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Psychosocial differences between weight loss maintainers 

and weight loss non-maintainers were compared at least one 

year after reaching a medically approved weight goal through 

a medically supervised weight loss program. Research 

questions addressed differences between groups on the 

dimensions of somatization, obsessive/compulsive issues, 

interpersonal sensitivity, depression, anxiety, hostility, 

ability to resolve past emotional issues, social 

interpersonal relationships, and tolerance of ambiguity. 

The all-female sample consisted of maintainers of weight 

loss (N=30), non-maintainers (N=33), psychotherapy 

maintainers (N=14), and psychotherapy non-maintainers (N=ll). 

Research instruments administered were the Symptom Checklist-

90-Revised, Fundamental Interpersonal Relations Orientation-

Behavior, Personal Orientation Inventory, and Budner Scale 

for Tolerance/Intolerance of Ambiguity. 

To determine differences between groups, a jt test was 

performed on data relating to the maintaining and non-

maintaining groups. An analysis of variance was performed on 



data related to the maintaining, non-maintaining, 

psychotherapy maintaining, and psychotherapy non-maintaining 

groups. An intercorrelation matrix was completed for all 

variables. 

Non-maintainers of weight loss had significantly more 

difficulty with somatic problems as indicated in the results 

of both the t test and the analysis of variance (p < .009, 

p < .02, respectively). Non-maintainers expressed more 

complaints which focused on cardio-vascular, 

gastrointestinal, respiratory, and somatic equivalents of 

anxiety (headaches, pain, discomfort of the gross 

musculature). 

An analysis of variance showed non-maintainers 

(p < .05) to be significantly less effective in resolving 

past emotional issues than maintainers, psychotherapy 

maintainers, and psychotherapy non-maintainers. Non-

maintainers were more burdened by guilt, regrets, and 

resentments from the past. 

Results of the analysis of variance indicated that 

psychotherapy maintainers (p < .03) were more socially 

adjusted than maintainers, non-maintainers, and psychotherapy 

non-maintainers. Inclusion and control subscales 

characterized psychotherapy maintainers to be more socially 

adaptable and flexible. They assumed responsibility without 

support of others and were less burdened with fears of 

helplessness and incompetence. 
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CHAPTER 1 

INTRODUCTION 

Despite epidemiologic, metabolic, and cardio-pulmonary 

research efforts, obesity still remains the number one 

nutritional problem in the United States (Barnstuble, 

Klesges, & Terbizan, 1986; Hirsch & Leibel 1984: Kuo, Conn, 

& DeFelice, 1983). Obesity has been called the main public 

health problem in America (Rodin, 1982). 

Using the most current weight and height actuarial 

tables, it is estimated that approximately one third of the 

adult population and 15 to 20 percent of school-age children 

in the United States are overweight (Greenwood, 1983). Over 

43 million Americans are obese (Stifler & Lindewall, 1983). 

Consequently, nearly every person in our society has daily 

contact with family members, friends, or associates who are 

obese. 

Such widespread obesity has produced a multi-

billion dollar diet industry in which there are well over 

30,000 methods of weight control on public record 

(Greenwood, 1983). Although other chronic disease states 

such as atherosclerosis, arthritis, and cancer are not 

devoid of false claims for successful treatments, the obese 

are far more frequently victimized (Greenwood, 1983). 



Stunkard and Brownell (1979) conclude that millions of 

people are plagued by excess weight and attempt to reduce by 

methods that are largely ineffective. 

Despite numerous bogus weight reduction schemes, there 

are programs which are based on sound research data. While 

some success in weight loss can be accrued in such programs, 

the prognosis for maintaining the lost weight is poor. 

Successful weight loss can be common, but success in 

maintaining loss for an extended period of time is far from 

common (DeBerry, 1982; Hartz, Kalkhoff, Rimm, & McCall, 

1979; Rodin 1982). 

The success rate for weight maintenance is poor 

with most patients experiencing significant weight gain 

following weight loss (Lazarus et al., 1984). Bray (1983) 

estimates that 75 to 95 percent of patients who lose weight 

during treatment will eventually regain all of the weight 

lost. In fact, Tyson and Tyson (1974) maintain that if 

"cure" from obesity is defined as reduction to ideal weight 

and maintained for five years, an individual is more likely 

to recover from almost any form of cancer than from obesity. 

Quality research in weight maintenance becomes even 

more important when viewed in light of medical health 

issues. Obesity, which predisposes the individual to a 

variety of chronic, degenerative diseases, is one of the 



most serious medical problems of modern times (Brownell & 

Wadden, 1983; Kuo et al., 1983). 

Obese individuals are more susceptible than thinner 

persons to many diseases and ailments, such as high blood 

pressure, arteriosclerosis; arthritis; gall bladder disease; 

diabetes; cancer; cardiovascular-renal impairment; 

gallstones (particularly in women); cirrhosis of the liver; 

varicose veins; indigestion; constipation; headaches; and 

foot trouble (Stifler & Lindewall, 1983; Tyson & Tyson, 

1974). According to Lazarus et al. (1984), severe obesity 

has been linked to an increased incidence of 

hypertriglyceridemia, hypertension, hyperglycemia, low back 

pain, and lower extremity joint pain. Obese patients are 

also at increased risk during surgical procedures and are 

certainly more difficult to care for when debilitated or 

incapacitated (Altschul, 1987b). 

When viewed from a medical perspective, only 5 percent 

of all obesity can etiologically be attributed to such 

underlying causes as brain damage, endocrine dysfunction, 

and hereditary diseases. The remaining 95 percent of 

obesity has no apparent primary etiology (Rodin, 1982). 

Obesity is a highly complex phenomenon which involves 

psychosocial, biochemical, genetic, and endocrinological 

factors (Barnstuble, Klesges, & Terbizan, 1986). Obesity is 

not a single disease but rather a disorder of multiple 



etiology (Greenwood, 1983; Leon & Roth, 1977; Stunkard, 

1962; Tyson & Tyson, 1974). In identifying the myriad of 

factors contributory to obesity, Rodin (1982) suggests that 

genetic factors, socioeconomic factors, cognitive factors, 

external responsiveness, internal regulatory cues, 

hypothalamic lesions, release of insulin, 

hyperresponsiveness, overfeeding, and neurology of hunger 

influence obesity in degrees unique to each individual. 

Apparently there is not a one-cause and one-symptom 

relationship, but rather a situation in which obesity 

represents a complex condition determined by many 

simultaneously interacting factors (Bruch, 1975). 

The complexity of obesity is broadened more 

significantly by the fact that obesity cannot permanently be 

cured. It can only be controlled; thus, the need for weight 

control must be a lifelong endeavor involving a long-term 

commitment (Munves, 1980; Quereshi, 1977; Tyson & Tyson, 

1974). Weight reduction represents only the first step of 

any weight-loss regimen; the more difficult achievement is 

long-term maintenance of weight loss (Vertes, 1978). 

Successful weight control involves accepting new ideas, 

changing habits, and perhaps forming a whole new way of 

life. Lifestyle change which incorporates new behaviors 

into the subject's repertoire is essential in weight 



maintenance (Collins, Rothblum, & Wilson, 1986; Ramsey, 

1987; Tyson & Tyson, 1974). 

Since lifestyle change is the essence of psychotherapy, 

the complexity of obesity control can productively be 

addressed as a therapeutic issue. In order to understand 

the complexity of weight maintenance, the related 

psychosocial issues need to be identified. Although there 

are research studies on psychosocial issues in weight loss 

programs, these factors appear in maintenance literature 

with great scarcity. 

Purpose of the Study 

The purpose of this exploratory study was to determine 

the similarities and differences regarding psychosocial 

issues between maintainers of weight loss and non-

maintainers of weight loss. 

Related Literature 

An examination of early research on psychological 

factors relating to weight loss reveals two basic 

theoretical positions (Slochower, 1976). The external 

responsive theory states that overweight individuals are 

essentially unable to withstand the pressure of external, 

food-related cues. Proponents of this theory hypothesize 

that virtually no relationship exists between internal 

emotional states and eating (Leon & Roth, 1977). Using 

research with rats and applying these findings to the human 



problem of obesity, Rodin, Herman, and Schachter (1974) 

supported this theory by hypothesizing that attention and 

response in human obese persons is more directly related to 

external stimuli. 

Conversely, the psychosomatic theory emphasizes the 

influence of early emotional experiences on the development 

of overeating as an anxiety-reducing mechanism. Focus is on 

those internal, emotional factors which necessitate a new 

inner adjustment for successful weight loss (Bruch, 1957; 

Van Strien, Frijters, Rossen, Knuiman-Hijl, & Defares, 

1985). This theory, closely related to the Freudian 

psychoanalytic therapeutic approach, postulates that obese 

individuals, frustrated in their adult functioning, regress 

to the oral level and overeat in order to fill the void in 

their adult lives (Kaplan & Kaplan, 1957). Fixation at the 

pregenital developmental level is found to be common in 

morbidly obese individuals (Ihanus, Keltikangas-Jarcinwen, & 

Nustajoki, 1986). 

With the hindsight of over 10 years of empirical 

investigations, the external cue theory is now considered 

too simplistic (Nash, 1987; Rodin, 1980). Rodin (1981, p. 

370), Schachter's associate, admits that "considerable data 

[argue] against the simplistic notion that all overweight 

people are externally responsive and lack internal 

sensitivity...." 



Psychoanalytical/insight therapies and behavioral 

modification are major treatment modalities which have 

emerged from these theoretical positions (Nash, 1987). 

These modalities have exhibited varied degrees of success as 

contributory factors in weight loss. Psychoanalytical or 

insight therapies in isolation of other treatment modalities 

have produced poor results (Collins et al., 1986; Wooley, 

Wooley, & Dyrenforth, 1979); however, Stunkard (1980) 

suggests that data is sufficiently encouraging to permit a 

cautious optimism regarding the potential value of 

psychotherapy and psychoanalysis in t treatment of obese 

persons. 

Although behavior-oriented therapies have produced more 

successful results in weight loss treatment than other 

psychotherapy modalities (Kingsley & Wilson, 1977), 

behavioral outcome results in long-term weight maintenance 

are limited (Collins et al., 1986; Musante, 1976; Stifler & 

Lindewall, 1983; Stunkard, 1975; Wise, Mann, Cooper, & 

Rustigi, 1986). In light of these limited successes, 

Wooley, Wooley, and Dyrenforth (1979) posit the need for 

more sophisticated approaches to treatment which take into 

account the complexities of the physiology and the social 

context of obesity. 

In order to enhance the efficacy of behavioral 

interventions, cognitive techniques seem helpful in the area 
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of weight maintenance {Collins, Rothblum, & Wilson, 1986). 

Cognitive restructuring attempts to enable people to change 

their thinking. This involves teaching individuals how to 

cope with mistakes, adopt more flexible beliefs, avoid 

making cognitive errors, and reframe past decisions (Nash, 

1987). Cognitive restructuring is designed to facilitate 

adherence to the aspects of nutrition, exercise, and 

lifestyle change in successful weight control (Nash, 1987). 

With psychotherapeutic modalities as an integral factor 

in the multidisciplinary approach to weight maintenance, a 

clearer psychological identification of the individual who 

maintains weight loss is needed. However, concomitant 

personality profile of the obese individual is not found in 

weight loss literature (Leon, 1982; Leon & Roth, 1977; 

McReynolds, 1983; Rodin, 1982). 

Research on the psychological adjustment and possible 

psychopathology of obese individuals has produced 

conflicting data. While some research data (McReynolds, 

1983; Rodin, 1982; Wadden, Stunkard, & Browell, 1983) does 

not confirm an association between obesity and low levels of 

psychological adjustment, Scott and Baroffio (1986) refuted 

such a premise by suggesting a common core psychopathology 

between anorexia nervosa, bulimia, and morbid obesity 

(immature, passive-aggressive, self-defeating individuals 

who are likely to engage in struggles of interpersonal 



control). Kaplan and Kaplan (1957) characterized obese 

patients as emotionally disturbed persons who have learned 

to use hyperphagia as a means of coping with their 

psychological problems. 

A reconciliatory position classifies obese persons on a 

continuum ranging from those who are emotionally stable to 

those who eat as a defense against emotions (Mendelson, 

1966). Such a stance avoids generalized stereotyping and 

permits a wide diversification of obese personality. 

