
Client characteristics associated with weight
loss in a specific weight reduction program

Item Type text; Thesis-Reproduction (electronic)

Authors Anderson, Jacqueline Shorr

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 16/05/2023 13:55:54

Link to Item http://hdl.handle.net/10150/557466

http://hdl.handle.net/10150/557466


CLIENT CHARACTERISTICS ASSOCIATED 
WITH. WEIGHT LOSS IN A 

SPECIFIC WEIGHT REDUCTION PROGRAM

by
Jacqueline Shorr Anderson

A Thesis Submitted to the Faculty of the
COLLEGE OF NURSING

In Partial Fulfillment of the Requirements 
For the Degree of
MASTER OF SCIENCE

In the. Graduate College
THE UNIVERSITY OF ARIZONA

1 9  8 0



STATEMENT BY AUTHOR

This thesis has been submitted in partial fulfillment of re
quirements for an advanced degree at The University of Arizona and is 
deposited in the University Library to be made available to borrowers 
under rules of the Library.

Brief quotations from this thesis are allowable without special 
permission, provided that accurate acknowledgment of source is made. 
Requests for permission for extended quotation from or reproduction of 
this manuscript in whole or in part may be granted by the head of the 
major department or the Dean of the Graduate College when in his judg
ment the proposed use of the material is in the interests of scholar
ship. In all other instances, however, permission must be obtained 
from the author.

APPROVAL BY THESIS DIRECTOR
This thesis has been approved on the date shown below:



ACKNOWLEDGMENTS

The researcher wishes to express her appreciation to her thesis 
committee members, Dr. Gloria DiCenso, Dr. Alice Longman, and Dr. Jessie 
Pergrin, with special thanks to Dr. Alice Longman for chairing the com
mittee. Special appreciation also goes to Mary Ann Schroeder for her 
advice and guidance in the analysis of the data.

The author extends her gratitude to Cathie Van Deusen, M.S. , R.D., 
for granting permission, to use Diet Direction as the nutrition-oriented 
weight reduction program under studyz and for her help and support. 
Special appreciation is extended to the clients of Diet Direction who so 
graciously agreed to participate in this study.

Heartfelt gratitude is given to my dear friends, especially to 
Kathy Bawazir, who helped me persevere and survive in all my endeavors, 

and as a person and a woman, and to Helen Unruh, whose words of courage . 
and support meant so much to me.

Appreciation, gratitude, and love is extended to my husband,
Dave, who maintained his easy-going acceptance, and lovingly supported me 
through this undertaking. And to our children— to Jihaad, who at eight 
years old is bright, warm, and encouraging, and who, after my full-time 
employment through the week, Saturday, and Sunday on end, accepted his . 
Mom working at the typewriter instead of playing in the park with him; 
to Darryl, who at 21 months contributed his spark, antics, and beautiful 
- self; and.to my daughters, Sumaya, Muna, and Maha, of whom 1 am very



iv

proud, I wish them strength and unfaltering courage as women of today in 
pursuit of their goals and dreams.

Finally, a heartfelt thanks to my mother and fathers for their 
love and modeling that helped create in me the ability, interest, and 
will to pursue this and other endeavors.

i



TABLE OF•CONTENTS

Page

LIST OF TABLES. . . . .  .............. viii
LIST OF ILLUSTRATIONS.........   ix
ABSTRACT . . . . . . . . .   x

1. INTRODUCTION.........   . .  .....................   . . 1
Statement of the Problem « .  ........    3
Purpose of the Study  ........   4
Significance of the Problem .  .......................  4
Conceptual Framework  .................   8
Definition of Terms . . . . . .  .....................  12

2. REVIEW OF THE LITERATURE.......................    14
Physiological Characteristics of Obesity .............. 14

Sex as a Predictor of Success
at Weight Reduction . . . . . . . .  ............ 14

Age as a Predictor  .....................   15
Set-Point Theory as a Predictor of
Success at Weight Reduction ........ . . . . . . '  16

Social Characteristics of Obesity ...................  16
Social Class as a Predictor of
Success at Weight Reduction . . . . .   ........ 16

Family Background as a Predictor  ........ 17
Social Support Systems . . . . . .    . . .  20

Habit Characteristics of Obesity . . . . . . . . . . . .  21
Previous Diet Attempts as a Predictor
of Success at Weight Reduction  ...............   21

Exercise .as a Predictor .  .....................  21
Nutrition and Food Preference as a Predictor . . . .  22
Habits of Eating as a Predictor . .  ............ 25
Binging as a Predictor  .................  27
Chronic Dieting as a Predictor of
Success at Weight Reduction ...................  28

Personality Characteristics  ̂    29
Body Perception Distortion as a Predictor . . . . .  29
Personality Characteristics as a Predictor ........ 30
Coping as a Predictor .  .......................  35

v



TABLE OF CONTENTS— Continued
vi

Page
Locus of Control and Self-Reinforcement
Style as a Predictor.............     . 38

Motivation as a Predictor of Success
at Weight Reduction...........................   . 39

RESEARCH METHODOLOGY.....................    42
Design of the S t u d y ...........     42
The Setting and the Sample.........       43
Criteria for Selection of Subjects .........   44
Human Subjects Protection ...........   44
Development of the Measurement Instrument  ...........   '44
Data Collection  .........     46
Scoring of the Instrument and Data Analysis . . . . . . .  46
Limitations of the Study...........    47

ANALYSIS OF THE DATA     (i . 48
Characteristics of the Subjects  ...........   48
Demographic Characteristics of the Subjects.........   . 48
Medical History of the Subjects .......... . . . . . . .  50
Activity.........................     51
Personality Self-Assessment . . . . . . .  .............. 52
Characteristics of Obesity...................    53
Causes of Overweight Condition......... ...............  56
Reasons for Desiring to Lose Weight  ...........  58
Learning Environment Preference and Learning Needs . . . . 59
Reasons for Choosing This Nutrition-Oriented
Weight Reduction Program . . . . . .  ............ . . .  60

DISCUSSION OF THE FINDINGS .........  61
«-Demographic Characteristics . . . . . . . . . . . . . . .  61

Medical History  .................   61
Activity  .........................   63
Personality Self-Assessment  ...................   . 64
Characteristics of Obesity . . . . . . . . .  ............ 65
Causes of the Overweight Condition  .......... 67
Reasons. for Desiring to Lose Weight.. ............ 68
Learning Environment Preference and Learning Needs . . . .  70
Reasons for Choosing This Nutrition-Oriented
Weight Reduction Program . . . . . . . . . . .  ........ 70



vii

TABLE OF CONTENTS— Continued

Page
6. CONCLUSIONS AND RECOMMENDATIONS  .................. 71

Conclusions........................................  71
Recommendations.............   . .    75

APPENDIX A: HUMAN SUBJECTS APPROVAL ...................  77
APPENDIX B: CONSENT FORM . . . . . . . . . . . .  ........  78
APPENDIX C: SUBJECT QUESTIONNAIRE .  .................   80
REFERENCES . . . . . . . . . . . .  .....................  89



LIST OF TABLES

Table Page

. 1. Length of participation in program and amount of
weight lost (N=21).............................. . . 49

2. Gestational or birth process complications by current
age and stage of obesity (N=4)..........   . . ' • • • .  51

3. Stages of obesity (N=21)     54
4. Overweight prior to age 19 by stage of obesity (N=ll) . .. 55
5. Accuracy of subjects* self-estimated degree of

overweight and stage of obesity (N=21) .  .......... 56

viii



LIST OF ILLUSTRATIONS

Figure
1. Conceptual framework of study



ABSTRACT

This exploratory study was designed to identify the character
istics of clients in a specific, nutrition-oriented, publicly available, 
for profit weight reduction program* Identification of the characteris
tics distinguishing successful from unsuccessful clients was also 
examined.

Twenty-one women participated in this study; their ages ranged 
from 21 to 70 years, with a mean of 40.6 years of age. The subjects 
represented primary, secondary, and tertiary stages of obesity.

A questionnaire was developed by the investigator using the 
characteristics of obesity found in the literature to formulate the 
categories of the questionnaire. The questions were related to client 
perceptions; motivation; social, behavioral, and physical characteris
tics; learning needs; and preferences. Data were analyzed using 
frequency distribution.

Characteristics of those clients attending the weight reduction 
program were identified. Also identified were characteristics distin
guishing between successful and unsuccessful subjects.

For this study, distinguishing characteristics seemed to be: 
medications, diagnosed illness, birth process or gestational complica
tions, activity level and attitude, "satisfaction" and "happiness," 
expectation of help from one1s support group, stage of obesity, 
chronicity, number of times dieted, adult weight pattern, accuracy of
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self-estimated degree of overweight, amounts of foods consumed, motiva
tion, and a number of reasons for desiring to lose weight, including 
”clothes don't fit," and eating for "reward and comfort." Findings of 
special interest to the study were enumerated.



CHAPTER 1

INTRODUCTION

Today the nursing profession emphasizes wellness and client 
responsibility for self. The nurse and client work in cooperation 
toward the goal of an optimum level of functioning for the individual 
client. This philosophy is dramatically applicable to the health prob
lem of obesity. Losing weight is a complicated process and cannot be 
successful without the full cooperation and participation of the client. 
Probably in no other health problem is it clearer than that for weight 
loss the client must begin to perceive the power of choice, must move 
to assume full responsibility for this health problem, and must come to 
understand that it is ultimately the person who controls her weight. 
Health professionals can offer education and treatment, but these cannot • 
be successful unless the individual is involved in the decision making 
and participates in the treatment.

An optimal level of wellness cannot be attained without regard 
for the client’s optimum weight. Obesity has been shown (MacBryde and 
Blackldw, 1970) to be clearly associated with and/or a complicating 
factor in many diseases, and especially in national priority health 
diseases such as cardiovascular disease, hypertension, cancer, diabetes, 
and emotional problems. Obesity is also an added risk factor in surgery 
and in pregnancy. It is well recognized that in our culture the obese

1



individual suffers from the severe social stigma attached to the obese 
condition. Thus, for optimum functioning of the individual, obesity 
cannot be disregarded.

Obesity today is becoming an ever greater health threat; statis
tics have shown the incidence of obesity to be increasing in our popula
tion (MacBryde and Blacklow, 1970). Obesity in its uncomplicated form 
has been identified as a national epidemic and a number one national 
health problem. According to Headley (1979), 30 million Americans are 
obese, defined as 20 percent over their proper body weight; 15 million 
are so obese that their lives*are threatened. Ferguson (1978) stated 
that 60 million Americans consider themselves obese. According to Berg, 
Williams, and Sutherland (1979), approximately one-third of the American 
population today is overweight. Whatever the figures, obesity is costly 
both to the individual and to society in terms of health bills, de
creased individual productivity, health insurance rates, and lower 
salary potential. According to Orbach (1978), 10 billion dollars are 
spent annually by the American public to try to get thin and stay thin.

The medical community, long cognizant of obesity as a medical 
problem, has traditionally viewed obesity as a very difficult if not 
impossible disease to treat (MacBryde and Blacklow, 1970; Stunkard,
1974). This is not without justification, for the success rate has 
been very low. After extensively reviewing the literature, Stunkard 
(1974) summed up the problem of obesity therapy by saying that most 
people do not enter treatment for obesity; of those who enter treatment, 
most will not remain; of those who remain, most will not lose much 
weight; of those who lose weight, most will regain it. Ferguson (1978)



reported that of the few individuals who enter an educational dietary 
counseling weight control program, the drop-out rate varies from 20 to 
80 percent, depending on the study.

Nurses in their practice detect patients who are obese. Nurses 
encounter clients whose self-assessment provokes the desire to lose 
weight, whose family or peers pressure for weight loss, whose physician 
has advised weight reduction for its own sake or due to a complicating 
disease.- Given the prevalence and seriousness of this problem, nursing 
is concerned with formulating appropriate and effective interventions.
It is the search for understanding, prevention, and specific, effective 
interventions by nurses that has stimulated this study.

There are at least two ways to approach the problem of treatment 
failure for obese patients: (.1) focus on improving the therapy itself,
and (2) focus on patient characteristics in an attempt to fit the cur
rent treatment modalities to the patient needs. Even with developing 
therapies', there are those obese persons who do not lose weight. The 
need is to increase the specificity of treatment by matching the in*̂  
coming obese person's characteristics to the most suitable treatment 
modality. One way to accomplish this is to begin to determine if there 
can be discovered in the context of a particular weight reduction pro
gram characteristics of clients which are associated with weight loss.

- Statement of the Problem 
This study sought to provide information on the following 

questions:



le What are the characteristics of persons who voluntarily elect 
to enter a specific nutrition-oriented, publicly available, for 
profit weight reduction program?

2. What are the characteristics, as determined by a self-rated 
questionnaire, of persons who lose weight in this specific 
weight reduction program at the rate of at least one-half pound . 
per week if in the primary stage of obesity, one pound per week 
if in the secondary stage of obesity, and two pounds per week
if in the tertiary stage of obesity?

3. What are the characteristics, as determined by a self-rated 
questionnaire, of persons who do not lose weight in this spe
cific weight reduction program at the above rate?

Purpose of the Study
The purpose of this study was to identify the characteristics

of persons who voluntarily elected to enter into a specific publicly 
available, for profit weight reduction program, and to determine the 
differences in characteristics between those clients who lost weight 
at the above specified rate and those who did not.

Significance of the Problem 
Essential parts of the nursing process are client assessment, 

education, and referral. In order to effectively educate and/or to 
accurately refer a client to a potentially effective source of educa^ 
tion, the nurse must in some way determine which particular client will 
benefit from the selected type of education and/or treatment. When 
choices were limited, such selection of proper referral source posed



no problem— the client was referred, to the only available community re
source— in the case of weight loss, usually to a physician.

Today in the arena of.weight loss the problem is more compli
cated. Quite frequently the client may actually be directed by the 
physician to lose weight, with the substantive process left to the 
client. There is an array of community weight reduction programs avail
able for selection to help the client attain the goal of weight reduc
tion. The question remains which program would be most beneficial for 
a particular client.

