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Abstract:

Post-surgical weight loss is important for morbidly obese gastric stapling patients; however, some
patients fail to lose the desired amount or are unable to maintain the weight loss. No investigations
have been reported which examine factors associated with changes in weight for these patients.
Therefore, this descriptive/exploratory study was designed to examine demographic factors and health
locus of control variables for gastric stapling patients who were or are members of gastric stapling
support groups. The health locus of control conceptual framework provided the association between
health-related behavior and its reinforcement.

Twenty-five gastric stapling patients from two different locations responded to the Multidimensional
Health Locus of Control Questionnaire. Specifically, internal, external/chance and
external/powerful-others variables were determined by the 36 item Likert format questionnaire which
has demonstrated reliability and validity. The two samples were considered separately based on the
lack of homogeneity determined by the Mann-Whitney U and F-ratio statistics. Both descriptive and
inferential statistics including means, S.D., ranges, analysis of variance and pearson correlations were
used for data analysis.

Based on their responses, the two samples had less belief in powerful-others controlling their health
than the normative population; however, both samples had higher beliefs that health is internally
regulated than the normative population. Both study samples had similar beliefs as the normative
population that chance has an average influence on health. No relationships were identified between
selected demographic factors and health locus of control variables except a slight inverse relationship
between reason for selecting surgery and the belief in chance. This study's results provided no clear
evidence that any specific health locus of control orientation is associated with weight outcomes
following surgery. External validity was limited by a convenience selection of accessible groups and it
was not determined how representative the samples were of the target population; therefore, the
findings cannot be broadly generalized. An important implication for nursing is not to make general
assumptions relative to these patients, but rather develop an individual assessment of each client.
Nursing care must be planned to enhance compliance based on an understanding of each patient's
source of reinforcement for health-related behaviors. The results of this investigation indicate the need
for additional research to better understand factors associated with weight outcomes following gastric
stapling surgery.
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ABSTRACT

Post-surgical weight Toss is important for morbidly obese gastric
stapling patients; however, some patients fail to Tose the desired
amount or are unable to maintain the weight loss. No investigations
have been reported which examine factors associated with changes in
weight for these patients. Therefore, this descriptive/exploratory
study was designed to examine demographic factors and health locus of
control variables for gastric stapling patients who were or are members
of gastric stapling support groups. The health Tocus of control
conceptual framework provided the association between health-related
behavior and its reinforcement.

Twenty-five gastric stapling patients from two different Tocations
responded to the Multidimensional Health Locus of Control
Questionnaire. Specifically, internal, external/chance and
external/powerful-others variables were determined by the 36 item
Likert format questionnaire which has demonstrated reliability and
validity. The two samples were considered separately based on the lack
of homogeneity determined by the Mann-Whitney U and F-ratio statistics.
Both descriptive and inferential statistics including means, S.D.,
ranges, analysis of variance and pearson correlations were used for
data analysis.

Based on their responses, the two samples had Tess belief in
powerful-others controlling their health than the normative population;
however, both samples had higher beliefs that health is internaily
requlated than the normative population. Both study samples had
similar beliefs as the normative population that chance has an average
influence on health. No relationships were identified between selected
demographic factors and health locus of control variables except a
slight inverse relationship between reason for selecting surgery and
the belief in chance. This study's results provided no clear evidence
that any specific health Tocus of control orientation is associated
with weight outcomes following surgery. External validity was limited
by a convenience selection of accessible groups and it was not
determined how representative the samples were of the target :
population; therefore, the findings cannot be broadly generalized. An
important implication for nursing is not to make general assumptions
relative to these patients, but rather develop an individual assessment
of each client. Nursing care must be planned to enhance compliance
based on an understanding of each patient's source of reinforcement for
health-related behaviors. The results of this investigation indicate
the need for additional research to better understand factors
associated with weight outcomes following gastric stapling surgery.




CHAPTER 1
INTRODUCTION

Identification of the Problem

Stapling of the upper portion of the stomach into a 30 to 56 cc
pouch, gastric stapling or gastroplaSty, has recently become a popular
method used to induce weight loss for morbidly obese individua]s,
persons 100 pounds or 100% greafer than their ideal body weighﬁ
(Hallberg, 1980). The surgical procedures are new and still considered
experimental in nature (Bondi, 1979; Hallberg, 1980). Some of the
morbidly obese patients who have elected gastric stapling surgery as a
'Tast resort method' to lose weight have continued to struggle with
unwanted weight gain despite the dramatic decrease in gastric volume
created by the surgery (Buckwalter, 1981). Numerous studies examining
the psychosocial and physiﬁ]ogica] components associated with obesity
have been reported§ however, none of these studies attempt to identify
the factors that may contribute to the inability of some gastric
stapling patients to maintain weight Toss.

Theéelpatients suffer from both psychosbcia] difficulties and
. chronic health pfob1ems secondary to their morbidly ébese state. It
is at this point that these patients fall within the interest of nurses
and the practice of nursing. Nursing is defined by Barngrd (1982) as
"diagnosis and treatment of human responses to health problems" (p. 1).

She expands the definition to explain that nurses most frequently deal
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with patients in transitional stages. Nursing intervention with
gastric stapling patients focuses on both pre-surgical and .
post-surgical transitional stages. There is a need to know more about
Athese patients in order to better assist in the stages of transition.'
To date, the most systematic measuring or recording of data regarding
these patients has been weight change and surgical complications
(Boehmer & Turk, 1981; Félder & Amaral, 1981; Gomez, 1980). Just
recording weight change does not tell us what factors may influence or
be associated with the weight changes. There is a need for research
that identifies the factors associated with the changes in weight

(Buckwalter, 1981; Hartz, Kalkhoff, Rimm & McCa]],sl979; MacArthur,
Jewell, Hardin & Smith, 1981; Stellar & Rodin, 1980).

Discussion of the Problem Through a Case Study

The investigator became interested in morbidly obese patients
electing surgical weight control as a result of work done with these
patients in several graduate class assignments. In one assignment the
investigator sﬁbjective]y examined the impact of chronic.111ness,
morbid obesity, on family coping and adaptation. In another assignment
the investigator implemented a gastric stapling support group for the
local area patients.

To assist in understanding the evolution of the researcﬁ question
which developed while working with these patients, a description of the
process is provided in thé following paragraphs. As will be seen from
the description, common problems shared by a young mother and later

support group members served as the basis for the research idea.
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During the process of weekly interviews with a young mother who
had been morbidly obese since childhood, the investigator was impressed
by the monumental impact that morbid obesity had upon this mother and
her famf]y. The mother suffered from psychosocial and chronic health
problems which are associated with morbid obesity. These problems were
characterized by depression, social isolation and unemployment due to
unwillingness to seek employment. In addition, the mother suffered
from hypertension and required medication to keep it under control.
Beqause of these problems, she described seriously considering suicide
as an alternative to rid herself of the hopelessness she felt regarding
her inability to lose weight. At this point, the young mother chose
gastric stapling surgery.

Over the next twelve months following surgery this woman lost 144
pounds and the hypertension associated with her previous massive weight
disappeared. After the tremendous weight Toss the mother gradually
increased the volume of food she ate to include more high caloric fatty
foods, and also ate more frequently. Although the mother deSCfibed_
early satiety from eating only small amounts of food along with a Tack
of appetite since surgery, she continued to eat excessively and
described feeling unable to control herself. As the mother's former
eating habits returned she watched her weight regain approach 80 pounds
and once again the hypertension associated with severe obesity
returned.

The investigator became acquainted with other morbidly obese

gastric stapling patients in the area through introductions provided by
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the young mother. In response toArequests from these patients, a
support group was organized by the investigator.

In discussion with members of the support group a similar weight
regain pattern began to emerge. Desp%te expressing an éarnest desire
to lose weight, and having undergone major surgery to have their
stomachs stapled, some patients were unable to maintain a significant
weight Toss or continue losing to their target weights. Some of the
patients in the group-expressed interest in developing a weight control
program but were unwilling to attempt any weight reduction method that
had previously failed. As a result, there were few new avenues left to
try. Strategies for modification of individual problem eating
behaviors were suggested but were thwarted by repeated failures.
Consequently, the investigator began to question what method(s) would
help patients whose behaviors included an inability to control eating
habits while verbalizing a strong desire to Tose weight and who
verbally acknowledged that making the needed eating behavior changes
was a matter of personal responsibility.

To the investigator, the answer was simple -- to have the patients
stop putting excessive amounts of food into their mouths. However,
that simple answer had proven to be multidimensional in nature. The
patients expresséd desire to lose weight but generally had difficulty
avoiding ovefeating. A question arose as to what mechanisms might. be
operating and influencing théir behaviors. A search for answers led to

the possibility that the patient's personality characteristics of
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health locus of control, personal belief about degree of control over
health, could be a possible factor influencing the weight control

problem.

Purpose

Therefore, the purpose of this study is to describe the
demographic characteristics, patterns of weight change, locus of
control characteristics and principle reasons for chosing surgery for
post-gastric stapling patients who were or are members of gastric

stapling support groups.

Operational Definitions

To facilitate understanding of the remainder of this paper

operational definitions of important terms are provided.

Morbid Obesity L An individual who is 100 pounds
overweight or 100% greater than
their ideal body weight (Bukoff
& Carlson, 1981). '

Health Locus of Control ' A stable personality

characteristic indicating
events related to-health to be

- either within or outside a
person's control regardless of
the situation (Wallston &

Wallston, 1982).
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External Health Locus of Control

Internal Health Locus of Control

Gastric Stapling

Overfat

Weight Patterns

The view that factors over
which one has little control
such as fate, chance and Tuck
determine ones health
(Wallston, Wallston & DeVellis,
1978). |

The view that becoming healthy,
staying heélthy or becoming
sick results from actions over
which one has control (Wallston
et al. 1978).

Gastroplasty or gastric
partitioning surgery in which
the ubper portion of the
stomach is stapléd into a 30 to
50 cc pouch to limit the volume
of food intake (Gomez, 1980).
Weighing over ideal body weight
due to excess fat (S. Dinkel,
personal communication, October
17, 1983).

Trends describing weight
changes following gastric

stapling surgery.
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Gastric Stapling Support Group A group of gastric stapling

patients assembled by a health
professional or patient for the
A purpose of providing education,
coping skills, peer
encouragement and other-
supporting.activities for
assistance in récovery from

gastric stapling surgery.

Assumptions

The following assumptions are pertinent to this study:

1. Determination of health locus of control personality
characteristic is appropriate for the morbidly obese gastric stapling
patient. |

2. The patients will be honest when recording their present
weight, pre-surgical weight and weight pattern following surgery on the

demographic data form.

Significance of the Study

The findings of this study will provide a foundation of knowledge
for the nursing profession regarding demographics, health Tlocus of
control, patterns of weight change and reasons patients choose to have
gastric stapling surgery. This féundation of knowledge can be used to
educate current as well as future practitioners so they will be better

informed when dealing with the transitional stages of the patients.
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This knowledge can be utilized for making nursing assessments of the
gastric stapling patient and planning for needed interventions. The
intervention can involve such areas as pre-operative counseling,
patient education, providing individualized nursing care to
hospitalized patients and assistance in the support grbup setting.

As was previously defined, nursing involves the “diagnosis and
treatment of human responses to health problems" (Barnard, 1982, p. 1).
Nurses most frequently diagnosis, treat and provide care for patients
in transitional stages (Barnard, 1982). 'A key factor in providing
individualized nursing care to the patient in transition is knowing the
patient. Nurses can provide better care if they understand the patient
and the difficulties associated with recovery for that patient.

Nursing interventions that are individualized foster better
nurse-patient rapport and enhance recovery through improved nursing
care.

Since some patients selecting this surgery do not achieve
satisfactory weight loss or stabilization, it is of considerable
importance to continue to explore factors which may influence or be
associated with this phenomena. This study will provide. nurses with
preliminary insight about the gastric stapling patient and identify the
need for further research in this area. Through a more complete
understanding of the patient selecting gastric surgery it is possible
that health professionals may bé able to determine those patients who

may or may not benefit from this surgery.




CHAPTER 2
LITERATURE REVIEW

Introduction

Morbid obesity, weight loss and health locus of control have
appeared in the literature over several decades, but there has been
Tittle research relating these topics. Most of the research on obesity
has been of the descriptive/exploratory type and has involved
individuals who were not c]assffied as morbidly obese. The key to
better understanding of the morbidly obese may be to directly involve
them in research related to identification of factors‘influencing or
associated with weight changes.

Some morbidly obese patients having had gastric stapiing surgery
have been unable to reacﬁ a desired weight loss or maintain a reduced
weight. There is a need to more systematically study this group of
patients to provide insight into factors that may be associatéd with
their changes in weight. Professional nurses can better'assist these
patients in stages of recovery through a more complete understanding of
the individual aﬁd factors influencing their weight. Topics to be
discussed in the literature review include morbid obesity, health
problems associated with obesity, metabolic changes, mortality, effects
of weight Tloss and psychosocial corollaries associated with obesity.
Current theories concerning the etiology of obesity and treatment
failure for obesity are also discussed. Gastric stapling surgical

procedures are explained in the text and illustrations provide further
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c]arffication. Patient selection and surgical outcomes follow the
explanation of the surgery. The last section of the literature review
discusses the health locus of control conceptual framework, compliance

behaviors and locus of control in weight loss programs.

