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Abstract

Objective—To evaluate the impact of a worksite diabetes prevention intervention on secondary 

outcomes regarding the change in diet quality and components of the Health Action Process 

Approach (HAPA) theoretical framework

Design—Pretest-posttest control group design with 3-month follow-up

Setting—University worksite

Participants—Employees 18–65 years old with prediabetes (n=68)

Intervention—16-week group-based intervention adapted from the Diabetes Prevention Program

Main Outcome Measures—Diet quality was assessed using the Alternative Healthy Eating 

Index (AHEI) 2010; HAPA components were assessed via written questionnaire

Analysis—Repeated measures analysis of variance compared the between- and within-group 

change in outcomes across time.

Results—Significant difference occurred between-groups for the change in consumption of nuts/

legumes and red/processed meats post-intervention and for fruits at 3-month follow-up (all P<.05); 

a significant increase in total AHEI score occurred post-intervention in the experimental group 

(P=.002). The changes in action planning, action self-efficacy, and coping self-efficacy from 
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HAPA were significantly different between groups following the intervention; the change in 

outcome expectancies was significantly different between groups at 3-month follow-up (all P<.

05).

Conclusions and Implications—The worksite intervention facilitated improvement in diet 

quality and in planning and efficacious beliefs regarding diabetes prevention. Further research is 

needed to evaluate the long-term impact of the intervention.

Keywords

type 2 diabetes mellitus; worksite; diabetes prevention; diet quality; self-efficacy; Health Action 
Process Approach

INTRODUCTION

Lifestyle interventions can effectively decrease the incidence of type 2 diabetes mellitus 

(T2DM) in high-risk patients.1 Diet and physical activity (PA) are the cornerstones of 

lifestyle modification.2 Increased PA has been shown to reduce T2DM risk,3 and moderate 

to vigorous activities performed during daily life in bouts of 10 minutes or more are 

beneficial.4 Likewise, a recent meta-analysis found that healthy dietary patterns that focused 

on nutrient dense foods were associated with a 20% reduced risk for T2DM.5

The Alternative Healthy Eating Index (AHEI) 2010 was created as a measure of diet quality 

and targets nutrient dense foods associated with reduced disease risk.6 The AHEI score 

represents how well diets conform to recommendations for consumption of foods from food 

groups (e.g., vegetables, whole grains) as well as guidelines on fat, sugar, and sodium, and 

the score can be used to assess the relation between adherence to the Dietary Guidelines for 

Americans and the occurrence of health outcomes.7 High AHEI scores were associated with 

significant risk reduction for all-cause mortality and T2DM.8

Adopting a nutrient dense diet and changing PA-related behaviors requires concerted effort 

and perseverance. Self-efficacy determines the amount of effort and perseverance one will 

invest in a behavior;9 higher levels of self-efficacy have been related to greater behavioral 

change. For example, higher baseline levels of self-efficacy for PA were associated with 

higher levels of leisure PA at study end in the Diabetes Prevention Program (DPP).10 

Similarly for each unit improvement in self-efficacy for eating a low fat diet in the DPP, 

there was almost a threefold greater likelihood of achieving 7% weight loss at study end.11

The Health Action Process Approach (HAPA) model addresses the social cognitive 

influences of health behavior, such as self-efficacy, inherent in goal-based nutrition and PA 

interventions. The development of an intention or goal is a motivational process that differs 

from the subsequent preparation, performance, and evaluation of the target behavior.9 

Greater insight into the social cognitive factors that contribute to lifestyle change will inform 

health behavior theory and guide the development of more effective lifestyle interventions. 

