nutritionists measured

the heights and weights of both treatment and control children again to see if the intervention

had had any impact on children’s weight or BMI.

It is important to note that the randomization was done at the individual level rather

than at the school or grade level. The choice to randomize at the individual level was dictated

by the fixed sample size. To maximize the power of the experiment, the randomization was

performed at the individual level. Given this level of randomization, there is the possibility

of cross-contamination e↵ects biasing our estimates. Specifically, one might imagine that

a parent in the control group may become more concerned about his/her child’s weight if

the parent talks with a parent who received the RISK treatment report card. Any spillover

e↵ects, if they exist, might dampen the di↵erences between the treatments and the control

15In analyses not reported, we examined whether the treatment e↵ects di↵er for attendees and non-
attendees and find similar results across the two groups.
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group, leading us to be biased against finding any significant e↵ects of the intervention. In an

e↵ort to reduce cross-contamination e↵ects, there was an attempt to make the information

private by delivering home the report cards in sealed envelopes. Moreover, we performed a

series of robustness checks, discussed later, which we believe point to small spillover e↵ects.

As some students have siblings in the same school who were also part of the experiment,

children of the same household could be assigned to di↵erent treatments. Given the tight

timeline dictated by the schools’ schedules, there was not enough time between the baseline

survey and the treatment assignment to determine which children belonged to the same

families. As a robustness check, which we discuss later, we consider families with only one

child in the experiment where spillovers may be minimal and our results are similar.

B Sample Characteristics and Balance Check

Table 1 provides the means for key variables across the three treatment groups and the control

group in the pre-treatment period. In the last two columns, we present p-values from two

tests: one testing the equivalence of the means of all four groups (i.e., all equal column)

and the other one testing the equivalence of the overall treatment group mean (combining

the three treatment groups together) and the control group mean (i.e., treatment=control

column). Panel A presents the baseline anthropometric data (not conditional on completion

of the baseline survey) and Panel B presents data from the baseline responses collected from

the primary caretaker.

The randomization worked well. None of the p-values testing the equivalence of the 4

group means dip below 0.05. Only two of the p-values (concern about child’s weight and

concern about child’s school performance) are less than 0.05 in a test of treatment and control

mean di↵erences. This is not surprising given the large number of means contrasted. These

di↵erences, however, are slight and suggest that parents in the control group were slightly

more concerned about their children on a number of dimensions.16

16The NAs for p-values are due to the fact that our p-values are based on regressions with strata fixed
e↵ects and as such, there is no variation in the variables we stratified on within the strata.
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Panel A shows that 2,746 children participated in our study (i.e., were in class the day

the baseline weight and height measurements were collected). Approximately, half of the

children were male and the average age was nearly 10 years old. Obesity rates among these

young children hovered just over 10% and overweight rates are just under 20%.17 Moreover,

33.6% of boys and 26.5% of girls were obese or overweight. These percentages match well

with published statistics from the 2008 National Schoolchildren Survey (Levy, 2010).18

Panel B indicates that the baseline survey respondent is most frequently the mother

(67%). In the remaining cases, it was primarily the father (30% of total responses). The

level of parental education is low: over 30% of primary caretakers had not completed high

school.

To gauge how concerned parents were about obesity, we asked parents about their level

of concern on several dimensions—parents’ own weight, child’s weight, H1N1, and child’s

performance in school. Parental concern about their child’s weight was the second lowest of

all concerns, only above concern about the caretaker’s own weight.

Table 2 presents the analogous table to Table 1 but for the sample of overweight and obese

children, the target population for this intervention. The randomization here is also fairly

balanced, which is unsurprising given that weight status is one of the stratification variables.

The baseline survey response rates are slightly lower for this sample than for the overall

sample. Most of the means are similar to those in Table 1 with the exception of concern

about child’s weight and parental classification of the child’s weight. Not surprisingly, parents

of obese and overweight children were more likely to characterize their child as overweight

or obese than the overall population was, and parents of obese and overweight children were

also more concerned about their child’s weight.

Since we look at several endline survey outcomes, Appendix Tables 1 and 2 replicate

17For comparison, among children of this age in the US, the obesity rate was 19.6 percent. See http://www.
cdc.gov/nchs/data/hestat/obesity_child_07_08/obesity_child_07_08.htm. The overweight statistic
is not provided.

18Indeed, this survey shows that, for primary school children within the state of Puebla, 27.6% of boys
and 23.9% of girls are classified as obese or overweight.
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Tables 1 and 2 conditional on completion of the endline survey. Note we only have base-

line characteristics for a subset of those for whom we have endline statistics because some

individuals responding to the endline survey did not respond to the baseline survey. 74%

of caretakers who responded to the endline survey responded to the baseline survey. Thus,

these balancing tests based on the baseline survey characteristics are a bit insu�cient be-

cause we do not observe baseline characteristics for all endline respondents. However, we do

have baseline weight, height, age, and gender for nearly all.

For the overall sample in Appendix Table 1, the treatment and control groups are still

balanced with the exceptions of slight di↵erences in concern about child’s weight and concern

about child’s school performance akin to those observed in Table 1. For the overweight and

obese, across most variables, we are unable to reject the equivalence of means across the

groups in Appendix Table 2. However, the primary caretaker characteristics (i.e., gender,

education) and classification of the child’s weight status di↵er across the treatment and

control groups. Note for the classification of child’s weight status, the control group is more

likely to report that their child is overweight. Thus, this imbalance would lead us to be

biased against finding an e↵ect on this outcome in the endline survey. To deal with these

di↵erences, we can control for these characteristics, and our regression estimates are very

similar.

III Results

A Empirical Strategy

To estimate the e↵ect of the report cards on our outcomes of interest (e.g., parental atti-

tudes, parental behaviors, and child’s BMI), we first assess the overall treatment e↵ect via

regressions of the following form:

Yi = �0 + �1Ti + �as + �r + ✏i (1)
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where Yi is an outcome of interest for individual i, Ti is a treatment indicator equal to 1 if the

child is assigned to one of the three treatment groups and 0 if the child belongs to the control

group, �as are child’s age in years times sex fixed e↵ects, �r are randomization strata fixed

e↵ects, and ✏i is the error term. The randomization of the treatment makes the inclusion

of age by sex fixed e↵ects unnecessary but, as many of the studied outcomes vary with age

and sex, we include these fixed e↵ects as a means of obtaining more precise estimates.19 Our

estimates are similar to those without these fixed e↵ects. In unreported results, we have

also run all our regressions controlling for these baseline characteristics and we observed no

substantial changes in our treatment e↵ect estimates. We estimate heteroskedastic-consistent

standard errors.

Second, to discern how the e↵ect of the report card varies across the type of report card,

we estimate the following:

Yi = �0 + �1BASICi + �2RISKi + �3COMPAREi + �as + �r + ✏i (2)

where BASICi, RISKi, and COMPAREi are each treatment indicators equal to 1 if the

child is assigned to that treatment group respectively and 0 otherwise.

B Attrition - Endline Survey and Endline Weight & Height Mea-

surements

Many of our main outcome variables come from responses to an endline survey. To insure

that our subsequent analyses are not impacted by selection bias due to di↵erential response

rates across the treatment and control groups, we estimate whether endline response rates

are di↵erent for the treatment and control groups. The results are presented in Table 3.

We consider the overweight/obese, healthy weight, and underweight samples separately as

the e↵ects of the report cards are likely to be heterogeneous across these groups and in our

19In principle, one could include baseline survey measures as controls to increase precision, but in our case,
their inclusion does not change our standard errors much so we exclude them.
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main analysis, we examine these subsamples separately. For each subsample, we estimate

two regressions: (a) endline survey response rates as a function of treatment and (b) endline

weight and height measurement rates as a function of treatment. Across the three subsam-

ples, we see no statistically significant di↵erences in response or measurement rates across

the treatment and control groups although those receiving a report card are less likely to

respond to the survey. For the overweight/obese sample, endline survey response rates are

arguably quite high given that the surveys were not personally-administered (63% for the

control group). These response rates for the overweight/obese are slightly higher than that

for the underweight and healthy weight. The mean endline measurement rates of weight and

height all exceed 90%. Since these measurements occurred during the school day and no one,

to our knowledge, declined being measured, the lack of endline height/weight measurements

is due to school absences. These measurement rates are consistent with attendance rates.20

C Parents’ Knowledge about Child’s Weight Status

Before showing our main treatment results, it is useful to know how knowledgeable parents

are about their child’s weight status at baseline. In Table 4, we examine parental misper-

ceptions of their child’s weight by looking at parental classification at baseline versus actual

classification of weight status. If caretakers can accurately classify their child’s weight, the

main impact of the report cards would likely be a salience e↵ect. It is clear, however, that

there are large misperceptions. 67% of caretakers of overweight children and 94% of caretak-

ers of obese children underestimated their children’s weight status. These misclassification

percentages are much higher than those found in U.S. samples, which ranged from 35 to 50%

(Neumark-Sztainer et al., 2008; Warschburger and Kroller, 2009).

