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ABSTRACT 

This study was planned to assess the usefulness of 

Bandura's self-efficacy theory for prediction of attrition 

among women enrolled in a weight-loss program. It was 

hypothesized that clients who scored higher in self-

efficacy, outcome expectancies, and/or outcome value would 

be more likely to continue in the program than those with 

lower scores. Another purpose of this study was to inves

tigate the utility of these same expectancy concepts for 

prediction of weight loss among the clients. Again, it was 

hypothesized that persons who scored high on the expectancy 

measures would be more likely to lose more weight and body 

mass than those with lower scores. 

Subjects were 42 female clients enrolled in a 12-week 

comprehensive outpatient weight-loss program. Both weight 

and body mass index (BMI) change were assessed. Attrition 

was measured in terms of completion of the 12-week program, 

and in terms of continuation with a follow-up treatment 

group at termination of the 19-week study. 

The hypotheses regarding attrition were partially 

supported: clients who dropped out of the 12-week program 

had lower initial self-efficacy scores than did continuers, 

and those who were still attending treatment groups at the 

conclusion of the study initially scored higher on outcome 



value than did noncontinuers. However, outcome expectancies 

failed to predict attrition. Clients with relatively 

smaller BMIs were more apt to drop out of the 12-week ini

tial treatment group, and those who were continuing with 

further treatment groups at the conclusion of the study were 

significantly younger than all noncompleters. 

Contrary to predictions, total outcome expectations 

were related to lower weight losses during the 12-week 

program, and relatively greater positive outcome expecta

tions were related to lower weight losses during the entire 

19 weeks of the study. Self-efficacy and outcome value were 

not related to weight and BMI loss. The most powerful 

predictor variable of weight loss at follow-up was initial 

weight. Those who initially were the heaviest lost the most 

weight and body mass, and they tended to score lowest on 

initial social desirability. Another factor which was as

sociated with weight and body mass loss during treatment was 

frequency of previous dieting attempts within the last three 

years: clients who reported having made relatively fewer 

previous dieting attempts lost more weight and body mass 

than did clients who reported having made more attempts. In 

addition, clients who reported having made relatively fewer 

previous dieting attempts had lost more weight at follow-up. 

No other factors were significantly related to weight or BMI 

loss, either at post-treatment or at follow-up. Weight/BMI 
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loss was not related to these variables: age, marital status 

or having children, reporting a health problem related to 

weight loss, having had lost weight quickly or slowly in 

previous weight control attempts, previous participation in 

formal weight loss programs, or attitudes of 

husband/significant other or clients' children toward 

clients' involvement in the treatment program. 

It is concluded that self-efficacy expectancies and 

outcome value expectations appear to be more useful for 

prediction of attrition from a weight-loss treatment program 

than for prediction of weight or BMI loss. Self-efficacy 

and outcome value measures may be found to be useful in 

screening for clients who are most at risk for terminating 

weight-loss treatment, in order that early interventions may 

be made. All in all, it appears that the effect strength of 

self-efficacy concepts tends to decrease as predictor tasks 

increase in complexity. There is an indication that a his

tory of prior dieting attempts impedes weight loss during 

initial treatment programs. In addition, there is support 

for recent claims that longer weight-loss treatment may 

result in larger weight losses. Clients who continued with 

the program lost an average of 21.6 pounds after 19 weeks. 
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CHAPTER I 

INTRODUCTION 

The dangers of obesity have recently been the focus of 

national attention, with the announcement that a person can 

be described as obese and at increased risk for numerous 

health problems, including hypertension, diabetes, gall 

bladder disease, and cerebrovascular accident (Van Itallie, 

1979) when s/he is as little as 20% above his/her ideal 

weight as delineated by insurance height/weight tables. The 

mortality rate for obese persons is estimated to be 50% 

higher than for those of average weight (Walen, Hauserman, & 

Lavin, 1977). It seems of little consolation to those af

fected that the incidence of obesity of adult Americans is 

large, estimated at 25-45% (Rodin, 1977). Indeed, many 

overweight persons in this modern society would unhappily 

attest to feeling that the psychological consequences of 

their obesity seem even worse than the physiological risks. 

Statement of the Problem 

Obesity is very difficult to treat. After reviewing 
r 

numerous studies and analyzing his own experiences, Stunkard 

(1958) came to this often-quoted, bleak conclusion: 



Most obese people do not enter treatment for 
obesity. Of those who do enter, most will not 
remain. Of those who remain, most will not lose 
much weight. Of those who lose weight, most will 
regain it. (Stunkard, 1958, p. 86) 

Brownell (1984a) describes the frustrating course of 

treatment of the typical client, with both therapist and 

client excited and happy over the client's initial weight 

loss, wary but hopeful when the client's weight plateaus and 

begins to gradually Increase, then fearful, distressed, and 

finally resigned as the client's weight eventually climbs 

back to baseline. Most reviewers (cf. Wing & Jeffrey, 1979; 

Wilson & Brownell, 1980) find that the "average" client 

loses about 10 to 11 pounds during the typical treatment 

program of 10 to 12 weeks' duration. Brownell (1982) points 

out that what is unexpected is this uniformity of weight 

loss across the many different subject, therapist, and 

treatment variables of behavioral programs. The idea behind 

behavioral programs for treatment of obesity is that once 

clients have learned the behavior modification techniques, 

they will continue to slowly lose weight after treatment. 

However, statistically speaking, they do not. Recent 

reviewers (Stunkard & Penick, 1979; Bellack & Williamson, 

1982; Wilson & Brownell, 1980; Foreyt et al., 1981) have 

examined the the relatively few studies which have a year's 

follow-up period, and found that while the "average" client 

of a behavioral treatment program has maintained his/her 



weight loss of about 10 pounds, s/he has not continued to 

lose more weight. Only Schacter (1982) and Marston and 

Crlss (1984, 1986) suggest that people in fact maintain 

weight losses with more success than is usually reported in 

clinical behavioral programs, and their conclusions are 

based on nonexperimental surveys (Schacter, 1982) and on 

questionable criteria (Marston & Criss, 1984, 1986). 

Marston and Criss (1984, 1986) tracked two groups of sub

jects who had attained their goal weight by different 

methods, and found 94% and 90% of those subjects successful 

in staying under 15% over goal weight. The difficulty with 

these studies is the lax criteria for success: if a 

subject's goal weight is 130 pounds, s/he would still be 

considered successful at 149 pounds. For mild to moderately 

obese persons, this criterion appears too lenient. Thus we 

are left with the more commonly found average loss of 10-11 

pounds. Whether or not that weight loss is judged clini

cally significant depends on the reviewer. Stunkard and 

Penick (1979) and Mahoney (1978) do not think so, but Wilson 

and Brownell (1980) do, emphasizing the fact that losing 10 

pounds is not an easy task in itself, and that there seem to 

be no other treatments which are more efficient than 

modified behavioral programs. Nevertheless, there is so 

much individual variability in outcome that overall weight 

loss averages mean very little. A rather typical finding 



was reported by Jeffery, Wing, and Stunkard (1978) from a 

large study at the Stanford Eating Disorders Clinic, showing 

a range of weight change during treatment from a gain of 7 

pounds to a loss of 47 pounds. At the one-year follow-up, 

the range was +42 to -80 pounds. Wilson and Brownell (1980) 

and Stunkard and Penick (1979) are among those who point to 

the huge variability in the amount of weight lost among 

obese subjects during treatment and at follow-up, and the 

fact that this variability can mask any treatment effects. 

It seems clear that some people benefit a great deal from 

being in a weight-loss program, while others do not. 

The Utility of Predicting Success 
in Weight-Loss Treatment 

All in all, treating obesity is a difficult, ex

asperating task, yet certain individuals may be more likely 

to benefit from treatment than others. Brownell (1984a) 

cogently argues for screening out those who are unlikely to 

succeed in a weight loss program because 

First, weight loss followed by regain may be more 
dangerous than static obesity. Second, the 
psychological trauma to the patient only adds to 
the legacy of failure which characterizes most 
dieters. Third, the failure may convince the 
patient that the problem is intractable, therefore 
decreasing the chance that treatment will be pur
sued later when motivation is higher. Fourth, if 
a program is administered in a group setting, 
"negative contagion" can occur, with unmotivated 
patients discouraging others and overtly or 
covertly Impeding thler progress. Fifth, the 
morale of the professional suffers greatly from 



the failure of a patient. Sixth, working with 
patients who fail leaves less time for those who 
stand a better chance for success. (Brownell, 
1984a, p. 408) 

Indeed, research suggests that "yo-yoing" (losing and 

then regaining weight) is indeed physically more dangerous 

than staying at one weight, even if excessive (Brownell, 

Greenwood, Stellar, & Shrager, 1986; Gordon & Kannel, 1973; 

Smith, Smith, Mameesh, Simon, & Johnson, 1964). Yet the 

demoralizing psychological effects of failing to lose weight 

or regaining weight may be even more devastating. Wooley, 

Wooley, and Dyrenforth (1979) emphasize the great difficulty 

which some obese patients have in losing virtually any 

weight at all, suggesting that future research may show that 

this difficulty may be due in part to important physiologi

cal differences which determine the degree of hunger felt. 

Wooley et al. (1979) suggest that certain obese subjects, 

upon being informed of the rather small chances of main

taining a clinically significant weight loss, may choose to 

forego dieting and instead work to minimize the negative 

consequences of being overweight. The latter idea seems 

therapeutic in any case, given the rather small amount of 

weight generally lost. However, it seems premature to dis

courage individual clients from attempting weight loss, be

cause so little is known about which clients will succeed 

and which will fail in their attempts. Again, research on 

predictor variables of success in obesity treatment is 



needed. Perhaps in the future not just individual dif

ferences in response to behavioral treatment for obesity, 

but also responses to other types of obesity treatments will 

be predicted. Following a National Institute of Health 

Conference in 1977 on the subject of obesity in America, 

Bray listed nine types of obesity treatment: 1) various 

types of calorie restricted diets, 2) total starvation or 

zero-calorie diets, 3)fasts supplemented with natural 

protein or protein plus carbohydrates, 4) behavioral 

techniques, 5) self-help groups that use one or more of the 

above modalities, 6) pharmacological agents, 7) jaw wiring, 

8) acupuncture, and 9) surgical intervention. He continued 

by calling for not just methods of predicting successful 

weight loss, but for attempting to match each person with a 

particular technique for successful weight loss. 

Techniques for predicting success or failure of 
weight loss are poor. All treatment programs have 
been successful for some individuals and unsuc
cessful for others. At present, however, there 
are no generally recognized techniques for 
predicting a_ priori which individuals will be 
successfully treated and by which method. This 
deficiency reflects the inadequacies in identify
ing different types of obesity and the different 
mechanisms by which intervention can cause weight 
loss. The desirability of selecting the most 
suitable technique beforehand makes the develop
ment of methods of predicting success a matter of 
highest priority. (Bray, 1979, p. 370) 



All in all, there appears to be good reason for at

tempting to predict who will and who will not be successful 

in losing weight. Attesting to that fact are the number of 

previous attempts to do so. 

Previous Attempts to Predict Successful 
Weight Loss and Maintenance 

Demographic factors. Important recent evidence sug

gests that physiological factors related to heredity may 

indeed prove to be the most important predictors of both 

obesity and success at weight loss (Stunkard et al., 1986; 

Garn & Clark, 1976). In their latest study, Stunkard et al. 

(1986) studied detailed records regarding biological 

parents, adoptive parents, and children adopted between 1924 

and 1947 from the national Danish adoption agency. The 

authors concluded that there was a strong relationship be

tween biological parents' and children's weight, and vir

tually no relationship between adoptive childrens' and 

adoptive parents' weight. Similarly, Garn and Clark's 

(1976) Ten-State Nutrition Study showed strong influences of 

heredity on obesity, finding correlations of .40 for 

siblings' resemblances in fatness. However, at least one 

previous study of heredity generated results different from 

those that might be expected on the basis of the Stunkard et 

al. (1986) study: Douglas, Ford, and Munro (1981) found at 

3 and 6 month follow-ups that weight loss subjects with a 
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history of family obesity lost significantly more weight 

than those without such a history. However, those subjects 

were not matched for initial weight, and it seems plausible 

that those subjects with a family history of obesity were 

initially more obese. This is important since other 

research has shown that weight loss clients who are ini

tially heavier tend to lose the most weight (Epstein, Wing, 

Koeske, & Valoski, 1984). All in all, there appears to be 

evidence that heredity strongly influences the prevalence of 

obesity, but how heredity is related to weight loss during 

obesity treatment remains unclear. 

Age is another factor which has been used to predict 

successful weight loss and maintenance. Garn and Clark 

(1976) found that both males and females tend to increase in 

overall percentages of body fat levels until around age 50. 

Thus, one might expect that it would be more difficult for 

older subjects to lose weight. However, Silverstone and 

Cooper (1972) found a trend suggesting that middle aged 

patients lost more weight and were less likely to drop out 

of treatment for refractory obesity than their younger 

cohorts. Other studies have found no relationship between 

age and weight loss during obesity treatment and maintenance 

of weight loss (Rozensky & Bellack, 1976; Stuart & Guire, 

1978; Jeffrey, Wing, & Stunkard, 1978; Mahoney, 1974; 

Wollershelm, 1970). Marital status has also failed to 



predict successful weight loss during treatment (Rozensky & 

Bellack, 1976) or maintenance of weight loss (Stuart & 

Guire, 1978). 

There have been relatively few investigation of the 

influence of sex differences on weight loss among those in 

obesity treatment. One review (O'Neil, Currey, Hirsch, 

Riddle, Taylor, Malcolm, & Little, 1979) looked at the 15 

studies from 1953-1977 which reported data from various 

obesity treatment modalities separately for males and 

females. In 6 of the 15 studies, weight loss among men and 

women did not differ significantly, but in the remaining 9 

studies, men lost more weight than women during treatment 

and/or at the conclusion of the follow-up period. O'Neil 

and colleagues (1979) then performed a retrospective study 

on data from men and women who underwent the same 12-week 

behavioral treatment obesity program, matched for many 

variables which O'Neil and associates felt might influence 

outcome (age, socioeconomic class, onset of obesity, 

pretreatment degree of obesity). In their study, males 

again responded to treatment more positively than females on 

all three weight measures, both during treatment and at the 

9-14 month follow-up. In fact, the women regained their 

weight, so that there was no significant difference between 

female pretreatment weight and follow-up weight, while the 

men maintained their losses. The results from the O'Neil 
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and colleagues (1979) review have been criticized on many 

points. The most compelling criticisms stressed by Zahn and 

Marston (1981) involved: 1) the small number of males often 

used in statistical comparison to females, 2) the use of 

varied types of weight loss measures, 3) the frequent 

failure to specify the duration of obesity treatment, 

despite the conjecture that there may be a sex difference in 

optimal temporal program time; and, most importantly, 4) 

that only one study controlled for starting weights and 

still found greater losses in men. After criticizing the 

O'Neil et al. (1981) study, Zahn and Marston (1981) went on 

to perform their own well-controlled 13 week-long cor

respondence study. They used a behavioral obesity treatment 

program format, matching males and females on preweight. In 

their study, males and females did not differ on any of the 

following weight loss measures: absolute weight loss, mean 

weight loss, mean weight loss per week, or a weight reduc

tion index. While this study can be criticized because of 

its large dropout rate (43% and 38% for men and women, 

respectively), it does cast some doubt on the proposition 

that men overall surpass women on weight loss and main

tenance during obesity treatment. 

Information regarding the prevalence of obesity among 

various ethnic, religious, and socioeconomic classes has 

been gathered using data from the large Midtown Manhattan 
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Study. (Srole, Langner, Michael, Ople, & Rennie, 1962) 

Based on these data, Stunkard (1975) reported that the 

longer families have lived in the United States, the less 

likely they are to be obese, and that obesity is least 

prevalent among those of English, Irish, German, Italian, 

Hungarian, Polish-Russian, and Czechoslovakian ancestry, 

respectively. Stunkard (1975) showed that obesity is more 

common among certain religious groups. Jewish groups had 

the largest proportion of obese persons, followed by Roman 

Catholics, and then Protestants (Baptists, Methodists, 

Lutherans, and Episcopalians, in that order). It is likely 

that the above relationships may have been confounded by the 

influence of socioeconomic class or length of time in the 

U.S., however. As Stunkard (1975) observes, data from the 

Midtown Manhattan Study showed obesity to be much more com

mon among the lower socioeconomic class, especially among 

the women. Among females of lower socioeconomic status, 30% 

were obese, compared with 16% of middle status, and only 5% 

of upper socioeconomic status females (Goldblatt, Moore, & 

Stunkard, 1965). More recent data from the Ten-State 

Nutrition Survey of 1968-1970 (Garn & Clark, 1976), however, 

suggests that the socioeconomic class relationship is 

complex. From their sample of 40,000 subjects, they found 

that higher socioeconomic status males are heavier than 

lower socioeconomic status males, and that children of 
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higher socioeconomic class individuals are more obese until 

late adolescence, when the wealthier females lose weight and 

the less affluent females continue to gain weight and become 

obese (Garn & Clark, 1976). Other studies have also shown 

that children among very poor populations, such as Navahos, 

are generally underweight until they grow into adulthood, at 

which point they become obese (Garb, Garb, & Stunkard, 1975; 

Garn, Hopkins, & Ryan, 1981). All of this aside, there has 

been no weight-loss treatment outcome study which has 

thoroughly investigated socioeconomic variables, because 

only a select population joins formal weight-loss treatment 

studies. Persons from the lowest socioeconomic classes may 

be less inclined to seek a weight-loss program because 

obesity is more prevalent in their cultures. They also may 

be less likely to have access to newspapers which seek 

volunteers for weight loss treatment studies, or to be able 

to read weight-loss study advertisements. In addition, few 

persons from the lowest socioeconomic status could finan

cially afford a behavioral treatment program, the type which 

has received most systematic study. While one study (Stuart 

& Guire, 1978) found total family income unrelated to weight 

loss maintenance at a 15 month follow-up, their subjects 

were members of the self-help commercial group, Weight 

Watchers, who had already met their goal weight, and it 
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seems likely that there was relatively little intra-group 

financial variability. 

Onset of obesity. The findings of studies examining 

the onset of obesity as a predictor of weight loss and 

maintenance in obesity treatment have been mixed. 

Silverstone and Cooper (1972) found that adult onset of 

obesity predicted greater weight loss during treatment. 