Morbid Obesity

Prevaience

Morbid obesity, defined as 100 pounds or 100% over ideal body
weight, is becomjng a major health problem in most developed countries
(Buckwalter, 1981; MacArthur et al. 1981; Stark, Atkins, Wolff &
Douglas, 1981;'Sundberg, 1978). Reporting the statistical prevalence
of morbid obesity is difficult due to an inadequate number of surveys.
Although, some studies report the prevalence of obesity termed 'severe!
(Abraham & Johnson, 1980) no reports of the prevalence of moybid
obesity are available. The Health and Nutrition Examination Survey
(HANES) of 1971 - 1974 reports the following: (a) "among men ages'20
to 74 years, 4.9% or an estimated 2.8 million were 'severely' obese
(30% above relative desirable weight)", and (b) "among women the
corresponding figure was 7.2%, or estimated 4.5 million were 'severely
obese' (50% above relative desirable weight)" (Abraham & Johnson, 1980;
p. 366). o

Some authors have attempted to estimate the preva]enée of
differing degrees of obesity. Sundberg (1978) estimated the prevalence
of obesity to be 30% of the population or 60 to 70 million Americans.

However, obesity was not qualified by percentage overfat.
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,Eoehmer and Turk (1981) estimated that 29% of middie aged men and 40%
of middle aged women were obese. Adler and Gosnell (1982) estimated 7
million American were severely obese, 13 million moderately obese and
80 million were just overweight. Their obese descriptors were not
qualified by percentage overfat. Pender (1982) estimated that two out
of every five Americans are 30% or more overweight and 60 to 70 million
weigh'more than they .should to maintain optimum health. Finally,

Miller (1983) estimated that one-third of middle aged Americans are 20%

overweight and the overwhelming majority are women.

Health Problems Associated with Obesity

Morbid obesity is not only a disease in ifﬁelf but acts as a
catalyst to a host of other health disorders and is responsible for a
feduction in 1ife expectancy (Boehmer & Turk, 1981; O'Leary, 1980;
Wooley, Wooley & Dyrenforfh, 1980). The role that obesity plays in the
deve]opmént of cardiovascular disease has been well documented
(Buckwalter, 1981; Gordon & Kannel, 1976; MacArthur et al. 1981; Mahan,
1979). The increased fat deposits in obese individuals lead to greater
perfusion needs of the vascular system which results in an increased
cardiac output with both greater.pu1se rate and stroke volume (Boehmer
& Turk, 1981). This situation may bring about a vakiety of cardiac
disorders (Boehmer & Turk, 1981). Consequently, as the percentage of
overfat increases so does the risk of developing cardiovascular disease
(Mahan, 1979).

A variety of other health disordefs have also been associated

with morbid obesity. As overfat increases so does the incidence of
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diabetes mellitus (Buckwalter, 1981; Leon, 1980; MacArthur et al.,
1981; Mahan, 1979; Sundberg, 1978). -The incidence of hypertension
increases with pefcentage overfat (Buckwalter, 1981; MacArthur et al.,
1981; Mahan, 1979; Sundberg, 1978). In fact, in men, for each 10% gain
in weight a corresponding 6.6 mm Hg rise in blood pressure has been
reported by Mahan (1979). The corresponding figure for women was half
the rise seen in men (Mahan, 1979). Respiratory problems and a greater
incidence of gallstones have been associated with the increased
morbidity for the morbidly obese (Boehmer & Turk, 1981; MacArthur et
al., 1981; Mason, Printen, Blommers, Lewis & Scott, 1980). 'The
morbidly obese condition is correlated with an increased incidence of
menstrual irregularities (Buckwalter, 1981; Mahan, 1979).
Intertriginous dermatitis (chafing skin) and musculoskeletal disorders
are associated with the cohdition (Buckwalter, 1981). Garrow (1980)
adds degenerative disease of the weight bearing joints to the list of
liabilities associated with morbid obesity. Ovarian dysfunction and
endometrial cancer are additional maladies impairing_the health of the
morbidly obese (Mahan, 1979). Llastly, arthritis, hernias and vascular
insufficiency (stasis ulcers) are reported with morbid obesity (Boehmer

& Turk, 1981).

Metabolic Changes

A variety of metabolic changes have been reported to accompany
being overfat. Mahan (1979) reported high blood levels of insulin,
lipids and uric acid occurring with weight gain. Impaired glucose

tolerance has been reported by both Boehmer and Turk (1981) and
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Mahan (1979). Mahan (1979) found that in men for each 10% gain in
weight an average "2 mg/d1l rise in blood glucose and 11 mg/dl rise in
blood cholesterol occurred” (p. 233). In Qomen, the corresponding

figures were half those recorded for the men (Mahan, 1979).

Mortality

Epidemiologic data strongly suggests that mortality accelerates as
the percentage of overfat becomes more severe (Festing, 1979; Van
Itallie, 1980). Mild obesity (less than 227 1bs.) is associated with a
reduction in 1ife expectancy by two years (Festing, 1979). Severe
obesity (315 - 333 1bs.) leads to a decrease in Tife expectancy between
9 and 12 years (Festing, 1979). The morbidly obese have a 12% higher
mortality rate than their non obese counterparts (Van Itallie & Burton,
‘1980). .The literature also reports that the mortality rate for
overweight males is considerably higher than for overweight females
(Van Itallie, 1980). Principally, the severely obese die from heart
disease, stroke, diabetes mellitus and digestive disorders (Abraham &
Johnson, 1980). The literature indicates that mortality figures are
reversible. Garrow (1980) has reported that reduction of weight to the

desirable range greatly decreases the mortality rate.

Effects of -Weight Loss

Weight Tloss has led to significant reductions in the medical
problems associated with morbid obesity. Drastic loss of weight has
been associated with both reduced insulin reguirements in diabetes and

marked decrease in hypertension (Felder & Amaral, 1981;
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Mason et a].,'1980). In addition, cardiorespiratory function improves
with weight Tloss (Felder & Amaral, 1981; Mason et al., 1980).
Musculoskeletal symptoms and joint diseases also improve as weight is
reduced (Felder & Amaral, 1981; Mason et al., 1980). Lastly,
improvements in skin disease and varicose ulcers are seen with weigﬁt

reduction (Felder & Amaral, 1981; Mason et al., 1980).

Psychosocial Corollaries Associated with Obesity

In attempts to compile psychosocial knowledge related to obesity,
researchers have looked for variables that guggest obese individuals
share common personality characteristics. Generally, the results from
these studies have been disappointing (Mitchell, 1980). Common
personality factors have not been identified for obese individuals
(Plutchik, 1976). In fact, anyone who works with the obese will be
aware of the wide range‘of variation in the psychological makeup of
these individuals (Garrow, 1980). While psychosocial factors play an
important role in obesity, it has not been possible to identify a
psychological profile which typifies all obese individuals (Sundberg,
1978). Hutzler, Keen, Molinari and Carey (1981) caution that obesity
is not a unitary syndréme and that it would be advantageous to study
specific types of obese individuals. They further caution that results
obtained from studies of slightly overweight college students cannot be
generalized to the clinically obese, or particularily to the chronic
morbidly obese.

The majority of research examining personality factors of the

overweight has been with obese subjects and little research has been
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conducted specifically on morbidly obese populations. Consequently,
the literature review consists mostly of results relating to the obese
but one cannot assume this is generalizable to the morbidly obese.

Discussing psychological factors in relation to obese individuafs
is not meant to imply that the obese are any more or less
psychologically disturbed than thelgenera1 population (Sundberg, 1978).
In fact, reports on mental health and obesify indicate the obese are
surprisingly well adjusted despite their massive size (Adler & Gosnell,
1982). Most authors agree that the obese do suffer psychologically
from }heir massive size (Leon, 1980; MacArthur et al., 1981; Sundberg,
1978; Wooley et al., 1980). WOoley et al. (1980) and Hiller (1981)
suggest that the obese have personality characteristics similar to
minority group members. McCall (1973) in reviewing personality traits
of the obese, raised the important unanswered question: "are the
psychological differences that distinguish the obese from thin
individuals antecedent or consequential to obesity?" (p. 36).

Compiling results from studies of the obese has not provided a

consensus of information helpful for increased understanding and

efficacy in treatment. According to Mitchell (1980) there is a Tack of

agreement regarding the effect of emotional arousal on éating behavior.
Pudel (cited in Mitchell, 1980) reported increased eating behavior
from moderate arousal. Schachter (cited 1n'M1tche11, 1980) reported
that the obese are more influenced by environmental (external) cues
than by the state of their emotions (internal cues). The researcher

advocating the latter view, postulated that excessive eating resulted
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from increased responsiveness to time of day, availability of food,
effort required to obtain food and its pa1atabifity.

Although debate exists as to whether or not obese individuals eat
more than their nonobese counterparts, they. do eat more than their
caloric nutritional requirements. Recent observational studies have
failed to identify the existence of an eating style specific to the
obese which substantiates the stereotypic description of the obese as
gluttons (Wooley et al., 1980). Stunkard and Koch (1964) studied
kyrograph tracings (gastric pressure tracing recording gastric
motility) along with subject reported hunger for 17 obese and 18
nonobese women. Most of the obese women failed to correlate gastric
motility and hunger (p > .05). The authors concluded that obese women
have a strong bias for denying hunger.

The stereotypic misconception that the obese are psychologically
disturbed has not been substantiated by research. Hallstrom and Noppa
(1981) studied personality traits, social factors and incidence of
mental illness in obese women (N = 800). The subjects aged 38, 46, 50
and 54 had a weight index calculated (range 119 - 210) which
demonstrated a high correlation to body fat mass (r = .85).
Personality traits were measured by the Eysenck Personality Inventory
and Cesarec - Marke Personality Schedule test batteries. Mental
illness information and social data were gathered through personal
interviews. There were no significant differences between obese and
nonobese women in the presence of mental illness. The demographic

factors of Tow social class and low performance in school were
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significantly correlated with obesity (p < .05). The authors concluded -
that obesity was not a strong predictor of psychiatric illness in
middle aged women.

In a second study of the same obese women (N = 712) Noppa and
Hallstrom (1981) examined the relationship between body weight change
and various psychosocial variables during a six year follow-up period.
In méntai health measures, women who gained 5 kg or more were higher
in degree of psychiatric disability (p < .05) and depth of depression
(p < .05). The personality characteristic of ‘order on the
Cesarec - Marke Personality Schedule was significantly higher (p < .01)
for women who had gained 5 kg or more. Extraversion and sociabi]ify
were not significant in predicting weight gain.

Research involving morbidly obese patients scheduled for gastric
bypass surgery has revealed information speciffc to that population and
situation. 'Mitche11 (1980) in discussing data from his unpublished
research reported that thege morbidly obese subjects (no age, sex or
number documented) showed no response, no change in heart rate or skin
conductance, when shown high and low anxiety pre-surgical films. |
However, these same subjects experiences with previous hospitalization
and surgery did influence their anxiety level and eating behéviofs.i

Hutzler et al. (1981) administered the Minnesota Multiphasic
Personality Inventory (MMPI) to 84 gastric stapling patients _
preoperatively. Both male (N = 16) and female (N - 68) patients scored
low on control and conformity scales. The male patients scored high on

impulsivity, ego strength and were interested in arousal seeking.

S
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Female patients were more passive, immature, lacked psychological
sophistication and were less likely to express hostility in a direct
manner. Generally, the MMPI scores were similar to addictive
populations. However, gastric stapling patients scored lower on.
depression and did not indicate the cyclic nature associated with
alcoholics (Hutzler et al., 1981).

+ Several social and familial factors have been identified as’
correlates of obesity. The Tower socioeconomic class is more likely to
develop obesity than the upper class (Hallstrom & Noppa, 1981; Khbsla,
1981; P1utchjk, 1976). The caloric intake of husbands and wives tend
to be correlated (Plutchik, 1976). And, the presence of familial
obesity influences the occurrence of obesity in children. Plutchik
(1976) in reviewing the literature reporting incidence of obesity in -
children reported that;9% of children from nonobese parents were obese
while a marked 40% of children from obese parents were obese. Even
more remarkable was the figure indicating that 80% of obese children
had two obese parents (Plutchik, 1976).

An additional factor that appears in the literature on obesity is
gender. = Stark, Atkins, Wolff and Douglas (1981) found the prevalence
.of overweight in females was greater than that in males during
childhood and adé]escence. In a longitudinal study of 5362 children
they reported prevalence of overweight (greater than 20% ideal body
weight) as: (a) 1.7% and 2.9% in boys and girls respectively at age
6, (b) 2.0% and 3.8% at age 7, (c) 6.4% and 9.6% at li years, (d) 6.5%
and 9.6% at 14 years, fe)‘5.4% and 6.5% at 20 years, aﬁd (f) 12.3% and

s




19 _
11.2% at 26 years. The risk of being overweight as an adult related
positively to the degree of obesity as a child.

As previously stated, Abraham and Johnson (1980) reported an
estimated 4.5 million women are severely obese compared to an estimated
2.8 million men, aged 20 - 74 years. The overwhelming majority of
obese individuals seeking help with weight reduction through gastrﬁc
stapling surgery are women. The following figures describe the
percentage of women reported in groups of individuals electing gastric
stapling surgery: (a) é7% of 80 patients (Halmi, Stunkard & Mason,
1980), (b) 86% of 200 patients (Smith, 1981), (c) 100% of 20 patients
(Saltzstein & Gutmann, 1980), and (d) 81% of 330 patients (Gomez,
1980).

New to the literature identifying determinants of obesity are
smoking habits. Khosla and Lowe (1971) reported that nonsmokers
weighed more than smokers. The investigators also found that as age
increased the weight of the nonsmokers also increased (Khosla & Lowe,
1971). From a sample of 10,482 men, nonsmokers were 5 pounds heavier
than smokers at ége 25. Between the ages 45 to 64 the weight
difference had increased to 15 pounds (Khosla & Lowe, 1971). 1In
addition, smokers were generally 15 pounds greater than ideal body
wéight and nonsmokers wére 30 pounds greater than ideal body weight
(Khosla & Lowe, 1971). The investigators postulated that smoking
habits could be an important predictor of future obesity.

