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ABSTRACT 

Reducing obesity remains a public health priority of urgent necessity. In an effort to 

address this need and plan future health interventions, a survey of obesity-related knowledge and 

beliefs was administered in a small population of Hispanic women in an urban Phoenix health 

center. This paper describes the project design and project findings. A cross sectional univariate 

descriptive design was conducted by administration of Obesity Risk Knowledge Survey (ORK-

10) and the Obesity Belief Scale (OBS). Self-administered surveys were provided to patients 

during regularly scheduled health visits at the Wesley Health Center in Downtown Phoenix. 

Participants included 12 Hispanic women aged 18 years or older, with a body mass index greater 

than 25. Results from the OBS scale were analyzed to evaluate whether respondents held 

positive or negative beliefs in the OBS subscales. The Theory of Planned Behavior then served 

as a model to guide evaluation of the findings from the OBS subscales. Results of the ORK-10 

were calculated for overall score, with higher scores associated with greater obesity knowledge 

(range 2 - 8, (mean (S.D.) = 5.3(1.8)). Findings from the OBS subscales were assess on 7 point 

Likert scale. The Health Beliefs subscale responses were overwhelmingly positive while the 

Social and Aesthetic Beliefs and Cost subscale scores were found to have negative beliefs. 

Results from the survey did not reflect positive intention among the participants. While attitude 

toward the behavior was overwhelmingly positive among survey participants, social behavior 

norms, and perceived control were reflected negatively by survey responses. Based on The 

Theory of Planned Behavior negative responses in any of these categories suggests that 

population has negative intention and is thus incapable of successful behavior change. 



 
 
 

9

INTRODUCTION 

Overweight (BMI 25 – 29.9) and obesity (BMI >30) are serious public health concerns 

affecting more than 70% of Hispanic-Americans (United States Department of Health and 

Human Services, Office of Minority Health [USDHHS], 2013b). Many cultural, environmental, 

and individual factors have been associated with the increased prevalence of obesity in the 

Hispanic population. Factors such as cultural preference for heavier body types, language barrier, 

immigration status, poor access to and knowledge of healthy foods, access to safe outdoor space, 

and higher exposure to unhealthy food have all been associated with obesity prevalence in the 

Hispanic population (Jean, Bondy, Wilkinson, & Forman, 2009; Waldrop and McCarthy, 2011; 

Ward, 2008). Overweight and obesity are also associated with many major chronic health 

conditions and considerable health burdens, including death and disability from preventable 

obesity-related complications. These complications are among the most significant sources of 

healthcare spending in the United States, and result in considerable burden to both individuals 

and society by way of high healthcare cost, lost productivity, and increased morbidity and 

mortality.  

Problem Description 

Hispanic women are a special subpopulation who experience disproportionately higher 

rates of poverty, food insecurity, low literacy and low levels of education. These factors all 

contribute to the higher prevalence of obesity among the Hispanic female population, which was 

reported by the United States Department of Health and Human Services at 78% compared to 

non-Hispanic white females at 60.3% (USDHHS, 2013b).  
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Behavior modification and acceptance of a healthy lifestyle are essential concepts in 

promoting and maintaining healthy behaviors in obese and overweight individuals, and often it 

requires major lifestyle, environmental, and diet modifications (Trust for America’s Health, 

Robert Wood Johnson Foundation, 2014). Many cross-sectional studies have documented 

positive results in such overweight interventions; unfortunately, longitudinal studies demonstrate 

that long-term maintenance of health behaviors and maintenance of a healthy weight among 

overweight individuals often does not persist, and that these individuals struggle to maintain a 

healthy weight and behaviors over time (Birch and Ventura, 2009). The reason for poor sustained 

change may be explained by the Theory of Planned Behavior and the Trans-Theoretical Model of 

Change which suggest that behavioral change is a fluid process in which people do not change 

behavior quickly or decisively, but that behavior depends on motivation (intention) and ability 

(behavioral control) (Behavioral change models, 2013). This suggests that outcomes in obesity 

interventions and treatment would be improved if knowledge of individual motivations and 

abilities were assessed, and accounted for, prior to planning obesity interventions.  

The Wesley Health Center (WHC) observes many of these same issues, wherein the 

Downtown Phoenix center cares for a patient population that is over 90% Hispanic. Currently, 

there is no overweight education, or a healthy lifestyle program available within the health 

center, a center in which many patients fall into an overweight and obese body classification. In 

an effort to address this need and plan future health interventions, a survey of obesity influences 

was planned to assess obesity-related knowledge and beliefs among Hispanic females receiving 

care at the WHC.  
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Review of Literature 

Health Beliefs and Values 

Health beliefs and perceptions are complex and dynamic concepts with multiple 

variables, influenced by the individual, family, and sociocultural context. The influence of 

culture on health perception cannot be underestimated, and cultural influences exhibit a profound 

effect on an individual’s perception of information and willingness to change (Global Health 

Education Consortium, 2007). The literature review revealed key themes in Hispanic-American 

health perception. Themes included: the desire for heavier body habitus, thinness associated with 

poor health, and moderate overweight perceived by parents and Hispanic male children as 

normal. 