Young (1978) stated that one of nursing's major concerns must 
be.to focus teaching intervention on receptive populations and to take 
into account the learning needs of the group. Work with the obese has 
demonstrated that all fat people are not fat for similar reasons. This 
suggests that their needs for education and-treatment may differ.
Stunkard (1974) pointed out that it may be possible to identify the 
individual's particular type of eating, exercise, physiological and/or 
emotional disturbance, and to tailor intervention accordingly.

Although much research has been directed to finding the type of 
treatment most effective for the obese, it is becoming clearer that 
individuality must be taken into consideration, or too much effort may 
be wasted. If the obese are composed of unique individuals, then 
treatment and education of choice for one may be quite contrary to the 
needs of another.

Miller (_1976) , as quoted by Hagen, reminded us in his study 
that there is great conflict in the literature on obesity. Miller 
(1976:3) pointed out that: "Obese do (Conrad, 1970) and don't



(Abramson, 1971) exhibit psychogenic hunger, Eating does (Conrad, 1970) 
and doesn’t (Schacter, 1971) reduce anxiety. Fat people are (Karp and 
Pardes, 1965) and aren’t (Pliner and Kay, cited in Schacter, 1971) more 
field dependent than normals,”

Miller (1976) identified many other areas of conflicting results 
among researchers. Miller (1976) noted that Stunkard (1957) found that 
the obese risk symptom substitution as a result of dieting, but that 
Stuart and Davis (1972) found that they do not; Schacter, Goldman, and 
Gordon (1968) observed the obese to be more responsive to internal cues, 
but the Singh (1973) study found that they are not. Miller (1976) fur
ther pointed out that Price and Grinker (1973) and Decke (1971) dis
covered that the obese have a greater responsiveness to the palatability 
of food, whereas Jackson (1973) observed that they do not; and that 
Cabanac (1971) showed the overweight to defend a ponderstat weight, 
while Grinker and Hirsch’s (1972) work indicated that they do not.

Since the obese are not all alike, it seems understandable that 
one particular treatment modality might not be suitable to their vary
ing needs. Stunkard (1975), in his presidential address to the American 
Psychosomatic Society, referred to the importance of specificity of 
treatment when he evaluated behavior modification as a treatment modal
ity for obese persons. Stunkard (1975:217) stated: ”It would appear,
that for half of the patients [in the study] behavior modification seems 
to offer something specific that results in greater weight loss than 
.usual. For about another half, it seems of considerably less value." 
Ferguson (1978:167), in reporting on the outcome of 64 patients in a 
behavioral control weight reduction program, also remarked on



specificity of treatment: "An analysis of the data shows a large differ
ence in individual patient response to the. program." Borden (1977) 
found that some patients in "successful" treatment groups did not im
prove and some got even worse. Group results often mask the fact that 
even in successful studies there are great individual differences in 
patient improvement,

The question then seems to be: . can one predict which persons 
will lose weight in which weight loss program-treatment modality? If 
such prediction can be accomplished, then much client defeatism and 
frustration can be knowledgeably avoided and greater weight loss can 
be achieved at less financial, time, and energy expense on the parts 
of both client and therapy system. Matching of individuals to a weight 
loss program would result in specificity of treatment and education for 
obese persons.

Nurses interact with obese persons in the community. Once the 
individual characteristics of clients can be matched with particular 
weight reduction programs to ensure greater suitability, the nurse in 
her role as counselor and referral agent can use this as a basis of 
decision making between nurse and client family.» The nurse can help 
the client determine the individual characteristics and, on that basis, 
select the most advantageous community weight reduction program for the 
individual. The significance lies in the increased specificity of 
treatment and a more effective basis for assessment, education, and 
referral of the obese client by the nurse.
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Conceptual Framework 

The conceptual framework for this study was taken from concepts 
of learning, including perception, readiness, and motivation. Figure 1 
represents the conceptual framework.

Individual Characteristics

Perception
Particular
Weight
Reduction
Program

InteractingReadiness
Motivation

Learning

Weight Loss

Figure 1. Conceptual framework of study

The diagram indicates that weight loss is the end result of a learning 
process that is dependent upon a favorable match between client char
acteristics, the client's perception, learning readiness, and motiva
tion, and a particular weight reduction program. These client 
characteristics are visualized as being determined prior to interaction 
with the particular treatment modality (weight reduction program) by 
the more basic biological, social, behavioral, and personality char
acteristics of the client. All of these concepts are seen as being



dynamically interrelated and constantly interreacting with each other. 
The better the fit between client characteristics and the particular 
weight reduction program, the more likely the learning and the weight 
loss.

Rogers (1951) stated that it is the individual's perception, 
not reality, that is the determinant of behavior. Knutson (1965:159) 
indicated that "How man behaves with respect to any situation tends to 
be in accord with how he perceives or defines that situation."
Mitchell- (1973:116) stated that "Actions having the greatest probabil
ity of success are those which have shaped those perceptions." Wolff 
(1953) indicated that perceptions depend on a multiplicity of factors 
including the individual's genetic equipment, basic needs and longings, 
earlier conditioning influences, and a host of life's experiences and 
pressures. A person becomes a product of her heritage, social and 
cultural networks, and prior experience, which influence her expecta
tions, needs, and ultimately her learning readiness, motivation, and 
resultant behavior. Thus, to understand behavior, it is essential to 
identify those factors within an individual which cause the individual 
to react in a unique way to environmental stimuli (in this case, the 
treatment modality, i.e., the particular weight reduction program).

Pohl (1968) described learning as the process by which a change 
is brought about in an individual's response to her environment. 
Thorndike (1906:83) pointed out that because of individual differences, 
"Every general law of teaching has to be applied with consideration of 
the particular person in question." Tolman (1958) hypothesized that 
specific behavior of an individual is determined by the interaction of
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variables. There are two types of variables: environmental and indi
vidual difference variables. Age, heredity, previous training, and 
special conditions of endocrine, drug, or vitamin factors are all in
dividual differences. These four sets of individual variables interact 
with the environmental variables to produce conditions within the indi
vidual which directly affect behavior.

Motivation can be defined as "that which impels one to move, 
whether such impulsion is conscious or unconscious" (Clayton, 1965:81). 
Mahoney and Mahoney (1976) defined motivation as basically a concentra
tion on a single desire, and made up of at least two ingredients: (1)
the value of the thing the individual is- concentrating on; and (2) the 
individual's confidence in the feasibility of the attainment.

Readiness, perception, and motivation were all involved in a 
psychosocial formulation for explaining personal health behavior which 
has been the focus of direct study by behavioral scientists and health 
education specialists (Maiman et al., 1977). This Health Belief Model 
postulates that the likelihood of undertaking health action is a func
tion of the individual's beliefs. Measurement of these subjective 
beliefs may also be seen as a measurement of the individual's readiness 
and motivation, as.' well as of perception. The Model measures: (1)
perceived level, of personal susceptibility to a particular condition;
(2) perceived degree of severity of the consequences.which might result 
from contracting the condition; (3) estimation of the recommended 
health action's potential benefits in preventing or reducing suscepti
bility and/or severity; .(4) views of possible psychological and other 
costs or barriers related to the proposed health action, and (5) the
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individual1 s. desire to avoid disease and the individual's general health 
concern• The Model is seen as useful in predicting preventive health, 
illness, and sick-role behaviors.

The above theories indicate that learning*and behavior are 
highly individual. Differences in learning and end behavior are large
ly determined by interaction among individual characteristics and the 
environment. The individual possesses unique characteristics (biologi
cal, social, behavioral, and personality) that influence perception of 
environmental impingements, motivation, and learning readiness. These, 
interactions then influence end behavior.

In summary, one might assume that the components of one weight 
reduction program might trigger reactions of anxiety, rebellion, or 
disinterest, while the components of another might create a perception 
of comfort, protection, self-esteem, interest, motivation, and readi
ness. The weight reduction program is the same, but it is the individ
ual with the latter perception who will respond to the program in a 
growth oriented way. The former will perceive the stimuli (weight 
reduction program) at worst as threatening, at best as irrelevant.
Since behavior follows perception, the individual with the latter per
ception will either fail to lose weight or will actually gain weight, 
whereas in a program better suited to individual needs and beliefs, 
interaction between individual client and weight loss program might 
create the desired end behaviors and weight loss.



Definition of Terms 
The following definitions were used in this study:
Client Characteristics— -any feelings, opinions, attitudes, 
behaviors, historical and biological data, self-selected by 
the client on the questionnaire form as true for the client. 
Stages of Obesity

Primary stage of obesity— subject1s weight no greater than 
10 pounds above the national average for the subj ectf s
height, weight, and sex;
Secondary stage of obesity— subject's weight no greater 
than 30 pounds above the national average for the subj ect1s 
height, weight, and sex;
Tertiary stage of obesity— subject's weight greater than 
30 pounds above the national average for the subject's
height, weight, and sex (Young, 1978)«

Successful Weight Reduction— during the period of attendance, 
subject's weight loss must have been equal to or greater than 

one-half pound a week for subjects in the primary stage 
of obesity;
one pound a week for subjects in the secondary stage of 
obesity;
two pounds a week for subjects in the tertiary stage of 
obesity.

Ideal Weight— based on age, sex, and height, as established 
by the National Academy of Sciences in 1974. For the primary
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stage of obesity, ideal weight was determined by agreement be
tween the investigator and the owner of the weight reduction 
program based on the weight range as established by the National 
Academy of Sciences, For the secondary and tertiary stage of 
obesity, the specific weight listed by the National Academy of 
Sciences established the ideal weight.



CHAPTER 2

REVIEW OF THE LITERATURE

A review of the literature focusing on subject characteristics 
associated with obesity and weight loss are contained in this chapter» 
Characteristics are categorized under the following four headings:
(a) physiological characteristics; (b) social characteristics, (c) 
habits; and (d) personality characteristics.

Physiological Characteristics of Obesity

Se^ as a Predictor of 
Success at Weight Reduction

Stunkard and McLaren-Hume (1959) , in a review of data from four 
studies, identified sex of the subject as a possible predictor variable, 
concluding that men seemed to be more successful than women at weight 
reduction. Munves (1953) compared weight reduction of 20 males and 24 
females as associated with two treatment modalities: individual dietet
ic interview and group discussion-decision. In the individual dietetic 
interview modality and males lost an average of 16.5 pounds compared to 
an average loss of 6*5 pounds for the females. In contrast, the 
discussion-decision group males- lost only 3.9 pounds compared to 6.7 
pounds for the females. These data suggested treatment modality to be . 
an important variable.

14



15 -
Weiss (1977), in a review of 34 studies, cited studies whose 

data supported the contention that men are more successful weight re
ducers than women, as well as studies that reported the opposite or no 
significant difference between sexes. These contradictory data led him 
to conclude that the evidence for sex as a predictor is unconvincing, 
probably mainly due to confounding variables. One of the confounding^ 
variables identified was treatment modality. An additional problem 
which limited possible comparisons was the low numbers of men in weight 
reduction programs represented in the studies. In the review of 34 
studies which reported the number of males and females, Weiss found 
that there were 1,718 females and 364 males.

Age as a Predictor
McReynolds and Lutz (1977) correlated the proportion of life 

overweight with weight loss among 54 females and found that the longer 
the individual was overweight,the less successful at weight loss.
Weiss (1977), in a review of 56 studies of the obese, cited six that 
dealt with age of onset as a possible predictor of treatment success.
Weiss concluded that although the studies were equivocal, they generally 
supported the hypothesis that juvenile-onset obesity is more difficult 
to treat than adult-onset obesity. Among the possible reasons suggested 
for this difference in treatment success were genetic, hypertrophic vs. 
hyperplastic obesity, and habit strength. It seems probable that treat
ment modality was a confounding variable here also: one treatment
modality might have been more effective with individuals with adult- 
onset obesity; another treatment modality more effective with
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individuals with juvenile-onset obesity. This suggests that if treatment 
modality were matched up appropriately with age of onset, there might be 
greater success than if the opposite were the case.

Set-Point Theory as a Predictor 
of Success at Weight Reduction

Nisbett (1972), based on his experiments and research, offered a 
hypothesized cause of overeating in the obese. Nisbett!s set-point 
theory of obesity postulates that the hypothalamic centers defend dif
ferent weight baselines in different individuals, maintaining whatever 
"set-point" has been established by heredity and by nutritional condi
tions during the malleable period of childhood. Nisbett (1972) suggested 
that for some individuals obesity is the normal or ideal physiological 
body weight, and that their central nervous system will adjust food in
take to defend the "set-point" level. A person who attempted to diet 
below this "set-point" would experience deprivation and literally would 
be starving all the time.

Social Characteristics of Obesity

Social Class as a Predictor 
of Success at Weight Reduction

Weiss (1977) reported in a review of 56 studies that the rele
vant six which dealt with these variables provided evidence that is 
either scant and/or negative that the social class variable is a reli
able predictor of success in weight reduction. It must be noted, 
however, that social class was not explored for its relationship to 
success when treatment modality was held constant. The question
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remains that perhaps a certain social class might be helped more by one 
treatment modality as opposed to another, and in this context might then 
be a predictor of success at weight reduction given a specific treatment 
modality.

Family Background as a Predictor
Halbreich (1976), in his representative case study, reported 

that in the obese childhood home food constituted a central issue. Food 
and various dishes were talked about a great deal. Cooking was frequent 
and in great quantities; large meals were offered and eaten. The family 
value system projected food as a standard— eating was healthy; stout 
people healthier; food a reward and denial of food a punishment.
Halbreich characterized the family background as overprotective, train
ing toward passivity, discouraging of self-initiated conduct; creating 
of a demand for instantaneous fulfillment and a low resistance to frus
tration. Eating behavior became a substitute for protest and indepen
dence. Aggressiveness was concealed, except through eating and 
daydreams.

