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CHAPTER 1 

INTRODUCTION 

Obesity is a serious problem in the United States. 

As a problem, obesity is related at least partially to 

t he af fluence of contemporary society. The affluence 

tend s to yield excesses of high calorie and refined foods, 

mechanized and sedentary life styles, and persuasive media 

advertising selling the pleasures of eating and drinking. 

I nd i viduals who are subject to some or all of these factors 

a nd who become obese in response to them are at higher 

risk for many health problems either directly or 

ind i rectly. Since obesity affects health, nurses, as 

hea lth professionals, are concerned with the problems of 

hel ping people lose weight and maintain weight control. 

To lose weight, obese individuals must change their 

eating and/or exercise behavior so that the number of 

calories they ingest is less than the number they expend 

via basic metabolism and physical activity. Professionals 

other than nurses, such as physicians, clinical psycho

logists, sociologists, and educators, also have studied 

health-related behavior in attempts to understand and 

change it. Nursing is an appropriate profession to pursue 
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the concern about health behavior because of nursing's 

bas e in the psychological, physiological, and social 

sciences. Community health nursing combines knowledge of 

nur s ing practice and public health practice and applies 

thi s knowledge to the promotion and preservation of the 

hea l t h of populations. Health promotion and maintenance 

e nables consumers, whether individuals or groups, to 

reali ze their full health potential. Weight control is 

one means by which consumers may maximize their health 

po t ential. 

Although many overweight adults enroll in programs 

designed exclusively to assist them in losing weight, the 

success rate of most individuals is low. Weight control, 

espe cially on a long-term basis, seems to be very 

di f f icult for many to achieve. In an attempt to help 

people succeed at ~eight control, some weight management 

p rograms currently address the weight issue through such 

techniques as behavior modification. Other practitioners 

think that understanding the behavior of obese individuals 

is important for achieving successful weight control 

(Berg, Williams, & Sutherland, 1979). In order to under-

stand their behavior, some professionals are examining 

the obese individuals' attitudes and beliefs about obesity 

and the process of losing weight. Determination of obese 
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i ndiv i duals' attitudes and beliefs about their obesity in 

_cel a tionship to their health may provide the nurse with 

data about individuals' willingness and ability to pursue 

r e c ommended weight management regimens. The knowledge 

a bout the relationship between health beliefs and weight 

c ontrol efforts also may give the nurse information for 

d es ign i ng or adapting weight control programs which would 

i ncrease the obese individuals' chances of successful 

weight management. The intention of this study was to 

e · amine the relationship between health beliefs and weight 

control. 

Statement of Problem 

The problem for study was to determine the relation

sh i p between change in health beliefs and change in weight 

among participants in a weight management program. 

Purposes 

The purposes of the investigation were as follows: 

1. To determine the health beliefs of participants 

immediately preceding and after 6 weeks' participation in 

a weight management program. 

2. To determine the weight of participants immediately 

preceding and after 6 weeks' participation in a weight 

management program. 
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3. To determine the relationship between the change 

i n heal t h beliefs and the change in weight among parti

c i pant s in a weight management program. 

Background and Significance 

Obesity is one of the leading health hazards in the 

Uni ted States (Williams, Martin, & Foreyt, 1976). 

Ind ividuals who are obese have a shorter life expectancy 

than individuals of normal weight (Bray, 1979; Stunkard, 

1973 ; Williams, 1974). The degree of lessening of life 

e xpe ctancy appears to be related directly to the degree 

of we i ght deviation above the average weight (Stunkard, 

19 7 3 ; Williams, 1974). 

Many physical health problems have been related to 

o besity, such as gall bladder disease, gout, heart disease, 

hypertension, diabetes (Bray, 1979; Gotto, Foreyt, & 

Scott, 1976; u.s. Congress, 1977). In addition to the 

physical implications of obesity is the fact that obese 

individuals' quality of life may be modified in terms of 

the social, economic, or psychological status because of 

society's stigmatization of the obese (Allon, 1979; Bray, 

1976; Hirsch, 1976; Kalisch, 1972). 

Unlike many health-related problems, the ill effects 

of obesity can be essentially reversed. If obese 



5 

individuals lost their excess weight and maintain the 

loss, their life expectancy returns to what it would have 

b een if they had never been obese (Stunkard, 1973). 

Although the health implications of weight control are 

posi tive , and although the problem of obesity has plagued 

h umans for centuries, modern man does not seem to be much 

closer to enlightenment about the pathogenesis of obesity 

o r a bout successful long-term measures for therapy 

(Bray, 1979: Williams et al., 1976). A frequently

quoted statement is "Most obese persons will not enter 

treatment; of those who do enter treatment most will not 

lose weight: and of those who do lose weight, most will 

r egain it" (Stunkard & McLaren-Hume, 1959, p. 80). 

This statement still seems to be generally accepted 

(Ferguson, 1976). 

In attempts to facilitate weight loss, obese 

individuals and the professionals helping them have 

employed a wide variety of efforts: diet alone, exercise, 

behavior modification, hypnosis, fasting and protein 

supplements, drugs (thyroid hormones, human chorionic 

gonadotropin, amphetamines, and appe·tite suppressants), 

surgery (jaw wiring, lipectomy, vagotomy, and gastro

intestinal bypass), and more recently, self-help groups 

such as Weight Watchers and TOPS (Take Off Pounds Sensibly) 
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(B r ay , 1979). The self-help groups are being shown to be 

at least as effective in weight reduction and control as 

t he more traditional medical regimens (Garb & Stunkard, 

19 74) . 

Weight loss and weight control necessitates a 

reve rsal of the process which resulted in obesity. 

Regardless of the underlying causes, obesity is a conse

que nc e of eating and exercise behaviors in which 

i ndividuals regularly ingest more calories than they 

e xpe nd (Berget al , , 1979). Behaviors leading to obesity 

c an be said to be health-related behaviors. Understanding 

·these b ehaviors can enable health professionals to predict 

a nd control them with greater success. 

A group of social psychologists in the Public Health 

Ser vice developed the Health Belief Model in an attempt 

to provide a theoretical framework for understanding 

i nd ividual health-related behaviors (Rosenstock, 1974b). 

The model formulators attributed the foundation for the 

model variables primarily to the works of Kurt Lewin, a 

r espected social scientist (Becker & Maiman, 1975; 

Rosenstock, 1974b). Basic to Lewin's (1951) theory was 

the conviction that individuals' own perceptions of their 

world determine their response to it. 
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Utilizing the perceptual framework, Becker (1974) and 

Rosenstock (1974b)developed the Health Belief Model, which 

examines several elements of individual health perceptions 

o r bel i efs. One element, individuals' readiness to take 

a ctio n, is determined by two factors: (a) their percep

tions of susceptibility to a disease or health problem, and 

(b) t he severity with which this problem might affect some 

pha se of their lives. Another element is the individuals' 

p erceptions of the likelihood that a given health action 

would result in the desired benefits. The benefits of the 

a ction are weighed against any perceived social, physical, 

and psychological costs or barriers to that action. 

Another factor, called "cue to action," is considered 

ne cessar y as a trigger to stimulate health behavior. A 

cue may be an internal stimulus, such as pain, or an 

external stimulus, such as family pressure, or media 

a dvertisements (Becker, Haefner, Kasl, Kirscht, Maiman, 

& Rosenstock, 1977; Rosenstock, 1974b). 

More succinctly stated, the main model components 

a r e the individual's perceived susceptibility, perceived 

severity, perceived benefits, and perceived costs, all 

factors which are potentially alterable. The model 

originators postulate that individuals are more likely 

to engage in health behaviors when the perception of 
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s usceptibility, severity, and benefits are high, and the 

perception of barriers or costs are low. One of the 

mode l's strongest points is that it addresses factors (the 

be l i efs) which are amenable to change instead of focusing 

.)n e ssentially status sociodemographic factors such as 

a ge , sex, marital status, and economic status (Becker, 

M.a iman, Kirscht, Haefner, & Drachrnan, 1977; Haefner & 

Kirscht, 1970; Katatsky, 1977). 

