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ABSTRACT 

This study assessed the effectiveness of "Thin-

Sight" a new program that advocates losing weight by becom

ing more aware of why and when one eats, in comparison to 

a traditional program which emphasized counting calories, 

weekly weigh-ins and keeping weekly food logs. The 

traditional program may be psychologically detrimental as 

it places stress on subjects to comply. Cyclic dieting 

(losing, gaining, and relosing weight) has been shown to 

be a health hazard. "Thin-Sight" suggests that remaining 

overweight may, in fact, be healthier. Twenty subjects, 

all female, volunteered to be a part of this study, ten 

subjects from "Thin-Sight" and ten from a traditional pro

gram, "Slim-Living". All subjects were weighed, given a 

demographic lifestyle questionnaire, and an eating awareness 

test before commencing each program, at the end of the 

programs and at follow up periods of three and six months. 

Analysis of covariance showed no differences in pre-program, 

post-program, or follow up weights of subjects between the 

two programs. Demographic data determined that "Thin-Sight" 

subjects had been overweight for a greater length of time 

and had tried more dieting and weight loss regimes than 
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had their traditional program counterparts. Eating aware

ness scores were significantly different between programs 

at pre-program (P = 0.0003), but no significant differences 

existed at post-program or follow up. "Thin-Sight" subjects 

significantly decreased their eating awareness scores when 

compared to "Slim-Living" subjects (P = 0.0001). Regard

less of program, exercise was found to have a significant 

effect on weight loss (P = 0.0056). Although subjects in 

both programs lost almost equal amounts of weight, with 

those in "Thin-Sight" doing so in a far less stressful en

vironment, many had started to regain slowly by the six 

month follow up. Regardless of program, most subjects 

apparently needed continued support to maintain weight loss 

or lose more. Continuing research may show that weight 

loss must be maintained for extended periods of time before 

program support is no longer needed. 



CHAPTER 1 

INTRODUCTION 

The problem of overweight is one of great frustra

tion for many Americans. Depending on the definition 

that is used, forty million to eighty million are con

sidered to be overweight. The prevalence is higher in 

some ethnic groups than others and increases with decreas

ing socio-economic status and increasing age. Relative 

affluence, the abundance of a wide variety of foods, and 

the lack of physical activity are a few factors that con

tribute to this problem. 

The health consequences of obesity have been exten

sively studied (Zeman, 1983; Robinson & Lawler, 1982; 

Brownell, 1984). The task force on the "Risks, Hazards, 

and Disadvantages of Obesity" suggests possible hazards 

of obesity from a medical and social point of view: 

1. Increased risk of cardiovascular disease, particu

larly sudden death; 

2. Relation to the.onset of hypertension: the pre

valence of hypertension may be increased three 

to five times in individuals who are fifty percent 

or more above desirable weight; 

1 
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3. Association with an increased risk of developing 

gallbladder disease? 

4. Increased risk of developing endometrial carcinoma; 

5. Increased risk of developing non-insulin-dependent 

diabetes mellitus; 

6. Aggravation of degenerative joint diseases; 

7. Economic and social handicap (Bray, 1979). 

In view of these risks and hazards, it was reported 

that the extra risk to life increased as the degree of 

overweight increased (Bray, 1979). Thus, significant 

health risks are associated with obesity. Bray (1979) 

reported that onset of obesity in adulthood may exert great

er risks in terms of cardiovascular and .metabolic problems 

than does lifelong obesity of moderate severity. 

Bray (1979) also reported that weight loss reduced 

these risk factors. Significant weight reduction has 

been found to lower blood pressure, blood cholesterol, 

blood triglycerides, and blood glucose, all of which are 

factors that have been found to increase the risks of 

cardiovascular disease and diabetes mellitus. Using the 

data collected in the Framingham study (Bray, 1978), it 

was estimated that if everyone were at optimal weight, 

there should be 25 percent less coronary heart disease, 

and 35 percent less congestive heart failure and strokes. 
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For a large portion of the American population, 

weight control is a frustrating problem. Many constantly 

fight the "battle-of-the-bulge" to prevent gain of unwanted 

pounds because society has a strong bias against overweight 

persons (Bennett & Gurin, 1982). This bias has been de

tected in children as young as six. Both thin and fat chil

dren rate obese children as less likeable than children 

with gross physical handicaps (Brownell, 1984). 

With this enormous social pressure to be thin, it 

is unlikely that there is an obese person who has not turned 

this pressure into an obsession with dieting. The vogue 

for thinness, which began around World War I, was initially 

a sign of emancipation (Bennett & Gurin, 1982). Later the 

slender, pencil-thin figure came to symbolize athletism, 

nonreproductive sexuality, and a kind of "androgynous inde

pendence" (Bennett & Gurin, 1982). This cultural attitude 

towards thinness is evident everywhere. Television and 

magazines advertise reducing aids such as low calorie formula 

diets, appetite suppressants, and special clothing designed 

to promote quick weight loss. Advertisers use slim models 

to advertise everything from clothing to work tools, and 

monthly headlines in women's magazines promote the newest 

quick weight loss diets. Drugstores and supermarkets feature 

a wide variety of reducing candies, "dietetic" and 
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"low calorie" items. This craze for slimness in the American 

woman contrasts sharply with that of other cultures where 

women generally weigh more than their American counterparts 

(Bennett & Gurin, 1982). 

If the millions of pounds lost on diets stayed 

lost, Americans wouldn't be spending billions of dollars 

each year on weight loss programs. Treatment has taken 

many forms, including diets, drugs, surgery, exercise, 

and behavior modification. Unfortunately, most individuals 

using standard treatments do not lose any appreciable amount 

of weight, much less achieve a permanent cure (Brownell, 

1982). Individuals who do achieve permanent weight loss 

are generally those who had only a small amount to lose 

to begin with (Brownell, 1982). 

Determining why a treatment is effective can be 

as important as determining whether it is effective (Brown

ell, 1982). Investigation is warranted to determine what 

changes, if any, the obese person made to account for 

weight loss. Brownell (1982) and Stunkard (1976) found that 

most studies showed no relationship between behavior change 

and weight change. 

Zeman (1983) reported that before treatment is 

undertaken, consideration should be given to whether weight 

reduction is in the best interests of the overweight 
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person. At one time, weight loss was automatically recom

mended to every person who was overweight. More recently 

consideration has been given to the following questions: 

1. Does a serious health condition exist that makes 

weight reduction advisable? 

2. Is the person motivated to lose weight, and, if 

so, are the objectives realistic? 

3. Once weight is lost and a new attractive body image 

results, can significant relationships (spouse, 

friends, etc.) be maintained? 

Thus far the literature indicates that obesity can 

be a health hazard. However, there is also evidence that 

weight reduction is not advisable for everyone. For some the 

dilemma of whether to lose weight or not to lose may exist. 

An innovative new program, "Thin-Sight" was devised by a 

psychologist, R. Maurine Roach. "Thin-Sight" is a self-

awareness approach to weight-loss based upon the premise 

that diets don't work. Statistics show that less than five 

percent, or possibly as few as two percent of people who 

diet lose weight permanently (Patton, 1984). Dieting can 

also cause deep feelings of failure and guilt. Many feel 

dieting puts off living now as obese persons dream of how 

much better life will be when they're thin (Patton, 1984). 

The "Thin-Sight" program stresses that if you don't under

stand yourself and what makes you overeat you aren't dealing 
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with the real issue. Many obese persons overeat to compen-

state for emotional problems such as depression, frustration, 

worry, hopelessness, isolation, guilt or shame (Zeman, 

1983). Food may relieve the tension for such people. 

Because of the conflicting literature regarding weight 

reduction, any new approach to this age old problem warrants 

study. 

Purpose of the Study 

This study was designed to assess the effectiveness 

of "Thin-Sight", a self-awareness weight-loss program and 

compare it with a traditional weight-loss program (YMCA's 

"Slim-Living"). In addition to improving eating self-

awareness, "Thin-Sight" promotes gradual weight loss so 

the client has time to develop self-awareness while allow

ing time to make changes and adjustments in relationship 

to food. Many overweight individuals have distorted per

ceptions of their body images and continue to see themselves 

as fat even after initial weight loss (Simonson & Heilman, 

1983). "Thin-Sight" examines the physical, psychological, 

environmental, and nutritional factors that influence weight 

loss. 

The "Thin-Sight" philosophy also states that being 

fat may be OK for you. Many of the obese believe that 

thin people are better than fat people, more beautiful, 

healthier, and more strong-willed. They also think many 
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of their problems, marital, job, family, etc. will disappear 

once they're thin. Others are afraid to be thin because 

then they may be too attractive and would have to cope 

with sexual pressures and all their problems. Obesity, 

for some, represents protection. For these people, the 

stress of being thin may be more hazardous to their health 

than being fat. 

The psychological dangers of dieting have been 

reported since the 1950's (Bruch, 1952). Stunkard and 

Rush (1974) found that many of their patients suffered 

from "dieting depression". Studies (Kolata, 1985) at the 

Rockefeller University found that the physical strain of 

being below setpoint in itself produces psychological misery. 

Successful weight loss brought anxiety and depression, 

as well as persistent thoughts and dreams of food. This 

finding is consistent with others (Brownell, 1982; Bennet 

& Gurin, 1982) who found being below the body's setpoint 

could be stressful. 

Fitzgerald (1981) reported that a significant number 

of obese people go through cyclic diets and refeeding. 

This may be a potential risk for hyperlipidemia as a corre

lation has been found between positive calorie balance 

(which is usually found with refeeding) and high serum 

lipid levels. Hyperlipidemia increases the risk for 

cardiovascular problems. Therefore, dieting may also be 

a cardiovascular risk factor in the obese. 
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Friedman (1986) has reported that the "yo-yo" effect 

of dieting may even make a person fatter. As weight is 

lost with the first diet, both fat and lean tissue are 

lost. As weight is regained, more of the weight gain is 

fat. With each successive cycle of weight lost/weight 

regained, more and more fat is gained. Thus weight loss 

becomes harder with each additional diet because there 

is more fat to lose. 

"Thin-Sight" is also an innovative approach to 

weight loss as it does not utilize many of the traditional 

methods of weight reduction such as dieting, calorie counting, 

and weekly weigh-ins. This "homework" is viewed as a tedious 

chore and may be stress-producing if one fails to keep 

accurate records or fails to lose weight. 

The YMCA's "Slim Living" approach to weight loss 

includes calorie counting from a chart, writing down amounts 

of everything eaten, weekly weigh-ins and, if necessary, 

weighing all food. The program also includes modification 

of eating behavior that includes eating in one room only, 

doing nothing else while eating, and chewing food slowly. 

The program also addresses areas of nutrition and exercise. 

This program can be considered typical of traditional weight-

loss programs. 



