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Abstract:

The purpose of this study was to investigate the effectiveness of a monthly newsletter in promoting
weight loss over a one-year period in a group of overweight women who had attended a three-day
weight control workshop. The study measured whether treatment (monthly newsletter) was more
effective than control (no newsletter) in: (1) increasing losses of body weight and body fat; and (2)
promoting lifestyle (diet and exercise) changes that would improve weight loss efforts and favor
maintenance of weight loss.

Results showed that over the one-year period, the monthly newsletter did not produce significant body
weight losses, body fat losses, or lifestyle changes in the treatment group. It was discovered that active
correspondents in both groups who mailed back three quarterly self-reports achieved a mean weight
loss of 3.14 pounds. Inactive correspondents who did not mail back any quarterly self-reports
experienced a mean weight gain of 6.17 pounds. Less active correspondents who mailed back one or
two self-reports also had a mean weight gain of 4.88 pounds and 4.5 pounds, respectively. There was a
greater number of active correspondents in the treatment group.

The majority of subjects in both groups did report dietary changes, but these changes were not
associated with weight loss. Although there was no significant difference in exercise habits between the
two groups, subjects in both groups who gained more than 10. pounds reported no regular physical
activity.

Women in this study reported their weights 4.29 pounds less than their actual weights. As measured
weight increased, so did the tendency to underestimate weight. A similar pattern was found for degree
of overweight.

It can be concluded that the monthly newsletter did increase the number of active correspondents in
this study who did achieve a mean weight loss. The marked variability of weight loss in subjects over
time shows the need for long-term followup to determine the effectiveness of any weight control
program.
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ABSTRACT

The purpose of this study was to investigate the effectiveness of a
monthly newsletter in promoting weight loss over a one-year period in a
group of overweight women who had attended a three-day weight control
workshop. The study measured whether treatment (monthly newsletter) was
more effective than control (no newsletter) in: . (1) increasing losses
of body weight and body fat; and (2) promoting 1lifestyle (diet and
exercise) changes that would improve weight loss efforts and favor
maintenance of weight loss.

Results showed that over the one-year period, the monthly news-
letter did not produce significant body weight losses, body fat losses,
or lifestyle changes in the treatment group. It was discovered that
active correspondents in both groups who mailed back three quarterly
self-reports achieved a mean weight loss of 3.14 pounds. Inactive
correspondents who did not mail back any quarterly self-reports
experienced a mean weight gain of 6.17 pounds. Less active corres-
pondents who mailed back one or two self-reports also had a mean weight
gain of 4.88 pounds and 4.5 pounds, respectively. There was a greater
number of active correspondents in the treatment group.

The majority of subjects in both groups- did report dietary changes,
but these changes were not associated with weight loss. Although there
was no significant difference in exercise habits between the two groups,
subjects in both groups who gained more than 10.pounds reported no
regular physical activity.

. Women in this study reported their weights 4,29 pounds less than
their actual weights. As measured weight increased, so did the tendency
to underestimate weight. A similar pattern was found for degree of
overweight.

It can be concluded that the monthly newsletter did increase the
number of active correspondents in this study who did achieve a . mean
weight loss. The marked variability of weight loss in subjects over
time shows the need for long-term followup to determine the effective-
ness of any weight control program.




CHAPTER 1
INTRODUCTION

The newspapers and media are filled with engaging advertisements
for commercial weight-loss programsrapd'products., Some of the hottest
selling paperbacks are those that feature néw diets. Dieting has become
a national obsession. As a result of societal pressure to be thin and
attractive, many women are always on a diet. This i§ evidenced by the
chronic dieter whose weight is contiﬁually fluctuating up and down 1like
a yo=yo. One-half of ‘'all households contain a dieter, a -peréon
consciously watching wha§ he or she éats, fof either me@ical‘qr‘cosmetic
reasons. | . ‘ | » |

Treatment methods for obesity have included psychotherapy, diet,
behavior modification, drugs, surgery, -hypnosis, and self-help groups.
The rate of success with all methods has been disappointingly low and
the relapse rate has been alarmingly high. |

The relationship §f overweight to health is well documented. A
variety of‘diseases oceur in thé obese in excess of the expected rate,
including hypertension, hyperlipidemia, and cardiovascular disease.
Most authorities agree that obééity is hazardous to 'health and
detrimental to well-being. Becausg of its high prevalence, obesity
constitutes a ma jor public health problem. ‘ "

Effective, low-cost programs‘for changing health behaviors are a

high priority area for public health research. The prévalencevof health
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probléms, like obésity, far exceeds the capacity of the existing‘health
éare systém to brovide éffective indi?idualized treatment (Jeffrey, eﬁ
'al., 1982a). In many rural éreas,'such as those in Montana, thefe may
be no health care system available to provide treatment for obesity.
Alternatives are needed for obése individuals who, for personal or
financial reasons, will not enroll in an intensive,' time-consunming
program for weight reduction.

Two issues need to be considered in developing effective alterna-
tives to clinies: (1) the frequency and type of support needed to
encourage initial and lasting change, and (2) the extent to which less
costly minimal-contact forms of support can be substituted for more
traditional face-to-face céunseling. Gillespie et al. (1983) suggest
that the ideal communication system miéh@ be one that combines the
effectiveness of interpersonal communication with the efficiency of
" mass-mediated communication.

Weight reduction programs employing both an intgrpersonal and media
approach have primarilf been‘conducted by psychologists. Dietitiahs and
other nutrition educators have utilized these eommunicatioﬁ channels in
nutrition education for parents of young children and fér the elderly
(Gillespie et al., 1983; Shannon and Pelican, 1984), but not for weight

reduction.

Purpose

The purpose of this study was to develop a monthly newsletter
entitled "Weight Control" and to determine its effectiveness in

promoting and sustaining weight loss among-overweight, adult women who
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participated in the 1985 Woman's Week Montana State University
Cooperative Extension program, "Losing Weight Sensibly." The first
_question to be answered was, "What anthropometric changes would occur in
éartieipants who reéeived the .monthly .néwsletfer, 'Weight Control,!
compared to participants who did not receive the monthly newsletter?®
The second question to be answered was, "What iifestyle changes would
occur in participants who received the monthly ﬁewsletter, 'Weight
Control,' compared to those participants who did not receive fhé monthly
newsletter?" The third question was, "Would there- be a relationship
between anthropometric and 1lifestyle changes in participants who
received the monthly newsletter, 'Weight Cdﬁtrol,' compared to'those\who

did not receive the monthly newsletter?"

)




CHAPTER 2
REVIEW OF RELATED LITERATURE

Weight reduction is an obsession for many Americans, especially
women, who feel pressured by society to be thin and attractive. In
addition to appearance, health and lessened physical mobility may be
important reasons for attempting to lose weight. Treatment methods for
obesity have included diet, exercise, and behavior modification in
attempts to promote lifestyle cﬁanges in overweight people. Individual
and group counseling settings for the treatment of obesity are typiéally
utilized by dietitians. Howéver, there are many obese beople who are

not reached by these traditional channels of communication.
Incidence

The incidence of -obesity‘ among adults in the United States is
estimated to be from 20 to 50% (Stewart and Brook, 1983). This
incidence appears to vary inversely' with socioeconomic status. The
Midtown Manhattan Study (cited in Stuart and Davis; 1972) found that 32%
of the men and 30% of fhe women in lower soqiogconomic groups were obese
in contrast to 16% of the men and 5% of the women in the upper soc;o-
economic groups. Similar results ﬁere obtained from the Ten State
Survey and the Health and Nutrition Exémination Survey (U.S. Department

of HEW, 1972, 1975).
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Health Implications

In February 1985,‘the National Institutes of Health (NIH) convened
to examine the scientific evidence regarding the harmful medical
consequences of obesity and its effects on longevity and to formulate a
consensus statement of findings and recommendations. They concluded
that the evidence was overwhelming fhat opesity has adverse effects on
health and 1longevity and is strongly associated witn hyperteneion,
hypercholesterolemia, Type II (maturity onset) diabetes, an excess of
certain cancers, other specific medical problems, and a decreased life
span (Burton and Foster, 1985). {

Obesity is associated with elevated'blood pressure, blood 1lipids,
and blood glucose. The consensus had been that the increased risk among
overveight persons was due primarily te the influence of the associated
risk profile and not the degree of obesity. Hubert et al (1983) did a
26-year followup of the cardiovascular incidence in Eremingham men and
women. Their data indicate that obeéity 15 a significant, independent
predictor of cardiovascular disease, particnlarly among women.

There is a well-established relationship between overweight and
blood pressure. Intervention trials have suggested that weight
- reduction is accompanied by a corresponding reduction in blood pressure,_‘
independent of salt intake (Berchtold et al., 1983).

There is a high prevalence of impaired glucose tolerance and hyper-
glycemia among obese people. This type of diabetes mellitus, Type II,

responds well to weight reduction (Goodhart and Shils, 1980).
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There is evidence relating gallbladder disease to obesity at all
ages, especially in women. Obese persons tend to hypersecrete biliéry
cholesterol, which is more 1lithogenic, being more saturated with
cholesterol, than bile salts and phoépholipids (Kannel, 1983).

The NIH panel examined evidence from numerous epidemiologigal
studies of obesity and site-specific malignancies. Obese males were
found to have a higher mortality from cancer of the colon, rectum, and
pfdstate. Obese females had a higher mortality from cancer of the
gallbladder, biliary passages, breast (postmenopausal),‘ uterus, and
ovaries (Burton et al., 1985). |

Obesity can affect functional status and even restrict activities
of an individual. Steﬁart and Brook (1983) found that the overweight
people in their sample gttributed 13% of all their functional
limitations to their weight p:oblem; These authors conclude that the
morbidity of overweight, in terms of functional status, general healthA
perceptions, pain, worry, and_restricted activities, is a éubstantial
problem. |

Studies of selected sqmples have shown that various kindg of
psychosocial disability are more common among the obese. The obese are
subject to social, economic, and other discrimination (Kannel, 1983).
In contemporary America, obesity is a social stigma. As a result, the
obese are subject to disparagement and may have a poor self-image
(Bruch, 1963). -

The NIH panel (Burton et al., 1985) found convincing evidence that
oﬁesity is adversely associated with longevity. 1Investigations of tﬁe

mortality experience of insured lives have consistently indicated an
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association of overweight with excess mortality. The Societj of

Actuaries concluded fron its 1959 Build and Blood Pressure Study that

the less the weiéht, the lower the risk of death, to a point of minimum
mortality well below the average weight for height. In 1979, the
Society of Actuaries completed a new study that indicated that the
optimal weight for reduced mortality was {0 to 15 pounds heavier than

the optimal weight in the 1959 study. However, the 1979 study screened

out all individuals with conditions such as cancer, diabetes, and heart -

\

disease.

Sorlie et al. (1980) analyzed the results of the Framingham study
and concluded that the lowest risk of mortality occurred in men that
were slightly above average weight and that the risk increased as weight
increased, starting at 20% above average weight. In -a more recent
analysis of the Framingham data, Garrison et al. (1983) demonstrated
that the men in the study who were near the average weight showed a
significantly elevated mortality. |

The NIH panel (Burton et al., 1985) recommended using two methods

to determine obesity in adults: (1) estimation of relative weight (RW =

measured body weight divided by the midpoint of medium frame desirable

weight recommended in the 1959 or 1983 Metropolitan Life Insurance -

Company tables),.and (2) calculation of body mass index (BMI = [body
weight in kgl divided by [height in m?]), The panel agreed that an
increase of 20% or more above desirable body weight constitutes an
established health hazard. The corresponding body mass indexes are 27.2
and 26.9 for men and women, respectively, using the 1983 tables and 26.4

and 26.9 for men and women, respectively, using the 1959 tables.
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Thé NIH panel (Burton et al., 1985) also recommended using the 1959
and 1983 revised Metropolitan Life Insurance Company tables of desirable 
weights by heights as tools to help establish thé presence of obesity.
However, they cautioned that neither table reflects the current weight
and mortality relationship for the present American population; nor do
they provide information on body fat-distribution or deéree of obesity.
Simpoulos (1985) sugéests that the 1959 tables be used for determining
the recommended range of weights. '

Mayer suggests the use-of skinfold thiékngss measurements as one of
the simplest and most practical methods to determine the extent of
obesity. The accepted national recommendation .is to use a caliper
designed to exert é pressure on the céliper face of 10 gm per sq mm and

with a contact surface of 20 to 40 mm (Goodhart and Shils, 1980).

Dietary Approach

In 1959, Stunkard and McLaren;Humé reviewed the papers on the
treatment of obesity that were published between 1929‘ aﬁd 1§59 for
effectiveness in the treatment of oSesityw. Using a loss of 20 pounds
and 40 pounds as é criterion of success, they found 25% of the sub jects
lost 20 pounds and 5% lost U0 pounds. Their own étudy was even less
successful, as only 12% lost.20 pounds and qnly one patient 1qst 40
pounds. At that time; prescription of a low-cglorie diet was the only
medically acceptable way to tfeét obesity. Today, it is recognized that
~ diet is more effective when used in conjunction with other treatment

modalities such as exercise and behavior modification. -




T 0 R | PRV A

9

Dieting is still viéwed by many people as the main ﬁethod to lose
weight. The chronic dieter best exemplifies this attitude. " This
individual, usually a woman, follows one fad diet after another
resulting in a constant fluctuation of her weight. Gormally et al.
(1980) found chronic dieters in their study lost the most initial weight
during treatment but also relapsed the most during followup.

