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ABSTRACT 

The purpose of the study was to modify and evaluate a pilo t 

nutrition education program for weight control and atti tude 

change. Eight weeks of nutrition education sessions were 

conducted, anthropometric measurements taken, and 

questionnaires and three day food diaries were issued. A 

follow up to the study was performed. Results of the study 

showed that the majority of the women had moderate to 

severe problems with binge eating, which remained at fol low 

up. Results of the attitude questionnaire identified that 

the women had enough knowledge initially and good attitudes 

towards change, but did not choose to change as evidenced 

by low scores in the behavior category. The subjects did 

not lose any significant amount of weight, and did not 

change their attitudes or behaviors substantial ly . The 

information obtained suggests that nutrition education 

alone is not effective for weight loss in obese women. 
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CHAPTER I 

INTRODUCTION 

The combination of exercise and dietary changes for the 

treatment of obesity is one that is worth investigating. 

Obesity, a complex disorder, is often accompanied by a 

multitude of health problems (29), and has been linked to 

binge eating disorder (40). These problems alone lead us to 

believe that a change in habits and lifestyles that may lead 

to weight loss would be beneficial in implementing therapy 

for overweight individuals. Many times, when one thinks of 

losing weight, the word "DIETu comes to mind. Dieting alone 

can often lead to feelings of deprivation, resulting in an 

increased craving for and consumption of calorically dense 

foods, and consequently, binge eating (40) . This reinforces 

the concept of implementing changes into the diet which 

would not lead to deprivation of favorite foods. The 

Dietary Guidelines for Americans are an especially useful 

tool for providing direction for change, while still 

maintaining dietary needs and individuality (34). 

As previously mentioned, dieting often causes one to 

eat more. Simultaneously, it also creates a feeling of 



fatigue, lack of energy, and results in decreased activity 

levels (15), suggesting that exercise may be helpful as a 

means o f therapy for overweight individuals. Exercise has 

many benefits. Moderate levels of aerobic activity have 

been shown to result in a reduction in waist-to-hip 

circumference ratio, which may decrease the health risks 

associated with obesity (35). When considering increasing 

activity levels as a means of treatment for obese persons, 

it must be understood that many times they simply cannot 

exercise to a degree that will produce weight loss. 

However, exercise in conjunction with a nutrition education 

program results in a significantly greater weight loss than 

with either strategy when used alone (12). Many of the 

previously obese population who have been successful at 

losing and maintaining their weight have incorporated this 

regimen into their lifestyle (16). 

2 

The evidence suggests that moderate exercise, when used 

in conjunction with nutrition education intervention to 

change habits, appears to produce greater weight loss than 

do single intervention procedures alone (37). A combination 

of the two may therefore be optimal in developing a weight 

control program for obese individuals. 



The purpose of this study is to modify and evaluate a 

pilot nutrition education program for weight control and 

attitude change. The program will be called "Women at 

Large" and will last for a duration of eight weeks. 

3 

The objectives of the study will be to modify an 

existing nutrition education program for weight control in 

obese women and evaluate it based on results obtained from a 

Nutrition Attitude Questionnaire and food diaries. In 

addition, an Eating Habits Checklist will be used to assess 

if there are any problems with binge eating. The program 

will be considered successful if the questionnaire reveals 

significant changes in nutrition attitudes and behaviors. 



CHAPTER II 

REVIEW OF LITERATURE 

THE PREDICAMENT OF OBESITY 

There are many theories concerning obesity. Among 

them are observed familial patterns suggesting a genetic 

mechanism(9,14,27). In addition, the drive for thinness 

manifest in today's society is postulated to be an 

explanation for dissatisfaction with one's body size, 

leading to poor nutrition, eating disorders, and weight gain 

as adverse consequences (11). Inactivity also is a major 

factor contributing to obesity. Bloom and Eidex (4) 

analyzed the daily activity of seven obese and six non-obese 

subjects and found that the obese spent more of their time 

in bed, at an average of 65 more minutes when compared to 

the non-obese, and in two of the obese subjects, an average 

72 % of their day was spent at or near basal level. Metabolic 

hypotheses include the Set Point Theory, an internal 

mechanism that regulates body weight around a setpoint, and 

the Fat Cell Theory, which explains obesity as a result of 

4 



5 

an increase in fat cell size and number (8). 

In a recent paper written by Bray (7), another possible 

explanation for obesity involves the concept of nutrient 

balance and partitioning. This theory explains obesity as a 

failure in the normal functioning of the body to balance 

nutrients. In particular, systematic and hormonal controls 

located in the brain regulate the intake and metabolism of 

food nutrients and consequently control nutrient 

partitioning. In the brain, destruction of the ventromedial 

hypothalamus has been associated with hyperphagia and 

obesity. Other nervous system influences include vagus 

nerve stimulation, an autonomic mechanism shown to increase 

insulin secretion and amplify body fat accumulation. In 

addition, various hormones are associated with nutrient 

partitioning, such as insulin, adrenal steroids, growth 

hormone, and many others. Because insulin is essential for 

nutrient storage as fat, elevated insulin levels are 

associated with obesity. Failures in the normal mechanisms 

f or stimulation of adrenal steroids, such as the 

glucocorticoids, have also been related to fat and protein 

nutrient partitioning, and consequent obesity. Nutrient 

partit ioning is also dependent upon growth hormone, which is 
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involved in calorigenesis. Growth hormone is also involved 

with greater protein deposition and less fat deposition. I n 

the obese person, concentrations of this hormone, and its' 

release, are decreased, resulting in a higher deposition of 

fat. The process of nutrient partitioning involves a 

failure in the homeostatic regulation of nutrient balance, 

resulting in increased deposition of nutrients as fat, and 

ultimately in the development of obesity. 

Many, however, simply explain obesity as an excess of 

body fat (14,16,27), or a body mass index greater than 

twenty-seven (17,29). In actuality, obesity is a complex 

disorder with multiple etiologies and associated 

complications whose causes cannot be interpreted by one 

definition alone (9). 

The complexity of obesity is magnified when one 

considers that it is currently a major public health problem 

(27). Obesity can significantly affect health by increasing 

the risk for disease. Many studies have shown that obesity 

is directly associated with hypertension, non-insulin 

dependent diabetes mellitus, hypercholesterolemia, and an 

increased risk of gallbladder disease, gout, coronary heart 



disease, and some cancers (9,14,21,29,39). Risks differ 

with distribution of body fat, and abdominal adiposity is 

considered an independent risk factor for cardiovascular 

disease ( 9, 14) . Concern for public health is further 

7 

magnified by the fact that no less than 26 %, or 

approximately 34 million people in the United States, suffer 

from severe excess in weight (39), and that the number of 

obese adults in the United States has doubled since 1900 

(37). 

BINGE EATING AMONGST THE OBESE 

Binge eating, often called compulsive overeating, is a 

disorder that is defined as the "consumption of large or 

enormous quantities of food in short periods of time, 

followed by discomfort, distress, and self-condemnation" 

(24). Reports of binge eating reveal that a binge episode 

may last anywhere from one to four hours, and that many 

times, these episodes occur daily (25). During a binge, 

caloric intake varies with feelings and situations, and may 
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range from 1,000 to 10,000 calories in a single episode , and 

in an extended binge, may reach values of up to 2 0,0 0 0 

calories (24). Binge eating is often accompanied by 

obesity, as it has been observed that among a population of 

binge eaters, 20-40 % appear to be obese (40 ) . 

In 1985, Marcus, Wing, and Lamparski (26) conducted a 

study to determine the prevalence and severity of binge 

eating among 432 obese women interested in obtaining 

behavioral therapy for their weight problem. Through the 

use of a Binge Eating Scale designed to assess the 

occurrence and severity of this phenomenon, these authors 

found that over one half of the subjects had a problem with 

compulsive overeating. Among the research population, 46 % 

had serious problems, and 36 % had moderate problems with 

binge eating. The study also identified that more severe 

binge eating was directly associated with younger age and 

heavier weights. In this sample of obese women, binge 

eating was not uncommon, especially among the younger and 

more obese subjects. 