Perceptions of Weight and Health Status 

Hispanic-Americans were found throughout the literature to favor larger body 

composition when compared to thin body composition (Jean, Bondy, Wilkinson, & Forman, 

2009; Waldrop and McCarthy, 2011; Ward, 2008). Hispanic parents and adult caregivers often 

perceive moderate overweight in adults and children as normal, healthy, and happy, while 

thinness is often associated with poor health. While Hispanic adults were found to favor a 

heavier body composition especially in their children, Hispanic children were found to prefer a 

thinner body composition when reviewing images that depicted normal body weight and normal 

BMI. Skelton, Bennet, Guzman, and Beech (2012) completed a focus group interview of 25 

Hispanic males, aged eight to twelve, and found that among the obese participants, all obese 

boys identified themselves with overweight or obese images and expressed a desire to look 

thinner, while boys in the overweight range identified themselves with normal weight images. In 
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a study of Pubertal Development in Mexican American Girls, girls reported a desire to have a 

thinner appearance, reporting feelings of pride, when others compared their body stature as 

thinner than that of their peers (Jean et al., 2009; Skelton et al., 2012). These findings emphasize 

the role of media in Hispanic-American boys and girls body perception, and suggest the role 

acculturation likely exhibits on body image and weight perception.  

Perception of Overweight and Its Relation to Health Problems 

The ability to perceive health status and risk for serious health consequences is an 

important consideration when planning health improvement interventions. Jean, Bondy, 

Wilkinson, and Forman (2009); Skelton et al. (2012); and Ward (2008) reported that both 

Hispanic-American children and adults correctly associated obesity with poor health, chronic 

illness, and hospitalizations. Male children also associated poor physical performance with obese 

body types. Symptoms reported by study participants included: the inability to participate in 

usual exertional activities such as walking and climbing stairs, difficulty breathing during 

exertion, and inability to participate in recess (Skelton et al., 2012). While Hispanic-Americans 

were able to correctly associate the consequences of obesity with poor health outcome in 

multiple studies, the results showed that participants were not able to correctly identify a healthy 

weight and overweight stature among visual images depicted by Ward in 2008. Ward (2008) 

found that Hispanic children, who were of normal weight, were perceived to be in poor health, 

while ‘good health’ was associated with images of overweight body types, and the absence of 

health issues that restrict functional ability to preform normal activities on a daily basis.  
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Health Knowledge 

A common theme among all reviewed literature was that of the Hispanic-Americans’ 

ability to relate a healthy weight and physical health to a healthy diet. In general, both adults and 

children responded that a healthy diet is necessary to maintain a healthy weight (Acheampong & 

Haldeman, 2013; Jean et al., 2009; Skelton et al., 2012). Both male and female Hispanic children 

reported that items, such as fruits and vegetables, were important components of a healthy diet 

(Jean et al., 2009; Skelton et al., 2012). Hispanic children also reported that taking part in 

physical activities such as: running, walking, racing, doing jumping jacks, lifting weights, being 

athletic and riding bicycles, helped a person to keep in shape (Jean et al., 2009 & Skelton et al., 

2012). (Skelton et al., 2012). Acheampong and Haldeman (2013) assessed the nutrition and 

health knowledge of African-American and Hispanic-American women caretakers of children 

under the age of 12. The study reports that the greatest percentage of Hispanic women had 

nutritional knowledge that was considered ‘fair’. The Hispanic group was also significantly less 

confident in choosing, preparing, and selecting healthy foods for their families compared to the 

African-American group (Acheampong and Haldeman, 2013). In an assessment of attitudes and 

participation in exercise, Juarbe, Lipson and Turok (2003) reported that Hispanic women 

positively associated exercise with improved health. Of the research participants 31 thought that 

exercising provided them with physical and/or mental health benefits. Barriers to physical 

activity reported by women included: gender and role factors, cultural values and beliefs, social 

factors, and psychological factors (Juarbe, Lipson and Turok, 2003).  
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Framework 

The Theory of Planned Behavior was chosen as a framework to guide the assessment of 

obesity-related knowledge and beliefs among a population of Hispanic women. The Theory of 

Planned Behavior was developed in 1980, by Icek Ajzen and Martin Fishbein, professors of 

psychology, to predict and understand the motivational influences on behavior, and to identify 

how and where to target strategies for behavioral change (Simon Fraser University, 2013). The 

Theory of Planned Behavior has been utilized by the Social Sciences and other fields to predict 

and modify behavioral change in areas including: dieting, weight loss and smoking cessation. 

Key constructs of the theory include: attitude toward a behavior, social behavior norms, and 

perceived control of the behavior. Attitude toward the behavior is the value that is placed on the 

behavior. Subjective norms are the beliefs about what others think that an individual should do, 

and the degree that we are motivated by what others think. Perceived control is the belief that a 

behavior is within one’s own control (Simon Fraser University, 2013). Each of these categories 

may be either positive or negative. According to the Theory of Planned Behavior, an individual 

must have a positive value in each of the categories in order for behavior change, and a negative 

response in any of these categories eliminates the likelihood for successful behavioral change.  