Research Questions 

The research questions to be answered by this study 

were: 

1. What is the effectiveness of each of two weight 

reduction programs, and is there a difference be

tween them? 

2. Which programs were effective in maintaining weight 

lost, and was there a difference between the two? 

3. Is there a difference in eating awareness scores 

as a result of each program, and is there a dif

ference in change scores between the programs? 

4. Do eating patterns of subjects change and can this 

be related to weight loss? 

5. What factors might have an influence on weight 

loss, and would there be a difference in factors 

between the programs? 

Limitations and Assumptions 

This study had several limitations. First, the 

ending sample number was small. The programs chosen for 

comparison had limited enrollment. All subjects were volun

teers and only fifty percent of the program enrollees chose 

to participate. Of the original 37 volunteers, only twenty 

completed the programs. In addition, not all subjects 

were available for follow-up. 
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Secondly, although all subjects were female, only 

two ethnic groups were represented. Analysis by ethnic 

group was not possible. 

An additional limitation was that all subjects 

were not weighed on the same scale or at the same location. 

Many of the subjects were unable or unwilling to return 

to the original site of weighing. For the follow-up data, 

a few subjects refused to cooperate further than providing 

self-reported weights. 

It was assumed that the scales at the two different 

locations were comparable and accurate as both were cali

brated. It was also assumed that all self-reported data 

on various questions, as well as the daily food logs, were 

accurate and complete. 

Definitions 

Obesity: An abnormal increase of fat in the sub-

canteous connective tissues (Stedman's Medical Dictionary, 

1982); a pathologic condition characterized by an accumu

lation of fat much in excess of that necessary for optimal 

body function (Goodhart & Shils, 1980). 

Overweight; Body weight greater than ten to 20 

percent higher than usual weight for height (Zeman, 1983). 
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"Thin-Sight": A new weight reduction program 

stressing the self-awareness approach to weight loss, be

cause weight may be lost when gaining awareness of emotion-

based reasons for eating. 

"Traditional Program"; Weight reduction programs 

that utilize calorie counting, weekly weigh-ins, daily 

food logs. 

Self-Awareness: To have knowledge of oneself 

(Merriam-Webster Dictionary, 1974). 



CHAPTER 2 

REVIEW OF THE LITERATURE 

In assessing outcomes in the treatment of obesity, 

researchers frequently compare their data with that reported 

in 1959 by Stunkard and McLaren-Hume (1959). When reviewing 

the literature for the previous thirty years, Stunkard 

and McLaren-Hume (1959) found eight studies that met their 

stringent methodological criteria when presenting individual 

weight loss of subjects who completed treatment. In seven 

of the eight studies, less than thirty percent of the sub

jects lost twenty pounds (9.0 kg) or more. From these 

studies and his own data.Stunkard (1976) concluded 

that most obese people did not receive treatment 

for obesity. Of those obese subjects who began weight 

loss programs, few completed them; and of those who did, 

few lost much weight. In addition, of those who did lose 

weight, most regained it. This dismal report of weight-

reduction programs concluded that less than five percent 

of patients lost much weight and maintained the loss. 

According to Brownell (1982), it was fifteen years before 

the picture improved and that it has only been within the 

last five years that several promising approaches have 
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appeared. These approaches include social support, physical 

activity, and behavior modification. 

Social Support 

Support or lack of support from the social environ

ment has been reported to be as important as the program 

itself (Brownell, 1984). Since eating and activity are 

often social events, influence in this area may aid in 

the success of long-term maintenance. It has been found 

that patients can be helped or hindered by influences of 

family and friends (Brownell, 1984). Social factors involved 

in the treatment of obesity are just now being studied, 

but the findings seem encouraging. 

Exercise 

Obese persons are reported to be less active than 

their thin counterparts (Goodhart & Shils, 1980; Katch 

& McArdle, 1983; Stuart & Davis, 1972; Brownell, 1982). 

Research shows that exercise confers many benefits (Stern, 

1984; Brownell, 1982). First, exercise increases energy 

expenditure (Brownell, 1982). Brownell (1982) and Stern 

(1984) reported that exercise may enhance the thermogenesis 

produced by eating and may increase the metabolic rate 

for several hours after activity ceases. Second, weight 

loss by diet alone results in a loss of approximately 



75 percent fat and 25 percent lean body tissue depending 

on composition of diet and individual variability (Brownell 

1982). The loss of lean tissue can be decreased to approxi 

mately five percent by adding exercise (Bray, 1976). Third 

exercise in obese persons can have a positive effect on 

plasma insulin levels, plasma lipid levels, blood pressure 

and coronary efficiency, even in the absence of weight 

loss (Brownell, 1982). Exercise may also be effective 

in alleviating some of obesity's negative psychologic feel

ings such as low self-esteem, body image, and depression 

(Folkins & Sime, 1981). 

Weight loss through exercise has been reported 

to be greater than weight loss by simple expenditure of 

calories (Brownell, 1982). This suggests that weight loss 

through exercise is due to a decrease in appetite and/or 

an increase in basal metabolism. There have been many 

studies on activity and appetite conducted with animals, 

but few with humans (Stern, 1984). 

In Zucker rats, it has been found that the onset 

of inactivity correlates with weaning and occurs before 

the obese rat Was significantly heavier than the lean rat 

(Stern, 1984). When the obese rat was forced to exercise, 

weight gain was slowed, but not normalized (Stern & Johnson, 

1977). But when forced exercise was combined with caloric 

restriction, then weight gain was comparable to genetically 

lean rats. In contrast, when obesity is more moderate, 



exercise can play a more significant role. Stern (1984) 

reported that when obese yellow mice (Aya) were exercised 

on an activity wheel at five weeks of age, body weight 

was normalized in 50 percent of the cases, and weight and 

fat gain was decreased in all of them. In this study, the 

obese and lean mice were comparably active. 

The relationship between food intake and exercise 

is not as clear as with obesity and exercise. Various 

studies reported intake to increase, decrease, or to have 

no effect on appetite (Stern, 1984; Goodhart & Shils, 1980). 

These differences may be due to differences in subject's 

age and sex, duration and intensity of the exercise training, 

and the type of exercise. The results of exercise on weight 

are clearer in animal studies than in human studies. In 

a controlled study (Applegate et al, 1982), exercised male 

rats did not gain as much weight as the male control rats 

and the food intake did not decrease. In similar exercise 

studies, female rats were more likely to maintain body 

weight and either did not change or slightly increased 

food intake (Stern, 1984). Stern (1984) reported that when 

young rats were exercised on a treadmill (.25 miles per 

day for eight weeks), food intake and body weight continued 

to increase (Stern, 1984). In contrast, when mature male 

rats were exercised, food intake was decreased and weight 

was lost (Stern, 1984). 
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In adult rats with exercise ranging in duration 

from two to six hours, food intake was reported to decrease 

on the day of exercise, with the decrease greatest when 

length of exercise was the longest (Stern, 1984). But 

with long-term exercise (i.e. number of weeks of exercise 

program), the intake increased (Stern, 1984). When energy 

expenditure was held constant, and intensity was varied, 

the reduction in food intake of male rats was greatest 

in the high-intensity group within the first 24 hours and 

lasted up to three days post-exercise (Stern, 1984). Also, 

it has been found that upon termination of a long-term 

exercise program, food intake increased for at least two 

weeks and that this increase occurred about 60 hours after 

termination of exercise (Stern, 1984). The mechanism for 

this is unknown (Stern, 1984). However, in this particular 

study, an increase in plasma insulin preceded the increased 

food intake and an increase in lipogenesis resulted in 

regaining of body weight and body fat (Stern, 1984). 

The type of exercise also has been reported to 

influence weight loss (Stern, 1984; Katch & McArdle, 1983). 

In one study, the decrease in food intake was less in rats 

forced to swim than when they ran on a treadmill (Stern, 

1984). The researchers proposed that since the heat pro

duced during exercise dissipated more readily in water 

than air, swimming resulted in less physiological stress 

than running. 
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According to Brownell (1984), the most important 

benefit of exercise may be its effect on metabolic rate. 

The basal metabolic rate can decline by as much as 20 percent 

during 14 days of energy restriction (Brownell, 1984). 

In one study of Harvard football players, the basal meta

bolic rate was elevated by as much as 25 percent, 15 hours 

after a strenuous game or workout (Stern, 1984). In a 

14-day study of military cadets, food intake was carefully 

measured and energy expenditure was calculated from diaries 

(Stern, 1984). The results found food intake was depressed 

on exercise days, and increased on rest days. This study 

showed the effect of exercise on immediate intake. 

On the other hand, another study reported that 

in moderately active subjects, long-term exercise promoted 

increased caloric intake. In this study, middle-aged male 

joggers who ran approximately 65 km/week, consumed more 

calories than sedentary controls (2,959 versus 2,361 kcal/day 

respectively) (Stern, 1984). Similarly, female middle-

aged joggers who ran approximately 5 5 km/week consumed 

more calories than sedentary controls (2,386 versus 1,871 

kcal/day respectively) (Stern, 1984). 

Numerous authors have reported that with caloric 

restriction alone (dieting), the basal metabolic rate can 

decrease by as much as 20 percent within 14 days of energy 
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restriction (Stern, 1984; Bray, 1976; Brownell, 1984). 

This large decline makes weight loss even more difficult. 

There is evidence that exercise can help offset this decline. 

Schultz et al (19 ) found when obese individuals were 

placed on a 500 kcal/day diet that the basal metabolic 

rate (BMR) declined from 9.0 ml/min/hg to 8.4. When subjects 

exercised for 20-30 minutes/day at approximately 60 percent 

of their VC>2 max, it was found that the basal metabolic 

rate did not continue to decrease and increased in three 

of the six subjects. The researchers thus concluded that 

exercise can reverse the expected drop in BMR due to caloric 

restriction,at least in some individuals. 

Exercise induced changes in body composition in 

adults, similar to those observed in children, would be 

desirable in view of the fact that body fat increases as 

we age (Robinson &Lawler,1982; Oscai, 1973). Studies (Oscai, 

1973; Allen & Quigley, 1977) show that exercise does have a 

favorable effect on body composition either with or without 

weight change. 

Keys and Brozek (1953) used skinfold measure

ments at the triceps muscle and at the tip of the scapula 

to estimate body fat in men who worked jobs requiring heavy 

physical labor and in men who occupied sedentary positions. 

They reported that the men in the physically demanding 

jobs were considerably leaner than those in the less active 
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jobs. Oscai (1973) reported that jogging at least three 

miles, three times per week, for 16 weeks, resulted in a 

mild but consistent reduction in body weight in moderately 

overweight middle-aged males. The reduction in weight was 

primarily due to a loss of fat as estimated from skinfold 

measurements of the triceps, chest, and mid-axilla. Body 

fat was found to decrease from 23.7 kg to 20.0 kg, while 

fat-free weight was found to be unchanged. Pollack et al 

(1969), Wilmore et al (1970) and Boileau et al (1971) 

reported similar changes in body weight and body fat in 

adult males who jogged from nine to 2 0 weeks. 