To try and identify causative factors for the high 

occurrence of compulsive overeating among obese persons, 

Loro and Orleans (24) issued a self-report questionnaire to 



280 obese adults and found that 28.6 % reported consuming 

abnormally large amounts of food (binging) at least two 

times per week, and 22.1 % documented at least one occasion 

of binging per week. In particular, binge eating episodes 

appeared to be more common among the women in the study. 

Common factors preceding a binge included stress, anxiety, 

and frustration. Also, binging was found to be most 

commonly done in private, where bingers reported frequently 

selecting junk foods such as candies, pastries, fast foods, 

or foods that required minimal preparation and could be 

easily and quickly consumed. Many were prompted to binge 

while trying to adhere to a strict diet, which deprived the 

person and led them to become obsessed with and crave 

favorite foods~ 

9 

Studies that provide us with information concerning 

binge eating and food selection have proven very valuable. 

Marcus, Wing, and Hopkins (25) reported that most obese 

binge eaters ate rapidly, and identified preferred foods as 

those high in calories and fat, with little nutritive value, 

such as ice cream, cookies, sweets, and salty snacks. They 

also reported that binges most frequently were terminated by 

abdominal pain. Yanovski, et al. (40) studied nineteen 
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obese women, ten of whom were binge eaters, in attempt t o 

identify differences in food preference and intake of obese 

binge eaters. Results of this study showed that the binge 

eaters did, in fact, eat more than the non-binge eaters, and 

at a much faster pace. Moreover, the food selection of the 

binge eaters demonstrated a preference for high fat and 

snack foods, findings similar to those in the Marcus study. 

Results from these studies on binge eaters, as 

mentioned above, suggest that binge eating among obese 

persons may best be treated by behavioral intervention. 

Therapy for this type of eating disorder should be aimed at 

controlling the feelings that are associated with binge 

eating, with a focus on changing habits, developing 

alternatives for common binge foods, and normalizing eating 

behavior (23). 

OPTIONS FOR THERAPY 

In our society today, an abundance of weight loss 

strategies are available to those that need or want them. 

Among the many options are drug therapy, surgical treatment, 

very low calorie diets, and behavioral diet programs. 



Unfortunately, most of these options are usuall y 

unsuccessful and ultimately result in weight regain 

(8,20,28). 

Drug therapy as a means of weight loss has many 

benefits and complications, and remains a controversial 

issue. Prolonged drug therapy frequently delays weight 

loss, and usually results in a plateau phase with no 

continued decrement in body weight(29). 

Surgical intervention is a more extreme means of 

treating obesity, and should only be considered in severe 

clinical cases (32). The desire for surgery is usually 

associated with unrealistic expectations, wherein 

participants expect a much greater weight loss than they 

actually experience. Many who have undergone surgical 

treatment for weight loss expect this loss to cont inue 

without a simultaneous change in dietary habits and 

behaviors (32). 
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Very low calorie diets providing 800 calories per day 

or less are another alternative for the treatment of severe 

obesity. Again, this option often results in weight regain 

after termination of the diet, and is usually inadequate in 

calories and nutritive value (6,15). 
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Behavioral dieting programs are very popular choices 

for weight loss, but they too are associated with high rates 

of failure (14,34). Lichtman, et al. (22) analyzed self

reported caloric intake and exercise in obese subjects, and 

compared these to the actual intake and exercise of the 

subjects. They reported that failure to lose weight may be 

partially attributable to overreporting exaggerated 

estimations of energy output, compounded by frequent 

underreporting of energy intake. Unsuccessful maintenance 

is also a common characteristic among dieting programs. 

Approximately one-third of participants will regain their 

weight within one year (30). This regain, referred to as 

relapse, can be attributable to negative emotions, feelings 

of lack of control over eating behavior, lack of exercise, 

and little or no support by family and friends (15). 

Dieting is also part of a vicious cycle that deprives the 

dieter, and consequently increases cravings for and 

consumption of foods high in fat and calories, thereby 

leading to binge eating, fatigue, and a sedentary lifestyle 

(15,18). To further complicate things, diet programs are 

associated with a high frequency of dropout, which is most 

c ommonly a s sociated with self dissatisfaction (30). 



The desire to lose weight is rampant in our s oci e ty. 

A National Institutes of Health Conference Statement on 

Methods for Voluntary Weight Loss and Control (29 ) , 

13 

reported that among overweight adults, 33-40 % of women and 

20-24 % of men are trying to lose weight, and maintenance is 

desired in approximately 28 % of persons in each group. The 

NIH survey also identified a number of reasons why weight 

loss is desired. Motives include improvement of self image, 

reduction of health risks associated with b eing overweight, 

avoidance of discrimination inflicted by society, and basic 

overall improvement of appearance and fitness. Among the 

most popular methods chosen to lose weight include caloric 

restriction, exercise, behavior modification, drugs, self

induced vomiting, or a combination of one or more. Weight 

loss produced by most of these methods, as mentioned 

previously, is all too often regained (29). 

Recent trends in the the r apy of obesity put an 

increased emphasis on maintenance of weight, and focus on 

behavior modification through nutrition education, exercise, 

and social support (14). Many of these programs have been 

successful in maintaining losses by contributing to the 

participant's greater sense of well-being, accomplishment, 
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and emotional satisfaction, improvement in health , and 

weight loss associated with a change in body shape and body 

measurements (15). 

BEHAVIOR MODIFICATION 

Behavior modification therapy is a popular method of 

intervention that involves changing one's attitudes and 

habits, identifying eating behaviors that need to be 

modified, and focusing on modifying those behaviors through 

goal setting and positive reinforcement (29). The ultimate 

goal of behavior modification is to help patients understand 

the root of, and exercise control over their disordered 

eating behaviors to help prolong or eliminate weight regain 

(14,29). 

BEHAVIOR MODIFICATION THROUGH NUTRITION EDUCATION 

When considering a program for behavior modification, 

we must look closely at the population involved. There is a 

strong need for nutrition education and promotion of health 

throughout the American population, including those who are 
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both overweight and normal weight. This need is illustrated 

in a study performed by Blake and Melton (3) i n 1992. 

Through the use of an attitude questionnaire devel oped 

by Melton, researchers attempted to assess the knowledge, 

attitudes, and behaviors concerning diet and associated 

health risks in forty-seven college undergraduates. Resul ts 

obtained from completed questionnaires suggest that 

intervention in the form of nutrition education is a 

necessity. In the knowledge category, subjects displayed an 

inability to classify major components of many foods, t ypes 

and sources of fat, and were not able to understand food 

labels. Attitudes were d i vided into two compone n ts: 

"Willingness to change," and "ability to control diet." 

Results obtained demonstrated that respondents doubted their 

ability to exercise control over their diets, as well as 

other activities that would foster improved heal th. 

Subjects also exhibited an unwillingness to attempt change. 

Analysis of the behavior dimension of the questionnaire 

s howed that heal t h promotion was not a major fa c t o r in 

exercising food choices. The negativity demonstrated by 

participants in this study should serve as a basis to 

determine the need for nutritional education intervention. 
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To determine the most effective means for change in 

knowledge and attitudes via nutrition education, Looker and 

Shannon (23) presented short nutrition brochures to 1500 

adults, employing either a threat or benefit appeal. Threat 

appeals were defined as those that emphasize the negative 

repercussions that may occur if the recommendations given 

were not followed. Benefit appeals are those that stress 

benefits to be gained by following the recommendations. 

Through pre- and post-test questionnaires, no significant 

differences were found between the approaches; however, both 

methods resulted in a change in nutrition knowledge and 

attitudes. 

These studies demonstrate that nutrition education is 

an important part of developing healthy attitudes, and may 

be an important component in the therapy for obesity. 