Glucksman, Rand, and Stunkard (1978) concluded that family 
background greatly influenced later weight problems. Childhood eating 
patterns, and early separation experiences were seen as determinants 
of future behavior responses. When infancy feedings were inappropriate 
in relationship to the child's emotional and physical needs, feeding 
patterns often became associated with reduction of the fear of separa
tion or deprivation. These researchers hypothesized that with such a 
family background experience dieting might stimulate a
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cognitive-perceptual-affective awareness of deprivation or loss e Their 
1978 study supported this contention. A majority of patients exhibited 
symptoms of anxiety, depression, and a sense of loss of their physical 
and psychological integrity during weight reduction. Excessive oral 
behavior was evident in the form of smoking, thumb-sucking, hoarding, 
and preoccupation with oral fantasies.

Headley (1979) reported that the overweight individual's mother 
was often overpossessive or overdirective. The child's own wants and 
traits were frequently subordinated to the mother's .intense desire to 
shape the child in the mold most acceptable to her. The child's indi
viduality was denied as the child was manipulated to satisfy the 
mother's needs. Consequently repressed were the child's self-confidence, 
ability to express feelings, and rebelliousness. Although battles en
sued, the child generally felt that she had never won. The child 
usually became anxious to please, yet felt she never quite measured up.
As an adult, these feelings of guilt and insecurity about self-worth 
and fear of others' opinions persisted. Often the mother was perceived 
as critical and as favoring another child. Headley concluded that this 
background led to the child's setting unrealistic and excessive self- 
demands for herself to become the ideal mother which in turn led to an 
exaggerated sense of responsibility, guilt, and sense of failure. As 
an adult the conclusion persisted that she had to fulfill responsibil
ities to others but no right to ask for herself, nor to be assertive 
nor to win. Unable to hold her own as a child, a general feeling of 
being a loser in relationships developed. The.parental message often 
was that she be non-sexual, responsible, uncritical, helpful to others,
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and undemanding. Eating became the only legitimate way to help repress 
any breakthrough of disturbing awareness of anger or resentment. Often 
the child deduced from her home situation that you couldn't get much 
sharing, interest, or help from men. Fathers were often described as 
shadowy— seldom a positive force in the personality growth of their - 
children. Some were self-absorbed and distant, while some punished any 
opposition with anger or withdrawal.

Headley (1979) reported that getting fat often warded off 
male/female involvements. However, upon marriage the overweight woman 
seemed to have a tendency to choose a man who resembled her father. 
Headley referred to the considerable body of evidence that indicated 
an unconscious selection of mates— preference being based on one's 
view of oneself.

Orbach (1978) discussed family background in terms of culture, 
concluding that due to cultural circumstances mothers often uncon
sciously raise their daughters to learn that her own needs for emotion
al support and growth will be satisfied only if she can convert them 
into giving to others. To prepare the girl child for a life of in
equality, child-rearing practices attempt to hold back the girl child's 
desires to be powerful, autonomous, self-directed, energetic, and pro
ductive (outside the home). From childhood, she is to a greater or 
lesser degree burdened with dictums and experiences that work against 
independence and self-development.

• No garni and Yabana (.1977) , in their study of 16 obese or anor
exic binge eaters, cited correlations between family background and 
binge eating. Life histories.revealed disturbed object relationship
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in early development such as parent's psychosis, parent's death, 
parent's divorce or separation, and disturbed mother-child relation
ships. The maternal image expressed by the patient during the inter
views was usually seen as dominant, critical, defective, or very weak.

Social Support Systems
Ferguson (1978) stated that social reinforcement or approval 

from the client's family was a powerful force in behavior change and 
thus in successful weight loss. . He.also noted the importance of aware
ness that the client's new body size must "pay off" in terms of inter
personal success and self-esteem. Positive recognition by the support 
group was found to reinforce weight loss.

Edelstein (1977) identified two types of mothers (or significant 
other) of dieters: (1) the uptight, anxious mother, and (2) the sabo
teur. The uptight, anxious significant other sent out two messages: 
shame at the dieter's appearance and an intense desire that the dieter 
lose weight. The dieter picked up and amplified the shame and a 
passive-aggressive rebellion often ensued. Anger and hostility caused 
compulsive overeating and a vicious cycle resulted.' Edelstein described 
the saboteur as "sweet, well-meaning and sympathetic." She did not 
dislike the dieter for being overweight, but was annoyed with the world 
for not accepting the dieter as is. The saboteur's tactics involved 
putting obstacles in the way of the dieter, offering fattening foods 
"out of sympathy" and fear that the dieter would get sick if she got 
too thin.
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Mahoney and Mahoney (1976) emphasized the importance of a.sup

portive social environment. They maintained that the individual was 
less likely to continue weight control efforts in a neutral or critical 
social surrounding than a positive, supportive environment. Mahoney 
and Mahoney (1976:74) stated that "Some recent evidence suggests that 
social support may be one of the most essential factors in successful 
weight control." Ingredients of this environment include warmth, . .
acceptance of the individual as a person, encouragement for dieting, 
and good modeling of eating habits. The study pointed out that most 
dieters do not have families that can offer all of these; however, if 
family support is not forthcoming, there are other sources of support.
The more bases of support the dieter has, the better; if one fails, 
there are others still to be relied upon.

Habit Characteristics of Obesity

Previous Diet Attempts as a Predictor 
of Success at Weight Reduction

Borden (1977), in a study of 148 obese adults, concluded that 
previous diet attempts were negatively related to weight loss at three- 
and six-month follow-ups. Other researchers (Bellack, Schwartz, and 
Rozensky, 1974; Wing and Jeffrey, 1976) reported failure to find rela
tionships between weight loss and pretreatment dieting or participation 
in previous treatment programs.

Exercise as a Predictor
Gwinup1s (1975) study of 11 obese women, analyzing association 

between weight loss and exercise, showed that the amount of weight
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loss paralleled the amount of exercise; those losing the greatest amount 
all exercised for three hours daily. Weight loss did not begin until 
walking exceeded 30 minutes daily. Gwinup noted that motivation to con
tinue the exercise became a crucial variable (those who ceased regained 
the weight), and this motivation seemed to correspond to the exercise 
chosen. Joggers, swimmers, and cyclists tended to drop out. On the 
basis of this small sample, walking seemed the recommended form of exer
cise. This study demonstrated the subjects did tend to increase their 
caloric consumption with exercise, but though slow, weight loss (one- 
half pound per week) was constant.

Quereshi (1977) studied 168 successful and 119 unsuccessful .
TOPS members. He reported that the remediably obese persons were more 
active,

Bruch (1977) concluded that physical inactivity seemed to in
dicate more serious and persistent obesity as well as abnormal person
ality development. She concluded that marked inactivity was usually 
associated with general immaturity and showed a high correlation with 
social isolation. ■ Children rated as most inactive also had the highest . 
food intake and were most disturbed emotionally.

Nutrition and Food Preference as a Predictor
Ferguson (1978), in his review of dietary counseling, stated 

that dietary counseling is of great importance in weight reduction.
He concluded, however, that though dietary counseling sets the stage 
for the necessary behavior change, it rarely results in change when 
used alone. He stated that it was once assumed that if clients were



educated about their nutritional needs and the ideal diet and were given 
recipes for preparing properly balanced nutritious meals and even cook
ing lessons, they would respond by changing the amount and type of food 
they consumed. Ferguson (1978:232) stated, "Unfortunately, this is not 
the case."

Judd (1974) reported that Dr. Neil Solomon, Secretary of Health 
and Mental Hygiene for the State of Maryland, examined more than 1,000 
obese patients over an eight-year period. This study found that 96 per
cent showed some inability to digest certain types of foods; 37 percent 
were not metabolizing glucose properly; 28 percent had difficulty with 
protein metabolism; 73 percent had fat metabolism problems; and 18 per
cent had an abnormal basal metabolism. Other studies have found that 
overweight people eat taboo items on their diet due to a type of addic
tion withdrawal symptom reaction. The food that is harmful to the 
individual is eaten because it makes the individual feel better tem
porarily.

Leon and Chamberlain (1973a) studied emotional arousal, eating 
patterns, and body image associated with maintaining weight loss. The 
sample consisted of 34 regainers, 22 maintainers, and 39 controls.
These researchers, reported that the food preferences of regainers, 
maintainers, and controls varied significantly. The control group 
rated meat as most preferred and dairy foods as least preferred. Main
tainers ranked pastries and meat as most preferred and starches such as 
potatoes and bread as least. Regainers ranked pastries as most pre
ferred and dairy foods as least preferred foods. Thus, it seemed
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that regainers preferred foods that were higher in caloric count and 
more likely to cause weight gain.

Leon and Chamberlain (1973b) in a subsequent study of 28 re
gainers, 20 maintainers, and 20 controls found that regainers1 snack 
foods were more likely to be high in caloric content: pastries, rich
desserts, and candy. When the maintainers,did eat between meals, they 
were more likely to consume coffee or tea.

Schacter (1971), in a review of studies, reported that the 
obese eat more, 11 good-tasting" food and less "bad-tasting11 food than " 
controls. Quereshi (1972) studied from 153 to 175 female TOPS members 
between 1968 and 1971. A high preference for cakes was reported to be 
one of the predictors of failure. Nisbett (1972), in a review of the 
literature, reported that the obese increased their food intake more 
than the non-obese if they found a particular food palatable, but they 
ate the same amount of unpalatable food as normals.

Cabanac and Duclaux (1970) reported that normal individuals 
find pleasant-tasting sweet solutions to change to an unpleasant sensa
tion ; this curtails intake. On the other hand, the obese find the 
solutions somewhat more pleasant tasting than do normals, and a pre- 
glucose load hardly decreases its palatability. Halbreich (1976), in 
a case study of one obese male, cited the following behavioral corre
lates of the obese: preference for carbohydrate's and proteins, and
especially sweet foods, with avoidance and dislike of vegetables and 
fruits.
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Habits of Eating as a Predictor

Leon- and Chamberlain (1973b) , in a study, of 28 regainers, 20 
maintainers, and 20 controls found regainers exhibited association be
tween eating and a number of daily activities unrelated to mealtimes, 
such as eating before bedtime, between meals, at the table, and while 
watching television. .Food consumed at these times was more likely to 
be high in caloric content. Regainers tended to stay at home in the 
evening and consumed food at this time. They also engaged in signifi
cantly more activities outside the home, and these events tended to be 
associated with food intake. Social situations with family or outside 
the home seemed to be important stimuli to eating behavior. These 
investigators hypothesized that possibly the maintainers learned to 
control food intake by restricting their participation in situations 
outside the home that facilitate food consumption. Halbreich (1976), 
on the other hand, reported restrained social eating offset by gluttony 
in private; occurrence of night eating (associated with skipping break
fast) ; and attacks of compulsive eating.

- . i

Borden (1977) administered a variety of measures to a group of 
148 obese adults. Among the variables she found associated with small
er weight loss were more enjoyment (relatively) at being at a restaurant 
or at the table, a greater tendency to eat at parties and other social 
occasions, and binging.

McKenna (1972), in an experimental design study of anxiety 
levels and food cues effects on eating behavior, reported that over
weight subjects tended to skip breakfast and lunch more than normals.
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Both weight groups did most of their between-meal eating in the" evening„ 
The obese tended to consume much more at the evening meal and/or to make 
their evening snacks more substantial and frequente . McKenna (1972) felt 
the data suggested that the greater the deviation from normal weight, 
the greater the "individual’s sensitivity to both food cues and anxiety 
as determinants of overeating.

Schacter (.1971) , in a review of studies, reported that the obese 
eat more good-tasting food and less bad-tasting food, eat fewer meals 
per day, consume more per meal, and tend to choose the easiest way pf 
eating. He found that obese people ate in response to food..: cues in 
their environment, notably the sight, smell, taste, and availability of 
food, and due to habit and social stimuli. The obese studied ate fewer 
meals per day, more per meal, and more rapidly than normals. The obese 
had an easier time fasting in the absence of food cues, and a hard time 
in the presence of such cues. At low levels of stimulus prominence the 
obese were less reactive and at high levels of prominence more reactive 
than normals.

Schacter and Rodin (1974) noted that obese ate no more often 
than their normal counterparts, but ate more when they did eat. These 
investigators reported that.the obese seemed to have a defect in their 
"stop mechanism" of eating, continuing to respond to the food cues 
rather than to internal cues, e.g., gastric contractions, blood sugar 
levels.

Edelstein (.1977) concluded that overweight people were often 
hungry because of their high carbohydrate intake. Edelstein referred
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to the hypothesis that increase in hunger is due to low glucose and high 
insulin levels, and concluded that in this physiologic state sometimes 
the very handling, smelling, and tasting of food became a major trigger 
mechanism in overweight eating. Edelstein suggested that elaborate 
recipes, even low-calorie diet recipes, can cause the overweight to be 
tempted to bigger and better (higher calorie) things. She concluded 
that for some dieters it is possible that simple is best, and focusing 
on elaborate treats (whether low calorie or not) is detrimental.

Binging as a Predictor
Borden (1977), in a study of 148 obese adults, found a smaller 

weight loss associated with binging. Halbreich (1976) cited binging 
as being associated with obesity.

Nogami and Yabana (1977) selected 16 case reports of binge eat
ing to study between 1964 and 1975. They defined binge eating as a 
syndrome where the individual has a strong compulsion (related to 
stress, not to hunger) to consume a great deal of food; this eating is 
followed by feelings of shame and regret. These investigators reported 
that binge eating was associated with both anorexia and obesity. They 
concluded that eating disorders are of two poles: anorectic and
bulimic. A patient's behavior may represent one or the other and may 
show episodes of each. Such alterations can be seen in both anorexic 
and overweight individuals.

Nogami and Yabana (1977) found that the personality constella
tions of persons with anorexia and binge eating seemed to be of similar 
types; pre-morbid personalities of both were described to be good.
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hard working, and/or competitive. Female symptoms included a harsh, 
self-critical, self-depriving, and often self-destructive set of atti
tudes o The binge eater attempted to defend an uncertain identity 
through the abandonment of self-control and competition; a state of 
defeat prevailed, with feelings of helplessness and lowered self-esteem. 
The desperate overeating was a self-mutilating acting out. On the other 
hand, the anorexic defended an uncertain identity with self-control and 
competition, yet emaciation failed to solve the problems. Nogarni and 
Yabana suggested that in our society, victims of identity-confusion 
focused on eating and weight because of our society's particular concept 
of slimness and beauty.