These substantial fluctuations in weight can be more ‘harmful
physically than staying at a stable,-higher weight (Stuart and Davis,
1972). A chronic dieter may regain up to 110% of her pre-diet weight
and may also decrease her basal metabolic rate by 15 to 30% (Brownell,
1982). Bray (1969) has shown that this decrease can exceed 20% in as
little as two weeks and begin within 2% to 48 hours after the caloric
restriction has begun. This process, known as caloric adaptation, is a
response that occurs in stafvation énd acts as a survival mechanism,
making the body an efficient user of a lower amount of calories.
Donahoe et al. (1984) found in their.study that dietary rest;ictiop
alone lowered the resting metabolip rate of subjects by an amount nearly.
double that expected on the basis of the resulting weight loss. Leibel
and Hirsch (1984) examined the energy requirements of 26’obese patients
at maximum weighf and.after a mean 115-pound weight loss and discovergd
the reduced obese subjects required approximately 25% less energy than
anticipated on the basis of metabolic body size. Some of these subjects
still had reduced metabolic needs four to six years after weight loss;

A diet works by decreasing energy intake, thus produc;ng an
energy deficit. If this deficit persists long enough, weight is lost.

There are five basic dietary approachesﬁ (1) reduction in caloric
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intake, (2) manipulation of dietary constituents to reduce energy
intake, (3) reduction in the efficiency of energy utilization, (4) use
of poorly absorbed foods,.and (5) prpmotion of incompletely metabblized
substrates (Ven Itallie, 1980). ' |

The first approach, a reduction in ecaloric intake, is the most
direct approach to weight reduction. However, calorie counting can be’
tedious and doesn't provide any guidance about the types and quality of
foods chosen.

The second approach, mahipulation'of dietary.constituents to reduce
energy intake, is the basis for a nutritionally balanced diet. Recom-
mendations are for a caloric distribution of 12-14% protein, 30-35% fat,
and 50-60% carbohydrate. There should be sufficient variety of food to
meet the Recomﬁénded Dietary Allowances (Committee on bietary Allowances
and Food and Nutrition Board, 1980) for all nutrients. A weight loss of
one to two pounds per week is suggested which indicates a reduction in
daily intake of 500 to 1000 calories. A total caloric intake of less
than 1000 caloriés is not advisable because of the likelihood of not
obtaining all of the necessary nutrients.

The U.S. Senate Select Committee in 1977 recommended that, to
improve their héalth status, the American people should increase
consumption of complex carbohydrates, reduce consumption of refined
. sugars, reduce consumption of fat, saturated fat, and cholesterol, anq
limit intake of sodigm. Several studies have:utilized these éuggestions
with good results. Weinsef et al. (1982) used a 1000 calorie; high
‘complex carbohydrate diet for 26 weeks with 60 obese subjects. The

results of this study were an 18-pound average weight loss. Duncan et -
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al. (1983) compared the effects of a low energy density diet with that
of a high energy density diet-and found both 6be$e‘and nonobese consumed
a daily intake on the low energy density diet of 1570 calories compared
with an intake of 3000‘calories on the high energy density diet.

The third approach, reduction in the efficlency of energy
utilization, is associated with the specific dynamic action ' of
foodstuffs. Fat, when ingested in excess of maintenance requirements,
is used with 79 to 85% efficiency. VWhen carboh&drate or protein are
taken in excess of maintenance needs, they are used with 62 to 77%
efficiency. Thus, a diet high in carbohydrate would bé less likely to
lead to obesity than an isocaloric diet high in fat. More studies need
to be done to determine whiéh energy sources in theydiet are relatively
inefficient in promoting fat storage. '

Use of poorly absorbed foods, the fourth approach, has stimulated
considerable research. Techniques for interfering with the digestion or
aBsqrption of normal foods have included bile acid sequestration to
decrease fat digestion and the development of food-like materials (such
as sucrose polyester) that resist normal digestion and absorption. None
of these approaches has been reported as a successful or reliable method
for weight control.

The fifth dietary approach, promotion of incompletely metabolized
substrates, is ofteﬁ the basis for many fad diets such as the low
carbohydrate diets. This type of diet is nutritionally unsound and may
be hazardous to an individual's health. Dwyer (1980) provides an
excellent nutritional analysis of many popular fad diets available on

the market.
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Diet can be an important component in a weight reduction program
when used in a reasonable and planned manner to achieve both a caloric
deficit and an adeéuate nutrient intake. 1In addition, factors such as
palatability, economics, convenience, and adaptability to the lifestyle
of each individual are necessary considerations (Weinsier et al., 1984).
The diet should help to re-educate the individual and, in a modified
form, provide a maintenance diet. The WNational Dairy Council

publication, Weight Management: A Summary of Current Theory and Practice

(1985) and the Exchange Lists for Meal Planning booklet (American

Diabetic Association, Inc. and American Dietetic Association, 1986)

offer excellent resources for dietary planning.

Exercise Approach

Obese adults are thought to be less active than those of normal
welght. This inactivity may be ; consequence of the obesity rather than
a cause of the obesity (Brownell and Stunkard, 1980). Pacy et al.
(1986) reviewed 16 reports combaring the level of activity in thin and
obese individuals and found only six of these reports indicated lesé
activity in obese subjects.

Some researchers have found that exercise produces'a greater weight
loss than expected from the amount of calories directly expended and
suggest that physical activity affects ﬁhysiological responses like
appetite and metabolism (Brownell, 1982). Woo et al. (1982a,b) found
obese women did not increase their dietary intake while doing mild to
moderate exercise. An increased ﬁetabolic rate may help counteract the

decrease in metabolic rate due to caloric restriction. Donahoe et al.
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(1984) found that exercise erased the decline in resting metabolic rate
in women who had been dieting onlj, a 5% increase compared with a 4.4%
decline.

Segal and Gutin (1983) found thermogenesis, the capacity to
dissipate heat, was increased by exercise. The response was‘lower in
obese women than nonobese womeq; These authors suggest that the obese
may have a different physiological response to activity resulting in a
conservation of energy. In a recent review of literature, Pacy et al.
(1986) found 1it£1e good evidence supporting the contention that there
is a prolonged thermogenic  effect of exercise except following intense
physical activity.. They recommend nmore studies be done to determine
what the threshold level of actiyity is to promote thermogénesis in
obese individuals.

Exercise affects both body fat and body weight. Lewis et al.
(1976) found a 5% feduction in body fat and a loss of. 9.2 pounds ;ﬁ
obese women on a 17-week program of planned walking.and Jjogging. ,Gwinup‘
(1975) found a regﬁlar progrém of walking produced a'weight loss of 22
pounds and a 10 to 22 mm decrease in tricep skinfold measurements in the
obese women who participated for one year. These obese women did not
lose weight unless they walked more than 30 minutés each day. Hadjolova'
et al. (1982) had 32 obese women engage in physical exercises,
gymnastics, and sports games for 10 hours per day. At the end of a 45~
day period, the women showed improved heart rate response, a loss of 8%
body fat, and a weight loss of 28 pounds.‘ Ihﬁfrtunately, the more
strenuous the activity, the less willing and able obese people aré to

participate.
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Weight lost through dieting alone coqgists of T75% fét and almost
25% lean body mass. On the othef hand, weight lost through a gombin—
ation of diet and exercise is about 98% bod& fét (Stuart and Davis,
1972). Hagan et al. (1986) found that diet (5200 kel/day) in
combination. with exercise (30 minutes/5 days) was more effective in
promoting fat and weight loss than diet only, a loss of 16.5 pounds and
12.1 pounds, respectively. . |

Exercise may also benefit the obese individual by producing
positive changes in plaéma 'insulin and blood 1lipid 1levels, blood
pressure and in cardiovascular fitness (Brownell and Stunkard, 1980).
Lewis et al. (1976) found the ratio of higﬂ density lipoproteins to low
density iipoproteins was increased although no significant changes in
cholesterol or triglycerides occurred. ’Hagan, et al. (1986) discovered
diet and exercise significéntly decreased triglycerides in females and
reduced cholesﬁerol and very low den;ity lipoproteins in men. However,
neither sex showed any change in hiéh'density lipoproteins.

The American College of Sports Medicine (Pollock, 1978), in their
position statement on exercise, recommended thgt for bod& fat loss, one
should exercise at least three times per week with a minimal energy
expenditure of 900 kcals per week.

The general guidelines for aerobic conditioning_are to exefcise
three to five days per week for 15-60 minutes per exercise session at a
work inteﬁsity corresponding to» 60-90% of maximal heart rate reserve
(Sheldahl, 1986).

Factdrs to consider in suggesting exercise regimens for obese

individuals include special problems that some may encounter in exercise
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training such as weight bearing stres; on Jjoints, limited mobility,
instability, and heat_intolefance (Sheldahl, 1986). Exercise tolerance
in the severely obese (BMI > 40) is very poor. Such individuals have to
be closely supervised during a specifically graded program (Pacy et al.,
1986) .

The dropout rates in exercise programs range from 25 to T0%
(Brownell and Stunkafd, 1980). Gwinup (1975) lost 68% of his subjects
from a one-year program that requifeq gnly waiking. |

To attain the recommended energy expenditure and aerobic condi-
tioning, large muscle energy expenditure, especially the aerobic type,
is the most effective. Walking aﬁd stationary cycling are the two most
commonly recommended forms of exercise (Brownell and Stunkard, 1980).
Aquatic exercise, due to the buoyancy and thermal properties of water,
may be well suited as a method of exercise for obese individuals. 1In
addition to swimming, aerobic dance and cycling can be performed in a
water environﬁent. The cycling is used now as a research tool and does
not require the individual to have speciai swimming skills (Sheldahl,
1986) . |

Increased physical activity should be encouraged as such activity
may be more.conducive to weight loss and promotes a feeling of well-
being and fitness, as well as a general change of lifestyle .for the
better. In the long run, exercise may also serve to reduce the risks of

cardiovascular disease.
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Behavior Modification Approach

In 1967, Stuart published the first paper reporting the application
of behaviofal methods to the treatment of obesity. 1In his study, eight
obese women lost an average of 38 pounds ovér a one-year peripd, an
unpreéedented success. - The original behavioral model was based on
several assumptions: that the obese were more sensitive to food cues,
overate, had a different eating style, and ngeded training to learn to
eat like a nonobese person (Mahoney, 1975). These assumptions appear to
be simplistic now, but there is evidence that some obese people do
exhibit a pattern of eatiﬁg that may hinder their weight loss efforts
(Gormally et al., 1980; Keefe et al., 1984; Russ et al., 1984).

Behavioral programs flourished and led Jeffrey et al. (1978b) to
express thé growing concern that, ﬁResearch on fhé behavioral treatmgpt
of obesity had achieved a popularit& verging on faddism."' They reviewed
21 behavioral studies conducted from 1969 to 1974. The typical
behavioral program was conducted in small groups with é wéekly therapist
contact of 10 to 15 weeks and focused 6n self-control techniques. The
average weight loss was one pound per week, resulting in a total 10 to
15 pound weight ioss per person. These weight losses persisted for one
year after treatment, but on the avéragé clients were not able to
achieve further losses on their own and interclient variabilit& was
ﬁigh. They concluded that behavioral programs sqemed to benefit greatly
only a few and should be recommended for a Subsgt of eating problems;
These studies did not identify ahy demographic backgropnd or personality

measures reliably related to outcome.
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Attrition rates have been reduced in weight reduction programs as a
result of behavioral strategies. Attrition rates in traditional and
self-help programs range from 20 to 80% (Stunkard, 1975; Volkmer et al.;
1981). With the use of refundable monefary contracts that are based
upon performgnce of a task orhattendance; the attrition rate drops to
9.5% for beéhavioral programs irrespective of the size of deposit
required (Jeffrey et al., 5983).

Various contingencies have been used in behavioral programs to
increase the amount of weight lost. The ;esults ha#e.differed. Mahoney
(1974) found that reward for habit change rather than reward for weight
loss resulted in a 16.6 pound weight loss in eight veeks. Chapman and
Jeffrey (1978) compared the effects of setting self-standards (goals)
with self-rewards. They found that the self-standard group lost
significantly more weight during treatment and at the eight-week
followup. The self-reward techniques were seen by subjects as being of
little benefit, were seldom used, and made participants feel anxious and
overly pressured. Norton and Powers (1980) evaluated commitment
contingencies based on cbmpletion of study'and behavior change. .In
their study, behavior change contingencies resulted in eatipg behavior

changes but did not affect exercise change. Wing et al. (1984) used

‘contact with a therapist as a reinforcer for weight loss and found it

was not effective. They concluded that the obese people wh; saw the
therapist only when they did not 1lose- weiéht saw the contact as
punishment.