More evidence is present for a relationship between weight 

loss maintenance and adult onset obesity. Adult onset of 

obesity was a significant predictor of both weight loss and 

maintenance at a one year follow-up in a large U. S. Navy 

study (Hoiberg, Berard, Watten, & Caine, 1984). Similarly, 

in a large study of members of Weight Watchers who had 

achieved goal weight, Stuart and Guire (1978) found that 

those who had been overweight during childhood were 

originally the heaviest subjects, and they regained their 

losses faster. On the other hand, many studies show no 

relationship between obesity onset and either weight loss 

during treatment, or weight loss maintenance. Ashwell 

(1975) concluded from a survey of a group of 2000 overweight 

persons that juvenile-onset obesity was not more refractory 

to treatment than later-onset obesity. Rozensky and Bellack 

(1976) found that the number of years overweight correlated 

with neither weight loss during obesity treatment nor 

maintenance. Ferguson (1976) or other researchers whose 
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investigations were reviewed by Jeffrey, Wing, and Stunkard 

(1978) reported similar findings. Thus the effects of the 

age of onset remain unclear. 

Motivation. It seems Intuitively likely that persons 

who have a specific health-related reason for losing weight 

would do better than those who do not. There was some early 

evidence to support this notion. Seaton and Rose (1965) 

found that diabetic patients lost more weight than others in 

a weight reduction clinic. Generally, however, successful 

versus unsuccessful weight losers/maintainers of losses have 

not differed on a number of overall motivational scales, 

including reasons for desiring to lose weight. In some ways 

this is to be expected, as there remains a great degree of 

variability in each researcher's definition of motivation. 

One typical problem is that motivational scales have been 

created by researchers specifically for their individual 

studies. There is no generally accepted scale. Neither a 

scale which required simply rating from 1-10 the desire to 

lose weight, nor an 8-item Likert scale with items such as 

"I want to lose weight for health reasons" predicted success 

in weight loss (Rozensky & Bellack, 1976; Bellack, Rozensky, 

& Schwartz, 1979). In addition, none of Kaplan's (1978) 

three behavioral indices of motivation predicted weight loss 

maintenance after obesity treatment. Similarly, the prin

ciple reason for losing weight and degree of motivation were 
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not related to either weight loss or length of attendance at 

a hospital obesity clinic. Although patients with a history 

of family diabetes had more weight loss at three months, 

this difference disappeared by 6 months (Douglas et al., 

1981). This lack of response seems unfortunate, given that 

even relatively modest weight losses of 10-30 pounds among 

type II (non-insulin-dependent) diabetics produces sig

nificant improvements in blood sugar levels (Wing, Epstein, 

Nowalk, Koeske, & Hagg, 1985). 

However, there is a growing body of evidence which 

suggests that motivation, if defined as apparent desire to 

lose weight based on overt behavior, is a predictor of 

weight loss maintenance. For example, the Weight Watchers 

members who had maintained their losses after 15 months had 

taken it upon themselves to continue to attend Weight 

Watchers classes with the same instructor and at the same 

location after they had met their goal weights. They also 

continued using many of the same techniques which had en

gendered their weight losses (Stuart & Guire, 1978). 

Sjoborg and Persson (1979) also noted that successful weight 

maintenance among patients referred to dietitians by 

physicians was positively correlated with the number of 

weight loss techniques used. Similarly, Miller and Sims 

(1981) found that changes in eating style and social skills 

training did predict weight maintenance, with subjects who 
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practiced more of these techniques being more successful 

overall. In addition, Rozensky and Bellack (1976) found 

that subjects' continuations with a number of techniques, 

such as setting a goal, avoiding snacks, and taking one 

helping at a time, was correlated with both weight loss and 

maintenance. Thus, it seems evident that if motivation is 

defined as a willingness to continue use of many program 

techniques, then motivation could be thought of as an im

portant predictor variable. 

General personality characteristics. Globai measures 

of various personality characteristics have generally failed 

to predict success at either weight loss or maintenance. 

For example, Rodin, Bray, Atkinson, and Dehms (1977) found 

that self-esteem did not predict success in weight loss or 

completion of treatment. Their use of the California 

Personality Inventory (CPI) (Gough, 1957) as a measure of 

self-esteem seems questionable, however. Similarly, 

Rozensky and Bellack (1976) found no relationship between 

weight loss during treatment and depression. Somewhat 

surprisingly, Stuart and Guire (1978) did not find weight 

loss maintenance at 15 months associated with "being more 

happy in general." The State-Trait Anxiety Scale did not 

predict either weight loss or maintenance at three months 

(Bellack et al. , 1979). Along the same lines, relaxation 

training, which is associated with anxiety reduction, did 
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not prove to be a significantly helpful component of a 

weight loss program when evaluated at a 12 month follow-up 

(Miller & Sims, 1981). It seems evident that the global 

personality characteristics which have thus far been inves

tigated have failed to prove useful in predicting success in 

obesity treatment. 

Possible Causes of Previous Failures 
to Predict Weight Loss 

As the above review of the literature indicates, there 

has been little success in previous attempts to find vari

ables which predict the outcome of obesity treatment. This 

conclusion is shared by most reviewers, such as Wilson 

(1980), who commented, "attempts to identify accurate 

predictor variables of treatment outcome have been 

unsuccessful. This is never a good sign" (Wilson, 1980, p. 

373). Similarly, after the predictor scale which they had 

developed failed to distinguish maintainers from regainers, 

Marston and Criss (1986, p. 439) concluded that, in light of 

previous failures to predict success, "it is premature to 

define a single population of weight losers, at least for 

relapse purposes". It would appear that perhaps in the rush 

to predict success in obesity treatment, researchers have 

been guilty of adhering to the so-called Patient Uniformity 

Myth (Kiesler, 1966). That is, they may have assumed that 

obesity is a unitary phenomenon, and that an important 
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predictive factor for one patient will be predictive for all 

patients. It seems that obese individuals may well have 

idiosyncratic problems such that specific treatment inter

ventions may differentially affect outcome. Partially in 

response to the failure to find variables predictive of 

weight loss, recent reviewers have stressed the possibility 

of different etiologies and types of obesity. Leon and Roth 

(1977) concluded that "evidence strongly suggests that 

obesity is not a unitary syndrome" (p. 136), and then called 

for the clear specification of the characteristics of the 

obese subjects being studied. Similarly, Wilson (1980) 

stated, 

There might well be different 'obesities' that 
will respond differently to different treatment 
methods. It is also indisputable that a variety 
of genetic, metabolic, and physiological factors 
contribute to weight regulation aside from in
dividual learning and sociocultural factors. 
(Wilson, 1980, p. 372) 

Besides the hypothesized different types of obesities 

which may respond differently to various treatments, there 

are probably other reasons why the search for predictor 

variables has been largely fruitless. Cooke and Meyers 

(1980) see three major difficulties in current research on 

obesity in general: the small amount of average weight loss, 

the many subjects who lose little or no weight while others 

lose large amounts, and the frequent lack of weight loss 

maintenance after treatment termination. In a summary of 
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various methodological considerations inherent in obesity 

treatment outcome research, Wilson (1978) called for full 

descriptions of treatment, subject, and therapist variables, 

and the use of multiple outcome measures. Not surprisingly, 

Wilson (1978) blamed some of the continuing problems listed 

by Cooke and Meyers (1980) on the fact that many studies 

have been conducted by graduate psychology students or by 

"publish or perish" pressured faculty who are not primarily 

motivated by the idea of improving obesity treatment per se. 

However, it seems likely that large methodological dif

ferences between studies play an even greater role. Besides 

the many factors which are important in viewing obesity 

outcome research in general, Brownell (1984) emphasizes four 

problems in studies which have specifically attempted to 

predict success in obesity treatment: 1) the use of measures 

which are invalid or unreliable (e.g., using 24 hour recall 

for measuring food intake or assessing self-esteem), 2) the 

use of global, rather than specific assessment measures, 3) 

the "curious logic of assuming no predictive value for 

variables which in one study are related to success and in 

another study are not" (p. 544), without considering that 

differences may be due to other factors, such as subject 

variables or use of global measures, and 4) the absence of 

standardized assessment devices, especially for assessing 

factors such as family history, weight history, and dieting 
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experiences. Brownell (1984) also points out that many of 

the predictive studies are reported in the journals of 

diverse disciplines. Thus, a researcher in one field may be 

uninformed of the total view. 

Perhaps, as Brownell (1984a) suggests, the failure to 

find general personality correlates for success in weight 

loss and maintenance is due in part to the global nature of 

many of the instruments used. This notion is supported by 

Klesges (1984), who found that among a student population, 

global measures of depression, self-consciousness, and 

assertiveness did not discriminate obese from nonobese 

subjects. However, the more specific measures of 

depression, assertiveness, and self-consciousness as they 

relate to weight and eating did differentiate obese from 

nonobese. Whether or not those items would be useful in 

predicting success in weight loss and maintenance has not 

been tested. Interestingly, however, another study found a 

specific predictor to be behavior associated with weight-

loss anxiety or discouragement. Rozensky and Bellack (1976) 

found a significant negative correlation both during treat

ment and at follow-up between weight loss and the frequency 

with which subjects weighed themselves, a behavior that they 

interpreted as suggesting weight-loss anxiety. The work of 

Leon and colleagues (Leon & Chamberlain, 1973a; Leon & 

Chamberlain, 1973b; Leon, 1975) has been more successful in 
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finding correlates of weight loss maintenance, perhaps be

cause they emphasize personality characteristics specifi

cally related to eating habits. They have examined the role 

of emotional arousal and its effect on eating among persons 

in behavioral treatment for obesity. Results have consis

tently shown that maintainers of losses are more likely to 

eat only in response to hunger cues, boredom, or loneliness, 

rather than in response to a large variety of emotional 

states (Leon et al., 1973a; Leon et al., 1973b; Leon, 1975). 

It seems likely that this may have been a determining factor 

in the "improved mastery over moods" in members of Weight 

Watchers who showed better weight loss maintenance (Stuart & 

Guire, 1978). Overall, it seems unlikely that future 

studies will show that global measures of personality 

predict the outcome of weight-loss treatment. The more 

fruitful investigations may study personality variables as 

they directly relate to obesity and eating. 

Bandura's Self-Efficacy Theory 

Self-efficacy theory, first proposed by Albert Bandura 

in 1977, states that behavior change occurs because a 

person's sense of personal competence or efficacy is altered 

(Bandura, 1977). The theory proposes that the belief that 

one is capable of performing a certain behavior or behaviors 

mediates psychological and behavioral change. All 
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psychological changes brought about through various and 

diverse techniques occur through change in individuals' 

self-efficacy. A person must believe himself/herself 

capable of achieving the desired behavior change in order to 

be successful in that behavior; this is the person's self-

efficacy expectancy. In addition to self-efficacy 

expectancy, Bandura proposes that an individual's outcome 

expectancy, his/her belief that a certain behavior will lead 

to a specific outcome, is important for explanation and 

prediction of behavior. In the relatively few years since 

Bandura first proposed the theory, self-efficacy has 

generated a great deal of research. It has been found use

ful in predicting behavior in diverse areas, such as in 

phobic disorders, career development, cognitive achievement, 

depression, athletic performance, motivation, and global 

politics. An examination of those studies is beyond the 

scope of the present study. Of interest to the study of 

obesity and weight loss, however, is the health behavior 

self-efficacy research. Self-efficacy theory has been use

ful in predicting behavior in various health-related areas 

of life, such as smoking cessation, chronic pain, 

postcoronary rehabilitation, chronic obstructive pulmonary 

disease, and chronic arthritis. Recently, some aspects of 

self-efficacy and obesity have begun to be studied (cf. 

Bernier & Avard, 1986; Mitchell & Stuart, 1984; Hartigan, 
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Baker-Strauch, & Morris, 1982; Chambliss & Murray, 1979b), 

suggesting that self-efficacy expectancy may predict weight 

loss among obese individuals. 

A Model: Self-Efficacy and 
Smoking Cessation Prediction 

Self-efficacy expectancies have been shown to consis

tently predict future smoking behavior. The majority of 

these studies have shown a positive relationship between 

self-efficacy expectancies and future smoking cessation and 

relapse, with those who maintain abstinence having higher 

self-efficacy scores than those who relapse. In addition, 

results have also indicated that self-efficacy expectancies 

can also predict the circumstances during which the subject 

will relapse, and the length of time the person will main

tain abstinence from smoking (Condiotte & Lichtenstein, 

1981). The general format for the majority of the smoking 

cessation self-efficacy studies (cf. DiClemente, 1981; 

Condiotte & Lichtenstein, 1981; Mclntyre, Lichtenstein, & 

Mermelstein, 1983; Killen, Maccoby, & Taylor, 1984; Godding 

& Glasgow, 1985) is for clients enrolled in various 

smoking-cessation programs to fill out a self-efficacy 

questionnaire which has been developed by the researchers. 

This questionnaire attempts to measure clients' confidence 

that they will be able to abstain from smoking in various 

specific situations, and overall self-efficacy scores are 
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then used to predict future smoking behavior. Self-efficacy 

has consistently been found to be a very salient short-term 

predictor of who will maintain abstinence and who will 

relapse. As self-efficacy theory predicts, maintainers show 

significantly higher overall self-efficacy scores. Whether 

this is because higher self-efficacy subjects are generally 

more persistent, have more highly developed coping skills, 

or have a generally greater belief in themselves has not 

been a focus of investigation, but it has clearly been shown 

that for prediction of smoking behavior, self-efficacy ex

pectations are more useful than any other tested variable. 

The length of time during which self-efficacy scores are 

useful for prediction appears to vary somewhat, perhaps due 

to differences in self-efficacy questionnaires used and due 

to different times of assessment (before, during, or after 

treatment). Condiotte and Lichtenstein (1981) found self-

efficacy scores to be predictive at their tollow-up inter

vals of 8 and 12 weeks, while Killen et al. (1984) found 

that scores were not significantly predictive beyond their 

15 week follow-up. Mclntyre et al. (1983) found significant 

correlations at a 3-month follow-up, but not at 6 or 12 

months. That Godding and Glasgow (1985) found posttreatment 

efficacy scores still significantly predictive even at a 6-

month follow-up may be a function of the fact that their 

smoking self-efficacy measure was more limited than those 



25 

used in the previously cited studies. Specifically, Godding 

and Glasgow (1985) studied the effects of self-efficacy on 

prediction of maintenance of controlled smoking (rather than 

of abstinence) following a controlled smoking-based program. 

In that program, described in detail elsewhere (Glasgow, 

Klesges, Godding, & Gegelman, 1983), the goal is for sub

jects to attain a 50% reduction in three areas: the number 

of cigarettes smoked, amount of each cigarette smoked, and 

the nicotine content of the brand of cigarettes smoked. 

Each of those areas was used as a separate dependent 

variable, and rather than have subjects rate their self-

efficacy of abstaining from smoking in high-risk situations, 

as had previous researchers, subjects simply rated their 

confidence in maintaining controlled smoking in the target 

areas, regardless of situation. In some ways this would 

seem a purer method of measuring smoking self-efficacy 

(rating overall confidence of maintaining a certain smoking 

status regardless of situation). However, it may not be as 

therapeutically useful as asking subjects to consider which 

situations will be most difficult for them in which to alter 

their smoking behavior by completing self-efficacy high-risk 

measures. There is also preliminary evidence that self-

efficacy expectancies are related not only to smoking ces

sation among clients at smoking cessation programs, but also 

among smokers not enrolled in programs. In a large-scale 
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longitudinal study, DiClemente, Prochaska, and Gibertinl 

(1985) gathered evidence that smoking cessation self-

efficacy is related to the process of change in smoking be

havior over a period of time up to two years or more. 

DiClemente et al. classified 957 volunteers into five stages 

of self-change. Smokers were identified as Immotives if 

they had no intention of quitting smoking, or Contemplators, 

if they were considering stopping smoking. Recent Quitters 

had stopped smoking within 6 months of inclusion in the 

study, and Long-term Quitters had abstained for longer than 

6 months. Relapsers had tried to stop smoking in the pre

vious year, and had been abstinent for at least 24 hours 

during that year. Self-efficacy was assessed initially and 

at a 3-5 month follow-up. Across time, self-efficacy scores 

showed predictive utility for Contemplators, separating 

those who changed status from those who remained 

Contemplators, and for Recent Quitters, predicting who would 

abstain and who would relapse. Immotives and Longterm 

Quitters were not expected to show behavioral or self-

efficacy score change, and did not, and while Relapser group 

means were not significantly different from those of other 

groups, they were in the expected direction. 

A final point of commonality among the smoking cessa

tion self-efficacy studies is that self-efficacy scores tend 

to increase over time of involvement in any smoking 
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cessation program (Condiotte & Lichtenstein, 1981; Mclntyre 

et al., 1983; Killen et al., 1984) as self-efficacy theory 

predicts. Up to a point, being actively involved in any 

credible smoking-cessation program tends to make clients 

more confident that they will be able to stop smoking; in 

addition, the longer people have maintained smoking 

abstinence, the greater their self-efficacy expectations 

that they will not relapse (DiClemente et al., 1985). 

Self-Efficacy and Weight-Loss Prediction 

The investigation of success in weight loss and self-

efficacy is in early stages compared with investigations of 

self-efficacy and smoking cessation. However, the few 

studies which have been done offer support for weight loss 

self-efficacy as an important predictor of success. While 

not directly assessing self-efficacy beliefs, Hartigan et 

al. (1982) found that among college volunteers for obesity 

treatment, the most powerful predictor of subjects' weight 

status at both post treatment and at four month follow-up 

was subjects' feeling that they had the ability to lose 

weight, and that the more that subjects felt their treatment 

outcome was a function of their own ability, the less likely 

they were to feel personally or socially victimized by their 

weight. Despite the plethora of general weight loss 

studies, only four (Bernier & Avard, 1986; Chambliss & 
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Murray, 1979b; Mitchell & Stuart, 1984; Weinberg, Hughes, 

Crltelli, England, & Jackson, 1984) have directly attempted 

to study weight loss self-efficacy. In the purest study of 

self-efficacy and weight reduction, Mitchell and Stuart 

(1984) followed by telephone a large cohort of women who had 

recently joined the group Weight Watchers. Each week for 

the first twelve weeks, researchers asked the women to rate, 

on a 3-point scale, their confidence that they would even

tually reach goal weight. Even using this simple technique, 

self-efficacy was an important predictor of dropping out of 

treatment, with t-tests showing that each week dropouts were 

significantly less confident of attaining goal weight than 

stayers. Thus, there is support for self-efficacy's poten

tial in predicting attrition from a weight loss program. 

While dropout and maintainers differed on self-efficacy, 

they did not differ on actual number of pounds lost. This 

fact was seen by the authors as supporting Bandura's (1977) 

contention that objective success does not always produce 

strong self-efficacy beliefs, but that perception of success 

is more important. This would seem to have important 

clinical implications for use in signalling to staff which 

clients are at high risk of attrition from treatment, so 

that intervention measures may be undertaken. 