Chronic Dieting as a Predictor 
of Success at Weight Reduction

A review of the literature revealed that recent research has 
explored the possibility that some variables reported as characteristics 
of the obese may not be such, but may be characteristics of dieting, 
Herman and Mack (1975) reported that when given a calorically excessive 
pre-load, non-dieters, whether obese or not, reacted by decreasing sub
sequent consumption, whereas dieters reacted by overeating, with subse
quent consumption varying directly with the extent of pre-loading.

Hibscher and Herman (1977), in a study of 86 male subjects, 
found that consumptive response to a pre-load was not a correlate of 
degree of overweight, but rather a correlate of dieting. These re
searchers posited that such an overeating response may be a result of 
the stress of dieting (.successful or not) , or perhaps that
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"neuroticism" prevalent in dieters and the obese is responsible for both 
a concern with dieting and the "obese" behavioral profile.

Hibscher and Herman (1977) also reported that elevated blood 
levels of free fatty acids (FFA— a well-established physiological char
acteristic of the obese) was a correlate of dieting, not of obesity. 
These researchers noted that elevated FFA’s have been found to occur in 
response to stress. They suggested two possibilities: (1) that stress
may be the cause of FFA's in the dieter, since hunger or deprivation is 
itself a stressor; or (2) that perhaps the chronically nervous individu
al, in whom elevated FAA might be expected, would be differentially 
likely to submit to sociocultural pressures to engage in dieting.

Personality Characteristics

Body Perception Distortion as a Predictor
Garner et al. (1976) studied 18 anorectics, 16 juvenile onset 

obese, 16 thin normals, and 16 normal weight subjects. They found that 
not only anorexic, but also obese patients showed a relative overesti
mation of body size compared to controls. However, they reported that 
approximately one-half the anorexic and obese subjects underestimated 
body size. Garner et al. supposed that this underestimation tendency 
might be due to females in this culture viewing themselves as being 
smaller (weaker?) than they actually are because of positive societal
attitudes toward.small size in females. Garner et al. found that

\whereas anorexics tended to most overestimate the face, the obese most 
overestimated their hips.



30
Personality Characteristics as a Predictor

Leon and Chamberlain (1973a) z in a study of 34 regainers, 22 
maintainers, and 39 controls, found an association between emotional 
arousal and eating. Regainers listed multiple arousal states that they 
responded to as stimulus for eating, such as happy, angry, 'frustrated, 
lonely, bored, celebrating, excited, and hungry. Maintainers and con
trols also showed eating in response to arousal, but arousal states 
were more specific to lonely, bored, and.hungry. Controls stated they 
ate for enjoyment and because of hunger. These investigators, supposed 
that the larger number of both positive and negative emotions associ
ated with eating in the regainer group might be related to the lack of 
success in maintaining weight loss.

Abramson and Stinson (1977), with a sample size of 60 female 
students, found that boredom markedly increased food consumption for 
both obese and normals, though obese ate more food. These researchers 
suggested that coping with boredom by food consumption was not unique 
to the obese, but that the obese might experience boredom more fre
quently due to their lifestyle or their attitude, and thus have more 
occasion to eat away their boredom and become and stay obese.

Leon (1975), in a study of personality and eating patterns, 
divided her sample of dieters into a "change group" (14 persons), "no 
change" (34 persons), and controls (26 persons). Her findings sup
ported the contention that obese ate in response to states of emotional 
arousal. Overweight persons in both "change" and "no change" groups 
originally were not significantly different in terms of the number of 
stimuli that elicited food intake. Subsequent data revealed that
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those who successfully lost weight had learned to limit the number of 
emotional and environmental cues that were.stimuli for eating.

Halbreich (1976) reported that the obese set unrealistic expec
tations ; upon error were plagued by thoughts of self-debasement and 
reproach. . Protective coping mechanisms to tension, anxiety, stress 
were pretty limited to the eating response. Other personality factors 
cited as associated with obesity were: a demand for instantaneous ful- .
fiIlment, low resistance to frustration; concealed aggressiveness with 
pretense of happiness, vindictiveness (blame); recalling of small wrongs 
done to oneself; decreased social involvement and social activity. Eat
ing appeared to be a substitute for unattained love and sex, as well as 
for acts of protest and independence.

In a study on self-concept in super-obese children, Pereyra- 
Garcia Castro (1978), with a sample size of 84 obese and 84 control, 
found that the self-image of the obese was low or poor. He cited 
Coppersmith's study on'self-esteem wherein it was found that the sub
jects with high self-esteem were affected much less frequently by 
psychosomatic illnesses than those with low self-esteem. • Those with 
high self-esteem spoke up more; desired to express their opinions; 
and weren't sensitive to criticism. They had few feelings of anxiety; 
were confident in their reactions and had faith that their efforts 
would be successful. They had a realistic estimation of their atti
tudes, social skills, and personal qualities.

The Glucksman, Rand, and Stunkard study of 1978 was based on 
data obtained from 73 obese and 21 normal weight patients in
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psychoanalytic treatment. The research questionnaire asked two open- 
ended questions relating to psychodynamics of weight gain and loss.
These were examined for recurring themes. Five major categories were 
identified: affect, self-image, deprivation^gratification; aggression-
competition; and sexuality. Typical examples of the shift in each 
category during weight gain and loss for the obese patients were:

1. Affect— inability to deal with anger, hostility, and frustra
tion (weight gain); resolution of negative affects (weight 
loss).

2. Self-image— feelings of being unloved and unloveable (weight 
gain); increase in autonomy, initiative, and industry (weight 
loss).

3. ' Deprivation-gratification— disappointment in love relationships;
loss of dependency and sexual gratification (weight gain); 
satisfying love relationships (weight loss) .

4. Aggression-competition— fear of competition with women (weight 
gain in female patient); improved ability to compete (weight 
loss) .

5. Sexuality— fear of heterosexuality leads to desire to ward it 
off (weight gain); loving feelings toward man (weight loss in 
female patient) .

Headley (1979) concluded that people with weight problems showed 
difficulty asking for help from those around them. They tended to be 
intensely demanding of themselves, unrealistically so, as well as self- 
punishing, self-critical, not sure of their own worth or equality with
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others. Character traits common to most overeaters were sensitivity and 
a desire to please. The obese!s self-doubts resulted in a greater than 
normal need to be respected and liked. To be liked, the obese often 
felt that they must put on an appearance of cheerfulness when around 
others even when suffering from underlying depression.

Headley (1979) reported that attitude scales of the overweight 
have consistently found them to be in a depressed state. The overweight

i

often possessed repressed anger perhaps because they were not effective 
fighters and did not insist upon changes. Though they sometimes vented 
their anger loudly, they did not insist upon recognition of their opin
ions or feelings nor on changes within the situation. They continually 
doubted their own perceptions of the situation. Frequently quite depen
dent, they hung onto relationships or jobs they had even with the prob
lems because they doubted their ability to make out all right or to find 
a more satisfactory situation.

Headley (1979) concluded that the most important personality 
aspect of overeaters was their self-punishing behavior. She described 
this as not deliberate, but due to unconscious forces in their person
ality. These impelled them to abandon their own welfare; to continually 
place themselves in a situation where they received less or where, they 
were in a poorer position than others. The overweight person often fell 
into the role of being the listener, the advice-giver, the supportive 
person— of seeing to it that other people's goals were accomplished.
The obese were characterized by high moral strivings, and a strong



sense of responsibility e which often precluded mental breakdown or sui
cide no matter the unhappiness.

Orbach (1978) reported that the obese saw herself as incapable 
of taking care of herself. She did not see herself as an individual 
with rights, privileges, and needs to be taken seriously. She gave; she 
possessed an inferior sense of self; expected less for herself; felt 
guilty if she wanted more; yet hostile because she got less.

Mahoney and Mahoney (1976) concluded that the obese were quite 
perfectionistic, setting unrealistic goals and demands upon themselves. 
These researchers also emphasized the characteristics of inaction, 
passivity, restraint, and self-denial.

Quereshi (1972) studied 98 KOPS (Keeping Off Pounds Sensibly) 
and 180 TOPS females, by measuring four personality factors (MARS test). 
TOPS perceived themselves as unhappy and extraverted. Unhappiness 
represented such characteristics as fatigue, loneliness, repression, 
nervousness, tension, depression, being troubled, self-uncertainty, 
discouragement, self-consciousness, anxiety, and dissatisfaction. 
Extraversion encompassed tolerance, talkativeness, outgoingness, sym
pathetic, sociability, excitability, affection, adventurousness, enthu
siasm, popularity, cheerfulness, and credulity. Quereshi concluded 
that the high ratings on these two sets of characteristics indicated 
that obese females, despite their attempts to gain the approval of 
others by means of friendliness and congeniality, perceive themselves 
as lonely and rejected.



Coping as a Predictor
The psychosomatic hypothesis views obesity as a learned coping 

response associated with anxiety reduction z usually established in 
childhood (Glucksman et al., 1978). This mode of anxiety reduction 
leads into a cycle of greater obesity, more anxiety, and continued ' 
overeating.

Leon (1975), in her study of 14 "change” dieters, 34 "no change” 
dieters, and 26 controls, reported that the obese eat as a coping re
sponse to states of emotional arousal. The obese who successfully lost 
weight had learned to limit the number of emotional and environmental 
cues that were stimuli for eating.

Slochower (1976) studied the association of anxiety to overeat
ing in a sample of 20 obese and 20 controls. Slochower concluded that 
obese subjects ate more than three times as much food in the unlabeled 
than in the labeled anxiety situation. Apparently the obese tended to 
overeat as an anxiety-reducing mechanism when they perceived the anxiety 
to be of unknown origin; i.e., free-floating. When the source of the 
anxiety was labeled, there was no such eating response. Slochower re
ported that aroused obese subjects showed significant affect reduction 
following eating. Normals, unlike the obese, ate most when their stom
achs' were empty and were unresponsive to manipulations of labeled or 
unlabeled anxiety.

Glucksman et al. (1978), in their study of 84 obese and 63 nor
mal patients, reported that a significant percentage of obese patients 
(79 percent) gained ten or more pounds during.stressful periods
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(divorce, occupational change, death of a family member) compared with 
normal weight patients (nine percent).

Nogami and Yabana (1977), in their study of anorexic and obese 
binge-eaters, reported that the onset of binge-eating was generally re
lated to a crisis of identity or, a situation of identity.confusion (such 
as getting a job after graduation from school, change of schools, loss 
of a goal, confusion of the love object in a romantic affair, etc.). 
Quereshi (1977), in his study of 169 successful and 119 unsuccessful 
TOPS members, reported that those who expressed their anger and believed 
that they could cope with life and its circumstances had a better chance 
of reducing weight than those who did not.

Halbreich (1976) concluded that it was impossible for the obese 
to reduce weight for any prolonged period of time without another suit
able substitute for overcoming tension. This author warned that dieting 
itself and rigid instructions might result in increased tension and 
therefore continued overeating.

Orbach (1978) concluded that eating and fat are coping mecha
nisms. Fat was used as: protection from sexual interest by the oppo
site sex, a feeling of safety, a feeling of strength, an excuse for 
failure, a symbolic way of expressing hostility, a way of anesthetizing 
feelings too dangerous to confront, a defense against competetion, it 
provided warmth and self-comfort, and/or it was a singular legitimate 
self-allowed pleasure.

Headley (1979) concluded that eating was often the only means 
of feeling better when the overweight person felt she had lost out.
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Headley found that the overweight ate when lonelyz depressed, frustrated, 
disappointed, or had suffered a life crisis* They blamed themselves for 
their problems, labeling themselves personally weak, powerless, useless, 
fat, ugly, and hopeless, . They felt powerless to do anything about their 
situation. Their fatness was blamed for failures and problems, and was 
used as a temporary escape from an often scathing, hopeless, condemna
tion of total worth. Great amounts of emotional energy were expended 
complaining and helplessly flailing against what was defined and 
accepted as a hopeless situation— effectively forestalling any power 
in effecting real change either in personal life or in fatness. If 
weight was lost without creating other coping mechanisms, when stresses 
occurred, fatness re-occurred.

Shaver and Rubinstein (1979), in an interview survey on the 
problem of loneliness, found that people attempted to answer three 
things: Who is to blame? Can it change? What control do I have over
my feelings? Those who coped most poorly blamed themselves, and saw no 
hope for improvement, believing there was nothing they could do. Some 
tended to make one or two efforts; if nothing changed they gave up and 
sank into a "sad passivity": crying, sleeping, overeating, taking
drugs, or staring at television. Blaming themselves added to their 
feelings of low self-esteem. However, those who blamed something in 
their environment— a temporary situation that would blow over one day:—  

and who felt in control of their emotions were better able to cope.
These individuals reacted in an active way by studying, reading, exer
cising, shopping, and calling or visiting friends.
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Locus of Control and Self-Reinforcement 
Style as a Predictor

Bellack and Tillman (1974) found that successful subjects in a 
verbal-recognition, task were those who administered significantly more 
positive self-reinforcements than did the unsuccessful (p = 0.001). 
Rozensky and Bellack (1974) reported that high self-reinforcement sub
jects lost more weight in a self-monitoring situation, but less weight 
in a therapist-managed financial-contingency treatment than did subjects 
with a low rate of self-reinforcement. On the basis of this finding, 
the authors suggested that self-reinforcement1s correlation with success 
might be dependent upon the type of treatment modality. Bellack, Glanz, 
and Simon (1976) found that high self-reinforcers lost more weight than 
low self-reinforcers and had maintained those losses better at a five- 
month follow-up. ' ■ - '

Balch and Ross1 (1975) study with 34 female subjects found sig
nificant correlations between internal Rotter I-E scores and both com
pletion and success in the program. The Rotter (1966) I-E scale is a 
predictive scale based on measure of locus of control. The rationale 
behind this scale is that the internally-oriented individual who be
lieves that chances for success are casually connected to her own behav
ior, and who thus sees herself as possessing control over her life, 
would be expected to be more successful in a weight-reduction program 
than would be the-externally-oriented individual who believes that luck 
or fate are important determinants of her life. Bellack, Schwartz, and 
Rozensky (1974), Balch and Ross (1975), and Weiss (1977) each suggested 
that locus-of-control measurement scores might differentiate subjects
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who would do best in a self-control program (internals) from those who 
would most profit from a weight-reduction program with therapist control 
and financial contingencies (externals).