Some studies have attempted to identify factors associated with

the ability to maintain weight loss.
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Hartz, Kalkhoff, Rimm and McCall (1979) ¢n a study of 175 severely
obese women, 78% greater than ideal body weight, found three factors
correlated with weight maintenance. Those factors were control and
social responsibility as measured by the Minnesota Multiphasic
Personality Inventory and combining timing of strong appetite with
meals. Individuals with these three factors were able to maintéin a 15
pound weight Toss for 15 to 24 months after completing a weight
reduction program. McCall (1973) in a study of 250 obese women in a
Take Off Rounds Sensibly Program (TOPS) used the Minnesota Multiphase
Personality Inventory to identify differences between subjects who were
able to lose weight and those who were not. The women having
difficulty with maintaining weight loss within 5% of ideal body weight o " }i
for six months showed more "body overconcern, psychic hurting, B
somatization, rebellijousness, compulsive and rumative tendencies and
bizarre or confused thinking" (McCall, 1973, p. 35). In addition,
these women scored higher on "feminine dependence, touchiness and
psychological restlessness" when compared to scores of the women who
were able to maintain weight loss (McCall, 1973, p. 35). Finally,
Stein, Hassanein and Lukert (1981) in a study of obese subjects 20% to
132% ovér ideal body weight participating in a hospital sponsbred ‘
weight loss program identified demographic factors associated with “:WQQ%'
predicting success with weight Toss. Subjects (N = 63, 81% female) who }‘;3434
were "caucasian, male, young, single and older at the onset of obesity" |

had the greatest weight loss (Stein et al., 1981, p. 2034).




=) TS P | Y L. Li M

21

It is important to note that obesity becomes a social problem for
the individual (Hiller, 1981; MacArthur et al., 1981; Sundbérg, 1978;
Wooley et al., 1980). With the prevailing negative stereotype '
attacﬁed to obesity, the sﬁigma of being overfat is stringent and
associated more with women than men (Hiller, 1981)." Most people view
the §bese as deviant and the obese condition as caused by self
indulgence and laziness (Hiller, 1981). 1In addition, most thin people
view the obese, especially the morbidly obese as eating much more than
-other people (Wooley et al., 1980). Even children view obese children
as ugly, sloppy, naughty and lonely (Wooley et al., 1980). The obese,
as a result, are subject to discrimination by the thin population
(Wooley et al., 1980). The discrimination can permeate interpersonal
relationships éuch as companionship, dating, marriage, hiring practices
éffecting employment and acceptance into college programs (Wooley et
al., 1980). Some authors suggest these factors result in the obese
having personality characteristics similar to minority‘group members

(Hiller, 1981; Wooley et al., 1980).

Etiology of Obesity

Until recently obesity was dealt with a]mostlexclusively as a
psychological problem (Goodhart & Shils, 1976). The treatmént
‘rationale was based on one simple assumption: obesity is due to
overeating. And, overeating is due to lack of self-control or to

serious personé]ity abnormalities. Recent literature describes obesity -
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as a complex disorder incompatable with oversimplification (Goodhart &
Shils, 1976). In fact, current theories suggest a range of factors

involved in the etiology of obesity.

Genetic and Cultural Factors

There may be a genetic component in familial obesity. It is a
well established fact that obesity tends to recur in families.
Goodhart and Shils (1976) in a study of 1000 obese patients reporfed
73% had one or both parents obese and most were second or third
generation born Americans lending strong support for the genetic
influence. Goodhart and Shils (1976) caution that this fact is

difficult to substantiate because ethnicity interacts with genetics.

Psychological Factors

Two psychological theories exist concerning the etiology of
obesity. The first theory suggests the relationship between mother énd
child to be connected with the development of obesity. 1In th{s theory,
mother gives food to relieve distress and give subport. Consequently,
the child becomes unable to distinguish between emotional stress and
hunger (Mitchell, 1980). The second theory is called the psychosomatic
theory of obesity. This theory suggests that hunger is a learned
drive, subject to a vafiety of external stimuli and provoked by
feelings of fear, loneliness and unworthiness (Mitchell, 1980).

The onset of obesity in some individuals can be associated with

emotional trauma (Hibscher & Herman, 1977). It is usually associated
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with some particular stress period and can be either self limiting or

lingering. in nature.

Lifestyle Factors

The nature of ones diet, along with frequency and -type of exercise
have an impact on obesity. Most daily diets tend to be a concentrated
source of calories and most Tifestyles too sedentary to burn off the

excessive calories (Miller, 1983).

Physiological Factors

Physiological theories addressing the cellularity of adipose
tissue have attempted to explain the etiology of obesity. Mahan (1979)
suggests that in some individuals obesity is characterized by
hyperplasia or the presence of a greater number of adipose cells than
their nonobese counterparts. According to this theory, obesity that
has an adult onset usually involves enlargement of fat cells and the
fat distribution centralizes on the trunk (Mahan, 1979). For .women,
adult onset‘obesity frequently occurs with pregnéncy (Mahan, 1979).

Two types of obesity, regulatory and metabolic have been
identified in the literature. Regulatory obesity refers to an
impairment of the mechanism regulating food intake (Goodhart & Shils,
1976). In this type of obesity there may be a malfunction associated
with the hypothalamus. The hypothalamus {s the area of the brain
responsible for interpretation of signals indicating if hunger or
satiety should prevail (Kolata, 1982; Levine & Morley, 1983). In

contrast to regulatory obesity, metabolic-obesity refers to an
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abnormality in the metabolism of fats and carbohydrates (Géodhart &
Shils, 1976). An individual may become fat even though overeating is
not present.

Brown adipose tissue, fat tissue with an important role in
metabolic efficiency in obesity, has been theorized to influence thé
development of obesity (Bray, 1982). 1In this theory, the amount of
brown tissue may be less or defective in the obese,-thus creating a
decrease in energy expenditure (Bray, 1982).

Bennett and Gurin (1982) have suggested that starving fat cells
may cause hunger. According to the authors, during weight loss the
adipose cell size decrease but the number of cells does not and the
starving cells cause extreme hunger. This hypothesis is supported by
the 'Set Point Theory'. Set Pointtis described as a metabolic effort
to keep ones weight at a predetermined point (Bennett & Gurin, 1982).
Set Point will keep some individuals very overfat and others within or
below ideal 1imits. Any deviation from Set Point will result in the
body's attempt to get back to the previous weight, which could help
explain why many individuals experience weight gain after dieting

(Bennett & Gurin, 1982).

Obesity Treatment Failure

Generally, obesity has failed to respond to a variety of treatment
methods. Diets, hypnosis, behavior modification, drugs, group therapy
and even jaw wiring have failed to produce long term weight maintenance
for the obese (Kark, 1980). Stein et al. (1981) have summed up the

state of the art in treatment by saying "the treatment of obesity has
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been and still remains one of the most challenging areas of concern®
for health care professionals (p. 2041). Stein et al. (1981) further
suggest that most obese people do not enter treatment and of those who
do, most will not stay. And, of those who do remain, most will not
lose much weight. Finally, Wooley et al. (1980) found that losses
maintained for a number of months are not well maintained over the long
run..

Morbid obesity has fesponded with even less success to treatment
modalities. The prospect for successful weight loss from medical
treatments (non-surgical) is not very encouraging. Some authors have
attempted to estimate the medical treatment failure rate since no
statistics exist for morbid obesity. Wooley et al. (1980) reported
that most morbidly obese individuals are successful at losing all or
most of their excessive weight at one point in their Tives, however,
are not able to maintain the Tloss and frequently regain back to their
original weight or even above. Van Ifa]]ie and Burton (1980) report
that only one-third of morbidly obese individuals remain in traditional
medical treatment programs long enough to lose a significant poftion of
their excess weight, up to two-thirds present weight. Of those who
remain in treatment Tong enough to lose weight only one in five will be
able to maintain the loss for a significant length of time (Stunkard,
1981). Eckhout (1979) estimates that medical treatment for morbid
obesity fails for 80% of the patients. Howard & Mendeloff (1980)
suggest that the failure rate may be nearer to 90%. Most authors agree

that the medical management of morbid obesity has been unsatisfactory
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(Eckhout, 1979; Howard & Mendeloff, 1980; MécArthﬁr et al., 1981; Van
Itallie & Burton, 1980; Wooley et al., 1980). The inadequacy of medical
treatment has resulted in the development of gastric surgical
procedures designed to assist the morbidly obese in what is hoped to be

permanent weight loss (Van Itallie & Burton, 1980).

Gastric Stapling Surgery

Gastric stapling surgery refers to two procedures, gastric
partitioning and gastroplasty. Both surgeries facilitate weight loss
by reducing the volume capacity of the stomach and by enhancing satiety
(Felder & Amaral, 1981). Normal digestion and absorption are

maintained with both procedures (Felder & Amaral, 1981).

Surgical Procedures

Gastric stapijng'éﬁrgery divides the stomach into a small upper -
segment and a larger 1ower segment (Eckhout, 1979; Fe]der & Amaral,
1981). Tﬁe upper segment is stapled into a 30 to 50 cc pouch limiting
the amount of food that can be consumed. Food digestion takes place in
the small upper stomach while the larger lower stomach remains viab]é
but is no longer used in the digestion process (Felder & Amaral, 1981),

The stapling process leaves a small stoma (opening) between the
upper and lower stomachs in gastric partitioning (Figure 1) (Eckhout,
1979). The stoma between stomachs is 12 mm (or 1.2 cm) in diameter and
is usually reinforced with polypropylene thread to prevent stretching

(Eckhout, 1979). The small stoma slows the rate at which food enters
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Figure 1. Gastric partitioning procedure.

Figure 2. Gastroplasty procedure.
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the remainder of the gastrointestinal tract Tleaving the patient with a '
full feeling for.a longer period of time (satiety).

In the gastroplasty procedure (Figure 2), the stomach is
surgically séparated between staple lines (Felder & Amaral, 1981). In
both gastric partitioning and gastroplasty, food passes through the
entire stomach, duodenum and small bowel allowing normal digestion and
absorption to take place (Bukoff & Carlson, 1981).

Forty-eight hours after surgery the patients are started on 30
cc's.of water, juicé or milk every 30 minutes (Buckwalter, 1981).
Within féur days a pureed diet of meats, fruits and vegetables is
started and gradual return to a regular diet occurs within three months
(Buckwalter, 1981).

- Approximately one-third of the patients have mild vomiting early
in the post operative period (Eckhout, 1979). The vomiting is
generally due to overeating and the patients soon Tearn to remedy fhis
by Timiting the volume of food intake. Weight reduction begins
immediately and continues for 12 to 24 months before stabilization
occurs (Eckhout, 1979). Successful patients have Tost up to 60% of
their excess weight in the first year (Boehmer & Turk, 1981).

The average length of hospital stay following surgery is seven
days with only one in ten patients staying longer due to complications
(Buckwalter, 1981; Eckhout, 1979; Felder & Amaral, 1981). Due to the
short hospital stay, the majority of postoperative recovery occurs at
home, away from health care professionals. It is during this period of

recovery that the eating behavior changes must occur. The patients
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must also remain on very low calorie diets (sometimes 600 to 1000
calories per day) for many years or in some cases for the remainder of

their Tives (Bukoff & Carlson, 1981).

Surgical Outcomes

Documentation of weight loss differs among authors (Boehmer &
Turk, 1981; Bukoff & Carlson, 1981; Felder & Amaral, 1981; Gomez, 1980;
MacArthur et al., 1981; Quaade, Backer, Stokholm & Andersen, 1981;
Smith, 1981). None of the studies reported a percentage of patients
termed as successes or failures. Most studies reported only the
average patient weight Toss. And, no studies reported following their
group of patients for more than one year.

For example, Gomez (1980) reported on three groups of patients
having received gastric stapling surgery. The fifst group of 48
patients lost an averaée of 73 pounds in 12 months with the range
vafying from 21 to 170 pounds. The second group, consisting of 22:
patients, lost an average of 74 pounds in 9 months with a range of 32
to 137 pounds. The third group of 52 patients Tost an average of 64
pounds in 6 months with a range of 30 to 110 pounds.

In another study, Boehmer and Turk (1981) reported that for 300
patients the average weight loss was 60% of excess weight in the first
year. Bukoff and Carlson (1981) reported an average weight Toss of 103
pounds in 12 months with a range of 58 to 184 pounds for their 61
patients. MacArthur et al. (1981) reported gastric partitioning
surgery was satisfactory with weight Toss falling within the range

of 30 to 35% of ‘the original weight. Finally, Quaade et al. (1981)
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reported an average 66 pound weight-loss for 6 patients after 3
months.

Most literature stresses the 1mp6rtant technical (surgical)
considerations that must be met for the patient to achievé ear]y'
satiety and Tong term weight Toss. The téchnica] considerations
necessafy for sucéerfu] weight.1oss are: (a) small gastric pouch,
(b) secure staple line, (c) small stomach, and (d) prevention of stoma
enlargement (Buckwalter, 1981). None of this literature discusses
patient compliance factors that may be influential in achieving or
maintaining weight loss (Boehmer & Turk, 1981; Buckwalter, 1981;
Eckhout, 1979; Felder & Amaral, 1981; Gomez, 1980; Hallberg, 1980;
Mason et al., 1980; O'Leary, 1980; Smith, 1981). In fact, a view held
by one surgeon is that the principle merit of the surgery is to force
the morbidly obese patient to eat less, creating a caloric deficit
without having to rely upon the patient adhering to a reducing diet
(Garrow, 1980).

In contrast, Buckwalter (1981) emphasized that the principle
merit of gastric surgery is to compel the patient to break the
compulsive eating habits, with the patient's compliance playing a
major role in successful Weight loss and maintenance. He stressed the
1mportancé of fhe first three post-surgical months for the patient to
establish a new concept of eating. According to Buckwalter (1981)
proper management bf the patient should include both preoperative and
postoperative dietary counseling where the patient would fully

understand the necessity of changing problem eating habits. He further




31
suggested that upon Tleaving the hospital, the patient must eat only
three meals a day with no additional snacking. Eating slowly, chewing
thoroughly, along with obeying signals from the stomach that a
sufficient amount has been eaten are important to a sucéessfu] change
in eating habits. An additional important contribution the patient
must make to the weight loss effort is to develop an active lifestyle
to include regular exercise (Buckwalter, 1981).