One of the biggest differences between smoking cessa

tion self-efficacy reseach and obesity treatment 
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self-efficacy research is the fact that most obesity self-

efficacy studies have included some form of locus of control 

measure, and that in each case that measure has improved the 

ability of self-efficacy to predict success in weight loss. 

Internals (as measured either by a Locus of Control scale 

(LOG) (Rotter, 1966) or by a Weight Locus of Control Scale 

(WLOC) (Saltzer, 1978)), who at beginning of treatment 

believed themselves more in control of their weight than did 

Externals, have shown a stronger relationship between weight 

loss self-efficacy and actual weight loss (Chambliss & 

Murray, 1979b; Saltzer, 1981; Weinberg et al., 1984). 

Research by Tobias and MacDonald (1977) shows that having an 

internal locus of control is, in itself, an insufficient 

condition to predict weight loss success, even in an obesity 

treatment program which stresses client responsibility. 

However, the client's belief-system may indicate the obesity 

program which is most intuitively pleasing to him/her: 

Health Locus of Control (HLC) Internals (Wallston, Wallston, 

Kaplan & Maides, 1976) were more satisfied with a self-

managed weight management program, while HLC Externals were 

happier with a therapist-controlled program (Wallston et 

al., 1976). As mentioned previously, there have been only 

four studies which have attempted to examine weight loss 

self-efficacy; two of those have included LOC (Rotter, 1966) 

as an Interacting variable. The first study, by Chambliss 
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and Murray (1979b), attempted to examine and manipulate 

weight loss self-efficacy in conjunction with LOC. Instead 

of measuring preexisting self-efficacy for weight loss, a 

non-clinical population of subjects were classified as 

"Externals" or "Internals" on the basis of Rotter's (1966) 

LOC scale scores. During the first two weeks, all subjects 

received a standard obesity treatment program and were given 

placebo capsules to be taken daily. These placebos were 

ostensibly to aid weight reduction. During the third week, 

subjects in the self-efficacy condition were given correct 

information regarding the placebo, congratulated on their 

personal efforts which had resulted in weight loss, and en

couraged to continue the good work, while "Drug efficacy" 

subjects were again encouraged to attribute their weight 

loss to the "long-lasting" placebo. A control group was 

given no information regarding attribution for success. All 

groups were asked to continue the program two more weeks. 

In this non-clinical study, the authors reported that there 

was no main effect for either self-efficacy or for LOC, but 

"Internal" subjects with the self-efficacy communication 

lost significantly more weight while "Externals" lost more 

weight with the drug-efficacy communication. In point of 

fact, this study demonstrates nothing about the role of 

self-efficacy and weight loss: the authors assumed that they 

had actually manipulated self-efficacy, but they failed to 
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directly assess self-efficacy at any point in time. 

Nevertheless, this study is interesting because it was the 

first to present the suggestion that both weight loss self-

efficacy and internal LOC may be important in predicting 

weight loss success. The only other weight loss study which 

has attempted to manipulate self-efficacy also Included the 

LOC variable. Again using a volunteer population, Weinberg, 

Hughes, Crltelli, England, and Jackson (1984) simply asked 

subjects to indicate how many pounds they wanted to lose in 

the next two months, and how certain (from 0 to 100% sure) 

they felt that they could do it. Subjects were then divided 

into high and low preexisting self-efficacy groups on the 

basis of a median split, and further divided into high and 

low treatment self-efficacy manipulation groups. The method 

of attempting to directly increase self-efficacy in the high 

self-efficacy manipulation group differs completely from 

that described by Chambliss and Murray (1979b), and seems 

more feasible for use in future research. In this study, 

the group leader in both high manipulation self-efficacy 

groups repeatedly told group members that they had been 

selected for the program because of their test results which 

showed that they were psychologically and physiologically 

suited to succeed in a weight loss program which focused on 

self-control procedures. Subjects in the low self-efficacy 

manipulation groups did not receive this feedback, but 
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instead just followed the standard behavioral treatment 

program. In all groups, subjects were encouraged to take 

responsibility for learning self-control skills for eating 

and exercise behavior. Results supported self-efficacy 

theory, with main effects found for both preexisting high 

self-efficacy and manipulated high self-efficacy: during 

this 9-week treatment program, subjects who were high in 

preexisting self-efficacy lost more weight over time than 

did those low in preexisting self-efficacy, and subjects in 

the high manipulated self-efficacy groups lost more weight 

than did those in nonmanipulated groups. Again, LOC 

Internals lost significantly more weight than did Externals, 

losing on the average 7 pounds, compared with 2 pounds. The 

authors pointed out that this was not surprising since their 

program emphasized self-control procedures and Internals 

believe they have more control of their environment than do 

Externals. Similarly, Saltzer (1981) showed that among a 

clinical population of obese females embarking on a 6 week 

weight reduction program, the amount of weight which sub

jects originally intended to lose and the actual behavior of 

losing weight were highly correlated; the most important 

predictor of losing larger amounts of weight was subjects' 

intention. However, this relationship held only for Weight 

Locus of Control (WLOC) Internals, those who initially 

reported on the four-item WLOC that they believed they had 
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more control over their weight than did Externals. Taken 

together, these two studies suggest that when self-efficacy 

is assessed by a single item asking about weight loss 

intentions, people who have an initial belief in their 

ability to control their weight are found to be more able to 

accurately predict their outcome in weight-loss treatment. 

Internals' self-efficacy scores are better predictors of 

weight loss than are Externals', and there are indications 

that they in fact lose more weight in treatment programs. 

There are other differences between self-efficacy 

studies which have studied smoking cessation and those which 

have begun to examine obesity treatment. One difference is 

that of the infrequency of assessing weight-loss self-

efficacy at different intervals to see if change occurs as a 

function of time or treatment. While Hartigan and col

leagues (1982) found that among college students in treat

ment for obesity, treated students tended to have an in

creased sense of ability to lose weight over time in 

treatment, but there was no significant difference. Only 

one study (Bernier & Avard, 1986) specifically assessed both 

pre- and post-weight loss self-efficacy to see if self-

efficacy changed over time or with treatment. Bernier and 

Avard (1986) studied weight loss self-efficacy among a group 

of 62 female volunteers who paid a $40 deposit which was 

returned to them for staying in a 10-week behavioral 
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treatment program and returning for 6-week and 6-month 

follow-up weighings. Volunteers were at least 15% 

overweight, with a mean weight of 174.9 pounds, and the 

average percent overweight (amount overweight/ideal weight x 

100) was 50.7%. The authors used two self-efficacy measures 

which they had developed, one measuring volunteers' self-

efficacy in coping with risk situations associated with 

eating, and one measuring their self-efficacy regarding 

their ability to execute the cognitive-behavioral strategies 

which were taught in the program. Volunteers completed 

these scales at pretreatment, posttreatment, and at follow-

up sessions. Attrition rates were 16% at end of treatment, 

25% at the 6-week follow-up, and 39% at the 6-month follow-

up. Results showed that pretreatment self-efficacy was 

significantly related to weight loss during treatment 

(r=.26, p < .05), and posttreatment self-efficacy was re

lated to weight loss at the 6-week follow-up (r=.32, p < 

.05), but not at the 6-month follow-up. Enhancement of 

self-efficacy (shown by increases of self-efficacy scores) 

over the treatment period was unrelated to weight loss 

during treatment, but was significantly related to weight 

loss during the two follow-up intervals (r=.42, p < .002, 

and r=.50, p < .001, respectively). That a significant 

relation between self-efficacy and weight loss was found 

seems more impressive given the relatively small amount of 
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weight which volunteers lost (average weight loss during 

treatment = 7.48 pounds; at 6-month follow-up, 6.8 pounds). 

Completers showed greater initial self-efficacy than those 

who dropped out during treatment, but there was no dif

ference in self-efficacy between completers and those who 

dropped out later. The authors of the study interpret the 

results overall as supportive of Bandura's self-efficacy 

theory. 

A final difference between the smoking-cessation self-

efficacy research and the obesity treatment self-efficacy 

research is the matter of duration. With the exception of 

the Bernier and Avard (1986) study, the duration of treat

ments in which direct self-efficacy has been investigated 

has been very short, varying from six to twelve weeks, al

though Hartigan and associates (1982) found an indication 

that at four months weight loss self-efficacy is still an 

important predictor of success. Given the fact that weight 

loss is so difficult to maintain, this lack of emphasis on 

long-term follow-up seems important. 

All in all, it is evident that self-efficacy research 

in the area of weight loss, while promising, has just begun. 

Only one of the weight loss studies which directly measured 

self-efficacy used a population of clients enrolled in a 

preexisting weight-control program (Mitchell & Stuart, 

1984). No one has directly investigated the role of the 
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second component of self-efficacy theory, outcome 

expectations, in regard to weight loss in the treatment of 

obesity. 

Outcome Expectations: A Neglected 
Element of Self-Efficacy Theory 

The second expectancy component of Bandura's self-

efficacy theory, outcome expectancy, has attracted much less 

attention from researchers than has self-efficacy 

expectancy. Studies which have attempted to examine both 

self-efficacy expectancies and outcome expectancies have had 

mixed findings. This confusion was predicted by Teasdale 

(1978), Borkovec (1978), and by Kazdin (1978), all of whom 

found flaws in Bandura's (1977) self-efficacy/outcome ex

pectancy concepts. Teasdale (1978) and Borkovec (1978) 

state that Bandura unfortunately fails to distinguish be

tween both expectancies by his definition of self-efficacy 

expectation: "the conviction that one can successfully ex

ecute the behavior required to produce the outcomes" 

(Bandura, 1977, p. 193). Teasdale argues that by using the 

words "successfully" and "required to produce the outcomes", 

Bandura confounds the two expectations which he had argued 

should be kept conceptually separate. Kazdin (1978) also 

points to the reciprocal nature of outcome expectancies and 

self-efficacy expectancies, stressing that increasing 

persons' self-efficacy is likely to show them that unwanted 
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consequences actually do not occur, and vice versa. As 

Kazdin (1978) explains, 

The point here is not to overemphasize outcome 
expectations. Both self-efficacy and outcome ex
pectations are likely to be important and perhaps 
differentially important as a function of the 
specific client problem. It is essential to in
tegrate these concepts very carefully because of 
their reciprocal nature. (Kazdin, 1978, p. 180) 

Bandura (1978) replied to these queries by again stat

ing that efficacy expectations are "clearly differentiated" 

from outcome expectations, and that this was also the case 

for measuring self-efficacy expectations. He argues that 

self-efficacy expectancies will influence outcome 

expectancies, but not the converse, so that 

People's fear of potentially dangerous events over 
which they exercise no personal control will vary 
depending on their perceived efficacy in protect
ing themselves against the force of those events 
should they ever occur. (Bandura, 1978, p. 242) 

However, this failed to silence the controversy, and 

recently, Eastman and Marzlllier (1984) argued that self-

efficacy and outcome expectations are not independent of 

each other, and that in many cases outcome expectancies are 

more powerful influences on behavior than are self-efficacy 

expectancies. To illustrate these points, they give the 

example of a nonphobic person being asked to pick up either 

a poisonous or a nonpoisonous snake. Eastman and Marzlllier 

(1984) contended that it is doubtful that the persons's 

self-efficacy expectancies would be the same. In addition, 
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they stated that no clear definition of the term "outcome" 

had been supplied, and that for complex tasks, a number of 

Idiosyncratic outcome expectations may be important. 

Perhaps due to these difficulties, there have been 

relatively few empirical studies which have directly at

tempted to study both self-efficacy expectancies and outcome 

expectancies, and many of those studies have had 

methodological problems and conflicting results. Often the 

researchers have come to the conclusion that outcome expec

tancies are relatively ineffective predictors of behavior 

(cf. Godding & Glasgow, 1985; Manning & Wright, 1983). 

However, after a thorough review of relevant literature, 

Maddux and Barnes (1985) conclude (1) that the majority of 

the examined studies contained serious methodological 

errors, and (2) that if self-efficacy and outcome expectan

cies are carefully distinguished from each other, each can 

function as an important and independent predictor of 

behavior. In the only study which directly relates weight 

loss clients' success to some of their possible outcome 

expectations, Saltzer (1980) found that female clients' 

perceptions of personal consequences of losing weight were 

unrelated to either behavioral intentions or to actual 

weight loss. However, the outcome expectations measure 

which was used in this study seems poor. It was comprised 

of 28 items which were collected from a nonclinical 
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population, and all outcomes were positive. It seems 

probable that there are many consequences of successfully 

losing weight which are not positive, but rather may have a 

direct or indirect negative impact on the client's life. It 

seems likely that outcome expectations will indeed mediate 

behavior to some extent. 

Outcome Value and Its Potential 
Use In Prediction 

A third theoretical concept, outcome value or 

importance, has often been included in expectancy-value 

theories, but Bandura has virtually Ignored this concept in 

self-efficacy theory. In the earlier studies, which used 

phobics in treatment for overcoming their phobias, a basic 

positive outcome value was assumed on the basis of subjects' 

enrollment in the treatment program. However, it could be 

argued that even with these early groups of patients, per

sonal Importance of overcoming their phobias may have sig

nificantly varied among subjects. More recent studies have 

investigated a great variety of areas in which it would be 

expected that individuals' outcome values would vary more 

widely, and it continues to be suggested that outcome value 

should be examined (Teasdale, 1978; Maddux & Stanley, 1986; 

Maddux & Rogers, 1983; Maddux, Norton, & Stoltenberg, 1986; 

Manning & Wright, 1983; Saltzer, 1980; Maddux & Barnes, 

1985). Specifically related to outcome value and successful 
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weight reduction is the work of Saltzer (1980), which 

suggests that a form of outcome importance is indeed an im

portant predictor variable among women enrolled in a weight 

reduction clinic. Her clients' responses to the statement, 

"In my (close friend's) opinion, my losing weight would be 

good or bad" (rated on a 7-point Likert scale) were highly 

predictive of actual weight loss. Employers' and parents' 

opinions were also significantly predictive of weight loss 

among clients, although interestingly, those of subjects' 

spouse or physician were not. In the present study, it is 

hypothesized that outcome value or importance will indeed 

mediate clients' success in weight loss. 

Purpose ££ Study and Hypotheses 

The present study was planned to investigate the 

relationship of weight-loss self-efficacy, outcome 

expectations, and outcome value to success in losing weight 

among female clients enrolled in a 12-week weight loss 

program. Bandura's (1977, 1986) self-efficacy theory states 

that persons with higher confidence that they can perform a 

behavior will in fact perform better than those who are less 

confident, and it was hypothesized that subjects who have 

higher self-efficacy strengths overall would lose more 

weight during the program and at follow-up than those who 

initially had less confidence of success. It was expected 
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that self-efficacy scores would be stronger predictors of 

weight loss during the 12-week program, the WeightChoice 101 

Class, than of weight loss at follow-up, because self-

efficacy is a stronger predictor of proximal, as opposed to 

distal, behaviors (Bandura, 1977; Bandura, 1986). Bandura's 

(1977, 1986) second component of self-efficacy theory, out

come expectations, were also posited to predict behavior, 

and it was hypothesized that clients who believed strongly 

that positive outcomes will occur as a result of losing 

weight would lose more weight both during the program and at 

follow-up than those who believed less strongly in those 

positive outcomes and/or believed that negative outcomes 

would occur. While it is not an element specifically in

cluded in Bandura's (1977) self-efficacy theory, the 

proposed study also examined outcome value, the Importance 

each of the possible outcomes of losing weight would have to 

each client. It was hypothesized that clients who valued 

the positive outcomes of losing weight highly would lose 

more weight, again both during the program and at follow-up. 

It was further hypothesized that each concept, self-efficacy 

expectancy, outcome expectancy, and outcome value, would 

contribute independently to prediction of weight loss. It 

was also predicted that Weight Loss Self Efficacy Scale 

scores and Social Desirability Scale scores would be inde

pendent of each other, satisfying the requirement that 
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responses to self-efficacy questions are not merely socially 

desirable responses. 

Another purpose of this study was to examine clients' 

post-WeightChoice 101 Class willingness to join an ongoing 

treatment group as that selection relates to 1) weight loss 

during treatment and at follow-up, and 2) initial expectancy 

variables. It was predicted that clients who continued with 

the weight-loss program after the initial treatment would 

lose more weight both during treatment and at follow-up. It 

was also predicted that those who continued with treatment 

at the weight-loss program after the initial 12 weeks would 

have higher initial self-efficacy and positive outcome ex

pectancy scores, as predicted by self-efficacy theory 

(Bandura, 1977, 1986). It was further posited that those 

who continued in an ongoing treatment group would have 

higher initial outcome value scores, compared with those of 

nonattenders. 



CHAPTER II 

METHOD 

WeightChoice Program 

At the time of the study, the WeightChoice Institute 

was affiliated with Rose Medical Center in Denver, Colorado, 

but located several blocks from that hospital. It is no 

longer affiliated with Rose Medical Center. The program 

uses a 12-week structured group format for its introductory 

WeightChoice 101 Class, with weekly private weigh-in for 

each client. The fee for the WeightChoice 101 class was 

$224. There was a maximum of 10 clients in each group, and 

each group was approximately 90% female. Each of the weekly 

group sessions lasted approximately 3 hours. The sessions 

were run by either the director of the WeightChoice 

Institute, who holds a doctorate in psychology, by others 

who hold the same degrees, or by masters level therapists. 

The program incorporates elements of self-monitoring, goal-

setting, relapse prevention, feedback, group support, and 

behavioral contracting. Nutrition, exercise, and intensive 

calorie-counting are focused upon, with clients pinpointing 

weekly stresses and developing coping strategies for them. 

Group members are encouraged to telephone each other during 

the week, to strengthen group cohesion and give each other 

support. Actual weight loss is downplayed in this program, 
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with more emphasis given to gradual lifestyle changes and 

weight loss maintenance. It is theorized in this program 

that in order for many of the clients to lose enough weight 

to be healthy, and for those clients to be able to maintain 

those losses, many will need to make an emotional commitment 

to spending one or two years of their lives making lifestyle 

changes. It is believed that staying in the WeightChoice 

Institute for this time will facilitate clients' changes. 

Therefore, upon completion of the WeightChoice 101 class, 

clients are encouraged to join an ongoing treatment group 

for 6 months, for a fee of $260. The group which the client 

enters is geared to her specific needs, such as assertive

ness training or stress management. These structured groups 

also meet weekly for 3 hours with weekly weigh-in. Upon 

completion of this 6-month period, clients are encouraged to 

continue with an ongoing treatment support group. 