EXERCISE THERAPY FOR OBESITY 

Exercise has many benefits. Moderate levels of aerobic 

activity may result in improvements in health and self 

esteem (14,29). Exercise has also been associated with 



improvements in various health problems, such as blood 

cholesterol reduction, an increase in lean body mass, 

reduction in waist-to-hip ratio, and decreased risks of 

hypertension and diabetes (2 9,35). Increasing activity in 

an overweight population also may reduce the occurrence of 

rapid regain, thereby increasing the chance for long term 

success (15,29). 
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There are obstacles, however, when considering exercise 

as a means of therapy for obesity, as these individuals have 

a limited ability to perform at an intensity that would 

produce weight loss (10,12,37). Obese people gain some of 

the benefits of exercise by engaging in activities that are 

part of their everyday lifestyle, such as walking more, and 

increasing activities at home, work, or school (12,14). The 

main goal is to create a negative energy balance, where 

energy output is greater than input (13). Aerobic exercise, 

such as walking, plays an important role in producing weight 

loss when accompanied by a moderate restriction in calories. 

Sweeney, et al. (35) demonstrated this in thirty obese 

women. They found that aerobic exercise, more than weight 

training, or no exercise accompanied by a severe energy 



restriction, enhanced the effects of moderate energy 

restriction by causing greater weight loss. 
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Dahlkoetter, Callahan, and Linton (12) established the 

same principle by assigning overweight women to an exercise 

group, a calorie restricted group, or a group combining both 

exercise and caloric restriction. The focus of this program 

was to reverse the energy equation to accomplish negative 

energy balance by means of changing eating habits and 

incorporating exercise. Subjects were instructed to 

incorporate exercise as a regular part of their daily 

activity by replacing inactivity with physical work. 

Results of this study showed that a significantly greater 

weight loss was achieved in the combination group than in 

the single intervention groups, which did not differ 

significantly from each other. 

Perri, et al. (31) suggested that aerobic exercise 

during behavioral therapy results in greater weight loss and 

maintenance. They speculated that exercise was successful 

because the activities were simple, gradually introduced, 

and did not involve excessive pain or stress to the body. 

Also, they identified exercise such as brisk walking and 

stationary cycling to increase the effectiveness of exercise 



by requiring minimal equipment and displaying low injury 

rates. 
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A meta-analysis of exercise programs for weight loss 

was published by Epstein and Wing (13), revealing that 

heavier persons who exercise lose more weight, and that 

exercise performed at a frequency of three to five times per 

week is associated with greater weight loss and loss of fat 

as well. Weight maintenance in programs was best achieved 

when exercise was used in conjunction with diet therapy. 

This concept was further supported by Thompson, et al. (37), 

who deducted through a review of studies that exercise 

therapy combined with behavioral diet therapy produced 

greater weight loss than single intervention techniques, and 

that this combination should be optimal for programs of 

weight control and maintenance. 

"STATE OF THE ART" 

Strategies combining nutrition and health education, 

exercise, cognitive behavioral change, and relapse 

prevention are regarded by many as "state of the art" 
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(14,15,21), comprising the most frequently used combination 

therapy for weight control (29). Miller and Sims (28) 

evaluated and analyzed a program containing the above 

components for weight loss and found that successful losers 

utilized the cognitive restructuring techniques, exercise, 

and methods for changing eating habits that were taught in 

the program. 

To assess whether exercise versus nutrition education 

produced a difference in weight loss, Bertram, Venter, and 

Stewart (2) compared forty-five obese females who were 

stratified into an exercise group, a nutrition education 

group, and a control group. Results demonstrated that when 

compared to control, both exercise and nutrition education 

produced greater weight loss, but the techniques did not 

differ from each other in amount of weight lost. A zero 

percent dropout rate was also noted in both groups. This 

finding, as well as maintenance of interest and compliance 

was attributable to the interpersonal contact and behavioral 

modification offered by the program. Research such as this 

suggests that exercise and nutrition education are equally 

effective in promoting long term compliance and maintenance, 

which leads one to conclude that positive outcomes could be 



strengthened if these techniques were used in conjunction 

with each other in a ''state of the art" program. 

A NEW FOCUS FOR TREATMENT 

21 

Because obesity is resistant to treatment and often 

times incurable (8,20,28), it may be beneficial to turn our 

focus towards the development of appropriate eating 

behaviors and attitudes for a healthier lifestyle. A 

successful program, as suggested by Brownell and Wadden (8 ) , 

would include the following components: 

• Emphasis on a reasonable, rather than an ideal 

weight, because a reasonable weight is more 

realistically attainable. This approach would take 

the focus away from weight loss and direct it 

towards more "tangible" goals, such as changes in 

blood pressure, cholesterol, and anthropometries, 

• Dieting readiness assessment, 

• Exercise intervention, 

• Relapse prevention, 
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• Intervention with binge eating through normalization 

of eating behaviors, and 

• Emphasis on a healthier diet that provides fewer 

calories from fat. 

Ciliska (11) encourages a program that involves normal 

eating, suggesting a regimen of eating all foods in 

moderation, which would eliminate the craving for 

"forbidden foods". Also, patient education on the quality 

and quantity of foods is recommended by Ciliska. The 

concept of implementing change into current dietary habits 

without experiencing deprivation of certain foods is in 

accordance with the Dietary Guidelines for Americans, which 

could be an especially useful tool for providing direction 

for change, while still maintaining dietary needs and 

individuality (34). 

THE DIETARY GUIDELINES FOR AMERICANS 

The Dietary Guidelines for Americans (38), developed by 

the United States Department of Agriculture and the United 

States Department of Health and Human Services, provide 



sound advice for nutrition and health. The Die t ary 

Guidelines consist of seven statements. These are: 

"1. Eat a variety of foods to get the energy, 
protein, vitamins, minerals, and fiber 
you need for good health. 

2. Maintain healthy weight to reduce your 
chances of having high blood pressure, heart 
disease, a stroke, certain cancers, and the 
most common kind of diabetes. 

3. Choose a diet low in fat, saturated fat, and 
cholesterol to reduce your risk of heart 
attack and certain types of cancer. Because 
fat contains over twice the calories of an 
equal amount of carbohydrates or protein, a 
diet low in fat can help you maintain a 
healthy weight. 

4. Choose a diet with plenty of vegetables, 
fruits, and grain products which provide 
needed vitamins, minerals, fiber, and complex 
carbohydrates, and can help you lower your 
intake of fat. 

5. Use sugars only in moderation. A diet with 
lots of sugars has too many calories and too 
few nutrients for most people and can 
contribute to tooth decay. 

6. Use salt and sodium only in moderation to 
help reduce your risk of high blood pressure. 

7. If you drink alcoholic beverages, do so in 
moderation. Alcoholic beverages supply 
calories, but little or no nutrients. 
Drinking alcohol is also the cause of many 
health problems and accidents and can lead to 
addiction." 
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CHAPTER III - METHODOLOGY 

DESCRIPTION OF THE STUDY 

A pilot study was conducted to evaluate a healthy 

lifestyles program for obese women, entitled "Women at 

Large." The eight week program, based on the Dietary 

Guidelines for Healthy Americans, incorporated a nutrition 

education component, and an exercise componenet tailored to 

the obese woman. Emphasis was placed on the adoption of 

proper nutrition for the benefit of health. A two month 

follow up was performed. 

DESCRIPTION OF SUBJECTS 

Human subjects approval for the study was granted by 

the Texas Woman's University Office of Research and Grants 

Administration. Prospective participants were invited to 

attend an orientation which was advertised throughout the 

campus and the community. Subjects met criteria for 

participation in the study if they were healthy, 

premenopausal women, aged 21 to 55, and had 50 or more 

pounds to lose based on the 1983 Metropolitan Life Insurance 

24 
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Height and Weight tables. Each person interested in joining 

was required to complete a medical history and physical 

activity readiness questionnaire. Only those who met the 

American College of Sports Medicine guidelines (1) for the 

apparently healthy were qualified to participate. Each 

person was informed of the possible risks and benefits that 

could be associated with involvement in Women at Large, and 

each signed an informed consent to participate in research. 

A fee of fifty-five dollars was charged for students of 

Texas Woman's University, and seventy-five dollars for those 

who were not students. Ten women joined the program, and 

seven women completed it. The small sample size was 

adequate for a pilot study. 