■ Reid and Ware (1974) identified a problem in using the Rotter 
scale, reporting that the items were not concerned with the subject’s 
sense of ability to control self, but rather with a sense of ability of 
self to control the environment. These investigators stated that an 
important aspect of self-control for the obese is their perception of 
themselves as being able to control themselves as well as to control 
aspects of their environment. Scales should include measurement of the 
subject!s sense of an ability to control self.

Motivation as•a Predictor of 
Success at Weight Reduction

Judd (1974) defined motivation, as related to weight reduction,
.

as a conscious concentration on a single desire. For motivation to be 
on-going there must be some perception and expectation on the part of 
the individual of a desired goal or reward contingent upon or integrated 
with the attainment of the "single desire."

Mahoney and Mahoney (1976) stated that a person’s motivation to 
control her own behavior is a combination of (1) the value of the antic
ipated change (e.g., health, personal appearance, social desirability, 
etc.), and (2) her confidence in the feasibility of its attainment. If 
• the person values some change highly and is confident that the change 
can be produced, her motivation is usually very high. For continued 
motivation to reduce weight other ingredients are essential,' such as
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acceptance and pursuance of change in many areas of-the individual1s 
lifestyle and acceptance of the need to identify and replace life-time 
habits.

Stunkard and Penick (1972) pointed out that the individual must 
be motivated not just to lose weight but to assume responsibility for 
her own behavior. The obese individual must be able to and desire to 
acquire, certain knowledge, such as of attitudes, emotions, and behavior
al habits, physiology of weight loss, caloric values, exercise, nutri
tion, and behavioral techniques. The individual must be willing and 
desirous of incorporating these into a life-time habit. These research
ers maintained that traditional treatment is not effective for weight 
reduction because it is based on an authoritarian, physician-dependent 
patient relationship which excludes or precludes patient personal re
sponsibility and motivation for self-control.

Ferguson (1978), based on data of 62 subjects, tested associa
tions between patient acceptance of and compliance with the weight loss 
program and outcome« He reported that patients who responded poorly 
were identifiable by the fourth week (of ten weeks). Many of these did 
not follow the instructions or used only the techniques they felt were 
most valuable or less onerous. Other situations associated with failure 
were marital conflict, non-attendance, and sporadic attendance.

Quereshi (1977) studied 169 successful and 119 unsuccessful TOPS 
members and reported that the remediably obese had a greater commitment 
to reduction of weight than did the irremediably obese.



Borden (1977) , in a study of 148 obese adults, concluded that 
subjects who reported more reasons for dieting lost more weight at three 
and six month follow-ups, but that those who felt they were under a 
great deal of pressure to lose weight did "less well.

Maiman et al. (1977) conducted a study of 113 (post attrition) 
subjects based on the thesis that a client's belief system has a criti
cal impact on her health actions. Since the client's belief system can 
trigger health action or inaction, these investigators considered it a 
measure of motivation, and thus it would be an important ingredient ■ 
when attempting to measure likelihood of successful weight loss in a 
weight reduction program. These investigators measured the indices: 
perceived health concern; perceived susceptibility; perceived severity; 
perceived benefits; and perceived barriers. Their results indicated 
those to be of predictive value for compliance. Since these beliefs 
were found to be linked to health behavior, the authors suggested them 
for practical assessment to predict client behavior.



CHAPTER 3

RESEARCH METHODOLOGY'

This chapter describes the design of the study, the sample and 
setting, criteria of selection, human subjects1 protection, development 
of the measurement instrument, data collection, scoring of the instru
ment and data analysis, and limitations of the study.

Design of the Study 
This was an exploratory study designed to:

1. Identify characteristics of subjects who voluntarily elected to 
enter a specific nutrition-oriented, publicly available, for 
profit weight reduction program;

2. Identify characteristics of subjects in this specific program 
who lost weight during the time of attendance at the rate of 
one-half pound per week if in the primary stage of obesity; one 
pound per week if in the' secondary stage of obesity; and two 
pounds per week if in the tertiary stage of obesity.

3. Identify characteristics of subjects who attended this program 
and did not lose weight at the above given rates during the
■time of attendance,

42



43
The Setting and the Sample 

The study was conducted in a publicly available, private, for 
profit weight reduction program offered in a city of the southwest 
United States. The weight reduction program was owned and operated by 
a registered dietitian/nutritionist. .Verbal permission to conduct the 
study was obtained from the owner of the weight reduction program.
Weekly classes were held in a rented room in a church, with both after
noon and evening classes offered. The program operated on a ten-week 
cycle and a person could begin at any time. Once ten sessions were 
completed, the client could choose to re-register and continue to pursue" 
weight loss. When the client successfully lost down to her ideal weight, 
she could continue on the maintenance program for one year without 
charge. Class size varied from seven to twelve persons and the classes 
lasted for one hour.

The weight reduction program offered a group approach to weight 
reduction, emphasizing nutrition and re-education of eating and cooking 
habits. Clients remained self-directed; there were no contracts between 
the client and the program operator. Awards were given upon loss of 25 
pounds and/or attainment of ideal weight.

Class sessions began with a private weigh-in of each client.
After weigh-in the client would socialize or peruse low-calorie recipe 
books. Upon completion of all the individual weigh-ins, the group re
ceived a special low-calorie recipe and a lecture. Lectures discussed 
breakfasts, eating out, nutrition, metabolism, calories, exercise, and 
motivational materials. At the first class session a printed diet was
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given to each participant. The diet was specific, yet it offered variety 
and choice.

Criteria for Selection of Subjects 
The sample consisted of the first 21 persons who voluntarily 

elected to join this weight reduction program and agreed to participate 
in the study. Other criteria were that the subjects be over the age of 
18 years and be able to read and write English well enough to complete 
the questionnaire. .

Human Subjects Protection
Human subjects approval was sought and obtained from The Univer-

\

sity of Arizona Human Subjects Committee (see Appendix A). The subjects 
were provided with a questionnaire, the first page of which was a dis
claimer •form. The disclaimer informed the participant of the purpose 
of the study and of what was .required of her. Each subject was provided 
with the right to refuse to participate and the right to withdraw at any 
time without prejudice. Each subject read and signed the disclaimer- 
form (see Appendix B). .

Development of the 
Measurement Instrument

The investigator developed a self-rating questionnaire on the
basis of the review of the literature. The questionnaire, which can be
found in Appendix C, sought data in the following categories:

I. Demographic characteristics
II. Medical history
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III- Activity
IVo Personality self-assessment
Vo Characteristics of obesity 
VI. Causes of overweight
VII - Reasons for desiring to lose weight
VIII. Learning environment preference and learning needs

IX. Reasons for choosing this nutrition-oriented weight
reduction program

To obtain content validity, the questionnaire .was reviewed by 
two individuals, the dietitian/nutritionist owner of the program and a 
psychologist who deals with overweight clients in her practice. Prior 
to use, ten overweight individuals representing the three stages of 
obesity completed the questionnaire. Revisions were made to increase 
clarity and to decrease time necessary for completion of the question
naire .

The development of the definition of obesity was based on the 
concept of stages of illness: primary, secondary, and tertiary. For
purposes of this study, Young’s (1978) criteria of obesity were accepted. 
The primary stage of obesity was defined as weight no greater than ten 
pounds above the national average for the subject’s height, weight, and 
sex; the secondary stage was described as weight no greater than 30 
pounds above the national average for the subject's height, weight, and 
sex; and the tertiary stage of obesity was weight greater than 30 pounds 
above the national average. 'Ideal weight corresponded to the 1974 
tables of the National Academy of Sciences.



Data Collection
The first session of the weight reduction program convened after 

a holiday recess during the month of December. After weigh-in the in
vestigator informed the subjects z as a group, of the study z its nature 
and purpose, what would be required of them in terms of time and effort, 
and of their right to refuse to participate without prejudice. The sub
jects were given the disclaimer form and questionnaire to'read, sign, 
and complete. The investigator was present during this time to respond 
to any questions and to collect the questionnaires. Completion of the 
questionnaire required from between 15 minutes to 25 minutes. The sub
jects were able to sit around a table.in the church room for this pro
cess. At the end of 12 weeks, the investigator obtained end weight as 
recorded in the. owner1s weekly records of weigh-ins.

Scoring of the. Instrument 
and Data Analysis

Successful weight loss was based on the rate of weight loss 
rather than on completion of the weight reduction program, since the 
review of the literature indicated an expected high rate of attrition. 
Thus in scoring the questionnaire, the subject's sex and initial weigh- 
in weight were matched to her height, and her ideal weight was estab
lished according to the National Academy of Sciences table. Ideal 
weight was subtracted from initial weight. This allowed categorization 
by stage of obesity. Required rate of weight loss for success, given 
the stage of obesity of the subject, was then compared to actual rate 
of weight loss. Actual rate of weight loss was determined by



subtracting end weight from initial weight and dividing by the number of 
weeks of participation in the program. If the subject achieved or ex
ceeded the required rate of weight loss for her stage of. obesity, that 
questionnaire was placed with the successful dieter group; if not, it 
was placed with the unsuccessful dieter group.

Each question of the questionnaire was scored for frequency of 
response among (1) the sample as a whole; (2) the successful dieters; 
and (3) the unsuccessful dieters. Frequency distributions were done by 
hand to determine characteristics of the subjects in each of these three 
categories. These were used to form a narrative profile of subjects in 
each category, and to highlight differences in characteristics identi
fied between the successful and unsuccessful dieters in this particular . 
weight loss program.

Limitations of the Study 
The following limitations of this study were recognized:

1. Content validity was established, but reliability was not.
2. Since the questionnaire requested self-assessment, there was no 

method to determine if the subject was honest in her response.
3. The attrition rate as expected was high. Only seven of the 21 

subjects completed the entire program. Thus, though all 21 met 
the criteria and were determined as either successful or un
successful dieters, the number of weeks of participation was 
fewer than ideal.



CHAPTER 4

ANALYSIS OF THE DATA

In this chapter the findings and analysis of the data are pre
sented, The data are presented under the following headings:
I, Demographic Characteristics; 11, Medical History; III, ■ Activity; 
IV, Personality Self-Assessment; V, Characteristics of Obesity; VI, 
Causes of Overweight; VII, Reasons for Desiring to Lose Weight; VIII, 
Learning Environment Preferences and Learning Needs; IX, Reasons for
Choosing this Nutrition-Oriented Weight Reduction Program,

- Characteristics of the Subjects
Twenty-one subjects participated in the study. The maximum 

length of participation was ten weeks, Of the 21 subjects, seven com
pleted the full ten weeks, One subject participated for eight weeks; 
one for six weeks; eight for five weeks; two for three weeks; and two
for one week. Ten successfully lost weight and 11 did not. Table 1
represents length of participation in the program by amount of weight 
lost.

Demographic Characteristics 
of the Subjects

All of the 21 subjects were women. Their ages ranged from 21 to
70 years of age, with a mean age of 40,6 years. Seventeen of the

48
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Table 1. Length of participation in program and amount of weight lost 
(N=21)

Initial End
Length of Time Weight Weight Stage of Amount Lost
in Program in Pounds in Pounds Obesity in Pounds

10 weeks 215 195 Tertiary 20
10 weeks 187 187 1/2 Tertiary + 1/2
10 weeks 170 3/4 162 1/2 Tertiary 8 1/4
10 weeks 151 136 Secondary 15
10 weeks 159 159 Tertiary 0
10 weeks 143 135 1/4 Secondary 7 3/4
10 weeks 119 1/4 107 Primary 12 1/4
8 weeks 195 1/4 179 1/2 Tertiary 16
6 weeks 115 107 1/4 Primary 7 3/4
5 weeks 255 1/4 ‘ 248 1/2 Tertiary 7
5 weeks 183 176 1/2. Tertiary 6 1/2
5 weeks 166 155 1/2 Tertiary 10
5 weeks 162 149 3/4 Secondary 12 1/4
5 weeks 147 1/2 143 3/4 Secondary 3 3/4
5 weeks 147 135 1/4 Secondary 11 3/4
5 weeks 125 122 Primary 3
5 weeks 124 3/4 119 Primary 5 3/4
3 weeks 156 156 1/2 Tertiary + 1/2
3 weeks 142 3/4 142 1/2 Secondary 1/4
1 week 152 150 3/4 Secondary 1 1/4
1 week 144 144 Secondary 0
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subjects were Anglo; one was Black; none were Mexican-American; and three 
were ”other."

Fifteen of the 21 subjects were married, three were single, one 
was divorced, and two were widowed. Fifteen of the subjects lived with 
their husbands (ten with husband and children and five with just hus
band), one lived with her children (and no husband), one lived with an
other relative, one with a friend, and three lived alone.

Sixteen subjects indicated that they had had more than 12 years 
of education, five had had eight to 12 years of education, and none had 
had less than eight. Eleven subjects were employed outside the home; 
nine worked as homemakers. Of the 11 employed outside the home, seven 
served in both capacities. One subject did not respond to this question.

Medical History of the Subjects
Four of the subjects indicated that there had been complications 

during their gestation or birth process, and 17 indicated that there 
were no complications. The complications cited were: breech birth;
prolonged, difficult labor along with maternal blood poisoning; RH in
compatibility problems; and problems involving death of a twin sister 
at birth. Table 2 represents the subjects' gestational.or birth process 
complications by current age and stage of obesity.
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Table 2. Gestational or birth process complications by current age 
and stage of obesity (N=4)

Complication Age of Subject Stage of Obesity

Breech Birth 35 years Primary
Rh Incompatibility 25 years Tertiary
Death of Twin 48 years Secondary
Maternal Blood Poisoning 

and Difficult Labor 32 years Secondary

Twelve of the subjects had one or more diagnosed illnesses; 
eight had one diagnosed illness; three had two; and one had three diag
nosed illnesses. Nine subjects had no diagnosed illnesses. Thirteen 
subjects reported that they were taking one or more medications z and 
eight subjects were on no medications.