20The school district did not notify parents about the timing of the height and weight measurements.
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D Treatment Results

We are primarily interested in the e↵ects among the overweight/obese population, the main

target group for this intervention. Table 5 presents our main treatment e↵ect estimates for

the overweight/obese from estimating equation (1). Each estimate comes from a separate

regression. We separate the outcomes into 3 groups: outcomes measured in the endline

survey, outcomes measured from observed behavior, and endline height and weight measure-

ments. The sample sizes di↵er across these 3 groups due to survey response. For endline

survey outcomes, the estimates are based on the sample of endline survey responders. The

sample sizes also vary across these outcomes due to item non-response. For the observed

behavior outcome, the sample is all students who were initially weighed, and for the endline

measurements, the sample consists of those who attended class on the day of the endline

weight/height measurements and who were present for the baseline weight/height measure-

ments. Thus, endline measurement sample and endline survey sample are subsets of the

observed behavior sample, but the endline measurement sample is a bigger subset as there

was less attrition for these measurements when compared to the endline survey.

One important consideration is whether the endline survey responses vary by whether

the father or the mother was the primary caretaker. However, when we estimated these

e↵ects separately by whether the father or the mother responded to the survey, we found no

di↵erential responses across these two groups. Thus, we pooled them together.

First, we are interested in whether the cards a↵ected parental knowledge among the

overweight/obese. At the center of the Health Belief Model (Hochbaum et al., 1952) is the

idea that health behavioral change is contingent on understanding vulnerability to disease.

Column (1) reports estimates of the report cards on whether parents correctly classified

the weight of the child in the endline survey. The intervention had a strongly statistically

significant and positive impact on correctly classifying the child’s weight. The treatment

increased this percentage by nearly 60%.

Next, we explore how this new knowledge changed parental perceptions about their
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child’s weight. While the intervention changes parental classification of the child’s weight,

it is not immediately clear how parents interpret this information. In the recent past,

being obese/overweight in Mexico was indicative of wealth and thus desirable (Oria and

Sawyer, 2007). The impacts on perceptions are quantified in column (2) of Table 5. For

the obese/overweight sample, the report card raised the propensity to report that the child

weighed too much by a statistically-significant 12 percentage points o↵ of a base of 58%.

Despite the e↵ects on knowledge and beliefs for overweight/obese, there are no statisti-

cally significant e↵ects on behaviors or parental concern for this sample. The e↵ect of the

intervention on parental concern is small at 0.04, 1/20th of a standard deviation. Given

this null e↵ect, it is not surprising that we observe no e↵ects on actions - either looking at

the total number of actions or whether parents had at least one action.21 Like the parental

concern e↵ect, these treatment e↵ects are very modest. For example, the upper bound of

the 95% confidence interval for the number of actions is 0.36 (a standard deviation for this

variable is 1.51). Moreover, when looking at the actions separately, there are no statistically

significant impacts (see Appendix Table 3).22

Next we examine the e↵ects on intentions in regards to eating and physical activity. We

view these outcomes as less preferred compared to actual actions because parents may not

follow through with their intentions. In terms of eating behaviors, the e↵ect of the treatment

is sizable but not statistically significant. Treatment e↵ects on intentions in relation to

physical activity are more challenging to identify as most parents intend to have their children

engage in more physical activity.23

In terms of non-self-reported outcomes, the intervention did not induce changes for the

obese/overweight sample. Although nearly all parents expressed that a class on eating

21These actions include: seen a medical professional in regards to the child’s weight, put the child on a
diet, had the child skip meals or snacks, engaged in physical activity with the child, discussed the child’s
weight with him or her, family members, or friends, and/or signed the child up for a sport or exercise class.

22One can also categorize these actions in di↵erent ways (e.g., combining the physical activity actions
together or the weight actions together) and there are still no statistically significant e↵ects on these outcomes.

23We have also examined whether the treatment a↵ected health knowledge using questions from the endline
survey and found no e↵ects.
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habits and physical activity would be useful and that child’s BMI is positively associated

with attendance at the session, the report card did not induce parents of overweight/obese to

attend the informational session. Given the null results on parents’ actions and self-reported

behaviors, the treatment e↵ects on weight and BMI are not unexpected. The confidence

intervals of these estimates exclude negative e↵ects larger in magnitude than �0.7% and

�2.1% on BMI and weight, respectively.24 For comparison, in a study of similarly-aged

children in the United States conducted over a period of 6 months (a little longer than our

study), Spiegel and Foulk (2012) find that their randomized intervention which consisted

mainly of an educational campaign about physical activity and eating reduced BMI by 0.3,

an e↵ect size outside of our 95% confidence interval.

We can also gauge the size of these e↵ects by comparing these changes to the average

changes between the pre-intervention and post-intervention period. These were -2.5% and

0.6% for BMI and weight, respectively.25 For Mexican children of similar age groups, Gómez-

Dı́az et al. (2004) also find that BMI does not necessarily monotonically increase with age.

Although the gap in time between the two sets of weight and height measurements was only

four to five months, students’ body compositions were changing su�ciently that we might

have expected to observe an e↵ect on BMI and weight if the report card delivery induced

behavioral modifications. However, it is possible that the examined time period may have

been too short for parents to have had adequate time to alter their actions (e.g., enroll child

24As a robustness check, we trimmed the sample to deal with outlier observations; the second round
of height and weight measures had some obvious measurement errors. To address this issue, we dropped
observations with weights exceeding the minimum and maximum weights observed with the pre-intervention
measurements (16 kilograms was the minimum and 83 kilograms was the maximum). In the post-intervention
period, 16 kilograms corresponds to the 0.16 percentile (i.e., only 3 observations have values below that
threshold) and 83 kilograms corresponds to the 99.92 percentile (i.e., only 2 observations have values above
that threshold). This will necessarily drop a few possibly valid observations that were near 83 kilograms at
the outset but our results are not sensitive to this inclusion or exclusion. We also dropped observations for
whom the weight change between the two measurements exceeded 10 kilograms (the 99.2 percentile of the
distribution). We performed similar exclusions for observations based on their height measurements. We
dropped students (7 in total) with heights below the minimum height observed in the pre-intervention period
(111 cm) and one student with a height of 199 cm, which was an outlier by 30 cm. Finally, we dropped
observations (34 observations) where the change in height was less than -5cm. As a robustness check we also
use robust regressions, which give less weight to outlier observations, and end up with similar estimates.

25The trends in weight are skewed; the median change is 0 whereas for BMI, the median is -2.3%.
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in a sports class) although lots of parents partake in these actions (over 2 actions on average

for the control group). On the other hand, the e↵ect of the intervention might dissipate over

time as the disseminated information becomes less salient, implying that if there are e↵ects

of the cards, their e↵ects would be largest in the short-run.

In Table 6, we present estimates for the healthy weight and underweight, mainly as a

plausibility check for our main results for the overweight/obese. Like that for the over-

weight/obese, the report card has a positive e↵ect on correctly classifying the child’s weight.

