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Abstract

Objectives—Determine whether self-efficacy independently predicted weight loss in a

behavioral intervention and explore factors that influence the path between self-efficacy and

weight change.

Design—Secondary analysis of the PREMIER trial, a randomized controlled trial testing effects

of lifestyle interventions on blood pressure.

Setting—Four academic medical centers.

Participants—PREMIER recruited adults (n = 810) with pre-hypertension/stage 1 hypertension,

not currently receiving medication. This analysis excluded participants in the control arm,

resulting in n = 537.

Interventions—Participants were randomly assigned to 1 of 3 groups: advice only, established

lifestyle recommendations, or established lifestyle recommendations plus Dietary Approaches to

Stop Hypertension dietary pattern.

Main Outcome Measures—Self-efficacy (dietary self-efficacy [DSE], exercise self-efficacy

[ESE]), dietary intake, fitness.

Analysis—Pearson correlations, 1-way analysis of variance, mediation analyses.
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Results—Despite an overall decrease in DSE/ESE, change in DSE/ESE significantly predicted

weight change at 6 (β = −.21, P < .01; β = −.19, P < .01, respectively) and 18 months (β = −.19, P

< .01; β = −.35, P <.01). Change in percent calories from fat partially mediated the DSE/weight

change relationship at 6 months. Change in fitness partially mediated the ESE/weight change

relationship at 18 months.

Conclusions and Implications—Changes in DSE/ESE were not associated with behavior

change as hypothesized. Additional research is needed to identify mediators between self-efficacy

and adoption of behaviors that influence weight loss.
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INTRODUCTION

Self-efficacy refers to an individual’s confidence in his or her ability to carry out a specific

behavior.1 Originally developed by Bandura,1 self-efficacy now makes up a key construct of

many health behavior change theories, including the Transtheoretical Model and the Health

Belief Model.2–5 These theories propose that higher self-efficacy is associated with better

adoption of behavior change, and that increasing self-efficacy is a key strategy to increasing

uptake of a specific health behavior. Multiple studies have shown evidence of a significant

correlation between change in self-efficacy and change in weight over time, however,

literature related to the predictive ability of self-efficacy on weight loss and weight loss

maintenance is inconsistent.

Strecher et al6 concluded that self-efficacy had similar predictive qualities for weight loss as

those seen in other health behaviors, including smoking and alcohol cessation, noting that

self-efficacy showed significant predictive ability of short- and long-term weight loss.

Bernier and Avard7 found that baseline self-efficacy was a significant predictor of weight

loss at 6-week and 6-month time points in a sample of 62 overweight women. Palmeira et

al8 examined differences in weight loss based on 4 predominant health behavior change

theories and found that the theories that included self-efficacy were better able to predict

weight change than those that did not.

Other studies found that whereas there was a significant correlation between increase in self-

efficacy and change in weight, there was no predictive ability of self-efficacy for long-term

weight loss. Fontaine and Cheskin9 found no correlation between baseline self-efficacy and

weight loss over a 14-week intervention. Martin et al10 found an inverse predictive

relationship between self-efficacy and weight loss, such that individuals with higher baseline

self-efficacy scores lost less weight than those who started with lower self-efficacy scores.

This inconsistency may result from the lack of research related to the mechanism by which

self-efficacy relates to weight loss. Because weight loss is a complex health issue influenced

by many biological and psychosocial factors, the relationship between self-efficacy and

weight loss may be affected by a number of factors. Specifically, a substantial evidence base

exists to support a significant correlation between self-efficacy and physical activity and
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dietary intake.11–14 Many lifestyle interventions include recommendations for specific

dietary changes such as increased fruit and vegetable intake, reduced caloric intake or

percentage of calories from fat, and increased physical activity.15,16 Because self-efficacy is

associated with these behaviors, it may be that the path from self-efficacy to weight loss is

directly influenced by the adoption of these behaviors.