Procedure 

Upon beginning the WeightChoice 101 Class, clients 

completed the consent form, the demographic data intake 

sheet, the WeightLoss Self-Efficacy Scale (WLSES), the 

Outcome Expectations Scale (OES), the Outcome Value Scale 

(OVS), and the Marlowe Crowne Social Desirability Scale (SD) 

(Crowne & Marlowe, 1960). Each client's height and weight 

were recorded at the first group meeting, and each client 
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weighed in weekly in private. At the last regular meeting 

of the initial treatment program, clients completed the 

Modified Self-Efficacy Scale, and 7 weeks later they were 

telephoned by the author of the present study, asking that 

they return for a follow-up weigh-in. Clients were told 

that they would be paid $10 for doing so. Upon completion 

of this study, clients were debriefed either at a group 

meeting or by mail about the rationale and results of the 

study. 

Descriptions of Scales 

Weight-Loss Self-Efficacy Scale (WLSES). A Weight-Loss 

Self-Efficacy Scale (WLSES), comprised of 21 item.s, was 

developed by the author (see Appendix A). The first 8 items 

inquire into clients' self-efficacy with respect to carrying 

out relevant behaviors, such as self-efficacy that they will 

comply with homework assignments, learn new weight loss 

techniques, etc. Clients rated their self-efficacy in their 

ability to perform each item on a 100 point scale, from 0% 

to 100% sure, as recommended by Bandura (1977). The final 

13 items of the WLSES (rated in the same way as the first 

items) were based on pilot work conducted by the author from 

another cohort of 24 WeightChoice clients. Those clients, 

who were enrolled in either an introductory 10-week program 

or in a continuers group, completed a survey in which they 
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were asked to list "situations or times when it is most 

difficult for you to avoid overeating and you are the most 

tempted to overeat". They then rated those high-risk times 

on a 7-point difficulty scale (from l=quite difficult to 

7=most difficult). There were no apparent differences in 

responses between clients in the introductory group and 

those in the Continuers group, so data from both groups were 

combined. Similarly, the "difficulty scores" did not add 

independent information, so that the surveys were analyzed 

using only frequency counts of similar items. Thirteen 

items were thus selected as "high-risk" situations; these 

comprised the final 13 items of the final WLSES. 

Modified Self-Efficacy Scale. At the completion of the 

12-week initial treatment period, clients again completed 

the last 13 questions from the WLSES, which asked them to 

rate their self-efficacy that they would avoid overeating at 

various "high-risk" times. This score was compared with 

each client's own initial WLSES score on those 13 items, 

using paired sample t-tests. 

Outcome Expectancy Scale (OES). This scale was 

developed by the author for use in this study (see Appendix 

B). It consists of 52 possible outcomes of losing weight, 

26 of which are positive, and 26 negative. Six positive 

items were drawn from Saltzer's (1981) "states of being 

relevant to weight loss", (p. 264) which she compiled from 
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the results of a pilot study surveying college students 

regarding outcomes of successful weight loss. All of the 

negative outcome items and the rest of the positive outcome 

items were gleaned from the author's informal interviews 

with overweight and formerly overweight persons. 

Specifically, clients rated each item on the question, 

"After someone has reached her healthy weight, could she 

expect:" "to be more physically healthy", "that her mar

riage will be weaker", etc. Items were rated on a 7-point 

Likert scale, from "very likely" to "very unlikely". In 

scoring, positive outcome item scores ranged from 1 (Very 

Unlikely) to 7 (Very Likely), while negative outcome item 

scores ranged from -1 (Very Unlikely) to -7 (Very Likely). 

The positive and negative scores were totalled separately, 

and also summed together. Thus, three separate scores were 

produced: a positive outcome expectancy scale (OEP), a 

negative outcome expectancy scale (OEN), and a total outcome 

expectancy scale (OET). 

Outcome Value Scale (OVS). The final expectancy value 

scale, the Outcome Value Scale (OVS) (see Appendix C), which 

was administered at intake, also was developed by the author 

for use in this study. This scale was based on the 52 items 

of the Outcome Expectancy Scale. The tenses of the verbs of 

those 52 items were changed into the present tense, and the 

client was asked to rate the importance of each outcome to 
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her life with this prompt: "There may be pleasant outcomes 

which occur as a result of having achieved your healthy 

weight, and there also may be unpleasant outcomes which may 

occur as a result of having achieved your healthy weight. 

People differ in the amount of importance they place on the 

various possible outcomes of attaining a healthy weight". 

They are then instructed to rate "After you reach your 

healthy weight, how much do YOU want" "your physical ap

pearance to greatly improve," "to not feel you are 'giving 

in' to your husband, parents, or other significant person," 

etc. Items were rated on a 7-point Likert scale, from 

"Unimportant" to "Extremely Important." 

Demographic Data Questionnaire. The Demographic Data 

Questionnaire (see Appendix D), administered at the begin

ning of the initial treatment period, collected clients' 

age, height, sex, employment status, educational level, and 

other demographic data. It also asked questions such as 

clients' history of weight-loss attempts, and the strength 

of clients' family members' support of their involvement in 

the treatment program. 

The Marlowe-Crowne Social Desirability Scale (SD). 

This scale (Crowne & Marlowe, 1960) was administered at the 

beginning of the initial treatment program, along with the 

expectancy value scales. The scale is comprised of 33 

true-false items which attempt to measure persons' need to 
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gain approval by responding in culturally sanctioned ways. 

For example, items such as these were included in the scale: 

"Before voting I thoroughly investigate the qualifications 

of all the candidates" (T); "I never hesitate to go out of 

my way to help someone in trouble" (T); and "It is sometimes 

hard for me to go on with my work if I am not encouraged" 

(F). It should be noted that the authors describe the 

specified behaviors as culturally acceptable and approved, 

yet relatively unlikely to actually occur. In the past, 

high correlations of social desirability with other scales 

have led researchers to question the construct validity of 

those scales (cf. Linehan & Nielsen, 1981). The Marlowe-

Crowne SD Scale (Crowne & Marlowe, 1960) was included in the 

present study in order to investigate any relationship which 

SD may have with the expectancy questionnaires which were 

developed. 



CHAPTER III 

RESULTS 

Subjects 

In January, 1987, 53 clients (46 women and 7 men) began 

the 12-week WeightChoice 101 Class. Of the women, 42 con

sented to being included in the present study. At the con

clusion of the WeightChoice 101 Class, 19% (n=8) of the 

clients had dropped out. At the conclusion of the study, 19 

weeks after clients had begun the program, 50% (n=21) of 

those clients were continuing in WeightChoice group classes, 

and 50% (n=21) were no longer attending the WeightChoice 

Institute. Of the noncontinuers, only 3 consented to return 

for weighing (and were paid $10) at the conclusion of the 

study. 

Clients ranged in age from 17 to 63 years old, with an 

average age of 37.79 years old (SD=9.94). Over half (n=22) 

of the clients were ages 30 to 39. All clients except for 

one Black and one American Indian classified themselves as 

Caucasian. 

Twenty-four of the 42 clients (57%) were currently 

married, and 8 of those married (33%) described their hus

bands as overweight. Twenty-nine clients answered the 

question, "What does your husband/significant other think of 

your involvement in this program?" On a 7-point Likert 
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scale, scores ranged from 1 to 7, with the average score for 

this item 4.8 (SD=1.86) (where l=very unsupportive and 

7=extremely supportive). 

To the question "Is there anyone that you are aware of 

who has a desire for you to fail in your weight loss 

attempt?" only one person responded affirmatively. That 

client indicated that that person was "I believe—myself". 

To the question "Why do you believe this person wishes you 

to fail?", she stated "because I always fail at weight 

loss". 

Twenty-five clients (60%) had children, 16 had no 

children, and one client omitted this item. Eighteen of the 

25 had 2 or 3 children. Children's ages ranged from several 

months old to over 30 years old. Only 4 clients (16%) in

dicated that their children had weight problems. Clients 

were asked to rate (from l=Very unsupportive to 7=Extremely 

supportive), "What do your children think of your involve

ment in the WeightChoice Program?" Of the 21 clients who 

responded to this item, the average score was 4.29 

(SD=1.79), with scores ranging from 1 to 7. 

Clients were more highly educated than the general 

public. Thirteen (31%) had either achieved post bac

calaureate degrees or had done some graduate work, 9 (21%) 

had bachelors' degrees, 14 (33%) indicated that they had 

done some college work, 3 (7%) were high school graduates, 
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1 (2%) had a GED, and 1 (2%) was currently a high school 

student. 

Thirty-one clients (74%) were employed, and 11 were 

currently unemployed. Of those who were employed, 24 (77%) 

worked fulltime. Many clients were nurses, secretaries, 

programmers, mental health workers, various artists, and 

managers. The great majority of those who were married in

dicated that their husbands were involved in various 

professional-level careers. Only one husband was reported 

to be unemployed. 

To the question "How long do you believe you have had a 

weight problem?" 4 (9.5%) of the clients said 10 years or 

less; 7 (17%) said from 11 to 20 years, 16 (38%) said 20-50 

years, and 15 (36%) said since early childhood. To 

"Approximately how many dieting attempts have you made the 

last three years?" two clients (5%) reported 0 attempts, 6 

(14%) reported 1 attempt, 13 (31%) reported 2 to 4 attempts, 

5 (12%) reported 5 to 7 attempts, 7 (17%) reported 7-10 

attempts, and 6 (14%) reported more than 10 attempts. To 

the question, "What other formal weight loss groups or pro

grams have you tried, if any?" Weight Watchers was men

tioned by 31 clients (74%), Weight Loss Clinic was mentioned 

by 16 clients (38%), Diet Center by 6 clients (14%), 

NutriSystems by 5 clients (12%), Overeaters Anonymous by 5 

clients (12%), TOPS by 2 clients (5%), and "others" by 29 
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clients (69%). Only 4 clients (9.5%) said that these pre

vious formal groups had been helpful, with the others 

describing them as fair to not helpful at all. 

Of the 42 clients, 37 (88%) described their overall 

health as good to excellent, and 4 clients (9.5%) described 

their health as fair to poor. Two clients were referred by 

physicians to this program, yet 24 of the 42 clients (57%) 

reported having health problems due to weight. The problems 

reported included weight-related health difficulties such as 

back problems, hypertension, high cholesterol levels, and 

thyroid problems. 

To "Why are you entering the WeightChoice program NOW?" 

most answers were vague, with clients missing the "NOW" 

element. However, three mentioned that after being in 

psychotherapy for some time, they now felt ready for a 

weight-related program. 

Weight Loss 

As can be seen in Table 1, initial weights of all 42 

clients ranged from 137 to 280 pounds, with an average 

weight of 199.61 pounds. Initial body mass index (BMI) 

ranged from 23.28 to 45.47, with the average BMI of 33.09. 

During the course of the WeightChoice 101 class, the 34 

Completers lost an average of 12.74 pounds, with weight 

changes ranging from a gain of 1 pound to a loss of 33.7 5 
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Table 1. Pre-treatment, post-treatment, and 
follow-up weights and BMIs. 

Variable Mean 

Number 
of 

Std Dev Minimum Maximum Subjects 

PRETREATMENT 

Weight 199.61 38.69 137.00 280.00 42 

BMI 33.09 5.67 23.28 45.47 41 

POST-TREATMENT 

Weight 

BMI 

190.70 34.68 

31.40 5.25 

131.00 278.75 

21.61 44.61 

34 

34 

FOLLOW-UP 

Weight 

BMI 

181.27 24.17 

30.48 3.93 

129.25 223.50 

23.98 37.82 

21 

21 
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pounds. In terms of changes in Body Mass Index, the average 

change was a decrease of 2.08 points in the BMI, with chan

ges ranging from a loss of 4.77 points to a gain of .16 

points. This average weight loss is similar to that most 

often found in reviews of research literature (cf. Wilson & 

Brownell, 1980; Wing & Jeffrey, 1979). However, the 21 

clients who continued with the WeightChoice Institute for 

another 7 weeks lost more weight overall than is usually 

reported by other studies. Comparing Initial with follow-up 

weights, they lost an average of 21.61 pounds, with changes 

ranging from a gain of .25 pounds to a loss of 64.25 pounds. 

Their Body Mass Indices changed an average of -3.51 points, 

ranging from a gain of .05 points to a loss of 9.07 points. 

As can be seen in Table 2, the breakdown of weight 

changes at the conclusion of the study for the 21 Continuers 

is as follows: 1 client gained 1/2 pound, 1 client lost 2 

1/2 pounds, 4 clients lost 5 to 10 pounds, 3 clients lost 10 

to 20 pounds, 7 clients lost between 20 and 30 pounds, and 5 

lost over 30 pounds. Because only 3 dropouts returned to be 

weighed at follow-up, their weights (which included losses 

of 9.5, 7.25, and 0 pounds) were not used in statistical 

analyses. 
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Table 2. Weight changes for treatment 
continuers at 7-week follow-up. 

Weight Changes for Treatment Continuers at 7 Week Follow-Up 

Change in Pounds Frequency 

+ 1/2 pound 1 == 

- 0 to 5 1 == 

- 5 to 10 4 ========= 

- 10 to 20 3 ====== 

- 20 to 30 7 ============== 

- 30 to 40 3 ====== 

- 40 and up 2 ==== 

(total n=21) 
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Questionnaire Properties 

Since the expectancy questionnaires (Weight-Loss Self-

Efficacy Scale, Modified Self-Efficacy Scale, Outcome 

Expectancy Scale, and Outcome Value Scale) were developed by 

the author specifically for this study, the psychometric 

properties of these scales will be Investigated first. 

Weight-loss Self-Efficacy Scale (WLSES). As can be 

seen in Table 3, WLSES scores ranged from 39 to 194. With 

the maximum possible score of 210, the average score was 

135.17 (SD= 37.72). The median score was 140.00. There 

were no ceiling or floor effects, and the even-odd inter-

correlation coefficient was high, at .96. Thus, reliability 

statistics for this scale appear quite good. 

Modified Self-Efficacy Scale. Table 3 shows that 

scores ranged from 7 to 106, with an average score of 73.48 

(SD=23.02). With the maximum possible score of 130, the 

median score was 78.00. Since this scale is comprised of 

the last 13 items of the WLSES, no further inter-item cor

relations were done. Paired sample t-tests of the scores 

from the Modified Self-Efficacy Scale and of the last 13 

items of the WLSES were computed. Results showed no sig

nificant pre- to post- difference in strength of self-

efficacy for avoiding overeating in "high-risk" situations 

(means= 77.9 and 73.8, respectively, 2-tailed t probability 

=.243). Consistent with previous weight-loss self-efficacy 
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Table 3. Expectancy values: Weight-Loss 
Self-Efficacy Scale (WLSES), Outcome 
Expectancy Scale, Total (OET), Outcome 
Expectancy, Positive (OEP), Outcome 
Expectancy, Negative (OEN), Outcome Value 
Scale (OVS), and Marlowe-Crowne Social 
Desirability Scale (MCSDS). 

Variable Mean Std Dev Minimum Maximum 

Inter- Number 
item of 
Corr Subjects 

WLSES 135.17 37.72 39.00 194.00 .96 42 

Modified 
WLSES* 73.48 23.02 

OET 

OEP 

OEN 

OVS 

MCSDS 

43.19 25.56 

120.14 15.16 

7.00 106.00 

-28.00 100.00 

79.00 146.00 

-76.95 18.63 -121.00 -38.00 

269.93 44.47 

13.86 4.84 

178.00 354.00 

3.00 24.00 

nc 

.72 

nc 

nc 

.91 

nc 

29 

42 

42 

42 

41 

42 

WLSES=Weight-Loss Self-Efficacy Scale 
•Modified WLSES=Modifled Weight-Loss Self-Efficacy Scale 
OET=Outcome Expectations, Total 
OEP=Outcome Expectations, Positive 
OEN=Outcome Expecations, Negative 
OVS=Outcome Value Scale 
MCSDS=Marlowe-Crowne Social Desirability Scale 

•Assessed post-treatment. All others assessed pre-treatment 
nc=not computed 
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findings (Bernier & Avard, 1986; Hartigan et al., 1982), 

weight-loss self-efficacy did not change over time In 

treatment. 

Outcome Expectancy Scale (OES). Table 3 shows means, 

standard deviations, and ranges of scores for this scale, 

which was computed as three different scales: Outcome 

Expectancy, Total (OET), Outcome Expectancy, Positive (OEP), 

and Outcome Expectancy, Negative (OEN). Again, no ceiling 

or floor effects were observed, and the even-odd inter-item 

correlation was .72. Given the wide range of possible 

scores on the OES (from -7 to +7), the .72 correlation seems 

satisfactory. 

Outcome Value Scale (OVS). Table 3 shows means, stan

dard deviations, and ranges of scores for the OVS. The 

even-odd inter-item correlation was .91. This scale is the 

only one which included a sizeable number of omitted items. 

Although the mean number of omitted items was only 2.5 of 

the total 52 items (approximately 5%), the number of omitted 

items ranged up to 10 (almost 20%). Because of the 

frequency of omitted items, the scale scores were augmented 

by assigning omitted items Individually averaged scores for 

each omitted item. 

The Marlowe-Crowne Social Desirability Scale. This 

scale was developed by Crowne and Marlowe (1960), and was 

included with the expectancy questionnaires in order to 
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explore any positive response set which may be found in the 

questionnaires. Clients' scores ranged from 3 to 24, with 

an average social desirability (SD) rating of 13.86 

(standard deviation = 4.84), which was similar to the 

average score of the original norm group (mean score=13.72) 

(Crowne & Marlowe, 1960). Thus, overall the present cohort 

of clients did not attempt to present themselves in an un

duly favorable light. 

Interrelationships Among the Scales. Intercorrelations 

among the total scores for each questionnaire were calcu

lated and presented in Table 4. The scales which were 

developed were relatively independent of each other. The 

Outcome Expectancy Scale (Total) was expected to be highly 

correlated with the Outcome Expectancy (Positive) Scale and 

the Outcome Expectancy (Negative) Scale, because the OET 

score Is simply the sum of the OEP and OEN for each client. 

Thus, the relatively high correlations of OET at .69 and .82 

for OEP and OEN, respectively. However, OEP and OEN were 

independent from each other, correlating at .14. 