In the current literature, emotional eating (food 

consumption in response to internal emotional states rather 

than physiological cues) appears to be associated with 

regaining weight. Responding to a wide gamut of emotional 

arousal states (happy, angry, lonely, bored, excited, 

anxious, nervous, frustrated), weight regainers report an 

increase of food intake when a variety of environmental 

stimuli and states of emotional arousal are present 

(Gormally & Rardin, 1981; Leon & Chamberlain, 1973). The 

tendency to deal with emotions through food intake rather 

than through more adaptive, goal-directed behaviors could, 

over time, result in a pattern of chronic, inappropriate 

food intake with resultant difficulty in weight loss 

maintenance (Leon & Chamberlain, 1973; Leon & Rosenthal, 

1984). While non-maintainers of weight loss eat in response 

to emotional arousal states, those who maintain weight loss 
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respond to significantly fewer environmental and emotional 

states associated with food intake {Leon & Rosenthal, 1984; 

Leon & Chamberlain, 1973). Maintainers of weight loss are 

more capable of assertively expressing personal anger than 

non-maintainers (Gormally & Rardin, 1981; Quereshi, 1977). 

Some research findings indicate that individuals who have 

not successfully maintained weight loss usually have not 

successfully resolved emotional issues (Ardalan & Montero, 

1987). Kaplan and Kaplan (1957) suggested that individuals 

suffering from obesity do characteristically show a history 

of disturbed family origins and relationships of wide 

variation. 

According to Ardalan and Montero (1987), when an 

individual becomes anxious about life's difficulties and 

does not channel these feelings into constructive ways of 

coping, an "addictive stance" may arise from the 

overwhelming sense of helplessness and inadequacy. Food is 

frequently the means utilized to cope with these stressful 

emotions and life events; thus, the result is "compulsive 

overeating." Emotional eating has been associated with poor 

treatment outcome (Leon & Chamberlain, 1973; Leon & 

Rosenthal, 1984). 

Conclusions drawn from clinical and experimental data 

on emotional eating as it relates to weight loss and weight 

maintenance are in conflict. While conclusions drawn in 
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clinical reports tend to confirm that emotional states play 

a role in overeating patterns, available experimental data 

does not support such a view (Abramson & Wunderlich, 1972; 

Herman & Polivey, 1975; Schachter, Goldman, & Gordon, 1968). 

Slochower {1983} suggests a new dimension in this issue by 

proposing that the discrepancies between clinical and 

experimental finding may be a result of differing concepts 

of "anxiety." Results of her work indicate that some types 

of stress (free floating anxiety) do produce overeating in 

obese individuals, while other types of stress (clearly 

labeled anxiety) do not produce emotional eating. Only 

emotional states which are experienced as diffuse (as 

opposed to those which are clearly labeled) trigger 

overeating (Slochower, 1983). These studies in which 

anxiety did not produce overeating do not preclude the 

presence of free floating anxiety and accompanying 

overeating. 

A crucial aspect of the "diffuse anxiety" experience is 

that it leaves the person feeling relatively powerless to 

alter internal states. Results of Slochower's (1983) 

research suggest that uncontrollable emotional states may 

result in overeating. This issue of controllability of 

emotion could be applied to virtually any feeling state. 

Research has indicated that uncontrollable anxiety and 

food availability must be present for the obese individual 
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to overeat. Such data supports the presence of both 

emotion-induced eating and of an interaction between 

internal state and external food cue salience (McKenna, 

1972; Slochower, 1983). 

Development of self-regulatory functions and self-

responsibility are other psychosocial issues which have an 

impact on weight maintenance. Those able to lose and 

maintain weight show a ready willingness to accept the 

consequence of personal behavior (Gough, 19152; Hartz et al. , 

1979). Other authorities concur that the development of 

self-regulatory functions which enable obese individuals to 

identify variables influencing their weight and to implement 

corrective/self-controlling actions are essential to long-

term weight maintenance (Beneke & Paulsen, 1979; Colvin & 

Olsen, 1983; Jeffery et al., 1984; Kingsley & Wilson, 1977; 

Leon & Rosenthal, 1984). Ramsey (1987) suggests that many 

who lose weight will regain it when confronted by situations 

they are unable to control and others will drop out of 

treatment programs due to low tolerance for frustration. 

The obese person's expectations of success, self-

efficacy, seem to be an important determinant of individual 

willingness to attempt and persist in new habits and are 

thus, vital in the development of a new lifestyle needed to 

maintain weight loss. Self-efficacy expectations during and 

prior to the start of weight loss treatment are 



13 

significantly related to greater progress in weight loss at 

follow-up (Leon & Rosenthal, 1984; Jeffery et al., 1984; 

Wilson, 1980). Specifically, expectations in ability to 

control problem eating in response to intrapersonal and 

interpersonal 

cues and a greater degree of self-control behaviors produced 

increased weight loss at follow-up. 

Of central importance is what obese individuals expect 

regarding the course of events during the maintenance stage. 

Beliefs about the course of treatment outcome could play a 

significant role in determining the actual outcome (Marlatt, 

1985). Clinical experience suggests that self-efficacy 

beliefs can play a vital role in the motivation to lose 

weight and to undertake disciplines needed to maintain 

weight loss (Nash, 1987). Bandura (1977) suggests that the 

critical determinant of behavior is not so much an 

individual's ability to perceive the relationship between a 

specific behavior and an outcome, but rather the 

individual's expectancies regarding personal ability to 

successfully carry out the behaviors leading to the desired 

outcome. 

In a seven-month follow-up evaluation of persons who 

participated in a behavioral weight-reduction program, 

successful maintainers reported greater confidence in their 

ability to control eating urges and weight than regainers 
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(Gormally, Rardin, & Black, 1980). In a clinical study by 

Sjoberg and Persson (cited in Sternberg, 1985), individuals 

less successful at weight loss reported low feelings of 

self-efficacy in regard to weight-loss ability. 

Unsuccessful dieters expressed feelings of depression and 

guilt as well as negative self-statements in regard to 

ability to control eating behavior and weight. 

Influences of self-efficacy expectations in adhering to 

a controlled behavioral routine also affect reactions to 

post-treatment setbacks during maintenance (Wilson, 1980). 

Maintaining a realistic perspective toward relapse (in 

general terms defined as a breakdown or setback in an 

individual's attempt to change or modify any target 

behavior) is essential in the effective treatment and 

management of eating problems (Ladd, 1987). The reality of 

relapse occurrence in weight management must be faced and 

understood in order to avoid a sense of failure and loss of 

control. 

In a study of 28 female participants of a behavioral 

weight reduction clinic, intrapsychic determinants accounted 

for 4835 of the initial lapses for subjects in weight 

maintenance at 60 days posttreatment. Two thirds of these 

initial slips due to intrapsychic determinants were 

associated with negative emotions of anxiety, boredom, and 

depression when the individual was alone. Interpsychic 
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determinants were primary in 52% of the initial slips for 

subjects. Positive emotional states involving other people, 

such as celebrations, parties, and social gatherings, were 

high-risk situations for persons attempting to control their 

weight (Sternberg, 1985). 

Regardless of the emotional determinant, Ladd 

(1987) encourages individuals to recognize the inevitability 

of lapses in the process of adaption to a new lifestyle. 

Thus, lapses can be used as opportunities to practice 

recovery rather than as a cycling of guilt and depression 

leading to failure in weight management. 

In light of the self-control and self-responsibility 

issues increasing the opportunity for weight maintenance, it 

could be hypothesized that weight maintainers should be more 

internally motivated; however, conflicting data exists in 

research studies. When measuring locus of control, there 

was not significant difference reported between maintainers 

or non-maintainers of weight loss (Leon & Chamberlain, 

1973), between individuals losing weight and non-losers of 

weight (Sugar, 1985; Joondeph, 1985), nor between obese 

persons and normal weight populations (Leon & Roth, 1977). 

In contrast, several research studies (Rothstein, 1986; 

Winberg, Hughes, Criteli, England, & Jackson, 1984) 

suggested that individuals more successful at weight loss 
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and maintenance tended to possess a stronger internal locus 

of control. 

Ewing (1987) indicated that the type of weight loss 

program had a more significant effect upon weight loss than 

did locus of control. Persons with an internal locus 

of control appeared to do best in an unstructured group as 

opposed to a structured one. Winberg et al. (1984) 

emphasized that the manipulations of self-efficacy may be 

equally effective for those with low or high preexisting 

levels of self-efficacy. These researchers also emphasized 

the importance of matching treatment procedures to the 

individual's personality. The Winberg et al. (1984) and 

Rothstein (1986) studies focused on self-control techniques 

and self-administered procedures, respectively. Since 

internals feel more control over their environment, it would 

be expected that those with internal locus of control would 

do better than external individuals. 

Self-esteem problems stemming from social prejudice 

seem inevitable. The Zeitgeist plays a critical role in how 

society perceives the obese population. In the early days 

of our country, over-weight was considered a sign of 

prosperity, success, and protection against disease; 

however, modern day American society advocates a thin 

"ideal" female body image which is often unrealistic (Nash, 

1987). Obesity is considered a failure to reach the ideal 
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and carries with it an incredible stigma (Allon, 1982; 

Ardalan & Montero, 1987; Rodin, 1982). Greenwood {1983) 

purports that the psychological and social hazards of 

obesity are far more important to most dieters than are the 

medical hazards. 

Obese individuals, like the physically handicapped, 

wear their "problem" for all to see at all times. However, 

unlike most other handicapped groups, the obese are held 

responsible for their condition by the intensity of cultural 

prejudice against the overweight (Wooley, Wooley, & 

Dyrenforth, 1979). 

While moderately to morbidly obese individuals in 

weight loss studies reported low self-esteem, no data is 

available relating low self-esteem and weight maintenance. 

Sternberg (1985) hypothesized that a negative self 

assessment of one's past and current performance in 

maintaining weight loss may lead to diminished belief in 

one's ability to maintain weight loss in the future. 

Perception of oneself as successful (especially if success 

is perceived as resulting from one's own skills rather than 

from chance or some external source) may lead to enhanced 

self-efficacy and renewed effort which is directed toward 

weight loss or maintenance. While self-esteem and self-

efficacy could be interrelated, no research data is 

available in the area of self-esteem and weight maintenance. 
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Based upon clinical experience, Nash (1987) suggests 

that poor communication skills, power struggles, and the 

inability or unwillingness to manage conflict effectively 

can lead to emotions that trigger eating for many people. 

From a psychodynamic perspective, such psychosocial conflict 

and interpersonal problems can lead to the misuse of eating 

as a means of coping (Scott & Baroffio, 1986). Cummings, 

Gordon, and Marlatt (1980) have discovered that 

interpersonal conflict is significantly involved in relapse; 

however, no direct research exists relating interpersonal 

social skills and weight management. 

The exploratory nature of this study is confirmed 

by the lack of weight management literature as it is related 

to psychosocial issues. Specific issues not addressed in 

weight management research literature are somatic 

differences, depression, hostility, ability to resolve past 

emotional issues, social interaction, and ability to 

tolerate ambiguity. 

Significance of the Study 

A review of the psychological data available in the 

literature on weight loss and weight maintenance reveals the 

need for the delineation of a psychosocial profile of the 

weight loss maintainer incorporating both intrapsychic 

emotional issues and interpsychic social issues. 
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What are the emotional similarities and differences 

between the psychological configuration of the weight 

loss maintainer and the weight loss regainer? Further, with 

regard to intrapsychic nature, do differences exist between 

weight loss maintainers and regainers in their ability to 

resolve past emotional problems and future uncertainty? 

Answers to such questions could present new data in 

emotional differences between maintainers and non-

maintainers as issues in emotional eating. 

Little or no data presently exist in determining the 

social interrelationships of weight loss maintainers. If 

intrapsychic differences and significant variances of 

unresolved past issues exist between maintainers and non-

maintainers of weight loss, then it is likely that 

differences will also occur in interpsychic social 

relationships. Such data are not available at this time but 

could greatly enhance the psychosocial data base. 

In the current literature on weight loss maintenance, 

the ability to deal constructively with ambiguity is an 

important, unexplored psychosocial issue. Lack of power and 

personal control in dealing constructively with intrapsychic 

and interpsychic issues seems to be related to weight 

maintenance. 

An overwhelming sense of helplessness and inadequacy, 

feeling powerless to alter internal emotional states, 
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experiencing anxiety about life difficulties, and 

visualizing successful control of problem-eating prior to 

treatment are control/power issues in present weight 

maintenance research. While emotional frustration is 

accrued in the struggle to gain control over these 

psychological issues, the ability to deal with ambiguity in 

an emotionally healthy manner may be closely related. How 

weight loss maintainers and non-maintainers tolerate 

ambiguity has to date not been researched. 

Identification of intrapsychic emotional issues, of 

interpsychic social relationships, and of tolerance level 

for ambiguity could create new dimensions in the exploration 

of the interwoven complex issues of weight maintenance. 

Taking into account the complexities of the physiology, 

psychology, and the social context of obesity, Wooley et al. 