For the healthy weight, the intervention lowers the fraction misclassifying their child by over

50%, an e↵ect that is statistically significant at the 1% level. The e↵ect for the underweight

is of nearly the same size in percentage points although not statistically significant due to

the small sample size. For the remaining outcomes (e.g., actions and weight), as expected a

priori, the report card has little impact on the healthy weight subsample. The one exception

is attendance at the information session where the treatment leads to lower rates of atten-

dance for the healthy weight. To understand this e↵ect, one can think of the report card

as resolving some uncertainty. For the more concerned parent, the report card may act as

assurance (i.e., good news), leading them to be less likely to go to the informational session

than those who did not receive a report card (i.e., the control group). For the less concerned,

this assurance may not be important. Indeed the treatment e↵ects follow this pattern with

the e↵ect on attendance being concentrated among the most concerned (75% of the sample);

for the less concerned, the treatment e↵ect on attendance is positive although not statisti-

cally significant. Overall the e↵ects on the healthy weight and underweight largely confirm

that the intervention had little e↵ect on behaviors and outcomes, aside from the impacts on

attendance at the information session for the healthy weight and on knowledge about the

child’s weight.

We looked to see whether these overall results hide some interesting treatment e↵ect

heterogeneity. One of the most obvious heterogeneity cuts relates to the surprise of the

report card information. Given issues with power, we focus on the overall sample rather
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than just the overweight/obese. We measure the degree of surprise as the di↵erence between

the child’s actual weight classification and the caretaker’s perceived weight classification of

the child. We then categorize these surprises into negative (i.e., child is in a lower weight

classification than the caretaker thought), no surprise, and positive surprise (i.e., child is in

a higher weight classification than the caretaker thought). We then see how this measure of

surprise interacts with the treatment e↵ect. To further increase power, we create a summary

measure of all of our outcomes by combining all measures from regressions (1)-(4) and (6)-

(8) in Table 5, which is simply the addition of all of those measures except for caretaker

concern about weight. Rather than use the full range of the concern variable, we create a

binary caretaker concern variable which is equal to 1 if the caretaker is moderately or very

concerned about the child’s weight and 0 otherwise. This index can range from 0 to 13.

Table 7 reports the results from this regression. The treatment e↵ect for those experi-

encing no surprise is not significantly di↵erent from 0 and is small (i.e., less than 0.03 of a

standard deviation). On the other hand, for those caretakers who had a positive surprise,

the treatment e↵ect is positive, statistically significant, and sizable (i.e., 0.27 of a standard

deviation). From these results, it does not appear that the treatment e↵ect is simply a

salience e↵ect. If a salience e↵ect existed, we would expect that the no surprise individuals

to also be impacted by the intervention, which they are not.

i Robustness Checks - Possible Cross-Treatment Contamination E↵ect

The randomization at the child level left open the possibility that there were spillover ef-

fects across the di↵erent treatments. We gauge the extent of cross-contamination e↵ects

in three ways: (a) examining changes in survey responses from baseline to endline for the

overweight/obese control group, (b) looking at the results for children who have no siblings

in the experiment, and (c) estimating how the treatment e↵ects vary with the fraction of

students treated in each class.

Starting with the first approach, for the outcomes for which we have baseline and endline
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measures, we estimate whether there are statistically-significant changes in the outcomes for

the control group. We focus on outcomes for which we do not expect strong age e↵ects (i.e.,

non-weight outcomes).26

Appendix Table 4 presents estimates from regressions of the control group change on an

intercept for the subsample of the overweight and obese. Any intercept estimates statistically

di↵erent from zero imply that the control group mean changed during the intervention. We do

not observe any significant di↵erences in responses between the baseline survey and endline

survey when considering the outcomes of correctly classifying the child’s weight, parental

beliefs about whether the child weighs too much, and parental concern about the child’s

weight. The magnitudes of the changes are small relative to the main treatment e↵ects

reported in Table 5. For instance, the main treatment e↵ect for classifying the child’s weight

correctly is 0.156 whereas the di↵erence for the control group reported in Appendix Table

4 is 0.020. Similarly, for the outcome of weighing too much, the treatment e↵ect is 0.122

whereas the control group di↵erence is 0.041. Thus, the experiment does not appear to a↵ect

the control group behavior.

Our next robustness check considers the e↵ect of the treatment on families with only

one child in the experiment in Appendix Table 5. One could imagine that spillovers might

be larger among families with more than one child in the intervention because for instance,

two children in the same family may have received two di↵erent treatments. In general, the

magnitudes of the estimates are similar across the overall sample and the sample with only

one child in the experiment.27

Finally, we examine how the treatment e↵ects vary with the fraction treated in the class

(results not reported).28 Due to small sample variation, the fraction treated varies from 0.58

to 0.96 across classes (72 classes in total). Of the 3 robustness checks, this check is the

26For example, in the presence of strong age e↵ects, changes from the baseline survey to the endline survey
may be large.

27For example, the overall estimate for correctly classifying your child’s weight for the overweight/obese
sample in Table 5 is 0.122 whereas among the sample considered in Appendix Table 5, it is 0.118.

28We use fraction treated in the whole class, not the fraction of the overweight/obese treated.
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least precise; for none of the outcomes in Table 5 does the treatment e↵ect vary significantly

in a statistical sense with the fraction treated albeit the results are imprecise. For the

outcomes of correctly classifying the child’s weight and believing that the child weighs too

much, the larger the fraction treated the more likely a caretaker is to correctly classify the

child’s weight or report that they weigh too much. Interestingly, for the action outcomes,

the treatment e↵ect varies negatively with the fraction treated. As such, these results taken

literally imply that randomization at the classroom or school level might have led to larger

e↵ects on knowledge but even smaller e↵ects on actions. Together these robustness checks

give us some confidence that cross-contamination e↵ects are not a first-order concern.

E Results by Treatment Type

So far, we have considered the general e↵ect of the report card without regards to the type

of report card received. We now look at the e↵ects by treatment type (BASIC, RISK, and

COMPARE). Table 8 reports the regression results of estimating equation (2).

Ex ante, we might expect that the RISK treatment would have a stronger e↵ect than

the BASIC treatment because relaying the health risks of obesity would make such risks

more salient to parents. On the other hand, recent economics and psychology literature

argues that people sometimes su↵er from limited attention.29 This phenomenon implies that

the provision of additional information could be distracting to people, leading the BASIC

treatment to be at least as powerful as the RISK treatment.

As for the COMPARE treatment, the e↵ects could vary with the fraction overweight/obese

in the class. If many of the children in the class are overweight or obese, the COMPARE

treatment may not impact behavior much because the norm is overweight/obese. In contrast,

if few classmates have high BMIs, the report card information may be more prominent to

parents. This implies that the e↵ects of this treatment may be predictably heterogenous, a

possibility we investigate later. Even more than the RISK treatment, problems of cognitive

29See, for instance, DellaVigna (2009); Lacetera et al. (2011).
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errors may impact the e↵ects of this treatment because the information conveyed is more

complicated (i.e., distributions may be hard to understand).

Looking at the results reported in Table 8, di↵erences in the treatment e↵ects across the

di↵erent report cards seem small; none of the treatment e↵ects are statistically distinguish-

able across the three treatment groups. For the outcome of weighing too much, the BASIC

treatment e↵ects exceed those of the other two treatments. But the BASIC treatment does

not always trump the other treatments if we look across the other outcomes. The possible

di↵erential e↵ects are too small to discern with the sample at hand.30

F E↵ect of Norms

Ex ante, we suspected the impact of the COMPARE treatment to be a decreasing function

of the fraction of children who are overweight/obese in the class. A parent of an over-

weight/obese child may be more concerned when fewer of his/her child’s classmates are

obese/overweight.