Mediation analysis allows for the assessment of the impact of a third, mediating variable, on

the direct relationship between 2 variables. Mediation analyses have traditionally focused on

2 objectives.17 The first objective is to aid in developing a more clear understanding of a

known relationship. Once a relationship has been established between a predictor variable

and outcome variable, a mediation analysis can show the impact of other variables that are

believed to contribute to the effect. The second objective is intervention development and

evaluation. Interventions that directly impact the mediating variable will in turn directly

impact the outcome variable. Exploring the potential impact of behavior change as a

mediator in the relationship between self-efficacy and weight loss may lead to a greater

understanding of how interventions can target self-efficacy and behavior change to lead to

more consistent weight loss results.

Two studies have examined the mediation effects of diet and exercise on the relationship

between self-efficacy and weight loss. In a secondary data analysis including 170 adults,

Warziski et al18 found no mediating effects of calorie intake or fat gram intake at baseline or

6, 12, or 18 months. Conversely, Linde et al19 reported full mediation effect of behaviors on

the relationship between self-efficacy and weight loss during an 8-week intervention,

although the behaviors included in this mediation analysis consisted primarily of self-

monitoring behaviors and perceived effort, and not dietary intake or exercise patterns.

The purpose of this report was to examine the mediation effects of diet and exercise

behaviors on the relationship between self-efficacy and weight loss in the PREMIER trial.

The PREMIER trial, a multicenter, randomized clinical trial, tested the effects of lifestyle

modification interventions on blood pressure, weight, dietary intake, and physical fitness.

The objectives of this analysis were to use data from the PREMIER trial to: (1) assess

changes in dietary self-efficacy (DSE) and exercise self-efficacy (ESE) over time, (2)

explore the relationship of these changes with behavior change and weight change, and (3)

conduct mediation analyses to explore the impact of change in behavior on the relationship

between self-efficacy and weight change at 6 and 18 months.

METHODS

The design and methods of the PREMIER trial have been described in detail elsewhere.20

Briefly, this 4-site clinical trial recruited adult participants with either pre-hypertension or

stage 1 hypertension, who were not currently receiving antihypertensive medication.

Participants were randomly assigned to 1 of 3 groups: an advice-only group consisting of a

single 30-minute informational session; an intervention group based on established,

traditional lifestyle recommendations (established group); or an intervention group based on

established lifestyle recommendations plus adherence to the Dietary Approaches to Stop

Hypertension (DASH) dietary pattern (established plus DASH group).21 This analysis
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included only individuals randomized to the established or established plus DASH groups,

because these were the only groups that received behavioral interventions.

The “established lifestyle recommendations” included are commended minimum weight loss

of at least 6.8 kg, 180 min/wk of moderate physical activity (defined as activity at a level of

3–6 metabolic equivalents of task), a daily maximum intake of 100 mmol dietary sodium,

and a daily maximum alcohol consumption of 2 drinks for men and 1 drink for women. The

DASH dietary pattern required a daily intake of 9–12 servings of fruits and vegetables with

2–3 servings of low-fat dairy products, and daily fat intake limited to < 25% of total

calories.

The established and established plus DASH interventions were provided in parallel series of

group sessions, with 14 sessions during the initial 6 months supplemented with 4 individual

intervention sessions. The intervention in the next 12 months included 9 monthly group

sessions along with 3 individual sessions. Participants were instructed to record food intake

and physical activity minutes daily using a Food and Fitness Diary, which intervention

facilitators collected and reviewed at each behavioral session. The PREMIER interventions

are described in detail in Funk et al.22

An external protocol review committee and the National Institutes of Health–National Heart,

Blood, and Lung Institute reviewed this study, which the institutional review board

approved at each site. Each participant provided written informed consent.

Measures

Body mass index—Study staff who were blinded to the protocol weighed participants,

who wore light clothing and no shoes, on a calibrated scale at baseline and 6 and 18 months.