(1979) challenge psychologists to develop more sophisticated 

approaches to treatment. While it is not possible to 

develop a formula that will predict longevity of weight 

maintenance any more than there is a formula to predict the 

length of marriage or the course of a career (Altschul, 

1987a), long-term maintenance of weight loss is a 

significant clinical and research issue (Leon & Rosenthal, 

1984). Barnstuble, Klesges, and Terbizan (1986) concur that 

future investigations focusing on multiple facets of the 
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disorder should greatly enhance the understanding of 

obesity. 

Although the need for maintenance research has been 

proclaimed (Leon & Rosenthal, 1984), response to development 

of a sound data base in this area has been slow. Kramer, 

Jeffery, Snell, and Forster (1986) report a quantitatively 

small portion of maintenance literature. Since existing 

research literature on weight management and psychosocial 

issues is scant, this study was designed to be exploratory 

in nature. 



CHAPTER 2 

PROCEDURES 

This study compared the psychosocial differences and 

similarities between persons who maintained weight loss and 

individuals who did not maintain weight loss at least one 

year after achieving weight goal through a medically 

supervised low calorie supplemented fasting weight reduction 

program (BaylorPast) (Appendix E), This chapter describes 

the procedures followed to complete the study and includes 

definitions, research questions, limitation instruments, 

selection of subjects, collection of data, and procedure for 

data analysis. 

Definitions 

In this study the following terms had both general and 

operational definitions as follows: 

1- Psychosocial referred to the psychological 

characteristics and social adjustment level contributing to 

a psychological profile. For the purpose of this study, 

psychosocial was operationally defined as the scores on the 

Symptom Checklist-90-Revised, the Fundamental Interpersonal 

Relations Orientation-31 Behavior, the Personal Orientation 

Inventory, and the Budner Scale for Tolerance-Intolerance of 

Ambiguity. 

22 
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2. Maintainer was operationally defined as an 

individual who had weight loss to within 20% of his or her 

ideal body weight {Fawzy, Wellisch, Pasnau, Dornfeld, 

Maxwell, & Schroth, 1984; Lazarus et al., 1984) and who had 

experienced less than a 20% weight gain (Leon & Chamberlain, 

1973; Wing & Jeffery, 1979) for at least one year following 

weight loss treatment. Ideal body weight was based on the 

Metropolitan Life Insurance Tables and the medically 

approved weight goal. These two sources utilized criteria 

which included individual height, body frame, general 

health, amount of weight to be lost, and body fat. 

3. Non-Maintainer was operationally defined as an 

individual who had weight loss to within 20% of his or her 

ideal body weight {Lazarus et al., 1984; Fawzy et al., 1984) 

upon completion of a weight loss program and who had 

regained 20% or more of his or her weight (Leon & 

Chamberlain, 1973; Wing & Jeffery, 1979) within one year 

following treatment completion. Ideal body weight was based 

on the Metropolitan Life Insurance Tables and the medically 

approved weight goal. These two sources utilized criteria 

which included individual height, body frame, general 

health, amount of weight to be lost, and body fat. 

4. Obesity was operationally defined as exceeding the 

medically acceptable weight range—20% of ideal body weight 

for the patient's height according to Metropolitan Life 
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Insurance Company actuarial tables (Lazarus et al., 1984; 

Lukert, 1982). 

5- Severely Obese was operationally defined as 

referring to those individuals who are 100 percent or more 

overweight based on ideal body weight charts (characterizes 

.5% of obese people) (Stunkard, 1984). 

6* Moderately Obese was operationally defined as 

describing those persons who are between 41 and 100% 

overweight based on ideal body weight charts (characterizes 

9% of obese persons) (Stunkard, 1984). 

7• Mildly Obese was operationally defined as referring 

to those overweight persons who are between 20 and 40% over 

their ideal body weight (characterizes 90.5% of obese 

people) (Stunkard, 1984). 

Research Questions 

Due to the exploratory nature of the study, the 

following questions were formulated: 

1. Are there any significant somatic differences 

between maintainers and non-maintainers of weight loss? 

2. Are there any significant differences in obsessive-

compulsive attitudes between maintainers and non-maintainers 

of weight loss? 

3. Are there any significant differences in 

interpersonal sensitivity between maintainers and non-

maintainers of weight loss? 
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4. Are there any significant differences in depression 

between maintainers and non-maintainers of weight loss? 

5. Are there any significant differences in anxiety 

levels between maintainers and non-maintainers? 

6. Are there any significant differences in hostility 

between maintainers and non-maintainers of weight loss? 

7. Are there any significant differences in ability to 

resolve past emotional issues between maintainers and non-

maintainers of weight loss? 

8. Are there any significant differences in social 

interpersonal relationships between maintainers and non-

maintainers of weight loss? 

9. Are there any significant differences in ability to 

tolerate ambiguity between maintainers and non-maintainers 

of weight loss? 

Limitations 

This exploratory study was limited to overweight adults 

{age 18 and up) who had lost weight after medically 

supervised weight loss treatment in a low-calorie 

supplemented fasting program (BaylorFast). Primarily 

subjects were moderately and severely obese at the onset of 

treatment; therefore, the individuals in this study may not 

represent a cross-section of the national obese population. 

Wadden, Stunkard, and Browell (1983) contend that patients 

treated with very low-calorie diets may not represent the 
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general dieting population; therefore, the generalizations 

of the findings in this study may be limited. 

This study could accrue a biased population. Those who 

have maintained weight loss are more likely to report than 

those who regained weight after treatment. 

Instruments 

Four self-report instruments were utilized to identify 

psychosocial issues of weight loss maintainers and non-

maintainers. The Symptom Check List-90-Revised (SCL-90-R) 

was utilized to identify the major intra-psychic issues of 

self-esteem, free floating anxiety, hostility, 

obsessive/compulsive behavior, and depression. To measure 

past unresolved emotional issues, the Time Competence Scale 

(Tc) of the Personal Orientation Inventory (POI) was 

utilized. Interpsychic interpersonal relationships were 

measured by the Fundamental Interpersonal Relations 

Orientation—Behavior (FIRO-B) instrument. The Budner Scale 

for Tolerance-Intolerance of Ambiguity was utilized to 

measure the subject's level of tolerance for ambiguity. All 

of these self-report instruments are sensitive to the 

psychological and social characteristics that affect the 

obese population. 

Symptom Checklist-90-Revised 

The rationale for utilization of the SCL-90-R centers 

around clinical reports and limited research literature 
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indicating that emotional eating affects the individual's 

ability to maintain weight loss (Leon & Chamberlain, 1973; 

Leon & Rosenthal, 1984). Of equal importance is the role of 

emotions in relapse episodes during weight maintenance 

(Sternberg, 1985). While emotional eating and relapse 

episodes affect weight management, the specific intrapsychic 

emotions which distinguish maintainers of weight loss from 

non-maintainers of weight loss have not been identified in 

the research literature. The SCL-90-R measures a broad 

spectrum of intrapsychic issues and emotions that could be 

directly related to emotional eating and weight maintenance. 

The SCL-90-R was utilized to obtain data related to 

research questions dealing with somatic differences, 

obsessive-compulsive attitudes, self-esteem/ interpersonal 

sensitivity, depression, anxiety, and hostility. 

Somatization in the SCL-90-R relates specifically to 

distress arising from perceptions of bodily dysfunction as 

respiratory ailments, gross musculature discomfort, and 

cardiovascular complaints. All such somatic issues are 

typical of either functionally and/or physically obese 

individuals. Whether or not these issues persist after 

weight loss or if somatic differences exist between 

maintainers and non-maintainers of weight loss has not been 

reported in the literature. 
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It is the opinion of this author that emotional eating 

and relapse episodes are compulsive and unwanted in nature. 

It is not known whether these behaviors present in obese 

individuals are sufficient to identify them with the 

standard clinical psychological syndrome of obsessive-

compulsiveness. 

Several weight loss studies have reported that 

moderately to morbidly obese individuals experience low 

self-esteem. This could be a continuing emotional issue in 

weight maintenance, since self-esteem improvement requires a 

long-term time commitment. Although outward "beauty" may 

increase, as perceived by the individual who has lost 

weight, even those with noticeable attractiveness are not 

void of low self-esteem. Thus, mere enhancement of body 

size to more societal acceptability is not a guarantee of 

improved self-esteem. 

The constructs of anxiety and depression have been 

reported by weight regainers to stimulate emotional eating 

(Leon & Chamberlain, 1973). Both constructs have also been 

cited as instrumental in relapse episodes (Sternberg, 1985). 

These emotions could play a role in emotional differences 

between maintainers and non-maintainers of weight loss. 

It is the opinion of this author that frustration from 

continual failure at diets and societal pressures to be thin 

could prompt feelings of hostility and anger in persons 
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struggling with weight management. No research exists in 

this area. 

The SCL-90-R was also selected because it has been used 

in other eating disorder research. Wise and Fernandez 

(1979) studied psychological profiles of candidates seeking 

surgical correction for obesity by using the SCL-90-R. This 

instrument was also used to identify patient characteristics 

in a weight loss treatment program (Wise, Mann, Cooper, & 

Rustigi, 1986). 

The historical progression of the SCL-90-R began with 

the Hopkins Symptom Checklist (HSCL) which was adapted from 

the Cornell Medical Index developed by Parloff, Kelman, and 

Frank in the early 1950's. Five primary symptom dimensions 

from the HSCL were retained and four new dimensions added in 

order to broaden the scope of the instrument. The Clinical 

Psychometrics Research Unit of Johns Hopkins University 

devised the SCL-90-R (Tennen, Affleck, & Herzberger, 1987) 

which is a more recent version of the SCL-90 developed by 

Derogatis, Lipman, and Covi (1973). The SCL-90-R is a self-

report symptom rating scale, containing 90 items, which 

requires approximately 25 minutes to administer. It is 

designed to assess the symptomatic configuration of 

intrapsychic dynamics and psychopathology. 

The Likert-type scale measures nine psychological 

dimensions described below: 
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1. Somatization: distress arising from perceptions of 

bodily dysfunction focused on cardiovascular illness, 

gastrointestinal disturbance, headaches, and backaches. 

2. Obsessive-Compulsive: thoughts, impulses, and 

actions experienced as irresistible by the individual and of 

an unwanted nature. 

3. Interpersonal Sensitivity: focus on feelings of 

personal inadequacy and inferiority, especially in 

comparison with other individuals. 

4. Depression: concomitants of clinical depressive 

syndrome—withdrawal of interest in activities, lack of 

motivation, loss of vital energy, feelings of hopelessness 

and futility. 

5. Anxiety: behaviors associated clinically with high 

manifest anxiety, restlessness, nervousness, and tension— 

free floating anxiety included. 

6. Hostility: hostile behavior organized around three 

categories: thoughts, feelings, and actions. 

7. Phobic Anxiety: fears of phobic nature oriented 

towards travel, open spaces, crowds, or public places. 

8. Paranoid Ideation: projective thinking, hostility 

suspiciousness, centrality, delusions, loss of antonomy, and 

grandiosity are cardinal paranoid characteristics measured. 

9. Psychoticism: symptoms of schizophrenia such as 

auditory hallucination, thought broadcasting, external 
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thought control, and external thought insertion (Derogatis, 

Lipman, & Covi, 1973). 

Internal consistency for the HSCL reveals coefficients 

for each of the dimensions to be uniformly high, ranging 

from .84 to .87. According to Derogatis, Lipman, Rickels, 

Uhlenhuth, and Covi {1974), item-total correlations were 

also calculated for the items contributing substantially to 

each dimension, with all of them being above .50, and most 

at about .70. 

The SCL-90-R is reported to have satisfactory 

reliability for internal consistency (Pauker, 1985). 

Measures of internal consistency range from .77 to .90 and 

test-retest correlation coefficients range from .78 to .90. 

The reliability of the SCL-90-R is remarkably high, 

according to a review by Payne (1985). 

Levels of concurrent, convergent, discriminant, and 

construct validity are at a level comparable to other self-

report inventories (Pauker, 1985). Construct validity was 

measured by comparing the agreement between self-ratings and 

clinician ratings, and resulting reliability coefficients 

ranged from .78 to .94 (Tennen et al., 1987). 

Internal consistency and test-retest reliability 

coefficients for the subscales of the SCL-90-R are shown in 

Table 1. 
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Table 1 

Internal Consistency and Test-Retest Reliability 

Coefficients for the SCL-90-R Subscales 

Subscale Internal 
Consistency 

Test-Retest 

Somatization .86 . 86 

Obsessive-Compulsive .86 .85 

Interpersonal Sensitivity .86 . 83 

Depression .90 . 82 

Anxiety . 85 .80 

Hostility .84 . 78 

Source: Derogatis, 1983. 