Specific Aims 

The purpose of this project is to complete an assessment of overweight and obesity- 

related knowledge and beliefs in overweight Hispanic females at the Wesley Health Center. A 

knowledge assessment and survey founded in the Theory of Planned Behavior was administered 

in the form of two brief surveys. Information elicited by this project is intended to inform the 

development of future health program planning and health program development.  
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Aim 

To complete an assessment of obesity-related knowledge and beliefs among overweight 

and obese Hispanic women receiving health services at the Wesley Health Center. 
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FIGURE 1. Application of the Theory of Planned Behavior.  

(If individual attitude, perceived control, and social norms are positive the individual has positive intention and is therefore 
capable of behavior change. Adapted from “Behavioral Change Models: Theory of Planned Behavior” (2013).) 
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METHODS 

Context 

There are many contextual elements, which were considered when planning for survey 

administration at the Wesley Health Center. Contextual elements such as: race and ethnicity, 

income, education level, and local food environment, were all considered for the role each of 

these factors exhibits in obesity development among Hispanic females. 

Obesity disproportionately affects Hispanic females compared to non-Hispanic females, 

and their Hispanic male counterparts. Waldrop, and McCarthy (2011) found that Hispanics living 

in the United States adopting a different lifestyle and diet experienced higher rates of obesity, 

reduced physical activity, and modification of diet to include American convenience foods. 

Recent immigration into the United States and consumption of non-core food was documented to 

exhibit a significant role in obesity development by the Acculturation Determines BMI 

Percentile and Noncore Food Intake in Hispanic Children (2014). Findings from this study report 

that in: 

“Puerto Rican and non-Puerto Rican Hispanic caregivers, greater maternal 
acculturation to the U.S. was associated with higher child noncore food 
consumption and a higher child BMI. Higher noncore food consumption 
in the sample was associated with higher rates of overweight and obesity, 
suggesting that the relation between child BMI percentile and 
acculturation is mediated by noncore food consumption. In the Puerto 
Rican caregivers, however, the relation was more complex. Again, greater 
maternal acculturation to the mainland United States was associated with 
higher child noncore food consumption, but this was not associated with 
higher BMI percentile.” (Wiley et al., 2014).  

Education and literacy levels are greatly associated with an individual’s health knowledge. When 

compared to other populations, Hispanics have higher obesity risks due to limited English 

proficiency, and less access to basic healthcare needs (Acheampong & Haldeman, 2013). Low 
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socioeconomic status and poor financial resources are also correlated with poor health, which 

consistently leads to higher rates of obesity-related illness among Hispanic-Americans 

(Acheampong & Haldeman, 2013).  

Food insecurity is a term that describes a person’s ability to purchase high quality healthy 

food items in local convenient areas. Food insecurity may be related to food availability, but also 

may be influenced by a person’s ability to afford healthy food items. Food insecurity has been 

associated with suboptimal child health and development, depression, and obesity among adults 

especially women (Cook & Frank, 2008; Dinour, Bergen, Yeh, 2007 in Perez-Escamilla, 2009; 

Leung, Williams & Villamor, 2012). Currently, nearly forty-percent of the United States 

population lives in areas in need of better food situations, where the majority of residents have 

difficulty with access to fresh, healthy, affordable food (USDA, n.d; Lash, n.d.). These areas are 

known as ‘food deserts’. In Maricopa County over 55 areas qualify as food deserts including the 

area immediately surrounding the Wesley Health Center (USDA, 2015). While poor access to 

food is a concern for many, exposure to cheap convenience foods is frequently highest in areas 

of poorest incomes (Van Hook et al., 2009). This is also true of the local area surrounding the 

WHC, where over 10 fast food and convenience stores operate without the presence of a full- 

service grocery store. It is well documented that immigrants are at a much higher risk to 

experience poverty than other groups (Raphael & Smolensky, 2009). The combined effect of low 

access to healthy foods, and the increased accessibility of calorie-dense, unhealthy food options, 

places the poor at a serious disadvantage and increased risk for development of overweight and 

obesity. 
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Intervention and Project Design 

A quantitative cross-sectional univariate descriptive design was chosen as the method for 

survey analysis. This research design was chosen because it is the most appropriate study design 

to examine the frequency or average value of variables (Polit & Tatano Beck, 2012). Obesity 

knowledge and beliefs are the variables to be examined in the project via a self-administered 

questionnaire. Sub-categories within the obesity beliefs will be examined individually and 

include: health beliefs, social and aesthetic beliefs, and cost. The population to be studied will 

include a sample of overweight and obese Hispanic women (BMI >25) who are currently 

receiving healthcare services at the WHC.  

Participants 

Participants were recruited during regularly scheduled health education courses and 

office visits, at which time consent letters and the surveys were provided for review. The Body 

Mass Index (BMI) was calculated based upon the most recent recorded weight and height. 