A review of the literature has revealed that 

r e s e archers have utilized the Model variables over a 

p eriod of 27 years in situations involving prevention, 

sc reening, and short-term treatment. The researchers 

f ound generally reliable and interpretable associations 

bet ween the health beliefs (susceptibility, severity, 

benefits, and costs) and health behavior (Becker & Maiman, 

1 975). Researchers have also utilized the Model in 

situations that require health actions over long periods 

of time (Becker, Radius, Rosenstock, Drachman, Schuberth, 

& Teets, 1978). 

Obesity was the subject of one of the longer term 

studies in which the Health Belief Model was used. The 

study by Becker, Maiman, Kirscht, Haefner, and Drachman 

(1977) evaluated mothers' health beliefs in explaining and 

predicting adherence to diet programs for their obese 
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child ren. The researchers found significant positive 

correlati ons between each of the main components of the 

Heal t h Belief Model and the outcome measures, which were 

t he c hild's weight change after 2 months and the mother's 

l ong - t erm clinic appointment-keeping record. Another study 

of health behavior in a long-term chronic condition also 

used mothers' health beliefs as the independent variable 

(Becker et al., 1978). The mothers' health beliefs were 

asses sed in relation to their compliance with the 

theophylline regimen prescribed for their asthmatic 

children. As with the mothers of obese children, these 

mothers' general health motivations and attitudes were 

found to have a significant positive correlation with 

thei r adherence to the medication regimen. 

Both of the previously-mentioned studies examined 

the health beliefs of the primary care giver, the mother, 

i n chronic conditions requiring long-term health actions. 

According to Kirscht and Rosenstock (1977), few studies 

have existed which attempt to relate the health beliefs 

o f the individuals experiencing the problem with adherence 

to a program designed to alleviate their health problem. 

In one such study, the researchers applied the Health 

Belief Model to hypertensive patients to explain adherence 

to dietary and medication regimens and to develop 
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interventions to increase adherence (Kirscht & Rosenstock, 

1977) . Measures involved taking of medications, refilling 

p rescriptions, and adherence to a prescribed diet. The 

correlations between perceived susceptibility, severity, 

and costs were in the expected direction. The results 

concerning perceived benefits of treatment were related 

po sitively to the taking and the refilling of medications, 

but s howed mixed results in relation to adherence to the 

prescr ibed diet. 

In summary, the literature has indicated that health 

belie fs influence health-related behaviors. The literature 

al so has revealed that a paucity of studies exists which 

e xamine health beliefs related to long-term chronic 

c onditions, especially in settings where adults have 

e xpressed a desire to lose weight. The focus of this study 

was to determine the relationship between individuals' 

change in health beliefs and the change in their weight in 

a weight management program. 

Hypothesis 

This investigation tested the following null 

hypothesis: There is no relationship between the change in 

health beliefs and the change in weight among participants 

in a weight management program. 
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Definition of Terms 

The following terms were defined for the purposes 

o f t his study: 

1 . Health beliefs--individuals' per~eptions of 

susceptibility, severity, benefits, and costs in relation 

t o we i ght loss. 

2 . Weight--number of pounds the individual weighs, 

f ul ly clothed, on scales at the Weight Management Seminar 

me e tin g location. 

3. Weight change--computed by Feinstein's (1959) 

f o rmula: 

Weight Loss X Initial W~ight X 100 = 
Surplus Welght Target Welght 

The formula places the weight lost during the Weight 

Ma nagement Seminar into perspective with each subject's 

we i ght goal, or target weight. The higher the weight 

f ormula figure, the more significant the weight loss in 

terms of the weight goal. 

4. Weight Management Program--weight management 

seminar offered to local residents by a community hospital. 

Limitations 

The following were limitations of the study: 

1. The act of responding to the questionnaires and 

the request for informed consent may have altered the 
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degree of adherence to the weight management program 

r ecommendations. 

2. No controls were exerted relating to factors 

which may have affected participants' weight, such as age 

a t o nset of obesity, concurrent medical problems, degree 

of obesity, and socioeconomic status. 

Delimitations 

The delimitations of the study were the following: 

1. Subjects were newly registering, consenting 

a dult participants in the hospital's weight management 

s eminar. 

2. Subjects were able to respond in writing to the 

questionnaire. 

Assumptions 

For the purposes of this study, the following 

as sumptions were identified: 

1. Participants in the weight management program 

desire to lose weight. 

2. The instrument, the Health Beliefs Questionnaire, 

is valid and reliable as measuring health beliefs in 

relation to obesity. 
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3. Exposure to the weight management program is 

responsible for the resulting change in health beliefs 

and weight. 

Summary 

This study was conducted to determine the relation

ship between change in health beliefs and change in 

weight among participants in a weight management program. 

Obes i t y is a problem of concern to nurses because it 

increases the risk of the obese individual to many health 

p roblems, both physiological and psychosocial. As nurses 

l earn more about the factors influencing obesity, they 

will become more effective in helping individuals control 

their weight. 

Chapter 2 presents a review of literature relating 

to the problem of obesity and to Rosenstock's Health Belief 

Model, a model for explaining health-related behaviors. 

A third chapter discusses the procedure used in the 

collection and treatment of data. The results and 

analysis of the findings are presented in chapter 4. The 

fifth, and final, chapter is a summary of the study, 

including the conclusions and recommendations for further 

study. 



CHAPTER 2 

REVIEW OF LITERATURE 

Related literature indicates that obesity is a 

heal th problem affecting many Americans, both physio

logically and psychologically. In the review of 

literature two main areas have been addressed: obesity 

a nd the Health Belief Model. Obesity is discussed in 

t erms of the problem magnitude, definitions, causes, 

h ealth-related risk factors, and treatment attempts. 

The section on the Health Belief Model reviews the 

h istorical origins of the Model and related research 

involving model components. 

Obesity 

Problem Magnitude 

Obesity has occurred in humankind for centuries, 

as is evidenced by unearthed statues, mummies, and 

sculptures from Stone Age, Egyptian, and Greek cultures 

(Williams, 1974). Precise estimates of the current 

numbers of people in the United States who are obese are 

difficult to obtain because the operational definitions 

of obesity vary (Kannell & Gordon, 1974). However, 

utilizing life insurance companies' criteria of optimal 

14 
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weight, Kannel1 and Gordon (1974) made the following 

es timates of percentages of insured Americans who are 

over t heir ideal weight. Of the insured adult males 

b etween the ages of 30 and 39, 50% are at least 10 % 

overwe i ght; 25% of them are at least 20% overweight. For 

t he males in the 50-59 age group, the figures rise. 

Sixty percent of the 50-59 group are at least 10% 

overweight, 33% at least 20% overweight. For females, the 

f igures are somewhat lower in the under-40 age group, the 

s ame i n the 40-49 group, and greater in the group over 49. 

In terms of numbers, between 10 and 50 million 

Americans are either obese or overweight (Bray, 1979). 

At the 1977 Senate hearings on Nutrition and Human Needs, 

George McGovern, Chairman, stated that 30 million 

Americans are overweight; 15 million of these, to a 

degree which shortens their lives (U.S. Congress, 1977). 

Obesity is considered by many to be the United States' 

number one malnutrition problem (U.S. Congress, 1977). 

When both parents are overweight, 80% of their children 

will be also; when only one parent is overweight, 40% 

of the children will be overweight. If both parents are 

of normal weight, 10% of the children will be obese 

(Mayer, 1964). 
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Definitions 

Consensus exists about the definitions of obesity 

(excessive accumulation of body fat) and of overweight 

(weight in excess of a given range or standard) (Berkowitz, 

1 974 ; Bray, 1976; Mayer, 1968; Williams et al.,l976). 