There also is some evidence that exercise can have 

a favorable effect on body composition. Oscai (1973) re

ported that after four weeks of intensive physical activity, 

adolescent girls showed an increase in specific gravity 

from approximately 1.053 to 1.058, a decrease in the sum 

of ten skinfold measurements, and a slight increase in body 

weight. These changes reflected an increase in lean tissue 

and a decrease in the total body fat content. Paizkova 

(1961) estimated, through hydrostatic weighing, body fat 

and lean tissue in 15 eleven-year-old boys. The boys 

were followed closely over the next four years and re

examined at 15 years of age. During the four years, the 

boys exercised regularly. Although exercise did not 
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produce a decrease in total body fat, it did prevent a 

rise which usually accompanies a weight gain of approxi

mately 25 kg over a four year period. The initial value 

of 5.7 kg of body fat for the active boys was very close 

to the 6.0 kg obtained four years later. In contrast, 

the body fat obtained from the sedentary boys was found 

initially to be 6.9 kg compared to a follow-up value of 

9.7 kg four years later. An increase in lean body mass 

was observed in both groups, but the rise was greater in 

the active boys. 

Dietary Treatment 

As mentioned before, the traditional approach to 

weight reduction includes dieting. The combination of 

counting calories, selecting foods from a fixed list of 

permissible choices, and measuring portion size are all 

techniques used to reduce daily food consumption. These 

diets usually vary in the total number of calories and in 

the distribution of fat, protein, and carbohydrate com

ponents. A review of the literature shows marked variation 

in mean rates of weight loss. 

Stuart and Davis (1972) reported weight 

losses of 175 to 227 grams per day when drastic caloric 

restriction (400 to 690 calories/day) were imposed. 
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In another study, only three of 147 subjects were able to 

reduce to or below their ideal weights when only calories 

were restricted (Stunkard, 1976). Young et al (1954) report

ed a mean weight loss of 14.3 pounds in a study conducted 

with 110 subjects when only calories were restricted. Forty 

percent of the subjects lost less than ten pounds, 32 percent 

lost ten to 20 pounds and 28 percent lost over 20 pounds. 

In general, results of dietary treatment of weight 

loss have been disappointing in the majority of studies. 

In a review of the literature, Stunkard and MacLaren-Hume 

(1959) found that only 25 percent of all patients were able 

to lose as much as 20 pounds, and only 5 percent lost as 

much as 40 pounds. 

Franklin and Rubenfire (1980) reported that the 

simplistic view that obesity may be treated solely through 

calorie restriction is not valid. They reported that 

studies showed that while some obese persons do eat large 

portions of food, many eat less than their lean counter

parts. 

However, Wing and Jeffrey (1979) reported that 

in their review of various approaches to weight loss, diet 

treatment seemed the secon most promising, with drug therapy 



first. They found an average weight loss of 18.4 pounds 

for subjects in diet treatment compared with 8.3 pounds 

for exercise treatment and 11.2 pounds for behavior modifi

cation. They also reported there was no difference in 

weight loss for clinical and experimental diet studies 

and no correlation between weight loss and treatment duration. 

Behavior Modification 

Although Wing and Jeffrey (1979) recommend diet 

treatment as the most promising method for weight reduction, 

behavior modification is still one of the most widely used 

treatments for obesity. The behavior modification approach 

attempts to control obesity by changing eating habits. 

This is based upon the premise that excessive food intake 

is a learned response that can be changed. The individual 

is taught to focus attention on environmental factors that 

influence his or her food intake and gradually to modify 

these, resulting in a permanent change in eating habits 

along with a slow, continuous loss of weight. A number 

of studies utilizing behavior modification techniques to 

control overeating have been undertaken. 

Respondent treatment is one of the many behavioral 

techniques that have been used. Respondent treatment in

volves the pairing of one event which has a positive value 

with one which has a negative value. Respondent conditioners 
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have paired four types of aversive stimuli with desired 

foodstuffs in an effort to weaken an individual's attraction 

to these foods. One such stimulus is electric shock. 

One of the first investigators to use this methodology-

was Stollak (1967). Working with 138 subjects, Stollak 

offered six types of treatment: contact control, no-contact 

control, no-contact diary, contact diary, contact diary-

nonspecific shock, and contact diary/shock with food associ

ation. The diary conditions asked subjects to record their 

food intake, and the shock conditions involved delivering 

electric shock either in association with or not in associ

ation with food-relevant conversation during treatment 

sessions. Results showed the contact-diary conditions 

to be superior. Of the two shock conditions, the delivery 

of shock not associated with food conversation resulted 

in an average one pound gain while the shock-contingent 

condition resulted in an average 2.9 pound loss. 

Efforts to condition positive reactions to desirable 

foods have yielded a mixed outcome. Tyler and Straughan 

(1970) compared a positive conditioning program with the 

aversive technique and a relaxation control group. Tyler 

and Straughan (1970) used Homme's converant control tech

nique as the positive conditioning program. In this tech

nique coverants are regarded as cognitive behaviors. 

Subjects were told to think specific thoughts prior to 



engaging in their own choice of pleasurable activities 

frequently throughout the day. Subjects were then told 

to think about eating desirable foods prior to activities 

such as sitting down or drinking water. Thus, the positive 

value of drinking and sitting was expected to condition 

thoughts of appropriate food choices. Subjects undergoing 

this type of treatment in the Tyler and Straughan study 

lost only .75 pounds during the nine weeks of treatment. 

Wollersheim's (1970) study utilizing operant treat

ment involved 79 overweight students, observed for 18 weeks 

of baseline, 12 weeks of treatment, and 8 weeks of follow-

up. Subjects were assigned to one of four experimental 

conditions: a group where social pressure was used to try 

to induce weight loss, a nonspecific treatment group seeking 

to develop insight into problematic eating, a focal treatment 

group using operant procedures (such as slowing eating, 

stimuli control and positive reinforcement), and an un

treated waiting list control group. The three groups re

ceiving treatment significantly outperformed the control 

group, and the focal (operant treatment) significantly outper

formed the social pressure and insight group. The average 

weight loss for the focal group was 9.11 pounds. 

In another operant treatment study, Harmatz and 

Lapuc (1968) used money to reinforce weight loss by 21 

male psychiatric patients at the Northampton Veterans 



Administration Hospital. The monetarily reinforced 

patients continued to lose weight four weeks after the 

termination of the six-week treatment while the diet only 

and control groups began to regain weight. 

Levitz and Stunkard (1974) found that the effective

ness of a self-help organization TOPS (Take Off Pounds 

Sensibly), was significantly increased by behavior modifica

tion techniques. Sixteen chapters of TOPS, with a total 

of 234 members, received one of four treatments: behavior 

modification conducted by a professional therapist, behavior 

modification conducted by the TOPS leader, nutrition educa

tion conducted by the TOPS leader, and continuation of 

the usual TOPS program. The study consisted of a 12-week 

active treatment period and a nine month follow-up period. 

The chapters in which behavior modification was introduced 

by a professional therapist lost a mean of 4.2 pounds, 

significantly more than the weight loss in either the nu

trition education condition (0.2 pounds) or the TOPS control 

condition, in which subjects actually gained 0.7 pounds. 

It was also found that behavior modification kept more 

persons in TOPS during and after treatment. In the follow-

up study conducted nine months later, subjects in the be

havior modification groups led by professionals not only 

had maintained their greater weight loss for one year but 
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even continued to lose. The final mean weight loss of 

5.8 pounds was significantly higher than that of any of 

the other conditions. Subjects in the control and nutri

tion education groups actually gained 2.8 pounds and 4.0 

pounds respectively, during the follow-up period. 

Kingsley and Wilson (1978) reported that behavioral 

treatments produced significantly greater initial weight 

reduction than the comparison treatment method of social 

pressure. However, this superiority of behavior therapy 

was not maintained over the follow-up. Studies by Hoiberg 

and colleagues (1984) also support this finding. 

Foreyt, Goodrick, and Gotto (1981) also reported 

that basic behavioral principles used to produce lasting 

behavioral changes are ineffective. In one study by Hall 

et al (1974) it was found that subjects no longer used 

any behavioral techniques six months after treatment. 

Another study (Jefferyet al. , 1978 ) reported that one year 

after treatment, subjects reported using on an average 

of 6.6 of 21 techniques taught during treatment. The same 

study found that weight loss one year after treatment was 

not related to any of the 21 behavioral techniques subjects 

reported using. 

Despite the conflicting results in the literature, 

Brownell (1984) and others (Stuart & Davis, 1972; Epstein 

et al, 1980) still recommend behavior therapy for three 



major advantages. First, attrition rates for traditional 

programs range from 50 percent to 80 percent, whereas be

havioral programs have an approximate attrition rate of 

only 15 percent. Second, patients in behavioral programs 

show an improvement in how they feel about themselves, 

thus counteracting many of the negative feelings that are 

associated with obesity. Lastly, behavioral therapy programs 

are also consistent in their results. Program losses 

average about 11 pounds in programs ten to 12 weeks long 

(Brownell, 1982). Weight losses are found to be similar 

for treatment programs regardless of differences in treatment 

fees, training of therapists, or demographic characteristics 

of the patients. 

Weight Maintenance 

Brownell (1982) reported that if the "cure" from 

obesity is defined as a reduction to ideal weight and main

tenance of this loss for five years, then a person is more 

likely to recover from most forms of cancer than from 

obesity. Thus, for many, the problem is not losing weight, 

but keeping the weight off. Foreyt and colleagues (1981) 

reviewed 16 behavioral treatment studies with at least 

a one-year post-treatment follow-up. This review represented 

all of the published investigations with six or more patients. 

The long-term outcome of these 16 studies was that few 
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patients achieved clinically significant losses, some 

achieved modest losses, and others returned to their pre-

treatment weights. The researchers (Foreyt et al, 1981) 

concluded that while initial weight loss during treatment 

can be maintained, self-management for continued weight 

loss over the long-term has not been found. In addition, 

in a five-year follow-up conducted by Stunkard and Penick 

(1979), their patients' average weight loss had diminished 

to 5.3 kg from 12.6 kg at the one-year follow-up. 

Causes of Obesity 

Obesity invariably is due to an imbalance in energy 

intake versus energy expenditure; however, the underlying 

cause is not well understood (Bray, 1983). Considerable 

research has been conducted to assess the importance of 

a number of factors that together may contribute to the 

cause of obesity. These are discussed below. 