Attendees at the course were given a verbal introduction of the project (see Appendix D), which 

was also translated to Spanish by the interpreter at the time of the recruitment.  

Sampling Design 

Purposive sampling was conducted to focus project findings on the population of 

overweight and obese women receiving healthcare at the WHC. This method was chosen for its 

practicality and its ability to demonstrate and yield information specific to the population. This 

method assumes heterogeneity within the sample (Polit & Tatano Beck, 2012). This assumption 

is supported by population characteristics including: culture, language, age, education, and 

income, represented in the population profile, recognizing key characteristics specific to the local 
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population. The investigator understands that this sampling manner is subjective, and provides 

no external objective method for assessing the typicalness of the sample, and findings will 

therefore not be generalizable to larger populations (Polit & Tatano Beck, 2012). The intent of 

this survey was to inform future interventions within this population and so the generalizability 

to larger populations is not a concern.  

Sampling Criteria 

1. Currently receiving health services at the Wesley Health Center 

2. BMI greater than 25 

3. Women identifying as Hispanic, Latino, or Mexican aged 18 years or older 

4. Able to read and write proficiently in English or Spanish 

Measures 

Data collection occurred through administration of Obesity Risk Knowledge Survey 

(ORK 10) scale and the Obesity Belief Scale (OBS). Both tools were used in a study by Swift, 

Glazebrook, Annesss & Goddard (2009), to assess the obesity-related knowledge and beliefs in 

obese adults attending a weight management service. Significant study findings showed that 

intended weight loss among study participant was positively associated with health beliefs, and 

although the majority of study participants were unsuccessful in managing their weight, in those 

that had been successful, health beliefs were associated with better outcomes at 12 months. Use 

of the Obesity Risk Knowledge survey and Obesity Belief Scale in this project is supported by 

Swift et al. (2007; 2009) who suggests that these tools would be useful to explore the knowledge 

and relationship between obesity beliefs and weight control behavior to develop health 
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promotion strategies in strategic groups, to inform the development of health education 

materials, and to target health promotion resources.  

The Obesity Risk Knowledge Survey scale is a reliable, discriminant and valid 10-item 

scale used to assess the knowledge regarding the health risks associated with obesity, and is 

suitable for individuals over the age of 12 (Swift, Glazebrook, Novak & Annes, 2006). The ORK 

10 scale is designed to be self- completed by respondents being required to judge whether 

statements are ‘true’ or ‘false’. Scores range from zero to 10, with higher scores indicating 

higher levels of knowledge (Swift et al., 2006). The pilot work for this tool reported the 

Cronbach’s alpha coefficient of >0.7, indicating the scale is internally consistent and therefore 

reliable (Swift, 2006). Validity was determined by univariate analysis where the expert group 

achieved considerably significantly higher knowledge scores compared to the non-expert group 

(Z = -17.364; P<0.001) (Swift, 2006).  

The Obesity Beliefs Scale is a psychometrically sound 15-item instrument, to assess the 

beliefs about the health and non-health costs associated with obesity, the costs associated with 

managing weight, and is suitable for individuals over aged 13 (Swift et al., 2009). The scale 

comprises three short, reliable, unidimensional and valid subscales, which assess the health 

beliefs, social and aesthetic beliefs, and costs associated with obesity and ideal weight (Swift et 

al, 2007; Swift et al., 2009). Participants respond using a 7 point Likert scale (‘strongly agree’ to 

‘strongly disagree’). Cronbach’s coefficient for the total OBS score was 0.70 (95% confidence 

interval), indicating good internal consistency and reliability. Swift et al. (2007) reported good 

validity for each belief subscale: health beliefs subscale (Z = - 2.763; p < 0.001), social and 

aesthetic subscale (Z = - 6.927; p < 0.001), and the cost subscale (Z = - 9.016; p < 0.001).  
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Analysis 

Data analysis was conducted through application of statistical functions in Microsoft 

Excel for Mac 2011 version 14.6.4. Individual survey scores were tallied by hand for both the 

ORK 10 and OBS. Responses to the ORK 10 were assessed individually for common themes 

among the sample population. Responses to the OBS were analyzed to evaluate whether 

respondents held positive or negative beliefs of each subcategory. Subcategories for analysis 

included: health beliefs subscale, social and aesthetic beliefs subscale and cost belief subscale. 

Ethical Considerations 

Formal ethics review was completed through the University of Arizona Human Subjects 

Protection Program. The proposed project was evaluated for potential ethical dilemmas. Potential 

risks for ethical soundness was evaluated and rationale measures to protect ethical justice were 

included. 

Low-income and Hispanic women are considered a special and vulnerable population 

requiring protection, because they are often socially, economically, and educationally 

disadvantaged. The proposed project was developed without an intervention or treatment group 

to mitigate the risk for harm, and only sought to evaluate current health knowledge and beliefs. 

Name and medical record number were not associated with the surveys, and were not used in the 

project to protect participant anonymity. Completed patient surveys were collected by the author 

at the end of each patient visit and stored by the author under lock and key in the author’s home 

filing cabinet.  
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The author also acknowledges that the terms ‘overweight’ and ‘obese’ are sensitive 

terms, and used these terms in a sensitive manner when developing the recruitment script, which 

was used to describe the project to potential participants.  