Of the 21 subjects, 16 did not smoke. Of the five who did 
smoke, two smoked one-half pack a day, and three smoked one pack a day.

Activity

Twelve of the 21 subjects rated themselves as being "moderately" 
active; seven indicated that they were "very" active. Only two rated " 
themselves as being sedentary or not very active. Ten of the 21 sub- 
jects indicated that they enjoyed exercise, nine indicated that they 
didn51 like exercise, and two *(both'of.whom stated they didn11 have
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time for exercise) did not respond to this question. Only four marked 
that they didn't have time for exercise.

Personality Self-Assessment 
All the 21 subjects indicated that it was fairly or very impor

tant to them to be liked; 14 thought it was "fairly important" and seven 
that it was "very important."

Seventeen subjects rated themselves as being satisfied. Thirteen 
rated themselves as "genuinely happy." Ten rated themselves as both 
"happy" and "satisfied." Only one subject rated herself as a "genuinely 
depressed person," and one rated herself as "generally dissatisfied."

Fourteen of the 21 subjects marked that their loved ones and 
friends "care about my weight," and 14 indicated that their loved ones 
and friends "will help me in my effort to lose weight." Nine subjects 
indicated that their loved ones and friends both "care about my weight" - 
and would "help me in my effort to lose." Three of the 21 indicated 
that their loved ones or friends "won't help me in my effort to lose 
weight." None indicated that they "will make it more difficult for me 
to lose weight."

Eighteen of the 21 subjects indicated that "a person controls 
their own life by the choices they make." Three marked that "a person 
has some control, but luck or fate plays a.part." Only one marked that 
"a person's life is largely the result of the environmental forces that 
act on him or her." (One marked both "controls own life by choices" " 
and "largely the•result of environmental forces.")
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Twenty of the 21 subjects rated themselves as needing some im
provements. Two rated themselves as "good enough the way I am" and two 
rated themselves as "lacking in many ways." Two marked both "lacking" 
and "needing improvements" and one marked both "need improvement" and 
"good enough."

Characteristics of Obesity
The stage of obesity was determined by subtracting the ideal 

weight from initial weight. The 21 subjects represented all three 
stages of obesity; nine were in the tertiary stage, eight in the second
ary stage, and four in the primary stage. Table 3 represents stages of 
obesity.

The questionnaire instructed the subject to mark all the age 
periods in which she was overweight, with the following choices: 0-2,
3-10, 11-19, 20-29, 30-39, 40-49, 50-59, and 60-69. Sixteen subjects 
marked two or more time periods as periods of overweight for them. Ten 
subjects indicated that they had been overweight during two time peri
ods. Six subjects indicated that they had been overweight during three 
or more of the time periods. Five subjects indicated that they were 
overweight during only one of the time periods.

Two subjects recorded that they had been overweight prior to 
age two. Two indicated themselves to have been overweight between ages 
three and ten years; seven between ages 11 and 19. Thus, 11 of the 21 
subjects were overweight prior to the age of 19 years.. Table 4 repre
sents ages of overweight prior to age 19, by stage of obesity.
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Table 3. Stages of obesity (N=21)

Stage of 
Obesity

Pounds 
Initial Weight

Pounds 
Ideal Weight

Pounds
Difference

Tertiary 255 1/4 136 119 1/2
Tertiary 215 134 81
Tertiary 195 1/4 122 73 174
Tertiary 187 112 75
Tertiary 183 122 61
Tertiary 170 3/4 131 1/2 39 1/4
Tertiary 166 1/4 136 . 30 1/4
Tertiary 159’1/4 129 30 1/4
Tertiary 156 109 47
Secondary • 162 134 28
Secondary 152 122 30
Secondary 151 131 1/2 19 1/2
Secondary 147 1/2 122 25 1/2
Secondary 147 118 1/2 28 1/2
Secondary 144 121 23
Secondary 143 129 14
Secondary 142 3/4 125 1/4 17 1/4
Primary • 125 122 3
Primary 124 3/4 122 . 2 1/4
Primary 119 1/4 112 7 1/4
Primary \ 115 112 3
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Table 4. Overweight prior to age 19 by stage of obesity (N=ll)

Overweight 
Age Periods Primary

Stage of Obesity 
Secondary Tertiary

Number of 
Subjects

0-2 years 0 1 1 2
3-10 years 0 2 0 2
11-19 years 1 2 4 7
Total 1 5 5 11

Thirteen of the subjects pictured their weight pattern as being 
one of weight gain/weight loss; six pictured theirs as being a steady 
gain over time. One subject had maintained a consistent normal weight 
and then within a two-year period had increased to the secondary stage 
of obesity. One subject had been overweight as a youngster, but re
turned to normal weight between the ages of 11 to 39. However, at age 
40 she gained to the secondary stage quickly and remained consistently 
there until her current age of 48 years. Of the 13 subjects who gained 
and lost, four were in the primary stage of obesity, three were in the 
secondary stage, and six were in the tertiary stage. Of the six who had 
.gained steadily over time, three were in the secondary stage and three 
were in the tertiary stage of obesity.

Two subjects, both in the secondary stage of obesity, indicated 
that this was the first time they had dieted. Six had previously dieted 
between one and five.times; seven had dieted between six and 20 times, 
and five had dieted over 20 times.



Fifteen of the subjects accurately estimated their degree of 
overweight, five underestimated, and one subject who was in the primary 
stage overestimated. Table 5 represents accuracy of self-estimated 
degree of overweight.

Table 5. Accuracy of subjects1 self-estimated degree of overweight 
and stage of obesity (N=21)

Stage of Obesity Accurate Overestimation Underestimation

Primary 3 1 0
Secondary 7 0 1
Tertiary 5 0 4
Total 15 1 5

Causes of Overweight Condition 
Self-identified reasons for being overweight, self-identified 

reasons for eating, factors which stimulated an eating response, impor
tance of taste of food, eating habits, and types of foods and drinks 
consumed are discussed in this section.

Fifteen subjects marked "amounts of foods I eat" as a reason 
for being overweight. Eighteen marked "the kinds of foods I eat." 
Sixteen indicated that liking to eat was a cause of their being over
weight. Seventeen cited hunger as a reason for their eating. Fifteen 
cited eating to be the way they rewarded or comforted themselves.
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Thirteen indicated that they were stimulated to eat by the sight

of food. Ten indicated that anxiety from an identified source caused an
eating response, and seven indicated that diffuse or free-floating 
anxiety caused them to eat.

Sixteen of the 21 reported the taste of food to be very impor
tant to them. Seven marked that they skipped breakfast, four indicated 
that they skipped lunch, and none indicated that they skipped dinner. 
Three rated themselves as night-eaters, 15 as afternoon and evening 
eaters.

Fourteen indicated that they drank alcohol and seven that they 
did not. Of those who did drink, only four subjects drank more than 
three days a week. Six indicated they drank liquor, four beer, and six 
wine, some drinking more than one kind of alcoholic beverage.

All 21 subjects indicated that they drank one or more of the 
caffeinated drinks, coffee, tea, or cocoa. Thirteen consumed three or 
more cups a day of a caffeinated beverage. Thirteen drank-no decaffein
ated coffee; eight did.

Seven drank no diet drinks.'' One subject drank diet drinks one
day per week, one two days per week, one four days per week, two five
days a week, one six days a week, and eight drank diet drinks all seven 
days of the week.

Fourteen subjects used no diet foods. One subject used diet 
foods once per week, one twice per week, two three times a week, one . 
six times a week, and two subjects used diet foods all seven days a 
week.
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Adequacy of the diet was based on consumption of foods in the 
four main food groups: dairy; breads and cereals; meats; and fruits
and vegetables.. Sixteen of the 21 subjects indicated that they ate from 
all the four foodigroups six or seven days a week. Five subjects did 
not.

Consumption of high calorie snack foods was evaluated by "day- 
occurrences»11 ■ Number of "day-occurrences" of eating high calorie snack 
foods was determined by adding the number of days a week the subject ate 
each one of the following: potato chips, peanuts, pasta, sweets, and/or
soft drinks. Twelve of the 21. subjects accumulated,11 or more "day- 
occurrences" of eating high calorie snack foods. Nine subjects accumu
lated ten or less "day-occurrences" of eating high calorie snack foods.

Reasons for Desiring to Lose Weight
In this section the subjects marked all the reasons they had 

for desiring to lose weight. "I look better thinner" was marked by all 
.21 of the subjects. "None of my clothes fit me" was. marked by 13 of the 
subjects. "It is very painful emotionally for me to be this fat" was 
marked by 11. of the 21 subjects. "Physical symptoms" was marked by 
seven; "I spend too much money on things related to my overweight" by 
five; and "someone important to me wants me to" by five.

In the section on motivation, the subject selected one of four 
levels of attitude: "positively can, " "probably," "maybe, " "cannot. "
Nineteen rated "overweight can be cured" as "positively" or "probably 
can." Twenty rated "overweight can be controlled" as "positively" or 
"probably can." All 21 rated "food selection will help, in weight loss”
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as "positively" or "probably will." Nineteen rated "decreasing the 
amount eaten will help" as "positively" or "probably will." Twenty 
rated "increasing activity level will help to lose weight" as "positive
ly" or "probably will." Twenty rated "attending this program will help 
me lose weight" as "positively" or "probably will." Fifteen rated "sup
port of this program and group atmosphere, will help" as "positively" or 
"probably will" help. Twenty rated "likelihood of following the pro
gram" as "very likely” or "probably will." All 21 rated "likelihood of 
completing the program" as "positively" or "probably will." Twenty 
rated that the "likelihood of achieving weight loss" was "very likely" 
or "probable.”

Learning Environment Preference 
and Learning Needs

Eleven of the 21 subjects preferred a group size of between six 
and 12 persons. Five preferred a group smaller in size than six partic
ipants. Four preferred a group larger than 12; only one desired a one- 
to-one situation.

In a situation where the subject would be learning about weight 
control, 15 of the 21 preferred "that I be given some definite struc
ture , but allowed options within it." Three desired that "I be given a 
diet to follow with no deviations allowed," and three desired "that I 
be given general guidelines, but left on my own to pursue my goal."

Fifteen of the 21 preferred "that I am encouraged to partici
pate." Eight desired "that others in the group participate," and four 
desired "that I listen only."
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Eleven rated themselves as already possessing a "good knowledge 

of nutritionwhereas ten rated themselves as having a fair to poor 
knowledge. Eleven of the 21 indicated that they needed more learning 
in the area of nutrition. Twelve of the 21 needed to learn more low- 
calorie recipes. Nineteen of the 21 indicated that it would be directly 
beneficial to them in losing weight to acquire learning so they could 
change their behavior patterns.

Nine of the 2.1 subjects rated themselves as liking to experiment 
with new recipes. Eight indicated that they liked to prepare the quick
est, easiest thing, and nine indicated that they disliked spending a 
long time to prepare foods.

Reasons for Choosing This 
Nutrition-Oriented Weight Reduction Program

' ■ .• • ■Ten subjects indicated that a friend was a factor in their
choice of this program. Either the friend had lost weight in the pro
gram, had recommended the program, or had accompanied the subject to the 
weight reduction program/ Nine subjects expressed that it was because 
of the particular program or teacher; however, only four specifically 
indicated that the fact of the program being of a nutrition orientation 
was important.



CHAPTER 5

DISCUSSION OF THE FINDINGS

This chapter discusses the differences between the successful 
and the unsuccessful subjects. Of the 21 subjects,- 11 were unsuccess
ful and ten were successful. The successful subjects participated in 
the program for a mean of 6.82 weeks compared to a mean of 5.73 weeks 
for the unsuccessful.

Demographic Characteristics 
The mean age of the successful subjects was 36.7 years compared 

to a mean age of 44.27 years for the unsuccessful dieter. Thus, the 
younger subject seemed to do better in this program. There was a trend 
for the dieter less than 40 years of age to be more likely to lose 
weight, and for the successful dieters to be more educated. Only one 
of the ten successful dieters had less than 12 years of education, 
whereas four of the 11 unsuccessful dieters had less than 12 years of 
education.

■ Medical History 
Three of the four subjects with a complication during their 

gestation or birth process were unsuccessful dieters. The one subject 
who was successful had the least problematic complication: a breech
birth.



Eight of the 12 subjects with a diagnosed illness were unsuccess 
fulo Six of the nine subjects with no diagnosed illness were successful 
Thus, in this weight reduction program if the subject had no diagnosed, 
illness there was a much better chance of losing weight. * The four sub
jects with a diagnosed illness who yet succeeded in losing weight were 
the ones with asthma, hypertensionz hypothyroidism, and one with both 
skin cancer and nephritis. There were three subjects with hypertension, 
two who were unsuccessful and one who was successful. The two who were 
unsuccessful were, both on prescribed medication for hypertension. The 
successful hypertensive dieter was on no medication, prescribed nor un
prescribed. There were two subjects with hypothyroidism.. The success
ful subject was. 59 years old, in the. secondary stage of obesity, and on 
one medication, thyroxin. The unsuccessful subject had two additional 
illnesses, angina and arthritis, was 70 years of age, in the tertiary 
stage of obesity and on four prescribed medications. The successful 
subject with nephritis and skin cancer was 32 years old, in the primary 
stage of obesity, and on no medications. The other three subjects who 
had more than one illness were all unsuccessful. Additionally, these 
three were all on more than two medications. The successful subject 
with asthma was 64 years old and in the tertiary stage of obesity; how^ 
ever, she was only on one medication, salicylamide (aspirin) and this 
was;not prescribed.