EXPERIMENTAL DESIGN AND DATA COLLECTION 

The nutrition education component was based on the 

Dietary Guidelines for Healthy Americans and was conducted 

by a Registered Dietitian of the Texas Woman's University 

Nutrition Assessments and Counseling Center. The classes 

were offered for one hour, twice weekly, for eight weeks. 

Participants were required to attend only one weekly class, 

and could choose the class in which they wished to be 
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present. The program stressed getting away from the "dieting 

mentality" and tailoring the diet to one's indivi dual needs. 

Two private nutritional counseling sessions with the 

dietitian to discuss and formulate an individual diet plan 

were included with membership in the program. The program 

was developed by the Registered Dietitian and the 

researcher, and was modified from Beyond Diets (33), with 

permission. 

The Women at Large program also provided a membership 

card to the Texas Woman's University Wellness Center and 

free water aerobics classes for the duration of the program. 

The exercise ciasses were conducted by trained personnel of 

the Texas Woman's University Wellness Center. Only three of 

the seven women participated in the water aerobics class. 

At the initial meeting of Women at Large, each subject 

was measured for height in centimeters using a standiometer, 

while standing and wearing no shoes. Weights were taken 

while wearing light clothing and no shoes, and were measured 

in kilograms using an electronic scale manufactured by the 

Detecto Scale Company, accurate to the 0.1 kilogram. 

Body Mass Index was calculated as weight in kilograms 

divided by the square of the height in meters, and a value 
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of 27 or greater was indicative of obesity. Waist-to -hi p 

circumference ratio was then calculated by measuring the 

waist circumference at the midway point between the lowest 

rib and the iliac crest with a flexible, non-s tretchable 

measuring tape. Hip circumference was measured at the point 

yielding the maximum circumference over the buttocks. The 

measurement was taken to the nearest centimet er, and a ratio 

of 0.8 or greater was used to indicate abdominal obesity. 

Subjects' weights and girths were measured again at t he 

mid-point of the program as well as the final meeting. 

Waist-to-hip circumference ratio and Body Mass Index were 

calculated again at the end of the program. 

At the first meeting of Women at Large, each 

participant was given an Eating Habits Checklist, a 

Nutrition Attitude Questionnaire, and a weekly food and 

activity diary. The Eating Habits Checklist (Appendix A), 

reproduced from Gormally, et al. (19) was issued to 

determine if the subject was a compulsive overeater. The 

checklist cons i sted of sixteen questions. The higher the 

score, the greater the severity of binge eating problems. 

The maximum score was forty-six. The Eating Habits 

Checklist was issued a second time at the two month follow 

up to determine any changes in binge eating stat us. The 
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Nutrition Attitude Questionnaire (Appendix B; modified from 

Blake and Melton (3) with permission), consisted of sixty

four questions, and was based on current knowledge 

concerning diet and health. The questionnaire measured 

nutritional knowledge, attitudes, and behaviors. Each 

section consisted of several "dimensions", or subdivisions, 

which were scored separately. The knowledge category 

consisted of sixteen questions and two dimensions: knowledge 

of product or food choice and knowledge of concept. The 

attitude category had nineteen questions, and was broken 

down into five separate dimensions: self-efficacy, no need 

to worry, food or actions that can cause problems, 

willingness to change, and locus of control. The behaviors 

category was made up of twenty-one questions and two 

dimensions: heart healthy actions, and heart healthy food 

choices. Eight questions overall were excluded from 

analysis because they were 1) too general, or 2) based only 

on opinion. The instrument was given at the initial 

meeting, the final meeting, and at two month follow up by 

mail. Results from each of the three questionnaires were 

compared to determine if any changes occurred during and 

after the program. 
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Weekly food diaries, developed by the researcher and 

registered dietitian were given at each meeting. Subjects 

were instructed on the proper techniques of recording 

dietary information. From each week, three days were chosen 

at random for analysis, using two weekdays and one weekend 

day. Food diaries were analyzed for the first week, at mid

program, the final week, and then again at two month follow 

up. Nutrient calculation was performed using the Minnesota 

Nutrition Data System (NDS) software, developed by the 

Nutrition Coordinating Center, University of Minnesota, 

Minneapolis, MN. Food databasea version 2.3; nutrient 

database version 5A/20(36). For each day analyzed, a 

dietary score (Appendix C) was given. The maximum score a 

subject could receive was six. 

ANALYSIS OF DATA 

Analysis of Variance with Repeated Measures was used to 

analyze data on weight, dietary score, and percent of fat, 

protein, and carbohydrate in the diet. Due to the small 

sample size all data on Body Mass Index and waist-to-hip 

ratio were statistically analyzed using paired t-tests, and 

a Wilcoxon test to determine if there were significant 



differences in Bi nge Eating Scores . BMDP Statistical 

Software (5) was used f o r statistical tests. 
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CHAPTER IV 

RESULTS AND DISCUSSION 

A total of ten women were recruited into the pilo t 

study, seven remained in the program for the full eight 

weeks. At the two month follow-up, an Attitude 

Questionnaire, Eating Habits Checklist, and three day food 

diary were mailed to the seven participants. Only three 

members responded. Due to the low rate of response at 

follow-up, statistical analysis could only be performed on 

the three participant's Eating Habits Checklist. 

Table I lists the descriptive statistics on age and 

height of the seven participants. Mean age was 43 years and 

mean height was 160 centimeters. 

Table II displays individual initial, mid-point, and 

final weights, body mass index, and waist-to-hip 

circumference ratio. Table III shows measures for inital 

and final wieghts, body mass index, and waist-to-hip ratio. 

Paired t-test revealed that from the beginning to the end of 

the program, there was no significant weight change among 

the individuals, evidenced by a matched t of 3.14 and p

value of 0.201. No significant changes were found between 
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Table I. 

Age and Height of Obese Women Subjects 

Mean 

Standard deviation 

Maximum value 

Minimum value 

n = 7 

Age (yrs) 

43.1 

9.3350 

54.0 

29.0 

Height (em) 

160.2 

5.9735 

171.0 

153.5 

32 



Table II. 

Subject 
Number 

1 

2 

3 

4 

5 

6 

7 

n = 7 

Initial, Midpoint, and Final Weights 
of Women Subjects 

Initial Mid-program Final 
weight weight (kg) weight 

(kg) (kg) 

100.1 99.4 98.3 

92.5 91.5 90.3 

91.6 91.7 91.2 

156.0 154.4 154.1 

104.1 103.1 103.1 

102.7 102.0 100.2 

91.7 91.6 92.3 
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Table III. 

Paired t-Test on Weight (kg), Body Mass Index (BMI), 
and Waist-to-Hip Ratio (W:H) of Women subjects 

Mean 

Std. 

Beg. 
Weight 

(kg) 

105.5 

Final 
Weight 

(kg) 

104.2 

Beg. 
BMI 

41.2 

Final 
BMI 

40.7 

Beg. 
W:H 

Final 
W:H 

0.83 0.82 

dev. 22.8832 22.5309 9.1412 9.0518 0.0395 0.0544 

Max. 
value 

Min. 
value 

Matched 
t 

p-value 

Wilcoxon 

p-value 

n = 7 

156.00 154.1 

91.6 90.3 

3.14 

0.201 

2.0 

0.0469 

61.4 60.7 0.89 0.91 

35.4 34.6 0.78 0.73 

3.01 0.83 

0.0237 0.4386 

2.0 7.0 

0.0469 0.5313 

34 
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pre and post values of waist-to-hip circumference ratio or 

body mass index. Therefore, among this small population o f 

obese women, this program did not help them to achieve their 

weight loss goals. These findings are consistent with tho se 

of Lichtman, et al. (22 ) , in which their subjects did n o t 

lose any weight during the intervention program either. 

However, results may be masked due to the small sample size. 

The Eating Habits Checklist (Appendix A) proved to be a 

useful tool for assessing problems with binge eating. Table 

IV illustrates the findings of the instrument. As a whole, 

the group demonstrated a mean score of 23 out of a maximum 

possible score of 46. The minimum value of 5 obtained from 

this test was the score of one subject and is not reflective 

of the group as a whole. This point is further illustrated 

by a mean of 1.4 for degree of binge eating problem. 