Correlations between the Outcome Value Scale (OVS) and ex

pectancy measures except for OEN were not statistically 

significant. However, a negative correlation of -.49 be

tween OV and OEN was found (2-talled p<.01). Initial 

Weight-Loss Self-Efficacy (WLSES) scores were significantly 

correlated with Outcome Expectancy Total (OET) and Outcome 
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Table 4. Correlation coefficients among the 
Expectancy Variables: Weight-Loss 
Self-Efficacy Scale (WLSES), Outcome 
Expectancies, Total (OET), Outcome 
Expectancies, Positive (OEP), Outcome 
Expectancies, Negative (OEN), Outcome 
Value Scale (OVS), and Marlowe-Crowne 
Social Desirability Scale (MCSDS). 

OET OEP OEN WLSES OVS MCSDS 

OET 

OEP 

OEN 

WLSES 

OVS 

MCSDS 

1.00 

.69** 

.82** 

.44* 

-.32 

.27 

.69** 

1.00 

.14 

.17 

.07 

.17 

.82** 

.14 

1.00 

.46* 

-.49* 

.23 

.44 

.17 

.46 

1.00 

-.27 

.32 

.07 

.46* -.49* 

-.27 

1.00 

-.16 

.27 

.17 

.23 

.32 

-.16 

1.00 

N = 41 

0ET=0utcome Expectancies, Total 
0EP=0utcorae Expectancies, Positive 
0EN=0utcome Expectancies, Negative 
WLSES=Weight-Loss Self-Efficacy Scale 
0VS=0utcome Value Scale 
MCSDS=Marlowe-Crowne Social Desirability Scale 

*p < .01 
**p < .001 



62 

Expectancy Negative (OEN) scores, with correlation coeffi

cients of .44 and .46, respectively. The correlation be

tween WLSES and Social Desirability (SD) was .32 (p=.022), 

which was the largest correlation with SD of any of the ex

pectancy measures. 

Attrition 

Early Dropouts. Eight of the Initial 42 clients (19%) 

dropped out of the WeightChoice Institute before the 

WeightChoice 101 class was completed. Even with this small 

sample size, t-tests of Initial WeightLoss Self-Efficacy 

scores (WLSES) showed that Early Dropouts had significantly 

lower initial WLSES scores than did Continuers. The average 

WLSES score for Early Dropouts was 111.8, compared with 

140.7 for Continuers (2-tailed/ p <.05). Early Dropouts 

also had significantly lower BMIs than Continuers: mean BMI 

for the Early Dropouts was 27.3, compared with 33.5 for 

Continuers (2-talled/ p<.04). The difference In Initial 

weights (183.3 vs 203.4 pounds) was not statistically 

significant. There were no other significant differences 

between the two groups in other expectancy measures or in 

other demographic variables. 

Later Noncontinuers. Technically, this group is not 

termed dropouts, because the clients did complete the 

WeightChoice 101 Class. However, they did not commit to 
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continuing in the WeightChoice Institute groups in order to 

make lasting lifestyle changes, as is generally advised by 

treatment staff personnel. Continuers (those who were still 

attending the WeightChoice Institute groups at the con

clusion of the study) were younger than Noncontinuers (those 

who were not attending groups). Continuers' average age of 

34.0 years old was significantly younger than that of 

Noncontinuers' 41.5 years old (2-tailed/p <.01). In 

addition, Continuers initially scored higher on the Outcome 

Value Scale (OVS) than did Noncontinuers. That Is, they 

placed more Importance on either having positive outcomes of 

having achieved one's healthy weight occur, or on avoiding 

the negative outcomes. Continuers' average OVS score of 

282.0 (SD=49.8) was significantly greater than that of 

Noncontinuers' average score of 245.0 (SD=65.6) (2-tailed/p 

< .05). No other t-tests of expectancy measures showed 

significant differences. Similarly, chi-squares or Mann-

Whltney U tests of demographic variables showed no sig

nificant differences. Specifically, Noncontinuers and 

Continuers did not differ on the other expectancy question

naire scores, SD, Initial BMI or weight, on marital status, 

husband's support, whether or not they had children, 

children's support, number of previous dieting attempts, 

number of formal weight loss groups attended, whether or not 
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they listed a health problem related to weight, or whether 

they were previously a fast or slow loser of weight. 

Demographics and Welght/BMI Loss. Nonparametrlc tests 

were computed on the data from the Demographic Data 

Questionnaire In order to assess the Influence of each of 

the questionnaire variables on weight/body mass loss during 

the Initial treatment program and at the conclusion of the 

study. One factor, responses to the question, 

"Approximately how many dieting attempts have you made In 

the last three years?" was related to body/mass loss. In 

scoring this question, responses of zero through five were 

coded as zero through five, responses of six through four

teen were coded as six, and responses greater than fourteen 

were coded as seven. In order to compute nonparametrlc 

Mann-Whitney U tests on this data, a median split was com

puted on the weight losses and BMI losses, both at post-

treatment and at follow-up. Results showed that clients 

reporting relatively more frequent past dieting attempts 

lost less weight (Mann-Whitney U=53.5) (corrected for ties 

2-talled p=.003) and less body mass (Mann-Whitney U=59.0) 

(corrected for ties 2-tailed p=.005) during the initial 

treatment program than did clients reporting relatively 

fewer previous dieting attempts. In addition, clients 

reporting more frequent past dieting attempts lost rela

tively less weight at follow-up (Mann-Whitney U=21.0) 
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(corrected for ties 2-tailed p=.046), than did clients 

reporting relatively fewer past dieting attempts. There was 

no significant difference In BMI change at follow-up due to 

the dieting frequency variable, however. The frequency of 

previous dieting attempts was not significantly correlated 

with Initial Weight, or with Initial BMI. 

No other factors from the Demographic Questionnaire 

were significantly related to weight or BMI loss, either at 

post-treatment or at follow-up. Two-way Chl-square tests 

showed that whether or not clients were married, had 

children, had reported a health problem related to weight 

loss, or had previously been a fast or slow loser of weight 

were unrelated to weight or BMI loss. Nonparametrlc two-

sample Medians Tests showed these factors to be unrelated to 

weight or body mass loss: attitude of husband/slgnlfleant 

other towards clients' involvement in the treatment program, 

attitude of children toward clients' involvement in the 

treatment program, clients' ages, and clients' previous 

participation in formal weight loss programs. 

Prediction of Weight Loss and BMI Loss 

Another purpose of this study was to ascertain whether 

client expectations of weight loss might be predictive of 

weight loss at the conclusion of the WeightChoice 101 class, 

and/or at the follow-up period. The expectations examined 
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included clients' self-efficacy regarding their ability to 

comply with the treatment assignments and their ability to 

abstain from overeating In high-risk situations, their out

come expectations regarding life after having attained a 

healthy weight, and their outcome value for achieving the 

positive outcomes or avoiding the negative outcomes. 

Investigation of this hypothesis was done using separate 

multiple regression techniques to predict total weight loss 

and body mass index change 1) at the conclusion of the 

WeightChoice 101 Class, and 2) at the follow-up 7 weeks 

later. For each analysis, these sets of predictors were 

evaluated: 1) expectancy questionnaire scores alone 

(Weight-Loss Self-Efficacy Scale (WLSES); Outcome 

Expectancy, Total (OET); Outcome Expectancy, Positive (OEP); 

Outcome Expectancy, Negative (OEN); and Outcome Value Scale 

(OVS)); 2) expectancy questionnaire scores in combination 

with Marlowe-Crowne Social Desirability Scale (SD) scores 

(Crowne & Marlowe, 1960); and 3) a combination of SD, ex

pectancy questionnaire scores, initial weight and initial 

body mass index (BMI). 

Multiple Regression Analyses. The results of four 

stepwise multiple regression analyses using expectancy 

questionnaire scores alone to predict 1) weight loss and 2) 

BMI change at 1) the conclusion of the WeightChoice 101 

Class and 2) at follow-up are presented in Table 5. As can 
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Table 5. Expectancy values as predictors of weight loss 
in pounds, and of BMI change, in four stepwise 
multiple regression analyses. 

F-Value Partial 
Variable Multiple F-Value for change Corre-
Entered R R-Square for R in R-Square lation 

Predicting Weight Loss in Pounds 

Post-treatment 

OET .39 .16 5.69* 5.69* .39 

Follow-Up 

OEP .58 .34 9.57 9.57 .58 

Predicting BMI Change 

Post-treatment 

OET .36 .13 4.55* 4.55* .36 

Follow-Up 

OEP .59 .34 9.99 9.99 .59 

OET=Outcome Expectancies, Total 
OEP=Outcome Expectancies, Positive 

* These F-values meet the .05 criterion level and all others 
meet the .01 levels. 
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be seen in that table, two predictors were extracted from 

the four regression analyses: Outcome Expectations, Total 

(OET), and Outcome Expectations, Positive (OEP). For both 

weight loss measures, the pattern found was the same: OET 

predicted changes at completion of the WeightChoice 101 

Class, and OEP predicted changes from beginning to follow-

up. The relationship was not In the direction hypothesized, 

however: clients with greater Initial total outcome expec

tations lost less weight and body mass during the 

WeightChoice 101 Class than did clients with lesser 

expectations. In addition, clients with greater initial 

positive expectations lost less weight and less body mass 

during the total course of the study. These seemingly 

paradoxical results will be discussed later. Specifically, 

OET accounted for 16% and 13% of the total variance of 

pounds lost and BMI change, respectively, during the 

WeightChoice 101 Class. OEP was a more powerful predictor 

variable, accounting for 31% and 34% of the total variance 

of pounds lost and BMI change, respectively, across the 19 

weeks of the study. No other expectancy variable sig

nificantly added to prediction of either dependent variable 

(number of pounds lost or BMI change). 

When the variable Marlowe-Crowne Social Desirability 

(SD) (Crowne & Marlowe, 1960) was added to the expectancy 

questionnaire scores as predictor variables in stepwise 
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regression equations, the predictor pattern remained the 

same as above, with one exception. Table 6 shows that the 

one change was in prediction of total pounds lost during the 

study. While OEP remained the primary predictor, SD also 

added significantly to the prediction of total pounds lost. 

Specifically, OEP accounted for 34% of the total variance, 

and SD accounted for another 14% of the total variance. The 

relationship of SD to weight loss was inverse; the greater 

the SD score, the less weight lost. It should be noted that 

SD did not predict total BMI change. 

When clients' initial weight and initial body mass 

index (BMI) were added to the expectancy scores and SD in 

stepwise multiple regression analyses, a different pattern 

appeared. The results of these analyses are presented in 

Table 7. In predicting number of pounds lost during the 

WeightChoice 101 Class, only one variable. Initial Weight, 

was significantly related, accounting for 21% of the total 

variance. Those who initially weighed the most lost the 

most pounds during the initial treatment program. At 

follow-up. Initial Weight, OEP, and Initial BMI, 

respectively, predicted total number of pounds lost. 

Initial BMI and OET predicted change In body mass during the 

WeightChoice 101 Class, accounting for 20% and 12% of the 

total variance, respectively. Initial Weight and OEP 
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Table 6. Expectancy values and social desirability as 
predictors of weight loss In pounds, and BMI 
change. In four stepwise multiple regression 
analyses. 

F-Value Partial 
Variable Multiple F-Value for change Corre-
Entered R R-Square for R in R-Square lation 

Predicting Weight Loss In Pounds 

Post-treatment 

OET .39 .16 5.69* 5.69* .39 

Follow-Up 

OEP .58 .34 9.57 8.11 .59 
SD .69 .48 8.20 4.88 .46 

Predicting BMI Change 

Post-treatment 

OET .36 .13 4.55* 4.55* .36 

Follow-Up 

OEP .59 .34 9.99 9.99 .59 

0ET=0utcome Expectancies, Total 
OEP=Outcome Expectancies, Positive 

* These F-values meet the .05 criterion level and all others 
meet the .01 levels. 
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Table 7. Expectancy values, social desirability, Initial 
weight, and Initial BMI as predictors of weight 
loss in pounds, and BMI change. In four stepwise 
multiple regression analyses. 

F-Value Partial 
Variable Multiple F-Value for change Corre-
Entered R R-Square for R In R-Square lation 

Predicting Weight Loss in Pounds 

Post-treatment 

Initial 
Weight .46 .21 8.20 8.20 .46 

Follow-Up 

Initial 

Weight .80 .63 32.94 32.94 .79 

OEP .87 .76 29.28 10.00 -.60 

Initial 
BMI .90 .82 25.46 4.96 -.48 

Predicting BMI Change 

Post-treatment 

Initial 
BMI .44 .20 7.62 7.62 .44 

GET .56 .32 6.99 5.31 -.39 

Follow-Up 

Initial 
Weight .79 .62 30.73 30.73 .79 

OEP .87 .76 28.07 10.32 -.60 

0ET=0utcome Expectancies, Total 
0EP=0utcome Expectancies, Positive 
All F-values meet the .01 criterion level. 
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predicted total body mass change, accounting for 62% and 14% 

of the total variance, respectively. 

Summary of Results 

This study was planned to assess the usefulness of 

Bandura's self-efficacy theory in prediction of attrition 

among women enrolled in a weight-loss program. It was 

hypothesized that clients who scored highest In self-

efficacy, outcome expectancies, and/or outcome value would 

be more likely to continue in the program than those with 

lower scores. The hypotheses regarding attrition were par

tially supported: clients who dropped out of the 12-week 

program had lower initial self-efficacy scores than did 

continuers, and those who were still attending treatment 

groups at the conclusion of the study Initially scored 

higher on outcome value than did noncontinuers. However, 

outcome expectancies failed to predict attrition. Clients 

with relatively smaller BMIs were more apt to drop out of 

the 12-week Initial treatment program, and those who were 

continuing with further treatment groups at the conclusion 

of the study were significantly younger than all 

noncompleters. 

Another purpose of this study was to investigate the 

utility of self-efficacy, outcome expectations, and outcome 

value for prediction of weight loss among the clients. It 
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was hypothesized that persons who scored high on the expec

tancy measures would be more likely to lose more weight and 

body mass than those with lower scores. No hypotheses con

cerning expectancy measures and weight/body mass loss were 

supported. Contrary to predictions, total outcome expecta

tions were related to lower weight losses during the 12-week 

program, and relatively greater positive outcome expecta

tions were related to lower weight losses during the entire 

19 weeks of the study. Self-efficacy and outcome value were 

not related to weight and BMI loss. One variable which was 

closely associated with weight and body rrass loss during the 

initial treatment was the history of dieting attempts 

factor: clients who reported relatively more frequent 

dieting attempts during the last three years lost less 

weight and body mass during treatment than did those who 

reported fewer dieting attempts. More frequent previous 

dieting attempts were also associated to a lesser extent 

with lower weight (but not BMI) losses at the conclusion of 

the study. The most powerful predictor variable of weight 

loss at follow-up was initial weight. Those who initially 

were the heaviest lost the most weight and body mass, and 

they tended to score lowest on initial social desirability. 

The hypothesis that self-efficacy would increase over 

time in treatment was not supported; self-efficacy scores 

did not significantly differ from pretreatment to 
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post-treatment. The hypothesis that self-efficacy, outcome 

expectancy, and outcome value would be independent of each 

other was partially supported; while some of the correla

tions among the scales were statistically significant, those 

correlations were nevertheless small enough that, from a 

clinical standpoint, the concepts shared a small amount of 

common variance. The hypothesis that each expectancy 

measure would be independent of the Marlowe-Crowne Social 

Desirability Scale was supported. In addition, there was 

support for recent claims that longer weight-loss treatment 

result in larger weight losses. Clients who continued with 

the program lost an average of 21.6 pounds after 19 weeks. 



CHAPTER IV 

DISCUSSION 

This study was planned to assess the usefulness of 

Bandura's self-efficacy theory in prediction of attrition 

among women enrolled in a weight-loss program. It was 

hypothesized that self-efficacy expectancies, outcome 

expectancies, and outcome value expectancies would each 

contribute relatively independent information in the 

prediction of attrition, and that clients who scored highest 

in self-efficacy, outcome expectancies, and/or outcome value 

would be more likely to continue with the program than those 

with lower scores. Another purpose of this study was to 

assess the usefulness of using these same expectancy con

cepts in prediction of weight and body mass loss among the 

clients in the program. Again, it was hypothesized that 

clients who scored high in self-efficacy, outcome expecta

tions and/or outcome value would lose more weight and body 

mass than clients with lower scores. Interestingly, the 

results from this study are mixed. 

In order to attempt to understand why the findings from 

the present study were mixed, it appears necessary to first 

Investigate the instruments which were developed for as

sessment of the expectancy constructs. 

75 
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Examination of Instruments 

Several features of the data suggest that the WLSES 

developed in the present study was sound. First, the WLSES' 

relablllty statistics were quite acceptable. The even-odd 

Inter-item correlation coefficient was very high (.96). 

Unlike the Martin (1987) and the Brod and Hall (1984) 

studies, in which the investigators attributed negative 

findings to Inadequate assessment of self-efficacy, there 

was no question of a ceiling effect being observed. In 

addition, no floor effect was observed, and scores' 

variability was adequate. Second, the method of scoring 

items on a confidence continuum ranging from 0 to 100% was 

specifically suggested by Bandura (1977, 1986). Third, the 

items had good face content validity. The first half of the 

test items inquired into self-efficacy regarding clients' 

ability to perform behaviors which were taught in the 

WeightChoice 101 Class, and the second half of the test 

items were based on results from a pilot study done at the 

same weight-loss program. Fourth, the items were worded 

carefully in order to avoid confounding self-efficacy ex

pectations with either outcome expectations or outcome 

value. Fifth, although the WLSES failed to predict weight 

or body mass change, it did predict attrition from the ini

tial treatment program. Sixth, while the correlation of .32 

between self-efficacy and social desirability is 
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statistically significant, in fact the two concepts share 

little common variance, and these two scales are relatively 

independent. The number of items omitted on this scale also 

was negligible. Only one client omitted any items, and she 

omitted just one item. 

Similarly, the Outcome Expectancy Scale appeared sound. 

One unique element of the present study was that of 

developing three outcome expectations scales by totalling 

positive and negative outcome expectation items separately 

(for a positive OE score and a negative OE score), and 

finally summing the two expectancy scores algebraically 

together to comprise the OE total score. This was done out 

of the author's personal hypothesis that perhaps people have 

negative, as well as positive, expectations regarding what 

may happen to them once they reach their healthy weight. It 

seemed to the author that it might be possible to have very 

strong negative outcome expectations regarding one aspect of 

weight loss, while at the same time expecting positive out

comes for other aspects of weight loss. For example, it 

seemed plausible that woman A might strongly believe that 

losing weight would threaten or destroy her marriage (a -6 

on a 7-point Likert scale), yet also strongly expect that 

losing weight will enhance her physical health (a +6). 