Fundamental Interpersonal Relations Orientation—Behavior 

Control appears to be an important emotional issue in the 

obese population, especially in the realm of weight 

management, and represents a major rationale for the 

selection of the FIRO-B for this study. Self-responsibility 

and self-regulatory/control functions which enable the 

individual to accept consequences of personal behavior 

(Gough, 1952; Hartz et al., 1979) and to implement self-

controlling actions toward variables influencing weight 

{Beneke & Paulsen, 1979; Colvin & Olson, 1983; Jeffery et 

al. , 1984; Kingsley & Wilson, 1977; Leon & Rosenthal, 1984) 

are critical issues of weight management. 
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Ramsey (1987) concluded that weight regain can be attributed 

to confrontation with situations that cannot be controlled by 

the individual. Whether the need for self-controlling 

actions carries over into interpersonal relationships has not 

been explored in research. The Control subscale of the FIRO-

B was selected to measure the need for power and control in 

establishing and maintaining satisfactory relationships with 

other people. 

The social stigma associated with being overweight 

{Allon, 1982; Ardalan & Montero, 1987; Rodin, 1982) and the 

intensity of cultural prejudice against the overweight person 

(Wooley, Wooley, & Dyrenforth, 1979) provides another reason 

for utilizing the FIRO-B. Do maintainers and non-maintainers 

differ in ability to experience effective interpersonal 

relationships? In clinical settings, obese individuals who 

have lost large amounts of weight have reported an awareness 

of altered responses by intimate others as well as changes in 

responses from the general public. Clinical experience 

suggests that power struggles, unwillingness to manage 

conflict effectively, and interpersonal problems are closely 

related to inappropriate eating patterns (Nash, 1987; Scott & 

Baroffio, 1986). These social issues are closely related to 

the areas measured by the FIRO-B. 

The development of the FIRO-B was based on the 

assumption that there are three basic interpersonal needs: 
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Inclusion, Control, and Affection. Inclusion measures the 

degree to which a person associates with others. The second 

variable, Control, reflects the extent to which a person 

assumes responsibility or dominates people. The third 

variable, Affection, measures the degree to which a person 

becomes emotionally involved with others. 

Each of the three dimensions measured by the FIRO-B 

yields an "expressed" and "wanted" score resulting in a total 

of six scores. The expressed score measures how a person 

interacts with other people, while the wanted score assesses 

how a person wishes others would interact with him or her. 

The FIRO-B, a cumulative Guttmam-type scale, contains 54 

items and requires 15 to 20 minutes to administer. It shows 

good stability over time with test-retest reliability 

coefficients ranging from .71 to .82. 

In research supporting criterion-related validity, the 

FIRO-B successfully differentiated persons in sociable vs. 

non-sociable occupations, and distinguished between pre-vs. 

post-Synanon therapy patients, working vs. non-working wives, 

high vs. low self-esteem adolescent girls, and reticent vs. 

non-reticent students in beginning college speech courses 

(Lifton, 1985). According to a review by Bloxom (1972a), the 

FIRO-B subscales show a sufficient degree of relationship to 

interpersonal behavior and to personality measures to merit 

their use in research. 
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Test-retest (reliability scores) of the FIRO-B subscales 

are shown in Table 2. 

Table 2 

Test-Retest Reliability Scores of the FIRO-B Subscales 

Subscale Test-retest 

Expressed Inclusion .82 

Wanted Inclusion .75 

Expressed Control . 74 

Wanted Control .71 

Expressed Affection .73 

Wanted Affection .80 

Source: Schultz, 1978. 

Personal Orientation Inventory 

The tendency to deal with emotions through eating rather 

than through more adaptive behaviors could result in an 

inappropriate intake of food with resultant difficulty in 

weight loss maintenance (Leon & Chamberlain, 1973; Leon & 

Rosenthal, 1984). Some research findings indicate that 

individuals who have not successfully maintained weight loss 

usually have not successfully resolved emotional issues 

{Adralan & Montero, 1987). Kaplan and Kaplan (1957) purport 

that obese individuals show a history of disturbed family 

origins and relationships. In light of these issues, the 
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Time Competence Scale of the POI was utilized to determine 

differences in the ability to resolve past emotional issues 

between maintainers and non-maintainers of weight loss. 

The POI represents an effort to assess a number of 

variables involved in sound personal functioning based on 

Maslow's "self-actualization." Most instruments which 

measure the personality realm center around concepts of 

psychopathology, while the POI focuses more directly on 

components of sound functioning (Buros, 1972). 

The POI is a self-report, two-choice test containing 

bipolar pairs of statements of comparative values and 

behavioral judgments. It measures values and behaviors 

important in the development of the actualizing person (one 

who is fully functioning and who lives an enriched life). 

This study utilized the time competence ratio subscale score, 

which is a 23-item scale designed to assess the tendency of 

the person to live primarily in the present free of hangups 

over past events and future uncertainties. 

Test-retest reliability correlations demonstrate a 

reliability coefficient range from a moderate .55 to a good 

.85. The content validity of the scales of the POI is 

good; however, Bloxom (1972b) suggests results could be 

strengthened by the report of a K-R 20 coefficient. Tosi and 

Lindamood (1978) contend that the POI should be regarded as a 
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research instrument. The test-retest reliability of the Time 

Competence subscale of the POI is .71 (Shostrom, 1974). 

Budner Scale for Tolerance-Intolerance of Ambiguity 

There is no research literature directly supporting a 

rationale for the use of the Budner Scale for Tolerance-

Intolerance of Ambiguity; however, the complex etiology of 

obesity and maintenance of weight loss provides latitude for 

research into many possible psychological issues. Since 

emotions and feelings are not concrete but rather abstract 

concepts, the handling of such through eating rather than a 

more productive manner could be attributed in part to the 

individual's inability to deal constructively with ambiguous 

situations and constructs. Overweight and overeating are 

certainly concrete, visual, and non-ambiguous entities. 

If "feeling in control" is of importance to an 

individual, it seems 1ikely that a low tolerance for 

ambiguity would exacerbate such an emotional need. In light 

of the need for self-control and self-responsibility in 

effective maintenance, tolerance of ambiguity might play a 

role in weight management. 

The Budner Scale for Tolerance-Intolerance of Ambiguity 

(Appendix F} is a 16-item scale designed to measure tolerance 

and intolerance of ambiguity. Each item of the scale was 

designed to tap a particular mode of response to a particular 

type of ambiguous situation. 
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Budner (1962) defined intolerance of ambiguity as the 

tendency to perceive ambiguous situations {those which cannot 

be adequately structured or categorized by the individual 

because of lack of sufficient cues) as sources of threat. 

Three ambiguous situations are identified in the test: a 

completely new situation in which there are no familiar cues; 

a complex situation in which there are a great number of cues 

to be taken into account; and a contradictory situation in 

which different elements or cues suggest different 

structures. Test items reflect these categories. 

This Likert-type scale instrument has a reliability 

range of .25 to .79 with a mean reliability of .49 computed 

by means of Cronback's alpha formula. Since these 

reliability coefficients compare unfavorably with those 

usually reported, Budner (1962) cites several contributory 

factors. First, the ambiguity scale is virtually free from 

artifacts such as acquiescence and social desirability which, 

because they are consistent, tend to maximize reliability 

estimates. Secondly, the nature of the concept itself (a 

complex, multidimensional construct) is unlike similar 

constructs. It is generally true that the more complex the 

construct and the more complex the measure, the lower the 

reliability will be. Finally, utilization of the alpha 

rather than the split-half coefficient, which tends to 

overestimate the reliability figure, was contributory. 
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The criterion-oriented validity was measured by 

comparison to other measures of tolerance-intolerance of 

ambiguity (Coulter scale, the Walk scale, and the Princeton 

scale). Measurement intercorrelated at a high enough level 

to suggest that items are tapping a common dimension— 

tolerance of ambiguity (Budner, 1962). 

Validity was also tested by individual raters. Four 

judges including a clinical psychologist rated short 

autobiographies. High school students were involved in peer 

evaluation. Correlations between the judgments of 

autobiographical material and peer-ratings and the ambiguity 

scale were .48 and .34, respectively (Budner, 1962). 

Description and Selection of Subjects 

The population for this study was obese individuals who 

attended a medically supervised low-calorie supplemented 

fasting weight reduction program (BaylorFast) (Appendix E) in 

a large metroplex hospital. 

The weight loss maintaining subjects met the following 

criteria: 

1. upon entering the weight loss program the initial 

weight measurement was at least 20 percent over ideal body 

weight based on the Metropolitan Insurance actuarial charts; 

2. they were at least 18 years of age or older; 
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3. they had attended a BaylorFast weight reduction 

program and completed the program at least through the 

fasting/refeeding phase. 

4. they had reached their medically approved weight 

goal (the BaylorFast medically approved weight goal is 

successfully achieved when a patient's weight is within 10SS 

of the goal, based on medical condition, body frame, amount 

of weight loss, and the Metropolitan Life Insurance Tables; 

5. at least one year had elapsed since the medical 

weight goal had been achieved; and 

6. they had gained no more than 20% of body weight 

based on a comparison between a staff-documented weight 

measurement at the termination of the program and the self-

report weight recorded on the subject questionnaire (Appendix 

C) . 

The weight loss non-maintaining subjects met the 

following criteria: 

1. upon entering the weight loss program, the initial 

weight measurement was at least 20% over ideal body weight 

based on the Metropolitan Insurance actuarial charts; 

2. they were at least 18 years of age or older; 

3. attended a BaylorFast weight reduction program and 

completed the program at least through the fasting/ refeeding 

phase; 
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4. they had reached their medically approved weight 

goal (the BaylorFast medically approved weight goal is 

successfully achieved when the patient's weight is within 10& 

of the goal, (based on medical condition, body frame, amount 

of weight loss, and the Metropolitan Life Insurance Tables); 

5. at least one year had elapsed since the medical 

weight goal had been achieved; and 

6. they had regained more than 20% of body weight based 

on a comparison between a staff-documented weight measurement 

at the termination of the program and the self-report weight 

recorded on the subject questionnaire (Appendix C). 

Subjects were selected from a pool of approximately 1500 

medical records of individuals who participated in the 

BaylorFast weight loss program. All subjects who met the 

stated criteria were included in the study. Fifteen subjects 

who participated in a formal weight reduction 

program after completion of the BaylorFast program were not 

included in this research. 

Collection of Data 

The 253 subjects who met the study criteria received 

communication by mail. Subjects were assured of the 

confidential nature of the test responses, and were told that 

the information would be scored and processed anonymously and 

pooled into a large group of information (Appendix A). Data 

were collected in November and December of 1988, and January 
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and February of 1989. A numbered envelope containing a cover 

letter {Appendix A) with BaylorFast approval, consent form 

(Appendix B), demographic data sheet (Appendix C), and the 

four measurement instruments was mailed to subjects' homes. 

The subjects' numbers were coordinated with their names, 

addresses, and telephone numbers only for the purpose of 

follow-up contact. 

The instruments were self-administered and required 

approximately an hour to administer. Subjects were requested 

to report a self-measured weight on the demographic 

questionnaire (Appendix C). To enhance data validity, 

subjects were requested to test scale accuracy by weighing a 

five-pound bag of sugar/flour/and so on and make appropriate 

adjustments. Subjects were requested to duplicate weight 

measurement conditions at BaylorFast as much as possible by 

weighing without shoes and at the same time of day. 

Precedent for utilization of self-report weights in 

research has been demonstrated in a follow-up study of 

massively obese subjects (Katahn, Pleas, Thackrey, & 

Wallston, 1982). Research supports the accuracy of using 

self-report weights in weight loss studies. Correlation 

coefficients between reported and measured weights revealed 

the lowest value to be 0.96 in the studies of Charney, 

Goodman, McBride, et al. (1976) and Coates, Jeffery, and Wing 

(1978). The highest coefficient values between self-report 
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and actual weight were reported to be 0.98 in separate 

studies by Perry and Leonard (1963) and Wing, Epstein, Ossip, 

and LaPorte (1979). According to Stunkard and Albaum (1981), 

the evidence that self-reported weight is so accurate among 

Americans indicates "that it may be possible to carry out 

valid studies of weight status by questionnaire" (p. 1599). 

The subjects were instructed to place the completed 

forms back into the pre-stamped/pre-addressed envelope and to 

mail the material back to the primary researcher. Subjects 

who did not return research packets within a period of one 

week were mailed a reminder card (Appendix D). Immediately 

after Thanksgiving, non-responding subjects who could be 

reached by telephone were contacted in order to answer 

questions and encourage participation in the research. Due 

to the busy holiday season, another reminder card (Appendix 

D) was mailed just prior to Christmas Day to subjects who had 

not returned research packets. 

Treatment of Data 

In order to determine significant differences between 

groups, a jt test was performed on the data relating to the 

maintaining and non-maintaining groups. An analysis of 

variance was performed on the data related to the 

maintaining, non-maintaining, therapy maintaining and therapy 

non-maintaining groups on all nine research questions. An 

intercorrelation matrix for all variables was completed. A 
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.05 level of confidence was established as the criterion for 

determining statistically significant differences between 

sample groups. 