According to this, the group demonstrated a moderate to 

moderate-severe problem with controlling eating behaviors, 

possibly related to the group's inability to lose a 

significant amount of weight. Results obtained using this 

tool are compatible with the literature on obesity and binge 



Table IV. 

Checklist of Eating Habits of Women Subjects 

Mean Standard 
deviation 

Initial 
Score 

23.2 10.2214 

Degree of 
Binge 1.4 0.7868 
Eating 
Problem * 

n = 7 • Maximum score = 46 

* 0 = no problem 
1 = moderate problem 
2 = moderate to severe problem 
3 = severe problem 

Maximum 
value 

34.0 

2.0 

Eating Habits Checklist, Gormally, et al. (19) 

Minimum 
value 

5.0 

0.0 

36 
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eating, which suggests that binge eating is not uncommon in 

the obese population (19,24,26,40). 

The Nutrition Attitude Questionnaire (Appendix B) was 

used to assess baseline knowledge about food, attitudes 

pertaining to food and eating, and behaviors representative 

of the group. A final score was obtained at the end of the 

program to determine if the nutrition education component of 

the program was beneficial to the group in terms of changing 

their eating behaviors and perceptions of food. Table V 

shows that the women demonstrated a mean score in the 

knowledge category of 26.4. When compared to the final mean 

of 25.9, we see that there was not much change in the 

knowledge category. However, the scores were not low, the 

maximum score one could achieve was 32. The baseline 

attitude score shows about a four point increase when 

compared to the final score, with a baseline mean of 58.3, 

and a final mean of 63.7. For this portion of the test, the 

maximum possible score was 76, illustrating need for 

improvement for this dimension. The behavior concept also 

demonstrates need for improvement in both the initial and 

final test scores. Initial mean of 20.9 did not differ much 



Table V. 

Results of Nutrition Attitude Questionnaire 
of Women Subjects 

Knowledge 
Mean 
Std. dev. 
Maximum 
Minimum 

Attitude 
Mean 
Std. dev. 
Maximum 
Minimum 

Behavior 
Mean 
Std. dev. 
Maximum 
Minimum 

n = 7 

Initial 

26.4 
2.297 

30.0 
22.0 

58.3 
6.557 

68.0 
47.0 

20.9 
3.444 

25.0 
16.0 

Final 

25.9 
1.864 

28.0 
24.0 

63.7 
6.184 

72.0 
53.0 

24.7 
2.812 

29.0 
21.0 

Maximum Possible 
Score 

32.0 

76 .0 

42.0 

38 

Questionnaire of Knowledge, Attitudes, and Behaviors, Blake 
and Melton (3). 
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from the final mean of 24.7. The highest score achievable 

was 42, showing that the group was not necessarily willing 

to change their eating behaviors. It may not be that they 

were not willing, they may not have been ready. The results 

obtained from the attitude questi onnaire differ from those 

found by Blake and Melton (3), in which the subjects 

demonstrated the need for education and improvement in all 

three dimensions assessed. Again, the small sample size for 

this study may have masked the results of this test. 

Accuracy of the analysis of the diets is questionable 

due to inconsistent recording of foods. The literature 

suggests that it is a very difficult task to obtain accurate 

food diaries (22), and this study proves nothing different. 

Dietary score and percent of fat, protein, and carbohydrate 

in the diets were calculated despite possible discrepancies. 

Table VI presents the dietary scores of the individuals, as 

well as the group as a whole. Two subjects overall 

neglected to submit food diaries for the mid-program and 

final analysis. Dietary score (Appendix C) was calculated 

as percent of the Recommended Dietary Allowances and the 

maximum score possible was six. The initial mean for the 



Table VI. 

Dietary Scores of Nutrient Intakes of Women Subjects 

Subject 
Number 

1 

2 

3 

4 

5 

6 

7 

Mean 

Standard deviation 

Largest value 

Smallest value 

* Missing data 

• Scoring: 
6 = 100 % RDA 
5 = 66% - 100% 
4 = 66% RDA 
3 = 50% - 66 % 
2 = 50 % RDA 
1 = < 50 % RDA 

Initial Mid-program 

3.5 * 

4.0 5.2 

5.2 5.3 

4.0 4.2 

5.4 5.8 

3.1 3.8 

2.9 4.1 

4.0 4.7 

0.97199 0.80416 

5.4 5.8 

2.9 3.8 

n = 7 n = 6 

RDA 

RDA 

• Maximum score = 6 
• Overlapping numbers given the higher score 

Final 

4.2 

4. 8 

5.5 

* 

5.6 

3.3 

4.1 

4. 6 

0.88863 

5.6 

3.3 

n = 6 
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group was 4.0. At mid-prog ram the mean score 4 . 7 , and at 

the final measure, the mean was 4.6. These results 

demonstrate that over the course of eight weeks, the 

subjects did not change in the ranking of their diets by 

dietary score. 
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Tables VII, VIII, and IX display the macronutrient 

composition of the subjects' individual diets, and group 

means . Again, there are two missing values overall for the 

last two measures. 

Table VII illustrates carbohydrate composition of the 

diets. At the initial measure (Week 0) the mean 

carbohydrate intake was 54 % of kilocalories, which decreased 

to 47 % during the middle of the program. A very slight 

increase in carbohydrate content of the diet was seen during 

the final measure, with a mean percentage of 49 % of 

calories. These results are somewhat disturbing due to the 

emphasis on increased carbohydrate consumption presented in 

the nutrition education classes. Results demonstrate that 

the participants consumed more carbohydrate before they were 

educated than they did after education. 



Table VII. 

Mean 

Subject 
Number 

1 

2 

3 

4 

5 

6 

7 

Percent of Energy consumed from 
Carbohydrate by Obese Women 

Initial Mid-program 

57.5 * 

51.0 46.7 

61.2 45.4 

36.3 36.8 

64.6 58.0 

59.3 40.9 

48.5 55.4 

54.1 47.2 

Final 

48.1 

44.9 

45.1 

* 

63.7 

47.3 

46.7 

49.3 

Standard deviation 9.6355 8.1880 7.1632 

Largest value 64.6 58.0 63.7 

Smallest value 36.3 36.8 44.9 

* Missing data n = 7 n = 6 n = 6 

42 
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Table VIII provides information on the protein content 

of each subject's diet, as well as the group as a whole. At 

week 0, the mean score for percent of kilocalories consumed 

as protein was 17. At mid-program a slight increase is 

evident, with a mean of about 20 % of calories from protein, 

and at the final week, there is no real change demonstrated 

by a mean of 19.3%. The participants in Women at Large 

consumed near the recommended percentage of 20 % of calories 

from protein. 

Percentage of energy from fat in the diet is 

illustrated in Table IX, showing a baseline mean percentage 

of 30. At mid-program the fat content of the diets 

increased to a mean of 34.7, but decreased slightly during 

the final week to a mean of 32.5. 

The results of the dietary analysis do not show that 

the subjects changed or improved the composition of their 

diets, which differs from Hoiberg (20), where subjects 

demonstrated an improvement in eating behaviors and dietary 

composition with nutrition education. Again, the small 

sample size, as well as the questionable accuracy of food 

diaries, may produce results that are not exact. 



Table VIII. 

Percent of Energy consumed from 
Protein by Obese Women 

Subject 
Number 

1 

2 

3 

4 

5 

6 

7 

Mean 

Standard deviation 

Largest value 

Smallest value 

* Missing data 

Initial Mid-program 

15.5 * 

14.4 17.5 

12.3 13.8 

19.4 32.5 

23.0 21.1 

15.2 19.4 

20.5 15.6 

17.2 20.0 

3.8321 6.6614 

23.0 32.5 

12.3 13.8 

n = 7 n = 6 
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Final 

20.4 

20.3 

14.7 

* 

19.3 

23.4 

17.9 

19.3 

2.9029 

2 3.4 

14.7 

n = 6 



Table IX. 