Woman B might slightly believe that her marriage would be 

weakened by her losing weight (-2), and only slightly 
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believe that losing weight would help her health (+2). The 

traditional method of simply summing intensities of outcome 

beliefs for these two items would yield a total outcome 

score of zero for both Woman A and Woman B. It seemed that 

by only summing the degree of positive and negative expec

tations algebraically, much useful information was lost, 

including the intensity of clients' expectations. 

Intuitively it did not seem right that Woman A's score 

should equal Woman B's score, given the qualitative dif

ferences in responses. Thus, in addition to computing an 

algebraically totalled outcome expectancies scale, a method 

of summing absolute values of negative and positive items to 

create an absolute value outcome expectancy total scale was 

used. The large range of both positive and negative outcome 

scale scores suggests that in fact clients do vary In terms 

of the Intensities of their positive and negative 

expectations. The fact that clients' positive and negative 

outcome expectancies correlated at only .12 indicates that 

positive and negative expectancies are independent of each 

other. However, an analysis of frequencies of absolute 

value total expectations scores shows that clients do not 

tend to have either weak expectancies or very strong 

expectations. This may be the reason that when the absolute 

value totalled outcome expectancies scores were added to 

regression analyses, they did not significantly predict 
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weight or body mass loss. Rather, absolute value expectan

cies total scores of the majority of the clients tend to 

cluster rather close to the mean. It appears that while 

clients do vary in specific weight-loss positive and nega

tive outcome expectancies, they do not tend to be 

dlchotomously either strong believers or indifferent. 

Instead, weight loss clients tend to have both strong and 

weak outcome expectations, depending on the specific 

expectation. Future research on the outcome expectancy 

variables may clarify issues surrounding the generality of 

expectancies. 

Despite its complexity, the Outcome Expectancy Scale 

appeared sound. Its reliability statistics were acceptable: 

it had a wide range of scores, no ceiling or floor effects, 

and an acceptable inter-item consistency. The items were 

worded carefully to avoid confounds with either self-

efficacy or outcome value, and neither the OET, the OEP, nor 

the OEN scales were significantly correlated with social 

desirability. Again, the number of items omitted was 

negligible. However, that does not mean that the scale was 

concurrently valid. Unfortunately, Bandura (1977, 1986) 

does not give any guidelines for development of valid out

come expectations scales, except to caution that outcome 

expectations should be clearly differentiated from outcomes 

themselves (1986). In this study, items were selected by 
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the author, by weight loss professionals, and by overweight 

persons, on the basis of face validity. 

Like the other expectancy scales developed, the Outcome 

Value Scale had acceptable reliability statistics, and it 

was not significantly correlated with social desirability. 

However, clients omitted more items from the Outcome Value 

Scale than from the other scales. While the average number 

of OVS omitted items was approximately 5%, as many as 10 

items (20%) were omitted by clients. When correcting for 

these omissions, augmented scores were used in the OVS. In 

augmenting the scores, each omitted item was given the 

average score for that item. The usual reason which clients 

gave for omitting items, for refusing to indicate how im

portant it was to them to have a positive outcome occur or 

to avoid a negative outcome, was because they did not 

believe that the outcomes to which the omitted items 

referred would happen anyway. Actually, that reasoning 

seems logical, and it may represent a conceptual mixing 

together of OE and OV which commonly occurs. If one does 

not believe an outcome will occur, one may well be less apt 

to consider its importance. This may pose a continuing 

problem for future Outcome Value scales. At any rate, it 

seems possible that the validity of the present scale may 
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have decreased due to the frequency of omitted items. More 

research on OV could resolve this problem. 

In support of Maddux and associates' (Maddux & Barnes, 

1985; Maddux, Norton & Stoltenberg, 1986; Maddux, Sherer, L 

Rogers, 1982; Maddux & Stanley, 1986) contentions that 

self-effIcacy, outcome expectations, and outcome value can 

be shown to be conceptually distinct from each other, the 

expectancy scales which were developed were relatively in

dependent of each other. Naturally, OET was highly corre

lated with OEP and OEN, because the OET score is the sum of 

OEP and OEN. It is interesting that OEP and OEN were cor

related only at .14, because this suggests that persons' 

positive and negative outcome expectations are unrelated to 

each other. Interrelationships of other scales with the 

WLSES were also interesting. The WLSES was correlated at 

.46 (p < .01) with the OEN, suggesting that clients with 

greatest self-efficacy tended to have the fewest or least 

powerful negative outcome expectations. In addition, the 

WLSES was also correlated at .44 (p < .05) with OET. This 

suggests that clients with greater self-efficacy also tended 

to have relatively greater positive than negative outcome 

expectations. The Outcome Value Scale was statistically 

independent of the Marlowe-Crowne Social Desirability Scale 

and from all expectancy measures except the OEN Scale. The 

correlation of Outcome Value with the Outcome Expectations, 
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Negative Scale (OEN) was -.49 (p=.001). The relationship 

between OVS and OEN Implies that clients who highly value 

positive outcomes and avoiding negative outcomes (high OV) 

tended to expect that negative outcomes would occur. There 

is no obvious explanation for this finding. Despite the 

fact that the above correlations are statistically 

significant, the expectancy scales generally share little 

common variance. Therefore, it may be concluded that the 

scales are measuring conceptually different quantities. 

Whether or not the scales in fact are assessing their 

designated expectancy concepts is less certain. 

Expectancy Measures and Attrition 

The hypothesis that self-efficacy would predict attri

tion from the initial treatment program was supported. The 

eight initial treatment program dropouts' scores were lower 

than those of the thirty-four completers. These results are 

consistent with other studies (Mitchell & Stuart, 1984; 

Bernier & Avard, 1986) which have also found attrition 

predicted by lower weight-loss self-efficacy. However, 

neither the present study nor the Bernier and Avard (1986) 

study found self-efficacy to predict attrition which oc

curred after the main treatment program, during the follow-

up period. Similarly, the hypothesis that Outcome Value 

scores would predict attrition was partially supported. 
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While OV was not related to dropping out of the WeightChoice 

Class, it was related to continuing In the WeightChoice 

Institute at the conclusion of the study. Continuers ini

tially scored higher on the OVS than did Noncontinuers (mean 

scores=282.G vs 245.0). Thus, as predicted, clients who 

initially placed higher value on achieving positive outcomes 

of weight loss and avoiding negative outcomes were more 

likely to commit more time, energy, and money to the 

weightloss program. This finding supports the contention of 

other researchers (Maddux & Barnes, 1985; Maddux et al., 

1986; Maddux & Stanley, 1986; Teasdale, 1978; Manning & 

Wright, 1983) that Outcome Value may be an important factor 

which should be included in self-efficacy theory. The fact 

that there was no difference in Outcome Value between ini

tial treatm.ent program dropouts and completers of that class 

is puzzling, however. One may speculate that it may be due 

in part to a decrease in the sensitivity of the scale caused 

by the omitted and augmented items, but further research 

using outcome value should clarify the issue. 

In contrast to the positive findings regarding predic

tion of attrition using either self-efficacy or outcome 

value, outcome expectancies were not related to attrition. 

In a review of outcome expectations, self-efficacy, and 

outcome importance studies, Maddux and Barnes (1985) argued 

that the majority of the few studies which have attempted to 
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study outcome expectations and/or outcome value have been 

methodologically faulty. Yet there were no glaring defects 

in the outcome expectancy scale developed by Martin (1987), 

which found no relationship between outcome expectancies and 

attrition from an alcohol treatment program. Similarly, 

there were no obvious deficiencies in the present study's 

outcome expectations scale which found no relationship be

tween outcome expectancies and attrition from a weight loss 

program. In the present study and in the Martin (1987) 

investigation, outcome expectancy scale items were worded 

carefully, in order to avoid conceptual confounding with 

either self-efficacy or outcome value. Thus, the findings 

regarding attrition lend little support to Maddux and 

Barnes' (1985) contention that outcome expectations, if 

properly separated from self-efficacy and outcome 

importance, can serve as independent predictors of behavior. 

Nevertheless, the positive findings for self-efficacy 

and outcome value may have implications for weight-loss 

treatment, if future research replicates the present 

findings. It appears that pre-treatment self-efficacy 

measures are useful for purposes of predicting attrition 

over a short temporal duration, especially the length of 

time of the formal treatment program. In addition, low 

outcome value scores may identify clients who are at risk 

for terminating treatment prematurely. Pretreatment 
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self-efficacy and outcome value measures may be useful in 

pointing out clients who are most at risk for dropping out 

of a weight-loss program, so that early intervention 

measures can be undertaken. Given the frustrations and 

possible dangers of weight "yo-yoing" (Brownell et al., 

1987), as well as the possibilities of negative contagion 

and sabotage among unsuccessful group members (Brownell, 

1984a), it may be most charitable to screen out clients who 

seem to be at risk, suggesting treatment alternatives or 

postponement. 

Prediction of Weight and BMI Loss 
Using Expectancy Measures 

Self-efficacy and weight loss. A purpose of the 

present investigation was to assess the usefulness of 

Bandura's self-efficacy theory concepts in predicting weight 

loss among female clients in a weight-loss program. It had 

been initially hypothesized that self-efficacy expectations 

would predict 1) the amount of weight loss and body mass 

loss during the 12-week initial treatment program, and 2) 

total weight loss and body mass loss. These two hypotheses 

were not supported. Contrary to expectations, initial 

self-efficacy scores were not related to weight or body mass 

loss during the initial treatment program. In addition, 

post-treatment self-efficacy (measured at the completion of 

the WeightChoice 101 Class) was unrelated to weight or body 
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mass loss during the follow-up period. These findings seem 

paradoxical. 

One possible explanation for the present study's 

results conflicting with previous self-efficacy weight-loss 

studies may be due to the fact that different questions were 

asked. With the exception of the Bernier and Avard (1986) 

study, previous studies (Weinberg et al., 1984; Mitchell & 

Stuart, 1984; Hartigan et al., 1982; Chambliss & Murray, 

1979; Saltzer, 1981) have inquired into the amount of weight 

clients intended to lose, with all except Saltzer (1981) 

then asking clients to rate how confident they were of at

taining this weight loss. In the present study, the ques

tion "How much weight do you plan to lose, and how confident 

are you of losing that weight?" was intentionally omitted. 

The question was not asked because it appears to ask clients 

to measure their confidence in attaining a specific outcome, 

rather than measuring self-efficacy regarding their ability 

to perform a specific behavior. Weight loss is an outcome, 

not a behavior. Thus, Maddux and Barnes (1985), Bandura 

(1986), and the present author would argue that the above 

question pertains more to outcome expectancy than to self-

efficacy per se. Following this line of reasoning, it could 

be argued that most previous studies (Weinburg et al., 1984; 

Chambliss & Murray, 1984; Hartigan et al., 1979; Mitchell & 

Stuart, 1984; Saltzer, 1981) which have been interpreted as 
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having weight-loss self-efficacy implications could be more 

precisely considered to be weight-loss outcome-expectancy 

studies. In criticizing self-efficacy theory, Eastman and 

Marzlllier (1984) argue that any self-efficacy concep

tualization will necessarily include elements of outcome 

expectations, despite Bandura's (1978, 1979, 1986) conten

tions that self-efficacy expectancy and outcome expectancies 

are independent of each other. However the present author 

concurs with Maddux and Barnes (1985) that most self-

efficacy questions can be made relatively independent of 

outcome expectancies, if worded carefully enough. 

Another possible explanation for the results of the 

present study is that the Weight-Loss Self-Efficacy Scale 

(WLSES) failed to adequately assess the self-efficacy 

concept. Arguments in support of the reliability and 

validity of the WLSES in the present study have been 

presented in a previous section. However, if further in

vestigations show the WLSES to be Inadequate, it would not 

be the first time that difficulties in self-efficacy scale 

development were implicated as causes of insignificant or 

negative findings. Several recent researchers (Martin, 

1987; Brod & Hall, 1984; Flanders & McNamara, 1984) have 

attributed their negative findings to inadequacies in the 

self-efficacy scales developed. In one study, findings from 

three different self-efficacy scales used to predict the 
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same behavior were inconsistent (Brod & Hall, 1984), and it 

appears that findings from various self-efficacy studies are 

influenced by the types of self-efficacy questions posed. 

An accompanying limitation in recent self-efficacy studies 

may be the increased level of difficulty of the tasks to be 

predicted by self-efficacy. Eastman and Marzlllier (1984) 

contend that as the task to be predicted by self-efficacy 

increases in complexity, the potential for subjects' uncer

tainty and distortion increases. It appears that research 

into self-efficacy has prematurely attempted to leap a con

siderable conceptual distance in complexity of predictive 

tasks. The early studies merely measured self-efficacy 

among phobics to rate their confidence that they could per

form very circumscribed behaviors, a straightforward task. 

Assessing self-efficacy in tasks which are multi-dimensional 

and perhaps idiosyncratically so, appears to be more 

difficult. It is also possible that future research may 

find that personalizing the self-efficacy scales, (Brod & 

Hall, 1984) is a fruitful method of increasing self-

efficacy's predictive power. 

Bernier and Avard's (1986) findings seem difficult to 

reconcile with the present results because Bernier and 

Avard's (1986) scales were apparently similar to those 

developed for the present study. The authors had developed 

both a "high risk situation" self-efficacy scale, and a 
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scale which measured self-efficacy for being able to do the 

various cognitive-behavioral strategies which the program 

employed. That study had found a very modest but sig

nificant correlation of r=.26 between initial self-efficacy 

and weight loss during their 10-week weight loss program (p 

< .05), while the present study found no relationship be

tween initial self-efficacy expectancy and either weight or 

body mass loss during the 12-week treatment. However, con

sidering that Bernier and Avard's correlation of .26 

represents only 6.8% of the total variance, there appears to 

be less conflict between their results and the present 

negative findings. In addition, Bernier and Avard (1986) 

did not report any relationship between pre-treatment self-

efficacy and weight losses at follow-up. One suspects that 

If the relationship had been significant, it would have been 

reported. The present study also failed to observe an in

crease in self-efficacy over time in treatment. However, 

that finding is consistent with Hartigan and associates 

(Hartigan et al., 1982), and Bernier and Avard (1986), who 

also failed to observe a positive relationship between 

weight loss during treatment and changes in clients' level 

of self-efficacy over the period of treatment. 

In explaining their mixed findings, Bernier and Avard 

(1986) speculated that pretreatment self-efficacy judgments 

were likely to be less reliable predictors of future 
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behavior than post-treatment self-efficacy judgments, be

cause only the latter are based on previous performances. 

As Bernier and Avard (1986) point out, Bandura (1982) states 

that persons need to integrate self-efficacy information 

from many modalities, and it is possible that pretreatment 

self-efficacy scores represent a less precise aspect of 

self-efficacy. In any case, in both Bernier and Avard's 

(1986) study and in the present investigation, pretreatment 

self-efficacy judgments were made on the basis of an intro

ductory verbal presentation which explained the weight loss 

program. It may be recalled that verbal persuasion is only 

one of the four sources of self-efficacy information; the 

other sources are performance attainments, physiological 

states, and vicarious experiences of observing other 

persons' performances (Bandura, 1977, 1986). Bandura (1982) 

states that the more accurate self-efficacy predictions will 

be based on integration of more information modalities. 

Following this line of argument, post-treatment measures of 

self-efficacy, based on information from more information 

modalities, should be stronger predictors of future 

behavior. Indeed, Bernier and Avard (1986) found a slightly 

higher correlation of .32 (p < .05) between post-treatment 

self-efficacy, measured at the conclusion of their 10-week 

program, and of amount of weight lost at six-month follow-

up. However, the present study found no relationship 
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between post-treatment self-efficacy and weight or body mass 

loss. It is possible that these differences may be due in 

part to the fact that different post-treatment self-efficacy 

scales were used: Bernier and Avard (1986) used the self-

efficacy scale which measured women's capabilities of per

forming cognitive-behavioral strategies, while the present 

study used the scale measuring clients' self-efficacy for 

avoiding overeating in high-risk situations. One could 

speculate that perhaps clients had more behavioral practice 

on items on the former scale. Another possibility is that 

differences in the Bernier and Avard (1986) study and the 

present investigation have been a function of differences in 

subject population. Unlike clients in the present study, 

clients in the former study had been recruited from a 

newspaper advertisement and had paid only a refundable $40 

deposit. They were not as obese as clients in the present 

study (mean weights 174.9 lbs. vs 199.6 lbs.), and they 

lost less weight during the program (7.5 lbs. vs 12.7 lbs.). 

Given the high educational and SES levels of clients in the 

present study, it is doubtful that clients in the Bernier 

and Avard (1986) study were as highly educated or affluent 

as those in the present study, although data regarding those 

variables were not available. It seems apparent that until 

further self-efficacy weight-loss research is completed and 

findings replicated, the explanations for differences in 
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findings will remain speculative. Nevertheless, the 

evidence seems to be mounting that self-efficacy is not the 

very powerful, central predictor of human behavior 

hypothesized by Bandura. 

Outcome expectations and weight loss. A most inter

esting finding in this study was that predictions regarding 

outcome expectations and body mass and weight loss were in 

fact in the opposite direction from that predicted by self-

efficacy theory and by the author of the present study. 

Separate stepwise regression analyses showed that clients 

with higher (thus, more positive) expectancies for what will 

happen once a woman reaches a healthy weight actually lost 

less weight and body mass during the 12-week initial treat

ment program than did clients with relatively lower total 

outcome expectancies (OET). Similarly, clients with greater 

positive expectations (OEP) lost less weight and body mass 

during the course of the entire study than did those with 

relatively lower expectations. At first glance, these 

findings seem paradoxical. It seems improbable that clients 

who expected the least would lose the most weight. 

Several posslblities may contribute to the present 

findings. First, the observation that clients with higher 

OET scores lost less weight during the initial treatment 

program than did clients with lower OET scores will be 

considered. The predictive strength of that relationship 
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pales when it is recalled that when the variable Initial 

Weight is entered together with the expectancy variables in 

a stepwise regression analysis, only Initial Weight is 

predictive of weight loss during the initial treatment 

program: unremarkably, those who initially weighed the most 

lost the most weight. This is similar to the finding of 

Epstein and associates (1984). It is only when expectancy 

variables alone were entered into stepwise regression equa

tions that OET predicted weight and body mass loss during 

the Initial treatment program. As previously stated, OET is 

simply the sum of each client's OEP and OEN scores. Since 

OET, rather than either OEP or OEN alone, was predictive of 

weight and body mass loss during the class, it is obvious 

that both negative and positive expectancies were integral 

elements of prediction. An analysis of OET scores showed 

that only two clients had negative OET scores, suggesting 

that their negative expectancies regarding outcomes of 

weight loss were stronger than their positive expectancies. 