Staff used a calibrated wall-mounted stadiometer to measure participants’ height. Body mass

index was calculated as kilograms per meter squared.15,23

Self-efficacy—Participants completed DSE and ESE measures at baseline and 6 and 18

months. Dietary self-efficacy was measured using the Eating Habits Confidence

Questionnaire. This 27-item scale asks participants to rate confidence in their ability to

adhere to specific dietary behaviors. The response set consisted of a 5-point Likert-type

scale ranging from 1, “I know I cannot,” to 5, “I know I can.” Possible scores on the Eating

Habits Confidence Questionnaire range from 27 to 135, with higher scores indicating higher

self-efficacy. This scale was adapted from an existing dietary self-efficacy scale.24 Seven

items were added to the original questionnaire to reflect goals specific to the dietary patterns

prescribed in this study. These questions related to confidence in increasing fruit and

vegetable intake and low-fat dairy. The Eating Habits Confidence Questionnaire showed

good internal consistency in this sample (Cronbach α = .89).

Exercise self-efficacy was measured using the Exercise Confidence Questionnaire.24 This

12-item scale asks participants to rate confidence in their ability to maintain an exercise

routine when facing various barriers. Possible scores on the Exercise Confidence

Questionnaire range from 12 to 60, with higher scores indicating higher self-efficacy.

Changes in scale scores were calculated to determine the change in DSE and ESE from
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baseline to6 months and baseline to 18 months. The Exercise Confidence Questionnaire

showed good internal consistency in this sample (Cronbach α = .89).

Dietary behaviors—Intake of nutrients and food groups was assessed from unannounced

24-hour dietary recalls conducted by telephone interviewers. Two recalls (1 obtained on a

weekday and the other on a weekend day) were obtained at baseline and 6 and 18 months.

The Diet Assessment Center of Pennsylvania State University administered recalls with the

use of Nutrition Data System software (NDS-R; version NDS-R 1998, University of

Minnesota, Minnesota, MN, 1998). Dietary data for each day were collected using a

multiple-pass technique and portion size estimation aids to improve the quality of the data

collected.25 Daily caloric intake, percentage of calories from fat, and daily servings of fruit

and vegetables were used as the 3 dietary behavior variables for this analysis.

Physical activity—Participants completed a 7-day physical activity recall at baseline and

6 and 18 months.26 Weekly minutes of physical activity were calculated using the number of

minutes of activity reported at a moderate or harder level. A modified Bruce submaximal

treadmill test was used to determine participants’ cardiorespiratory fitness at baseline and 6

and 18 months. The measure used to estimate cardiorespiratory fitness was the maximum

heart rate achieved during the treadmill test.

Statistical Analysis

Data distributions were tested for normality using q-q plots. Pearson correlation coefficients

were calculated to determine the correlations between DSE, ESE, weight, and lifestyle

behaviors at baseline.27 Change scores of each of these variables were used to calculate

Pearson correlation coefficients for 6- and 18-month follow-up. Relationships that showed

significant correlation at 6 or 18 months were included in the mediation analysis. To further

explore the differences in self-efficacy scores, tertiles of high, medium, and low scores were

created. One-way analysis of variance tests were used to assess the differences in self-

efficacy change and weight change based on these groups.

Mediation effects of dietary behavior and physical activity outcomes were analyzed using

the test of Barron and Kenny.28 This methodology includes conducting 4 regression

equations. The first equation tests that the predictor variable (DSE/ESE change scores) is

associated with the outcome (weight loss). The second equation tests the association of the

predictor variable to the putative mediator (dietary and physical activity variables). The third

equation tests whether the mediator is associated with the outcome. The final equation

includes both the predictor variable and the mediator, and tests the association of these as

covariates with the outcome. For mediation to be present, each of the first 3 regression

equations must produce a significant association. In addition, the beta coefficient of the

predictor variable must be reduced to 0 when the mediator is added as a covariate in the

fourth equation. Data from the 2 treatment groups were pooled for the mediation analyses,

but group assignment was controlled for in all analyses. Age and race were also controlled

for in all equations. In the case that the beta coefficient was reduced but not reduced to 0, a