Subjects who were taking medication tended to be unsuccessful 
Eight of the 13 subjects on medications were unsuccessful. . Moreover, 
the medications taken by:the unsuccessful tended to be prescribed
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(18 prescribed of 22 total medications), whereas,those taken by the suc
cessful sub]ects tended to be unprescribed (four unprescribed of a total 
of six medications). The more medications the subject took the more 
likely she was to be unsuccessful. There were five unsuccessful dieters 
on three or more medications. There were no successful dieters on more 
than two medications. Moreover, there was only one successful dieter on 
two medications. She had no.diagnosed illness, was 21 years old, in the 
tertiary stage of obesity, and neither medication was prescribed. She- 
reported taking salicylamide (aspirin) for knee pain and a nsinus medi
cation."

Activity
There was a trend for those who stated that they "enjoyed" exer

cise to be successful at weight loss. Six of the ten of those who en
joyed exercise were successful. Only four of the 11 unsuccessful dieters 
enjoyed exercise, whereas six of the ten successful dieters enjoyed exer
cise. There was also a trend for the subject who stated she was "very" 
active to be successful. Five of the seven subjects who were "very" 
active were successful. None of the successful subjects rated themselves 
as "sedentary" or with "little" activity, whereas three of the unsuccess
ful so rated themselves. The two who rated themselves "active," yet were 
unsuccessful were: the subject with gout, on three medications, 64 years
old, in the secondary stage of Obesity; and a subject only 22 years old, 
on one medication (salicylamide) with no diagnosed illness, in the 
secondary stage of obesity.
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Personality Self-Assessment 
There appeared to be a trend for the subject who was less com

fortable with herself and her life to be more likely to successfully 
lose weight. Nine of the 13 who rated themselves as "satisfied" were 
not successful. Seven of the 11 subjects who rated themselves as 
"happy" were not successful. Seven of the 11 who rated themselves both 
"happy" and "satisfied" were not successful. There were four who were 
successful although they marked themselves as both "happy" and "satis
fied." One was hypertensive, but on no medications, in the tertiary 
stage of obesity, but only 34 years old. One was on one medication, 
diazepan (Valium), with no diagnosed illness, in the secondary stage of 
obesity, and 40 years old. The third had nephritis and skin cancer but 
was on no medications, was only 32 years old, and in the primary stage 
of obesity. The last was on no medications with no diagnosed illnesses, 
in the primary stage of obesity, and 31 years old.

• There appeared to be a trend for those who did not expect help 
to be more likely to be successful at weight loss. Nine of the 14 sub
jects who indicated the expectation that their loved ones or friends 
would help them lose weight were not successful.. Nine of the 11 unsuc
cessful dieters indicated that they believed their loved ones or friends 
would help them, whereas only five of the ten successful dieters believed 

■ this. Moreover, three of the successful- subjects indicated a belief that 
their loved ones or friends would not help them. None of the unsuccess
ful subjects anticipated no help. .

•The two subjects who indicated that they were "lacking in many . 
ways" both were unsuccessful. There were two subjects that marked
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"I am good enough the way I am.n The one who. was successful was 32 years 
old, in the primary stage of obesity, had nephritis and skin cancer, but 
was on no medications. The two who marked that "a person's life is 
largely the result of environmental forces that act on him or her" were 
both unsuccessful.

Characteristics of Obesity 
All of the four subjects in the primary stage of. obesity were 

successful. Only three of the eight subjects in the secondary stage of
t ‘ "obesity were successful, and five were unsuccessful. Only three of the 

nine subjects in the tertiary stage of obesity were successful. Thus, 
in this program those in the primary stage were more likely to lose 
weight; those in the secondary next likely; and those subjects in the 
tertiary stage of obesity least likely to be successful.

Regarding chronicity, those subjects who were overweight for 
three or more age periods (0-1; 3-10; 11-19; 20-29; 30-39; 40-49; 50-59; 
60-69 years of age) tended to be unsuccessful. Four of the six were un
successful. There were two successful subjects who were overweight for 
three or more age periods. One was overweight for four age periods, 
from 20-29 through 50-59. She was 59 years old, in the secondary stage 
of obesity, hypothyroid on thyroxin. The other was overweight during 
three age periods, 11-19 through 30-39, however had just entered the 
30-39 age period, being only 31 years old. She was also in the primary 
stage of obesity with no diagnosed illness and on no medications. The 
four who were unsuccessful were all on at least two medications with at 
least one diagnosed illness, except one. This one was 32 years old, in
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the secondary stage of obesity, on no medications, and with no diagnosed 
illness.

Another measure of. chronicity is whether the subject was over
weight as a child. Those subjects who were overweight prior to age 20 
tended to be unsuccessful. Eight of the 11 who were overweight prior to 
age 20 were unsuccessful. Eight of the 11 unsuccessful dieters compared 
to only three of the ten successful dieters were overweight prior to 
age 20. The three successful subjects who were overweight prior to age 
20 were all young, 21, 23, and 31 years of age. The 31 year old was in 
the primary stage of obesity. The only two subjects who were overweight 
prior to age two years were both unsuccessful.

There was a trend for those subjects who described their adult 
weight pattern as a ,lsteady gain'1 to be unsuccessful. Four of the six 
subjects with a steady gain were unsuccessful. Only two of the ten.suc
cessful subjects reported an adult weight pattern of steady gain. One 
was 59 years old, in the secondary stage of obesity, hypothyroid and on 
thyroxin. The other was 23 years old, in the secondary stage of obesity, 
oh no medications with no diagnosed illness. The four subjects who were 
unsuccessful with a pattern of steady gain were all also on medications 
and with a diagnosed illness except one. This subject was 22 years old, 
in the secondary stage of obesity, no diagnosed illness and on one medi
cation, salicylamide.

None of the successful subjects had dieted more than 20 times 
while five of the"unsuccessful had. ; Thus, a dieter who had previously 
dieted more than 20 times, did not seem to be helped by this program 
either.



67
Four of the unsuccessful subjects underestimated their degree of 

overweight, whereas only one successful subject underestimated. It 
would appear that the dieter's chances of losing weight are better if 
she accurately estimates how overweight she is. The one subject who 
underestimated her weight yet was successful stated she was a "little" 
overweight although she was in the tertiary stage of obesity. However, 
she was 21 years old, on no prescribed medications with no diagnosed 
illness. She. had rated herself "satisfied," but had not rated herself 
"happy."

Causes of the Overweight Condition
There was a trend for the subject who marked she was overweight 

because of the "amounts" she consumed to be unsuccessful. Eight of the 
11 unsuccessful subjects marked this as compared to seven of the ten 
successful subjects. Nine of the 15 subjects who marked they ate to 
"reward or comfort" themselves were unsuccessful. Nine of the 11 unsuc
cessful subjects marked this compared to only six of the ten successful 
subjects. Thus, there seemed to be a trend for those dieters who did 
not use food to reward or comfort themselves to be successful.

Six of the eight subjects who drank diet drinks every day of the 
week were successful. Nine of the 15 subjects who consumed food from . 
each of the four food groups six or seven days a week were unsuccessful. 
Nine of the 11 unsuccessful subjects compared to only six of the ten 
successful subjects stated that they did. Thus, there was a trend for 
those who indicated that they ate a better diet to be unsuccessful.
The unsuccessful subjects also indicated that they consumed high .
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calorie snacks less frequently than the successful subjects. Seven of 
the 11 subjects who had 11 or more "day-occurrences" of high calorie 
snacks were successful. Only four with this frequent high calorie" 
snacks were unsuccessful subjects.

These data can be interpreted in four ways:
1. The unsuccessful subjects are not aware of? thus not accurately 

assessing the quality of their diet and the frequency of high 
calorie snack foods. :

2. The unsuccessful subject did not admit to the true quality of
her diet and frequency of.high calorie snack foods.

3. The program was able to help the successful subjects since they
did have more problems with quality of diet and high calorie 
snack foods, and the program addressed these issues.

4. The problem of the unsuccessful subjects in this program was
not quality of diet or frequency of high calorie snacks, but of
quantity.

Reasons for Desiring to Lose Weight 
Eight.of the 13 subjects who cited "none of my clothes fit me" 

as a reason to lose weight,were successful. Eight of the ten successful 
subjects as compared to only five of the 11 unsuccessful subjects had 
this incentive. Thus, those subject's with, this incentive:seemed to be 
more likely to be successful.

■ Four of the five subjects who cited "I spend too much money on 
things related to. my overweight" were unsuccessful. They also were
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all in the tertiary stage except one who was in the secondary stage of
obesity. '

Eleven subjects indicated that "it is very painful for me to be 
this fat." Six were unsuccessful and five were successful. Interest
ingly , of the five successful subjects, four were in the primary stage 
of obesity. Thus, all those in the primary stage of obesity felt it 
was "very painful emotionally for me to be this fat.." All but two of 
the others who marked this response were in the tertiary stage of obes
ity. The two in the secondary stage of obesity with this response were 
unsuccessful.

The results of the questions or motivations revealed a slight 
tendency for those who were more positive to be less likely to lose 
weight. Regarding the subjects1 belief in cure and control of over
weight, nine of the 15 subjects who stated that overweight can "posi
tively" be cured were unsuccessful. Nine of the 11 unsuccessful 
subjects compared to six of the ten successful subjects marked this.
On the other hand, three of the four who marked "probably" were success
ful. Ten of the 17 subjects who marked overweight can "positively" be 
controlled were unsuccessful. Three of the successful subjects did not 
mark "positively"; one of these marked "maybe" and two marked "probably. ”

Regarding the subject's attitude toward factors that might help 
in curing or controlling overweight, the following was found. Nine of 
the 15 subjects who marked "positively" decreasing the amounts will, help 
were unsuccessful. Seven of the ten subjects who marked "positively" 
that the support and group atmosphere of this program will help were
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unsuccessful. Regarding the subject’s attitude toward the likelihood of 
her own success, seven of the 12 subjects who felt "positivelythat 
they would follow this program closely were unsuccessful.

Learning Environment Preferences 
and Learning Needs .

Three of the successful subjects desired to be "given general 
guidelines, but left on my own to pursue my goal." None of the unsuc
cessful wished for that situation.

Eight of the 11 subjects who felt they needed more information 
in the area of nutrition were unsuccessful. Eight of the 11 unsuccess
ful as compared to only three of the ten successful subjects indicated 
this need. Nine of the 12 subjects who felt that they needed to learn 
more low-calorie recipes were unsuccessful. Nine of the 11 unsuccessful 
compared to three of the ten successful indicated this need. ■

Reasons for Chosing This 
Nutrition-Oriented Weight Reduction Program

Six of the ten subjects who chose this program because of a 
friend were unsuccessful.. Two of the four successful subjects that 
chose the program because of a friend did so because their friend had 
successfully lost weight in this program. Though six unsuccessful sub
jects chose because of a friend, none did so specifically because the 
friend had lost weight in this program.



CHAPTER 6

CONCLUSIONS AND RECOMMENDATIONS

This chapter offers findings of interest, sets forth conclusions 
for this study, and re commendations for further studies.

Stunkard (1974), based on experience of weight reduction pro
grams, reported that most dieters do not lose weight* Ten of the 21 
subjects achieved weight loss at the specified rate during their time 
of attendance in this program.

Successful subjects tended to be those with no diagnosed ill
nesses and on no medications. This suggests that special attention 
might be needed for those dieters on medications and/or who have a diag
nosed illness. Or perhaps such dieters need a weight reduction program 
specific to their special circumstances and needs.

Subjects who were "very" active and "enjoyed" exercise were 
more likely to be successful. This suggests that dieters with problems 
in their activity level or attitude toward activity may need a weight 
reduction program geared to their special needs. Or perhaps this weight 
reduction program might offer information on attitude change and behav
ior modification in regard to activity level. Both successful and un
successful subjects indicated they recognized, a need to learn to change 
their behavior patterns.

71
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Subjects who rated themselves as "happy” or both "happy" and 

"satisfied" tended not to lose weight. This suggests the possibility 
of using a screening device to identify these clients. Once identified 
the operator-of the weight reduction program could consult with the 
client to determine if she was indeed comfortable with being overweight. 
If the client was not comfortable or satisfied, the next step would be 
to help her to accept and focus this dissatisfaction as a motivating 
force toward weight loss. If the client was satisfied at her current 
weight, perhaps she should be counseled to accept this and not to attempt 
weight loss at this time, as the probability of failure would be greater 
and the resultant failure detrimental to self-image.

Unsuccessful subjects tended to perceive their family environ
ment as more supportive than did successful subjects. Here again the 
successful seemed to have an unrealistic view of the difficulties.
Dieters with such unrealistic views may tend to view weight loss to be 
easier than it is— more a matter of inner control than a manipulation 
of outer environment and circumstances, and may tend to expect more help 
than is forthcoming. When weight loss doesn11 ensue, they may not be 
prepared to work at it themselves. They may also blame themselves for 
lack of ability or "will power" when actually the discrepancy between 
perceived expectation and reality destined them for failure. Such diet
ers may need help in properly assessing their environments, and in 
initially correctly determing■the amount of.effort and the kind of 
effort that will be required of them or anyone attempting weight loss.
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Subjects who underestimated their amount of overweight tended to

fail to lose weight. This suggests the use of a screening device to
\

select these clients. Individual attention could then be applied toward 
altering their misperception in a way to positively affect weight loss. 

The successful subjects, compared to the unsuccessful, tended
not to eat daily from the four main food groups. Perhaps this program

■ ■ ■ . z
in altering this eating pattern tended to help dieters possessed of a 
quality problem. This may indicate that those with a problem of quan
tity might need special attention or a program geared especially to 
their needs.

Unsuccessful subjects tended to eat as a reward or comfort mech
anism. This highlights a need for behavior modification techniques that
might help phase out such a coping mechanism and institute unfattening 
methods of coping.

Both successful and unsuccessful subjects indicated a desire to 
participate in group sessions. Perhaps group discussion would be a 
strong aid in motivating weight loss for these dieters. Coming to their 
own conclusions as a group might be more enforcing than to be lectured 
to.

Desire to lose weight because "my clothes don’t fit" was a 
strong motivation for the successful. This suggests that dieters who 
do not have clothes of smaller size may need to make the commitment to 
purchase such. Having clothing in one’s possession which are too small 
seemed to be either a strong motivation for weight loss or else an 
indication of strong motivation.