Ther e is less consensus as to what "excessive accumulation" 

o f fa t means. Williams et al. (1976) and Berkowitz (1974) 

quant ified the term by stating that a person is obese when 

h i s or her body weight is 20% above the ideal body weight 

f o r a given population. The simplest, and most widely 

u se ful anthropomorphic measurements are those incorporating 

heigh t and weight, such as the Metropolitan Life Insurance 

s t andards or the following simple rule. At a height of 

60 inches, 100 pounds is desireed weight for a woman, 106 

po unds for a man. For each inch over 60 inches, 5 pounds 

i s added to a woman's weight and 6 pounds to the man's 

we ight (Bray, 1976). Other methods of assessing body fat 

i nclude measuring skinfold thickness, somatyping, body 

density determination, and such technical methods as 

di lutional techniques, determination of total body water, 

d etermination of body potassium, soft X-rays, and ultra

sound (Bray, 1976). Although these methods result in a 

more accurate determination of body fat than does the 

height/weight standard, they are more complicated and 

are, therefore, less widely utilized. 
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Cause s 

Obesity results from either an excessive intake of 

c alories and/or insufficient energy expenditure (Jeffrey, 

1 976) . Often the cause of the imbalance between intake 

a nd expenditure of calories is not known, but current 

thought holds that there are two basic groups of obese 

i ndividuals, as Vanitallie testified (U.S. Congress, 1977). 

For the smallest of the groups, around 5%, obesity may be 

c ons titutionally determined, either genetically or by 

o ve rfeeding as an infant, causing fat cell hyperplasia. 

Only a few known medical disorders, such as Cushing's 

s ynrdome and hypothyroidism, actually cause obesity 

(Wi lliams, 1974). Consensus is growing that most cases 

o f obesity have no clearcut primary etiology, but are 

c aused by a variety of personal and environmental factors, 

s uch as physical inactivity, eating for non-nutritive 

p urposes, and a lifestyle responsive to the culture's 

many invitations to overeat (Goldsmith, 1976; Mayer, 1968; 

Stuart & Davis, 1972; u.s. Congress, 1977). 

Hagen (1976) cited research results on both sides 

of many questions about the obese individual. There is 

conflicting data about whether obese individuals exhibit 

psychogenic hunger, whether eating reduces anxiety, 

whether the obese ara more field dependent than the 
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non-obese; whether they risk symptom substitution as a 

resul t of dieting, whether they are more responsive to 

internal cues, whether they have greater responsiveness 

to food's palatability; whether they eat more than the 

non-obese, and whether they are less active. The only 

consistently clear point in discussions about obesity is 

tha t it is a result of a positive balance of energy 

cons umed over energy expended (Hagen, 1976), of 

people's overeating and/or under-exercising (Jeffrey, 

1976) . 

He alth-Related Risk Factors 

For the obese individual, "the metabolic, physiologic, 

a n d pathophysiologic consequences appear to increase 

c o n tinuously with the degree of deviation above average 

weight" (Williams, 1974, p. 204). In broad summary terms, 

o besity can impair cardiovascular and pulmonary functions, 

as well as the functioning of the digestive, endocrine, 

musculoskeletal, and reproductive systems (Bray, 1979; 

Stunkard, 1973; U.S. Congress, 1977). These physio

logical risk factors can be significantly reduced with a 

return to normal weight (Stunkard, 1973). 

Obesity is related directly and indirectly to 

factors believed to cause cardiovascular diseases. 
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Wil liam B. Kannell (cited in McQuade, 1980), Director of 

the Framingham Heart Study, stated that the results of the 

Heart Study and other studies have led him to believe that 

''if everyone were at optimal weight, there would be 25 % 

less coronary heart disease" (p. 88). In summarizing 

the r eport by the National Heart and Lung Institute Task 

Force on Arteriosclerosis, Gotto et al. (1976) stated 

t hat about 75 % of the people who die or are disabled by 

c ardiovascular diseases have at least one of three risk 

factors. These primary risk factors are elevated serum 

cholesterol, elevated blood pressure, and cigarette 

smo king. The following have been shown to be secondary 

r isk factors: obesity, elevation of serum triglycerides, 

h eredity, diabetes, diet high in saturated fats, lack of 

physical activity, and Type A personality. Obesity is 

related to several of these primary and secondary risk 

factors. The Framingham Study showed a strong relation

s hip between increases in body weight and angina pectoris, 

s udden death, and myocardial infarctions, especially 

among men (Bray, 1976). 

In addition to the physiological hazards of obesity 

are those hazards of a psychological and social nature. 

A study of school-aged children showed that the children 

ranked the obese child as the least desirable when shown 
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a series of pictures of children with various handicaps 

(Richardson, 1961). A later study, involving adults who 

ranked the same pictures, also showed that the picture of 

the obese child was the least desirable and likeable 

(Maddox , 1968). Physicians have been found to avoid 

treating overweight patients, stating that they see such 

patients as not having personal control; as being weak

will ed, ugly, and awkward. The physicians studied viewed 

the patients even more negatively than did the patients 

themselves (Maddox & Leiderman, 1969). Among other health 

pro fessionals, the attitudes toward the obese and obesity 

have been found to be generally negative (Maiman, Wang, 

Becker, Finlay, & Simonson, 1979). 

Although no consensus exists about the exact point 

at which overweight becomes dangerous, researchers 

indicate that obesity is a health hazard. Nurses are 

concerned about obesity because of its health-related 

effects in both the physiological and psychological 

spheres. 

Treatment Attempts 

The results for treatment of obesity are poor. "Host 

obese persons will not enter treatment; of those who do 

enter treatment, most will not lose a significant amount of 
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weight; of those who do lose weight, most will regain it" 

(Stunkard, 1973, p. 32). Mayer (1968) labe l ed the process 

of weight loss attempts the "rhythm method of girth 

contro l " (p . 7) . To lose weight, the obese individual 

must achieve an imbalance between caloric consumption 

and c aloric expenditure. In The Obese Patient, Bray (1976) 

d iscussed the many documented attempts to assist individ

uals i n the process of losing weight. These attempts 

i ncl ude diet alone; exercise; drugs, including thyroid 

ho rmo nes, appetite suppressants, amphetamines, diuretics, 

and h uman chorionic gonadotropin; fasting and protein 

s upplementation; surgery such as lipectomy, gastric 

b yp a ss, and jaw wiring; and self-help groups, of which 

Weigh t Watchers and TOPS (Take Off Pounds Sensibly) are 

t h e best known. 

Mahoney and Mahoney (1976) found that the only 

v ariable among those attempting to lose weight which had 

some value as a predictor was sex. Men are more successful 

than women. Other variables studied, including locus of 

control, age at onset of obesity, hereditary patterns, and 

present age have not been successful predictors. 

In "Treatment Outcome Issues in Obesity Research," 

Jeffrey (1976) discussed the difficulty encountered in 

comparing statistics on weight loss. Some studies report 
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the mean weight loss; others, the median weight loss. 

Some reports utilize the standard deviation or ranges of 

measurement; others do not. The high attrition rate in 

weight management programs also contributes to the 

difficulty of accurate reporting of study findings (Jeffrey, 

197 6) . Feinstein (1959) encouraged researchers to utilize 

a common index for determining weight loss. He suggested 

the following formula, which is referred to in the 

literature as Feinstein's formula. 

Weight change 
Surplus weight 

X Initial weight X 100 Target welght 

Glennon (1976) conducted a study to follow up the 

re sults of a weight reduction program which had consisted 

of a short period of hospitalization followed by dieting 

at home. One year after initiation of the program, only 

one patient (0.05% of the 199 subjects) had succeeded in 

approaching her weight goal. Four subjects (2%) were no 

longer 50% or more overweight. Twenty-three (12%) had 

achieved and maintained a 20-pound weight loss. Sohar and 

Sneh (1973) reported on a group of obese patients 14 

years after a successful reducing diet. They found 

essentially no change from the patients' pre-diet weight; 

all the patients were still overweight. 
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In a 5-year study of the TOPS clubs in West 

Philadelphia and its suburbs, Stunkard (1973) found that 

the a verage weight loss of the members at any one time 

was 14 pounds, a figure which is higher than generally 

foun d wi th other types of attempts at weight control. 

With the addition of behavior modification to the standard 

TOPS program, Levitz and Stunkard (1974) obtained better 

a verage weight loss from the TOPS participants studied. 

Numerous studies show that behavioral strategies are 

more effective, at least initially, than are other 

approaches (Hall & Hall, 1974; Harris & Hillbauer, 1973; 

Mahoney & Mahoney, 1976; Stunkard, 1972). Although 

b e h avioral strategies are more effective than others, 

s ignificant weight losses are still in the minority 

(Mahoney & Mahoney, 1976; Stunkard, 1972). 