Sobel test was conducted, which measures the indirect effect, or the amount of mediation

effect present.29,30
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RESULTS

Study Population

Participants included 537 adults with a mean ± SD age of 50 ± 8.9 years. A total of 61% of

participants were female and 66% were non-Hispanic white. The mean change in weight

was −11.4 ± 12.2 lb at 6 months and −8.8 ± 14.5 lb at 18 months (Table 1). Mean self-

efficacy scores decreased significantly at each time point for all groups (P < .001). There

were no significant differences in self-efficacy scores among treatment groups at any time

point.

Changes in Self-efficacy

When divided into groups of low, medium, and high self-efficacy scores based on baseline

scores, the group with the highest DSE baseline scores had a mean decrease in DSE of 8.9 ±

12.5 points at 6 months. This was significantly different from the group with the lowest

baseline scores, which had a mean increase of 2.1 ± 13.6 points at 6 months (P < .001)

(Table 1). At 18 months, these differences persisted. The group with the highest baseline

scores had a mean decrease of 10.1 ± 13.3 points at 18 months, which was significantly

different from the mean increase of 0.7 ± 15.9 (P < .001) seen in the group with the lowest

baseline DSE scores.

The group with the highest ESE baseline scores had a mean decrease in ESE of 9.0 ± 9.1

points at 6 months. This was significantly different from the mean decrease of 6.4 ± 9.8 (P

< .001) points in the medium group and 1.7 ± 11.2 (P < .001) in the group with the lowest

baseline ESE scores. At 18 months, these differences persisted. The group with the highest

baseline scores had a mean decrease of 10.4 ± 10.7 (P < .001) points at 18 months, which

was significantly different from the mean decrease of 6.4 ± 9.8 (P < .001) points in the

medium group and 2.7 ± 10.1 (P < .001) in the group with the lowest baseline ESE scores.

The group with the lowest baseline DSE scores lost significantly more weight at 6 months

than the group with the highest baseline DSE scores (P = .01). There was no significant

difference in weight loss at 18 months based on baseline DSE scores. There were significant

differences based on DSE change scores (Figure 1). At 6 months, the group with the greatest

decrease in DSE scores lost 4.3 ± 1.4 lb less than the group with no significant change in

DSE and 6.5 ± 1.4 lb less than the group with greatest increase in DSE scores (P = .002).

These differences remained significant at 18 months, when the group with the largest

decrease in DSE lost 6.0 ± 1.6 lb less than the group with no significant change in DSE and

6.0 ± 1.5 lb less than the group with the greatest increase in DSE (P < .001).

There was no significant difference in weight loss at 6 or 18 months based on baseline ESE

scores, but there were significant differences at 6 and 18 months based on ESE change

scores (Figure 1). At 6 months, the group with the greatest increase in ESE scores lost 4.6 ±

1.4 lb more than the group with the greatest decrease in ESE scores (P = .001). The

difference between the groups with the greatest increase and greatest decrease remained

significant at 18 months (7.7 ± 1.5 lb) (P < .001).
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Relationship Between Self-efficacy and Behavior Change

Correlation coefficients were computed to determine which dietary and exercise variables

were significantly associated with DSE/ESE at baseline, as well as correlations between the

change scores of these variables and changes in DSE/ESE at 6 and 18 months (Table 2).

There was a significant inverse correlation between DSE and daily caloric intake at baseline

(r = −0.23; P < .001). There was no significant correlation between change in DSE scores

and change in caloric intake at 6 or 18 months. There was a significant inverse correlation

between DSE and percent of calories from fat at baseline (r = −0.14; P = .002). Change in

percent fat was significantly associated with changes in DSE scores at 6 months (r = −0.11;

P = .02), but not at 18 months. Baseline DSE was not significantly correlated with daily

servings of fruit and vegetables, but change in daily servings of fruit and vegetables was

significantly associated with change in DSE at 6 and 18 months (r = 0.17, P = .001; r = 0.13,

P = .007).