A certified Spanish interpreter was used for document translation, and utilized during all 

patient interactions to ensure appropriate translation, and respondent comfort to communicate 

and complete survey in preferred language. The translator selected to complete written 

translation has completed annual Health Insurance Portability and Accountability Act (HIPPA) 

compliance training and has over 10 years experience translating medical Spanish. 

RESULTS 

This project sought to enroll approximately 12 participants. Thirty women were 

approached regarding survey participation, and of those, a total of 18 surveys were returned. Of 

the returned surveys, three were eliminated due to incomplete or partial responses, and three 

were excluded due unsigned consents and one respondent choosing ‘Caucasian’ on the 

demographic form, which was an immediate disqualifier for survey participation.  

Population Characteristics 

Of the respondents, 42% were aged at 18 to 25, 25% were aged 34 to 45, and 33% were 

older than age 45. Eleven of the 12 respondents were married, and 10 of the 12 respondents 

reported children in the home. The majority completed high school (67%), 25% had a level of 

education equal to junior high school, and one respondent completed college. Six out of 12 

respondents did not complete the household income section. Of those completing the income 

section 83% chose household income of $10,000 - $20,000 per year. One respondent chose 

household income greater than $40,000 per year.  
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Survey Results 

The ORK 10 survey was utilized in this project to assess population knowledge of obesity 

among an already overweight or obese population. The survey was comprised of 10 true and 

false statements, which assesses the knowledge regarding the health risks associated with obesity 

(Swift, Glazebrook, Novak & Annes, 2006). Survey scores ranged from two to eight, (mean 

(S.D.) = 5.3(1.8)) table 1.  

The OBS is 15-item instrument comprised of three subscales: health beliefs, social and 

aesthetic beliefs and costs associated with obesity and ideal weight (Swift, Glazebrook, Annesss 

& Goddard, 2009). Participants responded using a seven-point Likert scale (‘strongly agree’ to 

‘strongly disagree’). Survey responses were analyzed to evaluate whether respondents held 

positive or negative beliefs of each subcategory (Table 1). Scores from the Health Belief Scale 

(HBS) ranged from 24 to 28 (mean (S.D.) = (27 (2.1)). Social and Aesthetic Beliefs Scale 

(SABS) scores ranged from 15 to 35 (mean (S.D.) = (26 (7.5)). Cost Subscale (CS) score ranged 

from 13 - 34 (mean (S.D.) = (20 (7.0)). A narrow upper and lower confidence interval was found 

among the ORK 10 responses (CI (lower, upper) = 1.03 (4.27, 6.33)) and the HBS scale (CI 

(lower, upper) = 1.21 25.79, 28.21)). The narrower the CI around the study point estimate, the 

less margin of error a clinician may face when interpreting these results. In contrast the SABS 

(CI (lower, upper) = 4.27 (21.73, 30.27)) and CS (CI (lower, upper) = 3.95 (16.05, 23.95)) scores 

reflected a wide upper and lower confidence interval, which increases the uncertainty while 

interpreting the accuracy of these scores. The wide confidence interval reflected by SABS and 

CS scores was likely influenced by small sample size, and Melnyk, Fineout-Overholt (2011), 
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note that larger samples tend to give more precise estimates of effects and are more likely to 

yield statistically significant effects.  

The greatest influence on survey completion appeared to be the contextual influences of 

literacy, education, and culture, which became apparent when numerous respondents completed 

partial survey responses or completed consents, but then abandoned their responses mid-way 

through the survey. Most respondents were noted to have spent a considerable amount of time 

reading the consent form, and perhaps literacy or the length of the consent form and survey, 

discouraged these respondents from survey completion. Other influences on survey completion 

may have included the formality of the survey and the consent. It is possible that the respondents 

participating in this project have not signed formal documents in their lifetimes. The influence of 

culture likely exhibited a profound effect on the Hispanic Woman’s comfort completing and 

signing a formal document, where traditional gender roles would have likely limited past 

exposure to such documents, and may have influenced poor response rate. 

TABLE 1. ORK 10 OBS Score Distribution. 

Score distribution from the knowledge and belief scales.  
Note. n = sample size 
CI = confidence interval 

DISCUSSION 

Synthesis of Evidence 

The aim of this project was to complete an assessment of obesity-related knowledge and 

beliefs among overweight and obese Hispanic females in order to inform future program 

 n Min Max Mean SD Median 95% CI Upper CI  Lower CI 
ORK 10 12 2 8 5.3 1.8 5 1.03 6.33 4.27 
Health Beliefs  12 24 28 27 2.1 28 1.21 28.21 25.79 
Social & Aesthetic Beliefs 12 15 35 26 7.5 27 4.27 30.27 21.73 
Costs  12 13 34 20 7 19 3.95 23.95 16.05 
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planning. The Theory of Planned Behavior was used as a model to guide the knowledge 

assessment, and as a measure for intention for change. According to the Theory of Planned 

Behavior, attitude towards a behavior, social behavioral norms, and perceived control of the 

behavior, must be positive in order for a person to make successful behavioral change. Each of 

these categories was individually assessed through administration of the Obesity Beliefs Scale. 