Documentation on the percentage of surgical patients failing to
achieve or maintain weight loss is nearly nonexistent. Only three
studies were located which addressed this issue at all. Andersen,
Backer, Stokholm, and Quaade (1984) compared the weight-reducing effect
of diet plus gastric stapling with diet alone for 60 patients greater
than 60% their ideal body weight. The average weight loss was 57.4
pounds for the gastric stapling group and 48.4 pounds for the dietihg
group. After 18 months the diet group regained almost all the lost
weight and the gastric stapling group had regained 22 pounds (p < .05),
about half their weight 1loss. ‘Therefore, after 18 months the average
weight loss for gastric stapling patients was about 25 pounds.
Buckwalter (1981) estimated approximately one third of gastric stapling
patients have no difficulty losing and maintaining weight loss.
Following surgery, these patients Tose the desire to eat compulsively
and excessively. The other two-thirds of the patients continue to
wrestle with the problem appetite and eating habits which existed prior
to surgery and may fail to obtain a satisfactory weight loss

(Buckwalter, 1981). MacArthur et al. (1981) estimated 20 to 25% of the
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patients fail to obtain a satisfactory weight loss. According to
Buckwalter (1981) most studies fail to emphasize the fact that it is

possible to 'out eat' the surgery and gain weight. Equal in importance

to the technical surgical considerations are the patient's attitude and tﬁﬁ
compliance with caloric Festriction and the necessity of changing |
eating behaviors following surgery (Buckwalter, 1981)." Only with the
patients active participation will weight loss be achieved (Buckwalter,
1981).

The Tliterature indicates many surgeons view the surgery in
favorable light. However, some caution it still must be considered
experimental or investigational (Andersen et al., 1984; Hallberg,
1980). The long term weight loss effects have not been reported in the
lTiterature and many surgeons do not follow pétients beyond one year.
Surgeons have been advised to limit the number of surgeries until the
basic pathophysiology and psychology underlying morbid obesity are more
thoroughly understood (Hallberg, 1980). In addition, surgeons have
been advised to cooperate with researchers in bui]ding a body of

knowledge relating metabolic, physiologic and behavioral factors to

morbid obesity and weight loss (Hallberg, 1980).

Patient Selection

Most surgeons agree on the selection criteria for gastric stapling
surgery. The criteria include: (a) haVing been morbidly obese for
- several years, (b) unsuccessful previous weight Toss attempts, and (c)

the absence of medical contraindications such as alcoholism and
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intractable peptic ulcer disease (Eckhout, 1979; Gomez, 1980; Howard &
Mendeloff, 1980; Kark, 1980; MacArthur et al., 1981).

However, controversy exists over the importance of evaluating
certain patient personality characteristics preoperatively. On one
- hand, according to MacArthuf et al. (1981) the present seTectioﬁ
criteria are inadequate, especially in light of the percentage of -
patients who fail to obtain satisfactory weight loss. The
psychological evaluation of the morbidly obese has nof been thoroughly
examined, and the authors recommend psychological assessment become a
significant part of the ﬁatient evaluation process prior to surgery.
Stanfield (1981) lends support to this view by advocating patient
motivation and coping capacity, a]ong with commitment are important to
preoperative evaluation. Gomez (1980) supports intensive inquiry into
previous psychiatric history. Stellar and Rodin (1981) emphasize the
importance of identification of factors related to weight change
outcomes to facilitate an appropriate patient selection process.

On the othef hand, Howard and Mendeloff (1980) advocate no
psychological contraindications exist short of overt psychosis.
Stanfield (1981) screened 100 preoperative gastric stapling patients
by psychiatric interview and found psychiatric assessment was
unnecessary (only two patients were rejected, one a hypomanic and the
other ambivalent about surgery). However, Stanfield (1981) did ﬁdt
correlate his psychiatric assessment with weight change outcbmes

following surgery.
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Conceptual Framework

The conceptual framework for this study is derived from studies of
health locus of control and comp]iance‘behaviors. Frequently, a
challenging area for nursing intervention involves patient compliance
behaviors in response to necessary therapeutic regimens or changes
needed to imprové health. Compliance behaviors refer to the actions
of a patient who has éssumed tasks comprising the therapeutic regimen
(Shitlinger, 1983). For the purposes of this study, health locus of
control refers to a patient's perception of control over health and its
relationship to health related behaviors (Shillinger, 1983). .In the
case of gastric stap]ing.patients, therapeutic alliance and adherence
to nutritional regimes along with making major changes in eating
behaviors are essential to successful weight loss, weight maintenance
and subsequent improved health. The following paragraphs describe the
association believed to exist between compliance behaviors, locus of
control and health outcomes.

Shillinger (1983) identified three terms describing behaviors of
patients who comply with therapeutic regimes. These terms include
"compliance, adherence and therapeutic alliance" (Shillinger, 1983, p.
58). First, in the patient who demonstrates compliance behaviors
Shillinger (1983) suggested that coercion by health care personnel may
have been influential in bringing about the behavioral changes.
Second, a patient who demonstrates adherence to a therapeutic regimen
has conformed to the standards set by the health care professionals.

Finally, therapeutic alliance suggests that the patient has negotiated
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the terms that will be undertaken for se]f—cafe (Shillinger, 1983).
The three compliance behaviors are depicted in the triangle in Figure
3. Coercion, conformity and negotiation represent ; continuum that
varies depending upon the degree to which the patient makes decisions
about health or the degree to which the patient is influenced by others
(Tocus of control). Figure 3 represents this writers graphic idea df

Shillinger's (1983) work.

Locus of

L:f’///’ Control

Theapeutic

Regimen

Negotiation

Figure 3. Tasks comprising a therapeutic regimen and influencing

factors.

Arakelian (1983) identified three problematic compliance
behaviors. These behaviors include "reluctance, reactance and
recidivism" (Arakelian, 1983, p. 25). First, reluctant patients are
- those in the greatest need of health care but do not seek the needed

services. These patients comprise the majority of problematic
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compliance behaviors. Second, reactant patients are those who exhibit
responses to health care measures ranging from recalcitrance to
submissiveness. Finally, recidivistic patients backs]ide and are
unable to maintain health care efforts over time (Arakelian, 1983).
Arakelian's three problematic compliance behaviors are seen in Figure 4

which represents this writers graphic concept of Arakelian's (1983)

ideas.

Locus of

@
<« Control
Z{——-Recidivism-:ix

Figure 4. Problematic compliance behaviors.

Arakelian (1983) stressed that compliance behaviors are complex
and generally cannot be reduced to a single explanation. However, she
suggested that health Tocus of control determination can provide
partial insight int§ compliance behavior.

Since many health care actions rely directly on the patient’'s
voluntary behaviors, the expectation of control over health is an
important consideration for both the patient and health care
professional. The patient's perception of control oVer health

influence health care behaviors and subsequent health outcomes.

[
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The locus of control concept was developed from social learning
theory (Gierszewski, 1983). 1In social learning theory, a reinforcement
strengthens the expectancy that a particular behavior will again be
followed by.a reinforcement (Gierszewski, 1983). It follows that the
higher the expectancy for reinforcement, the greater the likelihood the
behavior will occur again (Gierszewski, 1983). Conversely, failure to
receive the reinforcement leads to both decreased expectancy and
recurrence of the behavior (Gierszewski, 1983).

Inhérent in social learning theory are the concepts of
expectancies. Individuals develop both general and specific
expectancies régarding reinforcements (Shfl]inger, 1983). An
individual's personal value of the outcome (reinforcement value) along
with an estimation of the likelihood of its happening (expectancy) afe
considered prior to taking a particular action (Shillinger, 1983). For
specific actions, chances for success are judged by examining the
immediate situation (situational expectancy) (Shillinger, 1983).
Lessons learned by past behaviors (generalized expectancy) are
considered in the decision making process as well (Shillinger, 1983).
The influence of the past (generalized expectancy) influences current
perceptions of the situation, meaning of the event and the eventual
decision making (Shillinger, 1983). Generalized expectancy is,
consequently, very important in determining present behavior
(Arakelian, 1983; Shillinger, 1983).

Health locus of control is a generalized expectancy which

influences present behavior. Health locus of control refers to the
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individuals belief about whether reinforcements (outcomes) are
contingent upon their behavior (Shillinger, 1983). Individuals who
believe that health outcomes result from forces beyond their control
are termed 'externals' (Shillinger, 1983). Individuals who are
externals typically perceive health outcomes to either be under the
control of powerful others or determined by fate or chance (Saltzer,
1978). Health Tlocus of control is described as "a-stable personality
factor developed over time and acquired through a series of many social
learning experiences" (Shillinger, 1983, p. 58).

Locus of control has consistently been an effective predictor of
behaviors (Shillinger, 1983). In situation§ where "controllability"
was missing, individuals perform less competently and become more
passive (SHi]]inger, 1983). In application to health ﬁare outcomes, it
becomes apparent that allowing the patients to control their
environments (contro]]abi]fty) would be beneficial in making successful
transitions toward combetency. Incorporating patient goals and .
perceptions into self-care would allow for maximum self-control.

Health locus bf contréi suggests that patienis make chdices in
their behaviors (Shi]]inéér, 1983). Therefore, it is reasonable to
expect compliance to be enhanced if clients pursue and learn necessary
health care information in addition to utilizing appropriate health
care professionals (Arakelian, 1983). In addition, disregarding
immediate gratification for more long term health goals would
demonstrate an interest in maintaining health (Arakelian, 1983).

Therefore, referring specifically to morbidly obese gastric stapling
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pétients, seeking and learning health care information related to
obesity treatment could enhance weight.loss_success after surgery.
Utilizing appropriate health care professionals who can assist during
different transitional stages asséciated with the surgery would enhance
and reinforce compliance behaviors énd subsequent successful weight
loss. Certainly disregarding immediate oral gratification, foods not
conducive to weight loss for the long term goals of weight loss, would
enhance compliance behaviors and complement health oufcomes as well,

In the literature, health locus of control has had direct
application to weight control as a predictor of success (Gierszewski,
1983). Internals who comply with treatment and lose weight would most
Tikely continue with the appropriate regimen-and be successful
(Shillinger, 1983). 1In addition, internals who made modifications in
eating habits and improved in compliance behaviors but were not
reinforced by weight loss would be Tess likely to continue with the
necessary regimen. Externals who viewed weight loss as outside of
their control would be less likely to have successful weight Toss
(Shillinger, 1983). In a differing opinion, Gierszewski (1983)
suggested that the external who had a strong powerful other or chance
component in relation to the internal component may actually be the
most persistent with weight reduction measures. She further suggested
that a combination of internality and externality may allow for belief
in control over weight. This individual may be more open to

suggestions by health care professionals and less apt to give up even
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if their effort does not result in immediate weight Tloss success

(Gierszewski, 1983).

Health Locus of Control in Weight Loss Programs

Very little is known about the connection between health Tocus of
control and eating behaviors. There is a dearth of reports linking
health Tocus of control specifically to weight loss outcomes for
gastric stapling patients. No studies were located in which the
subjects were either morbidly obese or gastric stapling patients.

However, several studies were located which examined locus of
control in relation to weight loss outcomes‘for the obese or slightly
overweight. Results from these studies were contradictory. For |
example, 0'Bryan (1972) studied 54 women participating in a Take Off.
Pounds Sensibly (TOPS) program. The.overweight women as a group were
significantly more external than internal in nature. The external
women were also un]ike1y'to attribute their overweight problem to
physiological causes. In addition, the external women were more
interested in weight loss due to pressure from significant others.
Finally, there were no significant differences between the internal and
external groups regarding information seeking, learning and use of
weight control material. O0'Bryan (1972) concluded that both internal
and external groups could work toward the solution of a problem when
sufficiently motivated and interested. The only real difference
between the groups was their source of motivation.

In another study, Balch and Ross (1975) examined the locus of

control orientation for 34 females participating in a weight reduction
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program. There was a significant correlation between internal locus of'
control and completion of the program and relative success, weight loss
higher than median.

In yet another study, Tobias and MacDonald (1977) determined the
lTocus of control orientation for 55 college females, 10% or more over
ideal body weight who volunteered for a weight reduction program.

Based on their locus of control orientation the participants were
divided into five groups: (a) manual, (b) self-determination, (c)
contraét, (d) effort control, and (e) no contact control.

Participants rece%ving self-determination weight reduction therapy
developed significantly more internal beliefs about weight control over
the course of treatment (p < .05). |

Cohen and Alpert (1978) studied the locus of control orientation
for 15 females averaging 63% above ideal body weight in a treatment
program for obesity. Findinds indicated internality correlated with
total pounds lost (p < .025) and with percentage of total body weight
Toss (p < .05). |

Saltzer (1978) studied 116 college students who stated the -ﬁ
intention to lose weight during a semester. There was a positive ‘
correlation between internal locus of control and the intention to lose
weight (p < .001) but no correlation to weight loss outcomes.

Finally, Gierszewski (1983) examined the health locus of control
orientation of 46 women in a company weight control program. Internals
had less weight Toss and more weight gain than either external/powerful

others or external/chance individuals.
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Summary

Selected aspects of morbid obesity, gastric stapling surgery and
health Tocus of control have been discussed in the Titerature review.
These aspects included prevalence of the morbid obesity state.and
physical and psychosocial problems associated with obesity. Obesity
theory and treatment failure were diséussed. Gastric stapling surgery
was also examined in relation to operative procedurés, patient
selection and weight,]oss outcomes. The health locus of control
framework was explained é]oég with a discussion of compliance
behaviors. Lastly, locus of control in weightvloss programs was
reviewed. The object of examining all these top1c§ has been to
establish a basis for the use of a descriptive survey to investigate

the health locus of control orientation for gastric stapling patients.
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CHAPTER 3
METHODOLOGY

fhis chapter describes the research methodology for determining
the health locus-of control orientation, reasons for surgery, weight
change patterns following surgery and demographic information for
gastric stapling patients. Described are the research design, sample
selection, human subjects review, setting, data gathering tools and fhe

analysis.