Baseline ESE was significantly correlated with weekly minutes of physical activity (r =

0.09; P = .04). Change in weekly minutes of physical activity was not significantly

correlated with ESE change score at 6 months, but there was a significant correlation at 18

months (r = 0.14; P = .003). Baseline cardiorespiratory fitness was not significantly

correlated with baseline ESE. Change in cardiorespiratory fitness was not significantly

associated with change in ESE at 6 months, but there was a significant correlation at 18

months (r = −0.11; P = .02).

Mediation Analysis

Because change in daily caloric intake did not have a significant association with DSE

change, a mediation analysis was not conducted on this variable. Figure 2 shows the results

of the dietary mediation analyses. Step 1 established the relationship of DSE as a significant

predictor of weight change. The figure shows the beta coefficients and P for the indicated

variable in each of the models in steps 2–4 of the analyses. Figures are presented only for

those analyses in which steps 1–4 all met significance.

Mediation analyses revealed that change in fruit and vegetable intake did not mediate the

relationship between DSE change and weight change at 6 or 18 months. This was because

change in DSE did not significantly predict change in fruit and vegetable intake at either

time point (β = .02, P = .05 at both time points). Change in percent fat partially mediated the

relationship between DSE change and weight change at 6 months. There was a significant

initial relationship between DSE change and weight change (β = −.21, P < .001). After

controlling for change in percent fat, the magnitude of this association decreased but

remained significant (β = −.18, P < .001). The Sobel test confirmed that the decrease was

significant (z = −2.13; P = .03).

The mediation analyses for minutes of physical activity and cardiorespiratory fitness (Figure

3) indicated that only cardiorespiratory fitness had a partial mediation effect on the

relationship between change in ESE and change in weight at 18 months. Change in minutes

of physical activity was not significantly associated with change in weight, indicating no

mediation effect of this variable. The significant initial relationship between ESE change
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and weight change decreased but remained significant after controlling for change in

cardiorespiratory fitness (β1 = −.35, P < .001; β4 = −.31, P < .001). The Sobel test indicated

that this was a significant indirect effect (z = −2.14, P = .03).

DISCUSSION

This study assessed the predictive qualities of DSE and ESE on weight loss at 2 time points.

Furthermore, a potential mechanism through which self-efficacy could lead to weight loss

was explored. Specifically, this study explored the mediation effects of dietary and exercise

behavior changes on this relationship.

Results indicated that baseline weight was correlated with DSE but not ESE. In line with

existing literature, participants in this study who had the greatest increase in self-efficacy

over the course of the intervention had the greatest weight loss. However, the mean self-

efficacy scores of the study sample decreased significantly over time. One reason for the

decrease in self-efficacy over time may be related to the magnitude of baseline self-efficacy

scores. A small number of studies have discussed the idea of barrier underestimation and the

effect of this on change in self-efficacy over the course of an intervention.10,31 Barrier

underestimation refers to underestimating the difficulty of changing behavior. An individual

may report high self-efficacy beliefs at baseline because of high motivation or lack of

experience with a particular behavior. However, when the individual begins to incorporate

new behaviors into the daily lifestyle, initiation or maintenance of this particular behavior is

not as easy as originally believed. Barrier underestimation has been found to be associated

with poor behavior change and weight change outcomes. If those who had the highest self-

efficacy at baseline were more likely to underestimate barriers to behavior change, it would

potentially explain why this group showed the greatest decline in self-efficacy over time—a

decline associated with a 5- to 6-lb difference in weight compared with those with an

increase in self-efficacy.