Results from the survey did not reflect positive intention among the participants. While attitude 

toward the behavior was overwhelmingly positive among survey participants, social behavior 

norms, and perceived control were reflected negatively by survey responses. Based on The 

Theory of Planned Behavior, negative responses in any of these categories suggests that 

population has negative intention, and is thus incapable of successful behavioral change. This 

information is critical to health program planning, and suggests that intention must be addressed 

prior to implementation of an educational intervention, in order to improve the likelihood for 

successful behavioral change. These insights are key findings of this work, and provide critical 

information to those planning future health interventions.  

Interpretation 

Across the literature, Hispanic- Americans were easily able to identify poor health 

outcomes and health risks associated obesity. Jean, Bondy, Wilkinson, and Forman (2009); 

Skelton et al. (2012); and Ward (2008), all reported that both Hispanic- American children, and 

adults correctly associated obesity with poor health, chronic illness, and hospitalizations. This 

was also true of current project findings, where participant response was overwhelming positive 

to health benefits associated with non-obesity, as reflected by responses to the HBS. In general, 

Hispanic- Americans are able to identify that a healthy diet is necessary to maintaining a healthy 
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body weight (Acheampong & Haldeman, 2013; Jean et al., 2009; Skelton et al., 2012), and that 

taking part in physical activities helped a person to keep in shape (Jean et al., 2009 & Skelton et 

al., 2012). Hispanic-American knowledge of obese-specific conditions, and disease risk factors, 

was not identified in the literature review, and results of the ORK 10 found that among those 

surveyed, health risk knowledge was extremely poor. Hispanic-Americans were also found 

throughout the literature review to favor larger body composition to thin body composition (Jean, 

Bondy, Wilkinson, & Forman, 2009; Waldrop and McCarthy, 2011; Ward, 2008) and often 

moderate overweight is perceived as normal. Results from the Social and Aesthetic Beliefs 

subscale were consistent with literature findings, and responses were determined to carry 

negative associations based on survey responses.  

This project has the potential to improve local community programs, and impact future 

care delivery and education at the Wesley Health Center, where health educators and clinical 

providers may utilize this information to address key findings from the project, including obesity 

related knowledge deficiency and negative intention as measured by the OBS. Impact will be 

evident through improved process, and development of future community health programs. 

Limitations 

Limitations of this project include the small sample size and sampling methods, which 

limits the generalizability of this work. This project was intended to inform population health 

decisions in a small local subpopulation of obese Hispanic women, and these findings should not 

be applied or generalized to other populations. Additional limitations include a wide confidence 

interval of the Social and Aesthetic Beliefs subscale and the Costs subscale, which increases the 

potential for uncertainty regarding the interpretation of these findings. 
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Conclusion 

Obesity is a serious health concern for Hispanic females who observe greater rates of 

obesity and obesity related conditions than both Hispanic males and non-Hispanic white females. 

The development and success of future obesity-related intervention in the Hispanic female 

population will require considerable attention and scrutiny of obesity-specific knowledge and 

beliefs, and future projects would be advised to address negative obesity beliefs and knowledge 

deficits among this population. It is reasonable to suggest that poor behavior modification and 

sustained change among previous obesity interventions may be due to interventions that 

inadequately addressed obesity beliefs or merely imparted knowledge; because “if we want 

someone to behave in a certain way we must first convince them it is a good thing” (Belding, 

2014). 

 



 
 
 

29

APPENDIX A: 

OBESITY BELIEFS SCALES 
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Health beliefs subscale 

An obese person needs more medical care.  

Strongly agree Mostly agree Somewhat agree Neither agree Somewhat disagree Mostly disagree 
Strongly disagree 
       
 

People should maintain an ideal body weight for optimal health. 

Strongly agree Mostly agree Somewhat agree Neither agree Somewhat disagree Mostly disagree 
Strongly disagree 
           
 

Losing weight would greatly improve obese people’s health. 

Strongly agree Mostly agree Somewhat agree Neither agree Somewhat disagree Mostly disagree 
Strongly disagree 
          
   

A person with an ideal body weight can lead a more active life.  

Strongly agree Mostly agree Somewhat agree Neither agree Somewhat disagree Mostly disagree Strongly 

disagree 
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Social and aesthetic beliefs subscale 

Obese people would be treated better if they lost weight. 

Strongly agree Mostly agree Somewhat agree Neither agree Somewhat disagree Mostly disagree 
Strongly disagree 
           
   

People with an ideal bodyweight are taken more seriously. 

Strongly agree Mostly agree Somewhat agree Neither agree Somewhat disagree Mostly disagree 
Strongly disagree 
          
 

Obese people would have a better social life if they lost weight.  

Strongly agree Mostly agree Somewhat agree Neither agree Somewhat disagree Mostly disagree 
Strongly disagree 
          
 

Very overweight people are considered less attractive. 