Genetic Influences 

Obesity seems to be more prevalent in some families 

and ethnic groups, although the role of genetics in the 

cause of obesity is unclear. However, there is evidence 

that heredity does contribute to the development of obes

ity. -Goodhart and Shils (1980) found, while studying 

over a thousand obese patients in Vienna, that in 73 percent 



of the cases, one or both parents were obese. It has also 

been reported that a child has a ten percent chance of 

becoming obese if the parents are normal weight, a 40 per

cent chance if one parent is obese, and an 80 percent chance 

if both parents are obese (Krause & Mahan, 1984). 

Correlations of parent-child weights comparing 

natural children with adopted children showed significantly 

higher body weight correlations for natural parent-child 

weights (Goodhart & Shils, 1980). Studies of identical 

twins reared apart show higher weight correlations than 

do fraternal twins or fraternal siblings (Goodhart & Shils, 

1980). However, these studies have been unable to separate 

the genetic factors from environmental factors. 

Metabolic Factors 

Overeating is not essential for the development 

of obesity, and studies are underway to determine what 

metabolic factors may be involved. Stein (19831 

reported several theories that have been proposed. 

Lesions of the hypothalmus induced by electrolytic, 

surgical, or chemical means have produced obesity in experi

mental animals. Stein (1983) reported evidence that injury 

to the hypothalmus can cause obesity in humans. However, 

patients with hypothalmic-injury induced obesity are rare 

and, in most cases, such injuries are caused by malignant 

tumors, inflammatory lesions, or trauma to the head. 
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Endocrine disorders can also cause obesity. The most 

common are Cushing's syndrome, insulinomas, or hyperinsulin-

ema associated with adult-onset diabetes (Stein, 1983). 

Another metabolic mechanism that has been implicated 

as a factor in obesity is thermogenesis. A reduced thermic 

effect of food has been reported in the obese when compared 

with lean subjects (Stein, 1983). Therefore, in the obese,' 

food energy is shunted into the body stores of fat rather than 

released as heat energy and this can favor weight gain. 

The differences in thermogenic responses among individuals 

may explain why some can overeat and not gain weight while 

others cannot. 

Other researchers have found 22 percent fewer 

sodium-potassium pumps or ATPase units in obese subjects 

when compared with non-obese subjects. Therefore, it was 

concluded that fewer ATP-burning pump sites would lead 

to less energy consumption which theoretically could lead 

to obesity (Stein, 1983). 

Psychologic Factors 

In studying the psychology of obesity, Krause 

and McMahan (1984) reported data to support the theory 

of externality which implies that obese people eat 

in response to external cues with no metabolic basis 

promoting continuous overeating. The obese respond to 
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external cues, such as smell, taste or sight of food, and 

are relatively insensitive to internal cues such as hunger 

and satiety. The obese are more likely than normal weight 

individuals to eat, or eat more, when external cues are 

present. Eating to relieve anxiety, boredom, and stress 

are other psychological factors which may lead to obesity. 

Socioeconomic Factors 

Socioeconomic factors may also contribute to obesity. 

Obesity has been shown to be seven to 12 times more preva

lent in lower socioeconomic levels than in upper socio

economic groups (Bray, 1979). Black women are more likely 

to be obese than white women, whereas the reverse is true 

with males (Bray, 1979; RobinsonS Lawler, 1982). Occupation, 

education, income, self-image, susceptibility to mass media 

influence, residential environment, ethnicity, and culture 

are all socioeconomic factors which may affect body weight 

(Robinson & Lawler, 1982; Zeriian, 1983). 

Physical Activity 

The lack of physical activity has been reported 

as a major factor contributing to obesity (Brownell, 1982; 

Katch & McArdle, 1983). In a study conducted by Dorris 

and Stunkard (1957), obese patients and normal subjects 

wore a pedometer for a week. The mean reading for normal 



subjects was 34.3 miles/week and for the obese 14.4 miles/ 

week. The automation of industry and home, along with im

proved transportation, has aided in the transformation of 

our society from one of high activity level to a more seden

tary lifestyle. Today, most people enjoy sports more as 

a spectator than as a participant. Changes in occupation 

and job responsibilities lead to an increasingly sedentary 

lifestyle as we age. Many people gain weight throughout 

life because they fail to adjust their intakes to their 

reduction in energy expenditure. Other factors such as 

basal metabolism gradually decrease with age. Disabling 

illnesses such as arthritis or cardiac disease may also 

reduce the need for calories (Krause & McMahan, 1984). 

Dietary Factors 

The high prevalence of obesity in our society may 

be due in part to the food we eat. The American diet is 

renowned as a factor that can cause obesity in laboratory 

animals and the palatability of the diet has been shown 

to enhance the amount eaten (Brownell, 1982). This was 

shown by Sclafani and Springer's (1976) use of a supermarket 

diet consisting of chocolate chip cookies, salami, cheese, 

bananas, marshmallows, milk chocolate, peanut butter. 



sweetened condensed milk, and a fat ration. At least 

seven of the above mentioned foods were given at any one 

time, and the meals were changed to maintain variety. 

It was found that laboratory animals gained 296 percent 

more weight than controls during the two month experiment 

and, in a few cases, the weight gain was not reversed com

pletely when the animal was switched back to a standard, 

low-fat chow. 

Epidemiologic evidence supports the theory that 

increasing the ratio of carbohydrate to fat in the diet 

does make a difference in the prevalence of obesity. This 

is supported by.the observation that the prevalence of 

obesity has increased in countries where the fat intake 

has risen in relation to carbohydrate intake (Robinson 

& Lawler, 1982; Katch & McArdle, 1983). It simply costs 

less to store fat in the body from dietary fat than from 

carbohydrates, as fat is stored more efficiently (Robinson 

& Lawler, 1982; Zeman, 1983). Dietary fat can enter triglyc

eride fat-stores at a metabolic cost of three percent of 

ingested calories while the cost of storing dietary carbo

hydrate as fat requires an expenditure of about 23 percent 

of initial caloreis (Katch & McArdle, 1983). Therefore, 

it has been theorized that the obese are more efficient 

in storing fat than their lean counterparts (Stein, 1983). 
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Fat Cells 

Adipose tissue is an important component of body 

weight (Sjostrom, 1980). Weight gain can occur through 

an increase in the number of fat cells (hyperplasia) or 

by an increase in the size of the existing cells (hypertrophy) 

(Kolata, 1985). It had been theorized that there are two 

periods in development when adipocyte hyperplasia may occur: 

during the first year of life and a gain during early puberty 

(Kolata, 1985). Hirsch and Knittle (1970) reported that 

in adults with juvenile-onset obesity (prior to age 12), 

fat cell size was approximately that of normal weight adults. 

Fat cell number can be elevated by as much as fivefold. 

Persons with adult-onset obesity are more likely to have 

a normal number of fat cells along with an enlarged cell 

size (Hirsch & Knittle, 1970). However, Hirsch and Knittle 

(1970) found in 106 patients of all ages and types of obesity 

that some patients (with onset of obesity in childhood) 

showed only cellular hypertrophy, while other patients 

(with onset as adults) had cellular hyperplasia, while yet 

other obese persons had both hyperplastic and hypertropic 

fat cells. Therefore, factors, such as family history, 

diabetes, and endocrine status, which may effect the type 

of obesity, must be investigated. 
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The Accuracy of Self-Reported Weights 

Several studies have implied that subjects are 

accurate in reporting their weights. Charney et al (1976) 

found a positive correlation of .96 between reported weights 

and actual weights in fifty adults. Wing et al (1979) 

reported that 88 percent of subjects could estimate their 

weight within ten pounds, whereas Pirie et al (1981) found' 

the average woman underestimated weight by 4.2 pounds and 

the average man underestimated by .9 pounds. Brownell 

(1982) reported that self-reports may be valuable in epi

demiological studies and might permit investigations that 

would otherwise be cost prohibitive. It was found that 

errors in estimation may vary with sex, age, and weight, 

so the small, heterogenous samples in most studies make 

it difficult to predict errors. Stunkard and Albaum (1981) 

found an underestimate of 2.6 pounds across seven sites 

in the United States with a standard deviation of 6.8 pounds. 

Dietary Recall 

Traditional weight reduction programs usually use 

the behavior modification technique of food charting. 

Program participants record daily food intake on a sheet 

of paper, giving the exact amount of food eaten, the time 

and their whereabouts when they ate. Studies of the accuracy 

of self-reports of food are small in number, but in studying 
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the accuracy and reliability of the 24-hour recall, Stunkard 

and Waxman (1981) reported a strong linear relationship 

between recalled and measured food intake of six boys. 

Reed and Burke (1954) along with Chattaway et al (1946) 

concluded that the 24-hour recall resulted in kilocalorie 

and protein values that were within ten percent of the 

actual intake of adults of normal weight. 

Madden et al (1976) investigated the validity of 

the 24-hour recall as part of a larger study. Five inter

viewers observed the actual intake of the items served 

for the noon meal. The subjects were interviewed within 

24 hours after the observed intakes. Data obtained by 

the use of the 24-hour recall on intakes of energy and 

several nutrients were analyzed by paired t-test and re

gression analysis. The results of the paired t-test suggest

ed that reported kilocalories probably underestimated 

the observed mean intake. Regression analyses revealed 

"the flat slope syndrome". The results of this study sug

gested that small intakes are over-reported and large intakes 

are under-reported. 

Beaudoin and Mayer (1953) reported that among obese 

people, the "research dietary method" resulted in higher 

caloric intakes reported than the 24-hour recall. They 

concluded that the 24-hour recall was not a valid measure 

for those who are overweight. 
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The use of food logs or records in nutrition research 

has increased. St. Jeor and co-workers (1983) recommended 

the seven-day food log due to its increased sensitivity 

to the variation in nutritional intake patterns. Food 

logs of shorter duration provided useful information but 

were less sensitive. 

Young and Trulson (1960) studied 252 seven-day 

records kept by ten, eleven, and twelve year old students 

to study variability. They found the standard deviation 

was reduced as the number of days studied increased up 

to seven. 

Leverton and Marsh (1939) studied the variation 

in the diets of college girls for a period of one week. 

The results of their studies indicated a significant varia

tion in intakes between weekdays and weekends. The re

searchers felt this demonstrated the need for considering 

no less than a seven day period as the smallest time unit 

for studying food consumption. 

Although most conventional nutrition management 

programs recommend the food log recording procedure, Stuart 

and Davis ( 1972 ) reported there are several pitfalls. If 

food consumption is recorded at the end of the day, memory 

may be faulty and the records inaccurate. To avoid this, 

it is necessary for the individual to write detailed infor

mation whenever food is eaten? however, this is a tedious 

task and may be neglected. 
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The Use of Questionnaires and Rating Scales 

Many people are unaware that eating may be a result 

of factors other than hunger. Weight loss may be more 

successful when food is not used for purposes other than 

hunger. The "Thin-Sight" program utilizes the Eating Aware

ness Questionnaire as a tool to measure emotional response 

to food. A review of the literature revealed no other 

questionnaire that directly measures reasons why people 

eat when they do, that is their response to food. If this 

response is known, then there is potential for change. 