Despite the overall decrease in self-efficacy seen in this study, there was a significant weight

loss seen at both 6 and 18 month follow-up points. This indicates that although self-efficacy

significantly predict weight loss, weight loss can be achieved in the absence of an increase

in self-efficacy. This supports the hypothesis that the path from self-efficacy to weight loss

is not direct, and that there is a need for exploration into other factors that mediate the path

from self-efficacy to weight loss. Mediation analysis indicated that there was a partial

mediation effect of some dietary behavior changes at 6 months, but not at 18 months. The

DSE scores were not a significant predictor of fruit and vegetable intake at either time point,

and did not predict percent calories from fat at 18 months, which indicates that there is no

mediation of these variables on the path from self-efficacy to weight loss. This was an

unexpected finding because it indicates that the association between self-efficacy and

specific behavior change may differ for various dietary behaviors, and relationships that

were significant at 6 months decreased over time. Therefore, it may be that the mechanisms

by which self-efficacy leads to initial weight loss may differ from those that lead to long-

term weight maintenance.
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Because weight loss and weight maintenance are complex health issues composed of a

multitude of behavioral, medical, and psychosocial components, other factors may serve a

more significant role in the path between self-efficacy and weight loss. For example, Linde

et al19 reported full mediating effects of self-monitoring behaviors on the relationship

between self-efficacy and weight loss. It may be that these behaviors more fully explain the

relationship than adoption of specific dietary and exercise patterns. In addition, there may be

multiple factors that mediate the relationship between self-efficacy and behavior change,

independent of those that influence weight loss.32–34 Bruening et al33 found that perceived

barriers mediated the relationship between self-efficacy and fruit and vegetable intake

among a sample of adolescents. Similarly, Nothwehr34 reported that whereas self-efficacy

was significantly associated with changes in coping strategies related to dietary behaviors, it

was not associated with change in dietary behaviors. In this analysis, there no significant

correlation was found between DSE and caloric intake at 6 or 18 months, or between ESE

and weekly minutes of physical activity and cardiorespiratory fitness at 6 months. Other

correlations between dietary behaviors and self-efficacy, although significant, were lower

than expected. Future research will benefit from exploring the impact of other mediators on

the relationship between self-efficacy and weight loss, as well as further exploring the

mechanisms by which self-efficacy influences behavior change.

The primary limitation of this study is that it was conducted using secondary data analysis.

The measures were not specifically designed for this study, and as such may not provide the

best possible measures for this study. However, the self-efficacy and behavior change data

were collected using direct measures that were intended to measure these constructs, and no

proxy measures were used, which increased the quality of the analysis. In addition, the self-

efficacy measures used have shown sound criterion validity for measuring dietary and

exercise behaviors measured in this study.24 There may be additional variables that are

unaccounted for in these mediation models that potentially diminished the effect of self-

efficacy on the outcomes observed in this study. These variables could be better accounted

for in a future study specifically designed to measure the effect of self-efficacy on behavior

change. Second, the PREMIER study intervention was designed as a lifestyle intervention,

and therefore, behavioral constructs including self-efficacy were considered when designing

the intervention. However, the intervention was not designed with the primary goal of

increasing self-efficacy. Using an intervention that directly targets self-efficacy as an

outcome, or that tailors the intervention based on baseline self-efficacy scores, may show

results different from those found in this study.

IMPLICATIONS FOR RESEARCH AND PRACTICE

This analysis indicated that the lifestyle intervention employed by the PREMIER trial led to

significant weight loss, despite a significant mean decrease in self-efficacy scores at both 6

and 18 months. Change in self-efficacy scores were predictive of weight loss outcomes,

however, in that participants with the greatest increases in self-efficacy scores had

significantly greater weight loss than those whose self-efficacy decreased over time. The

results of the mediation analysis indicate that the path from self-efficacy to weight loss may

be indirectly affected by adoption of the dietary and physical activity patterns prescribed in

this intervention. Nevertheless, the fact that many of the models did not show a significant
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relationship between self-efficacy and adoption of the specific behavior may indicate that

the relationship between self-efficacy and weight loss is too distal to be adequately

explained with any given mediator. Rather, future research that explores the mediating

factors between self-efficacy and adoption of specific behaviors may lead to a better

understanding of how to tailor lifestyle interventions to lead to successful long-term weight

loss.
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Figure 1.
Differences in weight loss between self-efficacy (SE) tertiles at 6 and 18 months. Groups

formed by creating tertiles of change in self-efficacy scores from baseline to follow-up.