In Table 9, we consider exclusively the control and COMPARE treatment subsamples

and we test these predictions by interacting the treatment dummy with a variable indicating

whether the fraction of obese/overweight students in the class is more than 36%, between

25 and 36%, and less than 25%. These groupings represent the upper quartile, interquartile

range, and lower quartile of the distribution of the classroom fraction of obese/overweight

students. To estimate these e↵ects, we estimate regressions of the following form:

Yi = �0 + �1Ti + �2TiD2i + �3TiD3i + �4D2i + �5D3i + ↵g + ✏i (3)

where Ti is an indicator variable equal to 1 if the student is in the COMPARE group and 0

30For example, to distinguish a 0.02 di↵erence across the treatments, we would need a sample roughly 6
times as large for the outcome of a child weighing too much. In fact, even if we consider the full sample -
overweight/obese, healthy weight, and underweight, where we have more power, for the outcome of correctly
classifying your child’s weight, the e↵ects across the treatment groups are so similar that they are statistically
indistinguishable.
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if the student is in the control group, D2i is an indicator variable equal to 1 if the student

is in a class where the fraction of obese/overweight students is between 25 and 36% and

0 otherwise, D3i is an indicator variable equal to 1 if the student is in a class where the

fraction of obese/overweight students is more than 36%, and ↵g are school by grade fixed

e↵ects. Since the fraction of obese/overweight children in each class is not random, we include

grade by school fixed e↵ects to try to get closer to assessing causality, e↵ectively comparing

students across classrooms within the same grade and school.31 However, because the fraction

of overweight/obese is not randomly assigned, one must be cautious in interpreting these

estimates as causal. There are 28 grade by school combinations and all but 7 of them have

variation across classrooms in the quartile of the classroom fraction of obese/overweight

students. We exclude the age by sex fixed e↵ects and stratification fixed e↵ects since the

grade times school fixed e↵ects are nearly collinear with the grade by school fixed e↵ects.

The results in Table 9 imply that the larger the fraction of obese/overweight in the

class, the less likely a parent was to report that his/her overweight/obese child weighed too

much. For example, for obese/overweight children in a class with the largest fraction of

obese/overweight, the treatment e↵ect on parental beliefs that the child weighed too much is

small (i.e., 0.379-0.401=-0.022). On the other hand, the treatment e↵ect on this outcome for

classes with the smallest fraction of overweight/obese (<25% overweight/obese) is positive

and much larger (0.379). Not surprisingly given the earlier estimates, e↵ects on parental

beliefs about whether the child weighs too much do not translate into observable e↵ects on

parental behaviors.32 We take these estimates as suggestive as there are several regression

estimates in Table 9, so there is, of course, the possibility of a type I error.

However, we do test the plausibility of the estimates in column (2) in three ways. First, as

a placebo test, we use the same parental beliefs question but use the baseline survey response.

We should not expect to find a similar pattern as in the endline survey and we do not. Second,

we assess whether information about the distribution of the weights of children in the class

31Results are similar without adding these controls.
32In results not reported, the e↵ects on BMI and weight are also statistically insignificant.
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was retained. Specifically, we estimate whether the COMPARE treatment a↵ected whether

parents answered the question ”How would you classify the weight of most of the children in

your child’s class?” correctly. Here we find a significant e↵ect of the COMPARE treatment

relative to the control and the other treatment arms. This finding also serves to validate these

survey questions; one worry with the correct weight classification measure as an outcome is

that our main results could be the result of an increased willingness to report their child’s

weight accurately, perhaps due to reduced stigma, rather than due to the treatment. The

correct characterization of the weight of the children’s peers may be subject less to this

source of reporting bias and thus, since we find an e↵ect here on the characterization of the

weight of the children’s peers, this may alleviate concerns about reporting bias. Third, we

investigate whether for the other treatments (BASIC and RISK), we observe similar patterns

as those for the COMPARE treatment. We do not. Specifically, the treatment e↵ects for

these other treatments do not interact with the size of the obese/overweight population in

the class.

This finding that obesity perceptions are related to the obesity levels of the peer group

is consistent with Ali et al. (2011), who use the National Longitudinal Study of Adolescent

Health and conclude that the obesity rates of one’s peers a↵ect one’s own weight perceptions.

Also, Guendelman et al. (2010) finds that norms a↵ect perceptions of ideal body weights.

In their study, parents of Mexican children in Mexico had higher ideal body weights for

their children than similar parents living in the United States. These results imply that

as obesity rates increase, it may become harder for individuals to recognize that obesity

is a health issue. Thus, policies relying on individuals to make lifestyle changes may be

increasingly di�cult as more individuals become obese or overweight because individuals’

reference points in regards to the accepted healthy weight may change. On the positive side,

interventions that induce some individuals to reduce obesity may have important spillover

e↵ects and precipitate change amongst others by altering the reference point.
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IV Concluding Thoughts

We study how the provision of information a↵ects behavior. Specifically, we examine the ef-

fect of weight report cards on parental behaviors and children’s outcomes in Mexico. Despite

the rapid growth in obesity in developing countries, and particularly in Mexico, there has

been a dearth of obesity research, both looking at the causes of obesity and understanding

e↵ective policies to curb these trends. Relative to many other childhood obesity policies

(e.g., increases in physical activity classes), weight report cards have advantages: they are

low-cost, interfere minimally with the school curriculum, and are easily scaled up. The po-

tential usefulness of our intervention is grounded in the idea that a necessary pre-requisite

for behavioral modification is the understanding of the risks associated with the disease

(Health Belief Model (Hochbaum et al., 1952)). Thus, childhood obesity policies may only

be e↵ective if people are cognizant of the risks of childhood obesity and their child’s obesity

status. But, if people do not understand or care about their child’s susceptibility to obesity

and its risks, the many paternalistic obesity policies (e.g., soft drink taxes, the banning of

trans-fat foods) may be less successful because of unintended consequences. As an example,

Fletcher et al. (2010) conclude that increases in soft drink taxes lead to the consumption of

other high calorie beverages, e↵ectively undoing the intended e↵ects of the policy.

Our main results suggest that weight report cards are an e↵ective means of transmitting

obesity information to parents. Parents become more informed about their child’s weight,

and, for parents of overweight/obese children, this information changes their beliefs about

their child’s weight. These perceptions appear to have an important interaction with peer

obesity levels. In particular, the more obese/overweight a class is, the less likely a parent

is to report an overweight/obese child as weighing too much. Extrapolating these findings,

growth in the prevalence of obesity may shift perceptions about healthy body weights. As

these social norms change, parents of obese children may be less inclined to believe that

their obese child is obese, making it challenging to encourage parental behavior changes

that will improve their children’s health. On a more promising note, interventions may
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harness the power of the norm if the intervention precipitates behavioral change amongst

some subsample.

To put our results in context, we can compare our results to those of Chomitz et al. (2003),

the only other randomized controlled study of weight report cards. However, one should keep

in mind that this study had the unfortunate luck of the randomization not working well (i.e.,

there were significant di↵erences between the treatment and control groups) and small sample

sizes. Not surprisingly, the degree of misclassification of weight status is more severe in our

study. Chomitz et al. (2003) report that 16% of parents with an obese child classify their

child’s weight status correctly compared to 6% in our study. In our study, report cards have

a larger e↵ect on correct classification. But unlike our own study, Chomitz et al. (2003)

find that among both the overweight/obese and the healthy weight, parents receiving report

cards are more likely to report to having engaged in weight-modifying behaviors for their

children including physical activity and dieting.33

The puzzling finding of the paper is why we did not observe any impacts on behaviors,

given that parental knowledge increased. There are many possible explanations for these null

results—most of which we are not able to rule out. First, parents could believe that childhood

obesity has little relevance for adult obesity. However, this explanation is somewhat at odds

with the observation that the treatment a↵ected parental beliefs about the child weighing

too much. Second, the risks of obesity may not yet be particularly salient, especially in a

society where obesity is a relatively new health problem and which has battled problems of

underweight in the past. It is possible that once parents become more aware of the risks

of obesity, we will see more of them taking pro-active steps to reduce childhood obesity.

Third, parents may not have either the income or the knowledge about how to decrease

the incidence of childhood obesity. A healthy diet is often more expensive (Monsivais et

al., 2011). We do not however estimate di↵erential treatment e↵ects by parental education.

Also, when provided free resources to help address obesity (i.e., the informational session

33 Chomitz et al. (2003) do not explore the e↵ects on weight or BMI.
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and assistance from a nutritionist), we see relatively few families taking advantage of such

resources.