CHAPTER 3 

RESULTS AND DISCUSSION 

The purpose of this chapter is to present demographic 

data, descriptive data, results of the data analysis 

concerning each research question, a discussion of the 

results, and recommendations. 

Demographic Data 

Sixty-three subjects who met the original qualifying 

criterion participated in the study. Thirty of the subjects 

maintained weight loss within 203$ of their approved medical 

weight goal at least one year after reaching medical goal 

weight. Those who did not maintain weight loss included 33 

subjects. 

In the original research design, subjects participating 

in psychotherapy during or prior to the weight loss program 

were to be eliminated from the maintaining and non-

maintaining weight loss groups. Since a large number of 

psychotherapy subjects responded in the study, however, two 

additional groups (psychotherapy maintainers, N=14, and 

psychotherapy non-maintainers, N=ll) were included in the 

study in order to utilize all of the important data accrued 

from this study. Data related to these subjects are 
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discussed separately from the original sample of maintainers 

and non-maintainers. 

The very nature of the weight loss program could have 

been contributory to the unexpectedly high number of 

psychotherapy subjects. Fasting by means of cessation of all 

solid food intake and gaining nutrition only through liquid 

supplement is a relatively extreme approach to weight loss 

which is not normally utilized by the casual dieter. It 

seems reasonable that many prior methods of weight loss which 

would include psychotherapy would be attempted prior to 

participation in BaylorFast, thus possibly explaining why a 

high percentage of BaylorFast patients participated in prior 

psychotherapy. 

One hundred and four subjects completed research packets 

showing a 413s return on the 253 original packets mailed to 

subjects. Fifteen responding subjects who participated in 

another weight reduction program after completion of 

BaylorFast were eliminated from the study. After telephone 

dialogue, one subject refused to reveal current weight 

measurement and to sign a consent form even though all 

measurement instruments were completed, resulting in 

elimination of this subject. After eliminating these 16 

completed research packets, the total subject population, 

which included the psychotherapy maintainers and 

psychotherapy non-maintainers, consisted of 88 subjects. 
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The age of the subjects ranged from 21-68 years and 

formed a normally distributed curve. The maintaining group 

included 39$ 20-29 year olds, 23% 30-39 year olds, 31% 40-49 

year olds, 21% 50-60 year olds, and 10% over sixty years old. 

The non-maintaining group consisted of 6% 20-29 year olds, 

22% 30-39 year olds, 34% 40-49 year olds, 25% 50-60 year 

olds, and 1385 over sixty years old. The psychotherapy 

maintaining group included 3695 30-39 year olds, 2135 40-49 

year olds, 21% 50-60 year olds, and 21% over 60 years of age. 

The psychotherapy non-maintaining group consisted of 9% 20-29 

year olds, 1895 30-39 year olds, 3695 40-49 year olds, and 3695 

50-60 year olds. Seventy-one percent of the total sample was 

over 40 years of age. 

Table 3 presents data related to the length of time that 

had transpired since medical goal weight was achieved by the 

maintainer group and the non-maintainer group and the time of 

this study. 

Maintainers of weight loss tended to have a slightly 

shorter period of time elapsing since attaining medical goal 

weight than did non-maintainers. Fifty-seven percent of 

maintainers and 68% of non-maintainers reached goal weight 

1.5 to 2.5 years prior to this present research. 
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Table 3 

Duration of Time Since Goal Weight Achievement for 

Maintainers and Non-Maintainers 

Sample Duration Since Weight Goal Achievement 
Group 

over 
1-1.5 yrs. 1.5-2 yrs. 2-2.5 yrs 2.5-3 yrs. 3-yrs 

maint. 8 13 6 2 1 

non-maint. 0 8 18 5 2 

therapy 
maint. 8 4 2 0 0 

therapy 
non-
maint . 4 1 3 2 1 

In order to more completely describe the nature of the 

subjects in this sample, data relating to marital status and 

onset of obesity for each of the four sample groups were 

acquired from the demographic questionnaire completed by each 

subject. The all-female sample consisted of 63 married 

women, 14 single women, 7 divorced women, and 3 widowed 

women. Distribution of marital status was similar for each 

of the four sample groups. Married subjects comprised 72.4 

percent of the total sample. 
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Table 4 shows a comparison of the number of subjects in 

each of the age categories of onset of obesity for the four 

sample groups. 

Table 4 

Age Comparison of Onset of Obesity and Sample Groups 

Onset of Therapy Therapy 
Obesity Maintain Non-maintain Maintain Non-maintain 

Preschool 2 6 1 1 

Elementary 12 6 3 1 

High School 3 2 3 3 

Adult 13 19 6 5 

Fifty percent of the total sample experienced the onset 

of obesity during adulthood. The time of obesity onset for 

the remaining sample was 12% at preschool age, 25% at 

elementary school age, and 13* at high school age. Three 

times as many non-maintainers without psychotherapy 

experienced the onset of obesity during preschool years as 

compared to maintainers of weight loss without psychotherapy. 

Since existing research (Gormally & Rardin, 1981; McMinn 

& Katahn, 1986; Stunkard, 1980) correlates regular exercise 

with increased weight loss and maintenance, an item on the 

demographic questionnaire addressed this issue in order to 
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identify how the sample of this study would compare. Table 5 

displays a comparison of subjects who engaged in regular 

exercise and subjects who did not exercise regularly. 

Regular exercise was defined as participation in some form of 

physical activity at least three times a week. 

Table 5 

Comparison of Regular Exercise and Sample Groups 

exercise Therapy Therapy 
regularly Maintain Non-maintain Maintain Non-maintain 

yes 23 11 10 6 

no 7 22 3 5 

Seventy-six percent of the subjects in the two weight 

maintaining groups (with and without psychotherapy) regularly 

exercised, while only 39& of the non-maintaining group and 

the therapy non-maintaining group engaged in routine 

exercise. These results support existing literature which 

identifies the importance of exercise as an aspect of weight 

loss and maintenance (Gormally & Rardin, 1981; McMinn & 

Katahn, 1986; Stunkard, 1980). 

To summarize the vital data describing the nature of the 

sample, the 88 subjects of this research were categorized 

into four subgroups (maintainers, non-maintainers, 
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psychotherapy maintainers, and psychotherapy non-

maintainers). The sample was exclusively female in which 12% 

of the subjects were married. Seventy-one percent of 

subjects were over forty years of age with 50% of the total 

sample reporting onset of obesity in adulthood. 

Results 

The first step in statistical analysis was to examine 

the descriptive statistics. Table 6 contains the means and 

standard deviations for the four sample groups. The non-

maintaining group somatization mean score (9.0) was larger 

than that of the maintainers (4.3), therapy maintainers 

(5.0), and therapy non-maintainers (5.3), thus suggesting a 

possible increase in somatic issues for non-psychotherapy 

persons unable to maintain weight loss. On the depression 

dimension of the SCL-90-R, mean scores for both maintaining 

groups (maintainers and psychotherapy maintainers) were lower 

than mean scores for the non-maintaining groups. Those 

subjects who did not maintain weight loss (with psychotherapy 

and without psychotherapy) appeared to experience more 

depression than did maintainers of weight loss (with 

psychotherapy and without psychotherapy). 
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Table 6 

Means and Standard Deviations of Instrument Scales by 

Therapy Therapy 
Maintain Non-maintain Maintain Non-Maintain 

Scale 
M SD M SD M SD M SD 

SCL-90-R 
Somat. 

4.3 4.5 9.0 8.4 5.0 3.5 5.3 4.0 

SCL-90-R 
Obsess. 

6.0 5.0 8.2 7.0 6.7 5.8 7.4 4.0 

SCL-90-R 
Int. Sensi. 

5.9 6.9 7.8 7.0 5.8 5.0 7.1 5.9 

SCL-90-R 
Depress. 

9.2 8.7 13.6 10.3 7.7 4.8 14.0 8.9 

SCL-90-R 
Anxiety 

4.5 6.5 5.6 5.2 3.3 2.2 2.9 3.0 

SCL-90-R 
Hostili. 

2 . 2 2 . 1 2 . 6 2 . 8 1 . 0 1 . 6 1 . 8 2 . 4 

P0I Time 
Comp. 

15.9 2.9 14.6 3.5 17.0 2.4 16.4 1.9 

FIR0-B 
Soc.Ind. 

29.5 15.9 18.8 15.8 29.8 18.4 21.6 17.8 

Budner 
Toler, 

56.8 9.0 56.4 11.9 52.8 11.5 56.4 9.0 
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Results Related to the Research Questions 

To examine the research questions, the next step in 

the statistical procedure was to determine whether 

differences existed between maintainers (N=30) and non-

maintainers (N=33). A t test was performed on the mean 

scores (Table 6) for these two sample groups. 

The results of the t test for maintaining and non-

maintaining weight loss groups are presented in Table 7, 
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Table 7 

Probability and t Test Comparison between Maintain and Non-

Maintain Weight Loss Groups 

Maintain Non-Maintain 
Scale M SD M SD jt-Value Probability 

SCL-90-R 

Somat. 4.3 4.5 9.0 8.4 -2.71 0.009 

SCL-90-R 
Obsess. 6.0 5.1 8.2 7.0 -1.42 0.16 

SCL-90-R 
Intp. 

Sensi 5.9 6.9 7.8 7.1 -1.08 0.28 

SCL-90-R 

Depress. 9.2 8.7 13.6 10.4 -1.81 0.07 

SCL-90-R 

Anxiety 4.6 6.5 5.7 5.3 -.74 0.46 

SCL-90-R 
Hostility 2.2 2.1 2.6 2.8 -.64 0.53 
POI 
Time 
Competen. 15.9 2.9 14.6 3.5 1.55 0.13 
FIRO-B 
Social 

Index 20.3 6.8 20.7 9.5 -.22 0.83 

Budner 
Tolerance 56.8 9.0 56.4 11.9 .15 0.88 

In order to identify significant differences between the 

four sample groups on the nine research questions, an 

analysis of variance was performed on the mean scores (Table 
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6) for maintainers (N=30), non-maintainers (N=33), therapy 

maintainers (N=14), and therapy non-maintainers (N=ll). 

Table 8 presents the adjusted mean scores for each dimension 

for the maintainer group, non-maintainer group, therapy 

maintainer group, and therapy non-maintainer group when 

analysis of variance was performed. 
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Table 8 

Analysis of Variance Mean Scores for Maintainers, Non-

Maintainers , Therapy Maintainers, and Therapy 

Non-Maintainers 

Scale Maintain Non-maintain 
Therapy 
Maintain 

Therapy 
Non-maintain 

SCL-90-R 
Somatic 4.3 9.0 5.0 5.3 

SCL-90-R 
Obsess. 6.0 8.2 6.8 7 . 5 

SCL-90-R 
Int. Sensi. 5.9 7.8 5.8 7 .1 

SCL-90-R 
Depression 9.2 13.6 7.8 14.0 

SCL-90-R 
Anxiety 4.6 5.7 3.3 2.9 

SCL-90-R 
Hostility 2 . 2 2.6 1 .1 1.8 

POI 
Time Comp. 15.9 14.6 17. 1 16.5 

FIRO-B 
Social Index 20.3 20.8 27.1 18.4 

Budner 
Tolerance 56.8 56.4 52.9 56.4 

Results of the analysis of variance on the four sample 

groups are provided in Table 9. An F ratio and probability 

factor for each of the research questions was established. 
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Table 9 

Analysis of Variance For Instrument Subscales For 

Maintainers, Non-Maintainers. Therapy Maintainers, and 

Therapy Non-Maintainers. 

Dependant 
Variable Sum of Squares Mean Square F Ratio rob, 

SCL-90-R 
Somatic 394 .13 131.38 3.42 0.02 

SCL-90-R 
Obsessive 79.79 

SGL-90-R 
Interpersonal 
Sensitivity 71.91 

SCL-90-R 

Depression 549.93 

SCL-90-R 

Anxiety 90.72 

SCL-90-R 

Hostility 23.11 
POI 
Time 

Competence 71.10 

FIRO-B 
Social Index 612.47 

26.60 

23.97 

183.31 

30. 24 

7. 70 

23. 70 

204.16 

0.77 0.50 

0.54 0.57 

2.26 0.09 

1.10 0.35 

1.32 0.27 

2.64 0.05 

3.21 0.03 

Budner 
Tolerance 166.50 55.50 0.50 0.60 
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Research Question I 

Research question number one was: Are there any 

significant somatic differences between maintainers and non-

maintainers of weight loss? 