Subjects who believed "positively11 that overweight can be cured 
and controlled tended to do less well than those who were less positive. 
Perhaps a screening device to determine dieters with unrealistic expec
tations regarding the ease and probability of success is needed. Such 
dieters might need to be helped toward a more realistic view— and ulti
mately to realize that weight loss will require great effort. If un
willing or unable at this time to give this effort, perhaps attempting- 
weight loss at this time is only setting oneself up for failure. 
Realistic assessment of the difficulty, will to work and readiness to 
work, matched with the program's help should result in greater success
ful outcomes.

Conclusions 
The following conclusions were formulated:

1. This study was able to identify characteristics of subjects in 
• this nutrition-oriented, publicly available, for profit weight
reduction program.

2. This study was able to identify characteristics of subjects who 
were successful in losing weight at the required rate during 
the time of their attendance.

3. This study was able to identify characteristics of subjects who 
were unsuccessful in losing weight at the required rate during 
the time of their attendance.

4. This study provided findings of interest relevant to special 
needs of some subjects.



This study identified characteristics that distinguished success
ful from unsuccessful subjects in this weight reduction program. 
Thus r this study added to nursing knowledge by identifying 
client characteristics apparently important by which to base 
referral to the differing types of weight reduction programs.
For this study distinguishing characteristics seemed to be: 
medications, diagnosed illness, birth process or gestational 
complications, activity level and attitude, "satisfaction" and 
"happiness," expectation of help from one1s support group, 
stage of obesity, chronicity, number of times dieted, adult 
weight pattern, accuracy of self-estimated degree of overweight, 
amounts of foods consumed, motivation, and a number of reasons 
for desiring to lose weight including "clothes don't fit," and 
eating for "reward and comfort."

Recommendations- 
The following recommendations were made:
Replicate this study with a considerably larger sample size, 
limiting investigation to the distinguishing characteristics 
identified.
Replicate this study but use a weight reduction program of a 
different orientation.
Replicate the study with a larger sample size and continue the 
study over a longer time period.
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4. Replicate the study but include follow-up studies at three
monthz six month, and year intervals to discern success over 
time.

5. Replicate the study but include a post treatment questionnaire
to determine change during treatment of client characteristics.

6. Revise and test the questionnaire to delineate categories for
characteristics of obesity. • .



APPENDIX A

HUMAN SUBJECTS APPROVAL

T H E  U N I V E R S I T Y  O F  A R I Z O N A
T U C S O N ,  A R I Z O N A  8 5 7 2  4

H U M A N  S U B J E C T S  C O M M I T T E E  
ARIZONA HEALTH SCIENCES CENTER 2303

Sacoffibar 26, 1979

Ha* Jacqueline S. Anderson 
2341 East Blacklldge 
Tucson, Arizona 85716

Bear Mse Anderson:
Hq have reviewed your proposal entitled, "Client Characteristics 
Associated with Weight Loss in a Specific Weight Reduction Program," 
uhich was submitted to the Human Subjects Committee and concur with 
the College Review Committee's examination and recommendations of 
this minimal risk project. Therefore, approval is granted effective 
Decomber 26, 1979,

Approval is granted with the understanding that no changes will be 
©ado in the procedures followed or the consent form used (copies of 
which we have on file) without the knowledge and approval of the 
Human Subjects Committee and the College Review Committee. Any 
physical or psychological harm to any subject must also be reported 
to each committee.

A university-wide policy requires that all signed consent forms be 
kept in a permanent file in the College Office to assure their 
accessibility in the event that university officials require the 
information and the principal investigator is no longer on the staff 
or unavailable for some ocher reason, •

Sincerely yours,

Milan Slovak, M.D., Ph.D.
Chairman
Human Subjects Committee

m:pd
sc: Ada Sue Hinshaw, Ph.D.

College Review Committee
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APPENDIX B

CONSENT FORM

Client Characteristics Associated 
with Weight Loss in a 

Specific Weight Reduction Program
I am requesting your voluntary participation in the completion 

of this, questionnaire. I, Jackie Anderson, am a Registered Nurse, and 
am conducting a study which deals with people•s backgrounds, habits, 
attitudes, feelings r. and knowledge, The main purpose of this study is 
to determine the characteristics of people who lose weight in this 
weight reduction program.

Your participation in this study is voluntary.,, and will require 
about 15 minutes of your time to complete the questionnaire. After 
reading thisr you may choose to participate or you may refuse. All the 
information you give will remain confidential. Your name will not 
appear on any reports of this study. The data will be used only for 
the stated purpose of the- study, and may be published in any professional 
book or journal. If you decide not to participate in this study, it 
will not affect your participation in this weight reduction program in 
any way. One of the benefits of this study will be to help nurses and 
weight reduction programs to understand what client characteristics are 
associated with weight loss in this weight reduction program.

A copy of this consent form is available upon request.
If you understand what is involved and you consent to partici

pate in this study, please sign in the space provided below.

78



7 9

The nature, demands, risks, and benefits of the project have been 
explained to me and I understand what my participation involves. I 
understand that I am free to ask questions and to withdraw from the proj
ect at any time without affecting my relationship with any institution 
or person.

I also understand that this consent form will be filed in an 
area designated by the Human Subjects Committee with access restricted 
to the principal investigator or authorized representative of the College 
of Nursing.

Client * s Signature______________  .  Date ______ __

I ha.ve explained the nature of the above project to the subject.
I certify that to the best of my knowledge the subject signing the con
sent form understands the nature, demands, risks, and benefits of 
participation in this study.

Investigator1s Signature Date



APPENDIX C

SUBJECT QUESTIONNAIRE
Date _____
Client Number^______________

Instructions: Please fill in the blanks or circle all the answers
that are true for you.

1. ‘ Age in years   .
2. Sex______ .   •
3 . Current weight ___________
4. Maximum weight since age 18 ______
5. Minimum weight since age 18_______
6. Height :
7. Marital status: single_________• separated__________

divorced _______  widowed_____________
8. Ethnic or cultural group: Black____ ._______  Anglo_____

Mexican-American______  Other
9. Current employment: outside home yes no

as homemaker yes no
IQ. I live with; husband   wife   children___

other relative friend' ____

80
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Please fill in the blanks or circle all the answers that are true
for you.

11. Education: years completed .
' less than 8 years _____  .
8-12 years .
more than 12 years_______

12. I was overweight when I was:
a) 0-2 years
b) 3-10
c) 11-19
d) 20-29
e) 30—39 v
f); 40-49
g) 50-59
h) 60-69

13. In my adult life, I have:
a) gained weight steadily
b); gained and lost, fluctuating about a rather consistent 

weight
c) for most of my adult life I remained within two or three 

pounds of a consistent weight
d) other— specify______ __________ . . • , -

,14. To my knowledge there were complications or problems while my
mother was pregnant with me or during my birth:

yes no If yes, please. explain _______ .

15. .In my life I have dieted:
a) this is the first time
b) between 1. and 5 times
c) between 6 and 20 times
d) over 20 times

16. . I smoke: ; yes_   no    If yes, amount, in packs
per day
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17. ■ I drink alcohol: yes   no_________ If yes., please

specify average number of days per week you drink
0 1 2 3 4 5 6 7

"Naverage amount per week:
liquor ____ beer   wine____________

18. I drink:
decaffeinated coffee yes no amount in cups per day
caffeinated coffee yes no amount in cups per day
tea yes no amount in cups per day
cocoa yes no amount in cups per day

Please list major events in your life that have occurred within
the last year:

personal medical (surgery, illness, injury, etc.)

personal employment (retirement, new j ob, etc.)

family (illness, death, divorce, marriage, baby, loss, retire
ment > new job, etc.)

20. I am taking birth control pills: yes no
21. Please list any medically diagnosed illnesses you have:

22. Please list prescription and non-prescription medications you are
taking and the purpose for taking (include laxatives, aspirin, etc.)

i. ____________________________________________________________

.. 2 .     .   _____________________________

3.   _̂   '
4

23; When I decided to lose weight, I chose Diet Direction because:
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Food preferences: please circle how many days in the week you eat or

drink the following.

Item________  ;_____Days
Meat 0 1 2 3 4 5 6 7
Fish 0 1 2 3 4 5 6 7
Chicken 0 1 2 3 4 5 6 7
Vegetables 0 1 . 2 3 4 5 6 7
Salad 0 . 1 2 3 4 5 6 7
Potato 0 1 2 3 4 5 6 7
Potato chips 0 1 2 3 4 5 6 7
Peanuts 0 1 2 3 4 5 6 7
Bread 0 1 2 3 4 5 6 7
Pasta (spaghetti; pizza; 

macaroni; rice) 0 1 2 3 4 5 6 7
Fruits 0 1 2 3 4 5 6 7

Dairy foods (milk; cheese; etc.) 0 1 2 3 4 5 6 7

Sweets (ice cream; .cake;
cookies; candy; etc.) 0 1 2 3 4 5 6 7

Alcoholic drinks 0 1 2 3 4 5 6 7

Soft drinks 0 1 2 3 4 5 6 7
Water 0 1 2 3 4 5 6 7

Diet drinks 0 1 2 3 4 5 6 7

Tea or coffee 0 1 2 3 4 5 6 7

Diet foods (labeled dietetic) 0 1 2 3 4 5 6 7

Other (please specify) 0 1 2 3 4 5 6 7



Please circle all that are true for you.

25.

26.

27.

28

29.

I am overweight because of:
a) the amounts of foods I eat
b) the kinds of foods I eat
c) I attend many parties and/or social occasions where 

there is a lot of food
d) I cook a lot *
e) I like to eat
f) I have a slow metabolism
g) I have a thyroid, problem
h) other

.1 eat because:
a) I am hungry
b) I am tired; have no energy
c) I can't sleep at night
d) eating relaxes me
e) eating is the way I reward myself or comfort myself
f) eating is the way I punish myself
g) other

I eat most often when:
a) something is bothering me and I know what it is
b) something .is bothering me and I don't know what it is
•c) I see food
d) other

I have an:
a) excellent knowledge of nutrition
b) good knowledge of nutrition
c) fair knowledge of nutrition
d) poor knowledge of nutrition

I feel that my loved ones and friends:
a) care about my weight
b) will help me in my effort to lose weight
c) won't help me in my effort to lose weight
d) will make it more difficult for me to lose weight
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Please circle all that are true for you.

30. I believe that learning in the following areas will be directly 
beneficial to helping me lose weight:

a) learning to change my behavior patterns
b) learning about nutrition
c) learning new low-calorie recipes
d) other (please specify)_____

31. I am:
a) a genuinely happy person
b) a generally depressed person
c) generally satisfied with my life
d) generally dissatisfied with my life

32. In general:
a) I am good enough the way I am
b) I need some improvements
c) I am lacking in many ways

33. In general:
a) it is very important to me to be liked
b) it is fairly important to me to be liked
c) it isn't very important to me to be liked
d) it is not important to me to be liked

34. I believe:
a) a person controls his own life by the choices he makes
b) a person has some control7 but luck or fate plays a part
c) a person's life is largely the result of the environmental 

forces that act on him or her
35. I feel that I am:

a), very overweight
b) moderately overweight
c) a little overweight
d) at my best weight
e) underweight
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Please circle all that are true for you.

36. I am:
a) a very active ‘person
b) moderately active
c) not very active
d) fairly sedentary

37. My attitude toward exercise is:
a) I enjoy exercising
b) I don't have time
c) I don't like to exercise

38. My habits are to:
a) skip breakfast
b)_ skip lunch
c) skip dinner
d) eat mostly in the afternoon or evening
e) eat during the night .

39. The following are true for me :•
a) the taste of food is very‘important to me
b). I like to experiment with new recipes
c) I like to eat the easiest, quickest way
d)_ I don't like to fix foods that take a long time to prepare

40. In a situation where I will be learning about weight control,
I prefer:

a) one-to-one
b) a small group (fewer than 6)
c) a medium group (7 to 12)
d) a large group (over 13)

41. In a situation where I will be learning about weight control,
I prefer:

a) that I listen only
b) that I am encouraged to participate
c) that others -in the group participate
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Please circle all that are true for you.

42. In a situation where I will be learning about weight control,
I prefer:

a) that I be given a diet to follow with no deviations allowed
b) that I be given some definite structure, but allowed 

options within
c) that I be given general guidelines, but left on my own to 

pursue my goal
43. I want to lose weight because:

a) it is very painful emotionally for me to be this fat
b) none of my clothes fit me
c) someone important to me wants me to
d) my overweight is causing me physical symptons (for example, 

back pain, shortness of breath, high blood pressure,
swelling, fatigue, feel bad physically, or other

e) other
44. Losing weight is important to me because:

a) I have experienced job discrimination because of my 
weight

b) my social life is bad because of my weight
c) a special occasion is coming and I want to be thin for it

(for example, a wedding, Christmas, vacation, birthday, 
party)

d) I look better thinner
e) my weight is causing me problems with people
f) I spend too much money on things related to my being 

overweight (food, diets, books, clothes, doctors, equipment, 
pills, etc.)

gj other

Please circle the one answer most true for you.

45. How much do you feel that overweight can be cured?
positively can probably maybe cannot be

46 o How much do you feel that overweight can be controlled:
positively can probably maybe cannot be



Please circle the one answer most true for you.

47 o

48.

49.

50.

51.

52.

53.

54.

How much do you feel that careful selection of foods will help 
the problem.of overweight?

positively can probably maybe won’t help
How much do you feel that decreasing the amount that you eat will 
help the problem of overweight?

positively can probably maybe won't help
How much do you feel that increasing your activity level will 
help you lose weight?

positively can probably maybe won't help
How likely is it that attending this program will help you lose 
weight?

positively will probably maybe won't help
How much do you feel that the group atmosphere and support of 
this program will help you lose weight?

positively will probably maybe won't help
How likely is it that you will follow this program closely:

very likely probably will probably won't very unlikely
How likely is it that you will complete the length of this program?-

very likely probably will probably won't very unlikely
How likely is it that for you there just isn't much that can be 
done to achieve weight loss?

very likely probably probably can very likely
cannot do much not much do much can do much .

Thank you very much for your willingness to complete this question
naire.
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