Tertiles represent greatest increase in SE, no significant change in SE, and greatest decrease

in SE. *Significantly different from greatest decrease group at P < .01 level.
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Figure 2.
Mediation analysis for change in percent dietary fat intake at 6 months. *P < .05; **P < .

001. Statistical test: Baron and Kenny mediation analysis.28 Step 1 β = −.21; Step 2 β = −.

07; Step 3 β = .31; Step 4 β = −.18.
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Figure 3.
Mediation analysis for change in cardiorespiratory fitness at 18 months. *P < .05; **P < .

001. Statistical test: Baron and Kenny mediation analysis.28 Step 1 β = −.35; Step 2 β = −.

17; Step 3 β = −.59; Step 4 β = −.31.
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Table 1

Change in Weight, Self-efficacy, and Behavior Measures at Baseline and 6 and 12 Months of Participants (n =

537) in Established and Established Plus DASH Groups of PREMIER Trial, Mean (SD)

Baseline 6 Months 18 Months

Body mass index (kg/m2) 33.2 (5.9) 31.2 (5.9) 31.7 (6.2)

Weight (lb) 210.9 (42.7) 199.1 (42.5) 201.2 (44.0)

Daily caloric intake (kcal) 1,957.0 (638.0) 1,687.4 (526.2) 1,679.9 (522.5)

Daily servings of fruit and vegetable 4.6 (2.4) 6.5 (3.2) 6.1 (3.3)

Percent of calories from fat (%) 33.4 (7.8) 26.6 (9.0) 28.2 (8.7)

Weekly minutes of moderate to vigorous physical activity 220.3 (333.5) 274.9 (272.8) 260.7 (284.5)

Cardiorespiratory fitness (beats/min) 131.1 (14.6) 121.8 (15.9) 121.3 (16.4)

Dietary self-efficacy

Total sample 119.7 (12.5) 115.2 (15.0) 114.6 (15.1)

Tertiles (based on baseline scores)

 High 132.1 (2.5) 123.2 (13.2) 122.0 (13.7)

 Medium 122.5 (3.3) 115.2 (14.8) 115.3 (12.9)

 Low 106.0 (9.3) 108.3 (13.3) 107.1 (14.6)

Exercise self-efficacy

Total sample 49.6 (8.2) 43.7 (10.6) 43.3 (10.8)

Tertiles (based on baseline scores)

 High 57.8 (2.0) 48.7 (9.3) 47.5 (11.1)

 Medium 51.0 (2.1) 44.6 (9.8) 44.7 (9.6)

 Low 40.5 (6.8) 38.6 (10.3) 37.9 (9.6)

DASH indicates Dietary Approaches to Stop Hypertension.
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Table 2

Correlationsa Between Change in Self-efficacy, Weight Change, and Behavior Change Measures of

Participants in Established and Established Plus DASH Groups in PREMIER Trial (n = 537)

Independent Variable

Correlation With Change in DSE Correlation With Change in ESE

6 Months 18 Months 6 Months 18 Months

Self-efficacy

 Change in dietary self-efficacy .47** .49**

 Change in exercise self-efficacy .47** .49**

Change in weight −.24** −.16** −.20** −.25**

Dietary behaviors

 Change in daily caloric intake −.02 .04 .06 .02

 Change in daily servings of fruit and vegetables −.17* .13* .09 .07

 Change in % fat −.11* −.05 −.06 −.03

Exercise behaviors/fitness measures

 Change in weekly min of physical activity .11* .06 .05 .14**

 Change in cardiorespiratory fitness −.10* −.12* −.09 −.11*

DASH indicates Dietary Approaches to Stop Hypertension.

*
P < .05;

**
P < .01;

a
Pearson correlation coefficient.
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