Because maintenance of weight loss was a critical issue, Stunkard

and Penick (1979) examined ten behavioral therapy programs that included
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followup studies and also did a five-year followup on a study they had
conducted in 1971. Like dJeffrey et alL (1978b), they found good
maintenance of weight loss in the first year after treatment in all
studies. In their five-year followup study, however, the majority of
cliénts in both treatment and control groups had regained their weight
back to pretreatmenf levels.

Booster sessions have been tried as a means of improving mainten-
ance. .Kingsly and Wilson (1977) found booster sessions gave favorable
results, whereas Ashby and Wilson (1977), Hall et al. .(1975), -and
Paulsen and Beneke (1979) found booster sessions produced no difference
in the maintenance of weight 1loss. Abrams and Follick (1983) used a
structured versus a nonstructured maintenance protocol as part of their
behavioral program. The structured maintenance approach, which included
dietary fading, problem-solving training, relapsé prevention, and social
support, ‘was taught. Abrams and Follick suggest that most booster
sessiqns have failed because no new knowledge has been given and no
maintenance skills taught. |

Social support systems such as the family and peers have been
thought to influence the obese person's efforts to lose and keep weight
off during maintenance. In 1978(b), Brownell et al. included spouses in
the standard behavioral treatment program and found that weight loss was
greatest at the three and six monfh evaluations for those whose spouse
had been involved. Since that time, results have been mixed (Brownell,
1982). Hertzler and Schulman (1983) foupd that of those working women
who had been successful at Qieting, some viewed their families as -

sources of positive support and others saw their families as giving
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negative support. These studies indicate that the social support system

needs to be considefed in a weight reduction program. If -others, such
as the family, are encouraged to help, or at least avoid hindrance, the
. long-term outcome for the obese person may improve.

Cognitive maintenance strategies may be a factor in resisting
relapse. Berman (1975) found self-defeating behaviors to be related to
low self-esteem and recommended that weight réduction programs include
activities to increase self-esteem. An example of a self-defeating
behavior would be an obese person who overeats on ice créam and then
feels she has "blown it" for the whole day. A coping technique, such as
positive self-talk, would allow her to rationalize to herself that she
had made a small mistake and could keep rigét on with her program. Wing
et al. (1983) found positive changes in mood were associated w;th weight‘
loss. Jeffrey et al. (1978a) also found changes in thoughts about food

were the best predictors of success in weight loss.

Individuals who feel they can handle high-risk situations success- '

fully after treatment may do better than those individuals who have no
confidence in their abilities to cope (Bandura, 1977). Mitchell and
Stuart (1984) found Weight Watcher dropouts were significantly more
likely to report low self-efficacy at the beginning'of their membership.
Dropouts wefe also significantly 1less 1likely to feel successful in
weight control and behavior change, even though their rafe of weight

loss did not differ significantly from those who remained in the

program. Bolocofsky et al. (1984) discovered dropouts in their program

tended to attribute the responsibility for their weight to external
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factors and may have felt relatively powerless to achieve successful
weight change.

Jacobs and Wagner (1984) found that former obese individuals
negarded food as the least reinforcing activity, suggesting that a type
of cognitive dissonance could be in operation in which the once obese
individuals have convinced themselves that food is less p;easurable.

Several authors have included in their program evaluations a list
of behavioral techniques that have been most used or liked by study
participants (Adams et al., 1983; ﬁudiﬁurgh, 1984; Jeffrey et al., 1983;
Murphey and Labbe, 1982; Paulsen et al., 1981). Record-keeping and
self-monitoring were viewed as a vital component of a successful
maintenance progran. Cﬁe elimination, preplanning, and - increased
activity were also useful to these participants. .

Behavioral therapy has provided a sensible group of procedures and
ﬁrineiples that can be utilized in nearly all approaches to lifestyle
changes and weight con£rol. It has also hglped to reduée the attrition
rate, especially when a depbsit—refund system is used. The ﬁore recent
additiop of cognitivel change strategies in behavioral therapy to '
increase an individual's self-efficacy may be essential in long-term

maintenance of weight loss.

Lifestyle Changes

Data on behavioral changeé of successful participants have not been
' gathered routinely in research, perhaps because of the faulty assumption_
that behavior change can be inferred from the successful weight loss

(Mahoney, 1975). Brownell and Stunkard (19%8) have concluded that it is
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unclear what type of behavioral change is correlated with success in
behavioral‘obesity treatment. | | |

Some studies have found that eating habit behavior change occurred
in successful participants. Orkow and R'oss (1975) found tﬁat dietary
habit changes which subjects continued to use after treatment wére
associated - with success; whereas exercise failed to become a regular
part of the subject's lifestyle. Gormally et al. (1980) found similar
results in their study. Murphey and Labbe (1982) found that although
self-reported compliance with behaviors was variable, compliance with
several behaviors (self-’monitoring of intake and expenditure-, fegular'
exercise, and putting down silverware betwéen bite's) was significantly
related to treatment and followup weight loss. - Jeffrey et al. (1978a)
found their clients reported significént changes in eating behavior
after treatment but only the use of‘ self-monitoring and situational
restriction behaviors significantly correlafed with weight loss.

Other studies have found exercise to be very important in the long-
term maintenance of weight 1loss. ' Stalones et al. (1978) compared
exercise and self-managed contingencies and observed that the influence
of exercise at followup was significant. Norton and Powers (1980) found
changes in exercise behavior prédicted weight loss; changes in eating |
did not. . | ~ |

Both éating 'behavior and exercise changes have also been relatéd w’c,o
weight-loss success. Graham et él. (1983), in a 4.5 year f‘oilowup
study, found that the most successful weight-loss maint‘ainers reported

adhering to several behavioral procedures and being more physically
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active. Dahlkoetter et al. (1979) compared eating and exercise chgnge
and found.the best results were with the combinatiop of both.

Célvin and Olson (1983) inferviewed meﬁ and women who had been
successful at maintaining a significant weight loss for two or more
years. The men in the study reported using exercise more to maintain
weight loss. The women reported using both better nutrition and regular
exercise to maintain the weight loss. The women had used mainly diet to
lose the weight because they had thought exercise had little benefit.
In addition, many of the women were employéd outside the home after the

weight loss, whereas before they had been mainly housewives.

Use of the Mail as a Communication Strategy

The first study reporting the use of the mail as a weight reduction
approach was by Hagen (1974) who sent behavioral materials in weekly
mail packets and achieved the typical one-pound-per-week .weight 1083
with minimal therapist, phone, and mail contact.

In 1975, Stunkard discussed the possibility that behavioral methods
could be presented to clients in a manual or bibliotherapy’form, at a
cost -saving over the more intensive, but expensive, groups usually
employed. Since that time, the approach has been tried with varying
degrees of therapist contact. It ;ppears that sdme degfee of therapis@
involvement is needed for goéd results;

Several efforts to promote weight loss through correspondence have
not had noteworthy success. Fernan's stﬁdy (cited in Stunkard, 1975)
used Hagen's materials with no therapist contact and achieved a weight

loss 1less than half that of Hagen's study. Brownell et al. (1978a)
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found that the subjecté who received a weight control manual in the mail
with minimal therapist contact had onl& lost 2.2 pounds at the six-mqnth
followup. In a study by Pezzot-Pearce et al. (1982), subjecfs receiviné
a2 mail-only contact acﬁieved a modest weight loss compared to the 11~
pound weight loss séen in those who saw a therapist weekly for 15
minutes. -

More promising results with correspondence-based materials have
been reported by other investigators. Marston et al. (1977) developed a
correspondence course of 13 weekly lessons and achieved a weight loss of
13 pounds during treatment and a further loss of two pounds during
followup. Telephone confact during the first month of followup did not
affect the amount of weight lost compared to weéekly or monthly maii—only
contact. In 1982(a), Jeffrey et al. cdmpafed a mail-only contact with a
mail énd telephone contact and foﬁnd all forms of correspondence over
the eight-week period to be equally beneficial and equivalent to results
found for typical face-to-face programs. Baanders-Van Halewijn et al.
(1984) conducted a ten-week weigﬁt reduction correspondence courée among
women being .screened for breast cancer aﬁd found a loss of seven pounds
-as compared to an 11.5-pound loss in a similar group of women who met
weekly with a therapist. In 1984, Walgrave achieved a one-pound-a-week
loss in participants enrolled in an eight-week‘Cooperative Extensibn
correspondence course. |

Some researchers have discovered that "gctive" ‘correqundence
participants achieve a better weight loss over the course of a year. In
1976, Hanson et al. achieved an 8.22% decrease in pretreatment weight by

having subjects meet for three sessions spread out over the treatment
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period and receive programmed materials in the mail. These sub jects
were the only ones in tpe study who continued weight loss after
termination of treatment. In 1982(b), Jeffrey and Gerber used male
sub jects enrolled in the Multiple Risk Factor Intervention Trial to
compare the effects of a correépondence-based weight reduction program
with typical group therapy. At the end of the nine-week session, weight
loss for the active group (>50%~atteﬁdance) participants and the active
corpespondence (>50% homework assignments) participants were similar. -
However, at the oné-year followup, only those actively participating in
the correspondence program had achieved a significant weight loss; the
other subjects had regained their weight. Those who wére inactive
correspondenée participants gained weight significantlylduring treatment
and throughout the year.

Thé use of correspondence appears beneficial in followup efforts.
Perri et al. (1984a,b) utilized telephone and mail contacts during
followup with good results compared to no contact during followup.

Attrition rates aﬁpear tg be higher with this type of approach; 19-
23% (Hanson et al., 1976; Baanders-Van Halewijn et al., 198Y4; Marston et
al., 1977; Perri et al., 1984b) as compared to the 9.5% dropout rate in
the more traditional face-to-face programs. A dropout in a correspon-
dence course is somewhat different from one in a traditional program
because the subjects who fail to return the materials are still possibly
beﬁefitting from the information they continue to receive in the mail.
" Other participants may only be modestly inclined to change in the first
place and see value in doing something at a low levellof personal cost

but may fail to follow through.
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Those studies utilizing the media and minimal therapist contact as
a communication strategy in the treatment of obesity show promise of
providing a low-cost alternative to more traditional .communicaﬁion
strategies. They also indicate that this approach could be useful in

various areas where more traditional programs are not available.
Conclusions

The seriousness, prevalence, and resistance of obesity to treatment
was best summarized by Stunkard in 1959: "Most obese people will not
remain in treatment. . Of those that remain in treatment, most will not
lose weight, and of those who do lose weight, most wiil regain it."m
There have been improvemgnts in the amount of weight 1lost and the
attrition rate, but maintenance still remains difficult today.

The various approaches to the treatment of obesity -~ dietary,

exercise, and behavior modification -- offer diverse strategiég to

employ in working with obese individuals. Incofporating this
information into a multicomponent program that can be delivered via both
iﬁterpersonal and media communication channels ma& give promising
results for a low cost, effective alfernaﬁivé in the treatment of

obesity.
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CHAPTER 3
RESEARCH DESIGN

The design of this study was quasi-experimental. All supjects
attended a three-day workshop énd fhen wefe divided randomly by ciusters
into the treatment and control conditions. Ail subjects.were given a
’pre- and post-questionnaire, and pre- and postfénthropometric measure-

&

ments were taken.

Sub jects

For recruitment purposes, a descpiption of the "Lésing Weight
Sensibly" course was incluqed in a brochure that described the 1985
Montana State University "Woman's Week" courses. The brochure was
mailed to all of the 1984 "Woman's Week" participants and was made
'available from all 1local county extension offices. The course
description screened for applicants: that were willing to pay a
‘-refundable $15' deposit contingent upon performance of specific
assignments. .Subjects were a‘purposive,gample consisping of all women
who sent in applications. H

Written permission to use human subjects was obtained from the
Montana State University Committee on the Use of Human Subjects in
Research. Each subject was informed about the research project and

asked to sign a consent form.
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The assignment of subjects to the treatment and contrql groups was
made after théy had completed the three-&ay workshop. Because of the
close geographical proximity of some subjects, the treatment could not
be assigned on a purely random basis. Naturally occurring geographic
clusters.of sub jects (matched on the basis of age and degree of over-
weight) were randomly assigned to t;é treatment and control conditions
(Figure 1). In addition, some subjects had forekﬁowledge of the
previous - 1984 "Losing Weight Sensibly" coufse, which necessitated

assigningAthem to the treatment groub.

Experimental Design

The study was quasi-experimentél and used a purposive sample.
Design 10 in Campbell and Stanley (:1966) was used for this study. The

treatment was administered randomly'io geographic clusters of subjects.

Treafment

Wbrkshopl

The information and materials pfesented to all subjects during the
three (1.5 hour) sessions of the 1985 "lLosing Weight Senéibly" exten;ion
workshop were developed ‘to meet all ‘ofl the therapeutic guidelines
recommended for professional weight control programs by the Interna-
tional CongfeSs on Obesity, ex?ept%for the length of personal contact
(Weinsier et al., 1984). The workéhop émphasized nutrition, exercise,
behavior modification principles, self-esteem enhancement, social
support, and goal-setting. An outline of the topics presented at the

workshop is shown in Table 1.