Information is simply not enough to induce to change in this context. Indeed some of

the most successful informational interventions in developing countries couple information

with remedies (Dupas, 2011b). Thus, an e↵ective weight report card intervention may also

need to be combined with a set of actions helpful for reducing obesity. In some sense,

the informational session of this intervention served as this set of actions. But we saw

little interest in the session. However, the provision of direct information on how to reduce

childhood obesity may be more fruitful. Future research should test whether the report cards

combined with specific suggested actions (e.g., restricting portion sizes) are more e↵ective.
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Gómez-Dı́az, Rita A., Arturo J. Mart́ınez-Hernàndez, Carlos A. Aguilar-Salinas,
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Figure 1: Description of Treatments

January 2010: Distribution of Baseline Survey in Class in 7 Schools

January 2010: Collection of Weight and Height Information of All Students

Randomization of Students into 1 of 4 Treatments
Stratification: School x Weight Status x Whether or Not the Baseline Survey was Completed

Control Group:
Received Invitation to 

Class

BASIC Treatment: 
Received Report Card 

on Child’s Weight 
+

RISK Treatment: 
Received Report Card 
on Child’s Weight and 
Information on Health

COMPARE Treatment: 
Received Report Card 
on Child's Weight and 

Information on the+ 
Invitation to Class

Information on Health 
Risks of Obesity

+ 
Invitation to Class

Information on the 
Distribution of Weight 

Classifications for 
Children in the Child's 

Class  
+ 

Invitation to Class 

February 2010:
Distribution of Treatment via Letter Sent Home with Children

(i.e., Invitation to Class for Control Group & Invitation  and  Report Card for Treatment Groups)

February 2010 (Approximately 2 Weeks after Distribution of Treatment):
“Practical Tips for Improving Your Child's Eating Habits and Physical Activity” Class

March  2010 :
Distribution of Endline Survey to All Children*

May  2010 :
Measurement of Height and Weight of All Children

*In the case that caretakers attended the “Practical Tips for Improving Your Child’s Eating Habits and Physical Activity “ Class, we had 
caretakers fill out the endline survey at the information session as we did not want their answers to the endline survey to be affected by the 
class. We estimate treatment effects separately for attendees and non-attendees and find similar results.



Control Basic Risk Compare All Equal Treatment 
= Control

Panel A: Child Measurement
N=673 N=702 N=680 N=691

Male 0.50 0.47 0.48 0.51 0.41 0.55
Age 9.78 9.80 9.84 9.85 0.69 0.37

[1.17] [1.25] [1.29] [1.22]

BMI 18.11 18.34 18.36 18.29 0.16 0.06
[3.44] [3.53] [3.45] [3.35]

Fraction Underweight 0.03 0.03 0.03 0.03 NA NA
Fraction Healthy weight 0.68 0.66 0.67 0.67 NA NA
Fraction Overweight 0.17 0.18 0.17 0.18 NA NA
Fraction Obese 0.12 0.13 0.12 0.13 NA NA

Panel B: Baseline Survey Responses by Primary Caretaker
N=499 N=508 N=505 N=518

Primary Caretaker: Mother 0.67 0.69 0.68 0.65 0.61 0.84
Primary Caretaker: Father 0.30 0.29 0.30 0.32 0.78 0.99
Primary Caretaker: Other 0.03 0.02 0.02 0.03 0.24 0.58
Less than High School 0.34 0.38 0.33 0.31 0.16 0.92
High School 0.42 0.41 0.42 0.45 0.58 0.99
More than High School 0.23 0.21 0.26 0.24 0.45 0.85

Concern about H1N1 [1-4] 3.27 3.22 3.25 3.25 0.76 0.54
[0.79] [0.78] [0.81] [0.79]

Concern about child's weight [1-4] 3.16 3.10 3.01 3.08 0.07 0.04
[0.95] [0.98] [1.00] [0.98]

Concern about own weight [1-4] 3.06 3.03 2.98 3.03 0.59 0.35
[0.97] [0.98] [0.99] [0.94]

Concern about child's school performance [1-4] 3.71 3.67 3.63 3.62 0.06 0.01
[0.58] [0.67] [0.67] [0.68]

Classifies child as underweight 0.13 0.13 0.09 0.11 0.13 0.52
Classifies child as healthy weight 0.68 0.68 0.74 0.71 0.11 0.23
Classifies child as overweight 0.17 0.17 0.16 0.16 0.77 0.52
Classifies child as obese 0.01 0.01 0.01 0.01 0.70 0.96

Child's school performance relative to peers [-2-2] -0.02 -0.09 -0.06 -0.05 0.69 0.36
[0.73] [0.74] [0.71] [0.73]

Happy with child's school performance [0/1] 0.67 0.68 0.68 0.72 0.29 0.39

Internet access at home [0/1] 0.39 0.35 0.39 0.39 0.42 0.62

Other children in experiment [0/1] 0.30 0.29 0.27 0.28 0.50 0.25

Response rate to baseline survey 0.74 0.72 0.74 0.75 0.24 0.68

Table 1: Baseline Characteristics - Overall Sample

Mean P-value

Notes: Table presents means and standard deviations in brackets for continuous variables. For child's school performance relative to peers, a response of 0 
indicates that the student's performance is average; below 0 is below average and above 0 is above average. P-values are from regressions of these 
characteristics on a treatment dummy [treatment=control] or the set of treatment dummies [all equal]; these regressions include randomization strata fixed 
effects based on the combination of weight status, school, and whether the baseline survey was completed. All p-values with NA values are not defined 
since those are variables upon which randomization was stratified. Thus, as we include strata fixed effects in measuring the differences across groups, 
there is no within strata variation in these stratification variables.



Control Basic Risk Compare All Equal Treatment 
= Control

Panel A: Child Measurement
N=196 N=217 N=202 N=209

Male 0.59 0.51 0.53 0.57 0.27 0.17
Age 9.81 9.86 9.82 9.92 0.73 0.51

[1.08] [1.14] [1.21] [1.15]
BMI 22.32 22.55 22.44 22.37 0.76 0.54

[2.68] [2.63] [2.74] [2.48]

Fraction Overweight 0.59 0.57 0.58 0.58 NA NA
Fraction Obese 0.41 0.43 0.42 0.42 NA NA

Panel B: Baseline Survey Responses by Primary Caretaker
N=131 N=142 N=134 N=139

Primary Caretaker: Mother 0.67 0.67 0.64 0.58 0.33 0.41
Primary Caretaker: Father 0.31 0.30 0.34 0.38 0.48 0.52
Primary Caretaker: Other 0.02 0.02 0.03 0.04 0.86 0.54

Less than High School 0.34 0.28 0.28 0.22 0.13 0.05
High School 0.41 0.45 0.44 0.47 0.91 0.63
More than High School 0.24 0.28 0.28 0.30 0.51 0.16

Concern about H1N1 [1-4] 3.30 3.20 3.27 3.28 0.71 0.59
[0.84] [0.79] [0.85] [0.83]

Concern about child's weight [1-4] 3.31 3.29 3.20 3.23 0.51 0.29
[0.82] [0.82] [0.90] [0.82]

Concern about own weight [1-4] 3.12 3.08 3.01 3.11 0.77 0.59
[0.97] [0.96] [1.00] [0.87]

Concern about child's school performance [1-4] 3.70 3.70 3.66 3.57 0.29 0.24
[0.57] [0.69] [0.64] [0.76]

Classifies child as underweight 0.01 0.00 0.01 0.00 0.58 0.52
Classifies child as healthy weight 0.43 0.45 0.48 0.53 0.17 0.20
Classifies child as overweight 0.53 0.50 0.49 0.43 0.25 0.20
Classifies child as obese 0.02 0.04 0.02 0.02 0.71 0.68

Child's school performance relative to peers [-2-2] -0.01 -0.03 0.01 0.00 0.98 0.94
[0.78] [0.73] [0.69] [0.75]

Happy with child's school performance [0/1] 0.62 0.63 0.73 0.76 0.01 0.07

Internet access at home [0/1] 0.39 0.37 0.46 0.41 0.56 0.63

Other children in experiment [0/1] 0.30 0.22 0.24 0.24 0.37 0.09

Response rate to baseline survey 0.67 0.65 0.66 0.67 NA NA

Table 2: Baseline Characteristics - Overweight and Obese

Mean P-value

Notes: Table presents means and standard deviations in brackets for continuous variables. For child's school performance relative to peers, a response of 0 
indicates that the student's performance is average; below 0 is below average and above 0 is above average. P-values are from regressions of these 
characteristics on a treatment dummy [treatment=control] or the set of treatment dummies [all equal]; these regressions include randomization strata fixed 
effects based on the combination of weight status, school, and whether the baseline survey was completed. All p-values with NA values are not defined 
since those are variables upon which randomization was stratified. Thus, as we include strata fixed effects in measuring the differences across groups, 
there is no within strata variation in these stratification variables.