The purpose of this research was to evaluate the impact of a worksite diabetes prevention 

intervention on HAPA-related outcomes, nutrient density and diet quality as measured by 

the AHEI, and 10-minute bouts of PA among employees with prediabetes.
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THEORETICAL FRAMEWORK

HAPA differentiates between a motivational phase of behavior change leading to an 

intention to change and an action, or volitional, phase of behavior change leading to 

implementation of the behavior.9,12–13 Within both phases, different patterns of social-

cognitive factors play a role. In the motivational phase, an intention to act is based on risk 

perceptions, outcome expectancies, and perceived self-efficacy (SE). Risk perception 

assesses the perceived vulnerability for poor health outcomes (e.g., prediabetes). Outcome 

expectancies contribute to forming an intention for the target behavior. SE represents belief 

in one’s capability to perform the behavior and perceived SE operates in concert with 

positive outcome expectancies to form an intention to act. Planning bridges the gap between 

an intention to act and acting on the behavior. However, successful behavior change requires 

not only getting started but also persisting until the goal is attained. SE remains influential 

after an intention has been formed until the new behavior becomes habitual. HAPA provides 

a framework to examine how individuals resist temptation and recover from setbacks and 

HAPA postulates that there are different phases of SE beliefs. Action SE refers to 

developing a motivation to act. Coping SE describes optimistic beliefs about one’s 

capability to sustain a behavior regardless of barriers encountered and includes the perceived 

capability to enact better strategies, extend greater effort, or persist longer. Similarly, 

recovery SE describes individuals’ conviction to get back on track after being derailed. 

Individuals with a high degree of recovery SE trust their ability to regain control following a 

setback or failure. Different SE beliefs may be held simultaneously with the assumption that 

they operate in a different manner. For example, recovery SE is most useful when resuming 

an interrupted chain of action, whereas action SE is most useful when facing a formidable 

barrier to act. However, the relation between different SE beliefs and the change in lifestyle 

behaviors has received little empirical attention.

METHODS

Study Design

A pretest/posttest control group design was employed at a university worksite, and 

participants were randomly assigned to treatment group. Following randomization, the 

experimental group proceeded through the 16-week DPP intervention. The control group 

received an information booklet regarding lifestyle changes for diabetes prevention;14 they 

received no further contact from intervention staff. All participants completed a second 

assessment at 4 months and a third assessment occurred 7 months from baseline.

Participants and Recruitment

To be eligible, participants had to be employees of the University ages 18–65 years with 

prediabetes. A risk questionnaire and point-of-care glucose testing to assess prediabetes (i.e., 

impaired fasting glucose) were employed. Individuals completed the 7-item American 

Diabetes Association (ADA) diabetes risk assessment questionnaire,15 height and weight 

measurement, and collection of a fingerstick blood sample to assess fasting capillary blood 

glucose or A1c for people with a BMI 25 – 50 kg/m2 and an ADA risk score ≥ 5. Individuals 
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with a fasting glucose of 100 – 125 mg/dL or an A1c value of 5.7 – 6.4% were identified as 

having prediabetes.16

Potentially eligible people completed the Physical Activity Readiness Questionnaire and 

those who answered positively to ≥ 1 question(s) were excluded.17 Individuals diagnosed 

with diabetes, chronically using corticosteroids, participating in a structured weight loss 

program, preparing for bariatric surgery in the next 12 months, planning to leave university 

employment or move from the community were ineligible. Women who were pregnant or 

lactating or planning to become pregnant also were ineligible.

Participants were recruited through electronic advertisements on the university newswire, 

campus flyers, a news story in the employee newspaper, and through direct mailings to 

employees with health insurance who completed the university health risk assessment and 

had a random glucose value of 110 – 199 mg/dL. Contact details were provided on 

recruitment material for individuals to contact to receive more information. All procedures 

were followed in accordance with the ethical standards of the Institutional Review Board at 

the sponsoring university, and participants provided written, informed consent.

Worksite Diabetes Prevention Intervention

The experimental group received the 16-week Group Lifestyle Balance intervention.18 

Weekly 60-minute group sessions were held and facilitated by a lifestyle coach using the 

program manual. Two coaches were involved in the study and each completed the 2-day 

training program prior to study initiation. Participants received a written manual with 

session material, food and PA trackers for self-monitoring, a graph for tracking weekly 

weights, and a booklet with the nutrient content of commonly consumed foods for self-

monitoring. 19 Participants were encouraged to record calories and fat grams consumed and 

minutes spent in PA daily during the intervention. Monitoring records were reviewed by the 

lifestyle coach weekly and individualized feedback was provided via returned records.