The Health Belief Model 

Historical Origins 

The Health Belief Model was the result of a systema

tic, cooperative effort on the part of a group of social 

psychologists in the Public Health Service. The goal of 

the initial researchers was to develop a theory to explain 

and predict preventive health behavior (Rosenstock, 1974b). 

The Model formulators relied heavily on the work of Kurt 
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Lewin (1951). Basic to Lewin's work was his postulation 

that to understand or predict behavior, the individual 

and his perceived environment at that moment must be 

cons i dered together. Lewin noted that the individual's 

perceived environment may be very different from that 

perceived by others in the same physical environment 

(1951) . As Maiman and Becker (1974) interpreted Lewin's 

conclusions, there are two variables within the 

individual's perceived environment which determine his 

b e h a v ior. The two variables are (a) the value of a 

part icular outcome to the individual and (b) the 

i ndividual's estimate of the likelihood that the expected 

o utcome will result from a particular action. This 

appr oach to predicting behavior is called value-expectancy 

(Maiman & Becker, 1974). It is a formulation used to 

discuss decisions made under conditions of uncertainty 

(Feather, 1959; Maiman & Becker, 1974). 

One variable, the value of an outcome to an individual, 

may have either a positive or a negative valence, or 

worth. If the valence is positive, it will affect an 

individual's movement toward a goal, unless hindered by 

obstacles, either physical, psychological, or social. 

If the valence or worth to the individual is negative, 

withdrawal or retreat will occur (Lewin, 1935). The 
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Model originators considered disease a negative valence 

which would generally exert a ·force causing retreat 

(Ro s e nstock, 1974b). 

The other variable, the individual's estimation of 

the l ikelihood of the desired outcome, is referred to as 

subj ective probability (Feather, 1959). These two 

variables, the value and the subjective probability, 

determine the level of aspiration, which is the "degree 

of di fficulty of the goal toward which an individual is 

striving" (Lewin, 1951, p. 81). The level of aspiration 

is i nfluenced by past and present failures and successes 

(Lewin, 1951). 

For an individual to take preventive health action 

(action away from disease), one must perceive (a) that one 

is susceptible to the disease or conditions, (b) that the 

disease will have a negative effect of some degree of 

severity, (c) that a certain action would be beneficial 

by decreasing susceptibility and severity, and (d) that 

the barriers to the action would be minimal (Rosenstock, 

1974b). The susceptibility and severity are indices of 

the value of a particular outcome (Maiman & Becker, 1974). 

These indices determine one's perceived threat, or readi

ness to act (Becker, Haefner, Kasl, Kirscht, Maiman, & 

Rosenstock, 1977). The benefits minus the barriers 

represent the subjective probability that the 
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action will result in the desired outcome; that threat 

will be reduced (Maiman & Becker, 1974). 

Perceived susceptibility measures an individual's 

perceived risks of contracting a disease or condition. 

Perceived severity or seriousness includes the perceived 

medical, socioeconomic, and psychological consequences of 

the disease for oneself and one's family. Perceived 

benefits relate to perceptions of the availability and 

the effectiveness of a particular action in relation to a 

condition. The perceived barriers or costs include 

concerns such as expense, embarrassment, pain, incon

venience, and difficulty (Rosenstock, 1974a). 

In addition to the original belief components of 

susceptibility, severity, benefits, and barriers, the 

Model included cues to action. Cues, which trigger 

health-seeking behavior, may be internal such as a 

symptom, or external such as media communications or 

advice from others (Rosenstock, 1974b). 

If individual readiness to act is high, perceived 

benefits are high, and the perceived barriers low, the 

individual will be likely to respond to a cue to action. 

If readiness is not high, a stronger cue will be needed 

to increase the probability of action. If both readiness 

and barriers are great, the individual or group will sense 
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confl ict. This conflict might cause vacillation and post

ponement of action or might increase the anxiety to such 

a l evel that an individual becomes incapable of objec

tivi t y (Rosenstock, 1974b). 

The initial focus for the Health Belief Model was 

preventive health behavior, the behavior of individuals who 

currently were not experiencing a disabling illness 

(Becker, Haefner, Kasl, Kirscht, Maiman, & Rosenstock, 

1977 ; Rosenstock, 1974b). Later findings showed a likeli

hood that positive health motivations also exist, and a 

category of General Health Motivations was added to the 

Health Belief Model (Becker, Maiman, Kirscht, Haefner, & 

Drachman, 1977; Rosenstock, 1974a). In the Motivations 

c ategory were placed concern about (salierice of) health 

matters in general, willingness to seek and accept medical 

direction, intention to comply, and positive health 

activities (Becker, 1974). The addition of a motivation 

component was thought to be especially applicable to 

explaining and predicting illness behaviors (Kirscht, 1974). 

Related Studies 

The first research study utilizing the Health Belief 

Model was conducted by Hochbaum beginning in 1952 

(Hochbaum, 1958). The study attempted to determine what 

factors influenced an individual's decision to obtain a 
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voluntary chest X-ray to screen for tuberculosis. 

Hochbaum identified perceived susceptibility to tuber

culosis as the single-most influential factor. Perceived 

benefits of early detection interacted with susceptibility 

in determining the individual's decision to take health 

action, which in this case was the chest X-ray. Hochbaum's 

study (1958) did not show clearly that perceived severity 

had an effect on the decision. Kegeles (1963) studied 

conditions under which people came for preventive dental 

vis its. His findings showed that the higher the number 

of beliefs the respondents held, the greater was their 

f requency of making prophylactic dental visits. In a 

study of prophylactic behavior with respect to rheumatic 

f ever (Heinzelmann, 1962) and in a study of obtaining 

examinations for cervical cancer (Flack, cited in 

Rosenstock 1974a) the Health Belief Model variables were 

found to be positively related to preventive health 

behaviors. 

Haefner and Kirscht (1970) conducted research in 

which the experimental group was exposed to films designed 

to increase their perceived susceptibility, severity, and 

benefits of health behaviors related to heart disease, 

cancer, and tuberculosis. The experimental group was 

found to have higher health beliefs after exposure to the 
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films and was shown to seem more physician check-ups 

in the following report than did the control group. The 

study also indicated that behavior related to cognitive 

factors is more easily alterable than behavior related 

to habits and long-established patterns. The dietary 

patterns of the experimental group were not significantly 

influenced by a change in health beliefs. 

In a study of the health beliefs of participants in 

a screening program for Tay-Sachs trait, perceived 

susceptibility and severity were significantly associated 

with participation (Becker, Kabach, Rosenstock, & Ruth, 

1 975). High perceived susceptibility and low perceived 

severity were the most reliable predictors. Participants 

with high perceived severity may have been inhibited (by 

fear of the disease) from participating in the screening 

program (Becker et al., 1975). In this case readiness to 

act may have been high, but the strength of the barrier 

may have produced conflict. 

Rundall and Wheeler (1979) conducted a study of health 

beliefs and their influence on elderly participants in a 

swine flu vaccination program. The results of this study 

provided additional support for the model variables. 

Perceived susceptibility was strongly associated with 

receiving the vaccination; perceived costs (danger from the 
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immunization itself) was strongly negatively associated 

with receipt of the vaccination. Perceived severity was 

the only variable not found to be significant. The lack of 

clea r import of the variable of severity corroborates 

Hochbaum's (1958 ) findings and indicates a need for further 

study about why severity has not been a consistent predictor 

of preventive health behavior (Rundall & Wheeler, 1979). 

Another study examining health beliefs as they relate 

t o preventive health behavior was conducted by Aho (1977). 

Aho examined wives' preventive health orientation in 

relation to their beliefs about heart disease in their 

husbands. Statistically significant support was found 

for the relationship between the wife's preventive health 

o rientation and their health beliefs in (a) the serious

ness of heart disease, (b) their husband's susceptibility 

to it, (c) the effectiveness of treatment, and (d) the 

preventability of heart disease. 

Several groups of researchers have examined mothers' 

health beliefs as they relate to aspects of their 

children's health care. One such study (Becker, Drachman, 

& Kirscht, 1972) looked at mothers' health beliefs as 

predictors of their adherence to penicillin regimens for 

their children's otitis media. Becker et al. (1972) 

reformulated the Health Belief Model for utilization as a 
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predictor of compliance in pediatric situations. The 

mothers' health motivations, perceived resusceptibility, 

perceived severity, perceived benefits, and various 

demographic and social factors were assessed initially 

and r elated to compliance as measured by knowledge 

about the medication, administration of the medication, 

and keeping the follow-up appointments. Each of the model 

variables was shown to be related to compliance 

knowledge and behavior. 