Mean 

Subject 
Number 

1 

2 

3 

4 

5 

6 

7 

Percent of Energy consumed 
from Fat by Obese Women 

Initial Mid-program 

27.9 * 

37.6 37.0 

27.7 42.2 

43.4 31.5 

15.5 23.6 

27.7 40.2 

34.5 33.4 

30.6 34.7 

Standard deviation 8.9458 6.7367 

Largest value 43.4 42.2 

Smallest value 15.5 23.6 

* Missing data n = 7 . n = 6 
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Final 

30.8 

34.8 

41.7 

* 

23.4 

29.6 

34.4 

32.5 

6.1259 

41.7 

23.4 

n = 6 
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At two month follow-up statistical analysis was not 

performed on all variables questioned due to t he poor 

response rate, but discussion of the returned questionnaires 

and food diaries are indicated. Follow-up data for the 

three subjects' diets is presented in Table X. The mean 

dietary score for the three respondents was 4. 0 . This is a 

lower value than what was obtained from the final dietary 

score, however, this observation is not indicative of the 

group as a whole. Mean percentage of carbohydrate in the 

diet increased to 53.6%, mean protein content remained the 

same at 19.7%, and mean fat content of diets decreased t o 

28.8% of calories. Here again, these observations cannot be 

used to represent the entire group of subjects. 

Follow-up descriptive statistics on the Attitude 

Questionnaire (Table XI, Fig.l) reveal a knowledge mean o f 

2 6, an attitude mean of 63, and a behaviors mean of 23. 

These values are similar to the previous values obtained at 

the final week of the program. Once again, these values 

only exemplify the three follow-up participants. 

statistical analysis was performed on the Eating Habits 

Checklist (Table XII) by using a Wilcoxon test due to the 
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Table X. 

Dietary Score and Distribution of 
Energy Intake of Obese Women Subjects 

Mean Std. dev. Ma ximum Minimum 

Dietary Score 4.0 1.0693 4.7 2.8 

Percent 53.6 9.2181 63.1 44.7 
Carbohydrate 

Percent Protein 19.7 2 .5239 22.5 17.6 

Percent Fat 28.8 6.1831 33.0 21.7 

n = 3 
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Table XI. 

Two Month Follow-Up of the 
Attitude Questionnaire 

Score Maximum Possible Score 

Knowledge 32.0 
Mean 26.0 
Std. dev. 4.0 
Maximum 30.0 
Minimum 22.0 

Attitude 76.0 
Mean 63.3 
Std. dev. 12.6623 
Maximum 73.0 
Minimum 49.0 

Behavior 42.0 
Mean 23.3 
Std. dev. 6.3509 
Maximum 27.0 
Minimum 16.0 

n = 3 

Questionnaire of Knowledge, Attitudes, and Behaviors, Blake 
and Melton (3). 
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Table XII. 

Two Month Follow-Up of Eating Habits Checklist 
from Obese Women 

Subject Initial Final Score 
Score 

2 15.0 5.0 

5 5.0 1.0 

7 32.0 32.0 

Wilcoxon T = 0, p = .50 

Eating Habits Checklist, Gormally, et al. (19). 
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small sample size. No significant differences were found, 

however (mean= 17.3, Wilcoxon t = 0, and p-value = 0.50), 

indicating that these individuals had remaining problems 

with binge eating. 

The follow-up does not give any valid information on 

the group studied. 
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Due to the low r esponse rate of the subjects at follow

up, each subject was telephoned f o r a "follow-up telephone 

interview". Six of the original ten subjects were able to 

be contacted, five of whom completed the program. The 

subject who did not complete the program had to drop out due 

to employment constraints. Each subject contacted was asked 

several questions pertaining to the content of the p~ogram 

and how they felt about it. The most common respons e, when 

asked what were the strongest points of the program, was the 

compassion and personalities of the leaders. Because one of 

the leaders has a weight problem, the members felt more 

comfortable with her and were more willing to interact and 

try to learn. 

Subjects also stated that the program was very 

worthwhile for people who are obese. They thought learning 
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about foods was important as the primary step to weight 

control. When asked for comments concerning weak points of 

the program, the members said that they wished it could have 

been longer than eight weeks. The literature supports this 

suggestion. Brownell and Wadden (8) advise that 

intervention programs for individuals who are obese should 

last longer than eight weeks in order to produce 

significant responses in the people involved. Participants 

were also questioned on their attitude about themselves 

after completion of the program. Most of them said that 

they gained self respect and realized what they needed to 

change to attain their weight loss goals. 

Because exercise was included in the cost of the 

program, questions were asked pertaining to activity. Only 

two of the six members contacted participated in the water 

aerobics class regularly, but all of the women felt that an 

exercise program is absolutely essential to weight loss. 

Many of the women did, however, state that they expended 

more energy on a voluntary basis, such as walk i ng, 

housework, and yardwork. One subject suggested that the 

exercise be mandatory and that it be done as a group. 
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Overall, the women felt that the Women at Large program was 

very beneficial. 

The information obtained from the results of this 

study, as well as from the participants themselves, tells us 

that changes must be made if the program is to be run again. 

Several recommendations for modification of the "Women at 

Large" program come to mind: 

• The program should be more structured, with specified 

time limits to cover topics, to minimize exceeding 

alotted time for the session 

• Exercise should be more emphasized, and should not be so 

structured. Participants should be able to exercise at 

their home by walking, doing housework, yardwork, or any 

other type of energy expenditure that conforms to their 

lifestyle. The exercise should then be charted on a 

"progress chart" in the sessions, and rewards given for 

those who meet their goals. 

• The sessions should be held only once weekly, on a 

weekend day. Members who attended the Saturday morning 

session were more interested and less hurried. 



• The program should offer more motivational tools and 

rewards. 

• The sessions should be held in a room that is bright and 

free of interruptions. 
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CHAPTER V 

CONCLUSION 

The results obtained from this pilot study indicate 

that for this obese population, a non-diet approach does not 

reduce weight. Although the sample size was very small, the 

standard deviation in weight change remained similar. This 

finding is contrary to those obtained from similar studies 

using the same non-diet approach (8,11,14,15,21). Analysis 

of the food diaries demonstrated that the quality of their 

diets did not improve, even with eight weeks of nutrition 

education. This suggests that these people needed much more 

specific and detailed knowledge such as planned menus. No 

significant differences were found in the study, suggesting 

that binge eating may be linked to obesity, indicated by the 

group's eating behaviors, which did not follow any defined 

pattern. This concept, however, warrants further 

investigation into the psychological and behavioral aspects 

of binge eating. 

The criteria used to determine success for this study 

was not weight, however. Success was defined as an increase 

in knowledge, attitudes, and behaviors, as measured by the 
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Nutrition Attitude Questionnaire. According to this 

criteria, the study was not successful. Participants did 

not show any significant increases in any of the three 

parameters. The subjects did show that they were not 

necessarily lacking in knowledge in the first place. The 

instrument made it apparent that the individuals needed to 

work on attitudes and behaviors, and that knowledge via 

nutrition education should not have been the primary focus 

for intervention in this group. 
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This study demonstrates that in this small group of 

obese women, nutrition education alone will not help them to 

attain their goals for weight loss. This pilot study 

implies that a full blown study would not be beneficial with 

the same non-diet approach. 
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EATING HABITS CHECKLIST 

Instructions: Below are groups of numbered statements. 
Read all of the statements in each group and mark on this 
sheet the one that best describes the way you feel about the 
problems you have controlling your eating behavior. 

#1 
1. I don't feel self-conscious about my weight or body size 

when I'm with others. 
2. I feel concerned about how I look to others, but it 

normally does not make me feel disappointed with myself. 
3. I do get self-conscious about my appearance and weight 

which makes me feel disappointed in myself. 
4. I feel very self-conscious about my weight and 

frequently, I feel intense shame and disgust for myself, 
I try to avoid social contacts because of my self
consciousness. 