The lifestyle intervention was goal-based with a goal of losing 7% of initial body weight, 

progressively increasing PA to 150 minutes/week of at least moderate intensity PA, and 

consuming 25% of energy from fat to reduce energy intake. Brisk walking for at least 10 

minutes was encouraged to meet the activity goal but any activity of similar intensity could 

be performed. Incremental goals were established to facilitate improvement in SE for the 

target behaviors. The first 8 sessions presented the intervention goals, taught fundamental 

information about modifying energy and fat intake and increasing energy expenditure, and 

helped participants self-monitor. The latter 8 sessions focused on problem solving to 

achieving lifestyle goals, relapse prevention, and motivational factors for sustaining 

behavioral change. Action plans were introduced in session 9 and continued in successive 

sessions, in which participants were asked to identify a problem behavior. The action plan 

included choosing a positive behavior to try and when the behavior would be undertaken, 

barriers that might occur, and coping strategies. The following week, participants were 

asked to review the success of their action plan and how it could be modified, if 

unsuccessful. Following completion of the weekly intervention, participants did not receive 

contact from intervention staff during the 3-month follow-up period.
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Instruments and Measures

All study measures were collected at baseline, post-intervention, and at 3-month follow-up. 

Body weight was measured using a calibrated digital scale (Health-O-Meter Professional, 

McCook, Illinois). Height was collected at baseline using a standing stadiometer 

(Perspective Enterprises, Portage, MI). For both height and weight, participants were 

measured wearing light clothing and no shoes.

The valid 110-item Block 2005 Food Frequency Questionnaire was self-administered to 

assess usual dietary intake in the previous year.20–21 Participants received a food-portion 

visual to estimate portions; nine response options regarding frequency were included. 

Nutrient and food group intakes were calculated by multiplying the frequency of intake for 

each food by its nutrient content or food group membership and summing across all food 

items. The scoring method for the AHEI 2010 total and component scores followed 

methodology published previously.6 Scores for each of the 11 components (0–10 points 

each) of the AHEI 2010 were summed and total scores ranged from 0 to 110. Red and 

processed meat, sugar-sweetened beverages, trans fats, and sodium were reverse scored so 

that lower intakes provided higher component scores.

PA was assessed using the Lifecorder Plus Accelerometer (Suzuken-Kenz, Inc., Nagoya, 

Japan) to obtain minutes spent in moderate-to-vigorous physical activity (MVPA). 

Participants were instructed to wear the accelerometer on their hip at the waistline for all 

waking hours on seven consecutive days during each assessment period. Bouts of MVPA 

that were at least 10 minutes in duration, consistent with PA public health 

recommendations,3 were counted and summed.

A written questionnaire addressed components of the HAPA theoretical framework with 

weight loss through diet and PA modification as foci, consistent with the intervention. 

Questions were developed patterned after prior studies.12,22–23 Risk was assessed via one 

item which asked participants to compare their risk of getting diabetes to an average person 

of their sex and age (response options: 1 = “much below average” to 7 = “much above 

average”). Outcome expectancies were assessed via 5 items regarding possible outcomes of 

losing weight. The stem, “If I lose weight…” was followed by potential outcomes (e.g., “…I 

will have more energy”). Two items assessed behavioral intention; 1 item assessed intention 

for a healthy food plan and 1 item assessed intention for performing regular exercise. Action 

planning was assessed via 7 items regarding diet and PA plans (e.g., “I have made plans 

regarding… which foods to eat”). Three items assessed action SE (e.g., “I am sure that… I 

can lose weight within the next week”). Five items assessed coping SE (e.g., “I can stick to 

healthy foods… even if I need a long time to develop the necessary routines”). Recovery SE 

was assessed via 3 items and introduced with, “In spite of good intentions, lapses or relapses 

may occur. Imagine you have regained some weight. How confident are you about losing 

weight again?” The stem included, “I am certain that I could lose weight again…” and was 

followed by “…even after I have regained a few pounds,” for example. Response options for 

each of the subscales ranged from 1 = “not at all true” to 4 = “exactly true.”
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In addition to the HAPA questionnaire, participants also completed a questionnaire at 

baseline to assess demographic characteristics and prior attempts and confidence in losing 

weight.