Whether Responded to 
Endline Survey

Whether Was Present for 
Endline Weight & Height 

Measurements

(1) (2)

Panel A: Overweight/Obese Sample
Treatment -0.065 0.003

(0.039) (0.022)

Observations 824 824
Dep. Var. Mean 0.633 0.923

Panel B: Healthy Weight Sample
Treatment -0.014 -0.008

(0.025) (0.015)

Observations 1,839 1,839
Dep. Var. Mean 0.564 0.917

Panel C: Underweight Sample
Treatment -0.007 -0.078

(0.121) (0.078)

Observations 83 83
Dep. Var. Mean 0.619 0.952

Table 3: Sample Selection as a Function of Treatment

Notes: Robust standard errors are presented in parentheses. Regressions include age x sex fixed effects and strata 
fixed effects. Sample includes all subjects assigned to treatment (i.e., those with baseline height and weight 
measurements).



Actual Classification Underweight Healthy weight Overweight Obese Don't know

Underweight 27 38 0 1 0
(41%) (58%) (0%) (2%) (0%)

Healthy weight 205 1,090 32 0 7
(15%) (82%) (2%) (0%) (1%)

Overweight 2 240 113 1 6
(<1%) (66%) (33%) (<1%) (2%)

Obese 0 52 189 14 2
0% (20%) (74%) (5%) (1%)

Table 4: Parental Classification versus Actual Classification of Weight Status at Baseline

Parental Classification

Notes: Table shows the count in each category. Classifications along both dimensions are based on pre-treatment classifications. 
Percentages in parentheses represent percentages for each row (i.e., each row percentages add to 100%).
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Composite index

(1)

Treatment -0.060
(0.141)

Treatment * Positive surprise 0.564*
(0.266)

Treatment * Negative surprise 0.604
(0.709)

Observations 1,008
Dep. Var. Mean 4.198

Notes: Robust standard errors are presented in parentheses.  * and ** denote 
statistical significance at the 5% and 1% level, respectively. The composite index is 
the sum of whether discussed weight with family/friends, whether discussed child's 
weight with him/her, whether seen doctor in regards to child's weight,whether put 
child on a diet, whether had child skip meals, whether engaged in physical activity 
with child, whether signed child up for sport/exercise class, whether intended to 
change child's food, whether intended to change child's physical activity, whether 
attended class, whether caretaker reported that child weighed too much, and 
whether the parent was moderately or very concerned about the child's weight. A 
positive surprise is defined as whether the child's actual weight classification 
exceeds that of the caretaker's guess. A negative surprise is defined as whether the 
child's actual weight classification is below that of the caretaker's guess. In addition 
to the variables whose coefficients are reported above, these regressions include 
controls for positive surprise and negative surprise along with age x sex fixed 

Table 7: Effects by Degree of Surprise - Overall Sample
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Control Basic Risk Compare All Equal Treatment
=Control

Panel A: Child Measurement
N=394 N=355 N=405 N=381

Male 0.49 0.44 0.46 0.51 0.36 0.57
Age 9.77 9.76 9.80 9.82 0.85 0.64

[1.14] [1.19] [1.25] [1.18]
BMI 18.13 18.25 18.23 18.42 0.30 0.08

[3.41] [3.61] [3.47] [3.43]

Fraction Underweight 0.03 0.03 0.04 0.03 NA NA
Fraction Healthy weight 0.65 0.65 0.68 0.65 NA NA
Fraction Overweight 0.19 0.19 0.16 0.17 NA NA
Fraction Obese 0.12 0.13 0.13 0.15 NA NA

Panel B: Pre-Survey Responses by Primary Caretaker
N=290 N=268 N=305 N=277

Primary Caretaker: Mother 0.67 0.69 0.68 0.63 0.48 0.99
Primary Caretaker: Father 0.30 0.30 0.30 0.33 0.72 0.75
Primary Caretaker: Other 0.03 0.02 0.02 0.03 0.37 0.35

Less than High School 0.34 0.39 0.32 0.31 0.15 0.68
High School 0.43 0.41 0.43 0.45 0.69 0.77
More than High School 0.23 0.20 0.25 0.24 0.55 0.82

Concern about H1N1 [1-4] 3.33 3.21 3.26 3.29 0.29 0.21
[0.78] [0.78] [0.79] [0.75]

Concern about child's weight [1-4] 3.19 3.09 3.00 3.13 0.08 0.04
[0.92] [1.01] [1.00] [0.95]

Concern about own weight [1-4] 3.08 2.99 2.98 3.05 0.52 0.26
[0.93] [1.04] [1.00] [0.90]

Concern about child's school performance [1-4] 3.76 3.65 3.64 3.64 0.05 0.00
[0.55] [0.70] [0.69] [0.65]

Classifies child as underweight 0.11 0.18 0.11 0.13 0.37 0.56
Classifies child as healthy weight 0.69 0.65 0.73 0.71 0.09 0.91
Classifies child as overweight 0.18 0.19 0.15 0.15 0.12 0.57
Classifies child as obese 0.01 0.01 0.01 0.01 0.81 0.83

Child's school performance relative to peers [-2-2] -0.03 -0.04 -0.03 -0.05 NA 0.88
[0.76] [0.77] [0.69] [0.71]

Happy with child's school performance [0/1] 0.67 0.70 0.68 0.73 0.28 0.33

Internet access at home [0/1] 0.38 0.34 0.38 0.37 0.79 0.60

Other children in experiment [0/1] 0.31 0.29 0.25 0.26 0.12 0.06

Response rate to baseline survey 0.74 0.75 0.76 0.73 0.20 0.26

Appendix Table 1: Baseline Characteristics - Overall Sample, Conditional on Filling Out Endline Survey

Mean P-value

Notes: Table presents means and standard deviations in brackets for continuous variables. For child's school performance relative to peers, a 
response of 0 indicates that the student is average; below 0 is below average and above 0 is above average. P-values are from regressions of these 
characteristics on a treatment dummy [treatment=control] or the set of treatment dummies [all equal]; these regressions include randomization strata 
fixed effects based on the combination of weight status, school, and whether the baseline survey was completed. All p-values with NA values are not 
defined since those are variables upon which randomization was stratified. Thus, as we include strata fixed effects in measuring the differences 
across groups, there is no within strata variation in these stratification variables.



Control Basic Risk Compare All Equal Treatment
=Control

Panel A: Child Measurement
N=124 N=112 N=115 N=121

Male 0.61 0.48 0.55 0.59 0.26 0.16
Age 9.74 9.72 9.83 9.85 0.83 0.52

[1.03] [1.04] [1.15] [1.07]
BMI 22.10 22.44 22.48 22.46 0.69 0.40

[2.54] [2.90] [2.69] [2.46]

Fraction Overweight 0.61 0.59 0.55 0.53 NA NA
Fraction Obese 0.39 0.41 0.45 0.47 NA NA

Panel B: Baseline Survey Responses by Primary Caretaker
N=91 N=85 N=85 N=85

Primary Caretaker: Mother 0.72 0.68 0.63 0.55 0.11 0.09
Primary Caretaker: Father 0.25 0.32 0.35 0.42 0.12 0.04
Primary Caretaker: Other 0.03 0.00 0.02 0.03 0.07 0.44

Less than High School 0.34 0.28 0.29 0.17 0.00 0.02
High School 0.40 0.44 0.42 0.47 0.72 0.44
More than High School 0.26 0.29 0.29 0.36 0.25 0.16

Concern about H1N1 [1-4] 3.32 3.16 3.37 3.36 0.18 0.92
[0.85] [0.75] [0.78] [0.80]

Concern about child's weight [1-4] 3.26 3.29 3.28 3.29 0.99 0.97
[0.86] [0.87] [0.88] [0.83]

Concern about own weight [1-4] 3.05 3.09 3.09 3.15 0.87 0.66
[0.98] [1.02] [0.98] [0.86]

Concern about child's school performance [1-4] 3.75 3.71 3.68 3.62 0.44 0.21
[0.51] [0.70] [0.62] [0.70]