Another study (Becker, Nathanson, Drachman, & 

Kir scht, 1977) examined mothers' health beliefs as 

predictors of utilization of pediatric clinic services 

for their children. The findings showed that mothers with 

a n active preventive health orientation had fewer acute 

illness visits and more well child visits; while, 

conversely, the more passively oriented mothers had more 

acute illness visits and fewer well child visits. 

Readiness to take action, as measured by susceptibility 

and severity was found to be related in the expected 

directions. The mothers who felt themselves and their 

children to be in good health had more preventive health 

visits and fewer acute illness visits. The mothers who 

perceived themselves and their children to be in poor 

health had fewer preventive visits and more acute visits 
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to the clinic. The severity, determined by the amount of 

worry the child's condition caused the mother, was 

negatively associated with preventive visits, but 

pos itively associated with illness visits. The data from 

thi s study lend further support to the hypothesis that 

a ssessment of the Health Belief Model variables is useful 

i n predicting future utilization of health care. 

Mothers' health beliefs were examined in relation 

t o their compliance with theophylline regimen prescribed 

f or their asthmatic children (Becker et al., 1978). 

Compliance with having given the prescribed medication was 

determined by blood samples (finger stick) for theophylline. 

Significant association was made between the major Health 

Belief Model dimensions of general health motivations, 

illness threat (perceived susceptibility and severity), 

and perceived barriers and benefits. 

Kirscht and Rosenstock (1977) studied another chronic 

condition, hypertension. Their study assessed health 

beliefs as well as several other factors, including patient 

dependence on the physician, patient's locus of control, 

and patient's knowledge about the disease and about the 

medication. In this long-term study, perceived suscep

tibility and severity were found to be positively related 

to adherence to medication regimen and to diet. Perceived 
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benef its of medical treatment for hypertension were 

related positively to the taking of medication and the 

ref illing of prescriptions, but mixed results were found 

in r elation to adherence to diet. Perceived costs or 

barr iers were assessed in terms of the medications' side 

effects, the number of medications prescribed, and the 

dif ficulty in following the doctor's advice. As expected, 

the side effects and difficulty of advice related 

inversely to medication and dietary adherence; the number 

of medications prescribed related inconsistently to 

a dherence factors. 

The Health Belief Model was the basis for an experi

mental study by Becker, Maiman, Kirscht, Haefner, and 

Drachman (1977). The dimensions of the Health Belief 

Model were evaluated as to how well they could explain 

and predict mothers' adherence to a weight reduction diet 

for their obese children. The research also tested in the 

impact of three levels of fear arousal on the compliance 

behavior. Outcome measures were the child's weight 

changes and the mothers' long-range appointment-keeping 

records. The Health Belief Model dimensions, when taken 

either singly or in combination, were shown to have 

significant correlations with the outcome measures. 
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The only research available in the literature which 

r ela ted the Health Belief Model dimensions to obesity was 

done by Becker, Maiman, Kirscht, Haefner, and Drachman 

(1 97 7 ) . No study was found which examined obese adults' 

own health beliefs about their obesity and about losing 

weight. 

Summary 

The first section of this chapter discussed obesity 

as a health problem. The second section explored the 

Health Belief Model, its origin,and studies utilizing 

its dimensions. Research has demonstrated that the 

Health Belief Model dimensions are generally reliable 

in predicting and explaining health-related behaviors. 

The review of literature has revealed a need for further 

research on behaviors related to such long-term conditions 

as obesity. 



CHAPTER 3 

PROCEDURE FOR COLLECTION 

AND TREATMENT OF DATA 

A descriptive, correlational study was conducted to 

determine the relationship between change in health 

beliefs and change in weight among participants in a 

weight management program. A descriptive, correlational 

study describes relationship among variables without 

attempting to infer a cause and effect relationship 

(Polit & Hungler, 1978). The researcher exerts no control 

over the independent variables (Polit & Hungler, 1978). 

The data were obtained by means of two tools developed 

by the investigator--a Demographic and Weight Question

naire and a Health Beliefs Questionnaire. 

Setting 

The setting for the study was a community hospital 

in a large metropolitan area in the southwestern part of 

the United States. The data were gathered from individuals 

attending a 6-week Weight Management Seminar conducted 

approximately every 3 months by the hospital's Director of 

Health Education. 

35 
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The informational brochure for the Weight Management 

Seminar stated, 

The long-term goal of desirable weight 
in the absence of organic or metabolic 
disorders, can be attained when you follow 
a program of sensible dieting and moderate 
exercise, relieve the stresses which lead to 
overeating, and have a powerful desire to 
lose weight. (Huguley Memorial Hospital, 
N.D., p. 3) 

Topics presented during the Seminar include psychological 

factors of weight management, empty and refined calories, 

exercise and weight management, overweight and the 

disease factor, and motivational techniques. 

Classroom facilities utilized for the Weight 

Management Seminar were the site of the actual data 

collection. There was ample room in the classrooms for 

the study volunteers to complete the questionnaire at a 

distance from other individuals, although there was not 

a convenient opportunity for the questionnaire to be 

completed in a separate room. 

Population and Sample 

The population for the study was comprised of all 

newly-registering adult participants in the Weight 

Management Seminar during the data-gathering period. 

Adults of both sexes and of varying ages and causes of 
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obesity were included. The sample, attained by the 

convenience method, consisted of 19 participants. A 

sample of convenience, or accidental sampling, involves 

the utilization as subjects of the most readily available 

or convenient group of persons (Polit & Hungler, 1978). 

Nonprobability sampling, of which accidental sampling is 

one type, is often used in nursing research because it is 

e conomical and convenient (Polit & Hungler, 1978). 

Protection of Human Subjects 

Written permission to conduct the study was obtained 

f rom the Texas Woman's University Human Subjects Review 

Committee prior to its initiation (Appendix A). Agency 

permission was obtained from the Director of Health 

Education of the community hospital conducting the Weight 

Management Seminar (Appendix B) . Subjects were informed 

of the purposes and procedures of the study by means of 

an oral description given by the researcher (Appendix C) . 

All subjects consenting to participate in the study 

signed a consent form stating that they had received a 

description of the study, including possible risks and 

benefits (Appendix D). The consent forms were collected 

by the researcher and placed in an envelope. The envelope 

was sealed and will remain sealed for 6 months, after which 
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time the envelope and its contents will be destroyed. 

In o rder to insure anonymity, no names were requested on 

the questionnaires. The subjects' questionnaires were 

each assigned an identification number, which only the 

subj ect knew. For the subjects who expressed concern that 

they would not be able to remember their number, their 

name was written on a card stapled to the envelope 

containing their numbered questionnaire. After the 

sub jects had completed the second Health Belief Question

naire and placed it in the envelope, they removed the 

c ard bearing their name. Subjects could request their 

individual scores by using the identification number, 

thus, assuring confidentiality. 

Instruments 

The two instruments utilized in this study were 

developed by the investigator. One instrument was a 

Demographic and Weight Questionnaire, consisting of eight 

items: sex, number of people living with the participant, 

education, age, age at onset of weight problem, current 

weight, and weight goal (Appendix E) . The first six 

ietms were chosen to describe the sample. The items of 

"current weight" and "weight goal" were needed for final 

computation of weight change. 
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The other instrument utilized was the Health Beliefs 

Questionnaire, which is based on the Health Belief Model 

concepts of perceived susceptibility, severity, benefits, 

and costs (Appendix F). Based on the review of literature, 

the investigator developed the tool to tap the partici

pants' health beliefs as they relate to obesity. Perceived 

susceptibility was defined as the obese individual's 

perception of the risk of contracting a condition, either 

physiological or psychological, due to being overweight. 