Strongly agree Mostly agree Somewhat agree Neither agree Somewhat disagree Mostly disagree 
Strongly disagree 
           
 

Obese people are embarrassed by the way they look. 

Strongly agree Mostly agree Somewhat agree Neither agree Somewhat disagree Mostly disagree 
Strongly disagree 



 
 
 

32

Costs subscale 

People have to deny themselves a great deal to avoid obesity. 

Strongly agree Mostly agree Somewhat agree Neither agree Somewhat disagree Mostly disagree 
Strongly disagree 
           
 

Maintaining an ideal bodyweight is expensive. 

Strongly agree Mostly agree Somewhat agree Neither agree Somewhat disagree Mostly disagree 
Strongly disagree 
          
 

Maintaining an ideal bodyweight is boring. 

Strongly agree Mostly agree Somewhat agree Neither agree Somewhat disagree Mostly disagree 
Strongly disagree 
           
 

Maintaining an ideal bodyweight makes life less fun. 

Strongly agree Mostly agree Somewhat agree Neither agree Somewhat disagree Mostly disagree 
Strongly disagree 
           
 

A person who avoids obesity has a restricted lifestyle. 

Strongly agree Mostly agree Somewhat agree Neither agree Somewhat disagree Mostly disagree 
Strongly disagree 
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APPENDIX B: 

OBESITY RISK KNOWLEDGE 10 SCALE 
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Obesity Risk Knowledge 10 

Item Correct 
Answer 

1. A person with a ‘beer-belly’ shaped stomach has an increased risk of 
getting diabetes. True 

2. Obesity increases the risk of getting bowel cancer. True 
3. An obese person who gets diabetes needs to lose at least 40% of their 

bodyweight for clear health benefits. False 

4. Obese people can expect to live as long as non-obese people. False 
 

5. Obesity increases the risk of getting breast cancer after menopause. True 
6. Obesity is more of a risk to health for Hispanics (e.g., Mexico, Central 

America) than it is for white Europeans. True 

7. There is no major health benefit if an obese person who gets diabetes, loses 
weight. False 

8. Obesity does not increase the risk of developing high blood pressure. False 
9. It is better for a person’s health to have fat around the hips and thighs than 

around the stomach and waist. True 

10. Obesity increases the risk of getting a food allergy. False 
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APPENDIX C: 

DEMOGRAPHIC QUESTIONNAIRE 
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Demographic Questionnaire 
 
Directions: Please circle the response that most accurately describes your current 
situation.  
 
What is your age?    18 - 25 20 - 34  35 - 45  > 45 
 
Do you have a spouse, husband or significant other?  
    Yes  No 
 
Which Race or ethnicity do identify? 
 Hispanic or Latino   Non-Hispanic white  other race    
 
What is your highest level of education completed (years)?   

 Junior high school (8) 
 High school graduate/GED (9-12) 
 Some technical school/college (13-15) 
 College graduate (16+)  
 
How many adults live in your household? 
  1-2  
 >2 
 
How many children under the age of 18 live in your home? 
 0 
 1-2 
 2-4 
 > 4 
Are you employed outside of the home? 
 
  Yes  No 
 If yes how many hours per week do you work? ____________/week 
 
What is your annual household income?  

< $10,000   $10,000 – $20,000  $20,000 – $40,000  >$40,00 
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APPENDIX D: 

CONSENT TO PARTICIPATE 
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The University of Arizona Consent to Participate in Research 
 
Study Title: Obesity-Related Knowledge and Beliefs among Overweight and Obese 
Hispanic Women in an Urban Phoenix Health Center 

Principal Investigator: Julie Hinman 
 
This is a consent form for research participation. It contains important information about this 
study and what to expect if you decide to participate. Please consider the information carefully. 
Feel free to discuss the study with your friends and family and to ask questions before making 
your decision whether or not to participate. 

 
Why is this study being done? 
The purpose of this project is to complete an assessment of obesity related knowledge and 
beliefs in overweight Hispanic women. Information elicited by the research study may be used 
to inform the development of future health programs.  
 
What will happen if I take part in this study? 
If you agree to participate in this study you will complete two brief surveys requiring about 10 -
20 minutes of your time.  
Reponses to the survey will be anonymous and your participation and identity will not be 
recorded.  
 
How long will I be in the study? 
Your participation in this study requires completion of two brief questionnaires at today’s office 
visit.  
 
How many people will take part in this study? 
Approximately 12 women at the Wesley Health Center will participate in this study.  
Can I stop being in the study? 

Your participation is voluntary. You may refuse to participate in this study. If you decide to take 
part in the study, you may leave the study at any time. No matter what decision you make, 
there will be no penalty to you and you will not lose any of your usual benefits. Your decision will 
not affect your future relationship with The University of Arizona or the Wesley Health Center. 

Consent Version: 12/3/15 Page 1 of 4 
 

 

HSPP Use Only: 
Human Subjects Protection Program 
Consent Form T502a v 2015-03 
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What risks, side effects or discomforts can I expect from being in the study? 
There are no expected risks, side effects or discomforts expected from you participation in this 
study.  
 