MONTANA

Treatment Group Subjects

Control Group Subjects

Figure 1. Geographical distribution of subjects.
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Table 1. The "Losing WEight Sensibly"'workshop topies.

Number Topic

1. Physiological Theories of Weight Control

(a). Malfunctioning Hypothalamus
(b) Set Point Theory

(¢) Lowered Basal Metabolic Rate
(d) Fat Cell Theory

2. Yo-Yo Dieting Pattern

(a) Conéequences
(b) Relationship to Fad Diets

3. " Exercise

(a) Benefits of Exercise
(b) Choosing the Right Activity
(c) Intensity, Duration, and Frequency of Activity

b, Nutrition

(a) Quality and Quantity of Diet

(b) Dietary Goals

(c) Special Nutrient Needs, i.e., Calcium
(d) Exchange Diet Guidelines

5. _ Behavior Change
(a) Self-Awareness and Self-Monitoring
(b) Cue Elimination :
(¢) Relaxation and Stress Management
(d) Self-Rewards and Goal Setting

6. Self-Esteem

(a) Enhancing Self-Esteem
(b) Self-Efficacy :

The workshop materials included: physical measurement and weight
forms, a calculation worksheet for target heart rate, and a bibliography

of reliable sources of information related to weight control topics. A
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copy of Winning at Losing Forever! (Gagliardi and Pagenkopf, 1984) was

also given to each participant.

Deposit

Each subject had her deposit refunded contingent upon completion of
three quarterly, self-report forms and a final evaluation. This amount
.was prorated for each report and the final evaluation. The monéy that
accrued from unreturned reports was divideé among sub jects according to

each individual's participation in the study.

Treatment

Sub jects assigned to the news;etter treatment group received the
monthly newsletter, "Weight Control,” from July 1985 through May 1986.
Each newsletter consisted of a supportive cover letter, provided
information and suggested activities on various topics related to weight
control. A sample‘monthly newsletter appears in Appendix A; An outline
of the main topies covered in each news%etter is shown in Table 2.
Sub jects were encouraged to respond with suggestions or concerns that

could be addressed in the newsletters, by phone or by mail contact.

Control
Subjects in - the control condition did not receive the monthly

newsletter.

Data Collection

Instrumentation

The instrument used as a pre-questionnaire included: demographics,

weight loss history, medical’ history, perceived social support,
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motivation for losing weight, and current lifestyle habits (diet and
exercise) (Appendix B). The post-questionnaire was similar to the pre-
questionnaire but also included a program evaluation component. The
post-questionnaire given to both groups was the same except for the last
page which included a newslettef evaluation for subjecys in the
treatment group (Appendix B). The following panel of professionals in

the nutrition and education fields assessed the instrument's content

Table 2. "Weight Control" newsletter topics.

Month Topics
July Practice with Exchanges

Cool Drink Recipes
August Osteoporosis

September Location of Body Fat and Health
Sandwich Ideas :

October Motivation and Goal Setting
Walking and Deprgssion

November Regulation of Hunger and Satiety
’ Controlling Binge Eating

December Food Symbolism
' Tips for Holiday Eating
Physical Activity and Metabolism

January Evalqating Diet Claims
February U.S. Dietary Guidelines
Vitamin and Mineral Supplementation
March Decreasing Fats in the Diet
April Challenge of Eating Out
May Making Changes Work

"Cutting the String" (Yo-Yo Dieting)

s
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validit&: Douglas Bishop, Pame;a Harris, Rosemary Newman, Jacquelynn
O'Palka, Andrea Pagenkopf, Anne Shovie, and Eric Strohmeyer. The
instrument was then fieldftested by a group of ovef'wéight women who

applied for a weight reduction program at a private clinic.

Measurements

Individual body fat percentages were measured, using a Lange
caiiper. Individual body weights were taken on a calibrated balance-

beam scale. As a means of reinforcement, each subject was instructed on

how to take personal measurements of six specific body sites: mid-arm,”

bust, waist, hips, mid-thigh, and mid-calf. ‘"These body site

measurements were not included in the experimental data.

Self-Reports

A postecard with ‘sbaces for self-reported weight and physical

measurements was mailed quarterly to each participant.

Final Evaluation

A1l subjects were asked by letter to attend the special interest

session on "Body Fat Measurement"™ during the 1986 "Woman's Week."

Nonrespondents

Those sub jects who attended the 1986 "Woman's Week" but were.unable
to come to the special session were contacted by phone and an individual
appointment was arranged to collect the final dafa. Ihose suﬁjects who
did not‘return to fhe 1986 "Woman's Week" were also contacted by phone
and an individual appointment was made to interview and collect data in

each subject's home.

|
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Data Analysis

The results were analyzed using the Student's T-test and the Mann-

Whitney U-test from the SPSSX computer package (SPSSX, Inc., 1983).
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CHAPTER 4
RESULTS
Sub jects

Of the 37 subjects who enrolled in'the program, four were excluded
from program evaluation. Subjects wefe excluded for the following
reasons: because of death (1), pregnancy (2), and ungsual weight loss
due to medication (1).

Subject 17 in the treatment group moved during the year but was not
in contact 'with any subjects in eithef ~group. None of the other
sub jects reported contéet with someone who had not been assigned to the
sameigroup. '

There were nonsignificant pretreatment differences between the
treatment and control groups with regard to age, weight, percent
overweight, percent body fat, height, and length of time at pretreatment
weight (Table 3).

Only one subject in the control group was smoking af the time of
the study. However, 7 subjects (41.2%) in the treatment group and 2
sub jects (12.5%) in the control group repor?ed having previously smoked.

In the treatment grouﬁ, 14 'subjecté (82.4%) were homemakers or
retired, whefeas only 9‘subjécts (56.5%). in the control group were home-
makers or retired. More control subjects (n=T) worked outside the home

than did subjects in the treatment group (n=3).




A Y R N [

35

Table 3. Demographid characteristics of subjects.

Control

Treatment p-

Measurement Group S.D.% No. Group S.D.% No. Value
Age (years) 51.65 12.32 17 52.13 11.67 16  p=.91
Pretreatment wt. 176.94 30.46 17 184.19- 5h.40 16 p=.64
Pretreatment % :
overweight 33.00 19.19 17 40.25 36.75 16 p=.48
Pretreatment % body . .
fat- 32.12 .yt 17 31.35 5.12 16 p=.65
Height (inches) 64.75 2.56 17 63.80 2.15 16 p=.26
Time at pretreatment : ‘
wt. (years) 2.83 5.26 13 4,40 4.68 14 p=.42
Number in household 3.12  1.80 17 3.13 1.75 16  p=.99
Weekly cups of .
coffee/tea 22.29 17.36 16 16.88 21.08 12 =.43
Weekly servings of
carbonated beverages 6.18 5.93 15 5.31 6.12 12 p=.68
No. of wt. loss .
methods used 2.24 l.64 17 2.33 1.63.15 p=.87

#3.D. = Standard Deviation

The majority of subjects in both groups were married, 82.4% (n=14)

in the treatment group and 68.8% (n=11) in the control group.

remainder of subjects were widowed.

The’

No change in marital status

occurred except for sﬁbject 21 in the control group whose spouse died.

The average number of people in the household was similar for both

groups (Table 3).
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There were nonsignificant differences between the treatment and
control groups in the mean amount of coffee, tea, and carbonated
beverages consumed (Table 3). Both gfoups reported 1limited or
nonconsumption of alcoholic beverages, 13 (76.5%) of the‘treatment groﬁp
sub jects and 14 (87.5%) of the coﬁtrol group subjects. (It is realized
that consumption of alcohol is generally under-reported by most
indivi@uals.) o
The number of weight loss methods used by subjects was nonsignifi-
cant for both groups (Table 3). The most widely used weight 1loss
methods were "unsupervised diet" and "Weigﬁt Watchersh (Tablg 4). The
weight loss methdd‘used for the lohgeét length of time was "unsuper-
vised diet® By the treatment group subjects and "Weight Watchers® b& the
control group subjects (Table 5). |
| Subjects in bbth groups reported that they usually quit their
weight loss efforts when they became "hungry" and/or "deprived™ and then
"overate" and/or "binged." "Giving up"™ and/or "lack ofvmotivation" were
also common reasons for quitting. Subjects in the treatment group’
reported "eating more in social situations" and "using food as a rewérdﬁ
as additional reasons for ending weight loss efforts (Table 6).
"Appearance" and "healtﬁ" were chosen as the main motivations for
losing weight prior to the study. This was true for subjects of all
ages. "Family opinion" was mainly selected by subjects age 30 to 39
years, and "sex appeal" was chosen mostly by subjects over the age of 60

(Table 7).




Table 4. Weight loss methods® used by sub jects.
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Treatment Group

Control Group

Weight Loss Method N=17 % N=16 3

Tops . 23.5 2 12.5
Weight Watchers 7 41.2 6 37.5
.Diet Center 2 11.8 1 6.3
Nutrisyétems 3 17.6 3 18.8
Herbal Life 1 5.9 3 18.8
Unsupervised Diet 10 .58.8 10 62.5
Starvation 2 11.8 1 6.3
Pills 3 17.6 2 12.5
Supervised Diet 3 17.6 2 12.5
Behavior Modification -0 - 2 12.5
Hypnosis 1 5.9 2 12.5
Liquid D;ets 1. 5.9 1 6.3
Bypass Surgery 1 5.9 0 -

#Sub jects were allowed to seléct more than one method.

Table 5. Weight control method used for the longest time by subjects.

Treatment Group

Control Group

Weight Loss Method N=1T % N=16 %
Tops 2 11.8 0 -
Weight Watchers 2 11.8 ] 25.0
Diet Center 1 5.9 0 -
Nutrisystems 0 - 2 12.5
Herbal Life 0 - 1 6.3
Unsupervised Diet 5 29.4 3 18.8
Supervised Diet 1 5.9 0 --
Behavior Modification 0 - 1 6.3

e
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Table 6. Reasons given by subjects for failure at weight loss efforts.

Treatment Group Control Group

Reason © (N=15) (N=12)

"Start to eat more" or "binge" 3 ' 3
"Feel hungry" and/or "deprived" 2 2
"Give up" and/or "lack motivation" 3 5
"Eat more on vacation and/or social

situations" 3 -
"Food is an important reward" 2 -
"Boredom" 1 1
"No time to fix speeiai foods" 1 1

Table 7. Reasons® chosen by subjects (by age) for wanting to lose

weight. '
Age
Reason . 30-39 40-49 50-59 >60 Total -
"Appearance" 6 8 6 9 29
"Health" 5 9 3 7 - 2l
"Physician's orders" o1 2 2 1 6
"Family opinion" 3 - 1 - 4
"Sex appeal" : - 1 - 3 }
"Special event" 1 1 1 2 5

#Sub jects were allowed to choose more than one reason.
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Overall, the treatment and control groups were very similar for

most characteristics. However, the control group subjects were more

likely to work outside the home and fewer had previously smoked .

Anthropometrics’

Body Weight
Both the T-test and the Mann-Whitney U-test showed nonsignificant

changes between the treatment and control groups for body weight (p=.40,
p=.43, respectively). The treatment group suﬁjects tended to gain
weigﬁt over the year,‘while the control group subjects showed almost no
change in weight (Table 8). Subject 12 in the treatment gfoup refused
to weigh ;t the fiﬁal evaluatioh and was not used for weight change
'analysis. She did have a 5.8% body fat loss and a self-reported weight
loss of 8 pounds, which might have lessened the mean weight gain that
occurred in the treatment group. Ten subjects in both groupé achieved a
weighf loss during the year. There were ﬁ subjects in the treatment
group who gained more than 10 pounds anQJOnly 1‘subjeét in the control
group who gained that amount, which may account for the greater standard

deviation seen in the treatment group (Table 8).

Body Fat

There was a nonsignificant change in body fat betwgen the treatment
and control groups with a p #alué of .83 for the T-test and é p value of
.59 for the Mann-Whitney U-teét. Overalf; both éroﬁps showed a mean
loss of body fat (Table 8). The closer similarity of these results may

be due to the inclusion of subject 12 in the treatment group.




Table 8. Summary of means for body weight (1bs), body fat, and body mass index.?

7 _Treatment Group Control Group
Measurement Pre S.D.* Post S.D.* Pre S.D.* ' Post S.D.*
Body Weight (1bs) 176.94 30.46 180.56 36.43 184.19 54.40 184.06 57.49
% Body Fat — .32.12 4.47 31.01 © 5.60 31.35 5.12 30.03 5.91
Body Mass Index 29.78 5.25 30.52 6.78 31.84 9.20 31.84 9.85

oY

aBody'Mass Index = [Body Weight (kg)] ¢+ [Height (m)2]

*#S.D. = Standard Deviation

ey

T 5
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Body Mass Index

Both the Mann-Whitney U-test and the T-test showed nonsignificant
changes in the body mass index (p=.39, p=.45, respectively) (Table 8).
Except for 2 subjects in the control group with a body mass index (BMI)

> 40.0, the two groups were evenly distributed for BMI.