Susceptibility also includes the concept of "resuscep

t ibility," which is the likelihood of recurrence of the 

problem of obesity. Perceived severity was defined as the 

obese individual's perception of the amount of social, 

psychological, physiological disruption his obesity might 

cause. Perceived benefits was the obese individual's 

perception about the effectiveness of a particular action 

(participating in the Weight Management Seminar) in 

decreasing the threat of obesity. Perceived costs was the 

individual's perception of the social, psychological, 

physiological, and financial barriers involved in losing 

weight. 

The questionnaire consisted of a total of 20 items, 

five in each of the four categories of susceptibility, 

severity, benefits, and costs. Values ranging from 1 to 5 
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were assigned to each response choice. The assignation 

of number value to each question depended on its 

"positive" or "negative" health belief focus (Appendix G). 

The total score was calculated in terms of positive health 

beliefs. The possible score range of the five items for 

each of the Health Belief Model variables was from 5 to 

25. The possible range of scores for the total of the four 

health beliefs was from 20 to 100. The higher the score, 

the higher or more positive the health beliefs. 

The Health Beliefs Questionnaire was judged for 

c o n tent validity by a panel of three graduate students in 

community health nursing who had completed a course in 

which the Health Belief Model was studied (Appendix H). 

One of the experts has had experience as a faculty member 

at associate degree and baccalaureate schools of nursing, 

as a nurse epidemiologist, and as a contributor to a 

medical-surgical nursing text. Another expert has had 11 

years experience in various aspects of community health 

nursing, including a hypertension control project in 

Israel and a hypertension control project with the American 

Heart Association in which the Health Belief Model 

variables were utilized. The third expert is certified as 

an Obstetrician-Gynecologist Nurse Practitioner and has had 
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teaching experience with baccalaureate nursing students 

and family nurse practitioner students. 

The researcher decided that each item which received 

approval from two out of three of the experts would be 

util ized as originally formulated. Two of the experts 

rated each of the 20 items as "measuring stated belief." 

One expert rated one item as not measuring stated belief. 

Al l 20 items were utilized as originally formulated. 

Pilot Study 

The Health Beliefs Questionnaire was administered to 

five potential Weight Management Seminar participants. 

The pilot subjects were overweight and varying in ages 

and educational background, as the subjects for the major 

study were expected to be. It was decided that if four 

out of five of the pilot subjects rated each item as 

"easy to understand" and "clearly worded," the i tern \vould 

be utilized as originally constructed. The results of the 

pilot study were that three of the pilot subjects rated 

all 20 statements as "easy to understand" and "clearly 

worded." Two of the pilot subjects rated several state

ments as either "not easy to understand" or "not clearly 

worded," but they each had difficulty with different items. 

All 20 items received four or five acceptable ratings and 

were used as originally constructed. 
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Data Collection 

The data were ·collected by means of the Demographic 

and Weight Questionnaire and the Health Beliefs 

Que stionnaire. These two instruments were administered 

ini tially to newly-registering consenting Weight 

Management Seminar participants as a group. The Health 

Bel iefs Questionnaire was administered to the total 

g r o up in the classroom a second time following the last 

session of the 6-week Weight Management Seminar. A space 

was provided on the second Health Beliefs Questionnaire 

fo r participants to record their current weights, to 

enable the investigator to compute the weight change. 

Treatment of Data 

The data to be examined were (a) change in health 

beliefs and (b) the change in weight. The change in 

health beliefs was calculated as the difference between 

the original scores on the Health Beliefs Questionnaire 

and the scores 6 weeks after registering in the Weight 

Management Seminar. The change might be in either a 

positive or a negative direction. The change was 

calculated for all four health beliefs together and for 

each of them separately, i.e., the change in perceived 

susceptibility, perceived severity, perceived benefits, 

and perceived costs. 
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The weight change was calculated by Feinstein's 

(19 59) formula: 

Weight loss 
Surplus loss X Initial Weight 

Target We1ght X 100 

The relationship between health beliefs change and weight 

change was expressed as a correlation coefficient as 

fi gured by the Pearson r index (Polit & Hungler, 1978). 

A correlation coefficient provides a numerical index for 

e xpressing the relationship between two variables which 

h ave been measured on an ordinal, internal, or ratio 

scale. The values of a correlation coefficient range from 

-1.0, a perfect negative correlation, to a +1.0, a 

perfect positive correlation. The Pearson r, or the 

product moment correlation coefficient, is the most 

frequently used correlation index for variables which have 

been measured on an interval or ratio scale (Polit & 

Hungler, 1978). The significance level for this 

investigation was .05. 



CHAPTER 4 

ANALYSIS OF DATA 

A descriptive,correlational study was conducted to 

determine the relationship between change in health 

beliefs and change in weight among participants in a 

weight management program. Nineteen members of a Weight 

Management Seminar participated as subjects in the 

investigation. Data were collected by means of a 

Demographic and Weight Questionnaire and a Health Beliefs 

Questionnaire. The Health Beliefs Questionnaire was 

administered at the start of the Weight Management 

Seminar and after 6 weeks. 

Sample 

The sample consisted of 19 adult members attending 

a 6-week Weight Management Seminar offered by a community 

hospital. Of the 36 participants who signed the consent 

form and filled out the demographic and Health Beliefs 

Questionnaire at the start of the probram, 17 dropped out 

of the program for reasons not known by the investigator. 

Eleven of the subjects were female; eight were male. 

Seventeen of the 19 subjects were in the 25-65 year-old 

age group. Of these, seven were between 25 and 44 years; 
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10 were between 45 and 65 years. Fourteen of the 19 

ha.d some college or had graduated from college. Two of 

the subjects lived alone: all others lived with at least 

one other person. The age at which the subjects reported 

their weight problem began ranged from birth to age 50 

years: the mean age was 29 years. The weight of the 

subjects ranged from 154 pounds to 311 pounds. The 

amount of weight the subjects wanted to lose in order to 

attain their weight goal ranged from 14 pounds to 106 

pounds, with the mean being 43.82 pounds. 

Hypothesis 

The hypothesis was: There is no relationship 

between change in health beliefs and change in weight 

among participants in a weight management program. The 

hypothesis was treated by utilizing the Pearson product 

moment correlation coefficient to describe the relation

ship between change in health beliefs and change in 

weight. The null hypothesis of no significant relation

ship was accepted at the .05 level. The indication for 

this sample is that there was no significant relationship 

between change in health beliefs and change in weight. 

Table 1 indicates the correlation between the change in 

health beliefs and the change in weight. 
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Table 1 

Correlation between Change in Health Beliefs 
and Change in Weight 

Seight Change Significance 
Ca l c ulation vs r F Level -

Susceptibility 0.36 2.54 .13 

Severity 0.05 0.04 .84 

Benefits 0.28 1.44 .25 

Co s ts 0.23 0.96 . 34 

There is no statistically significant relationship 

between weight change and change in health beliefs. The 

weakest relationship is between severity and weight change; 

the strongest relationship is between susceptibility and 

weight change. 

Multiple linear regression analysis was done on all 

possible combinations of the health belief variables as 

well as on the total of the four health belief variables. 

The susceptibility-benefits-costs combination had the 

strongest correlation with weight change, computed as 

2 R = 21.14, indicating that for this sample, 21% of the 

variability in weight can be explained by the combined 

health belief scores of susceptibility, benefits, and 

costs. As part of the final correlation, the difference 
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be tween pre- and post-program scores on each of the 

heal th belief variables was obtained, as shown in Table 2. 

Variable 

Mean 

Standard 

Table 2 

Difference between Pre- and Post-Proaram 
Scores on Health Belief VariablesJ 

Susceptibility Severity Benefits 

1.53 0.263 0.32 

Deviation 2.39 2.33 2.41 

Min imum -4.00 -3.00 -4.00 

Ma ximum 6.00 5.00 5.00 

Number 19 19 19 

Costs 

2.68 

3.18 

-2.00 

9.00 

19 

The mean difference for each individual variable was 

positive, ranging from a low of 0.32 for benefits to a 

high of 2.68 for costs. The minimum scores showed a loss 

of 4 points for susceptibility and benefits, a loss of 3 

points for severity, and a loss of 2 points for costs. 

The variable of costs, with a post-program difference of 

9, showed the greatest pre- to post-program change. 