Nevertheless, clients with very high OET scores were less 

likely to lose as much weight or body mass during the ini

tial treatment program than clients with lower OET scores. 

It is possible that the former clients lacked a balance be

tween admitting the possibility of negative outcomes and 

being skeptical regarding possible positive outcomes. They 

may have been overly optimistic, thinking that attaining 
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their healthy weight would solve virtually all of their 

problems, and/or they may have denied the possibility of any 

negative outcomes occurring as a result of weight loss. 

Separate stepwise regression analyses showed that the 

relationship between OEP and total weight and body mass loss 

was somewhat stronger than that between OEl and weight and 

body mass losses during the initial treatment program. When 

only expectancy variables were entered into the regression 

equations, OEP accounted for 31% and 34% of the total 

variance in pounds lost and BMI change, respectively, across 

the total 19 weeks of the study. However, when Initial 

Weight and Initial BMI are entered together with the expec

tancy variables, Initial Weight accounts for 63% and 62% of 

the total variance in pounds and BMI loss, respectively, and 

OEP accounts for only 13% and 14%, respectively. Thus, 

again the most powerful predictor of total pounds and body 

mass loss was Initial Weight (cf. Epstein et al., 1984). 

However, clients with extremely high positive outcome ex

pectations did lose less weight and body mass overall. 

Possible explanations for these findings are similar to 

those suggested to explain the findings regarding OE and 

weight loss during treatment. An analysis of OEP scores 

shows that there was a wide range of scores, ranging from 79 

to 196, and that the data are negatively skewed. It is 

possible that the clients who had the highest positive 
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expectations were unrealistically optimistic regarding the 

extent to which weight loss would be a panacea for all 

problems, and that clients with relatively fewer positive 

expectations were more skeptical. The surprisingly low 

correlation between OEP and social desirability (r =.17) 

does not support describing those clients as realistic, ex

tremely honest, and lacking in the drive for approval, 

however. Perhaps it is an optimal balance between pessirrism 

and hope if clients are motivated enough to be enrolled in 

an expensive weight-loss program despite reporting pessimism 

regarding future outcom.es of weight loss. It is also pos

sible that clients who achieved lower OEP scores were ini

tially more motivated, spending more time on answering the 

items differentially, than clients with a more positive 

response set, who tended to respond with many 6's and 7's on 

the 7-point Likert scale. It is also possible that clients 

who were overoptimistic lost more weight initially, but then 

regained the weight when those expectancies were not 

realized. However, this third possibility is unlikely be

cause of the short time length of the study and because few 

clients who continued in the Institute regained weight. 

Perhaps, as parsimonious and intuitively pleasing as is 

expectancy theory, outcome expectations do not 

invariably/powerfully mediate future behavior. It may be 

recalled that Saltzer (1980) found that female clients' 

http://outcom.es
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perceived personal consequences of losing weight were 

unrelated to both behavioral intentions and to actual weight 

loss. Other researchers, such as Godding and Glasgow 

(1985), who studied outcome expectations of persons at

tempting to stop smoking, and Manning and Wright (1983), who 

attempted to examine outcome expectations of women regarding 

need for pain medication during labor and delivery, have had 

similar negative findings. Beth studies concluded that 

outcome expectations were relatively ineffective predictors 

of behavior. Nevertheless, it seems premature to abandon 

the investigation of outcome expectation variables. Future 

research may be more fruitful if outcome expectancy scales 

are tailored to the idiosyncratic expectations of the 

client, as was done with self-efficacy expectancies in the 

Brod and Hall (1984) study. 

Outcome value and weight loss. The present study had 

posited that Outcome Value would be positively related to 

body mass and weight loss, but this hypothesis was not 

supported. The present study found Outcome Value to be un

related to either weight loss or to body mass loss, both at 

the end of the initial treatment program, and at follow-up. 

Possible explanations for this negative finding are that the 

omissions decreased the sensitivity of the scale, or that 

because no guidelines for assessing Outcome Value have been 

given, OV was not adequately measured. Those possibilities 
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exist. However, they fail to explain why Outcome Value was 

related to continuing in the WeightChoice program. Again, 

prediction of amount of weight or body mass loss is quite 

different from prediction ot attrition. It is possible that 

Outcome Value pertains more to some tasks than other. 

Again, It seems probable that the variables which influence 

actual amount of weight and/or body mass loss in a weight-

loss treatment program are numerous and perhaps 

idiosyncratic. That may be one reason why the long search 

for weight loss predictor variables has been largely 

fruitless. At any rate, there is so little research that 

has examined the concept of Outcome Value that any rationale 

given for the present findings must necessarily be 

speculative. 

Weight loss and frequency of previous dieting 

attempts. Among the factors assessed in the Demographic 

Questionnaire, one variable was related to weight and body 

mass loss. Clients who reported having made relatively 

fewer previous dieting attempts during the last three years 

lost more weight and body mass during the initial treatment 

program than did clients who reported having made more 

attempts. Because there was no significant correlation be

tween frequency of previous dieting attempts and Clients' 

initial weight or BMI, this finding cannot be attributed to 

the fact that heavier clients lost the most weight. The 
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present finding is consistent with that of Hoiberg et al. 

(1984), who found that in a large Navy-sponsered weight-

reduction program which emphasized a very low-calorie 

ketogenic diet, a history of fewer dieting attempts was re

lated to greater weight losses during treatment. In the 

Hoiberg et al. (1984) study, the factor of dieting attempts 

history was not related to weight loss at a one year 

follow-up. In the present study, to a lesser extent, 

clients who reported fewer attempts also tended to lose more 

weigh (but not body mass) at follow-up than did clients who 

reported having made more previous dieting attempts. 

However, this follow-up was only 19 weeks after beginning 

treatment. Because the strength of association between the 

dieting attempts and weight loss was already decreasing, it 

seems that the frequency of previous dieting attempts factor 

is one more closely related to Initial weight loss than to 

weight loss maintenance. 

These findings are also consistent with animal research 

by Brownell et al. (1986), which showed that rats which had 

diets alternately severely restricted and then unrestricted 

lost weight more slowly each time their diets were 

restricted. The authors suggested that the rats' metabolism 

became more efficient each time in recognizing a state of 

semi-starvation and more quickly reacting by conserving 

calories. Brownell et al. (1986) suggest that future 
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research may support extrapolating this animal model to the 

seemingly analogous situation of persons who frequently diet 

and find weight loss increasingly difficult. Indeed, a 

large number of clients in the present study reported his

tories of numerous dieting attempts within the last three 

years. Thirty-eight percent of the clients reported having 

made between six and "constant" attempts within the last 

three years, and only five percent reported having made no 

previous attempts. That frequent dieters lost less weight 

and body mass during treatment again warns against "yo-

yoing", and supports the usefulness of screening out clients 

who are less likely to succeed in a weight control program. 

On the other hand, frequent dieters may be heartened by the 

fact that while they lose weight more slowly during the in

itial treatment, Hoiberg et al.'s study suggests that they 

may be able to maintain their losses as well as infrequent 

dieters. Treatment implications from the present study in

clude the suggestion that weight loss treatment personnel 

may assist frequent dieters by informing them of this 

influence: that they may expect to lose weight more slowly 

during initial treatment, but to not expect weight loss 

maintenance to be strongly influenced by previous dieting 

attempts. At any rate, the present findings suggest that 
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future research into the factor of previous dieting attempts 

may be fruitful. 

Social desirability and weight loss. The original 

reason for inclusion of the Marlowe-Crowne Social 

Desirability Scale (Crowne & Marlowe, 1960) in the study was 

because the items of the Weight-Loss Self-Efficacy Scale 

(WLSES) appeared to attract the same overall affirmative 

type of bias which is measured by the Social Desirability 

Scale. In the present study, clients' average social 

desirability score was similar to the average score of the 

original norm group (Crowne & Marlowe, 1960). Thus, the 

present cohort of clients did not attempt to present them

selves in an unrealistically favorable light. However, an 

unexpected and significant pattern regarding social 

desirability and weight loss was observed in the present 

study. Social desirability predicted weight lost during the 

total study; the two variables correlated at .51, with 

greater weight loss associated with relatively low SD 

scores. However, this finding appears to be an artifact. 

The more powerful finding was that heavier clients achieved 

lower social desirability scores (r=-.37), and, quite 

unremarkably, heavier clients lost the most weight overall 

during the study (r=-.80). When the variable Initial Weight 
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is added to the regression equations, Social Desirability 

drops out and does not add to the regression equation. 

Nevertheless, it is Interesting that the heaviest and 

tallest clients had the lowest Social Desirability scores, 

as measured by the Marlowe-Crowne Social Desirability Scale 

(Crowne & Marlowe, 1960). Thus, those clients were par

ticularly unlikely to portray themselves in an unrealisti

cally favorable light, but were more honest in their self-

portrayals than were other weight loss clients. When Crowne 

and Marlowe described developing their SD scale, an under

lying premise was that persons describe themselves in high 

SD terms in order to achieve the approval of other people 

(Crowne & Marlowe, 1964). One could speculate that in this 

weight-conscious society, it may be difficult for very obese 

and/or very tall obese women to gain approval from 

strangers, and that these women may have given up on at

tempting to gain approval from others by false pretense. 

While it would be tempting to hail social desirability 

as a valuable variable for predicting success in weight loss 

programs, it would not be correct to do so. The high cor

relation of social desirability with Initial Weight, and 

regression analyses which show social desirability dropping 

out when Initial Weight is added, preclude that 

interpretation. 
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Limitations of the Study 

The first limitation of the present study concerns the 

issue of generalizability. Conclusions which may be drawn 

from this study of one treatment modality, a comprehensive 

weight loss program, should not be applied to different 

types of weight loss programs (e.g., diet, exercise, 

hypnosis, or pharmacological programs). 

A second limitation of the present study is the issue 

of sample representativeness. While it is a strength of the 

study that female clients at an actual comprehensive weight 

loss institution were used, these clients were both more 

highly educated and more affluent than are clients from most 

other weight loss programs. Predictor variables which were 

important for this group may be quite different from those 

found among either men or less educated, less affluent 

women. 

It is unfortunate that few dropouts from the 

WeightChoice Institute could be enticed into returning for 

weigh-in at follow-up. Without that data, no comparison of 

weight loss between dropouts and continuers can be made. 

However, it is clear that clients who continued in the 

WeightChoice Institute program for the duration of the study 

show an average weight loss which is greater than is typi

cally seen in 10 to 12-week weight loss programs (Wilson & 

Brownell, 1980; Wing & Jeffrey, 1979). Due to the brevity 



103 

of the follow-up period and the fact that only data from 

clients who continued with the WeightChoice Institute were 

available, any conclusions drawn from this study regarding 

maintenance of weight loss must be viewed as extremely 

tenuous. 

A final difficulty in the present study is the pos

sibility of an inflated alpha level, due to the multiple 

statistical analyses which were performed on the data. 

Thus, the present findings should be regarded with caution 

until/unless verified by future research. 

Summary and Conclusions 

This study was planned to assess the usefulness of 

Bandura's self-efficacy theory in prediction of attrition 

among women enrolled in a weight-loss program. It was 

hypothesized that clients who scored highest in self-

efficacy, outcome expectancies, and/or outcome value would 

be more likely to continue in the program than those with 

lower scores, and that self-efficacy expectancies, outcome 

expectancies, and outcome value expectancies would each 

contribute relatively independent information in the 

prediction of attrition. Another purpose of this study was 

to investigate the utility of these same expectancy concepts 

for prediction of weight loss among the clients. Again, it 

was hypothesized that persons who scored high in the 
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expectancy measures would lose the most weight and body 

mass. 

The results from this study are mixed. In the case of 

prediction of attrition from the program, the hypotheses 

were partially supported: clients who dropped out of the 

12-week initial treatment program had lower initial self-

efficacy scores than did continuers, and those who were 

still attending treatment groups at the conclusion of the 

study initially scored higher on outcome value than did 

noncontinuers. On the other hand, outcome expectancies 

failed to predict attrition. However, clients with rela

tively smaller body mass indices were more apt to drop out 

of the 12-week initial treatment program, and those who were 

attending treatment groups at the conclusion of the study 

were significantly younger than all noncompleters. 

Regarding prediction of weight and body mass loss, it 

had been hypothesized that persons scoring highest on the 

expectancy measures would lose the most weight, both during 

the Initial treatment program and at follow-up. However, 

this was not observed, and in fact, some results were the 

opposite of those predicted. Total outcome expectations 

were related to lower weight losses during the 12-week 

program, and relatively greater positive outcome expecta

tions were related to lower weight losses during the entire 

19 weeks of the study. Other variables were relatively 
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stronger predictors of weight loss. The most powerful 

predictor variable of weight loss at follow-up was initial 

weight. Those who initially were the heaviest lost both the 

most pounds and the most body mass, and they tended to score 

lowest on initial social desirability. Another factor which 

was associated with weight and body mass loss during treat

ment was frequency of previous dieting attempts within the 

last three years: clients who reported having made rela

tively fewer previous dieting attempts lost more weight and 

body mass than did clients who reported having made more 

attempts. In addition, clients who reported having made 

relatively fewer previous dieting attempts had lost more 

weight at follow-up. No other factors were significantly 

related to weight or BMI loss, either at post-treatment or 

at follow-up. Weight/BMI loss was not related to these 

variables: age, marital status or having children, reporting 

a health problem related to weight loss, having had lost 

weight quickly or slowly in previous weight control 

attempts, previous participation in format weight loss 

programs, or attitudes of husband/significant other or 

clients' children toward clients involvement in the treat

ment program. Those who scored lowest in social 

desirability tended to lose the most weight overall, but 

this effect was apparently due to the powerful correlation 

between SD and initial weight. Finally, clients who 
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continued with the program lost an average of 21.61 pounds 

in 19 weeks, significantly more weight than the 11 pound 

average loss frequently reported in the literature. 

Some tentative conclusions may be drawn from the 

present study: 

1) Self-efficacy expectancies and outcome value ex

pectations appear to be more useful in prediction of attri

tion from a weight-loss treatment program than in prediction 

of success in that program, measured either by amount of 

weight or body mass loss achieved in that program. Self 

-efficacy and outcome value measures may be found to be 

useful in screening for clients who are most at risk for 

terminating weight-loss treatment prematurely, in order that 

early interventions may be made. 

2) It appears that self-efficacy variables are not 

closely related to weight loss among women enrolled in a 

weight-loss program. 

3) It appears that frequency of previous dieting at

tempts may be an important client predictor variable to be 

investigated in future weight loss research. The present 

study suggests that those who report relatively more 

frequent previous dieting attempts lose less weight and body 

mass during the initial treatment period, and to a lesser 
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extent, they also lose less weight (but not body mass) seven 

weeks later in treatment. 

4) There is support for Brownell and Wadden's (1986) 

contention that clients will lose more weight If the 

weight-control program is longer than the usual length of 

10-12 weeks. Those who were continuing in the WeightChoice 

Institute at the conclusion of the 17 weeks duration of this 

study had lost an average of 21.61 pounds, which is sig

nificantly greater than the usual weight loss of 11-12 

pounds in a 10-week program. 
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SELF-EXPECTATIONS SCALE 

ID Code No. ( ) 

Please rate your current ability to do each of the following 
by placing an "X" near the number for each Item which best 
Indicates your degree of certainty at this moment. 

DO YOU FEEL THAT YOU WILL BE ABLE TO 

1. complete the WeightChoice Program? 

+ + + ^ ^ ^ ^ ^ ^ ^ 
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 

2. comply with the program's homework assignments? 

+ + + + + + + + + + 
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 

3. get along with the other clients In this program? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 

4. learn new weight loss techniques? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 

5. regularly attend all the weekly meetings? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 

6. follow the suggestions of the WeightChoice staff? 

+ + + + + + + + + + 
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 
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DO YOU FEEL THAT YOU WILL BE ABLE TO 

7. modify your lifestyle to include regular exercise? 

+ + ^ ^ ^ _^_ ^ ^ ^ ^ 
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 

8. continue to follow program recommendations 3 months 
after the 10-week program ends? 
+ + + + ^ ^ + ^ ^ ^ 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 

9. avoid overeating when you're eating at restaurants or 
at friends' homes? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 

10. avoid overeating when you're bored? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 

11. avoid overeating at parties? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 

12. avoid overeating at holidays or vacations? 

+ + + + + + + + + + 
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 

13. avoid overeating after not eating and getting 
very hungry? 

+ + + + + + + + + + 
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 

14. avoid overeating when you're depressed? 

+ + + + + + H + + + 
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 
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DO YOU FEEL THAT YOU WILL BE ABLE TO 

15. avoid overeating when you're alone? 

+ + + + + + + -,. + 4-
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 

16. avoid overeating when you're tired? 

+ + + + + + + + + + 
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 

17. avoid overeating when you're upset or angry? 

+ + + + + + + + + + 
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 

18. avoid overeating when you're preparing meals? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 

19. avoid overeating when your favorite foods are 
being served? 

+ + + + + + + + + + 
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 

20. avoid overeating when you're drinking alcohol? 

+ + + + + + + + + + 
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 

21. avoid overeating when others are "stuffing their faces"? 

+ + + + + + + + + + 
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure Sure 
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OUTCOME EXPECTANCY SCALE 

ID Code No. ( ) 

AFTER SOMEONE HAS REACHED HER HEALTHY WEIGHT, COULD SHE EXPECT: 

1. that her physical appearance will be greatly improved? 

Very Unsure Very 

Unlikely Certain 
2. that she will be able to eat whatever she wants? 

Very Unsure Very 
Unlikely Certain 

3. to feel that she is "giving in" (to her husband, 
parents, or other important person)? 

+ + + + + + 
Very Unsure Very 
Unlikely Certain 

4. that her friends and family will be proud of her? 
+ + + + + + + 

Very Unsure Very 
Unlikely Certain 

5. that she may go overboard, lose too much weight, and 
lose her health? 

+ + + + + + + 
Very Unsure Very 
Unlikely Certain 

6. to be unable to enjoy social relationships which 
include eating out at Italian restaurants, etc.? 

+ -,. + + + + + 
Very Unsure Very 
Unlikely Certain 

7. that she finally "fits in"? 

+ + + + + + + 
Very Unsure Very 
Unlikely Certain 
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AFTER SOMEONE HAS REACHED HER HEALTHY WEIGHT, COULD SHE EXPECT; 

8. to feel anxious or even terrified over having to 
deal with pressure for sexual encounters? 

+ + + ^ ^ + ^ 
Very Unsure Very 
Unlikely Certain 

9. to feel more confident in dealing with pressure 
for sexual encounters? 