Self-Reports

Pre- and Post-Treatment Self-Reports

The data were analyzed by weight for all subjects. Before
treatment, 48.5% of all subjects in both groﬁps reported their ﬁeight
within +3 pounds. "It was apparent'that as measured weight increased,
the tendency to underestimate weight increased. At the final evaluation
a higher percentage of subjects (72.7%) repofted their weights withinA
the 43-pound range when they knew their weights would be immediately
taken. The majority of subjects in both the treatment and control
groups underesfimated their pretreatment and post-treatment weights.
However, each subject, regardless of her weight, gave a more accurate
self-report when she knew her weight would se measured (Table 9).

A comparison of degree of ovefweight showed'a’correlative tendency,
i.e., as percent overwéight increaééd‘so did the tendency to under-
estimate weight. - However, subjects who were more than .6% overweight
underestimated their weiéht less than subjects who were between 30 to
45% overweight. The difference at the'final evaluation was lessened by
2 subjects who had recently had their weights taken at a physician's

office (Table 10).
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Table 9. Mean and standard deviation of the difference? between
reported and measured weight for all subjects by weight.

Measured ' Pretreatméntﬁ | 'fost-treatmeqt
Weight (1bs) ‘Mean  S.D.% - N Mean  S.D.% N
< 150 3.00  2.29 9 2.83  2.71 6
151-170 2.86 2.61 % | 2.86 2.61 T
171-190 5.50  3.9% 6 2.00 2.83 2
> 191 5.89  7.94 9 2.22  5.59 9

aA positive difference indicates that the self-reported weight was less
than the measured weight.

#5.D. = Standard Deviation.

Table 10. Mean and standard deviation of the difference® between
reported and measured weight for all subjects by percent

overvweight.
. Pretreatment _fost-treatment
% Overweight Mean S.D.% N Mean S.D.# N
< 14 2.29 2.06 T 2.20 2.49 "5
15-29 ©3.30 2.31 10 4,00 3.58 6
> 46 5.00 8.00 8 2.22 5.59 9

3 positive difference indicates that the self-reported weight was less
than the measured weight.

#S8.D. = Standard Deviation.




LIl Al

43

Mailed Quarterly Self—ReportS

There was a nonsignificant difference between the treatment and
control groups in the number of quarterly self-reports mailed back to
the researcher (Chi-square 3.32, p;.35). An equal numbér of subjects in
both grbups were nonrespondents, i.e., they failéd to mail back any
reports. Although there were a greater number of control group subjects
who mailed back one report, there were mofé treatment group subjects who
were active corrgspondents and mailed back all three‘rebgrtS'(Téble 11);

Table 11. Comparison of weight change (lbsj by number of quarterly
self-reports mailed by subjects.

No. of Weight
Self-Reports Treatment Control Change
Mailed Group Group (1bs) S.D.% p-Value
0 '3 3 6.17 . 17.h4 p=.06
1 2 6 4.88 14.67 p=.06
2 3 2 4.50 5.75 p=.01

3 9 5 -3.1%4 3.59 --

#S.D. = Standard Deviation

The data were analyzed to compare weight change with the number of
reports mailed. There were nonsignificant differences in weight change
between subjecté who mailed béck all‘three reports and subjects who
either mailed back none or one report (p=.06, p=.06, respectively).
There was a significant difference between subjécts who mailed back all
three reports and subjects who mailed back two repofts {p=.01). Those

sub jects who were active correspondents (mailed three reports) achieved
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a mean weight 1loss, whereas 1less active, cofrespondents (mailed 0-2

reports) achieved & mean weight gain (Table 11).
Food Habits

Weekly Food Budget

Initially, the treatment group had a significantly greater vieekly
food budget (p<.05). At the 12-month evaluation, there was a nonsignif-

icant difference between the treatment and control groups for weekly

food budget (p=.57) (Table 12). Before treatment, 6 subjects in the

treatment group spent more than $25.00 per person per week for food, and
only 3 subjects in the‘control group spent the same amount. -Converseiy,
10 subjects in the control group reported spending less than $19.00 per
person on food. The amount of money spent on food may have beeﬁ
affected by the fact that families used their own resources; i.e., beef,

eggs, or produce, to supplement their food budgets.

Meal Number

On the pre-~ and post-questionnaires, there were nonsignifiqant
differences in the number of meals eaten daily by subjects in the
treatment and control groups. Overall, there was an increaée in the
mean number of meals consumed (Table 12). On the post-questionnaire,

more subjects in both groups reported eating more than 2 meals per day.

Meals Eaten OQut

There were nonsignificant differences between the treatment and
eontroi groups for number of meals eaten way from home, béth before and

after treatment. The treatment group increased the mean number of meals
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eaten away from home (Table 12), which may reflect the increased number

of subjects in the treatment group who ate away from home.

Table 12. Summary of means for weekly food budget, number of meals
eaten at home (per day), and number of meals eaten away

from home (weekly).

1.60

Treatment Control
Group ___Group
Measurement Mean s.D.® Mean S.D.% p-Value

Pretreatment weekly food
budget 24,25 T7.1l1 18.53 T.11 p=<.05
Post-treatment weekly food
budget 24,46 11.22 21.83 '11.92 p= .57
Pretreatment daily meals .

" eaten at home 2.82 .63 2.75 .58 p= .73
Post-treatment daily meals
eaten at home 3.17 73" 2.88 .34 p= .14
Pretreatment weekly meals )
eaten away 1.0 1.64 2.13 2.67 p= .37
Post-treatment weekly meals )
eaten away. 2.06 2.31 1.89 p= .68

#S.D. = Standard Deviation

Usage of Salt

There was no change in the number of treatment subjects who cooked

with salt, but there was a reduction in the number of treatment subjects

who used salt at the table. ' There was a reduction in the number of

control group subjects who cooked with salt, and a slight increase in

the number of control subjects who used salt at the table.
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Food Frequencies

As a group, all subjects reported a significant increase in
servings from the dairy group (p=.02), the fruit group (p=.03), and the
grain group (p=.05). The subjecté also reported nonsignificant
increases in the meat and vegetable groups (Figure 2). All subjects
showed a significant decrease in the mean number of servings of "beef,
pork and veal" (p=.0l); "crackers" (p<.00); "sugar substitqtes" (p:.bh);
"oils, margarine, and dressings" (p=.03); "cake, pie, and cookies"
(p;.02); and "candy" (p=.03).

Before treatment, there were nonsignificant differences between the
treatment and controi groups for all foods and food groups except for a
Significantly higher consumption of "broccoli and " spinach™ by the
treatment group (p=.03). At followup,‘there were significant reported
differences between the treatment and control groups for the fruit group
(p=.03) and for "enriched cereals" (p=.0l1). The control groqp reported
‘a higher number of sefvings from the fruit group, 16.25 + 6.9 versus
11.58 + 4.89 for the treatment group. The control group also reported
an increased number of servings of "enriched cereal," 3f22 + 2.22 versus
.83 + 1.27 for the treatment group. |

Both groups reported an ;ncreased consumption of the dairy, fruit,
vegetable, and grain groups (Figure 3). The treatment group increased
its mean number of dairy servings by 4.43 + 8.42 and the treétment gréup '
b& 4.5 + 9.53 (p=.98). The significant increase in dairy products for
all Sﬁbjects (Figure 2) came as a result of an increased consumption by
both the treatment and control groups. Thq treatment group reported an

increase of 1.87 + 6.84 servings for the fruit group whereas the control
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Figure 2 Comparison of mean pre- and post-treatment weekly food
frequencies for all subjects.
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group reported an increase of 5.36 + T7.69 servings (p=.23). Although
there was a nonsignificant difference in change between the two groups,

the control gfoup did report a significantly higher number of servings

~ from the fruit group (Figﬁre 3). Thus, most of the significant increase

in fruit group éervings for all subjects came from the control group.
The treatment group reported a é.93 4+ 9.16 increase in servings from the
grain group and the control group reported an increase of 6.55 + 12.99
serfings (p=.41). The-sighificant increase in grain group consumption

for all subjects came from the increased consumption of grain products

by both groups.

Changes in Food Habits

Before treatment, 88.2% (n=15) of the treatment subjects and 94.1%
(n=15) of the control group subjects reported that they wanted to make
changes in either the types of food eaten and/or food habits (Table 13).
At the final evaluation, iu subjects in the treatment group and 12
subjects in the control group reported making one or more changes. The
two most frequently reported changes in types of food eaten were an
"increased consumption of fruits and vegetables". and a "decreased
consumption of fats" (Table 13). These changes are also shown in the
significant reported increase in servings of the fruit group and the
significant reported reduction in "oils, fats and dressing" consumed by
all subjects. The treatment group reported a decreased consumption of
sweets, which is in agreement with the significant decrease in "cakes,
pies, cookies" and. "ecandy" consumed. Three Subjects in the control
group‘ reported a reduction in salt, a chanée which agrees with. the

pattern of salt usage reported earlier.
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Table 13. Food habit changes desired by subjects before treatment and
food habit changes reportedfby sub jects after treatment.

Treatment - Control
' . Group’_ Group
Food Habit Changes . (N=14) (N=12)

Desired Before Treatment:

(o))

Change the types of foods eaten . 5
Change food habits 6 2
Change both foods and habits 2

Reported After Treatment:
Types of foods eaten:

Increased fruits/vegetables
Increased fiber-rich foods
Increased low-calorie foods
Decreased fats :
Decreased salt

Decreased sweets

MU HW
TWWHRHW

"Food habit changes:

Eat smaller portions
Eat breakfast now
Eat better snacks

(S )
o

Other changes:

Joined diet group ' 1 1
Returned to old habits 2 4

The types of habit change reported by both groups. were "eating
smaller portions," "eating breakfast," and "better snacking patterns."
"Joining a diet group" was another change reported. Tworsubjects in the

treatment group and 4 subjects in the control group recounted a "return

to old habits" (Table 13).
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Initially, the treatment group reported a'greater dissatisfaction
with their habits than-did‘the control group and showed an increase in
satisfaction at the end of the year. The gontrol grouﬁ seemed to be
fairl& satisfied with their eating habits at pretreatment and did not

report much change in satisfaction with their habits (Table 14).

Table 14. Satisfaction with eating habits and/or food.

Pretreatment Post-treatmeht
Treatment Control Treatment Control
Degree of Satisfaction Group Group Group Group
Never or seldom )i} 1 o 2 1
Sometimes 7 9 8 9

Usually or completely 5 5 7 6

Physical Activity

There were nonsignificant differences between the treatment and
control groups for thé number of physical activities, the frequency of
activity per week, and the amount of time spent doing the physical
activity (Table 15). Walking was thé major form of exercise used by
both groups. Most subjects in both groups reported exercising 3 or more
times per week for 20 or more minutes each time (Table 16).

There was anvincrease in the number of subjects in both groups who
felt weight wusually or completely interfered with their physical
activity. This ipcrease came ptimarily from subjects who had also
gained weight over the past ye'ar.. There‘was an ‘increase in the number

of subjects‘ who felt weight seldom or never restricted physical
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~activity. The increase came mainly from subjects who had lost weight
over the past year (Table 17).

Sub jects in both groups who were active correspondents reported a
regular pattern of activity and did achieve a mean weight loss.
Sub jects who gained more than 10 pounds duriné the yeér, regardless of
group,. were inactive correspondents, reported 'é complete 1lack of
physical activity, and felt weight completely or usually restricted

their physical'activity.

Table 15. Means for number of physical activities, frequencies, and
time spent doing physical activity.

Treatment Control
_ Group Group p-

Measurement " Mean S.D.% Mean S.D.% Value
Prétreatment number of
physical activities 1.33 1.62 1.60 .83 p=.33
Post-treatment number of
physical activities 1.31 .48 1.47 .52 p=.40
Pretreatment frequency of
physical activity (weekly) 4.00 2.00 3.46 1.97 p=.51
Post-treatment frequency of h
physical activity (weekly) 3.67 2.02 3.25 1.82 p=.60
Pretreatment time sbent A .
doing activity (minutes) 32.83 17.27 31.11 21.76 p=.84
Post-treatment time spent
doing activity (minutes) 32.25 11.79 34.73 16.40 p=.68

£5.D. = Standard Deviation
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Table 16. Types of physical activity, frequency, and time spent doing '
activity for all subjects. :

Pretreatment ’ Post-treatment

Treatment Control Treatment Control

Type of Physical Activity Group Group Group Group
Walk _ ‘ : 11 10 11 10
Bike 3 2 3 3
Swinm 1, y 0 5
Jog 1 1 1l 1
Ski 0 2 0 0
Aerobic Dance 1 2 1 0
Other 3 3 5 2
Frequency Weekly: -

1-2 y 5 3

3-5

> 6
Time Spent Doing Activity (min.)

- 12-19 | 1 1 - -
20-29 | 5 2 5

> 30 6 5 T 6

Table 17. How.subjects felt weight affected their physical activity.