The subjects' total scores on the Health Beliefs 

Questionnaire before the weight program began and after 

the 6th week of the program are shown in Table 3. 
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Table 3 

Pre- and Post-Program Total 
Health Beliefs Scores 

Pre-Program 
Va riable Scores 

Mean 76.84 

Standard Deviation 7.19 

Minimum 62.00 

Maximum 91.00 

Number 19 

Post-Program 
Scores 

81.63 

7.05 

71.00 

100.00 

19 

Out of a possible 100 points, the pre-program scores 

r a n ged from 62 to 71; the post-program scores ranged from 

91 to 100. The mean total health belief score increased 

4 . 7 9 points . 

All of the subjects attending the 6-week Weight 

Management Seminar lost weight. Table 4 displays the 

weight change as calculated by Feinstein's (1959) formula, 

Weight loss X Initial Weight X 100 
Surplus we1ght Target Weight 

The scores ranged from 16.39 to 67.06, with a mean 

of 37.41. The weight formula placed the weight lost during 

the Weight Management Seminar into perspective with each 

subject's weight goal, or target weight. The higher the 
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weight formula figure, the more significant was the 

weight loss in terms of weight goal. 

Table 4 

Weight Change as Calculated by Feinstein's Formula 

Variable 

Mean 

Standard 
Deviation 

Minimum 

Maximum 

Number 

Weight Formula Calculation 

37.41 

15.87 

16.39 

67.06 

19 

Analysis of the present group of subjects in 

comparison with participants in Weight Management Seminars 

at the community hospital during the preceding year 

revealed additional data, as shown in Table 5. Compared 

with the three seminars in 1979, the study group was the 

smallest, beginning with 37 registrants. Throughout the 

6-week program, fewer than one-half dropped out, resulting 

in a 51.4% completion rate, the highest of the four 

groups. The subjects' mean weight loss, 11.58 pounds, 

was also the highest of the four groups. Possibly for the 

study group external validity, or generalizability, was 
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Table 5 

Comparison of Previous Weight Management 
Seminars with Study Population 

Date of 
Program 

February, 1979 

June , 1979 

Se ptember, 1979 

Study Population 
April 1980 

Number 
Beginning 

Program 

58 

63 

73 

37 

Completing 
Program 

Number Percent 

24 41.4 

25 39.7 

35 47.9 

19 51.4 

Mean Weight 
Lost 

(Pounds) 

10.24 

9.17 

8.88 

11.58 

limited by the Hawthorne Effect (Polit & Hungler, 1978). 

Awareness of being part of a study may have positively 

influenced both the subjects' continued participation and 

their weight loss. The initial smaller group size may have 

also enhanced subjects' feelings of belongingness and of 

group support. 

Summary of Findings 

Based on an analysis of the data generated by the 

study, the following findings were determined: 

1. There is no significant relationship between change 

in health beliefs and change in weight among the study 

subjects. 
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2. The mean for the subjects' health belief scores 

increased on all variables, although a few individual 

scores decreased. 

3. All subjects succeeded in losing weight during 

the program. 



CHAPTER 5 

SUMMARY OF THE STUDY 

Summary 

This study was conducted to determine the relation

ship between change in health beliefs and change in 

weight among participants in a weight management program. 

The purposes were to (a) determine the health beliefs of 

par ticipants immediately preceding and after 6 weeks 

participation in a weight management program, (b) deter

mine the weight of participants immediately preceding and 

after 6 weeks' participation in the weight management 

program, and (c) determine the relationship between the 

change in health beliefs and the change in weight among 

participants in the weight management program. 

The study, which was descriptive,correlational in 

design, was conducted at a community hospital in a large 

metropolitan area in Southwestern United States. The 

subjects in the sample, attained by the convenience 

method, consisted of 19 newly-registering participants 

in the hospital's Weight Management Seminar. The subjects 

were adults, both male and female. The data were 

collected by means of a Demographic and Weight 

52 



53 

Questionnaire and a Health Beliefs Questionnaire, which 

wer e developed by the investigator. The subjects 

completed the Demographic and Weight Questionnaire and the 

fir st Health Beliefs Questionnaire at the first meeting 

of t he Weight Management Seminar. Responses to the Health 

Bel iefs Questionnaire were obtained a second time after 

the 6 weeks of the weight program. Subjects' current 

wei ght was also obtained after the 6-week program. 

The change in health beliefs was calculated as the 

difference between the scores on the first and second 

Hea lth Beliefs Questionnaire. The change in weight was 

c alculated by Feinstein's (1959) formula: 

weight loss X Initial Weight X 100 
Surplus Weight Target Weight 

The relationship between the change in health beliefs and 

the change in weight was determined by the Pearson product 

moment correlation coefficient statistic. Findings 

revealed no significant relationship between the change 

in health beliefs and change in weight among the subjects. 

conclusions 

The following are conclusions formulated from the 

study: 
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1. Health beliefs as measured in this study 

(susceptibility, severity, costs, and benefits) in 

themselves were not successful predictors of weight 

change for this sample. 

The review of literature revealed that most studies 

uti lizing the Health Belief Model variables to predict 

heal th behaviors showed significant relationships between 

the variables (susceptibility, severity, benefits, and 

co sts) and health behaviors. However, studies by Hochbaum 

(195 8) and Rundall and Wheeler (1979) indicated that 

severity was not a consistent predictor of preventive 

health behaviors. For the present study, severity showed 

the weakest relationship to weight change. 

Many of the studies conducted with the Health Belief 

Model variables dealt with primary prevention health topics 

such as participation in dental exams (Kegeles, 1963), 

cancer screening (Flack, cited in Rosenstock, 1974a), 

tuberculosis screening (Hochbaum, 1958), genetic screening 

(Becker et al., 1975), and swine flu vaccinations (Rundall 

& Wheeler, 1979). These actions are one-time, relatively 

simple health practices, which may be perceived differ

ently by study participants than longer-term preventive 

health behaviors, such as losing weight, which involve 

continuing and often drastic behavior changes. 
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The Health Belief Model has been utilized infre

quently for explaining and predicting long-term heal t h 

b ehaviors such as losing weight. Among the studies 

conducted on long-term or chronic conditions, the focus 

wa s not on preventive health but on compliance with 

medical regimens. The adaptation of the Health Belief 

Model utilized for compliance behaviors includes a category 

of General Health Motivations. The only study specifically 

a bout obesity and the Health Belief Model examined 

mothers' health beliefs as they related to their child's 

obesity (Becker, Maiman, Kirscht, Haefner, & Drachman, 

1977 ). The Model was expanded for this compliance stucy 

to include the Health Motivations category. In this 

category were general concern about the child's health, 

general concern about the child's getting sick, willing

n ess to seek medical diagnosis/direction, positive health 

ac t ivities, and intention to comply. 

The investigator in the present study considered 

weight loss in a 6-week program led by a health educator to 

be preventive health behavior, and, therefore, utilized the 

four Health Belief Model variables initially used for 

preventive health behavior, not the sick role/compliance 

adaptation which utilized General Health Motivations. This 

investigator might have gained additional relevant data 
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i f the Health Beliefs Questionnaire had been designed to 

i nclude a Health Motivations category. 

As speculated by Haefner and Kirscht (1970), dietary 

a nd exercise habits leading to overweight are complex and 

l o ng-established patterns which probably relate to factors 

that include but go beyond health matters. Although for 

the nurse, a client's weight loss has health-related 

i mplications, factors affecting each obese individual's 

s uccess with weight loss may be totally unrelated to 

health. Even with the addition of the Health Motivations 

category, the Health Belief Model does not tap other 

potentially powerful motivational factors such as body 

image, fear of losing a spouse, rewards such as clothes 

o r a trip, quality of support systems, financial inability 

to buy new and larger clothes, and closed employment 

opportunities. 

The lack of a significant relationship between the 

increase in health beliefs and the loss of weight indicates 

that there were probably factors other than, or in addition 

to, health beliefs influencing the subject's weight loss. 

The lack of significant findings may have also been 

related to several other variables: the small sample 

size, the possibility that the tool was not reliable or 
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valid for this situation, and the time period within 

wh ich the measurements were taken. 

2. The researcher-developed Health Beliefs 

Questionnaire may have elicited sensitivities in the 

r espondents which had been previously suppressed. 