There was a significant difference (f> < .009, Table 7) 

between the mean scores of the maintainers group and non-

maintainers group on the somatization dimension of the 

SCL-90-R. Those subjects unable to maintain weight loss 

scored significantly higher on the somatization scale, 

indicating greater distress stemming from perception of 

bodily dysfunction. The somatization dimension on the 

SCL-90-R measures such distress based on subject complaints 

which focus on cardiovascular, gastrointestinal, respiratory, 

and other systems with strong autonomic mediation as well as 

somatic equivalents of anxiety (headaches, pain, discomfort 

of the gross musculature). These symptoms and signs have all 

been demonstrated to have a high prevalence in disorders 

which demonstrate functional etiology although such 

symptomology may also be reflected in a true physical disease 

(Derogatis, 1983). Whether perceived or actual, non-

maintainers of weight loss have more difficulties with their 

physical bodies. 

There was a significant difference (£ <.02, Table 

7) among the mean scores of the maintainer group, non-

maintainer group, therapy maintainer group, and therapy non-
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maintainer group on the somatization dimension of the SCL-90-

R. In Table 8 the non-maintainers' group mean somatic score 

(9.0) was significantly higher than the mean somatic scores 

of the maintainer group (4.3), the therapy maintainer group 

(5.0) and the therapy non-maintainer group (5.3). Non-

maintainers of weight loss experienced more difficulties with 

somatic issues than any of the other subjects. 

Research Question II 

Research question number two was: Are there any 

significant differences in obsessive-compulsive attitudes 

between maintainers and non-maintainers of weight loss? 

There was no significant difference in obsessive-compulsive 

attitudes on the Jt test results (Table 5) between maintainers 

and non-maintainers of weight loss. An analysis of variance 

(Table 7) among the maintainers, non-maintainers, therapy 

maintainers, and therapy non-maintainers did not indicate a 

significant difference in obsessive-compulsive attitudes. 

Research Question III 

Research question number three was: Are there any 

significant differences in interpersonal sensitivity among 

maintainers and non-maintainers of weight loss? There was no 

statistical difference in interpersonal sensitivity between 

any of the sample groups on the t test results (Table 7) or 

the analysis of variance results (Table 9). 
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Research Question IV 

Research question number four was: Are there any 

significant differences in depression between maintainers and 

non-maintainers of weight loss? 

The non-maintainer group achieved a higher mean score on 

the depression dimension of the SCL-90-R than did the weight 

loss maintainer group. Higher scores on this dimension 

indicate more difficulty with symptoms of withdrawal of life 

interest, lack of motivation, loss of vital energy, and 

feelings of hopelessness. Although the mean score for 

depression in the non-maintainer group (13.6) was more 

extreme than the score of the maintainer group (9.2), the 

difference was not enough to be statistically significant 

(p < .07, Table 7). 

There were sizable differences between the mean 

depression scores of the two maintaining groups (without 

psychotherapy and with psychotherapy) and the two non-

maintaining groups (without psychotherapy and with 

psychotherapy). While not statistically significant 

(2 < .09, Table 9), the mean score for the non-maintainer 

group (13.6) was higher than for the maintainer group (9.2). 

The mean score for the therapy non-maintainers (14.0) was 

twice as high as for the therapy maintainers (7.8, Table 8). 

Regardless of involvement with psychotherapy, non-maintainers 
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experienced more depression than did maintainers of weight 

loss. 

Research Question V 

Research question number five was: Are there any 

significant differences in anxiety levels between maintainers 

and non-maintainers? 

While it test results were not statistically significant 

(]3 < .35, Table 9) on the anxiety dimension of the SCL-90-R, 

there were interesting differences among the four sample 

groups. Mean anxiety scores for the maintainers (4.6) and 

the non-maintainers (5.7, Table 8) never involved in 

psychotherapy were higher than mean anxiety scores for those 

subjects who had participated in psychotherapy (therapy 

maintainers, 3.3 and therapy non-maintainers, 2.9, Table 8). 

Subjects who experienced psychotherapy reported fewer 

symptoms of clinical anxiety. 

Research Question VI 

Research question number six was: Are there any 

significant differences in hostility between maintainers and 

non-maintainers of weight loss? 

There was no significant difference in hostility on the 

t test results (Table 7) between maintainers and non-

maintainers of weight loss. An analysis of variance (Table 

9) among the maintainers, non-maintainers, therapy 
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maintainers, and therapy non-maintainers did not indicate a 

significant difference in hostility among groups. 

Research Question VII 

Research question number seven was: Are there any 

significant differences in ability to resolve past emotional 

issues between maintainers and non-maintainers of weight 

loss? 

While there was no significant difference in ability to 

resolve past emotional issues on the t test (Table 7) between 

maintainers and non-maintainers, there was a significant 

difference among the four sample groups on the time 

competence dimension (jd < .05, Table 9). The mean time 

competence score for the non-maintaining group (14.6) was 

significantly lower than the mean score for the maintainers 

(15.9), the therapy maintainers (17.1), and the therapy non-

maintainers (16.5, Table 8). 

In comparing the sample groups with norm populations, 

the non-maintaining group scored slightly higher than the 

norm mean for hospitalized psychiatric patients (13.4) while 

the other three sample groups compared most closely with the 

norm mean of supervisors (17.2) and student nurses (16.9) 

(Shostrom, 1966). 

The maintainers of weight loss and those subjects who 

participated in psychotherapy (both maintainers and non-

maintainers) were more time competent than the non-
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maintainers without psychotherapy. According to Shostrom 

(1966), time competent individuals tend to live more fully in 

the here and now. They are able to tie the past and future to 

the present in a meaningful continuity. These persons are 

less burdened by guilts, regrets, and resentments from the 

past, thus indicating a more constructive resolution of past 

emotional issues. They have an apparent faith in the future 

without rigid or over idealistic goals. Non-maintainers of 

weight loss without psychotherapy are less able to simulate 

such characteristics in their lives. 

Research Question VIII 

Research question number eight was: Are there any 

significant differences in social interpersonal relationships 

between maintainers and non-maintainers of weight loss? 

There was no significant difference in social 

interpersonal relationships on the t: test results (Table 7) 

between maintainers and non-maintainers of weight loss. An 

analysis of variance indicated a significant difference 

(JD < .03, Table 9) among the four sample groups on the social 

index dimension measured by the FIRO-B. The mean social 

index score for the therapy maintainer group (27.1) was 

significantly higher than the mean social index scores for 

the maintainer group (20.3), the non-maintainer group (20.8), 

and the therapy non-maintainer group (18.4, Table 8). When 

compared to the norm mean of school teachers (24.8) (Schultz, 
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1978}, the therapy maintainers of weight loss scored higher 

than the norms. 

The mean social score for the therapy maintainers group 

was higher than the mean social scores of the other three 

groups. Interpretation of these scores required an analysis 

of the subscales which comprise the social index. Data were 

interpreted based on scale ranges reported in the FIRO-B test 

manual (Schultz, 1978): High (7,8,9), Medium (3,4,5,6), and 

Low (0,1,2). 

Table 10 describes the group mean scores for each sample 

group for each of the six subscales (expressed inclusion, 

wanted inclusion, expressed control, wanted control, 

expressed affection, and wanted affection) of the social 

index of the FIRO-B. 

On the expressed and wanted inclusion subscales 

(Table 10), the therapy maintaining group mean score was 

higher than the mean scores of the other sample groups. 
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Table 10 

Group Means for the Social Index Subscales of the FIRO-B 

Therapy Therapy 
Subscale Maintain Non-maintain Maintain Non-Maintain 

Exp. Incl. 3.3 3.7 4.5 3.4 
Want Incl. 3.0 2 . 5 4.9 2 . 1 

Exp. Control 2 . 1 2.3 3.8 2.0 
Want Control 2.9 3.6 4.0 3.1 

Exp. Affection 3.3 3.6 4.2 3.4 
Want Affection 5.8 5.0 5.7 4.4 

Based on the FIRO-B manual (Schultz, 1978) interpretations 

and Waterman's Client's Guide to the FIRO-B (1987), the 

therapy maintaining group mean scores are indicative of 

persons who prefer both time alone and time to be with social 

groups. These individuals adapt readily to social demands 

and are socially flexible. They can be high, moderate, or 

low participators in a group without feeling anxious. These 

individuals do not experience confusion of identity from 

being enmeshed in relationships. 

Inclusion mean scores (expressed and wanted, Table 10) 

for the maintainers, non-maintainers, and therapy non-

maintainers represented scores which placed all three groups 

within the same interpretive category. These three groups 

are characterized by persons who do not prefer frequent 
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contact with others. While they are able to associate with 

others, these subjects tend to be selective about people with 

whom time is spent. They enjoy small groups over large 

groups (Waterman, 1987). 

On the expressed and wanted control subscales (Table 

10), the group mean score of the therapy maintainers group 

was higher than the mean scores of the other three sample 

groups. Individuals with similar mean scores to the therapy 

maintainers group tend to feel comfortable giving/taking or 

not giving/taking orders. They are able to assume 

responsibility without support of others; however, shared 

decisions are more enjoyable. These persons tend not to be 

preoccupied with fears of personal helplessness, stupidity, 

or incompetence. They have no problem with power and control 

(Schultz, 1978; Waterman, 1987). 

Expressed and wanted control mean scores (Table 10) for 

the maintainer, non-maintainer, and therapy non-maintainer 

groups represented scores which placed all three groups 

within the same interpretive category characterized by 

individuals who tend to abdicate power and responsibility in 

interpersonal behavior. These persons do not want 

responsibility for being in control, nor do they want others 

to make decisions for them either. Such individuals tend to 

gravitate to subordinate positions and avoid situations where 

they feel helpless. It is not uncommon for them to 
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experience feelings of incompetence, anxiety, and hostility 

{expressed as passive resistance) (Schultz, 1978; Waterman, 

1987). 

Research Question IX 

Research question number nine was: Are there any 

significant differences in ability to tolerate ambiguity 

between maintainers and non-maintainers of weight loss? 

There was no significant difference in ability to 

tolerate ambiguity on the t test results (Table 7) between 

maintainers and non-maintainers of weight loss, nor did a 

significant difference (jg < .60, Table 7) exist among the 

mean scores of the maintainer, non-maintainer, therapy 

maintainer, and therapy non-maintainer groups in ability to 

tolerate ambiguity. 

Although difficulty with overeating was not a research 

question, there was a significant difference (g < .001, Table 

5) in the overeating mean scores of the maintainer group and 

non-maintainer group. Non-maintainers of weight loss had 

significantly more difficulty in controlling overeating 

habits than did the maintainers of weight loss. There was 

also a significant difference (f> < .001, Table 9) in the 

overeating mean scores of the maintainer group, non-

maintainer group, therapy maintainer group, and 

therapy non-maintainer group. Non-maintainers (therapy and 

no therapy) had difficulty in controlling overeating habits, 
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while maintainers (therapy and no therapy) experienced less 

difficulty. 

Overeating is not a dimension on the SCL-90-R nor is it 

included in any of the subscale dimensions. As such, 

overeating is a single line item with only 1-4 choices. 

Interpretation of significance must be done with caution in 

light of these limitations. Such data, however, indicate 

strong evidence for more in-depth research in this area. 

The final step in statistical analysis was to develop an 

intercorrelation matrix for all variables. Results of the 

intercorrelation matrix are presented in Table 11. 

The scores on the scales of the SCL-90-R (scales 1-7) 

were highly correlated (Table 11). The Time Competence, 

Social Index, and the Budner Tolerance scales were not 

strongly correlated with each other; however, they 

consistently showed a negative correlation with the SCL-90-R 

items. Higher scores on the SCL-90-R items (Table 11) were 

linked with lower scores on the Time Competence, Social 

Index, and the Budner Tolerance scales, although this was not 

a strong relationship. 
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Table 11 

Intercorrelation Matrix for Instrument Scales 

Scales 1 2 3 4 5 6 7 8 9 

SCL-90-R 
1. Somati-

zation 

SCL-90-R 
2. Obses-

sive .65* 

SCL-90-R 
3. Interp. 

Sensit. .49* .64* 

SCL-90-R 
4. Depress. .59* .76* .81* 

SCL-90-R 
5. Anxiety .63* .67* .61* .71* 

SGL-90-R 
6. Hostil. .52* .39* .47* .62* .54* 

POI 
Time 

7. Compt. -.31* -.31* -.39* -.44* -.41* -.29* 

FIRO-B 
Social 

8. Index -.17 -.07 -.19 -.25* -.18 -.13 -.01 

Budner 
9. Toler. -.07 -.02 -.08 -.05 -.01 -.02 -.01 -.04 

* E < -05-

The Social Index of the FIRO-B and the Budner Scale For 

Tolerance/Intolerance of Ambiguity were not strongly linked 
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with other research dimensions. The social index 

was significantly associated (Table 11) with only one other 

dimension (Depression). The Budner Scale for Tolerance/ 

Intolerance of Ambiguity was not significantly correlated 

with any of the other dimensions in this study. Clearly, if 

tolerance of ambiguity were to be researched in a similar 

future study, another instrument more closely related to 

other research dimensions would be advisable?. 