+ + + + + + + 
Very Unsure Very 
Unlikely Certain 

10. to feel a void in her life, a lack of focus? 
+ + + + + + + 

Very Unsure Very 
Unlikely Certain 

11. that she'll live longer? 

Very Unsure Very 
Unlikely Certain 

12. to never be able to eat the way she would like to? 

+ + + + + + + 
Very Unsure Very 
Unlikely Certain 

13. that she will be able to have a long-term romantic 
relationship with a person of her choice? 

^ + + + + + + 
Very Unsure Very 
Unlikely Certain 

14. to feel like an idiot, or even hate herself, if 
she regains the weight? 

H + + + + + + 
Very Unsure Very 
Unlikely Certain 

15. to feel okay about herself even if she regains 
the weight? 

+ + + + + + + 
Very Unsure Very 
Unlikely Certain 
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AFTER SOMEONE HAS REACHED HER HEALTHY WEIGHT, COULD SHE EXPECT 

16. that she will be more physically healthy? 
+ + ^ ^ ^ ^ ^ 

Very Unsure Very 
Unlikely Certain 

17. to feel devastated if life doesn't change just 
the way she'd dreamed? 

+ + + ^ ^ ^ ^ 
Very Unsure Very 
Unlikely Certain 

18. to feel accepting of life even if it doesn't 
change just the way she'd dreamed it would? 

+ + + + ^ ^ ^ 
Very Unsure Very 
Unlikely Certain 

19. to not know how to have a good time? 
+ + + + + ^ + 

Very Unsure Very 
Unlikely Certain 

20. to be even more anxious and worried about 
gaining weight? 

•\ + + + + + + 
Very Unsure Very 
Unlikely Certain 

21. to be less worried about gaining weight? 

Very Unsure Very 
Unlikely Certain 

22. that she will be more able to fully pursue her 
occupational and vocational goals? 

Very Unsure Very 
Unlikely Certain 

23. that she will be able to further her self-development? 

Very Unsure Very 
Unlikely Certain 
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AFTER SOMEONE HAS REACHED HER HEALTHY WEIGHT, COULD SHE EXPECT 

24. that her husband, parents, or other Important person 
be watchful of her eating, just waiting for her to 
regain weight? 

H + + + + + + 
Very Unsure Very 
Unlikely Certain 

25. that her husband, parents, or other important person 
will back off and quit bothering her about her weight? 

Very Unsure Very 
Unlikely Certain 

26. that no one will care? 

+ + + + + + + 
Very Unsure Very 
Unlikely Certain 

27. that many people will care? 

+ + + + + + + 
Very Unsure Very 
Unlikely Certain 

28. that she will still look unattractive? 

+ + + + + + + 
Very Unsure Very 
Unlikely Certain 

29. that her husband, parents, or other person will 
think that she lost weight just to please them? 

+ + + + + + + 
Very Unsure Very 
Unlikely Certain 

30. that she will feel more self-worth? 

+ + + + + + + 
Very Unsure Very 
Unlikely Certain 

31. that no one will notice? 

+ + + + + + -+ 
Very Unsure Very 
Unlikely Certain 
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AFTER SOMEONE HAS REACHED HER HEALTHY WEIGHT, COULD SHE EXPECT 

32. that she will just gain the weight back soon anyway? 

+ + + ^ ^ ^ ^ 
Very Unsure Very 
Unlikely Certain 

33. that she will keep herself at or around goal weight? 
+ + + ^ ^ ^ ^ 

Very Unsure Very 
Unlikely Certain 

34. that she'll have to work hard everyday to 
maintain her weight loss? 

+ + + + + ^ ^ 
Very Unsure Very 
Unlikely Certain 

35. tha t her marriage w i l l be threatened? 
+ + H + + ^ ^ 

Very Unsure Very 
Unlikely Certain 

36. that her marriage will be strengthened? 
+ + + + + + + 

Very Unsure Very 
Unlikely Certain 

37. that she is freer to get out of her marriage? 

Very Unsure Very 
ikely Unlikely Certain 

38. that she will have more energy for all her 
activities? 

H + + + + + + 
Very Unsure Very 

Unlikely Certain 

39. tha t people w i l l be j ea lous of her? 

H + + + + + + 
Very Unsure Very Likely Unlikely Certain 
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AFTER SOMEONE HAS REACHED HER HEALTHY WEIGHT, COULD SHE EXPECT 

40. that she'll lose the friends she now has? 

+ + + ^ + + ^ 
Very Unsure Very 
Unlikely Certain 

41. that people will be less condescending toward her? 
+ + + .^. + + + 

Very Unsure Very 
Unlikely Certain 

42. that people will say hurtful things about her? 

Very Unsure Very 
Unlikely Certain 

43. that people will say positive things about her? 

Very Unsure Very 
Unlikely Certain 

44. that her husband will pressure her for sex 
more often? 

+ + + + + + + 
Very Unsure Very 
Unlikely Certain 

45. that her sex life will be better than ever? 
+ + + + + + + 

Very Unsure Very 
Unlikely Certain 

46. that she'll feel less guilty about herself? 

+ + + + + + 
Very Unsure Very 
Unlikely Certain 

47. that she'll have to exercise all the time? 
+ + + + + + + 

Very Unsure Very 
Unlikely Certain 
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AFTER SOMEONE HAS REACHED HER HEALTHY WEIGHT, COULD SHE EXPECT 

48. that people will see how "klutzy" she is when 
she exercises? 

.+ + ^ ^ 
Very Unsure Very 
Unlikely Certain 

49. that she will spend too much money buying clothes? 

+ + + + + + + 
Very Unsure Very 
Unlikely Certain 

50. that she will feel more able to discipline and 
control herself? 

Very Unsure Very 
Unlikely Certain 

51. that she will still feel dissatisfied with herself? 

Very Unsure Very 
Unlikely Certain 

52. that it will be easier for her husband or children to 
lose weight? 

+ + + + + + + 
Very Unsure Very 
Unlikely Certain 
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OUTCOME VALUE SCALE 
ID Code No. ( 

There may be pleasant outcomes which occur as a result of having 
achieved your healthy weight, and there also may be unpleasant 
outcomes which may occur as a result of having achieved your healthy 
weignt. People differ in the amount of importance they place on 
the various possible outcomes of attaining a healthy weight. 

Eifio®® place an "X" nearest the area which most closely describes 
YOUR current feelings. There are no "correct" answers. 

AFTER YOU REACH YOUR HEALTHY WEIGHT, How much do YOU want 

1. your physical appearance to greatly improve? 

+ + + + ^ ^ ^ 
Not at all Somewhat Very Much 

2. to be able to eat whatever you want? 

+ + + + + ^ .̂ 
Not at all Somewhat Very Much 

3. to not feel that you are "giving in" to your husband, 
parents, or other significant person? 

+ + + + + + ^ 
Not at all Somewhat Very Much 

4. your friends and family to be proud of you? 

Not at all Somewhat Very Much 

5. to avoid going overboard, losing too much weight, and 
losing your health? 

+ + + + + + 
Not at all Somewhat Very Much 

6. to be able to enjoy social relationships which include 
eating out at Italian restaurants, etc.? 

H + + + + + + 
Not at all Somewhat Very Much 
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AFTER YOU HAVE REACHED YOUR HEALTHY WEIGHT, How much do YOU want 

7. to finally "fit in"? 

+ + + + + ^ + 
Not at all Somewhat Very Much 

8. to not feel anxious or even terrified over having to deal 
with pressure for sexual encounters? 

+ + ^ + .^. + + 
Not at all Somewhat Very Much 

9. to feel more confident in dealing with presure for 
sexual encounters? 

+ + + + + + 
Not at all Somewhat Very Much 

10. to avoid feeling a void in your life, a lack of focus? 

Not at all Somewhat Very Much 

11. to live longer? 

+ + + + + + + 
Not at all Somewhat Very Much 

12. to be able to eat the way you'd like to? 

+ + + + + + + 
Not at all Somewhat Very Much 

13. to be able to have a long-terra romantic relationship with 
a person of your choice? 

+ + + + + + + 
Not at all Somewhat Very Much 

14. to avoid feeling like an idiot, or even hating yourself, 
if you regain the weight? 

+ + + + + + + 
Not at all Somewhat Very Much 

15. to feel okay about yourself even if you regain the weight? 

+ + + + -•- + + 
Not at all Somewhat Very Much 

16. to be more physically healthy? 

+ + + + + + + 
Not at all Somewhat Very Much 
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AFTER YOU HAVE REACHED YOUR HEALTHY WEIGHT, How much do YOU want 

17. to avoid feeling devastated when life hasn't changed just 
the way you'd dreamed It would? 

H + + + ^ ^ ^ 
Not at all Somewhat Very Much 

18. to feel accepting of life even If It hasn't changed just 
the way you'd dreamed It would? 

+ + + + + ^ 
Not a t a l l Somewhat Very Much 

19. to cont inue to include ea t ing in having a good time? 

+ + + + + + + 
Not at all Somewhat Very Much 

20. to avoid being even more anxious and worried about gaining 
weight? 

+ + + + + + 
Not at all Somewhat Very Much 

21. to be less worried about gaining weight? 

Not at all Somewhat Very Much 

22. to be more able to fully pursue your occupational and 
vocational goals? 

+ + + + + + + 
Not at all Somewhat Very Much 

23. to be able to further your self-development? 

+ + + + + + + 
Not at all Somewhat Very Much 

24. to not have your husband, parent, or other important person 
watchful of your eating, just waiting for you to regain weight? 

+ + + + + + + 
Not at all Somewhat Very Much 

25. your husband, parents, or other persons to back off and quit 
bothering you about your weight? 

Not at all Somewhat Very Much 
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AFTER YOU HAVE REACHED YOUR HEALTHY WEIGHT, How much do YOU want 

26. to avoid finding out that no one cares about your weight loss? 

+ + + .^. ^ ^ + 
Not at all Somewhat Very Much 

27. many people to care about your weight loss? 

+ + + ^ + + .̂ 
Not at all Somewhat Very Much 

28. to avoid finding out that you still look unattractive? 

Not at all Somewhat Very Much 

29. want your husband, parents, or other person to not think 
that you lost weight just to please tnem? 

+ + + + + + + 

Not at all Somewhat Very Much 

30. to feel more self-worth? 

+ + + + + + + 
Not at all Somewhat Very Much 

31. to find out if anyone will notice? 
+ + + + + + + 

Not at all Somewhat Very Much 
32. to avoid gaining the weight back soon? 

+ + + + + + + 
Not at all Somewhat Very Much 

33. to keep yourself at or around goal weight? 

+ + + + + + + 
Not at all Somewhat Very Much 

34. to not have to work hard everyday to maintain your weight loss? 

+ + + + H + + 
Not at all Somewhat Very Much 

35. to avoid threatening your marriage? 

+ + + + + + + 
Not at all Somewhat Very Much 

36. to strengthen your marriage? 

+ + + + + + + 
Not at all Somewhat Very Much 
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AFTER YOU HAVE REACHED YOUR HEALTHY WEIGHT, How much do YOU want 

37. to be freer to get out of your marriage? 

+ + + + ^ ^ ^ 
Not at all Somewhat Very Much 

38. to have more energy for all of your activities? 
+ + + + ^ ^ ^ 

Not at all Somewhat Very Much 
39. for people to not be jealous of you? 

+ + + + + + + 
Not at all Somewhat Very Much 

40. to avoid losing the friends that you had before you lost weight? 

+ + + + + + + 
Not at all Somewhat Very Much 

41. people to be less condescending toward you? 

Not at all Somewhat Very Much 

42. to avoid people saying hurtful things about you? 

Not at all Somewhat Very Much 

43. people to say positive things about you? 

+ + + + + + + 
Not at all Somewhat Very Much 

44. to avoid your husband's pressuring you for sex more often? 

+ + + + + + + 
Not at all Somewhat Very Much 

45. your sex life to be better than ever? 

+ + + + + + + 
Not at all Somewhat Very Much 

46. to feel less guilty about yourself? 

+ + + + + + + 
Not at all Somewhat Very Much 

47. to avoid having to exercise all the time? 

+ + + .^. ^ ^ + 
Not at all Somewhat Very Much 
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AFTER YOU HAVE REACHED YOUR HEALTHY WEIGHT, How much do YOU want 

48. to avoid having people see how "klutzy" you are when you 
are exercising? 

+ + + ^ ^ ^ 
Not at all Somewhat Very Much 

49. to avoid spending too much money buying clothes? 

Not at all Somewhat Very Much 

50. to feel more able to discipline and control yourself? 

Not at all Somewhat Very Much 

51. to avoid still feeling dissatisfied with yourself? 

Not at all Somewhat Very Much 

52. it to be easier for your husband or children to lose weight? 

+ + + + + + + 
Not at all Somewhat Very Much 
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DEMOGRAPHIC DATA SHEET 

ID code No. ( 

A. Current Age: 

Education: (circle one) Graduate work 
B.A. or B.S. 

Race 

Some college work 
High school diploma 
Other ( 

B. Marital Status: 

Married Single Divorced Separated Widowed 

How many times have you been married? 

Is your husband/significant other overweight? Yes No 

What does your husband/significant other think of your 
involvement in this program? (put an X by the area that 
best describes it) 

+ + + + + + + 
Very Extremely 

Unsupportive Supportive 

Is there anyone that you are aware of who has a desire for 

you to fail in your weight loss attempt? Yes No 
If so, is this person your mother , father , 

husband , child , or other ( )? 

Why do you believe this person wishes you to fail? 

C. Are you now employed? Yes No 

Fulltime? Part time? 

What is your job or occupation? 

If married, is your husband employed? Yes No 

If so, what Is your husband's job? 
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D. Do you have children? Yes No 

If yes, what are their ages? 

Do any of your children have a weight problem? Yes No 

What do your children think of your involvement in the 
WeightChoice Program? (put an X by the area) 

+ + .̂ ^ + .̂ ^ 
Very Extremely 
Unsupportive Supportive 

E. How long do you believe that you have had a weight problem? 

Approximately how many dieting attempts have you made the 
last three years? 

What other formal weight loss groups or programs have you 
tried, if any? 

How helpful have they been? 

In previous weight loss attempts, would you characterize 
yourself as a aT )fast weight loser or a b( ) slow weight 
loser? (Please check the appropriate box). 

F. How would you describe your health? 

Please list any specific health problem related to weight: 

Has a physician referred you to this program? Yes No 

G. What areas of your life to you feel that your weight has 
affected? 
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H. Why are you entering the WeightChoice Program NOW? 

PLEASE ADD ANY COMMENTS OR PERTINENT INFORMATION HERE 

THANK YOU SO VERY MUCH FOR YOUR COOPERATION 
IN COMPLETING THESE FORMS!!! 
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SUBJECT CONSENT FORM 

FOR 

RESEARCH PROJECT 

WEIGHTCHOICE INSTITUTE - DENVER, COLORADO 

You are being asked to fill out six written questionnaires to be 
used in a research study being conducted at the WeightChoice 
Institute by Ms. Donna Hegvik and Dr. Michael Bowers. The name 
of the study is "Self-Efficacy Expectancies, Positive and 
Negative Outcome Expectancies, and Outcome Value as Predictors of 
Weight Loss among Female Clients in a Weight Loss Clinic". This 
clinical investigation is being conducted to explore the effect 
of specific pre-existing beliefs regarding weight loss on the 
amount of weight lost during participation in the 10-week 
WeightChoice 101 Class, and 6 weeks after the 101 Class is 
completed. Thus, it is noped to predict which clients will be 
more apt to be successful in tneir weight loss attempts. This 
Information is important because clients in any weight loss 
program vary greatly in the amount of weight lost Doth during and 
after treatment: weight loss followed by regain may be more 
dangerous physiologically than static obesity; failing to lose 
weight or an immediate regain is often demoralizing to the 
client, and may also be demoralizing to the group and 
therapists; and recent research suggests that each time a person 
diets, his/her metabolism slows down and it takes longer for 
him/her to lose weight. All questionnaires except one will be 
completed during your leisure time prior to your attending the 
first WeightChoice 101 Class session; total completion time will 
vary probably between 15 and 60 minutes. The final 
questionnaire, which you will complete at the last 101 Class 
session, is short and will take approximately 3 minutes to 
complete. Completed questionnaires and follow-up weights are 
needed from at least 40 female WeightChoice clients. In 
additions to completing the questionnaires, participation in this 
study requires tnat you return to the WeightChoice Institute at 
your convenience 6 weeks following completion of the Weight 
Choice 101 Class once, just to be weighed and receive your $10 
deposit for doing so. 

This study has not been done previously, but prior research has 
shown that clients' beliefs about their specific abilities 
regarding behaviors and their outcome beliefs have been useful in 
predicting completion of Weight Watchers program, success in 
maintaining smoking cessation, and weight lost among college 
students who volunteered for weight loss treatment. 

There are no experimental drugs or devices used in this study. 
There are no placebos to be used in this study. Scores from the 
questionnaires will be used to predict weight loss, and also 
subsequent enrollment in the following WeightChoice Institute 
Group. 
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no^Lnl^^''°«*'°S^ ''̂ f̂  ^"".^^^ °^ ^^^ procedures. The study may 
??LS""Hn' .r"i?.^??Hy' !l^t°"§h Ji?cussion of questlonJlair^ 
items during 101 Class may be helpful to you. If you find that 
I?. 5?o! ̂  reaction to any of the questions which you would like 
to discuss, you may wish to discuss this with the group at 101 
Class, or you may talk with one of the researchers (Mi. Hegvik or 
Dr. Bowers] by appointment by calling 830-8333. Participation in 
the study Is voluntary, and you may refuse to participate, or 
discontinue participation In the study at any time without 
consequences. In addition, the researchers reserve the right to 
terminate your participation in the study without your consent. 

You should not enter this or any weight loss program or study if 
you are pregnant unless your physician has referred you, and if 
you become pregnant while participating in the study, you should 
immediately inform your personal physician and one of the 
researchers, so that your data will be dropped from the study. 

Any information provided by you will be held in strictest 
confidence. Completed questionnaires and weekly weights will be 
identified only by a code number, and will be stored in locked 
files. In particular, none of the information you provide will 
be made available for inclusion in your medical file at Rose 
Medical Center. Any publication arising from this research will 
present only group Information and will not reveal the names of 
the participants. If you have any questions about this project, 
please feel free to call Ms. Hegvik or Dr. Bowers at the 
WeightChoice Institute, 830-8333. 

When the study is completed, information about group results will 
be made available to you if you are interested. 

AUTHORIZATION: I have read the above information and understand 
the discomfort, inconvenience, and risks of this study. I agree 
to participate. 

Name (please print) 

Signed: 

Witness: 

Date: 