Research Design

A small sample survey research design was usea for this study.‘
The descriptive—exp1bratory design was selected to facilitate
examination of specific characteristics of this group since little is
known about them. The reader is cautioned that external validity was
limited by a convenience selection of accessible groups. Use of a
larger percentage or number of the target population was not possible
due to the large number of widely dispersed gastric stapling support
groups throughout the country and 1éck of access to Tocation

identification.
Subjects

The target population for this study were members of gastric

stapling support groups. The subjects participating in this study
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consisted of a convenience selection of either former or current
members from two gﬁstric stap]ing support groups. Both groupé were
comprised of adults (over age 18) who had undergone gastric
partitioning or gastroplasty surgery for treatment of morbid obesity.
Females predomina£éd the membefship in both é}oups. Persons within the
two groups meeting qualifications and willing to participate were
accepted in the study.

The first group was comprised of twenty members of a former
gastric stapling support groub located in a small Western Montana
town. The entire population from that group was included in the
study. ATl members had been actively involved in the support group
before it stopped hav{ng meetings. The group had disbanded following
the illness and retirement of the physician who headed the group.

The second group was comprised of thirteen members present at a
bi-monthly gastric stapling support group meeting in a 1arge city in
Utah. A1l members present were included in the study. This group was
led by a member who had the surgery and successfully kept the weight
of f.

Protection of Human Subjects

Montana State University's requirements for protection of human
research subjects were met. The request form and data gathering
materials were submitted to and approved by the Human Subjects Review

Committee (see Appendix A).
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There were no risks of physical, psychological, social, legal or
any other nature for the subjects. Potential benefits for the \5‘f¥
subjects consisted of participation in the development of a body of e
knowledge specific for gastric stapling patients seeking help within
support groups.

A1l subjects were assumed -to have the ability to give voluntary
informed consent which was implied by returning the data gathering
materials. Anonymity and confidentiality was assured for all the
subjects in the cover letter accompanying the data gathering
materials. The study was designed such that all data gathering
. materials were mailed or administered by the support group leaders at
the respective 1ocation§ and returned to this investigator by mail

without names.

Data Collection

Description of the Instrument

Wallston, Wallston and DeVellis' (1978) Multidimensional Health

Locus of Control Questionnaire was the instrument used for data

collection. The questionnéire was developed by B. S. Wallston, K. A.
Wallston and R. DeVellis "to tap beliefs that the source of

reinforcements for health-related behaviors is primarily internal, a
matter of chance, or under the control of powerful-others" (Wallston
-et al., 1978, p. 160). Permission to use the Multidimensional Health
Locus of Control Questionnaire was requested and granted by the gJT g‘ﬁ

originators of the tool (see Appendix B).
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The instrument was identified as the most suitable for objective
measure of belief concerning control over health. The instrument,
which was developed in the late 1970's has been extensively used and
found to have reliability, validity and to be efficient in the use of
the subject's time.

The Multidimensional Health Locus of Control Questionnaire, a-
36-item rating scale assessed the interna1; external/chance and
external/powerful-others orientation of personal beliefs concerning
control over health. The 36 health related statements were rated by
the subjects on a 6-point Likert format response scale. Individual
responses to statements were assigned the following ratings: (a)
strongly disagree 1, (b) moderately disagree 2, (c) slightly disagree
3, (d) slightly agree 4, (e) moderately agree 5, and (f) strongly agree
6. A1l items were written in the personal mode and developed for an
eighth-grade reading level (see Appendix B).

Three subscales existed within the instrument. The first
measured internal beliefs about health by using items 1, 6, 8, 12 and
17. The second subscale measured external beliefs about health
influenced by chance using items 2, 4, 9, 11, 15 and 16. The third
measured external beliefs about health related to influence by

powerful-others using instrument items 3, 5, 7, 10, 14 and 18.

Reliability and Validity

The instrument was developed using a widely divergent group of

115 randomly selected adults (Wallston et al., 1978). The mean age was
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42 years, 49% of the subjects were male énd 74% had at least some
college education (Wallston et al., 1978).

Normal subscale means for the instrument based on the sample of
115 are as follow: (a) internal mean 50.4, (b) external/chance mean
31.0, and (c) external/powerful-others mean 40.9;

The instrument's coefficient alphas for the three subscales based
on the sample of 115 by Wallston et al. (1978) are as follow: (a)
internal coefficient alpha .859, (b) external/chance coefficient alpha
.841, and (c) external/powerful-others coefficient alpha .830. The
alpha values reflect a high degree of instrument reliability and
internal consistency. Polit and Hungler (1978) assert that
coefficient alphas in the vicinity of .60 to .70 are sufficient for
making group-Tevel comparisons.

Standard deviations for the same sample of 115 are as follow:

(a) internal standard deviation 9.051, (b) external/chance standard
deviation 10.204, and (c) external/powerful-others standard deviation
10.048. Polit and Hungler (1978) assert that close standard

deviation values indicate means are representative of central tendency
with a Tow degree of distribution variability.

The intercorrelation matrix determinations between sub-scales
appear in Table 1. The correlation for the internal subscale and
external/chance subscale were negatively correlated iﬁdicating an
inverse relationship between constructs being measured (Wallston et
al., 1978). The internal subscale and external/powerful-others

subscale were statistically independent indicating no relationship
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between constructs (Waliston et al., 1978). The
external/powerful-others subscale and external/chance subscale were
positively correlated indicating measures of differing traits |
(Wallston et al., 1978). The intercorrelation matrix determinations

were of a magnitude to support the instrument's construct validity.

Table 1

Intercorrelation Matrix of Subscales

Subscales Internal External/ External/
: chance powerful-others

Internal —— _——— ————

External/ .
chance -.293 ——— 204

External/
powerful-
others . ' 124 —— —_———

Note. From "Development of the Multidimensional Health Locus of

Control (MHLC) Scales" by K. A. Wallston, B. S. Wallston and R.

DeVellis, 1978, Health Education Monographs, 6, p. 166. Copywrite

by K. A. Wallston and B. S. Wallston. Reprinted by permission.

As an indiéation of predictive validity the instrument developers
computed correlations between.hea1th status and the three subscé]es.
Health status correlation was statistically significant with the
internal subscale (r = .403, p < .001) (Wallston et al., 1978). The

external/chance subscale had a Tow negative correlation (r = -.275, p <
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.01) with health status, indicating that as belief in chance affecting
health increases there is a decline in health status. There was no

correlation between health status and the external/powerful-others

subscale (r = -.055) (Wallston et al., 1978).

The instrument developers assert that use of the Multidimensional
Health Locus of Control questionnaire increases the probability of
understanding and predicting health behaviors (Wallston et al., 1978).
First, persons scoring high on the internal subscale should prefer
self-direction in relation to health behaviors (Wallston et al., 1978).
Second, persons scoring high on the external/powerful-others subscale
should respond favorably to decision-making by health care
professionals (Wallston et al., 1978). Lastly, persons scoring high on
the externa]/chance subscale may not be successful with either
self-direction or professiona] direction (Waliston et al., 1978).

The demographic data form was the second instrument used in the
study. The demographic data form was written by the investigator and
contained eleven questions requiring participants to write in or select
an answer. The tool was designed to provide basic demographic
information and examine the self-reported weight loss and regain
patterns following gastric stapling surgery. The tool also asked the
subjects to write in the principle reason for having surgery (see
Appendix B).

-A panel of five graduate students and three faculty members at
Montana State University School of Nursing examined the tool for

clarity and content. Changes made in the tool were: (a) the words
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morbidly obese were changed to "100 pounds.or more overweight" in
question 9, (b) thé word pattern was changed to "figure" in question
10, and (c) question 11 was changed from a select-an-answer to a

write-in for the reason for having surgery.

Independent Study

In order to minimize the possibility of encountering major
difficulties with use of the tool with morbidly obese gastric.stapling
patients, a small scale independent study was conducted. The
Multidimensional Health Locus of Control Questionnaire was
administered to five willing members of a small local gastrip stapling
support group. The subjects possessed the same characteristics as the
sample groups selected. The subjects understood the foo] questions
and directions and did not find the questionnaire objectionable. No
problems were identified with the tool administration and no revisions

were made.

Data Collection Method

The cover letter, questionnaire and demographic data form packets
were mailed as a package on Decembef 5, 1983 to the support group
Teaders at the respective locations. For the small Western Montana |
town group, the hospital dietician who was the former group leader
mailed the data gathering materials, number coded one through twenty,
to the twenty members of the former ggstric stap]fﬁg support group in

that area. Each former gastric stapling support group member was to
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receive a cover letter, questionnaire and demographic data form along
with a large stamped and addressed return envelope.

The cover Tletter explained voluntary participation, the purpose
of the questionnaires, assured anonymity and encouraged return of the
materials using the stamped envelope provided. Additionally, the
letter instructed the subjects that results of the study would be
available through the former support group leader and thanked them for
their time and cooperationA(see Appendix B). The return envelope was
addressed to the former support group leader and she noted the return
of the number coded data gathering materials.

| A follow-up letter requesting return of the completed materials
was sent by the former support group leader to thirteen subjects.who
had not responded within two weeks (see Appendix B). The former
support group leader was instructed to return the collected data
gathering materials to the investigator in the prepaid mailing
envelope.

For the large-city Utah group, the support group leader
distributed the data gathering material packets to all willing
subjects meeting the criteria during a bi-monthly support group
meeting on January 26, 1984. Each packet contained a cover letter,
questionnaire and demographic data form. The cover letter explained
voluntary participation, purpose of the study, assured anonymity and
encouraged participation. Additionally, the cover letter informed the
subjects that results would be -available throuah their support aroup

leader and thanked them for cooperation.
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The support group leader was instructed to distribute the data
gathering material during the opening twenty minutes of the meeting
proceeding as if the members were taking a test and not to allow for
talking or the asking of questions between members. The subjects were
to place the completed materials in the large stamped return addressed
envelope provided. The last subject was to seal the envelope and the
support group leader was to put the package in the mail following the | 3y”ﬁvk
meeting.

The investigator contacted the two support group leaders by
telephone the day the data gathering materials were mailed to give
instructions for administration and co]]ection.of the packets. One
month after initial contact the support group leaders were again
contacted by telephone to inquire about progress of the project. No
problems were identified or reported however, the support group
leader in Utah had not proceeded with the administration of the
materials due to two cancelled meetings during the Christmas holidays
and a third cancelled meeting due to illness. A third contact to the
Utah support group 1eader.occurred one week prior to the next
scheduled support group meeting to reinforce distribution and

collection procedures. ‘

Data Analysis

Descriptive gtatistics from the Statistical Package for Social
Sciences-X (Nie, 1983) were used to describe and summarize the

demographic data collected. The descriptive statistics included means,
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standard deviations and ranges. Correlational coefficients were used
to describe the relationship between health Tocus of control
orientation and various demographic characteristics.
Inferential statistics also from the Statistical Package for
Social Sciences-X (Nie, 1983) were used to determine homogeneity
between the two selected samples using the F-ratio in the analysis of

variance.
Summary

This chapter presented the research methodology developed for the
study. Included were descriptions of design, subjécts, protection of
human subjects, instruments, previous use of the tool, data collection

methods and data analysis.
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CHAPTER 4
DATA PRESENTATION

Introduction

The purpose of this study was to describe selected characteristics
of gastric stapling patients seeking help within support groups. Two
small groups of gastric stapling patients were surveyed by
questionnaires that examined demographic characteristics and health
locus of control variables.

This chapter presents the demographic and health locus of control
data collected. The first section describes and summarizes the
demographic characteristics of the two samples of gastric stapling
patients. Tables are used to highlight presentation of the results and
important aspects of the tables are discussed in the text. The last
part of this chapter presents the health locus of control dafa.
Correlations were used in an effort to identify relationships between
the health Tlocus of contro] variables and selected demographic factors;
Again, tables were used to highlight presentation of important

statistical findings.

Demographic Data

Twenty data gathering material packets were mailed to both the
former support group leader of the Montana sample and the current

support group leader of the Utah sample. Sixteen completed packets
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(80%) were returned from the Montana sample with one additional packet
returned through the postal system indicating the subject had moved and _
left no forwarding address. One of.the coﬁpleted data gathering
material packets was not used because the subject had undergone a
jejunoileal-bypass operation instead of gastroplasty or gastric
partitioning therefore, did not meet the criteria for participants.

Thirteen completed data gathering material packets were returned
from the Utah sample. The sqpport group leader indicated the number of
members varied with each meeting and attendance could be expected to
range from six to twenty. The day the packets were distributed all
thirteen members present at the meeting partjcipated (100%). Three
completed packets from thé Utah sample were not used because the
subjects were within a two to twelve day postoperative period and this
was judged to be an insufficient amount of time for the body to have
responded to the surgical procedure. Table 2 pfesents the original and
corrected response rates for the two samples.

Question number one of the demographic data form asked the
subjects to indicate their age. Table 3 presents the age means,
standard deviations and ranges by sample location. The mean age 6f the
Montana sample was three years greater than the Utah sample.