Pretreatment Post-treatment

Treatment Control Treatment Control
Degree of Restriction Group ~ Group Group Group
Usually or completely - 2 , 2 ' Y 3
Sometimes - : 10 9 y 5
Seldom or never 5 5 9 8
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Other Measurements

Medical Problems

‘Initially, T subjects qf the treatment group and 10 subjects in the
control group reported 1 or more health préblems. At followup, 2 more
subjects in phe treatment groub developed health problems; one had"
elevated cholesterol and the_other had developed anemia. In the control
group, there was no increase in the number of subjects with health
problems, but one subjéct did develop diabetes in addition to her other

problems. The types of health problems and medications are shown in

Table 18.

Table 18. Types of medical problems and medications used by all

sub jects.

Pretreatment Post-treatment

Treatment  Control Treatment Control

. Group Group Group Group

Medical Problem/Medication (N=T) . (N=10) (N=9) (N=10)

Medical Problem:

Hypertension' y 4 Yy y
Diabetes 1l 1 1 2
Arthritis ') 5 y 5
Asthma 2 2 2 2
Varicose Veins 2 3 2 3
Joint/Back 1 1 1 1
‘Other 2 y L I}

Type of Medication:

Hormone 3 2 1 3
Anti-hypertensive 3 3 3 4
Anti-arthritic 3 1 2 1
Gout 1 1 - -
Thyroid 2 1 2 1
Anti-convulsant 1 1 - 1
Insulin 1 1l 1 1
Other 3 y 4 8
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Vitamin and/or Mineral Supplements

Initially, there was a nonsignificant difference in the mean number
of supplements used by the treatment aﬁd contrql groups, 2.11 + 1.62 and
1.88 + .84, respectively. At the followup, the treatment group showed a
slight increase to 2.23 + 1.88 supplements and the control group showed
a slight decrease to 1.40 + .52 supplements per person, but there was
not a significant difference (p=.19). The number of subjects using
supplements. increased fo; both groups (Table 19). Calcium and multi-
A vitamins (with or without iron) were the most commonly consumed
supplements. There was an increase in the number of treatment group
sub jects who used a calcium supplement or a multivitamin (Table 19).
The majority of subjects in both the treatment and control gfoups
reported using a supplement without a physician's prescription,'33.3%

and 18.5%, respectively.

Social Support

Both groups viewed their family and friends as providing the most
positive social support in their weight loss.efforts (Table'20). Bef&re
treatment, 7 subjects in the treatment group aﬁd T subjects in the
control group indicated thét the attitude of others had an effect on
their weight control efforts. This attitude was viewed as positive
(n=5), negative (n=4), or as a combination of both positive and negative_
(n=4). At followup, 5 subjects in the treatment group and 4 subjects in
the control group felt that the atfitudes of others had positively

affected their weight control efforts during the year.
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Table 19. Number and types of vitamin and/or mineral supplements used
- by subjects. . '

Pretreatment _ Post-treatment

Treatment Control Treatment Control

No./Types of Supplements Group Group Group Group
Number of Supplements:

0 8 8 y 6

1 y .3 T L

2 3 3 3 -

3 1 2 - -

y - - 1 -

5 - - - -

6 1 - 2 -
Type of Supplement:

Calcium 6 y 10 5

Multivitamin 2 5 y 5

Multivitamin w/iron 1 2 4 3

Vitaniin C 3 1 4 -

Vitamin B 3 2 3 -

Other 4 - 4 1

Table 20. Subjects' perception of social support.

Type of Negative Indifferent Positive App?gzable
Social Support Pre Post Pre Post Pre Post Pre Post
Spouse 1 1 .5 9 18 14 3 8
Child - - 7 8 18 18 3 5
?arents 1 - 4 5 8 3 6 19
Coworkers - - 7 5 6 15
Friends - - 11 9 16 20 - 1
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Personal Evaluation

Only 2 subjects in the treatment group and 1 subject in the control
group achieved their desired weight loss. Seven subjects in .the
treatment group and 2 subjects in the control group reported a . yo-yo

pattern of weight loss during the year. One treatment group subject

decided it was better to maintain her weight over the year rather than.

to repeat hgr usual pattern of weight 1loss and regain. "Social
occasions and vacations"™ were cited by several treatment group supjects
as the main reason for not aéhieving the desired weight loss. Control
group sub jects were more likely to repopt‘"health problems" or "lack of

. motivation" for failure to meet weight loss goals (Table 21).

Table 21. Reasons subjects reported for not achieving their weight loss

goals.
Treatment - ' Control

Group Group

Reason (N=10) (N=9)
"Too many social occasions and/or vacations" 3 ' 1
"Lost weight initially, then: regained" 2 2
"Maintained weight" 2 0
"Maintained weight initially, then‘gained" 3 0
"Gained weight initially, then lost weight" 0 1
"Poor motivation" . o ' 0 | 2

"Health problems" 0 3

oy

-
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Personal Problems or Events

Five subjegtsiin the treatment group and 8 subjects in the control
group stated that personal problems or events had affected their weight
loss efforts during the year. Overall, 10 of-the sub jects who cited
personal problems or events iost weight, and 3 subjects gained weight
during the year.

Four out of the 5 treatment subjects reported‘"depression and/or
stress related to family or work." Of thése 4 subjects, 3 lost and }
gained. Subject 16 gained 13 pounds and felt overwhelmed by the stress
of her job. SubJjects T and 9 lost 1 pound and 2 pounds, respectively,
and felt depressed because of family‘problems. Sub ject 10 was depressed
but lost 10 pounds because of health concerns. Subject 15 reported
"financial concerns" and decided to maintain her weight rather thaq

repeat her usual yo-yo pattern (Table 22).

Table 22. Personal problems or events affecting weight ioss efforts of

sub jects. . A
Treatment ) Control
Group Group

Type of event or problem (N=6) (N=8)
Depression and/orAstress y 0
Change in job status 0 3
Change in health problems 0‘ 2
Financial concerns ' 1 1
Death of spouse 0 1
Special event 0 1
Travel 1 0
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Three of the 8 subjects in the control group cited "change‘in Jjob
status” as a factor in their weight loss efforts. Sub jeet 23 and
subject 28 1lost weight. and felt that their job changes had been
positive. Subject 25 gained weight as the result of a more sedentary
Jjob. Two sub jects cited "health" as a'pfoblem; sub ject 18 who had 1ong;

standing health problems gained 29 pounds, and subject 36 lost 13 pounds

after she was newly diagnosed as a diabetic. Subject 21 reported a 10~ -

pound loss but .started to steadily gain weight after her husband died
and ended with a 2-pound loss for the year. Subject 30 who gained 2
pounds reported that "financial concerns®™ had caused her to regain the
weight she had lost. Finally, subject 29 who had a 7-pound loss for thé
year reported that her motivation had Aecreased after a special event
occurred (Table 22).

During interviews with subjects in the study, it was discovered
that subject 14 (treatment group) who had gained 36 pounds ahd sub ject
18 (control group) who had gained 29 pounds, each had long-standing
health problems and felt that they were unable to make any lifestyle
changes due to their health. On the other hand, sub jeet 1 (treatment
group) who had lost 6 pounds, subject 10 (treatment group) who had lost
10 pounds, and subject 36 (control group) who had lost 13 pounds, were
all able to make liféstyle changes to improve health proﬁlems that were

discovered during the year.
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CHAPTER 5
DISCUSSION

This study found nonsignificant differences in weight and body fat
changes between the treatment and control groups for the one-year
period. The minimal weight change in this study is similar to that
found by other correspondence-based studies at the long-term followup.
Browneil et al. (1978a) found subjects had only achieved a 2.2-pound
weight loss at the six-month followup. Pezzot-Pearce et al. (1982) also
found minimal weight loss at the six-month and 16-month followups} In a
review of 16 behavioral programs ﬁith\12—month followup sessions, Foreyt
et al. (1981) found that, for the year following treatment, the average
raté of weight loss was zero and that maintenance was highly variable,
with mean weight 1losses at Ifollowup sessions‘ raﬁging from 1 to 27
pounds. |

Tﬁe weight control newsletter received by @he treatment group did
not significantly affect mean weight change but did increase the number
of subjects who actively corresponded, i.e., returned all three
quarterly .self-reports. There were almost twicé as many active
correspondents in the\treatment group as in the control group. There
was a significant difference in weight changé between gctive corres-
pondents and those who mailed back two quarterly self-reports (.01).
There was almost a significant difference between active correspondents

and those subjects who mailed back none, or only one quarterly self-
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report (.06). Active correspondents achieved a mean weight loss of 3.1%4
pounds, compared-with a weight gain of 4.5 to 6.17 pounds for those
sub jects who were less active or failed to return any quarterly self-
reports. It should be noted that there were two subjects, one from each
group, who lost 13 pounds but did not return any self-reports. Jeffrey
and derber (1982b) found similar results with thé men in their MRFIT
study. Those who actively corresponded and completed more than 50% of
the homework assignments were the only ones who achieved statistically
significant weight loss over the entire one-year period. Those sub jects
who were inactive correspondents tended to experience significant weight
gain.

One of the purposes of this study was to examine the relationship
between anthropometric and lifestyle changes in subjects and determine
whether or not the hewsletter appeared fo have any effect on these
relationships. In 1978, Brownell and Stunkard concluded that it was not
certain what type of behavioral Qhange was associated with weight léss
success. Since then, other studies have shown that eating behavior and
exercise changes have been associated with weight loss success (Graham
et al., 1983; Dahlkoetter et al., 1979).

The majority of subjects in both groups reported that they had made

changes in the types of food consumed and/or food habits, but that these
Ichanges were not associated with successful weight loss. The?e was an
increase in the number of subjects who consumed three or more meals per
day instead of two meals. ‘Subjects reported a significant increase in
the consumption of the dairy, fruit, and grgin food groups. The

improved nutritional quality of the diets in both groups may have come
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from the influence of the original workshop when the basic nutritional
information and materials were presented to all subjects. Jeffrey et
al. (1978a) also found that, except for self-monitoring and situational
restriction, changes in eating behavior did not significantly correlate
with weight loss.

There were nonsignificant differences in- the average exercise
patterns between the treatment and control groups. Overall, subjects.
who had lost and subjects who had gained weight had similar exercise
habits. However, subjects who had gained more than 10 pounds during the A
year did report infrequent or nonekistent exercise habits. Stalones et
al. (1978) also found the influence of exercise at followup to be
significant. Thus, in this study it appeared thét changes in exercise
may have been related more to success or failure than eating beh;vior
changes. Norton and Powers (1980) found similar results. The monthly
newsletter did not significantly change the 1lifestyle habits of
treatment group sub jects.

itris generally assumed that an individual's personal problems can
negatively affect weight loss success and lead to weight gain. Of the
13 subjects in this study who reported having personal problemé during
the year, 10 actually lost weight and only 3 subjects gained weight. It
appeared, in the area of health problems, than an individual's feeling
of self-efficacy affected her weight loss success more than the actual
health problemn. Similar 'results have been found in other studies
involving self-efficacy (Bandura, 1977; Mitchell et al., 19814;

Bolocofsky et al., 1984).
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The attrition rate in this study was 53% for the treatment group
and 43.7% for the control group. One reason for this high attrition
rate was the fact that pany sub jects who had planﬁed to come for
followup were unable to because of 1aeﬁ of transportation, unexpected
éuests, or an unplanned special event. The attrition rate for this
study was higher than the 19-23% generally cited in the literature for
correspondence studies. However, those reported attrition fates are for
followup at the end of 8 to 12 weeks, not 12 months. The attrition rate
in this study is comparable to that found for long-term followups in
other correspondence-based studies. Jeffrey et al. (1982a) had only 17%
of their weight control subjects return for the 8-month followup.
Hanson et al. (1976) contacted only 55.9% of their sample by telephone
for the 12-month followup. Marsfon et al. (1977) had one-third of the
subjects in their study fail to attend the one-year féllowup.

Every subject in this study who was unable to attend the followup
session was contacted by the researcher and interviewed 6n an indiyidual
basis in her own home. In this way, data were obtained on the entire
sample in the study. Results from data collected at the followup
session were compared to data collected on the entire sample to see what
differences, if any, occurred between a partial sample and a complete
sample. Although both sets of data yielded nonsignificant differences
between the treatment and control groups, there was a difference in the
way this information could be interpreted. Utilizing only data from the
partial sample gave the impression- that the treétment group had done

 better at weight loss than the control group. Data from the entire
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sample found that, in reality, the control group had done slightly
better than the treatment group.

On the average, women at all weights in this study reported their
weights 4.29 + 4.92 pounds less than‘their actual weights. Pirie et al.
(1981) also found that the average womaﬁ in their study underestimated
her weight by 4.2 pounds. ¥Wing et al. (1979) foun& 88% of ‘their
sub jects could estimate their weight within 10 pounds. In this study,
87.5% of the women were within 10 pounds of their actual measured
weights. In addition, it waé found that as measured weight increased,
so did the tendency to underestimate weight. A similar pattern was
encountered for degree of overweight, i.e., as degree of overweight
increased, so did the tendency to underestimate weight. The women in
Pirie's study (1981) exhibited similar tendencies.