What benefits can I expect from being in the study? 
You may or may not benefit as a result of participating in this survey.  
The development of future health education or health programs might occur as a result of these 
survey findings and be available to you in the future.  

 
What other choices do I have if I do not take part in the study? 
You may choose not to participate in this study without penalty or loss of benefits to which you 
are otherwise entitled. Participation in this study will not affect your current or future health 
care.  
 
Will my study-related information be kept confidential? 
No personal, confidential or identifiable information will be requested from you.  
Your survey response may be reviewed by the following groups: 

x The University of Arizona Institutional Review Board  
x The Wesley Health Center, their agents or study monitors 

Who can answer my questions about the study? 

For questions, concerns, or complaints about the study you may contact: 
Julie Hinman  
602-748-7333 
julieturnbull@email.arizona.edu 
 
For questions about your rights as a participant in this study or to discuss other study-related 
concerns or complaints with someone who is not part of the research team, you may contact 
the Human Subjects Protection Program at 520-626-6721 or online at 
http://orcr.arizona.edu/hspp. 
 
If you are injured as a result of participating in this study or for questions about a study-related 
injury, you may contact: 
Julie Hinman 
602-748-7333 
julieturnbull@email.arizona.edu 

 
Consent Version: 12/3/15 Page 2 of 4 

 

HSPP Use Only: 
Human Subjects Protection Program 
Consent Form T502a v 2015-03 
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An Institutional Review Board responsible for human subjects research at The University of 
Arizona reviewed this research project and found it to be acceptable, according to applicable 
state and federal regulations and University policies designed to protect the rights and welfare 
of participants in research. 
 
Signing the consent form 
 
I have read (or someone has read to me) this form, and I am aware that I am being asked to 
participate in a research study. I have had the opportunity to ask questions and have had them 
answered to my satisfaction. I voluntarily agree to participate in this study.  
 
I am not giving up any legal rights by signing this form. I will be given a copy of this form. 
 
 
 

  

Printed name of subject  Signature of subject 
   

 
 
AM/PM 

  Date and time  
    

 
When may participation in the study be stopped? 
Participation in the research study may be stopped at any time until the close of data collection 
Febuary 1st, 2016. If you decide to withdrawal your response you must contact Julie Hinman to 
notify of your decision and your survey will be removed from the study.  
Julie Hinman 
602-748-7333 
julieturnbull@email.arizona.edu 
 
What are the costs of taking part in this study? 
There are no monetary costs associated with this study. You can expect this study to 
take approximately 20 minutes to complete.  
 
Will I be paid for taking part in this study? 
Your participation in this study has the potential to improve services and care delivered by the 
Wesley Health Center. No individual or group compensation will be provided for your 
participation.  
 
Will educational records be accessed? 
No educational records will be accessed for the purpose of this study.  
 

Consent Version: 12/3/15 Page 3 of 4 
HSPP Use Only: 
Human Subjects Protection Program 
Consent Form T502a v 2015-03 
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Will my data or specimens be stored for future research? 
Data will be collected for the purpose of this study only and will not be stored for future use.  
During the study completed surveys will be stored under lock and key until de-identified data is 
entered into a password protected Excel spreadsheet for data analysis.  
 
 
Will medical records be accessed? 
Your medical record will not be accessed for this research study.  
 
 
 
 
Investigator/Research Staff 
I have explained the research to the participant or the participant’s representative before 
requesting the signature(s) above. There are no blanks in this document. A copy of this form 
has been given to the participant or to the participant’s representative. 
 

 
 

  

Printed name of person obtaining consent  Signature of person obtaining consent 
   

 
 
AM/PM 

  Date and time  
 

 
Consent Version: 12/3/15 Page 4 of 4 

 

 

HSPP Use Only: 
Human Subjects Protection Program 
Consent Form T502a v 2015-03 
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APPENDIX E: 

RECRUITMENT SCRIPT 
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Obesity-related Knowledge and Beliefs Survey recruitment script 
 
 
Hello my name is Julie Hinman. I am a family nurse practitioner and past family nurse 
practitioner student at the Wesley Health Center. I am completing a survey on obesity related 
knowledge and beliefs of Hispanic women. Currently I am seeking 12 Hispanic women to 
complete two surveys. Surveys will be completed today if you decide to participate and will take 
approximately 10 - 20 minutes to complete. 
 
 Your participation is anonymous and voluntary. The care that you receive at the Wesley Health 
Center will not be affected by your participation.  
 
The purpose of this project is to complete an assessment of obesity related knowledge and beliefs 
in overweight Hispanic women. Information elicited by the research study may be used to inform 
the development of future health programs and inform health policy development.  
 
There is no payment for your participation.  
 
You may choose not to participate in this study without penalty or loss of benefits to which you 
are otherwise entitled. Participation in this study will not affect your current or future health care. 
 
You may choose to have your questions now in the group or privately.  
 
You have received a copy of the study consent. Please review this document, which further 

details your participation in this survey. 
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