The demographic data form asked the subjects to indicate fheir
sex. Both the Utah and Montana sample were predominantly female; 70%
and 100% respectively. The actual number of male subjects for the Utah

sample was five, however, only three were suitable for the study.
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Table 2

Data Gathering Response Rates by Location of Sample

Sample Possible Actual =~ Packet Number Total Number of
Location Number Number Return of Suitable Subjects
of of Rate in Suitable In Percent

Subjects Subjects Percentage Subjects

Montana 20 16 80 15 75

Utah  6-20 13 100 10 76
Table 3

Subject Age by Sample Location

Sample Number of Mean Standard Age
Location Subjects (N) Age Deviation (SD) Range
Montana 15 45 7.47 . 34 - 58
Utah 10 a2 7.57 . 31 -53

'The third question on the demographic data form asked the subjects
to indicate how many years had elapsed since the gastroplasty or.
gastric partitioning sﬁrgery. Table 4 presents the data from that
question by sample 1ocati6n. At the time of testing, fewer years had
elapsed for the U£ah sample than the Montana sample. Ninety percent of
the Utah sample had undergone surgery‘within.two years or less and
one-hundred percent of the Montana sample had undergone surgery two or

more years previously.
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Table 4

Number of Subjects by Years Since Surgery and Sample Location

Sample N 1 2 3 4
Location Year Years Years Years
Montana 14 0 2 10 2
Utah 10 5 4 0 1

The fourth and fifth questions on the demographic data form asked
the subjects to indicate thefr pre-surgical and current weight in
pounds. The mean pre-surgical weight for the Utah sample was higher
than the Montana sample by 29 pounds. The pre-surgical weight range
for the Utah sample was larger than the Montana sample. The mean
current weight for the Utah sample was higher than the Montana sample
by 13 pounds.

When the current weight is subtracted from the ﬁre—surgical‘weight
the resulting number represents the total post-surgical weight loss.
The mean weight loss for the Montana sample (66.1 pounds) was less than
the mean post-surgical weight loss for the Utah sample (82.2 pounds).
Table 5 presents the pre-surgical and current weights in pounds by

sample location.
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Table 5

Pre-surgical and Current Weight in Pounds by Sample Location

Pre-surgical Weight (Pounds)

Sample N Mean S.D. Range
Location Weight :
Montana 14 255.3 16.66 170 - 336

Utah 10 284.5 66.42 255 - 445

Current Weight (Pounds)

Montana 14 189.2 43.66 170 - 336
Utah 10 202.3 52.32 135 - 300

/

Question number six on the demographic data form asked the
subjects to indicate their lowest post-surgical weight. The Montana
sample had a lower mean post-surgical weight than the Utah sambTe by 20 .
pounds.

when'the Towest post-surgical weight is subtracted from the
current weight the resulting number represents the amount of weight
that has been regained since the operative procedure. The Montana
sample (18.8 pounds) had a higher mean weight regain than the Utah

sample (11.9 pounds) despite a lower pre-surgical weight. Table 6
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presents the lowest post-surgical weight in pounds and mean weight

regain in pounds by sample location.

Table 6

-Lowest Post-surgical Weight and Post-surgical Weight Regain in

Pounds by Sample Location

Sample N Mean Lowest Weight S.D. Mean
Location Post-surgical Range Post-surgical
Weight (Pounds) Weight Regain
(Pounds)
Montana 15 170.4 109 - 260 38.75 18.8
Utah 9 190.4 110 - 300 -59.58 11.9

The seventh question on the demographic data form asked the
subjects to record their highest post-surgical weight._ The Utah sample
had a higher mean post-surgical weight than the Montana sample by 29
pounds.

When the highest post-surgical weight is subtracted from the
Towest post-surgical weight the resulting number represents the maximum
amount of weight that has been regained since theAsurgica] procedure.
Table 7 presents the highest post-surgical weight and maximum
post-surgical weight regain in pounds by sample location. The Montana
sample had a higher post-surgical mean weight regain than tHe Utah
sample. The Utah mean may be skewed because two respondents recorded
their pre-surgical weight as their highest post-surgical weight but

indicated Tater in the weight pattern selection that weight regain to
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original pre-surgical level had not occurred. In addition, two Utah
respondents Teft the question blank; therefore, the mean was calculated

based on eight responses.

Table.7

Highest Post-surgical Weight and Maximum Post-surgical Weight

Regain in Pounds by Sample Location

Sample N Mean S.D. Range Mean Maximum

Location Highest . Post-surgical
Post-surgical Weight Regain
Weight (Pounds) ~ (Pounds)

Montana 15 214.6 ‘ 51.03 139-315 44.2

Utah ' 8 243.1 32.3 210-298 52.7

The subjects weré‘asked to indicate their height in inches 6n the
demographic data form. The mean height for the Montana sample was 64.2
with a range of 60 - 72 inches (S.D. 3.27). The mean.height for the
Utah sample was 65.9 with a range of 58 - 72 inches (S.D. 4.72).

The ninth question on the demographic data form asked the subjects
to jndicate £he number of years they had been 100 pounds or more
overweight (morbidly obese). The Montana sample had been morbidly
obese for a greater number of years than the Utah sample. The Montana
sample had a greater range of years (40) than the Utah samp]é (20).

One of the Montana respondents indicated never having been 100 pounds
overweight (thus recorded zero). Table 8 presents the data indicating

number of years of morbid obesity by sample location.
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Table 8

Number of Years of Morbid Obesity by Sample Location

_Sample N ' Mean S.D. Range
Location Number
of Years
Montana _15 18.2 11.60 0 - 40
Utah 10 14.4 6.34 10 - 30

The tenth question on the demographic data form asked the subjects
to select one of three figures (A, B, or C) which most closely
represented their post-surgical weight change pattern (Appendix B).
The first figure (A) represented a steady post-surgical decline in
weight. The second figure (B)‘represented no change in weight
following surgery. The third figure (C) represented a steady
post-surgical weight loss followed by a steady regain to original
weight. The fourth figure selection (D) was labeled as 'other' and
asked the subjects to draw-in their own figure representing their
post-surgical weight change pattern. Figure D was selected by eight
subjects (53%) in the Montana sample and by six subjects (60%) in the
Utah sample. Figure'B was not selected by any of_the Utah subjects
(0%) and by only one subject (6%) in the Montana sample. Figure 5
presents the frequencies of post-surgical weight pattern selections by

sample location.
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Weight Pattern Figure Selection
Figure 5. Frequencies of post-surgical weight pattern figure

selections by sample location.

Two common drawn-in figures were identified for the selection of
figure D. The most frequently occurring figure depicted a steady
decline in weight followed by a leveling off or plateau such as in

Figure 6.

Weight

\/

Time
Fiqure 6. An example of the most frequently drawn-in figure of

post-surgical weight change pattern.

Another frequently occurring pattern drawn-in for figure D
depicted an overall weight decline but an erratic weight change pattern

of frequent gains and losses. Fiqure 7 represents that pattern.
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Weight

Time
Figure 7. An example of the second most frequently occurring drawn-in

figure of post-surgical weight change pattern.

Two respondents drew figures differing from previously represented
patterns. One of the figures represented a sharp decline in weight and
rapid regain, followed by a leveling off near the pre-surgical weight.
The other drawn-in figure represented a small decline or loss followed
by a plateauing of weight and then a gradual regain to original weight.

The last question on the demographic data form asked the subjects
to identify the reason they had chosen surgery as a form of weight
control. Health was indicated as the primary reason for selecting
surgery for nine subjects (60%) in the Montana sample and six subjects
(60%) in the Utah sample. Self image was indicated as the principle
reason for selecting surgery for four subjects (29%) in the Montana
sample. One subject in the Montana sample indicated spouse
encouragement was the reason for selecting surgery. 'Nothing else
worked' was written in by one Montana subject. Desire for improved
physical attractiveness was written by one Montana subject. Selecting

surgery for the reason that nothing else worked was indicated by two
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subjects in the Utah sample. One Utah subject wrote in 'I needed to*

and another subject left the question unanswered.

Health Locus of Control Data

The Multidimensional Health Locus of Control Questionnaire asked
the .subjects to respond to questions which indicated their belief about
control over health. Table 9 presents the internal, externai/chance
and external/powerful-others variables for the two samples and the
subjects (N = 115) used for establishing the normative scores for the

instrument.

Table 9

" Health Locus of Control Orientation Scores for Instrument and Samples

by Location

Sample N  Internal S.D. External/ S.D. External/ ‘ S.D.

Location Mean Chance Powerful-

Mean Others
Montana 15  59.66 9.10  31.46 " 13.33 '32.86°  10.21
Utah 10 45.90 13.47 27.00 11.77 29.00 9.76.
Instru-

ment 115 50.40 9.05 31.00 10.20 ~ 40.90 110.04

The healfh locus of control scores were treated as ordinal level
data. The decision rule for statistical significance was p < .05.
Since the sample sizes were small and normality could not be assumed, a

nonparametric statistical test, (Mann-Whitney U) was used to determine
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if the two samples had been drawn from the same population. A
two-tailed z score corrected for ties of -2.6435 (p = .008) for the
internal health locus of control indicated that the two samples had not
been drawn from a similar population. For the external/chance health
locus of control variable, the z score corrected for ties of -.8327 (p
= .405) indicated the two samples were from a similar population. "The
Z score corrécted for ties of -.6954 (p = .486) for the
external/powerful-others health locus of control variable indicated the
two samples were similar.

A mofe powerful inferential parametric statistical test, F - ratio
in the analysis of variance, was then used to determine if the two
samples could be considered as one homogeneous group. The calculated
F - ratio of 4.72 (p = .01) indicated that the mean health Tocus of
control scores for' the two samples were significantly different and
therefore could not be considered as one group (see Table 10).

Using univariate analysis for each variable score, there was no
significant difference between the two samples on the external/chance
(p - .399) and external/powerful-others (p = .355). However, there was
strong evidencé that the mean scores for the internal variable wére
significantly different (p = .006) (see Table 11).

.Since there were no stétistica]]y significant differences (p <
.05) between the two samples on the externa]/chancg and
external/powerful-others variables, the Montana sample was compared
against the normative population means with results generalized to the

Utah sample for these two variables. There was a statistically
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Table 10

Analysis of Variance by Variable

Variable Source DF & ssb MSC F - ratio pd

Internal Between 1 1137.13 1137.13 9.36 .006*
Within 23 2794.,23 121.49

Total 24 3931.36
External/ Between 1 119.70 119.70 .73 .399
Chance

Within 23 3735.73 162.42

Total 24 3855,43
External/ Between 1 89,70 89.70 .88 .355
Powerful-
others Within 23 2319.73 100.85

Total 24 2409,43 190.55
* p< .05,

apDF indicates the degrees of freedom.
bSS indicates the sum of the squares.
CMS indicates the mean squares.

dp indicates the probability.

significant difference (p = .006) between the internal mean for the
Montana sample and the normative sample. There was no statistically
significant difference (p = .399) between the Montana sample and the
normative population for the external/chance variable. For the

external/powerful-others variable there was not a statistically
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significant difference (p = .355) between the Montana sample and the
normative population (see Table 11). For the internal variable there
was no statistically significant difference between the Utah and

normative population.

Table 11

Univariate Analysis of Variables for Montana

Montana
Variable  Calculated t Critical t DF p
Internal 3.94 2.98 14 .006*
-Externa]/
Chance .194 2.98 14 .339
External/
Powerful-
others -3.04 2.98 14 .355
*E.< 01,

Polit and Hungler (1978) assert the Pearson correlation coef-
ficients can "summarize the magnitude and direction of a relationship
between two variables" (p. 561). The relationship between the health
Tocus of control variables and four of the demographic characteristics
were examined. The four demographic factors were age, number of years
of morbid obesity, reason for surgery and weighf change pattern. There
were no statistically significant correlations (p < .05) between the

demographic factors and health locus of control variables. Table 12
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presents the Pearson correlations between the demographic factors and

health locus of control variables.

Table 12

Pearson Correlation Coefficients for Health Locus of Control Variables

and Selected Demographic.Factors

Variable

Demographic N Internal External/ - External/

Factor . Chance Powerful-others

Age 25 rd = -,2258 r = .2829 r = ,0418
p = -.139 p= .085 p = .421

Number Years

Morbidly

Obese 25 r = -.0221 r = .2767 r = ,090
p = .458A p = .090 p = .172

Reason for

Surgery 24 r = .0903 - r = ,3615 r = .041
p = ,337 p = .041 p=.271

Weight

Chance

Pattern 25 r = ,1423 r = —.0111_ r = .479
p = .249 p = .479 p = .271

dy indicates Pearson correltation coefficient.
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Suﬁmary

Twenty-five gastric stapling patients from two different locations
responded to a two part questionnaire. The two samples were considered
separately based on the Mann-Whitney U score and an F - ratio
statistic. The first part of the data.gathering material provided
demographic characteristics of the gastric stapling patients. The
second part provided information concerning source of reinforcement for
health-related behaviors. Specifically, internal, externa]/chance and
external/powerful-others vafiab]es of their health locus of control
orientation were examined. Based on their responsés, the two samples
had significantly Tower beliefs that powerful-others control their
health when compared with the normative population. Both study samples
have similar beliefs as the normative population that chance controls
health. The Montana sample had significantly higher beliefs than both
the normative population and Utah sample that control over their health
is internally regulated. No statistically significant correlations
were identified between selected demographic factors and health locus
of control variables except for a slight inverse relationship between

reason for surgery and the external/chance variable.




70
CHAPTER 5
DISCUSSION

Introduction

The purpose of this investigation was to describe demographic and
health Tocus of control characteristics of gastric stapling patients
seeking help within support groups. Members from two conveniently
selected support groups participated. One group was located in a small
town in Western Montana and the other group was located in a Targe cfty
in Utah. Data were analyzed as two independent samples, because a
statistically significant difference was 1dent1f1ed between the health
locus of control wvariables in the analysis of variance. In addition,
correlations were done to determine relationships between health locus
of control variables and selected demographic factors.

This chapter presents the discussion of the findings which were
reported in Chapter 4. The discussion includes an overview of data
gathering material return rafes followed by ana]ysis‘of demographic

characteristics and health locus of control variables as they relate to

the literature. This chapter further presents the conclusions based on

analysis of the findings, limitations of this study, implications for

nursing practice, and recommendations for additional investigations.