A 1980 telephone survey conducted by the FDA found a 46.8% usage of
dietary supplements among women ages 25-64 years (Stewart et al., 1§85).
A 1980 survey of dietary supplement usage in seven western states
reported that 66.7% of the sample'(men.and women) used some form of
supplement and 40% took one to three supplements per day (Schutz et al.,
1982). This study found that 48.5% of the subjects used one or more
supplements initially, and 69.7% of the subjects reported usage of one
or more supplements at the end of the study.

Schutz et al. (1982) found multiple vitamins (35.6%), vitamin C
(33.32), and multiple vitamins plus iron (26.3%) were the most
frequently consumed dietary éuﬁplements in the western United States.
Stewart et al. (1985) found. women ages 25-61 years most frequently

consumed a multivitamin/mineral combination with or without iron
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(31.6%). At the beginning of the study, the most frequently used
supplements by women in this study were calcium (62.5%), ﬁultiple
" yitamins (37.5%4), and multiple vitamins with irop (18.8%). Upon
conclusion of the study, the samé supplements weré most frequently used
but at a higher rate of 65.2%, 30.4%, and 39.1%, respectively. Although
overall usage of calcium showed only a slight increase, the frequency
among treatment group subjects almost doubled. This increase may have
been affected by the treatment newsletter that covgréd tﬁe-topic of
osteoporosis and calcium intake. Neitﬂer of the two aforementioned
studies found calcium ﬁsage to be very high, information which is
probably related "to the fact that their data were collected in 1980

before calcium became such a popular topic in the lay press.
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CHAPTER 6
CONCLUSIONS

As a result of this study;‘ it can be concluded that the newsletter
did not produce significant weight, fat, or lifestyle chgnges in the
treatment group subjects. However, the newéletter- did increase the
number of active correspondents in the treatment group as compared with
the control group. Active correspondents in botfl groups achieved a mean
weight loss, whereas less active or inactive correspondents experienced
a mean weight gain.

Ac@:ive_ correspondents may represent individuals who were motivated
and self-reliant enough to 1§se weight without long-term group partici-
pation. The higher number of active éorrespondents in fhe treatment
group may refiect those individualé who were métivated‘ to lose weight
but needed 'additional support an_d information as presented in the
monthly newsletter. Inactive correspondents may not have had the
commitment to make changes on. their own. Several subjects in both
groups reported that closer oonf,act during the year would have been
helpful in their weight-control efforts. These individuals may have
heeded a higher level of sustainéd sociél pr;essure and support in‘ order

to implement and maintain changes.
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Mainfenance of weight loss during long-te;m periods is a key issue
in the treatment of obesity. Theré was marked variability over time in
weight losses among subjects in both groups. Thus, as in other studies,
long~term fblléwup of at least onmne yeaf appears to be hecessary to
evaluate whether or not changes are sustained in a weight control
program.

This study also found that generalizing results from only a partial
sample of subjects can be mis;eading. In addition, using only self-
reports for weights for followup may give more favorable results than
actual measured weights.

Future research is needed to ascertain who would benefit from a
correspondence-based program and what forms of correspondence are the
most effective in promdting and supporting weight loss efforts. It was

also noted in this study that an individual's sense of self-efficacy -
.appeared to be more important in determining weight loss success than
the personal problem or event that affected her dur;ng the year. Thus,
it would be valuable to incorporate. some determinaﬁion of an

individual's self-efficacy into future weight loss research.
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APPENDIX A -

SAMPLE "WEIGHT CONTROL" NEWSLETTER
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Cooperative HExtension Service
MONTANA STATE UNIVERSITY, U.S. DEPARTMENT OF AGRICULTURE. AND MONTANA COUNTIES COOPERATI'NG

MONTANA STATE UNIVIRSITY
BO/EMAN, MONTANA 060717

NOVEMBER NEWSLETTER

Dear Friends:

Have you ever wondered how your body regulates food
intake? Do you ever feel that you are in a continual battle
- over what you eat? This newsletter will focus on these issues.

Your body regulates itself by two basic drives: hunger
and pleasure seeking. Hunger is a powerful survival drive.
One of life's greatest pleasures is eating well. These two
drives are important factors in "dieting". If you deprive
yourself too much your body reacts as if it is being starved
and may compensate by overeating. On the other hand, if you
feel you ‘have given up all of your favorite foods, the mental
deprivation may cause the same thing.

How can you help. your body regqgulate itself without
working against you? Learn to trust your body's hunger and
satiety signals. Eat when you are physically hungry, don't
feel virtuous by ignoring hunger pangs. Quit eating as soon
as you feel satisfied rather then when you feel stuffed and
uncomfortable. '

MODERATION is the key word!
Until next month,

Andrea L. Pagenkopf, Ph.D., R.D.
Food and Nutrition Specialist

ALP:rg
Garfield®
BOY, AMT BORED.['A SO BOREP] /7 A BIG FLUFFY PANCAKE 1 BOY AM T |
I HAVE NOTHING BETTER TO PRIPPING WITH BUTTER HUNGRY

P0 THAN %%xerée FLAT AS" AND MAPLE SYRDP '

© 1285 Unuled Feature Synaicate ing
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How Do You Know You Are Hungry?

At one time the contractions of an empty stomach were
thought to signal hunger. Now we know that hunger is controlled
through a complex system invélving the brain, the bloodstream and
the intestinal tract., If the brain misinterprets signals from

different parts of the body it may not regulate food intake -
appropriately.

For example, researchers have recently discovered a chemical
in the brain, neuropeptide Y, that may be a potent appetite
stimulant. When this chemical was injected into the brains of
rats, they began overeating within minutes and by the third day
were eating more than twice what they would normally consume. In
"some humans this substance may cause a carbohydrate craving that
leads to a binge eating episode.

There are also differences in the way people feel hunger.
" Some people respond only to the internal hunger cues whereas
others are conditioned to respond to external cues to determine
their eating pattern., Some of these external cues include:

-- the presence of food.

-- the time of day rather then feeling hunger.
~~ the sight of others eéting.

——.the smell of food.

Consider what type of cues you react to and try to respond
more to.the internal hunger signals. One woman realized she
never felt hunger pangs because she was always eating.

Why Do You Stop Eating?

Satiety, or a feeling of fullness, usually requires about
twenty minutes to occur. When food is eaten rapidly, the time it
takes to feel full lags behind the time it takes to eat the
amount of food we take in., If food is eaten more slowly, the
feeling of satiety has more time to go into action and let us
know we are full. Planning.a pause two-thirds of the way through
the meal may help you slow down-and was found to be an effective
behavior modification technique.

Often you hear people say their stomachs "shrink” when they
go on a diet.. What is actually happening is a better awareness
of early satiety. The person stops eating sooner and has less of
a tendency to overeat. If you were taught to "clean up your
plate” you may have learned to ignore this satiety signal.

1
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Beetle Bailey

Meal Timing

O ften people diet by skipping meals. They deny hunger in
the morning, deny hunger at noon, and admit to starving by dinner
time. Then feeling virtuous about ignoring hunger pangs all day,
they overcompensate by eating more calories at night. This is a
common eating pattern for many overweight people.

Several studies have found that consuming the majority of a
day's calories at the breakfast and lunch meals resulted in a
better weight loss than if the same amount of calories were
consumed mainly at night. Eating more frequent meals may also be
more beneficial than eating only one or two meals a day.

CATHY

| DIDNT HAVE Y NO, BUT Y NO, BUT HE SENT T THERE ARE REPORTS OF A IT'S AMAZING HOW EVERN-
TIME FOR LUNCH, | THINK OIL TO ROOT THROUGH BRAN MUFFIN IN ACCOUNTING ~ ONE PITCHES IN WHEN IT'S
CHARLENE. DO MORRIE 6 RANTS DESK FOR AND IF WE FINOA LONG FOR A PROJECT WE ALL
NOU HAVE ANN HAS SOME COOKIES AND SHAIVN ~ ENOUGH RULER, THERE'S ONE BELIEVE IN.

FOOD? CANON IN HAS A LEAO ON SOMEL MO OF AIRPLANE PEANUTS

HIS OFFICE. OLD DONUTS! UNDER THE COPN MACHINE !l

Controlling Binges

Binges can result from too much deprivation in your diet.

This sets off a feeling of urgency and wanting something so badly
that you will do anything to get it.
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*RECOGNIZE WHAT IT IS THAT YOU REALLY WANT AND SIT DOWN TO ENJOY
IT. :

One person bought a chocolate bar at the store, ate it in
the car on the way home, and proceeded to go on an eating binge
at home. What she had really wanted were some Sugar Babies but
felt guilty about buying them. Instead she consumed many other
foods but never felt really satisfied.

*FIND AN ACTIVITY THAT FEELS LIKE SELF-INDULGENCE BUT DOES NOT
INVOLVE FOOD. _ :

Make a list of things to do- take a bubble bath, read a
book, etc. Try to do one of these things for fifteen minutes
each day so that you can get accustomed to the idea of indulging
yourself in a positive way.

*IF YOU FIND YOURSELF IN THE MIDDLE OF A BINGE, SIT DOWN.

Don't try to pretend you're not eating. Once you recognize
you are eating, you might decide to stop or to continue eating.
Either way, you'll be taking responsibility for the amount you
eat and the food will not be controlling you.

*AFTER A BINGE, BE KIND TO'YOURSELF.

You are most prone to self condemnation, punishment, and
deprivation at this time, so do something wonderful for yourself.
Don't give up. You need a confidence boost more than ever now.
Wait until you are hungry before you eat again. You can eat what
you want and take care of yourself at the same time.
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'APPENDIX B

ANTHROPOMETRIC DATA FORM
PRE-QUESTIONNAIRE

POST-QUESTIONNAIRE




RECORD OP BODY MEASUREMENTS

NAME

JUN SEP DEC
1985 1985 1985

HEIGHT

FRAME SMALL MEDIUM
1BW

WEIGHT
(actual)

WEIGHT
(self)

% 1BW

W.W. TR

BODY FAT %

% ON-SITE %
BODY FAT DATE

UPPER ARM

BUST OR
CHEST

WAIST
HIPS
THIGH

CALF

MAR JUN
1986 1986

LARGE

il Y
s 3333

%
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PRE~-QUESTIODHAIRE

NAME DATE

ADDRESS ' HOME PHONE

OCCUPATION : WORK PHONE

DATE OF BIRTH : HEIGHT PRESENT WEIGHT

MARITAL STATUS NUMBER IN HOUSE'(include‘self)

(1) How long have you been at your present weight?

(2) How do you feel about your present weight? (circle one)
COMPLETELY SATISFIED . NEUTRAL DISSATISFIED VERY
SATISFIED , . DISSATISFIED

(3) At what weight have you.felt your best or do you think you would
feel your best? 1lbs.

(4) How much total weight would you like to lose? (check one response).
O 10 to 20 lbs. 051 to 60 1lbs.

o 21 to 30 lbs. o 61 to 70 lbs.
o 31 to 40 lbs. . O T1 to 80 1lbs.
o 41 to 50 lbs. m] othef (specify) lbs.

(5) Why do you want to lose weight at this. time? (You may check more
than one response. )

O appearance O sex appeal
O health . ‘ O upcoming special event
O doctor's orders o other (specify)
(6) Do you have any medical problems at this time? (You may check

more than one response.)

o high blood pressure O asthma or emphysema
O heart disease O varicose veins

O diabetes O gallbladder

O arthritis o other (specify)

o hernia :




(7

(8)

(9)

(10)
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Have you been or are you now taking any medications? (within

last six months) o YES a RO -

Describe or list:

Was the medication prescribed by a physician? - o YES o NO
Have you been or are you now taking any vitamin and/or mineral
supplements? O YES o NO

Describe or list:

Was the supplement prescribed by a physician? O YES O NO
Have you ever smoked? O YES O NO

Do you smocke now? o YES o NO

How much do you smoke? (No. of cigarettes per day)

A number of different ways and means for losing weight are listed -
below. Please complete the chart below by filling in the
appropriate blanks for the methods you have used.

No. of | Max.Amount
Your Age(s) | Times |of Weight
Weight~Loss Methods Used - When Used | Tried |Lost (1bs)

TOPS (Take Off Pounds Sensibly)

WEIGHT WATCHERS

DIET CENTER

NUTRISYSTEMS

HERBAL LIFE

UNSUPERVISED DIET

STARVATION

PILLS

MEDICALLY SUPERVISED DIET
(Physician; Dietitian)

BEHAVIOR MODIFICATION

HYPNOSIS

OTHER (specify)
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(11) Which of the methods in #10 did you use for the longest time?

(12) What usually goes wrong with your weight loss program?

(13) What is the most common attitude of each of the following people
about your attempt(s) to lose weight?

NEGATIVE: diéapprove or resent

INDIFFERENT
POSITIVE

don't care or don't help

encourage and understand me

Not
Attitude of: - Negative | Indifferent | Positive | Applicable

Spouse

Children

Parents

Coworker(s)

Friends

(14) Does the attitude of others affect your weight loss or gain?

0O YES O NO Describe:
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(15) YOUR FOOD INTAKE: Please review the foods 1listed below and
indicate the number of times you eat food(s) per day or per week.
It is not necessary for you to write both the times per day and
per week. [Check (¢v) NEVER if a food(s) is not part of your
current diet or is eaten less than one time per week.]