Data Analyses

The Fisher exact test, Pearson chi-square test, or two-sample t test compared between-group 

differences in participant demographic and weight-related characteristics at baseline. Mixed 

linear models were developed and validated where participants nested within treatment 

groups were used as random effects, and treatment group, time and their interaction were 

used as fixed effects for participants who completed data collection. Outcome variables were 

assessed in the framework of these models using Student’s t-tests within a repeated 

measures analysis of variance framework for between-group comparisons of mean values at 

baseline, and between-and within-group change from baseline to post-intervention and from 

baseline to 3-month follow-up. The Wilcoxon signed-rank test was used to compare groups 

at baseline for AHEI 2010 component scores, outcome expectancies, and recovery SE due to 

non-normality and for the change in scores both between- and within-groups. P-value < 

0.025 was used to indicate statistical significance for the change within groups to account 

for multiple comparisons. Since there was significant improvement in the AHEI 2010 total 

score and weight, the relationship among these outcomes and components of HAPA were 

examined for the experimental group using Spearman correlations. Also, Cronbach’s alpha 

coefficient for each HAPA subscale was determined at baseline for all participants 

combined, and Spearman correlation coefficients were calculated between baseline and post-

intervention scores for control group participants to assess test-retest reliability of the HAPA 

subscales.

Power analysis for the primary outcome percent weight change (power=0.90, 2-tailed α= 

0.05) based on a previous DPP translational study24 indicated that 25 in each treatment 

group were needed to detect a 4.04% difference between groups. All analyses were 

completed using the SAS statistical software package JMP version 10 (SAS Institute, Inc., 

Cary, NC).

RESULTS

The flow of participants from screening to analyses is reported elsewhere.25 Forty 

participants were randomized to the experimental group, and 35 completed the final study 

visit. Thirty eight participants were randomized to the control group, and 33 completed the 

final study visit. There were no significant differences in attrition rates between treatment 

groups nor in baseline characteristics between those who did and did not complete the study 

(all P > .05). Also, there were no significant differences in baseline demographic 

characteristics between treatment groups except for occupation (Table 1) and no significant 

differences between groups in prior weight loss attempts (Table 2).

Change in Outcomes between Treatment Groups

The experimental group lost a greater percentage of their body weight than the control group 

(−5.5% vs. −0.35%, respectively; P < .0001) (Table 3). The change in weight, the primary 
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study outcome, is reported in greater detail elsewhere.25 The experimental group reported 

significantly lower intake of nuts/legumes and red/processed meats (reverse scored) post-

intervention than the control group and significantly greater intake of fruits at 3-month 

follow-up (all P < .05). No significant difference occurred between groups for the change in 

the number of 10-minute bouts of MVPA. For HAPA-related outcomes, the experimental 

group reported significantly greater frequency of action planning and greater action and 

coping SE post-intervention (all P< .05) than the control group and significantly greater 

outcome expectancies at 3-month follow-up (P = .002) (Table 4).

Change in Outcomes within Treatment Groups

There was a significant increase in total AHEI score and in consumption of fruits and a 

significant decrease in consumption of red/processed meats, trans fats, and sodium (all P < .