Discussion

Data Gathering Material Return

The data gathering material return rates by geographic location

were, Montana 80% and Utah 100%. Polit and Hung]er'(1978) assert that
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response rates greater than 50% are sufficient for most investigational
purposes.

The distribution and collection methods differed between
locations. The Montana sample received mailed data gathering material
packets with a follow-up letter and the Utah sample subjects all
completed the data gathering materials simultaneously during a support
group meeting. The return rate percentage for the Utah sample displays
the obvious ‘advantage of maximizing data returns through the group
situation. The Montana sample return percentage was Tower and one
cannot assume the four subjects who did not respond were typical of the
whole sample (Polit & Hungler, 1978).

The target population for this study consists of all gastric
stapling patients seeking help within support groups. This study
utilized a convenience selection of two accessible groups conforming to
designated criteria. Due to the small number of subjects in the study
and the non-random sampling, representativeness of the sample
to the target population is undetermined. Therefore, generalization of

the findings to the target population may be limited.

Subject Age

The mean ages for the subjects in the Montana and Utah samples
were similar (45 and 42 years respectively). The sample age means in
this study were higher than age means of gastric stapling patients

reported in the literature. Smith (1981) reported a mean age of 33
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years for his patients, Gomez (1980) reported 34 years, Hutzler et al.
(1981) reported 35 years and Eckhout and Prinzing (1981) reported a
mean of 36 years.

The age ranges for the Montana and Utah samples (34 - 58 and 31 -
53 respectively) were distributed within a shorter array of age ranges
than for subjects reported in the literature. Felder and Amaral (1981)
reported a gastric stapling patient age range from 14 to 59 years.
Quaade et al. (1981) reported a range of ages from 18 to 54 years.
Smith (1981) reported ages from 17 to 60 years. THus, indicating
subjects having morbid obesity at an-earlier age.

The differences in mean ages between the samples in this study and
those reported in the literature result from several factors. First,
the ages reported in the literature reflect samples of gastric stap]fng
patients who have undergoﬁe surgery but who are not necessarily membérs
of support groups. It could be that patients seeking help within
support groups represent the middle to upper age strata of gastric
stapling patients. Second, as criteria for participating in this
study, subjects had to be 18 years of age. However, the investigator
was not advised that any subjects were turned away due to being less
than 18 years of age. Third, since the Montana sample reflected the
highest mean age (45) a possible consideration may be that patients in
a sparcely populated setting wait longer to seek health care. Lastly,
this specia]ized‘surgery may be'unavailable to all morbidly obese
individuals due to lack of 10cé] physician's training in the new

technique.
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Sex

The percentage of female subjects in the Montana and Utah samples
were 100% and 70%. The actual number of males in the Utah sample was
three.

Polit and'Hung1er (1978) assert that sample sizes less than five
tend to produce unstable results ‘and the authors recommend a sample
size of at least 10 for every subdivision of the data. Since the Utah
data included two subdivisions, male and female subjects, a sample
which included 10 females and 10 males-would have allowed analysis of
the difference between male and'female subjects. The Montana sample
subjects were all female: thefefore, no conclusions regarding possible

gender difference ‘could be determined for either sample.

NumBer of Years Since Surgery

As reported in Cﬁépter 4, fewer years had elasped since the
surgical procedure for the subjects in the Utah sample than for the
subjects in the Montana sample. Ninety percent of the-Utah sample had
undergone surgery within the last two years. In direct contrast, one
hundred percent of the Montana sample had undergone surgery two or more
years previously. The number of years since surgery in this study was
" greater than for gastric stapling patients in the literature. For
gastfic stapling patients in the literature, surgery had occurred
within the previous year (Eckhout & Prinzing 1981; Hutzler et al.,
1981; MacArthur et al., 1981; Smith, 1981). This investigation
constitutes the first systematic recording of progress for gastric

stapling patients beyond one post-surgical year.
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Pre-surgical Weight

The mean pre-surgiéa] weight for the Montana sample (255 pounds)
was Tower than the mean for the Utah sample (284 pounds). The range of
pre-surgical weights for the Utah sample (255 - 445 pounds) was greater -
than the Montana sample (170 - 336 pounds), despite a smaller number of
subje;ts. The wider range of weights may have contributed to the
higher pre-surgical mean weight due to the inclusion of the male
subjects, whose weights tended to be higher than the weight of the
female subjects. One male Utah subject recorded a pre-surgical weight
of 445 pounds. |

The mean pre-surgical weights for the Montana'samp]e (255) and
Utah sample (284) were similar to the pre-surgical heans reported in
the literature. Eckhout and Prinzing (1981) reported a mean
pre-surgical weight of 268 pounds, Smith (1981) reported 262 pounds and

Hutzler et al. (1981) reported a mean of 296 pounds.

Current Weight

The current weighf mean for the Utah sample (202 pounds) was
higher than the current weight of the Montana sample (189 pounds). The
range of current weights for the two samples were similar. The higher
current weight mean for the Utah sample may be accounted for by the
fewer number of years since the surgical procédure. Most of the Utah
sample subjects fell within the one post-surgical year category.
Eckhout and Prinzing (1981) explain that weight loss generally

continues for about 18 to 24 months before weight begins to stabilize.
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It is possible the Utah subjects who indicated one or two years had
elapsed since surgery Ead not completed the weight loss process at the
time of this investigation. Another explanation could be that since
the Utah sample had a higher pre-surgical mean weight, the
post-surgical means could be expected to be higher also.

At the time-of this investigation, weight loss for the Montana
sample (mean 66 pounds) was less than the Utah sample (mean 82 pounds).
Since more years had elapsed since surgery for the Montana sample, it
is possible the lower mean weight loss may have been due to the |
subjects regaining weight after experiencing the weight loss and
stabilization. Because the Montana sample had a 10Wer mean
pre-surgical weight, it is possible the expected weight loss will not
be as great as the Utah sample. |

Documentation of weight loss in the literéture differs among
authors and is not reported for time spans greater than six months to
one year. Eckhout and Prinzing (1981) reported a mean weight 1655 of
74 pounds after six post-surgiéa] months. Smith (1981) reported
texcellent results' (8 - 10'pounds lost per month) in 92% of his
patients but did not document the amount of post-surgical‘time that had
elasﬁed. Gomez (1986) reported on three groups of gastric stapling
patients with méan weight Tlosses of 73, 74 and 52 pounds after 12
months. Boehmer and Turk (1981) réported an average weight loss of 60%
of excess weight after one year. Quaade et al. (1981) reported a mean

Weight loss of 66 pounds after three months.
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Lowest Post-surgical Weight

As reported in Chapter 4, the Montana sample gained more weight
after surgery than the Utah sample despite a lower pre-surgical weight.
The Montana sample may have gained more weight due to the greater
length of time since the surgery as compared to the Utah sample. The
majority of subjects Hn the Montana sample were past the 18 to 24 month -
weight loss period, whereas, the majority of subjects in the Utah
sample were still within this designated period. It is also possible
the advantages of the support group setting may have helped the Utah
subjects maintain a steadier course of weight loss through peer
support. The reader is reminded that the Montana sample constitutes
former members of a gastric stapling support group that disbanded one

year before this study.

Highest Post-surgical Weight

The Utah sample demonstrated a higher maximum weight regain than
the Montana sample despite the difference in time having lapsed since
surgery and the assistance received in the support group sétting.

Responding to the question asking for maximum weight following
surgery, two Utah respondents left the question unanswered. In
addition, two Utah subjects recorded their pre-surgiéa] weight but
indicated in the question asking for selection of a figure representing
their weight Toss after surgery, that weight regain to their original
pre-surgical level had not occurred. The investigator questions the
respondent's understanding of this item.. The missing responses and the

recording of pre-surgical weights may reflect the respondent's
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uncertainty concerning the question's meaning. This question may need

to be reworded to enhance clarity.

Height

The means calculated for heights of the samples reflect similar
results. The two samples consisted of a similar group of subjects by
height. ‘The Utah sample mean was slightly higher which may be due to

the inclusion of three male subjects.

Number of Years of Morbid Obesity

The Montana sample demonstrated a greater number of years of
morbid obesity than the Utah sample (mean 18 years-and 14 years
respectively). The Montana sample recorded a Tower pre-surgical
weight, current weight and weight regain than the Utah sample despite
having been morbidly obese 10nger.r It is possible that number of years
of morbid obesity may not be correlated with the ability to lose weight
for this group of gastric stapling patients.

Number of years of morbid.obesity is not documented in the
literature of gastric stapling patients except by Hutzler (1981) who
reported an average of 20 years morbid obesity for his group of

patients.

Weight Change Pattern

Eight subjects in the Montana sample and six subjects in the Utah
sample chose figure D for their post-surgical weight change pattern
selection and drew in a figure representing their individualized

pattern. Polit and Hungler (1978) assert that the open-ended questions
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allow for greater sensitivity and respondent freedom not attainable
through selection of a set of responses.” The development of this
question was based on casual observations of weight change patterns of
gastric stapling patients in a support group. It is clear the
investigator had missed some common post-surgical weight change
patterns through these observations. In this study, several weight
changé patterns were identified as occurring more frequently. The most
frequently described weight pattern indicated a steady decline in
weight followed by a leveling off or plateauing. Predicted weight loss
on very low calorie diets should follow a steady Tinear loss if caloric
restrictions are carefully followed. However, studies have shown \
actual weight loss follows a decelerating curve similar to that
described by respondents in this study as shown in Figure 6 (Bortz,
1968; Bray, 1969; Stuart, Jensen & Guire, 1979). The second most
frequently occurring pattern described an overall weight decline but an
erratic pattern of gains and losses. The third pattern by frequency of
occurrence was selection of Figure A describing a steady post-surgical
weight loss. The Tlast pattern by frequency of occurrence was selection
of Figure C, describing a steady weight decline followed by regain to

original weight.

Reason for Surgery

The majority (60%) of the subjects from both samples wrote in
'health' as the primary reason for selecting gastric stapling surgery

as a form of weight control. 1In a study by Hutzlet et al. (1981) 71%
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of 84 subjects indicated better physical health was the primary reason
for selecting surgery. Physica] appearance was indicated by 18% of his
patients while only one subject in the Montana sample indicated
physical appearance as the principle reason for surgery. Self image
was another major reason for choosing surgery for subjecﬁs in the
Montana sample. Polit and Hungler (1978) assert that open-ended
questions in a questionnaire guaranteeing anonymity allow for candid
responses to questions requiring highly personal responses. The
subjects in both samples were able to candidly relate their individual

reasons for selecting surgery.

Health Locus of Control

Questionnaire

The Multidimensional Health Locus of Control Questionnaire is a
tool which yields scores on three independent beliefs about control
over health. Health internality, chance/externality and
powerful-others/externality are determined by 36 items measured on a
summated Likert scale. The questionnaire assesses beliefs or
expectancies and focuses on health as an odtcome.

The scoring method judged to be most suitable for the small sample
size in this study was to convert raw scale scores into standard z
scores and label the subjects as 'internal', 'powerfu]-other/external'
or 'chance/externals'. The subjects are labeled depending on which

standardized score is highest (Wallston and Wallston, 1982).
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Health Locus of Control and Overweight

The relationship of health Tocus of control variables to gastric
stapling patients have not been reported in thé 1jterature.. The
Titerature review revealed locus of control determination for obese or
slightly overweight subjects. O0'Bryan (1972) found overweight women
were more external than internal, and the external women were not as
likely to attribute overweight to physiologic causes. These women were
spurred to lose weight by pressure from significant others. BaTch.and
Ross (1975) found a significant correlation between internal locus of
control and completion of a weight loss program and subsequent success.
Saltzer (1978) found a correlation between fnternaT locus of control
and intention to lose weight. Gierszewski (1983) found contradictory
results in her study. Internal subjects had less weight Toss and mofe

weight gain than external/chance or external/powerful-others subjects.

Data

As reported in Chapter 4, data from the Montana and Utah samples
were considered separately. The Montana sample had significantly
higher beliefs than the Utah sample and normative population that
health is a function of ones behavior. Wallston and Wallston (1982)
have summarized their research results and concluded that internal
individuals are more likely to assume responsibility for their health
and are more apt to maintain physical well-being and guard against
relapse. Why then did the subjects in this study score high on the
internal variable and show no re1§tionsh1p to the weight change pattern

indicating a steady weight Toss? It is quite likely that individuals
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may believe one thing, yet behave differently when it comes to health.
Wallston and Wallston (1982) assert that even people who value health
and believe their behavior influences health, will behave in direct
contradiction to their beliefs and values. Perhaps a valuable addition
to this investigation'would have been to tap the value these subjectg
placed on health. Waliston and Wallston (1983) assert the health
behavior should be carried out by people who value health highly and
believe behavior enhances health (internal locus of control). Another
'explanation for the lack of correlation Between internal Tlocus of
control and successful weight loss could be that these subjects see
weight as a problem that must be dealt with outsidé the health care
system.

The two samples had significantly lower beliefs that
powerful-others control their health than the normative population.
Wallston and Wai1ston (1982) have constructed a health locus of control
typology consisting of eight different patterns of health locus of
control expectancies based on whether the score is high or low on the
variables. The authors assert that a Type V, or believer in control
(scoring high on internal and powerful-others, and Tow on chance) was
the most adaptive individual. This combination of beliefs would be
beneficial to an individual coping with a chronic illness. Since the
subjects in this study did not score high on the powerful-others
variable, according to Wa11ston'and Wallston (1982) they cannot be
considered the most likely individuals to accept the responsibility for
carrying out the necessary dietary restriction following surgery

prescribed by health care professionals.
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Chronicity of morbid obesity did not correlate to any'hea1th locus
of control variables. More work is needed to distinguish the
relationship between_chronic morbid obesity and health locus of control
characteristics. Wallston and Waliston (1983) assert that health locus
of control beliefs in concert with health value and various aspects of
the situation should influence health behavior related to chronic
illness. Again, taping beliefs about health value may have provided
part of the missing Tink between health locus of control variables and
chronicity of the obesity.