Classifies child as underweight 0.01 0.00 0.01 0.00 0.58 0.63
Classifies child as healthy weight 0.45 0.37 0.49 0.53 0.01 0.44
Classifies child as overweight 0.51 0.59 0.47 0.43 0.01 0.41
Classifies child as obese 0.02 0.03 0.03 0.02 0.81 0.71

Child's school performance relative to peers [-2-2] -0.04 0.02 0.05 0.03 0.61 0.23
[0.79] [0.77] [0.61] [0.71]

Happy with child's school performance [0/1] 0.64 0.67 0.78 0.75 0.07 0.09

Internet access at home [0/1] 0.39 0.40 0.44 0.43 0.92 0.54

Other children in experiment [0/1] 0.27 0.21 0.26 0.21 0.70 0.27

Response rate to baseline survey 0.73 0.76 0.74 0.70 NA NA

Appendix Table 2: Baseline Characteristics - Overweight and Obese, Conditional on Filling Out Endline Survey

Mean P-value

Notes: Table presents means and standard deviations in brackets for continuous variables. For child's school performance relative to peers, a response of 0 
indicates that the student is average; below 0 is below average and above 0 is above average. P-values are from regressions of these characteristics on a 
treatment dummy [treatment=control] or the set of treatment dummies [all equal]; these regressions include randomization strata fixed effects based on the 
combination of weight status, school, and whether the baseline survey was completed. All p-values with NA values are not defined since those are 
variables upon which randomization was stratified. Thus, as we include strata fixed effects in measuring the differences across groups, there is no within 
strata variation in these stratification variables.
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Classify child's weight 
correctly

Child weighs too 
much?

Concern about child's 
weight

(1) (2) (3)

Difference 0.020 0.041 0.152
(0.028) (0.043) (0.081)

Mean at Baseline 0.28 0.56 3.41
Observations 102 98 105

Appendix Table 4: Post-Survey-Pre-Survey Differences for Overweight and Obese in Control 
Group

Notes: Robust standard errors are presented in parentheses.  Estimates come from the regression of the difference in post-
intervention and pre-intervention survey measures on a constant. The reported coefficient estimate is the intercept. 
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Primary School_______________________________________Grade  |____| Class  |____| 
 

Survey 
 
This survey seeks to collect information from parents about their children. It will enable us to carry out a 
study, the results from which we will share afterwards.   
 

We ask that the primary caretaker of this child fill out the survey and return it to school with your child 
before January 19, 2010. 

 
 
1. Please write YOUR first name and last names in CAPITAL LETTERS. 

 

First Name:                                           Last Names:                                           _____________________  
 

2. Please write the name of your CHILD in CAPITAL LETTERS.  All of the questions in this survey 
that refer to “your child,” should be answered with respect to THIS child.  

 

First Name:                                           Last Names:                                           _____________________  
 
3. What is your relationship to this child? 
 

___Father  ___Grandfather ___Brother 
___Mother  ___Grandmother ___Sister  ___Other:_______________ 
                           

4. Are you the primary caretaker of this child? 
 

___Yes  ___No 
�

�
5. What is the highest level of education YOU have reached? Please DRAW A CIRCLE around the 

highest level achieved. 
 

School Level Grade 
Primary 1    2    3    4    5   6 
Secondary 1    2    3 
High School  1    2    3 
Technical Career !
Bachelors Degree !
Masters/Doctorate/Professional !
Other Which: 
Without Studies !

�
 
6. What is your profession? 
  
 ___Agricultural laborer  ___Work in the home 
 ___Non-agricultural laborer  ___Union worker 
 ___Self-employed worker  ___Unemployed 
 ___Supervisor     ___Other 

Please continue on to the next page 

Baseline Survey



 

We are now going to ask you a few questions about your concerns related to certain issues.  
 

7. How would you rate your concern about the H1N1 flu? 
 
___Not concerned 
___Somewhat concerned 
___Moderately concerned 
___Very concerned 

 
8. How would you rate your concern about your child’s weight? 
 

___Not concerned 
___Somewhat concerned 
___Moderately concerned 
___Very concerned 
 

9. How would you rate your concern about your own weight? 
 
___Not concerned 
___Somewhat concerned 
___Moderately concerned 
___Very concerned 

 
10. How would you rate your concern about your child’s performance in school? 

 
___Not concerned 
___Somewhat concerned 
___Moderately concerned 
___Very concerned 

 
 
We are now going to ask you a few questions about your child. 

�
11. How would you classify your child’s weight? 

 
___Underweight 
___Healthy weight 
___Overweight 
___Obese 
___Don’t know 
 

12. How would you characterize your child’s weight? 
 
___Weighs much too little 
___Weighs too little 
___Weighs just enough 
___Weighs too much 
___Weighs much too much 
___Don’t know 
 

 
Please continue on to the next page 



 

 
 
 

13. How would you classify the weight of most of the children in your child’s class? 
 

___Underweight 
___Healthy weight 
___Overweight 
___Obese 
___Don’t know 
 
 

14. In terms of school performance, how would rate your child’s performance relative to his/her peers? 
 
___Much below average 
___Somewhat below average 
___Average 
___Moderately above average 
___Much above average 
 
 

15. Are you happy with your child’s performance in school? 
 

___Yes  ___No 
 
 

16. Do you have a computer with internet at home? 
 

___Yes  ___No 
 
 

17. Do you have any OTHER children enrolled in this school? 
 
___Yes  ___No 

�
�
�

18. If yes, please write the grade, class number and the children’s first name and last names. 
 
Grade: ___ Class:___  First Name:  ____________  Last Names:                               _________________ 
Grade: ___ Class:___  First Name:  ____________  Last Names:                               _________________ 
Grade: ___ Class:___  First Name:  ____________  Last Names:                               _________________ 
 

 
 
 
 
 
 
 
 
 
 

Please continue on to the next page



 

 
The next set of questions ask you how you would react to some imaginary situations. You will be asked to 
pick the option you would prefer.  Please react as if the situations were real.  It is very important that you 
try to give accurate and honest answers to these questions. Your answers will help us understanding how 
people make decisions. 
 
Suppose you win the lottery today. The lottery administrator gives you options for how you would like to 
accept your cash prize.  

Option 1: Accept a cash prize today  
Option 2: Accept a larger cash prize but with a one month delay.  
 

 
19. Do you prefer a 500 peso prize guaranteed today or a 625 peso prize guaranteed 1 month from now? 

 
___500 pesos today 
___625 pesos in 1 month 

 
20. If the prize money changed, do you prefer a 500 peso prize guaranteed today or a 750 peso prize 

guaranteed 1 month from now? 
 
___500 pesos today 
___750 pesos in 1 month 

 
21. If you answered 500 pesos for both questions 19 & 20, how much would the prize have to be for you to 

choose to wait? 
___________________ 

 
 
Now imagine that the option would be to accept the lottery cash prize six months from now, or to accept a 
larger cash prize seven months from now. Please make your decisions based on how you expect you 
would answer if the choice were actual and not hypothetical. 

 
22. Do you prefer 500 peso prize guaranteed 6 months from now, or a 625 peso prize guaranteed 7 

months from now? 
 

___500 pesos in 6 months 
___625 pesos in 7 months 
 

23. If the prize money changed, do you prefer a 500 peso prize guaranteed 6 months from now, or a 750 
peso prize guaranteed 7 months from now? 

 

___500 pesos in 6 months 
___750 pesos in 7 months 
 

24. If you answered 500 pesos for both questions 22 & 23,  how much would the prize have to be for you 
to choose to wait? 

___________________ 
�

 
MANY THANKS! 

  
Parent Signature:____________________________  Date:________________ 



Primary School_______________________________________Grade  |____| Class  |____| 
 

Follow-up Survey 
 
About a month ago, you or another member of your household received a survey collecting information from 
families about their children. The survey below is a further survey. 
 
It would be greatly appreciated if the same person who answered the first survey could answer this new survey 
as well. If your household never received the first survey, it would be greatly appreciated if the primary 
caretaker could complete this survey.  
 
The information collected will be used to carry out a study, the results of which will be shared afterwards.  
 