01) post-intervention for the experimental group (Table 3). The change in consumption of 

whole grains was lower at 3-month follow-up for the experimental group (P = .01), and the 

change in consumption of sodium and red/processed meats was lower for both groups at 3-

month follow-up (all P < .025). There was no significant change in the number of 10-minute 

bouts of MVPA for either group. For the experimental group, action SE increased post-

intervention; perceived risk for T2DM decreased and action planning increased post-

intervention and at 3-month follow-up, and outcome expectancies regarding weight loss 

increased at 3-month follow-up (all P < .025) (Table 4). The control group reported lower 

action SE for losing weight at 3-month follow-up than at baseline (P = .02).

Relationships among Study Outcome Changes in the Experimental Group

Following the intervention, the change in outcome expectancies and recovery SE was 

positively related to the change in AHEI total score (Table 5); the change in behavioral 

intention, action planning, and action and coping SE was negatively related to weight 

change (all P < .05). At 3-month follow-up, the change in behavioral intentions was 

positively related to the change in AHEI total score; the change in intentions, action 

planning, and action, coping and recovery SE was negatively related to weight change (all P 

< .05).

DISCUSSION

Study findings demonstrate that a lifestyle intervention can promote weight reduction and 

improvements in diet quality among adults with prediabetes following implementation of the 

worksite intervention. Overall diet quality improved, as measured by the AHEI 2010, in the 

experimental group by almost 5 points following the intervention even though there was no 

significant difference between groups in the change in total score. Prior research found 

improvement in the AHEI score was associated with lower risk for T2DM in women 

independent of body mass index, suggesting that changes in diet composition played a role 

in diabetes etiology.26 Intakes of red and processed meats and trans fats decreased in the 

current study, consistent with intervention messages, while fruit intake significantly 

increased in the experimental group. Similarly, dietary patterns characterized as prudent 

(e.g., high intake of fruits, vegetables, and whole grains and low intake of red meats, 
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sodium, and trans fats) were inversely associated with T2DM risk in a prior observational 

study of men.27

Expectancies and planning regarding the change process can play a vital role in promoting 

behavioral change. The experimental group in the current study reported lower perceived 

risk for T2DM following the intervention, consistent with the reduced risk associated with 

weight loss and improved diet quality.28 Similarly, the experimental group reported a 

significant increase in planning which foods to eat, when to exercise, and how to minimize 

food temptations; furthermore, action planning was significantly negatively related to weight 

loss (Table 5). If individuals encounter a high-risk situation in which they are tempted to eat 

(or omit PA) and lack an effective coping response, the danger of relapse is high.29 Effective 

strategies to overcome tempting situations are unlikely to be developed in the moment in 

such situations. Planning allows individuals to form an active mental representation of the 

target situation, allowing situational cues to be more easily accessible and risky situations 

more easily detectable.30 With planning, ineffective, spontaneous reactions based on habit or 

emotion can be replaced with pre-planned, action and coping responses.29 Thus, planned 

responses developed through action planning can be performed when the target situation is 

encountered.

Prior research found that participants who created plans regarding when, where, and how to 

exercise and how to overcome anticipated barriers to exercise engaged in significantly more 

exercise two months following discharge from a cardiac rehabilitation program than those 

who did not make plans or those who only made plans regarding when, where, and how to 

exercise.31 Similarly, women enrolled in Weight Watchers who made detailed plans 

regarding what, when, where, and how much food to eat and what, when, where, and how 

long to exercise in the next week and included plans for how they would cope with tempting 

situations lost significantly more weight than women who only made plans regarding when 

and where they would eat and when, where, and how they would exercise.32 Additional 

research found that individuals with poor planning skills benefitted from an intervention in 

which participants generated a high quality plan to limit snacking on sweets and desserts.33 

These study results suggest that planning is beneficial and can be coached and asking people 

to make detailed plans regarding the target behavior can help poor planners achieve their 

goals. Thus, findings from the current and prior studies suggest that detailed planning, which 

includes plans for coping with barriers, can be an effective self-regulatory tool to help 

translate goals into behavior.