Age did not correlate with any health locus of control variables.
Perhaps, once again evaluating the subjects value of health méy have
identified a correlation. Wallston and Wallston (1982) assert that
health value is dependent on age, older individuals value health more
than younger individuals.

There‘was no significant correlation between reason for surgery
and health locus of control variables, except a slight inverse
correlation for external/chance orientation and reason for surgery.
More work is needed to clarify the relationship between reasons for
gastric stapling surgery and health locus of control variables.

Based on their responses, both samples had scored similar to the
normative popu&ation on the external/chance variable. From this data
one can conclude that these two samples of gastric stapling patients
believe as the population at large, that chance-has an average
influence of health.

The tool developers have recently advocated the use of a measure

of health value in interaction with health locus of control scores
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(Wallston_et al., 1983). The interaction of health locus of control
‘and health value (HV) influences health behavior (HB) and is
représented in the following -equation: HB = f(HLC X HV). In this
equation health behavior is a function of health locus of céntro] and
health value. Prediction of health behavior is more specifically
determined by the following equation: HB = IHLC X HV + PHLC - CHLC.
In this equation, an -individual with a high internal health locus of
control (IHLC) and a high health value (HV) along with high powerful
others belief (PHLC) and Tow chance belief (CHLC) would be most likely

to engage in health behaviors (HB) (Wallston & Wallston, 1983).
Limitations

A number of limitations associated with this study have been
identified. First, there were several disadvantages related to a
mailed questionnaire design which included nonresponse bias,
misinterpretation and missing data. Polit and Hungler (1978) caution
that nonresponse is a'random process introdutfng bias. The Montana
sample may have been subject to bias due to nonresponse of four members
of the support group. Polit and Hungler (1978) also suggest
respondents méy misterbret questions and will not héye the opportunity
to clarify matters when the investigator is not present. The question
on the demographic data form asking for the highest post-surgical
weight may have been ambiguous for several Utah respondents, and there
was no opportunity to clarify its meaning or to gather missing data

from questions left unanswered. Also, with a mailed questionnaire the
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investigator cannot be positive that the intended participants were the
ones who completed the data gathering materials.

A second limitation relevant to this study involved accuracy of
self-reports. Khosla and Newcombe (1981) caution that a large bias may
be introduced where heights and weights are reported and .not measured.
The bias will swing towards underestimation since heights are usually
overstated and weights understated (Khosla & Newcombe, 1981). Actual
investigator measurement of heights and weights would have been
preferable to avoid the potential of self-report bias.

The third Timitation of this study involved the Multideminsional
Health Locus of Coﬁtro] Questionnaire itself. The tool refers to
health in the abstract and is not situation specific for weight or
morbid obesity. The respondents may have questioned whether to think
of health associated with weight or health in general when answering
the questions.

Recent pub]ications by the tool originators have advocated
concurrent investigation of health value when using the health Tocus of
control questionnaire. In this study, an understanding of health value
may have provided information allowing more extensive interpretation of
the data.

Due to the small sample sizes some of the demographic groupings
represented only one subject, making interpretation difficult. A
Targer sample would have allowed for health locus of control typology
and more extensive interpretation of the data. The representativeness

of the target population was not determined; therefore, the descriptive
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data and health Tocus of control data may not be true of gastric
stapling patients in all geographic locations.

There may have been a bias for writing 'health' as the principle
reason for choosing surgery due to the investigators association with
the health care profession. The cover letter explained the
investigators purpose and association with the nursing professién.

A final Timitation involves the use of two different sampling
methods. Use of similar sampling techniques would have been preferable

to avoid potential bias.
Summary

Understanding health related behavior is an important
consideration for health care professionals. As acute illness
subsides, treatment of cﬁronic illness becomes the focus of improving
health. A key component surrounding these concerns are the health
behaviors of individuals. As a science dealing with individuals in
various stages of health and illness, nursing should be systematically
studying behaviors associated with promotion of health and prevention
of disease states.

Although it is clearly simplistic to consider one charaéteristic,
health Tocus of control as sufficient to be associated with a disorder
as complex as morbid obesity, one also may not be justified in
dismissing the potential importance of this'characteristic in reference
to weight status following gastric stapling surgery. In this

investigation, health locus of control variables were determined for




| )

86

two small samples of gastric stapling patients. Based on their
responses the two samples were significantly different than the
normative population. The Montana sample had stronger beliefs that
health is internally regulated. The internal variable was not
associated with a continuous weight loss following surgery. It is
possible the two samples in this study were a subgroup of the total
gastric stapling population at large by choosing to be members of
support groups. The membership indicates a choice of involvement in
the group weight loss process. Perhaps these subjects would tend to be
more internal than one would expect of individuals choosing this type
of surgery. The two samples described average weight losses of 66 and
82 pounds with average maximum weight regains of 44 and 52 pounds; It
is clear that more than an internal health locus of control belief is
necessary for successful weight Toss. Perhaps Arakelian (1983) and
Shillinger's (1983) discussion of compliance and factors influencing
therapeutic regimens are incomplete and should encompass such possible
components as health value, client motivation, social support and
habit.

Although the results may not be true of all gastric stapling
patients in support groups, it is hoped that the findings may generate

an interest in additional research and provide a beginning data base.
Conclusions

1. The two samples had significantly lower scores than the

normative population on the powerful-others variable. From this data
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one can determine that the influence of health care professionals,
family and friends have Tittle influence on the perceived health status
of these two samples of gastric stapling patients.
2. This study's results provide no clear evidence that any
specific health locus of control orientation is associated with weight
outcomes following surgery. These findings cannot be broadly

generalized to the target population.

Implications

Several implications for nursing practice may be drawn from the
findings of this investigation. Since nursing practice includes
research, it is clear that additional research is needed to better
understand health related behaviors of gastric stapling patients in
support groups.

From the literature review, it is clear that theory development
surrounding health locus of control and health related behavior is
incomplete. Perhaps continued.research on the relation of beliefs to
health behavior may add to theory development.

Morbid obesity and géstric stapling surgery remain complex events
necessitating individual approaches to each patient. At present,
nurses must not make general assumptions relative to these patients,
but rather develop an individual assessment of each client.
Understanding individual differences is important for planning nursing
care that will enhance‘comp1iance. A professionals approach in

planning for ﬁursing intervention for the gastric stapling patient
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should vary if the individual is internal or external in health Tocus
of control. Based on information from Wallston and Wallston (1983)
~ persons who believe that their own behavior affects their health have
more positive attitudes toward se]f-caré and are more involved in their
own care. For individuals with chronic diseases, Wallston and Wallston
(1982) advocate that a partnership with health professionals may'

encompass both internal and powerful-others beliefs.

Recommendations

The results of this investigation have raised some questions
relative to health locus of control orientation and gastric stapling
patients. Recommendations for further study include the following:

1. Replication of the study with a Targer sample of the target
population. |

2. Compafison of the larger study with gastric stapling pat?ents
who are not involved in gastric stapling support groups to determine if
the target population in this study is unique.

3. Replication of the study with the inclusion of health value
determination.

4. Examination of additional demographic'factors such as weights
of family members, education, marital status and employment status to
expand the data base.

5. Developing a tool that is situation specific for determining
health locus of control for morbidly obese gastric sfap]ing patients.

6. Replication of the study with the inclusion of criteria for

surgery at investigation locations.
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SCHOOL OF NURSING

MONTANA STATE UNIVERSITY BOZEMAN 59717

December 6, 1983

Colleen Hook

MSU, School of Nursing
612 Eddy

Missoula, MT 59812

Dear Ms. Hook:

I have reviewed your research proposal titled, Weight Loss Outcomes
and Health Locus of Control Following Gastric Stapling Surgery, for
potential rtisk to human subjects. Since sufficient safeguards have
been designed in your study, no significant risk to human subjects
exists. Therefore, you may commence with data collection.

Any consent forms signed by subjects and a record of any untoward event
occurring during the course of the study are to be stored in a scaled
envelope at the School of Nursing office for a period of five years.
Best wishes in the pursuit of this creative goal.
Sincerely,

7,

T

C;;:biuﬂ 7. Lt

Anna M. Shannon, R.N., D.N.S., F.A.A.N.
Dean of Nursing

AMS /bv
Enc: 1

cc: Education Direceor
Chairperson, Thesis Committee

TELEPHONE (406)994- 3783
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Colleen Hook RN

Monrana State University

School of Nursing

612 Eddy St.

Missoula, Montana
TNear Gastric Stanlines Patient,

This letter asks you to narticirate in a study of
gastric shtapline ratients. Znclosed are two short question-
naires which I hove you will fill out. The nurncse of the
questionnaires is to zathef information from rpeonle who have
had mastric stanling sursery., I intend to use this informa-
tion to heln neople who will ha;e this surgery in the future.
I am interested in helninsz reonle be successful with weight
loss after the surge;y and feel that doing research directly
as¥ing for innut from natients 1s the “est way to accgmplish
this task. . . -
You will remain anonymous 1n this study (even to me).

Voluntary varticioation in the study is indic~ted by reéturn
of the ques?lonnaires. A self-addressed stampred envelone is
enclosed Tor your convenlence in returning the questionnaires.
The results of this study will he made available to your
former support group leader for those of you who are inter-
ested. As a former gastric stanling support group leader and-
current graduate student in nursing your 5articipation in this
research nrcject which constitutes my masters thesis will be
sreatly annraeclated. Thank you for your time and cooperation.

Sincerely,

Colleen Hook RN

(ellzeny Hoek R
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Colleen Hook RN

Montana State University
School of Nursing

612 Eddy St.

¥Missoula, Montana 59801

Dear Gastric Stapling Fatient,
One week ago you were sent two gquestionnaires to £ill

out. The completed questionnaires have not yet been received.

The informatlion you could provide by completing the question--

naires is invaluable for the rroject and for helping teorle
who will have this surgery in the future as well. Your
coorerstion in fllling out and returning the questionnaires
as quickly ss possible is requested and would be greatly

arpreciated, Thank you for your time and consideration.

Restectfully,

Colleen Hook RN

ol Mook RV

e R




el Lol bl | -

‘I B Scale

Thils questionnaire is designed to determine the way
in which you view imrortant health related lssues. Each
item 1s a brief statement with which you may agree or dis=
agree. Beslde each statement 1s a series of numbhers that o
ranxes from strongly disagree (rated as 1) to strongly et
agree (rated as 6), - e

Strongly disagree
Moderately disagree )
Slightly disagree BT
Slightly agree o
Moderately agree .

Strongly agree i

N e
nmuwwununan

Please circle only one number ner statement rased on
your personal beliefs. There are no right or wrong answers.

1, If I get sick, it is my own behavior that - 1 2 3 4 5 6
determines how soon I zet well ag=in,

2. No matter what I do, if I am =oing to get 123456
sick, I will zet sick,

3. Havinz regular contact with my physician 123456 . '
1s the hest way for me to avold illness. Y

L, Most thinms that affect my health habppen . 1 2 3 4 556 0
to me by accident, L

5. Whenever I don't feel well, I should con- 1. 23456
sult a medically trained professional.

6. I am in control.of my health, 123456

7. My familv has a lot to do with my be-~ : : ) T
comine sick or stavinz healthy. 123456 R §

R, When I set sick, I am to blame. 123456

9. Luck pnlays a big part ' in determining how .
soon I will recover from an lllness. 123456

10, Health professionals control my health. 123456




11.
12,
13.

1L,

15.

16,
17.

18.
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My good health is largely a ma“ter of
good fortune.

The main thing that affects my health
1s what I myself do.

If ‘I take care of myself, I can avoild
illness.

When I recover from an 1llness, 1it's
usually because other peovle (for ex-
ample, doctors, nurses, family friends)
have been taking good care of me.

No matter what I do, I'm likely to get
sick.

If it's meant to be, I will stay healthy.

If I take the right actions, I can stay
healthy,

Regarding my health, I can only do what
my doctor tells me to do.

If I become sick, I have the power to
make myself well agaln.,

Often I feel that no matter what I do,
if I am golnz to get sick, I will get
sick.

If I see an excellent doctor resularly
I am less likely to have health nroblems.

It seems that my health is greatly influ-
enced by accidental havrenings,

I can only maintain my health by consult-
ing health nrofessionals.

I am directly responsible fcr my health.

Other neople play a hig part in whether
I stay healthy or hecome sick.

Whatever goes wrong with my health is my

own fault.




10,

11,

12,

13.

14,

15,

16.
17.

18,

108

When I am sick, I just have to let nature
run its course,

Health professionals keep me healthy,

When I stay healthy, I'm just plain
lucky, '

My physical well-being depends on how well
I take care of myself.

When I feel 111, I know it is because I
have not heen taking care of myself prop-
erly.-:

The type of care I recleve from other
peonle 1is what is responsible for how
well I recover from an illness.

Even when I take care If myself, it's
easy to get sick.,

When I become 'i1l, it's a matter of fate,

I can pretty much stay healthy by takinsg
good care of myself, )

Following doctor's orders to the letter
is the hest way for me to stay healthy.
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Demogranhic Data Form

Age
Female Male
-Date and month of surgery Year

Weight before surgery (in pounds without clothes)
Current weight (in poundis without clothes)

Lowest welght since surgery (in pounds without clothes)
Highest weight since surgery (in rounds without clothes)

Height (in inches without shoes)

Number of years heinz 100 pounds (or more) overweight

Circle the figure which hest describes your weight since
surgery.

—.—ﬁ'
A B
C L D other

(please draw)

I wanted to have this surgery to lose weight because:
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