Other tests have also been used in research with 

obese subjects. Quereshi (1972) developed the Michill 

Adjective Rating Scale (MARS), a personality profile type 

of rating scale, to measure differences in obese and non-

obese subjects. Subjects rate themselves using adjectives 

descriptive of certain personality characteristics such 

as excitable, confident, discouraged, etc. These adjectives 

are then grouped into four factor groups describing subjects 

as one or more of the four factors. These four factors 

are classified as unhappiness, extraversion, self-assertive-

ness and productive persistence. This test may be used 

to predict which subjects may be more successful in losing 

weight and subsequently maintiaining the loss. 

Dash and Brown (1977) developed a rating scale 

designed to measure cognitive and behavioral variables 



related to dietary issues. This test is known as the Dash-

Brown Survey of Fact and Fiction in Weight Reduction. 

This scale has five subscales constructed on the hypothesis 

that successful dieters have more realistic and accurate 

information about food, weight loss, and the dieting pro

cess than unsuccessful dieters. Subscales are labeled fact, 

fantasy, flexibility, calorie, and food preferences. Re

sults of a study by Dash and Brown (1977) showed that nutri

tion students and successful dieters had higher total scores 

than unsuccessful dieters. Therefore, it was concluded 

that more accurate knowledge of dieting may have been an 

aid in success. 

The weight locus of control scale is still another 

measure which is being used in obesity research. The four-

item Weight Locus of Control (WLOC) Scale is a specific 

measure of expectancies for locus of control with respect 

to personal weight and weight reduction. Subjects are 

characterized as WLOC internals or WLOC externals on the 

scale. The WLOC scale consists of four items having two 

internally worded items and two externally worded items 

(Saltzer, 1982). These items are scored using a Likert-

type scoring range from one, which stands for strongly 

disagree, to six, standing for strongly agree. The possible 

range is from 4-24 with a score of four indicating an ex

tremely internal score and a 24 indicating an extremely 

external score. Balch and Ross (1975) found a significant 
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correlation between subjects' internal locus of control 

scores and the successful outcome of a self-control weight 

reduction therapy program. WLOC internal subjects with 

a high value on health or physical appearance were reported 

(Saltzman, 1982) to succeed at achieving their initial 

weight loss goals, while WLOC externals were not able to 

reach their established goals. 

Other studies (Balch & Ross, 1975; Wallston, 1976) 

have found a relationship between concepts of personal 

control and success in different types of weight reduction 

programs. Balch and Ross (1975) suggested that the use 

of locus of control measures to identify individuals likely 

to benefit from specific types of treatment may be a promis

ing approach for weight reduction programs. 

On the other hand, Tobias and MacDonald (1977) 

failed to find any interaction between locus of control 

and weight loss. Saltzman (1982) also measured subjects' 

locus of control using another locus of control test, the 

Rotter's I-E Scale. He found no significant relationship 

between a subject's locus of control and the subject's 

ability to maintain weight loss following program completion. 

Further determination of the use of locus of control 

with weight reduction therapy awaits the standardization 

of relevant measures of locus of control specifically for 

use with weight reduction. 
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Summary 

A review of the literature revealed that among 

the several different approaches to weight loss, some pro

grams appear successful for some people but not for others. 

Dieting through restriction of calories and behavior modi

fication both have been found to achieve limited success. 

But it is now becoming apparent that other factors such 

as exercise and social support may play an important role 

in weight loss. 

Maintenance of weight loss is also a problem. 

While many program participants are able to lose weight, 

self-management for continued weight loss or maintenance, 

has not been successful. 

The use of the seven day food diary has been recommen

ded for nutrition research because of its increased sensitivity 

to the variation in nutritional intake patterns. The 24-

hour recall method has been reported to be an invalid 

measure of intake for those who are overweight. Food logs 

also have several pitfalls in that if foods are recorded 

at night, memory may be faulty resulting in inaccurate 

records. Food logs are also a tedious chore that is easily 

neglected. 



CHAPTER 3 

RESEARCH METHODOLOGY 

This chapter will describe the research design, 

sample, and setting. Instruments used, method of data 

collection, and method for data analysis will also be 

addressed. 

Research Design 

This study to assess the effectiveness of a self-

awareness approach ("Thin-Sight") to weight loss in compari

son with a traditional method (YMCA's "Slim-Living") used 

a pre-test post-test design. It also measured and compared 

the long-term results of both programs by collecting follow 

up data at three and six months. The influence of lifestyle 

variables which included residence, education, ethnicity, 

income, exercise, social support, and previous attempts 

at weight loss on weight loss, was also analyzed. Food 

log sheets were reviewed for any changes in eating habits 

which may have contributed to weight loss. An eating aware

ness questionnaire was given to all subjects to assess 

attitudes and emotions towards food and self, and to deter

mine if these attitudes and emotions correlated with weight 

loss. 

42 
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Sample Population and Setting 

"Thin-Sight" was chosen for this study because 

it was an innovative approach to weight reduction. The 

"Thin-Sight" program does not utilize the traditional tech

niques of weekly weigh-ins, weekly food logs or calorie 

counting as methods for weight loss. Instead, "Thin-Sight" 

helps subjects to identify ways they use food to fulfill 

their psychological needs. Through group discussions, 

visualizations and self-analysis, subjects determine what 

makes them eat when they're not physiologically hungry. 

"Thin-Sight" also is innovative in that it helps subjects 

to determine if they really want to lose weight. Weight 

loss to some may mean losing the "protective shield" of 

fat. Subjects may be required to deal with an increasing 

number of invitations for parties, sports, dating, and 

sexual activity. Ferguson (1976) suggested that fat can 

be used as an excuse for avoiding social events as many 

obese people are afraid they may not live up to the expec

tations of others. It's easier for many to avoid these 

fears rather than deal with them. If this is true, then some 

should think twice about wanting to lose weight. However, 

"Thin-Sight", through group discussions, has been designed 

to help subjects address these fears while helping ease 

the transition from fat to thin. "Thin-Sight" also touches 

upon areas of nutrition, physiology, and exercise. 
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"Slim-Living" was chosen for this study because 

it was a weight reduction program in the area that met the 

criteria of a traditional weight loss program. This program 

was selected because it offered a large, mixed sample popu

lation from which volunteers could be recruited and also 

because the program directors were willing to have their 

program evaluated. Of all local weight loss programs re

viewed, it best met the criteria established for traditional 

weight loss programs. 

The criteria for a traditional program included 

keeping food logs, weekly weigh-ins, and calorie counting. 

In addition, "Slim-Living" also promoted wellness and health 

by addressing topics such as cholesterol, sodium, fiber, 

and exercise, with emphasis placed on fat loss over weight 

loss. This latter, however, was not a criteria for a 

"traditional" program. 

Volunteers were recruited, and all but one of the 

subjects were at least 15 percent greater than ideal body 

weight. Two ethnic groups were represented, Anglo and 

Mexican-American. This study was conducted in Tucson, 

Arizona from January through November of 1985. 

Instruments Used 

A lifestyle/demographic questionnaire was developed 

to gather information such as height, weight, income. 



education, previous methods of weight reduction, social 

support, and number of hours spent on physical activity 

per week. 

The Eating Awareness Questionnaire was adapted 

from other tests given to clients at The Johns Hopkins 

Medical Institute Health, Weight and Stress Program in 

Baltimore, Maryland. This questionnaire was designed to 

measure if emotions have a strong effect on what and why 

one eats. By rating each question on a scale from one 

to five {one being never, and five being always) the emotional 

investment in food can be pinpointed. Scores are categorized 

into five groups (Simonsen & Heilman, 1983). Points are 

totaled for a final score. If the score is less than 100, 

the eater's emotions are well under control. Scores ranging 

from 101 to 145 indicate that the subject's eating behavior 

is much better than average, though occasionally emotions 

do effect what and how much is eaten. Scores from 14 6 

to 175 denote an average overeater who turns to foods for 

emotional support when things go right or wrong. Scores 

from 176 to 220 are associated with eating behavior being 

controlled by emotions most of the time. Total points 

of 221-250 mean the eater has serious problems, with food 

being used for strength to cope with all difficulties 

encountered. 
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The Eating Awareness Questionnaire was used in 

this study because it was already being used in the "Thin-

Sight" program and addressed the influence of emotions 

on eating behavior in a measurable fashion. 

Method of Data Collection 

Twenty-seven females originally volunteered for 

the study. Seventeen of these original volunteers, ten 

from "Slim-Living" and seven from "Thin-Sight" were not 

included in the final results as they either did not complete 

the weight loss program or they failed to return pertinent 

data (i.e., questionnaires, food logs, weights). The two 

experimental groups of ten each met once a week. The 

"Thin-Sight" program directed by R. Maurine Roach, M.A., 

met for ten weeks, while "Slim-Living" directed by YMCA 

staff members met for eight weeks. In an effort to increase 

the number of volunteers, subjects were recruited from 

two different sessions of both programs. 

"Thin-Sight" is marketed as a way to lose weight 

without weekly weigh-ins, food charting or calorie counting. 

However, subjects were asked to keep an initial food log 

for three weeks to serve as a dietary intake baseline for 

the client's benefit only. 

All subjects were weighed without shoes at the 

beginning of each program, with follow up weights 
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collected upon program completion, and at three and six 

months post program. At the first session, subjects were 

also asked to maintain a log of daily food intake for the 

next seven days and turn it in at the next session. 

Seven days prior to program completion, subjects were once 

again asked to keep a food log for seven days and this 

was collected at the last session. Subjects who were 

unable to attend the last session were contacted and asked 

to mail their food logs and weights to the investigator. 

At the beginning and end of each program, subjects 

were also asked to complete a demographic/lifestyle question

naire and an Eating Awareness Questionnaire. The Eating 

Awareness Questionnaire and the activity portion of the 

demographic/lifestyle questionnaire were administered at 

the six month follow-up. 

Analysis of Data 

Data was analyzed to determine the significance 

of weight lost between programs and to determine if there 

was a significant change in pre-program eating awareness 

scores compared to post-program scores. The number of 

hours spent on physical activity was also analyzed and 

compared with subject's weight loss. Food logs were reviewed 

using the four food groups to determine nutritional 

content and balance. 
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A mixed design analysis of covariance with repeated 

measures was used to analyze significance between weight 

loss in the two programs, eating awareness scores and number 

of hours exercised. For number of hours exercised, subjects 

were divided into those who exercised three or more hours 

per week and those who exercised less than three hours per 

week. The Cronbach-alpha correlation was used to determine 

reliability of the Eating Awareness Questionnaire. Chi-

square was used to measure any significance that may have 

occurred in answers between the pre- and post-eating aware

ness questionnaire questions. The significance level for 

all analyses was P = 0.05. 