1. Please write YOUR first name and last names in CAPITAL LETTERS. 

 
First Name:                                           Last Names:                                           _____________________  
 

2. Please write the name of your CHILD in CAPITAL LETTERS.  All of the questions in this survey 
that refer to “your child,” should be answered with respect to THIS child.  

 
First Name:                                           Last Names:                                           _____________________  

 
3. What is your relationship to this child? 
 

___Father  ___Grandfather ___Brother 
___Mother  ___Grandmother ___Sister  ___Other:_______________ 
                           

4. Are you the primary caretaker of this child? 
 

___Yes  ___No 
 
We are now going to ask you a few questions about your concerns related to certain issues.  

 
5. How would you rate your concern about the H1N1 flu? 
 

___Not concerned 
___Somewhat concerned 
___Moderately concerned 
___Very concerned 
 

6. How would you rate your concern about your child’s weight? 
 

___Not concerned 
___Somewhat concerned 
___Moderately concerned 
___Very concerned 

 
Please continue on to the next page 

Endline Survey



 
7. How would you rate your concern about your own weight? 

 
___Not concerned 
___Somewhat concerned 
___Moderately concerned 
___Very concerned 
 

8. How would you rate your concern about your child’s performance in school? 
 
___Not concerned 
___Somewhat concerned 
___Moderately concerned 
___Very concerned 
 

We are now going to ask you a few questions about your child. 
 
9. How would you classify your child’s weight? 

 
___Underweight 
___Healthy weight 
___Overweight 
___Obese 
___Don’t know 
 

10. How would you characterize your child’s weight? 
 
___Weighs much too little 
___Weighs too little 
___Weighs just enough 
___Weights too much 
___Weighs much too much 
___Don’t know 
 

11. How would you classify the weight of most of the children in your child’s class? 
 

___Underweight 
___Healthy weight 
___Overweight 
___Obese 
___Don’t know 
 

12. In terms of school performance, how would you rate your child’s performance relative to his/her 
peers? 
 
___Much below average 
___Somewhat below average 
___Average 
___Moderately above average 
___Much above average 
 
 

Please continue on to the next page 



 
13. During the last month, have you done any of the following activities? Mark all that apply.  

 
___Discussed your child’s weight with family members or friends 
___Seen a doctor, a nurse, or nutritionist in regards to your child's weight 
___Put your child on a diet 
___Had your child skip meals or snacks 
___Encouraged your child to increase physical activity 
___Engaged in physical activity with your child 
___Signed your child up for a sport or exercise class 
___Discussed your child's weight with him or her 
 

14. What are your intentions related to your child's physical activity in the near future? 
 
___I intend to have him or her get less physical activity. 
___I intend to have him or her get more physical activity. 
___I intend to have him or her not change his or her amount of physical activity. 

 
15. What are your intentions related to the amount of food your child eats in the near future? 

 
___I intend to have him or her eat less. 
___I intend to have him or her eat more. 
___I intend to have him or her not change his or her amount of food he or she eats. 

 
16. An obese person is  

 
___a person who does not exercise 
___a person who exercises 
___a person who likes fatty foods 
___a person who does not like fatty foods 
___a person who weighs less than the healthy level 
___a person who weighs more than the healthy level 
___I do not know. 
 

17. Being overweight or obese increases one’s risk of cancer.  
 
___Yes 
___No 
___I do not know. 
 

18. Being overweight or obese increases one’s risk of the H1N1 flu. 
 

___Yes 
___No 
___I do not know. 

 
19. Being overweight or obese increases one’s risk of asthma. 

 
___Yes 
___No 
___I do not know. 
 

Please continue on to the next page 



 
20. Which of the following is a cause of obesity?  

 
___Bad joints 
___Eating fruits and vegetables 
___Eating too little 
___Lack of exercise 

 
21. What is the recommended amount of physical activity for children according to The Institución 

Nacional de Salud Pública?  
If you do not know the correct answer, select the one that seems most reasonable to you. 
 
___10 minutes per day 
___30 minutes per day 
___45 minutes per day 
___60 minutes per day 
___90 minutes per day 

 
22. Would a session on practical tips for improving your child’s eating habits and physical activity be of 

value to you and your child? 
 
___Yes 
___No 

 
23. Did you receive a report of your child’s height and weight from his or her school in the last month? 

  
___Yes 
___No 

 
24. If you have any comments or suggestions, please let us know here. Thanks. 

 
 

 
MANY THANKS! 

 
  
Parent Signature:____________________________  Date:________________ 
 

 



                             
 
 
 

February 8, 2010 
 
 
 
Dear Parents or Guardians: 
 
 
Recently, your child’s height and weight were measured at school. Together, height, 
weight, age and gender can be used to determine whether a child is underweight, 
healthy weight, overweight, or obese. Some children in Puebla have health problems 
caused by their weight, so it is important to know your child’s weight. As you review 
the results, remember: 
 
 ! These results are for screening purposes only. Check with your pediatrician for 
 a full evaluation and referral. 
 
 ! Please do not put your child on a weight loss/gain diet. Work with a doctor to 
 find the right strategies for your family. 
 
 
If you have any questions, you can contact nutritionist Georgina Salgado Ramírez free 
of charge, at phone number 2221 40 52 37 (Mondays and Wednesdays from 1 to 7 in 
the afternoon, and Tuesdays, Thursdays and Fridays between 10 in the morning and 
4 in the afternoon).  At the same number, you can leave a message with your name 
and number, and she will return your call.  Alternatively, you can send her an email at: 
geosalram11@gmail.com. 
 
 
Sincerely,  
 
 
 
Lic. Arturo Malpica Padierna  

Responsable de Proyectos con Tecnología  

Centro de Tecnología Educativa del Estado de Puebla 

 



 

Recently, (child’s name) height and weight were measured at school. 

 

Height:                   cm   

Weight:                   kg 

 

According to this information, your child is (weight classification). 

 

 Condition! Weight!
 Underweight! A-AA!
Your child is here  Healthy weight! B-BB!
 Overweight! C-CC!
 Obese! D-DD!

 

 

 

 

You are invited to a class, “Practical Tips for Improving  

Your Child’s Eating Habits and Physical Activity.” 

 

The class is free. Choose the date and time that works best for you. 

Wednesday, (date) at 8:15 am at (the school) 

Friday, (date) at 8:15 am at (the school) 

Basic Report 
Card



!

Recently, (child’s name) height and weight were measured at school. 

 

Height:                   cm   

Weight:                   kg 

 

According to this information, your child is (weight classification). 

 
Obese/overweight [EITHER OBESE OR OVERWEIGHT SHOWS BUT 
NOT BOTH] children are at higher risk of living shorter lives and 
developing diseases such as diabetes, high blood pressure, heart 
disease, asthma, and cancer. 
 

 Condition! Weight!
 Underweight! A-AA!
Your child is here  Healthy weight! B-BB!
 Overweight! C-CC!
 Obese! D-DD!

 

 

 

 

You are invited to a class, “Practical Tips for Improving  

Your Child’s Eating Habits and Physical Activity.” 

 

The class is free. Choose the date and time that works best for you. 

Wednesday, (date) at 8:15 am at (the school) 

Friday, (date) at 8:15 am at (the school) 

Risk Report Card



!

Recently, (child’s name) height and weight were measured at school. 

 

Height:                   cm   

Weight:                   kg 

 

According to this information, your child is (weight classification). 

In your child’s class, out of () children, 
      () children are underweight. 
      () children are healthy weight. 
      () children are overweight. 
      () children are obese. 
 

 Condition! Weight!
 Underweight! A-AA!
Your child is here  Healthy weight! B-BB!
 Overweight! C-CC!
 Obese! D-DD!

 

 

 

You are invited to a class, “Practical Tips for Improving  

Your Child’s Eating Habits and Physical Activity.” 

 

The class is free.  Choose the date and time that works best for you. 

Wednesday, (date) at 8:15 am at (the school) 

Friday, (date) at 8:15 am at (the school) 

Compare Report 
Card



 

 

 

 
  
 

You are invited to a class, “Practical Tips for Improving  

Your Child’s Eating Habits and Physical Activity.” 

 

The class is free. Choose the date and time that works best for you. 

Wednesday, (date) at 8:15 am at (the school) 

Friday, (date) at 8:15 am at (the school) 

Control