#2 
1. I don't have any difficulty eating slowly in the proper 

manner. 
2. Although I seem to "gobble down'' foods, I don't end up 

feeling stuffed because of eating too much. 
3. At times, I tend to eat quickly and then, I feel 

uncomfortably full afterwards. 
4. I have the habit of bolting down my food, without really 

chewing it. When this happens I usually feel 
uncomfortably stuffed because I've eaten too much. 

#3 
1. I feel capable to control my eating urges when I want 

to. 
2. I feel like I have failed to control my eating more than 

the average person. 
3. I feel utterly helpless when it comes to feeling in 

control of my eating urges. 
4. Because I feel so helpless about controlling my eating I 

have become very desperate about trying to get in 
control. 



#4. 
1. I don't have the habit of eating when I'm b o red. 
2. I sometimes eat when I'm bored, but often I'm able t o 

"get busy" and get my mind off food. 
3. I have a regular habit of eating when I'm b o red, but 

occasionally, I can use some other activity to get my 
mind off eating. 
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4. I have a strong habit of eating when I'm b o red. Nothing 
seems to help me break the habit. 

#5 
1. I'm usually physical l y hungry when I eat something. 
2. Occasionally, I eat something on impulse even though I 

really am not hungry. 
3. I have the regular habit of eating foods, t hat I migh t 

not really enjoy, to satisfy a hungry feel ing even 
though physically, I don't need the foo d . 

4. Even though I'm not physical l y hungry, I ge t a hung r y 
feeling in my mouth that only seems to be satisfied wh en 
I eat a food, like a sandwich, that fills my mouth. 
Sometimes, when I eat the food to sat is fy my mouth 
hunger, I then spit the food out so I won' t gain weight. 

#6 
1. I don't feel any guilt or self-hate after I overeat. 
2. After I overeat, occasionally I feel gui lt or self-h a t e. 
3. Almost all the time I experience strong gu i lt or self

hate after I overeat. 

#7 
1. I don't lose total control of my eating when dieting 

even after periods when I overeat. 
2. Sometimes when I eat a "forbidden food" on a diet, I 

feel like I "blew it" and eat even more. 
3. Fr equently, I have the habit o f saying to myself, " I ' v e 

blown it now, why not go all the way" when I o v e r eat on 
a diet. When that happens I eat even mor e. 

4. I have a regular habit of starting strict diets f o r 
myself, but I break the diets by going on an eating 
binge. My life seems to be either a "feas t " or 
"famine". 



#8 
1. I rarely eat so much food that I feel uncomfortabl y 

stuffed afterwards. 
2. Usually about once a month, I eat such a quantity o f 

food, I end up feeling very stuffed. 
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3. I have regular periods during the month when I eat large 
amounts of food, either at mealtime or at snacks. 

4. I eat so much food that I regularly feel quite 
uncomfortable after eating and sometimes a bit nauseous. 

#9 
1. My level of calorie intake does not go up very high or 

go down very low on a regular basis. 
2. Sometimes after I overeat, I will try to reduce my 

caloric intake to almost nothing to compensate for the 
excess calories I've eaten. 

3. I have a regular habit of overeating during the night . 
It seems that my routine is not to be hungry in the 
morning but overeat in the evening. 

4. In my adult years, I have had week-long periods where I 
practically starve myself. This follows periods when I 
overeat. It seems I live a life of either "feast" or 
"famine". 

#10 
1. I usually am able to stop eating when I want to. I know 

when "enough is enough". 
2. Every so often, I experience a compulsion to eat which I 

can't seem to control. 
3. Frequently, I experience strong urges to eat which I 

seem unable to control, but at other times I can control 
my eating urges. 

4. I feel incapable of controlling urges to eat. I have a 
fear of not being able to stop eating voluntarily. 



#11 
1. I don't have any problem stopping eating when I feel 

full. 
2. I usually can stop eating when I feel full but 

occasionally overeat leaving me feeling uncomfortably 
stuffed. 
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3. I have a problem stopping eating once I start and 
usually I feel uncomfortably stuffed after I eat a meal. 

4. Because I have a problem not being able to stop eating 
when I want, I sometimes have to induce vomiting to 
relieve my stuffed feeling. 

#12 
1. I seem to eat just as much when I'm with others (family, 

social gatherings) as when I'm by myself. 
2. Sometimes, when I'm with other persons, I don't eat as 

much as I want to eat because I'm self-conscious about 
my eating. 

3. Frequently, I eat only a small amount of food when 
others are present, because I'm very embarrassed about 
my eating. 

4. I feel so ashamed about overeating that I pick times to 
overeat when I know no one will see me. I feel like a 
"closet eater". 

#13 
1. I eat three meals a day with only an occasional between 

meal snack. 
2. I eat three meals a day, but I also normally snack 

between meals. 
3. When I am snacking heavily, I get in the habit of 

skipping regular meals. 
4. There are regular periods when I seem to be continually 

eating, with no planned meals. 

#14 
1. I don't think much about trying to control unwanted 

eating urges. 
2. At least some of the time, I feel my thoughts are pre-

occupied with trying to control my eating urges. 
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3. I feel that frequently I spend much time thinking about 

how much I ate or about trying not to eat anymore. 
4. It seems to me that most of my waking hours are pre

occupied by thoughts about eating or not eating. I feel 
like I'm constantly struggling not to eat. 

#15 
1. I don't think about food a great deal. 
2. I have strong cravings for food but they last only for 

brief periods of time. 
3. I have days when I can't seem to think about anything 

else but food. 
4. Most of my days seem to be pre-occupied with thoughts 

about food. I feel like I live to eat. 

#16 
1. I usually know whether or not I'm physically hungry. I 

take the right portion of food to satisfy me. 
2. Occasionally, I feel uncertain about knowing whether or 

not I'm physically hungry. At these times it's hard to 
know how much food I should take to satisfy me. 

3. Even though I might know how many calories I should eat, 
I don't have any idea what is a ''normal" amount of food 
for me. 

Reproduced from: Gormally, et al. Addictive Behaviors, 
Vol.7, pp.47-55, 1982. 
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NUTRITION ATTITUDE QUESTI ONNAIRE 



NUTRITION EDUCATION AND ATTITUDE 
QUESTIONNAIRE 

Today's Date: ______ _ Subject Ntnnber-_______ _ 

1\ge : _______ _ 
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'lliE FOLLrniNO INFORHl\TIOO HILL BE USED TO CCMPILE DATI\ 00 'IRE NUTRITIOO 
~ OF HCMElf 1\.Bari' OJRONl\RY HEART DISFl\SE PR.EVrnl'IOO. 

FOO. THE FOLLaiiNO STl\TEMEm'S, PLEJ\SE INDIC1\TE 00 THE SC1\NTROO ·WIIETHER THE 
STJ\TEMElfl' IS (1\)l.RUE, (B)EALSE, OR (C) IF YOO 1\RE UNCEID'AlliA 

1. A high fat diet can raise the blood lipids/cholesterol and may also 
increase the risk for colon cancer. 

2. Your bl~~ cholesterol level is a result solely of your dietary intake of 
cholesterol. 

3. Increasing the soluble fiber in your diet has no potential benefit in 
lowering your blood cholesterol. 

4. Controlling your weight can help ·control your blood pressue and prevent 
coronary heart disease(CHD). 

5. A cheese and tuna (water pack) melt sandwich is a high fat food 

6. Prepared/convenience foods such as frozen pot pies, powdered soups, or 
seasoned noodles ( eg ramen) tend to be very high in sodiLI'Tl. 

7. If the fat you use is polyunsaturated or monounsaturated, the amount you 
eat will not affect CHD development. 

8. A regular brisk walking program is not an acceptable aerobic program to 
promote heart health. 

FOR THE FOLLaiiNO {PESTIOOS, 0.1\RRm THE LE'ITER OF 'lliE AN~ 00 THE 
SC1\N'I'ROO HHIOI BEST AN~ 'lliE (1JESTIOO OR CCMPLETES 'lliE STl\TEMElfl'. IF YOO 
1\RE UNcrnTl\IN, PLEASE INDICATE 'lliiS. 