CHAPTER 4 

RESULTS AND DISCUSSION 

This chapter will present and discuss the findings 

of this study. For clarity, the findings and the discussion 

of the data will be divided into five major sections: 

characteristics of the sample, weight loss, eating awareness 

scores, variables influencing weight loss, and food logs. 

Characteristics of the Sample 

There were twenty women in the study, ten from 

each program. The fact that there were no men in either 

program at this time may have been because men do not feel 

the pressure that most women feel to be thin (Simonsen & 

Heilman, 1983). Men are usually not viewed as unattractive, 

undisciplined, or out of control until they are excessively 

overweight (Simonsen & Heilman, 1983). Though overweight, 

men are not considered fat; rather powerful, large, stocky 

or portly (Simonsen & Heilman, 1983). But many women see 

themselves as overweight and unattractive much more quickly 

with fewer pounds and are critized more for it (Bennett 

& Gurin, 1982). Simonsen and Heilman (1983) reported that 

49 
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women worry about their weight and diet more frequently 

than men; and, in commercial weight-loss programs, nine 

out of ten participants are women. 

The ages of the subjects in this study ranged from 

15 to 64, with a mean age of 36.3. Eleven of the women 

were married, two were divorced, one widowed, and six had 

never been married. Eighteen subjects lived in single-

family homes while two subjects lived in apartments. Eigh-^ 

teen subjects reported having some college but two subjects 

were still in high school. Income ranged from between $15-

19,000 to greater than $50,000. The lifestyle-activity 

questionnaire revealed that six subjects were employed full-

time, six were employed part-time, one was a full-time student, 

one a part-time student, four were not employed outside 

the home, and two were retired. All subjects reported having 

attempted to lose weight previously. Seventy-five percent 

of the subjects (15) reported trying an exercise program 

previously to lose weight, 70 percent (14) had tried calorie 

counting, 65 percent (13) had tried diet pills, 60 percent 

(12) had tried Weight Watchers, 55 percent (11) had tried 

high protein diets, 50 percent (10) had tried fasting, 35 

percent (7) had tried Overeater's Anonymous, two percent 

(4) had tried a low carbohydrate, high fat diet, and less 

than one percent had tried a low carbohydrate, high protein 

diet (2), Diet Center (3), TOPS (2) or behavior modification 

with a dietitian (1) (See Figure 1). 



51 

11 "THIN-SIGHT" 

1 "SLIM-LIVING" 

* %% % 
 ̂ e -%% 2>. ^ & m % % <2<SL 
% 

% 

Q, vx 
•̂ 2. 

<2 -%.̂ x  ̂

\% % 
%, w*.  ̂% #8- % 
% 

v> 

Figure 1. Other weight reduction methods previously 
tried by "Thin-Sight" and "Slim-Living" 
subjects 
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Eleven subjects (7 from "Slim-Living", 4 from 

"Thin-Sight") reported dieting constantly, four subjects 

(1 from "Slim-Living", 3 from "Thin-Sight") dieted once 

a month and five subjects (2 from "Slim-Living", 3 from 

"Thin-Sight") dieted once a year. Nine subjects (3 from 

"Slim-Living", 6 from "Thin-Sight") reported weight first 

becoming a problem during childhood, three subjects (1 from 

"Slim-Living", 2 from "Thin-Sight") reported weight became 

a problem in adolescence, and eight subjects (6 from "Slim-

Living", 2 from "Thin-Sight") reported that weight became 

a problem after pregnancy. Of these subjects, three reported 

having children at home less than twelve years of age, three 

had children at home over twelve years, and two had no chil

dren still living at home. These results revealed that 

"Thin-Sight" subjects had tried more ways to lose weight 

and that many of them reported having weight problems since 

childhood. "Thin-Sight" is a new approach to weight loss 

and apparently these subjects were more willing to try a 

new approach since other approaches had not worked. How

ever, analysis of covariance did not find any significant 

difference between weight loss and number of previous 

attempts. 

Regarding ethnic background, 16 subjects reported 

being Anglo, two subjects were of Mexican-American descent, 

and two did not report an ethnic background. 
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Brownell (1982) reported that little is known about 

the social and psychological effects of weight loss and 

suggested that assessment should measure self-esteem, social 

interactions, job status, body image, and physical condition. 

Results of this study found 85 percent of the subjects (8 

from "Slim-Living", 9 from "Thin-Sight") stated they wanted 

to lose weight to improve physical condition. Eighty per

cent of the subjects (7 from "Slim-Living", 9 from "Thin-

Sight") wanted to lose weight to improve self-esteem and 

65 percent (8 from "Slim-Living", 5 from "Thin-Sight") 

wanted to improve job status or job potential while two 

percent (1 from "Slim-Living", 3 from "Thin-Sight", all 

single) wanted to lose weight to improve social life. 

These findings correlated with reasons reported by others 

(Brownell, 1984; Russ, 1984). It's not surprising that 

the majority of women in this study wanted to lose weight 

to improve self-esteem because, as reported by Russ et al 

(1984), the prevailing public attitude towards obesity often 

contributes to low self-esteem. 

Attrition 

The attrition rate was approximately 25 percent 

for "Thin-Sight" and nearly 40 percent for "Slim-Living", 

which correlates well with rates reported by others (Brown

ell, 1982; Stunkard, 1975). The lower drop-out rate for 

"Thin-Sight" may be due to cost ("Thin-Sight" -- $125, "Slim-

Living" -- $18 for members, $28 for non-members). 
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Weight Loss 

Initial weights ranged from 247 pounds to 118 pounds, 

with a mean of 188.4 pounds (See Figure 2). Mean weight 

loss was 7.4 pounds ("Slim-Living" = 6.8 pounds, "Thin-

Sight" = 7.9 pounds). This finding is somewhat lower than 

the ten pound average reported by others; however, this 

is not a significant difference (Wilson & Brownell, 1980; 

Foreyt et al, 1981). Although statistical analyses found 

no significant difference between pre-program weights or 

weight loss, it is important not to overlook the differences 

between the two programs. "Thin-Sight" appeared to be a 

less stressful approach to weight loss, whereas "Slim-Living" 

subjects counted calories, kept weekly food logs, were asked 

to restrict daily calories to 1200 and weigh-in weekly. 

This weight loss method required subjects to do more, which 

may have placed more pressure on the subjects to comply. 

For many, dieting may be too stressful. Stunkard (1976) 

reported dieters may become depressed, irritable and ob

sessed with the thought of food. Because "Thin-Sight" does 

not advocate "dieting", this may be an appropriate weight 

loss alternative for many. 

Eating Awareness Scores 

Statistical analysis showed a significant difference 

(P0.05) between the "Thin-Sight" and "Slim-Living" 
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Figure 2. Mean weights for "Thin-Sight" ( ) and 
"Slim-Living" ( ) subjects at pre
program, post-program and at three and 
six month follow ups. 
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pre-program eating awareness scores (See Figure 3). This 

may indicate that the "Thin-Sight" subject's eating habits 

were more influenced by their emotions. Although there 

was no significant difference between post-program scores, 

there was a significant (P< 0.0001) change from pre-program 

to post-program scores. This may signify that subjects 

did become more aware of when they ate and why. This may 

have influenced weight loss, although analysis of covariance 

found no significant difference between eating awareness 

scores and weight loss, and no difference between weight 

loss, eating awareness scores, and programs. The Eating 

Awareness Questionnaire was found to be very reliable in 

this study (pre-test = .94, post-test = .92). Validity 

was established for this instrument by Simonsen and Heilman 

(1983) . 

Variables Influencing Weight Loss 

Exercise 

Physical activity may be a crucial factor in whether 

a person loses weight or not (Brownell, 1982; Stunkard, 

1976; Stuart & Davis, 1972). Analysis of variance showed 

a significant difference in weight lost between subjects 

who exercised at least three hours per week, and subjects 

who exercised less (See Figure 4). However, there was no 

significant difference in pre- or post-treatment between 
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the number of hours exercised and the two programs. This 

finding correlates with the findings of others (Brownell, 

1982; Stern, 1984; Allen & Quigley, 1977), which may support 

the theory that obesity may be due in part to inactivity 

(Stern, 1984). Whether exercise aids in weight loss because 

it suppresses the appetite, increases metabolism for several 

hours post-exercise, increases calories burned, increases 

body fat loss, or decreases the set point, it must be said 

that an increase in activity can help weight loss as reported 

by Russ et al (1984) and Brownell (1984). Exercise was 

not correlated with age, or food consumption. 

Eighteen women said they were receiving support 

from a spouse, family, or friends in this attempt to lose 

weight, while two subjects reported they received no support. 

For the two subjects reporting no support, this lack of 

support apparently was not a disadvantage as neither had 

trouble losing weight. 

Food Logs 

Regardless of the type or cause of obesity, the 

overweight individual must decrease food intake (Bray, 1983; 

Katch & McArdle, 1983). The safest and best way is for 

the individual to adopt a dietary plan that is well balanced 

and adequate in essential nutrients. The four food groups 
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serve as a guide for a good diet providing the essential 

nutrients (Katch & McArdle, 1983; Zeman, 1983). 

The results of this study found that most subjects 

consumed diets high in fat and sugar. When the amount of 

fats and sugars were reduced, subjects lost weight. The 

average American eats about 127 pounds of fat yearly (Robin

son & Lawler, 1982). Fats are popular because of their 

flavor and satiety value; however, their caloric cost is 

greater than that of either carbohydrates or protein. In 

fact, Faust and Miller (1981) reported that palatable diets, 

high in fat and sugar, initiate adipocyte hyperplasia in 

otherwise quiescent depots. 

Food logs kept at the beginning of each program 

help detect abnormal eating patterns that may lead to an 

excessive calorie intake (Russ et al, 1984). Examples of 

such patterns are eating after 6:00 p.m., diets deficient 

in vegetables and fruits, and diets high in fat and sugar. 

In this study, initial food logs revealed some subjects 

snacked frequently throughout the day, and that many of 

their food choices were high in fat, sugar, or calories. 

This was consistent with findings reported by others (Russ 

et al, 1984; Brownell, 1982). However, final food logs 

showed subjects had replaced these poor food choices with 

more nutritious ones. Subjects had cut down on fat, sugar 
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and calories by broiling instead of frying, substituting 

diet soda for regular soda, and fruit for candy and cookies. 

Changes in eating habits were also made as subjects tended 

to eat only three meals per day instead of eating all through 

the day. The food logs also revealed subjects may have 

become more aware of portion sizes as initial food log items 

reflected only references to portion size such as a bowl 

of cereal, or a handful of chips. Final food log items 

were entered as three-fourths of a cup of cereal, or ten 

large potato chips. By becoming more aware of portion size, 

subjects may have cut calories which subsequently may have 

led to weight loss, since many have reported that to lose 

weight, energy intake must be reduced (Bray, 1983; Stuart 

& Davis, 1972 ) . 