Self-regulatory skills and beliefs may not only be effective in helping people initiate 

behavior, they may also be effective in helping people continue the behavior until the new 

behavior becomes habitual. According to HAPA, coping SE describes optimistic beliefs 

about one’s ability to sustain a behavior regardless of barriers specific to the maintenance 

period.34 Recovery SE pertains to individuals’ beliefs about their ability to resume action 

after a lapse in behavior. Individuals with a high level of recovery SE trust their ability to 

regain control after a setback or failure. For individuals who decrease their performance of 

the behavior (i.e., relapse), recovery SE helps them to gradually return to acting on their 

intentions. In the current study, there was a significant difference between groups in the 

change in coping SE post-intervention; furthermore at study end, coping and recovery SE 
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were significantly negatively related to weight loss following the 3-month no contact 

maintenance period in the experimental group (Table 5). Prior research found that coping SE 

predicted exercise among participants who maintained an active lifestyle 8 months after 

leaving cardiac rehabilitation, while recovery SE predicted exercise among participants who 

had relapsed from the recommended level of exercise but still engaged in some exercise.34 

Thus, some individuals may have high confidence in their ability to set goals and to take 

initiative but little confidence in their ability to maintain the recommended behavior and 

may benefit from ongoing training and support. A larger sample is needed to segment 

participants into “maintainers” and “relapsers” to determine whether and how efficacious 

beliefs affect diet and PA behaviors long-term.

While the current findings regarding HAPA are promising, some limitations should be 

noted. The sample was not powered to detect a significant change in secondary study 

outcomes. Also, there was no significant change in intermittent PA. The intervention could 

place greater emphasis each week on increasing PA levels and include more time during 

intervention sessions for making detailed PA plans and coping responses for activity 

barriers. The sample included primarily white females and the impact of the intervention on 

a more diverse sample requires further research. Furthermore, the female participants who 

enrolled had many previous weight loss attempts, which likely influenced their outcome 

expectancy and efficacy beliefs for weight loss. Whether the intervention impact would be 

similar for individuals with fewer prior weight loss attempts is not known. The coping and 

recovery SE subscales had low stability based on test-retest correlation coefficients. These 

subscales included only 3–5 items, which likely influenced the weak correlations;35 future 

research may strengthen the assessment of these efficacy beliefs by including a greater 

number of items. The impact of the intervention beyond 3-month follow-up was not 

evaluated and the long-term impact of the intervention warrants further investigation. 

Whether an intervention that prompts participants to make detailed plans regarding diet and 

PA behaviors, perhaps via mobile technology, following the weekly contact phase of an 

intervention during the maintenance phase would better promote weight loss maintenance 

through enhanced planning and coping and recovery SE requires further investigation.

IMPLICATIONS FOR RESEARCH AND PRACTICE

In summary, worksite behavioral interventions for diabetes prevention can facilitate 

planning activities and heighten SE for weight loss across the behavior change continuum. 

People can benefit from action planning to maintain and increase their previous behavior. 

Planning activities can go beyond goal setting by including detailed action plans regarding 

which behavior to perform, and when, where, how, how often, and how much or how long 

to engage in the behavior. In addition, asking participants to think ahead and anticipate 

barriers they are likely to encounter and develop detailed strategies for overcoming those 

barriers can be beneficial and may be necessary to avoid falling prey to tempting situations. 

When people do succumb to temptation, beliefs about recovering from a lapse may better 

explain behavior than beliefs about one’s ability to engage in the behavior initially, 

according to HAPA. Further research is needed, however, to determine whether recovery SE 

helps individuals recover from a relapse and adhere to diet quality and PA recommendations 

longitudinally and the long-term impact of those behavioral changes on weight control.
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Table 1

Demographic Characteristics at Baseline of the Sample Enrolled in a Worksite Diabetes Prevention Trial by 

Treatment Group

Characteristic
Exper.
Group
(n=35)

Control
Group
(n=33)

Mean (±SD) P-value

Age (years) 51.6 (±9.5) 50.8 (±8.1) 0.73 a

n (%) n (%)