Food Intake

Times/Day "’

Times/Wk

Never

DAIRY FOODS: . ;
Whole MilKeeeoeeeccoooeoosensacoescaconses

Low=fat milk (2%).ccev.. ceveisenescneos
Skim milKeeeceeooceoecsccssece eeoescsnss
Cheese.l ..... ® 5 5 O 0 5 8 90 S P O SO SO e OO S OSSO

Cottage cheesSe.ceeecvencacenserencecnnse
YogUrt.ecevueeeceenscnsacssoscsacascanas

As a group, how often do you eat dairy
products?

MEAT & MEAT SUBSTITUTES:
Beef, veal, pork, venison or wild
game, lamb.....cveeennnnn cecsssacas -
Poultry, fisheiceecessececccnes esssesee
Luncheon meats, hog dogs..cccceencccens
EgESceceoseresssnnansnscasacesncansscacans

Peanut butter, dried beans or peas.....

As a group, how often do you eat meat
or substitutes?

FRUITS:
Citrus fruit or juice...cccceec.. cencas .
Fresh fruifecescsceessssscssasss eresnas

Canned fruit.eeccecececescescsssccsscacss

As a group, how often do you eat
fruits and/or drink juices?

VEGETABLES:
Carrots, winter squash, sweet potatoes
Broccoli, spinach, leafy greens,
tomatoesS.ceeeecrsocesccassscscncnnse .o
Peas, corn, potatoes..ccccceccececeanee .

As a group, how often do you eat raw of
cooked vegetables and/or drink vegetable
Jjuices?
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YOUR FOOD INTAKE (cont'd.)

Food Intake Times/Day |Times/Wk

Never

GRAINS:
Whole wheat bread...cceeecccecccccnanss
White grain cereals, dry or cooked..... |
Enriched cereals, dry or cooked...... oo
Pasta, rice, tortilla....... cecsesvence
Crackers, rolls, buns.....ccecveecccese

.As a group, how often do you eat
grain products?

OTHER:
Sugar, honey, jam or jelly.ececeeoscacse
Sugar substitute....ccecceiceciccnconne
Margarine or butter........ eseseses eses
0il, mayonnaise or salad dressingsS.....
Cakes, pies, cookies, donutsS..ceeeeeces
Ice cream, sherbet.cccecescscccscrccens
Puddings, custard or jelll.cccescecanss

Candy..cceennee O
Potato chips, corn chips, etc.cece.e..
Nuts..... cosess cessescascscancas cesvoes

(16) Is there a particular time of day when it seems more difficult

(18)

(19)

for you to control the amount of food you want to eat?
one)

0 Morning o Afternoon - o Evening
O Other (specify : O None
How much coffee and/or tea do you drink?

Cups/day Cups/week o None
What kind of coffee? O Regular o Decaffeinated
What kind of tea? .0 Regular O Herbal

How much soda pop or fruit-flavored beverages do you drink?
Servings/day Servings/week o None

What brand do you usually drink? .(specify)

(check

Does it contain caffeine? . 0O YES O NO
Is it diet? O YES o NO <




(20)

(21)

(22)

(23)
(21)

(25)

(26)

(27)

(28)

YOUR

(29)
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-How often do ybu drink alcohoiic beverages?

______ Drinks/day ______Drinks)week‘ _____ Drinks/month
Special occasions - O Never |

What kind?

0 Beer 0O Wine 0 Mixed drinks O Other (specify)

Who usually prepares the food eaten at home?

D Self O Spouse -0 Children o Other (specify)

Who usuallyhdoes the food shopping for the household?

O Self 0O Spouse 0O Children o Other (specify)

Please estimate your weekly food budget (to nearest $10):
Do you usually add salt in cooking? o YES o NO
At the table? O YES - a0 NO
How many meals per day.do you eat? (circle one)
0 1 2 3 ‘4 5 6

How often do you eat away from home? /Vieek /Month
o Seldom - o Never

How satisfied are you with your current eating habits and the
food you eat? (circle one) : >

COMPLETELY USUALLY SOMETIMES SELDOM NEVER

Are there any changes you would like to make in your ‘eating
habits or the kinds of food you eat?

o YES o NO

Explain:

ACTIVITIES:

Do you feel your weight restricts how physically active you are?
(circle one)

COMPLETELY USUALLY SOMETIMES SELDOM NEVER

ks




(30)

91

What do you do for physical activity and how often do you do it?
(More than one activity may be listed.)

ACTIVITY (Ex. walk,
jog, bike, swim,
aerobic dance, etc.)

FREQUENCY (How often
you do the activity)

TIME (How much time
you spend doing the
activity)

Walking

2 times/week

20 minutes

(31) Do you have any hobbies or participate in any extra-currlcular

activities?

OYES g NO

Describe:
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POST-QUESTIOIMATRE

NAME DATE
OCCUPATION MARITAL STATUS
NUMBER IN HOUSEHOLD (include self) PRESENT WEIGHT

(1)
(2)

(3)

(1)

(6)

(7

(8)

(9

How long have you been at your present weight?
How do you feel about'your present weight? (circle one)

COMPLETELY .SATISFIED NEUTRAL  "DISSATISFIED VERY
SATISFIED - - _ : DISSATISFIED

Did you lose the total amount of weight you desired to lose during
this past year? O YES O NO . Explain:

Did you experience any personal problems or events during the past
12 months that may. have affected your weight loss or gain?

O YES ° O NO Describe:

Do you have any medical problems at this time? (You may check
more than one response.)

O No health problems O asthma or emphysema

O high blood pressure O varicose veins
o diabetes ‘ O gallbladder
O arthritis . O other (specify)

Has there been a change in your medical problem(s) during the past
year? O YES O NO O NOT APPLICABLE Explain:

Have you been or are you now taking any medications? (within last

six months) O YES 0 NO -
Describe or list: i
Was the medication prescribed by a physician? [ YES o NO

Have you been or are you now taking any vitamin and/or mineral
supplements? O YES O NO

Describe or list:

Was the supplement prescribed by a physician? O YES O NO
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(10) Do you smoke now? o YES o NO.
No. of cigarettes per day

(13) . What have been the attitudes of each of the following people
about your attempt to lose weight this year?
NEGATIVE
INDIFFERENT
POSITIVE

disapproved or resented
didn't care or didn't help
encouraged and understood me

Not

Attitude of: Negative | Indifferent | Positive | Applicable |

Spouse

Children

Parents

| coworker(s)

Friends

(14) Did these attitudes affect your weight loss or gain this past
year?

O YES C NO Explain:

(15) Have you been in contact with anyone else who attended the 1985
Woman's Week course, "Losing Weight-Sensibly"?

o YES o NO Name(s):

YOUR ACTIVITIES:

(16) Do you feel your weight restricts how physically active you are?
(circle one)

COMPLETELY USUALLY SOMETIMES SELDOM NEVER




an

(18)

(19)

(20)

(21)

(22)

(23)

(21

94

What do you do for physical activity and how often do you do it?
(More than one activity may be listed.)

ACTIVITY (Ex. walk,
jog, bike, swim,

aerobic dance, etc.)

FREQUENCY (How often
you do the activity)

TIME (How much time
you spend doing the
activity)

2 times/week

20 minutes

Walking

During the past 12 months,

changed?

O YES o NO

Explain:

has your physical activity level

Have you changed ényﬂhobbies or extracurricular activities during

the past year?

O YES o NO

Explain:

How many meals per day'do you eat?

0 1 2

How often do you eat away from home?

Where?

o Fast food
o Other (specify)

(circle

3 4 5 6

‘o Restaurant

___/VWeek

one)

/Month 0 Seldom

o Brown bag

Please estimate your weékly food budget (to nearest $10):

Do you usually add salt in cooking?

At the table?

o YES

O NO

o YES

o NO

How satisfied are you with your current eating habits and .the

food you eat?

COMPLETELY

USUALLY -

(circle one)

SOMETIMES

SELDOM NEVER
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(28) During the past 12 months, did you make any changes in your
eating habits or in the types of food you eat?

O YES 0O NO Describg:

(29) Please review the foods listed below and indicate the number of
times you eat food(s) per day or per week. It is not necessary
for you to write both the times per day and per week. [Check (V)
NEVER if a food(s) is not part of your current diet or is eaten
less than one time per week. ]

Food Intake Times/Day | Times/Wk |Never

DAIRY FOODS: :
Whole MilK.oeeooeeosaonoocoasscescncccsons

Low-fat milk (2%)....... cerecsrssssaans
SKim milk.eoeusooonnnns ceeeeennn ceenees |
ChEeSE.cecceesasensssansss Cesesecnan eee
Cottage cheese..iveeoccee eeeescnans cens
Yogurt....... cecsesessssserscsccssarane

As a group, how often do you eat dairy
products? ‘

MEAT & MEAT SUBSTITUTES:
Beef, veal, pork, venison or wild
game, lamb...cccccevosccccscscscnnsans
Poultry, fishesececcicecoccanssocecanns
Luncheon meats, hog dogsS..cccecececoces
EZg8Seececcecasssoanconnscns cecavenccoss
Peanut butter, dried beans or peas.....

As a group, how often‘do yéu eat meat
| or substitutes?

FRUITS: _
Citrus fruit or juice....ccceccececenas
Fresh fruit.cecceceesccesscccccsccacns o |
Canned fruit...... secescssssccesasssonse

As a group, how often do you eat
fruits and/or drink juices?
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YOUR FOOD INTAKE (cont‘'d.)

Food Intake

- Times/Daj

Times/Wk

Never

VEGETABLES:
Carrots, winter squash, sweet potatoes
Broccoli, spinach, leafy greens,
tomatoes....... ceceercsnesscsassansae
Peas, corn, potatoes...ceceeeceesn ceves

As a group, how often do you eat raw or
cooked vegetables and/or drink vegetable
Juices? ’ .

GRAINS:
Whole wheat bread.ccecececcccsceccosncece
White grain cereals, dry or cooked.....

Enriched cereals, dry or cooked..... o
Pasta, rice, tortillaccceccececcesccces

Crackers, rolls, bunS..cececccccecs coes

As a group, how often do you eat
grain products?

OTHER: '
Sugar, honey, jam or jelly.cicececssscs
Sugar substitute.....cccceeeiieiinnees
Margarine or butter...cccveescccesvcces
0il, mayonnaise or salad dressings.....
Cakes, pies, cookies, donuts.....ccesas
Ice cream, sherbet.....ceveceve cecanas
Puddings, custard or jellOo.ceececccccss
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EVALUATION

(CONTROL GROUP OILY)

Please use the foilowing scale to rate the 1985 Woman's Week course,
"Losing Weight Sensibly":

Never Helpful
Seldom Helpful
Somewhat Helpful
Usually Helpful
Always Helpful

MwNn =
nanaun

Your rating for the "Losing Weight Sensibly" course: 1 2 3 y 5 -

What did you like best about the "Losing Weight Sensibly" coqrse?

What did you like least about the "Losing Weight Sensibly" course?

What suggestions do you have for other topics or information you would
have found useful in the "Losing Weight Sensibly" course? :

A

Would additional information during the past year have been helpful to
you in your welght loss efforts? :

OYES O NO What type?.




(1)
(B)

(©)
(D)

(E)

(F)

(G)

()

(D)

)]

(K)

(L)
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EVALUATION

(TREATMELNT GROUP OLLY)

Never Helpful
Seldom Helpful
Somewhat Helpful
Usually Helpful
Always Helpful

TN EWN S
o unn

1985 Losing Weight Sensibly course

July Newsletter —- Practice with Exchanges;
Cool Drink Recipes

Augugt'Newsletter - Osteopofosis

September Newsletter -- Location of Fat &
Health; Sandwich Ideas

October Newsletter -- Motivation and Goal
Setting; Walking and Depression’

November Newsletter -- Regulation of
Hunger; Controlling Binge Eating

December Newsletter -- Food Symbolism;
Tips for Holiday Eating; Physical -
Activity & Metabolism

January Newsletter -- Evaluating Diet Claims

February Newsletter -- U.S. Dietary Guide-
lines; Vitamin & Mineral Supplementation

March Newsletter -- Avoid.Too Much Fat;
Saturated Fat & Cholesterol

april Newsletter -- Challenge of Eating Out

May Newsletter -- Making Changes Work;
"Cutting the String" (Yo-Yo Dieting)

and the 1985-86 monthly

"Weight Control"

Circle One:

1 2
1 2
1 2
1 2
1 2
1 2
1 2
1 2
1 2
1 2
1 2
1 2

3

‘Please use the following scale to rate the 1985 Woman's Week course,
"losing Weight Sensibly"
newsletter:

y
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TREATMENT GROUP EVALUAYIOH, cont'd.

What did you like best about the: -

o "Losing ﬁeight Sensibly" course?-

o "Weight Control" newsletters?

What did you like least about the:

0 "Losing Weight Sensibly" course?

o "Weight Control" newsletters?

What suggestions do you have for other topics or information you would
have found useful in the "Losing Weight Sensibly" course or the "Weight
Control" monthly newsletters? . -
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