Follow-up Data 

Weight Maintenance 

To evaluate maintenance, subjects were weighed at 

three-month and six-month follow-ups. The data at the three-

month follow-up showed some subjects were maintaining weight 

loss, some lost even more weight, while others regained 

lost weight. Six pounds was the average weight lost for 

"Thin-Sight" subjects at three months post-program, and 

14 pounds the average loss for "Slim-Living" subjects at 

this time. However, this average is skewed by the weight 



loss of one subject in the "Slim-Living" program. No signi

ficant difference was found between post-program weights 

and weights at three months post-program. 

Statistical analysis of data at the six month follow-

up also found no significant difference in weight when 

compared with weight at three months and post-program. 

At this time, only one subject from the "Thin-Sight" program 

had lost weight after the three month follow-up, whereas 

three "Slim-Living" subjects lost more weight. All "Thin-

Sight" subjects contacted at six months maintained weight 

lost from pre-program weight and six of the seven contacted 

"Slim-Living" subjects maintained weight lost from pre

program weight. However, this average weight loss of 12.3 

pounds is consistent with the findings of others (Brownell, 

1982; Foreyt et al, 1981). But, within this average weight 

loss, there was enormous variability among subjects, and 

it must be kept in mind that some of the follow-up weights 

were self-reported. Is this 12.3 pound weight loss impor

tant or not? Stunkard and Penick (1979) and Mahoney (1978) 

question the clinical significance of such losses. On the 

other hand, Wilson and Brownell (1980) reported that, given 

the difficulty of losing weight, mean losses of ten to 

eleven pounds are no small accomplishment. In addition, 

these losses are sometimes accompanied by positive changes 

in blood pressure, serum lipids, and psychological functioning 



Eating Awareness Scores 

Statistical analysis of Eating Awareness Scores 

at the six month follow-up found no significant difference 

between scores for the two programs. "Slim-Living" scores 

dropped slightly from post-program scores, but "Thin-Sight" 

scores had increased from 114.2 at post-program to 134.9 

at six months post-program (See Figure 3). This may indicate 

that "Thin-Sight" subjects were losing awareness of how 

emotions influenced their eating. This increase may be 

related to the slight increase in weights for these subjects 

at six months post-program. Because 60 percent of the "Thin-

Sight" subjects had been overweight since childhood or adol

escence, maintaining weight loss may have been more of a 

problem as they had long established eating habits that 

were hard to change without continuous effort. 

Exercise 

At the six month follow up there was no significant 

correlation between amount of exercise and weight loss. 

However, results showed subjects in both programs had de

creased the number of hours exercised at the six month 

follow up compared to post-program hours exercised. This 

may be a major reason why subjects were starting to regain 

weight. This decrease in exercise agrees with findings 

reported by others (Brownell, 1982; Gwinup, 1975). In fact, 
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Gwinup (1975) found that 68 percent of obese women dropped 

out of a one-year program requiring only walking. Obviously, 

attrition in exercise programs for the obese is a problem. 



CHAPTER 5 

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 

Twenty women, ranging in age from 15 to 64, partici

pated in this study comparing the effectiveness of the 

"Thin-Sight" program with a more traditional weight re

duction program, "Slim-Living". A demographic lifestyle 

questionnaire revealed all subjects had tried to lose weight 

previously, with the majority having tried exercise programs, 

calorie counting and/or diet pills- Over half of the "Thin-

Sight" subjects reported being overweight since childhood, 

while most of the "Slim-Living" subjects reported weight 

first becoming a problem after pregnancy. The questionnaire 

also revealed that "Thin-Sight" subjects had tried more 

ways to lose weight than their "Slim-Living" counterparts. 

"Thin-Sight" subjects appeared to be chronic "dieters", 

who had not been helped by any of the currently available 

weight reduction regimes. That these subjects tried "Thin-

Sight", a new type of weight reduction program, may be 

testimony that they were still searching for a way to lose 

weight. 
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This study found that education, income, social 

support, lifestyle, and ethnic background were not factors 

affecting success in weight loss. The major reasons report

ed for wanting to lose weight were to improve physical 

condition, improve self-esteem, and improve body image. 

The attrition rate was higher for the "Slim-living" pro

gram, but this may have been due, in part, to the cost 

differential as "Slim-Living" subjects had invested less 

in their program and had less to lose by dropping out. 

The initial weights for all subjects ranged from 

274 to 118 pounds. The mean weight loss for both programs 

was 7.4 pounds. "Thin-Sight" subjects lost weight without 

counting calories, keeping food logs or weekly weigh-ins.' 

This may be an important factor as these subjects were able 

to lose weight without "dieting", since dieting has been 

associated with depression and irritability. 

A significant difference was found between the 

"Thin-Sight" and "Slim-Living" pre-program Eating Awareness 

scores. These results seem to indicate that "Thin-Sight" 

subjects were less aware of how their eating habits were 

influenced by emotions. However, there was no significant 

difference in post-program scores between the two programs, 

indicating that "Thin-Sight" subjects made a major improve

ment in understanding the relationship between eating and 

emotions. 
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The results of this study also showed exercise to 

be a significant factor in weight loss. Subjects who ex

ercised at least three hours or more per week, regardless 

of program, lost significantly more weight than subjects 

who exercised less. However, between the two programs, 

there were no significant differences in number of hours 

exercised pre-program, post-program or at six months follow 

up. 

Follow up at six months found that the number of 

subjects who continued to lose weight was very small. The 

data showed that the "yo-yo" syndrome still plagued many 

subjects as there was a great deal of variability and 

fluctuation in weight. The three and six months data re

vealed subjects were gaining, losing and regaining weight. 

There was no significant difference between programs in mean 

weight change at the three and six month follow ups thus 

indicating that neither program helped the majority of 

their subjects to continue losing weight. The findings 

of this study suggest that weight maintenance or continued 

weight loss after program completion is a serious problem. 

Although "Thin-Sight" subjects did become more aware 

of how emotions influenced their eating habits, results of 

their eating awareness scores at the six month follow up 

showed an increase compared to post-program scores. This 
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suggests that these subjects need continuing support and 

motivation in order to maintain and/or increase weight loss. 

Such support may be necessary for subjects who have been 

overweight for many years and whose poor eating and exer

cise habits are long established. 

Follow up data at six months also found subjects 

had decreased the number of hours they exercised when com

pared with immediate post-program exercise. These results 

also help establish exercise as an important factor in weight 

loss. 

In conclusion, both programs were successful in 

helping participants lose weight. The results of this study 

indicated that diet, eating awareness and exercise were 

key factors associated with weight loss, while educational 

level, income, lifestyle, social support and ethnic group 

association did not appear to be important factors. It 

appeared there were two different types of subjects in this 

study. "Slim-Living" subjects had not been overweight for 

very long. Subjects such as these should be the ones likely 

to benefit from a short-term weight loss program. On the 

other hand, "Thin-Sight" subjects appeared to be chronic 

dieters who had been overweight for many years. Eating 

awareness scores at the six month follow up showed an in

crease when compared to post-program scores, indicating 
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that these subjects were losing self-awareness and slip

ping back into old habits. This suggests that these subjects 

need to be encouraged to continue with a long-term intensive 

program, which might include psychotherapy, nutrition coun

seling, exercise and behavior modification, in order to 

lose more weight and then maintain their weight loss. A 

new lifestyle which includes good eating habits and exercise 

should be the ultimate goal of all subjects participating 

in weight reduction programs, regardless of the type of 

program. Although the "Thin-Sight" program was shown to 

have definite advantages for the chronically obese, the 

ten week program, by itself, was not sufficient for main

tenance of the new lifestyle. 

Weight reduction can be a very frustrating problem 

as maintaining weight loss is extremely difficult for most 

people. If predictors of success could be identified, then 

perhaps individuals could be matched with treatment. Such 

predictors might well be self-control, restraint, and weight 

increase threshold. Self-control refers to the ability 

to recognize positive achievements, and to reinforce this 

accomplishment either emotionally or materially. Restraint 

is an individual's resistence to physiological or psycho

logical pressures to eat. Weight increase threshold is 

an individual's ability to take action to lose weight once 
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weight climbs above a self-imposed limit. If, in using 

these variables, we could identify individuals that would 

be more likely to succeed in losing and maintaining weight 

loss, then perhaps some individuals could be spared the 

psychological trauma of yet another weight loss failure. 

The challenge of finding a "cure" for obesity rests 

in further research. By pinpointing the exact cause(s) 

and matching these with appropriate treatment programs, 

many more individuals may enjoy successful weight loss and 

maintenance, thereby eliminating the "yo-yo" syndrome and 

the psychological trauma of obesity. 
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THE EATING AWABENESS TEST 

How to rate yourself: 
If your answer is Sever, give yourself 1 point 

2 points 
3 points 
U points 
5 points 

Sometimes 
Often 
Very frequently 
Always 

Question 

1. Do you ever say to yourself, "I've been on this diet long enough. 
Now I really deserve a special treat. It will make me feel better" 

2. Your hostess insists you try a second helping. Though you really 
shouldn't have had the first, do you have another and rationalize 

• that you don't want to hurt her feelings? 

3. When you have been craving a special treat - cream, pecan pie, 
chocolate - do you find you can't control it, can't held out until 
the feeling dissipates? 

h. When all is going well and you have Just accomplished something, 
do you reward yourself "just this once" with high calories? 

5. When you feel depressed, does eating raise your spirits? 

6. Do you eat when you are angry, just before or just after a heated 
argument ? 

7. There's a sale on chocolate-covered caramels, doughnuts or crumb 
pie. Do you buy some, take it home and hide it and'then eat all 
of it yourself? 

8. When you pass your favorite candy store, gourmet food shop, bakery, 
are you compelled to go in and buy something? 

9. Ho matter how hard you try, does the sight of a forbidden food get 
the best of you sometimes? 

10. Do you deliberately eat high-calorie foods even -chough you don't 
like them? 

11. Do you use food as a tranquilizer or an energy booster? 

12. Do you make a ritual of eating your meals or snacks at exactly 
the same time every day? 

13. Do you look at your empty plate and only then realize you've eaten 
everything on it? 

lU„ When frustration gets the better of you, do you head for the 
refrigerator? 

15. Do you gulp, mash, grind, slurp or inhale your food so you don't 
really taste it? 

16. Do you prefer eating alone because no one will know what or how 
much you eat? 

17. Have you tried many diets for brief periods of time, with partial 
or no long-term success? 



18. Do you find that day after day you fantasize about going on 
a binge! 

19. Do you ever purposely plan a very rich calorie-laden meal Just 
because you know you'll be eating alone? 

20. Do you eat when you're not hungry? 

21. Are you careful not to overeat when you are with others but stuff 
yourself when you are alone? 

22. Do you ever feel so helpless about the way you look that you think, 
"What's the use?" and keep on eating? 

23. Do you eat until you feel uncomfortable? 

2U. Do you get irresistible urges for a specific food, and would you 
go out even in a blizzard to get it? 