Discussion of Results 

Interpretations of the results of this study should be 

formulated in conjunction with a thorough understanding of 

the implications of the demographic data of this sample. 

Since a high percentage of subjects were over 40 years of 

age, these subjects are likely to have been reared with a 

different mind set than are women in younger generations. 

While the concept of thin has been popular in our society for 

many years, obsession with thinness has occurred in more 

recent generations. Earlier generations valued a more stout 

physique as a sign of health and ability to withstand the 

rigors of physical work and child care (Nash, 1987). 

With 62% of the sample experiencing onset of obesity 

during adulthood, it could be assumed that differences exist 

between these subjects and those who experienced obesity 

onset much earlier in life. Since the open ridicule of obese 

individuals by peers seems to be more predominant during 
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childhood and adolescence, such emotionally destructive 

experiences were not likely shared by subjects with adulthood 

obesity only. Although subjects with adulthood obesity onset 

may have suffered rejection in varying forms, those with 

early obesity onset likely experienced overt and covert 

rejection due to their obesity. 

While obese adults experience covert rejection due to 

their obesity, overt reactions by others to adulthood obesity 

seem to be less hostile. Effects of rejection on children 

during the development of self-esteem could be more traumatic 

than those effects on adults whose self-concept is more 

established. 

It is likely that those with a later onset of obesity 

have experienced less failure in attempts at: weight loss. 

Those with early onset of obesity are more likely to have had 

a long history of weight loss and regain—another source 

contributory to a damaged self-esteem. 

The dimension of somatization on the SCL-90-R was 

statistically significant, indicating that the non-

maintainers of weight loss had higher scores than the 

maintainers, therapy maintainers, and therapy non-

maintainers. Non-maintainers clearly expressed more 

concern focusing on cardiovascular, gastrointestinal, and 

respiratory complaints as well as somatic equivalents of 

anxiety (headaches, pain, discomfort of the gross 
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musculature). Since 70% of the sample was over the age of 

40, it might be hypothesized that these individuals are more 

prone to physiological pains related to the natural aging 

process. Data in this study do not support such an 

explanation for somatic differences between maintainers and 

non-maintainers of weight loss. The non-maintaining group 

and the maintaining group contain nearly an equal number of 

subjects over the age of 40. Although non-maintainers 

expressed more somatic problems, this group did not have a 

higher number of subjects over 40 years old. A review of the 

somatic scores of those subjects in the maintaining group and 

the non-maintaining group under 20 years of age indicated 

that the non-maintaining 20 year olds scored higher overall 

than did those 20 year olds who maintained weight loss. It 

appears that age is not a major determinant in explaining 

somatic differences between maintainers and non-maintainers 

of weight loss. 

Another possible hypothesis for somatic differences 

between maintainers and non-maintainers centers on the use of 

somatization as an excuse for weight regain by non-

maintainers. When an individual suffers the pain and 

discomfort resultant from these "uncontrollable" 

physiological maladies, controlling eating patterns and 

participating in exercise would not be expected. Such 

reasoning could provide a rationale for regaining weight with 
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an etiology that is perceived by the individual to be outside 

his or her control. Such a hypothesis enables the non-

maintainer to abdicate responsibility for maintenance to a 

source beyond his or her control. Ramsey (1987) suggested 

that many who lose weight will regain it when confronted by 

situations they are unable to control. Somatization could be 

one of those uncontrollable situations. 

It could be hypothesized that maintainers of weight loss 

may not require an excuse because maintainers take more 

control over maintenance factors resulting in weight 

maintenance. This premise is supported by the findings of 

Gough (1952) and Hartz, Kalkhoff, Rimm, and McCall (1979). 

Weight maintainers tend to show a ready willingness to accept 

the consequences of personal behavior and factors relating to 

weight maintenance; thus, weight loss maintainers have no 

need for an excuse beyond their control. 

Due to the exploratory nature of this research, data 

results reveal many areas requiring more in-depth research. 

A striking number of physiological symptoms (dizziness, 

nausea, tingling sensation, and feeling weak) measured by the 

somatization dimension of the SCL-90-R are also symptoms 

which might be accrued in physiological reaction to the 

fasting phase in the BaylorFast program. Before entering the 

BaylorFast program, patients are cautioned to expect these 

possible physiological side effects. It is conceivable that 
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non-maintainers of weight loss could be more susceptible to 

the power of suggestion, resulting in these symptoms becoming 

somatic. 

Due to several deaths associated with early years of 

low-protein diets (Lazarus et al., 1984), considerable 

medical research on the physiological safety of low-protein 

diets does exist (Wadden, Stunkard, & Browell, 1983). 

Medical research has also identified the possible non-

threatening physiological side affects of a low-protein fast. 

Additional research might determine the possibility of these 

physiological side effects persisting months after the fast. 

Differences between the perceived roles of women and men 

can have an effect on personal behavior. Stereotypic roles 

of women and men might therefore influence an individual's 

response toward somat ic issues. The stereotypical role of 

females suggests that women are taught to attend more 

carefully to bodily functions and express pain more verbally, 

while men are typically taught to subdue and control pain. 

It has not been determined whether male subjects would score 

equally high as females on the somatic dimension. 

The psychotherapy maintainer group scored significantly 

higher on the social index dimension than did the 

maintainers, non-maintainers, and therapy non-maintainers. 

As interpreted in the FIRO-B manual, the social index scores 

of the therapy maintainers indicate that therapy maintainers 
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are characterized by behavior indicative of emotional balance 

and health (i.e., they adapt readily to social demands, are 

socially flexible, have no confusion of personal identity, 

are capable of both giving/taking orders, assume 

responsibility without support from others, and are not 

preoccupied with fear of personal helplessness or 

incompetence) (Schultz, 1978; Waterman, 1987). 

Social scores of the non-psychotherapy groups 

(maintainers and non-maintainers) are almost identical 

but they are significantly lower than the social score of the 

therapy maintainer group. However, social differences 

between groups cannot be explained solely on the bases of the 

benefits of psychotherapy since there was a large gap between 

the mean social scores of the therapy maintainers (27.1) and 

therapy non-maintainers (18.4) (Table 8). If psychotherapy 

were the only major factor contributory to more improved 

social interaction for the sample groups, high social scores 

would be true both for maintainers and non-maintainers who 

received psychotherapy. 

The fact that therapy non-maintainers did not score as 

high as maintainers could be the result of an emotional 

reaction to the weight regain itself. Weight regain may have 

resulted in social withdrawal, especially in the area of 

desired inclusion. Therapy non-maintainers had the lowest 

mean score on wanted inclusion (2.1) while therapy 
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maintainers were the only group which had a wanted inclusion 

mean score (4.9) higher than expressed inclusion (4.5r Table 

10). Weight maintainers (maintain group 3.0 and therapy 

maintain group 4.9) expressed more desire for inclusion than 

did non-maintainers (non-maintain group 2.5 and therapy non-

maintain 2.1, Table 10). 

The low wanted social inclusion mean scores for 

maintainers, non-maintainers, and therapy non-maintainers are 

indicative of persons who restrict the quantity of social 

interactions, relate in smaller groups, and are less socially 

adaptable. Non-maintainers (both therapy and without 

therapy) may be more self-conscious of weight regain and 

repeated failure attempts and remain in a withdrawn, more 

closed social environment. The low wanted social inclusion 

score of maintainers without therapy might be attributed to 

lack of ability to formulate a new self identity. These 

individuals may never have mastered the ability to mentally 

view themselves as thin even after weight loss had occurred. 

With the dramatically large amounts of weight lost (often 75-

100 lbs.) by these subjects, formerly obese individuals may 

have found that while other people related to their thinness 

in a new way, the weight loss subject may still mentally and 

emotionally possess an obese self-perception. Adjusting to 

new thinness and to altered interpersonal relationships 

requires an identity adjustment that therapy non-maintainers 
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may have failed to make. Mental, emotional, and bodily self-

perception may not keep pace with the rapid weight loss of 

BaylorFast for these subjects. 

Based on FIRO-B interpretations (Schultz, 1978; 

Waterman, 1987), the mean social control scores indicate that 

the maintainers, non-maintainers, and therapy non-maintainers 

tend to abdicate power and responsibility in interpersonal 

behavior, avoid situations of helplessness, and experience 

feelings of incompetence, anxiety, and hostility. Such 

characteristics for non-maintainers (both with and without 

psychotherapy) are consistent with Ardalan and Montero's 

(1987) theory on compulsive eating. When individuals become 

anxious about life's difficulties and do not channel these 

feelings into constructive ways of coping, compulsive eating 

may occur due to the over-whelming sense of helplessness and 

inadequacy. Emotional eating has been associated with poor 

treatment outcome (Leon & Chamberlain, 1973; Leon & 

Rosenthal, 1984). 

Even though non-psychotherapy maintainers possess these 

same characteristics as non-maintainers (with and without 

psychotherapy), the ability of the maintainer group to 

maintain weight loss might be due to the emotional 

exhilaration of success. While success in the area of weight 

management might breed continued success, without 

psychotherapy this success syndrome is not strong enough to 
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carry over into other emotional/social areas of the 

individual's life. 

The mean social control score for the therapy 

maintainers is indicative of persons who assume 

responsibility without support of others and are not 

preoccupied with fears of helplessness, stupidity, or 

incompetence. These characteristics coincide with the 

findings of Gough (1952) and Hartz et al. (1979) that persons 

able to lose and maintain weight show a ready willingness to 

accept the consequences of personal behavior. Others concur 

that the development of self-regulatory functions which 

enable obese individuals to identify variables influencing 

their weight and to implement corrective/self-controlling 

actions are essential to long-term weight maintenance (Beneke 

& Paulsen, 1979; Golvin & Olson, 1983; Jeffery et al., 1984; 

Kingsley & Wilson, 1977; Leon & Rosenthal, 1984). 

On the time competence dimension of the POI, the non-

maintainer group score was significantly lower than that of 

the maintainer, therapy maintainer, and therapy non-

maintainer groups. As interpreted in the POI manual 

(Shostrom, 1974), maintainers, therapy maintainers, and 

therapy non-maintainers were able to tie past and future to 

the present in a meaningful manner as well as be less 

burdened by guilts, regrets, and resentments from the past. 

Subjects in the non-maintaining group had more difficulty 
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doing so. Scott and Baroffio (1986) hypothesize that 

psychological conflict can lead to the misuse of eating as a 

means of coping. The fact that non-maintainers were more 

burdened by guilts, regrets, and resentments from the past 

might be explained as psychological conflict leading to 

unproductive eating patterns as a means of coping. 

Both therapy groups (therapy maintainers and therapy 

non-maintainers) scored higher than those subjects without 

therapy (maintainers and non-maintainers). Psychotherapy 

might be helpful in resolving past emotional conflicts that 

result in guilts, regrets, and resentments for therapy 

maintainers and therapy non-maintainers. Psychotherapy may 

have resulted in more resolution of past issues, however, the 

therapy non-maintainers did not retain weight loss. 

Psychotherapy by itself was not enough to maintain weight 

loss for the therapy non-maintainers. Existing literature 

(Greenwood, 1983; Leon & Roth, 1977; Rodin, 1982; Stunkard, 

1962; Tyson & Tyson, 1974) depicts weight maintenance as a 

complex issue best addressed through a multiplistic, 

interdisciplinary approach. 

Psychotherapy with focus on resolution of past 

emotional issues could be a vital ingredient in weight 

maintenance programs. More in-depth research is needed 

to explore the possible link between resolution of past 

issues and weight maintenance. 
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Psychotherapy and lack of psychotherapy influenced 

weight maintenance issues in this study; however, the nature 

and extent of that psychotherapy is unknown. The link 

between psychotherapy and weight maintenance indicates that 

psychotherapy might be an important dimension in the 

treatment of weight loss maintenance. Such psychotherapy 

might focus on resolution of unresolved past conflict as it 

affects intrapsychic and interpsychic functioning of present 

behavior. Although psychoanalytic therapy by itself did not 

prove significantly productive with weight loss issues in 

previous research (Collins, Rothblum, & Wilson, 1986; Wooley, 

Wooley, & Dyrenforth, 1979), psychotherapy could be one of 

many multidisciplinary facets in future maintenance programs. 

The recent emergence of cognitive restructuring in 

psychotherapy with obese persons attempts to enable obese 

persons to change their thinking, to adopt more flexible 

beliefs, and reframe past decisions {Collins, Rothblum, & 

Wilson, 1986; Nash, 1987). It is conceivable that 

psychotherapy of this nature could be helpful in resolution 

of past emotional issues. 