Although the subjects joined the Weight Management Seminar 

with the expressed desire to lose weight, they may not 

have previously confronted their overweight in such 

d irect terms as the Health Beliefs Questionnaire asked 

that they do. Some of the subjects may not have been 

comfortable enough in addressing questions about their 

overweight to answer the questions reliably. 

Recommendations 

The following recommendations are offered as a 

result of this study: 

1. Conduct a follow-up study in 6 months using the 

same subjects to determine any relationship between 

continuing weight change and health beliefs. 

2. Replicate the study involving a larger sample. 

3. Replicate the study incorporating a control 

group and manipulation of the independent variables, 

the health beliefs, by the researcher. 
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4. Revise the Health Beliefs Questionnaire to 

include more items for each variable. 

5. Add the category of General Health Motivations 

to the Health Beliefs Questionnaire. 

6. Conduct further research into factors affecting 

weight loss, investigating such variables as self-esteem, 

body image, locus of control, or personality. 
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ORAL PRESENTATION TO SUBJECTS 

Your assistance is requested for a study being 

conducted as part of the requirements for a Master's 

Degree in Nursing at Texas Woman's University in Dallas, 

Texas. The study will examine health opinions and 

concerns related to being overweight. The goal of this 

investigation is to contribute useful data and insights 

t o nurses and other professionals in helping people who 

want to lose weight. 

Participation in this study is completely voluntary. 

You have the right to agree to participate or to refuse 

to participate. Your decision will in no way influence 

your continuing participation in the Weight Management 

Seminar. Those of you who choose to volunteer will be 

asked to complete a total of three questionnaires. Two 

of the questionnaires will be given to you now, at your 

first Weight Management Seminar. The third questionnaire 

will be given to you to be filled out at the last 

Seminar, 6 weeks from now. Your name will not be 

required anywhere on any of the questionnaires. You 

will be assigned a number which only you will know. This 

process assures you that all of your answers will remain 

confidential. 
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Of the two questionnaires I would like you to fill 

out now and return to me, one requests the followin g 

information: your sex, the number of people living with 

you, your education, your age bracket, how old you were 

when your weight problem began, your current weight, 

and your weight goal. The second questionnaire to fill 

out now consists of questions concerning your feelings 

a bout your weight and about losing weight. The question

naire you will be asked to fill out in 2 months is similar 

t o the one concerning your feelings about being over

weight. 

The instructions for filling out each questionnaire 

are printed on the questionnaire itself, and will also 

b e read to you when you receive the questionnaire. It 

is anticipated that it will take you 5 to 10 minutes to 

fill out the first two questionnaires and 5 to 7 minutes 

to complete the one in 2 months. 

Each of you may obtain your individual results by 

contacting me and requesting them by using your identifi

cation number. The findings of the study will be 

utilized for reporting this study only. Scores will be 

reported only in combined form; no individual scores will 

be reported. This means that you will not be able to 

identify even your own scores in the report. Since no 
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n ames appear on the questionnaires, no names will appear 

a t any time in the report of the study. 

If you choose to participate in this study, you will 

b e asked to sign a consent form which states that you 

h ave received a description of the study and the 

p rocedures. I hope you feel free to ask any questions or 

e xpress any concerns you may have now or at any time during 

t his study. Do you have any questions at this point? 

Your participation will be helpful in learning more about 

the success of participants in the Weight Management 

Seminar. Are you willing to participate? 

I will now give you the consent form and the two 

q uestionnaires, which are in an envelope and numbered for 

identification purposes. When you have read, signed, and 

returned the consent form, I will put them in an envelope. 

Now I will review the instructions for the questionnaires. 

Are there any further questions? Please complete the 

questionnaires and return them to me in the accompanying 

envelope. Thank you for your assistance. 
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TEXAS WOMAN'S UNIVERSITY 

"Health Beliefs and Weight Change" Title of Project: ----------------------------------------------

Consent to Act as a Subject for Research and Investigation: 

I have received an oral description of this study, 
i ncluding a fair explanation of the procedures and their 
p urpose, any associated discomforts or risks, and a 
d escription of the possible benefits. An offer has been 
made to me to answer all questions about the study. I 
understand that my name will not be used in any release of 
t he data and that I am free to withdraw at any time. 

Signature Date 

W~tness Date 

Certification by Person Explaining the· Study: 

This is to certify that I have fully informed and 
explained to the above named person a description of the 
listed elements of informed consent. 

s~gnature Date 

Pos~t~on 

W~tness Date 
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DEMOGRAPHIC AND WEIGHT QUESTIONNAIRE 

Please respond to the following questions by placing 
a check in the appropriate blank. 

1. Sex: Female 
---Male 

2. Number of people living with you: 

I live alone. ---I live with one other person. ---I live with 2-3 other people. ---I live with 4 or more other people. ---
3. Years of education: 

0-11 years ---Completed high school ---Some college ---College graduate ---Other (please specify) ---- ------------------------------
4. Age bracket: 

15-24 
---25-44 

45-65 ---66 or over ---

For the following three questions, you are requested 
to fill in the proper information. Please respond to the 
best of your knowledge. 

1. How old were you when your weight problem began? ---
2. What is your current weight? ________________________ lbs. 

3. What is your weight goal? ~------------------------lbs. 
(What do you want to weigh?) 
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HEALTH BELIEFS QUESTIONNAIRE 

The following statements concern feelings about 
health and overweight. Please read each statement 
carefully and mark the blank that is closest to your 
own feelings about the statement. 

l. Overweight people are more likely to 
have health problems than people of 
normal weight. 

2. Once I achieve my desired weight, 
it will be easy to stay at my 
desired weight. 

3. Being overweight increases the 
chances of my developing diabetes. 

4. I am more likely to get high blood 
pressure if I am overweight. 

5. I think people respond negatively 
to overweight people. 

6. Being overweight does not keep me 
from doing any activity I want to 
do. 

7. I feel unattractive when I am 
overweight. 

8. Being overweight causes no physical 
discomfort for me. 

9. If I were to get high blood 
pressure, I would not be very 
concerned about it. 
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10. I am not too concerned about losing 
weight, but other people (like my 
family, doctor, friends) are. 

11. If I stay on my diet, it will help 
me with my weight problem. 

12. Losing weight will make a differ
ence in how I feel physically. 

13. I really don't think people can do 
very much about how much they 
weigh. 

14. I will have more self-esteem (will 
feel better about myself) if I 
lose weight. 

15. I have tried to lose weight before 
but have had poor success. 

16. It will not be very difficult to 
stay on my diet. 

17. Staying on a diet might cause 
health problems for me. 

18. My diet will increase the amount 
of money I spend for food. 

19. Staying on a diet will not inter
fere with my normal activities. 

20. It is embarrassing to tell people 
that I go to weight meetings. 
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HEALTH BELIEFS QUESTIONNAIRE SCORING GUIDELINES 

Each item on the Health Beliefs Questionnaire was 
either scored as is (as for #1, #3, etc.) or reverse 
scored (as for #2, #6, etc.). The more positive the 
h ealth beliefs, the higher the score. 

"0 
~ (]) (]) ~ 

....... (]) "0 ....... 
tJ"l ~ -~ tJ"l 
s:: (]) tJ"l {) (]) s:: (]) 
0 (]) ro (]) (]) 0 (]) 

Health Belief Question ~ ~ Ul 'U ~ ~ ~ 
+JQ"l - ~ s:l tJ"l +JQ"l 

Model Variable Number CJ)~ Q ::J ~ CJ)~ 

1 1 2 3 4 5 
2 5 4 3 2 1 

Susceptibility 3 1 2 3 4 5 
4 1 2 3 4 5 
5 1 2 3 4 5 

6 5 4 3 2 1 
7 1 2 3 4 5 

Severity 8 5 4 3 2 1 
9 5 4 3 2 1 

10 5 4 3 2 1 

11 1 2 3 4 5 
12 1 2 3 4 5 

Benefits 13 5 4 3 2 1 
14 1 2 3 4 5 
15 5 4 3 2 1 

16 1 2 3 4 5 
17 5 4 3 2 1 

Costs 18 5 4 3 2 1 
19 1 2 3 4 5 
20 5 4 3 2 1 
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205 Coronado Drive, Apt. 105 
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