White race 27 (77) 29 (88) 0.25 b

Black or Asian race 8 (23) 4 (12)

Male 7 (20) 7 (21) 0.90 b

Female 28 (80) 26 (79)

Less than bachelor’s degree 15 (43) 9 (27) 0.34 c

Bachelor’s degree 11 (31) 11 (33)

Post-graduate degree 9 (26) 13 (39)

Full-time employment 32 (91) 32 (97) 0.33 b

Part-time employment 3 (9) 1 (3)

Married 24 (67) 25 (76) 0.51 b

Not married 11 (31) 8 (24)

Professional occupation d 12 (35) 18 (55) 0.01 c

Clerical occupation 10 (29) 13 (39)

Other occupation 12 (35) 2 (6)

Years at current job

  1–5 years 13 (37) 11 (33) 0.20 c

  6–10 years 13 (37) 6 (18)

  11–15 years 3 (9) 6 (18)

  ≥ 16 years 6 (17) 10 (30)

Annual household income d

  $20,000–39,999 8 (24) 3 (9) 0.27 c

  $40,000–59,999 4 (12) 4 (12)

  $60,000–79,999 6 (18) 6 (18)

  $80,000–99,999 9 (27) 6 (18)

  ≥ $100,000 7 (21) 14 (42)

a
One-way ANOVA of between-group difference of mean

b
Fisher’s Exact Test of between group differences
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c
Pearson Chi-Square test of between-group differences

d
One participant in experimental group did not provide this information.
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Table 2

Weight-related Characteristics of the Sample at Baseline by Sex and Treatment Group

Weight-related Characteristic
Exper.
Group
(n=35)

Control
Group
(n=33)

Sexa n (%) n (%) P-valueb

Attempted weight loss previously M 6 (86) 6 (86) 1.00

F 26 (93) 26 (100) 0.16

Weighs self on scale at home M 4 (57) 7 (100) 0.05

F 23 (82) 23 (89) 0.51

Mean (±SD) Mean (±SD) P-valuec

Personal overall health rating in past 5 years d M 2.1 (±0.67) 2.6 (±1.1) 0.41

F 3.0 (±0.7) 2.9 (±0.9) 0.62

Frequency of weighing self at home e M 3.6 (±0.5) 3.4 (±1.0) 0.74

F 3.3 (±0.9) 3.6 (±0.5) 0.35

Previous weight loss attempts (number) f M 3.0 (±2.3) 7.8 (±11.3) 0.35

F 15.1 (±23.6) 19.8 (±23.0) 0.47

Most weight lost during one attempt (pounds) g M 20.2 (±12.0) 18.7 (±14.7) 0.84

F 30.1 (±18.0) 38.2 (±22.0) 0.16

Frequency of preoccupation with losing weight h M 1.9 (±0.3) 1.9 (±0.7) 1.00

F 2.7 (±0.9) 2.6 (±0.8) 0.54

Frequency of preoccupation with food h M 1.9 (±0.7) 2.1 (±1.1) 0.57

F 2.4 (±0.7) 2.5 (±0.8) 0.62

Perceived importance of losing weight i M 7.0 (±2.2) 7.6 (±2.7) 0.67

F 8.8 (±1.3) 9.0 (±1.2) 0.68

Perceived confidence in ability to lose weight i M 6.6 (±1.0) 7.6 (±2.5) 0.36

F 6.8 (±1.7) 6.6 (±2.2) 0.92

a
Abbreviations: M = male; F = female

b
Fisher’s Exact Test of between group differences

c
Two-sample t test of between-group difference of mean

d
Response options ranged from 1 = “excellent” to 5 = “poor.”

e
Response options ranged from 1 = “more than once per day” to 5 = “once per year or less.”

f
Two females and one male in experimental group and one male in control group did not provide this information.

g
One female in experimental group did not provide this information.
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h
Response options ranged from 1 = “never” to 4 = “always.”

i
Response options ranged from 0 = “not at all important/confident” to 10 = “extremely important/confident.”
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