9. Saturated fat is found naturally in: 
a. animal prOducts only 
b. all animal products and sane plant products 
c. only high fat animal products 
d. uncertain 

10. A heart healthy program should include a diet with: 
a. less cholesterol and less sodium only 
b. low cholesterol only 
c. less calories, less sodium, less fat, and less cholesterol 
d. uncertain 

11. of the following margarine food labels, which is the healthiest choice? 
a. partially hydrogenated soybean oil, palm oil 
b. vegetable oil blend(partially hydrogented soybean oil and cottonseed 

oil) · 
c. liquid corn oil, partially hydrogenated soybean oil 
d. uncertain 

-please turn the page-
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12. A heart healthy exercise program: 
a. must include vigorous exercise every day 
b. should include aerobic physical activity that lasts at least 15-30 

nUnutes per session, 3 times per week 
c. can be any length of time, but should get one's heart ' rate up to its 

rraxilTtl.Ul rate 
d. uncertain 

13. Which of the following fats can help to keep cholesterol levels down? 
a. saturated 
b. polyunsaturated 
c. vegetable 
d. uncertain 

14. Which group of the following foods is high in sodium and fat? 
a. pizza, submarine sandwich, chicken wings 
b. hamburger pattie, round steak, ham 
c. lean pork, tuna in water, baked turkey 
d. uncertain 

15. The best method of reducing body weight is to: 
a . eat several small meals a day and exercise 
b. increase exercise and decrease food intru~e 
c. reduce starchy carbohydrates(eg, bread , potatoes) in one's diet 
d. uncertain 

16. Which group of foods is considered high in sodium? 
a. cottage cheese, bacon, regular tomato sauce 
b. celery, diet soda , ham 
c. plain macaroni noodles, plain rice, pizza 
d. uncertain 

17. Do you consider your diet healthy? (a)Yes (b)No 

BESIDE FAQI OF THE STATEMElfl'S BE:I..rn, INDICATE BY DARKrniNG THE 
APPROPRIATE LETI'E.R ON THE SC!\NTRON WHE'IliER YOO: 

(A) STRONGLY AGREE 
(B) AGREE 
(C) DISAGREE 
(D) STRONGLY DISAGREE 

18. I feel unable to control the eating habits I have which are not good for 
me. 

19. To avoid heart disease, I would be willing to alter mf eating habits. 

20 . I am greatly influenced by the food habits of ~ fanUly and friends. 

21. If I was at a desirable body weight, I wouldn't need to worry about 
nutrition. 

22 . Adding extra salt to my food is nat likely to affect my health. 

-please turn the page-

71 



23. I can't follow a low cholesterol, low saturated fat diet, since I don't 
know which foods to choose at restaurants, at the super-market, and/or I 
can not cook. 

24. I am very picky about what I eat--I will only eat foods that I like 
prepared in a certain way by me, a specific family member, or specific 
restaurant. 

25. Even if friends tease me, I am/would be willing to eat low fat, low 
sa<iiun, high fiber foods . 

26. It is important to try to eat a healthy diet, since tnany diseases are 
related to the way we eat. 

27. Health professionnals say so many different things about what foods are 
good or bad for you-- I eat whatever I want. 

28. Host overweight people are that way because of hormone imbalance or 
genetics. 

29. When I change my current living circumstances (finish school, change jobs, 
etc.), I will eat a better, healthier diet, but feel this change would be 
too difficult right now. 

30. Even though a person is a desirable weight and young, they need to 
exercise regularly and reduce fat in their diet. 

31. .If you don't have a family history of heart disease, you don't have worry 
about a heart healthy diet. 

32. Dietary cholesterol doesn't have anything to do wi th blood cholesterol. 

33. I feel that I am too young to be concerned about high blood cholesterol. 

34. Eating is one of the few pleasures I have and can control. 

35. Whether I gain or lose weight is up to me. 

36 . Following a low fat diet would be a lot of trouble. 

BESIDES E11.Cli STATEMElfl', INDICATE 00 THE SCANTRON WHEl'HER YCU PRACTICE 
THIS: (A)f'RE)'JJEliTLY (most of the time) · 

{B}OOCASIONALLY (sometimes) 
{C)NEVER 

When I diet to lose weight,! avoid: 
37. sweets/desserts 
38. breads 
39. fruits/juices 
40. starchy vegetables/foods 
41. dairy products 
42. meats 
43. butter, creams, and other fats 

-please turn the page-
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INDICATE ON 'rnE SCANTRON HGl OF"''EN YOO DO 'rnE FOLLGliNG BY 01\RKENING: 
(A)~Y 
(B) OCC1\SIOOALLY 
(C) NEVER 

44. I salt ~ food before tasting. 

45. I avoid fried foods. 

46. I eat 3 meals each day. 

47 . I skip meals . 

48. I eat fast foods. 

49. I snack throughout the day. 

50. I exercise 2-3 times/week. 

51. When I exercise, it is an aerobic type of exercise . 

52. I eat salted chips, nuts, popcorn, pretzels, etc. 

53. I lirrdt the amount of fat such as mayo, butter, margarine, or salad 
dressing that I add to my diet. 

54. I always cook with the amount of salt called for in the recipe or 
directions. 

55. I snack constantly throughout the day on items such as candy, nuts, chips, 
cookies, sweet beverages. 

56. I choose to eat vegetarian dishes or entrees at home and at restaurants. 

57. When I eat in restaurants, I try to aslt for smaller portions, less gravy, 
salad dressing, or order foods usually prepared with less fat and salt. 

58. I eat chicken, turkey, or fish more than beef or pork. 

59. I drink lowfat milk. 

60. I drink skim rrdlk. 

61. I look for the sodium content in foods before I buy them. 

62 . When I cook , I try to trim meats, bake, broil, cook with less fat. 

63. I eat desserts/pastry such as cake, pies, danish, ice cream dail y . 

64. I check my weight periodically to make sure it remains s t able or that I am 
losing if that is the goal . 

THANK YOO FOlt AN9-fERING THESE QJESTIONS AND PARTICIPATING IN 
THIS RESEAR<ll. 
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DIETARY SCORING SHEET 

Score 

6 

5 

4 

3 

2 

1 

* 

* 

Diet meets 100% of the RDA' s f or all nutrients. 

Diet meets 100 % of the RDA' s for some nutrients, 
no nutrient less than 66 %. 

Diet meets 66 % of the RDA' s for a l l nutrients. 

Diet meets 66 % of the RDA' s for some nutrients, 
nutrient less than 50 %. 

Diet meets 50 % of the RDA's for all nutrients. 

Diet does not meet at least 50 % of the RDA's . 

Maximum dietary score = 6 

If there is overlap, choose the higher number for 
scoring. 
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WEEK 0: Orientation 
Program Objectives and Philosophy 
Readiness Assessment 
Knowledge and Needs Assessment 
Schedule Individual Nutrition Assessment 
Review of Food Diaries 
Importance of Exercise 
Health Implications of Obesity 

WEEK I: A Lifetime Attitude 
One at a Time: Behavior Change 
Value of Variety 
The Pleasure of Movement 
Healthy Lifestyles 

WEEK II: Nuts About Nutrition 
Selecting Better Foods 
Learning more on Labels 
Pick a Pal 
Nutrition Education: FATS 

WEEK III: Think Positive 
Self Esteem 
Body Image 
Acceptance and Dealing with Guilt 
Nutrition Education: CARBOHYDRATES 

WEEK IV: Lighter and Leaner 
Quality vs Quantity 
Cooking Low Fat 
Adjusting and Sharing Recipes 
Nutrition Education: PROTEINS 

WEEK V: Staying Motivated 
Making Choices and Setting Goals 
Fashion Fun - Styles to Suit 
Nutrition Education: FIBER 

WEEK VI: Time Management 
You're Worth It! 
Nutrition Education: VITAMINS AND MINERALS 
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WEEK VII: Holidays and Eating Out 
Enjoying yourself in a Healthy Wa y 

WEEK VIII: Preventing Lapse, Relapse, Collapse 
Planning to be in Control 
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