25. Do you eat most of your food after dinner or later? 

26. Does closet eating make you feel guilty or ashamed? 

27. Do you hide away favorite foods to be eaten at a later time? 

28. A tempting-looking dish has just been placed on a buffet table. 
You have already finished eating. Do you go ahead and eat it anyway? 

29. Do you stock up food supplies "just in case company comes," even 
though you don't really need it? 

30. Do you ever realize you haven't really tasted your food because 
you've covered it with condiments cr eaten it too fast? 

31. Do you eat over the sink, out of the pot, right from the refrigerator? 

32. Are there some foods you find almost impossible to stop eating? 

33. Do you know you eat too much but deny it when it is mentioned by 
other people? 

31*. Do you underestimate your caloric intake? 

35. Are you irked when your friends or family tell you you should 
lose a few pounds? 

36. Do you feel flustered and embarrassed when you're eating a large 
meal or a "no-no" in a public place and are spotted by someone 
you know? 

37. When concentrating hard on a task, do you eat to combat mental 
fatigue? 

38. Do you monitor your food intake and table manners when you are 
eating with others so they will think you are completely in control? 

39. When you are reprimanded for improper food selection, do you stop 
eating it but then later eat what you want, feeling that nobocy 
is going to tell you what to do? 

U0. Do you deliberately disregard your diet plan, particularly when 
faced with certain foods? 

Ul. Is your family unhappy with your health or appearance? 

b2. Do you tzy "miracle diets" you read about even though you know 
they may not be safe? 

U3. Do you dislike your body's appearance? 

ItH. Do you use physical complaints as an excuse for overeating? 



U5. Would you be ashamed if a former boyfriend (girlfriend) or classmat 
showed up at a reunion and saw you as you look now? 

U6. Do you try on clothes you know won't fit, hoping against hope that 
somehow they will look wonderful on you? 

^7. Does being overweight make you feel inferior? 

i*8. Do you ever deliberately overeat simply because you already feel 
uncomfortable? 

i»9. Do you begin a diet thinking, "This time I'm really going ti 
stick to it," only to find once more you don't last more than a 
week or so? 

50. Do you try to compensate for your size by being excessively nice 
and helpful to other people? 

51. Do you feel it is unfair that you can't eat as other people da? 

52. Do you feel envious of thinner, more attractive people? 

53. Would you be willing to tiy a hazardous method of weight reduction 
if it promised a rapid and remarkable loss of pounds? 

51*. Do you feel your size makes you unattractive to the opposite sex 
even when you are well dressed? 

55. Have you been humiliated because of a remark or gesture about 
your weight? 

56. Would you pay for promises? In other words, would you pay a high 
fee for a quick weight-loss method with spectacular claims rather 
than try a more gradual proven method? 

57. Do you feel being overweight makes you look older? 

56. When you begin a diet, do you plan to lose more pounds than you 
know you can realistically manage? 

59. Do you feel your weight negatively affects your sexual desire? 

60. Are you very critical of other overweight people? 
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PROJECT APPROVAL FORM 

FOR ETHICAL REVIEW OF ACTIVITIES INVOLVING HUMAN SUBJECTS 
IN QUESTIONNAI RES, INTERVIEWS, OBSERVATIONS, VIDEO & AUDIO TAPES, ETC. 

1. Mary Marian nutrition & Food Science 
Principal Investigator Department 

Effectiveness of self-awareness and 'behavior modification approach to weight loss 
Titit of Project 

compared to more traditional approaches« 

Nama of Funding Agent Nona 

SUPERVISING OFFICIAL 
I certify that (1) facilities and personnel are available to the investigator for assuring the safety 
and well-being of human subjects involved; (2) I will be responsible for continuing surveillance of 
the proposed program with respect to the rights and welfare of human subjects; (3) no 
procedural changes relating to the human subjects involved will be allowed without prior review 
by the University Committee; (4) I am satisfied that the procedures to be used for obtaining 
informed consent comply with the spirit and intent of jDHHS regulations; (5) I certify that the 
investigator is fully competent to accomplish .the goals and techniques stated in the attached 
proposal; (6) the signed consent forms will be filed in the Departmental file and retained for a 
eriod of six years. (period of six years. 

tvw-. (fl-Pari 
Mead of Department, Oean of the Cofioge, or compatible authority 

Titl« 

3. ADVISING PHYSICIAN 
(Signature needed only if project involves medical procedures and investigator is not a licensed 
physician.) I certify that I am a duly licensed physician of the state of 
and that, acting as advising physician, I accept responsibility for any complications to human 
subjects that may arise from the procedures prescribed therein or used in this project 

Physician Data 

4. DEPARTMENTAL REVIEW COMMITTEE 
We/I have examined the proposal cited above, and find that the information contained therein is 
complete; that the scientific aspects of the project include appropriate provision for protecting 
the rights and welfare of the human subjects involved; and that the required forms have been 
filled out properly in accordance with the Institutional Assurance filed by the University of 
Arizona with the U.S. Department of | Health and Human Services. 

Minimal risk to human subjects: Human Subjects Committee review optional 
Possible risk to subjects: Human Subjects Committee review recommended. 
Subjects at rjsk: Human Subjects Committee review^required. 

£? v ( / /6 /% )T 
Chairman of Departmental Review Committee Date / 

5. HUMAN SUBJECTS COMMITTEE 
The proposal above was approved on this date by the Human Subjects Committee. 

Chairman Date 
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This study and questionnaire are designed to assess the effec
tiveness of the Self-Awareness (Thin-Sighted) approach to weight 
loss versus the traditional approach. Your help with this study 
is greatly appreciated. 

Name Age 

Address ' ; 

Phone Sex K F 

Please Circle Your Answer 

Your Present marital status: 

1 Never married 

2 Married 

3 Divorced 

if Separated 

5 Widow/Widower 

Is Your Home: 

1 Single-Family Detached 

2 Apartment 

3 Town House 

if Mobile Home 

5 Other (specify) 

Are you: 

1 "Employed Full Time 

2 Employed Part Time 

3 Not Employed Outside the Home 

if Student, Full Time 

5 Student, Part Time 

6 Retired 

7 Unemployed 

Do you live alone? Yes No 
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If no, how many.adults live in the residence with you? 

How many children do you have living at home under 12 years 

of age? Over 12 years of age 

Do you consider yourself to belong to any racial/ethnic 

group? Yes No 

If yes, please circle appropriate answer: 

1 Mexican-American 5 V.'hite 

2 American Indian 6 Hispanic 

3 Asian or Pacific Islander 7 Other 

4 Elack T 

Which is the highest level of education that you have corr.plet.ed? 

1 No Formal Education 

2 Grade School 

3 Some High School 

4 High School Graduate 

5 Trade School 

6 Some College 

7 College Graduate 

6 Some Graduate Work 

9 A Graduate Degree 

Your approximate total family income from all sources last year: 

1 Less than $5,000 

2 55,000 to S9,999 

3 510,000 to $14,999 

4 315,000 to S19,999 

• 5 $20,000 to $24,999 

6 $25,000 to 529,999 

7 $30,000 to 539,999 

8 $40,000 to $49,999 

9 $50,000 or more 



Why do you want to lose weight? 80 

1 improve self-esteem 

2 for someone else (spouse, boyfriend) 

3 improve job status or potential 

4 improve body image 

5 for medical reasons (heart disease, diabetes, other) 

6 improve physical condition (general fitness) 

7 improve social life 

Please give an estimate of your weight 

3 months ago 

6 months ago 
1 year ago 

2 years ago 

5 years ago 

When did your weight become a problem? 

1 Childhood 

2 Adolescence 

3 After pregnancy 

k Other 

Do you have someone supporting you in your attempt to lose 
weight: Yes No 

If yes, checK one: 

1 Spouse 

2 Parent(s) 

3 Child 

k Friend 

Please estimate the number of hours you spend per week cr. the 
following activities: 

1 walking 

2 exercising (aerobics, nautilus, etc.) 

3 watching TV 

i+ housework 

5 swimming 

6 reading 

7 tennis, racquetball or other vigorous sport 
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How many meals do you eat at home each day? (on an average) 

1 None 

2 One 

3 Two 

k Three 

At lunch, do you usually: 

1 Bring lunch from home 

2 Eat in the cafeteria 

3 Eat out 

4 Skip lunch 

Does your job require you tc entertain clients (whether ±z 
lunch, happy hour or dinner out) 

1 Once or twice a month 

2 Once or twice a week 

3 Once or twice a day 

4 Not at all 

Have you attempted to lose weight before? Yes No 

If you have attempted to lose weight previously, circle all 
ways you tried: 

1 Fasting 

2 Exercise Program 

3 Calorie Counting 

if Diet Pills 

5 High Carbohydrate, Low Protein 

6 High Protein 

7 Low Carbohydrate, High Fat 

8 Diet Center 

9 Weight Watchers 

10 Overeater's Anonymous 

11 Nutri-System 

12 Other 

Number of previous attempts you have tried to lose weight: 

1 Never 

2 about 1 x per year 

3 about 1 x per month 

k I'm constantly attempting to diet 
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Weight 
Percent Pre-Program Post-Program Weight Weight at Weight at Change Post 

Subject Height Overweight Weight (lb.) Weight (lb.) Change 3 months 6 months 6 months 

" T H I N - S I G H T 11 

1 5'5V 168 212 214 +2 212 X -2 
2 5'4" 197 222 212 -10.5 204 206 -6 
3 5' 2" 180 193 172 -21 180 175 +3 
4 5'2h" 175 187 172 -15 180 180 +8 
5 5'2" 162 174 161 -12.5 157 162 +1 
6 5'4" 176 212 203 -9 200 207 +4 
7 5'3V 176 187 187 0 180 183 -4 
8 518 V 140 193 186 -7 186 186 0 
9 5'7" 127 168 160 -8 160 165 +5 
10 5'7" 121 160 162 +2 152 155 -7 

" S L I M - L I V I N G " 

1 5'4" 146 175 172 -3 172 171 -1 
2 5'4" 206 247 230 -17 197 X -33 
3 5'7" 141 190 172 -18 145 134 -38 
4 5' 118 118 115 -3 115 X 0 
5 5' 5" 130 162 166 +4 163 163 -3 
6 5'8" 164 229 222 -7 212 212 -10 
7 5'6" 130 169 162 -7 167 165 +3 
8 5'5" 186 232 226 -6 222 223 -3 
9 5'7" 154 208 194 -14 X X -14 
10 5'3V 113 130 130 0 124 124 -6 
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