The intercorrelational matrix indicated correlation 

relationships among the nine research dimensions of the SCL-

90—R, POI, FIRO-B, and Budner Tolerance of Ambiguity Scale. 

The closely correlated dimensions of the SCL-90-R 

(somatization, obsessive/compulsive, interpersonal 
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sensitivity, anxiety, depression, hostility) in the 

intercorrelational matrix (Table 11} indicated the worthiness 

of the SCL-90-R as a research instrument. Although not a 

strong relationship, a negative correlation did exist between 

the SCL-90-R and the other research instruments (POI, FIRO-B, 

Budner Tolerance Scale). 

The Time Competence Scale (POI) represented the 

strongest negative relationship with the SCL-90-R 

dimensions. There was a significant correlation between the 

time competence scale and all of the SCL-90-R dimensions. 

The FIRO-B and the Budner Scale for Tolerance/ 

Intolerance of Ambiguity instruments may not be the best 

research tools in a weight maintenance study. A social 

interaction instrument more closely related to other research 

dimensions would be desired. Intercorrelational matrix 

scores for the Budner Tolerance Scale indicated doubtful 

advisability in including this dimension in future studies. 

Although there was not a statistically significant 

difference (p < .09, Table 9) among depression mean scores of 

the sample groups, the dimension of depression merits 

attention in future weight maintenance research. Weight loss 

maintainers, regardless of psychotherapy, experienced less 

depression than non-maintainers. The depression cycle in 

weight maintenance (weight gain, depression, emotional 
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eating, more weight gain, and so on) is an important area for 

future weight maintenance research. 

There was a significant difference (£ < .001) among the 

line item overeating scores which indicated that non-

maintainers had more difficulty with overeating than did 

maintainers of weight loss. Since success in maintaining 

weight loss was not achieved, it seems logical that non-

maintainers would experience more difficulty with overeating 

than maintainers. The exact nature of the overeating and the 

emotional response to overeating represent issues for future 

research. 

A rough comparison between the dimension scores of this 

study and the norm scores of non-psychiatric populations 

cited in instrument manuals was performed. In this study 

most subjects did not demonstrate symptoms of 

psychopathology, which supports the findings of Rodin (1982), 

McReynolds (1983), and Stunkard and Browell (1983). 

Recommendat ions 

As a result of the findings of this study, the following 

recommendations were formulated: 

1. Similar research should be conducted utilizing both 

a male and female population with special emphasis on the 

somatization dimension. 

2. If the symptomology of the somatization dimension 

is indeed perceived as opposed to actual, future research 
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might explore the link between non-maintainers and 

hypochondriacs. However, if such symptomology is actually 

physical, lingering physiological symptoms of fasting might 

be further explored. Further research might also explore 

possible 1ingering physical side effects of losing massive 

amounts of weight in a short period of time. 

3. Educational level and vocational data should be 

included in the demographic questionnaires of future 

research. The correlation of education level and the somatic 

condition of weight maintenance subjects could be linked with 

how subjects are swayed by verbal suggestion. The vocational 

responsibility assumed by subjects might also be compared to 

how weight maintainers and non-maintainers deal with 

responsibility toward weight loss/maintenance. 

4. The somatic condition of subjects prior to 

entering the BaylorFast program is unknown. A longevity 

study which measures somatic differences as well as other 

dimensions upon entering the weight loss program and a post-

year measurement as needed. 

5. Low calorie diet programs should consider the 

somatic factor in the initial screening phase of the programs 

and provide therapeutic intervention to deal with somatic 

issues. 
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6. Additional research should be conducted to identify 

eating habits, patterns, and distress related to overeating 

and maintenance, particularly one year post-weight loss. 

7. Research relating to subjects' ability to resolve 

past emotional issues and effectiveness of social interaction 

is needed. More refined instrumentation and more in-depth 

study would expand the focus of research in this area. 

8. Future research should include larger sample sizes 

for psychotherapy maintainer and psychotherapy non-maintainer 

groups with more demographic data on the type and nature of 

the psychotherapy. 

9. Tolerance of ambiguity as a dimension of study for 

weight management should likely be eliminated from future 

studies. 

10. The depression cycle and its effects on weight 

maintenance endeavors should be the focus of future research. 

11. Although not initially included as a factor in this 

study, consideration should be given to excluding women who 

become pregnant during the weight loss program and/or during 

the follow-up period after weight loss in order to avoid 

skewed data. 

12. Psychotherapy should be included as a facet in a 

multidisciplinary approach to weight management programs. 

Resolution of past issues based on present social interaction 



85 

might be a focus to consider in psychological intervention 

for obese persons. 

13. Future research should focus on the possibility of 

obese individuals experiencing enmeshment with parental 

figures within their family of origin. 
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Cover Letter 

Dear BaylorFast Client: 

There is a limited amount of scientific information available 
about weight management and related psychological issues. 
Robert Bachman, a doctoral student at the University of North 
Texas, is conducting a survey to examine differences between 
persons who maintain weight and those who do not. We would 
appreciate your participation in this survey. It has been 
approved by the university and BaylorFast. 

Participation in this study is voluntary and you may choose 
to withdraw from the study at any time. All information is 
confidential. Information you provide will be identified by 
number rather than name. All responses to the survey will be 
grouped so that no person's response can be identified. 

If you decide to participate, please complete the enclosed 
consent form and information sheets. Please follow the 
directions carefully. 

Please return all requested information within one week in 
the pre-addressed stamped envelope. If you have any 
questions or concerns, please contact Mr. Bachman (you may 
call him collect) at 817-488-0333, 817-267-7800, or 214-820-
2266. Thank you for your assistance. 

Sincerely, 

Charles 0. Walker, M.D, 
Medical Director 

Robert Bachman, M.R.E. 
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CONSENT FORM 

A Study of Weight Management 

Robert Bachman 

Additional research in the area of weight management 
is vitally needed. Your participation in this study could 
contribute significantly to a better understanding of the 
psycho-social issues relating to weight management. 

Paragraph I 

By participating in this study which will utilize female 
subjects, the following will occur: 

1. Information sheets are enclosed for you. 
2. You will be asked to answer questions on standard 

psychological tests. 
3. You will be requested to weigh yourself and record the 

results. 
4. It will be requested that you return forms in a pre-

addressed stamped envelope. 
5. Information will be number coded to help maintain right 

of privacy and confidentiality. 
6. You will not be paid for taking part in this study nor 

will there be any financial charge to you for 
participation. 

Your participation in this research study is strictly 
voluntary. You are free to withdraw from this study at any 
time without loss of benefits, if any. If you have questions 
or problems concerning your participation in the study, or 
any part of the study in general please contact: Robert 
Bachman at 817-267-7800 or Dr. Charles Walker, M.D. at 214-
820-2266. 

We will make every effort at preventing physical injury 
that could result from this research. Compensation for 
physical injuries incurred as a result of participating in 
this research is not available. The investigators are 
prepared to advise you about medical treatment in case of 
adverse effects of these 
procedures, which you should report to them promptly. Phone 
numbers where the investigators may be reached are listed in 
this form. 

Records will be kept regarding your participation in the 
study and will be made available for review only 
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as required by the Food and Drug Administration under the 
guidelines established by the Federal Privacy Act. The 
content of this form is required by Baylor Research 
Foundation; therefore, some statements may not apply to this 
study. 

I hereby give consent for Robert Bachman to perform the 
following investigative procedure: 

1. Administer by mail several psychological tests which 
will take approximately one hour total to complete. 

2. Score and analyze the information. 

I have seen a clear explanation and understand the 
nature and benefits to be expected. I understand that the 
procedure to be performed is investigational and that I may 
withdraw consent for my status. With my understanding of 
this, I voluntarily consent to the procedure designated in 
Paragraph I above. 

Patient Date 

Code # 
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QUESTIONNAIRE 

Age 

Present Marital Status: Married Single 
Separated Divorced Widowed 

(Check one) 

Ethnic Status: Black Oriental 
Caucasian Hispanic Other 

At what age did you first have weight problems? 
Pre-school Elementary 
High School Adult (Check one) 

Have you ever participated in psychotherapy prior to entering 
the BaylorFast program? yes 

no 

What was the most you have ever weighed since completion of 
the BaylorFast program? How long did you maintain 
that weight level? 

Did you participate in psychotherapy outside of BaylorFast 
while going through the program? yes no 

Did you participate in the twelve week maintenance phase of 
the program following transition back on solid foods? 
no yes number of sessions attended 

Following the twelve week maintenance phase of the 
BaylorFast program, how many advanced maintenance sessions 
have you attended? 

Do you think emotions effect your eating habits? 
yes no 

Do you get any regular exercise? 
How often? 
What kind? 

Since attending BaylorFast, have you participated in a formal 
weight reduction program which is not a part of BaylorFast? 
yes no 

What is your current weight? Please check the 
accuracy of your scale by weighting a five pound bag of 
sugar/flour/etc. Make appropriate adjustments to your scale. 
As much as possible make conditions similar to the method of 
weight measurement at BaylorFast (no shoes, weigh same time 
of day, etc.). 
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First Postcard Mailed 

Recently you received by mail a BaylorFast packet 
containing material regarding a study on weight management. 

Returning the completed forms within the next few days 
will contribute significantly in acquiring new scientific 
data on weight management. 

While participation in this research is voluntary, your 
response is of critical importance. If you need an 
additional packet or have any questions, please call Robert 
Bachman (collect) 817-488-0333. 

Thank you for your participation and cooperation. 

Postcard Mailed During Holidays 

Even though it seems like time has run out, there still is 
time. That is right. There is still time to be included in 
the response on the weight management research from 
BaylorFast. 

If your holiday stocking schedule is too stuffed, 
consider marking time on your calendar between Christmas and 
New Years to fill out your packet. 

Your response is important. If you need a new packet, 
no problem. Call Robert Bachman (collect) 817-488-0333. 



APPENDIX E 

DESCRIPTION OF THE OPTIFAST PROGRAM 

95 



96 

BaylorFast Program 

BaylorFast is a stringent and highly refined liquid-

protein fasting program. Patients experience a total fast 

from food and gain nourishment solely through consumption of 

five 84-calorie shakes daily. Available only though 

certified doctors and hospital-associated programs, 

BaylorFast is primarily geared to persons who are more than 

30 percent or 50 pounds over their ideal weight. 

Phase I, enrollment, includes an extensive medical 

evaluation to determine personal physical condition. 

Laboratory tests, including an electrocardiogram, are 

conducted to match the weight loss program with physical 

capabilities. 

In phase II participants are placed on a "protein-

sparing modified fast" during which no solid food is consumed 

and nourishment is obtained through the liquid protein 

shakes. Blood workups are done weekly. This phase is only 

available for a finite time (approximately three months). 

During this phase the patient must attend weekly discussion 

sessions about nutrition, exercise, planned activities, and 

personal progress. 

Transition, phase III, extends over a six-week period. 

Gradually, food is substituted for the supplement until the 

patient is no longer using the protein supplement. 

Phase IV, maintenance, is designed for life-long 

support. Weekly group sessions are attended at first and 
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then monthly sessions throughout life are recommended. 

Support, daily food/diet choices, and food preparation are 

emphasized. 
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Budner Scale for Tolerance-Intolerance of Ambiguity 

Please read each statement carefully, and circle the number 
to the right that best describes your opinion. Circle only 
one number for each statement and do not skip any items. If 
you change your mind, erase your first mark carefully. 

1. An expert who doesn't come up with a 
definite answer probably doesn't know 
too much. 

2. There is really no such thing as a 
problem that can't be solved. 

3. A good job is one where what is to be 
done and how it is to be done are 
always clear. 

4. In the long run it is possible to get 
more done by tackling small, simple problems 
rather than large and complicated ones. 

5. What we are used to is always preferable to 
what is unfamiliar. 

6. A person who leads an even, regular life 
in which few surprises or unexpected happening 
arise, really has a lot to be grateful for. 

7. I like parties where I know most of the people 
more than ones where all or most of the people 
are complete strangers. 

8. The sooner we all acquire similar values and 
ideals the better. 

9. I would like to live in a foreign country 
for a while. 

10. People who fit their lives to a schedule 
probably miss most of the joy of living. 

11. It is more fun to tackle a complicated problem 
than to solve a simple one. 

12. Often the most interesting and stimulating 
people are those who don't mind being different 
and original. 
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13. People who insist upon a yes or no answer 
just don't know how complicated things 
really are. 

14. Many of our most important decisions are 
based upon insufficient information. 

15. Teachers or supervisors who hand out 
vague assignments give a chance for one 
show initiative and originality. 

16. A good teacher is one who makes you wonder 
about your way of looking at things. 
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