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This study examined sociodemographic, behavioral and
psychosocial factors associated with BMI, weight percep-
tions and trying to lose weight among African-American
smokers (N=600, M=44.2 years, 70% female). Sixty-eight per-
cent of the sample were overweight or obese (sample BMI
M=28.0, SD=6.7). Three separate, simultaneous multivariable
regression models were used to determine which factors
were associated with BMI, weight perceptions and trying to
lose weight. Poorer health, female gender and high-school
education or higher were significantly associated with high-
er BMIs (p<0.05). Being female (OR=5.8, 95% C1=3.6-9.3) and
having a higher BMI (OR=0.6, 95% 0C=0.5-0.6) was associat-
ed with perception of overweight and smoking more ciga-
rettes per day (OR=1.0, 95% 0C=1.0-1.1), and perceiving
oneself as overweight (OR=1 4.1, 95% C0=8.2-24.2) was asso-
ciated with trying to lose weight. Participants somewhat
underestimated their BMI in their weight perceptions. Those
who perceived themselves as overweight were more likely
to be trying to lose weight; therefore, increasing participant
awareness of actual BMI status may lead to improved
weight-control efforts in African-American smokers. Several
expected associations with outcomes were not found, sug-
gesting that BMI and weight constructs are not well-under-
stood in this population.
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INTRODUCTION
The documented increases in overweight and obe-

sity' in the U.S. population are an even greater risk
when combined with other known health compromis-
ing behaviors most notably tobacco use, which
remains highly prevalent among low-income African
Americans.2 Over 60% of the U.S. population is over-
weight or obese [body mass index (BMI) >25)].34
Over one in five African-American adults are obese
(BMI>30),'"5 placing them at high risk for numerous
health maladies, including cardiovascular diseases,
diabetes and certain cancers.' 3,5 The annually measur-
able nature of the increases in overweight and obesi-
ty" 3'4 suggests that mutable, lifestyle factors-rather
than genetic factors- may be responsible for the
increases. At the same time as the dramatic weight
increases, weight perceptions and trying to lose
weight have become widely recognized themes in
American media and culture. Regardless of ethnic
background, nearly two in five Americans report that
they are trying to lose weight.6 Little is known about
the relationship of behavioral factors to individual
perceptions of overweight and efforts to lose weight
among low-SES African Americans who smoke ciga-
rettes, an underrepresented subgroup at greatest risk
for health-compromising conditions. The purpose of
this study was to systematically investigate associa-
tions of sociodemographic, behavioral and psychoso-
cial variables with BMI, perceived weight and trying
to lose weight in a sizeable sample ofAfrican-Ameri-
can adults who smoke cigarettes.

Behavioral factors, including poor dietary habits
and physical inactivity, identified among the top
three actual causes of death in the United States,7
contribute to overweight and obesity and are often
identified as important targets in changing weight
perceptions and losing weight.8'9 Although about
30% ofAmericans state that they have reduced their
calorie or fat intake in an effort to lose weight or
maintain a current weight,6 other data suggest that
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Table 1. Sample Demographic, Behavioral and
Psychosocial Characteristics

Total Sample
(N=600)

Demographic Characteristics
Age M (SD) range (16.6-52.3) 44.2 (11.1)

Female Gender 70.0% (420)

Education Greater than HS 50.0% (300)

Health Care Coverage
None 18.7% (112)
Private 61.8% (371)
Medicare/Medicaid/Other 19.5% (117)

Married/cohabitating 38.3% (230)

Employed Full Time 66.0% (395)

Monthly Household Income
Greater than $1,800 44.7% (268)

Behavioral Characteristics
Frequency of physical activity
Less than once per week 48.0% (282)
1-2 times per week 18.9% (111)
3-7 times per week 33.2% (195)

Frequency of fruit eaten
One time per month or less 21.6% (129)
1-2 times per week 20.8 (124)
3-6 times per week 14.4% (86)
One time per day 23.0% (137)
Two times per day 11.9% (71)
3-6 times per day 8.4% (50)

Frequency of vegetables eaten
One time per month or less 2.3% (14)
1-2 times per week 7.7% (46)
3-6 times per week 15.4% (92)
One time per day 35.5% (212)
Two times per day 29.1% (174)
3-6 times per day 10.0% (60)

Psychosocial Characteristics
Self-Rated General Health
Good/very good/excellent 74.2% (445)

CES-D M (SD)* 11.8 (8.8)

Daily hassles M (SD) 3.3 (2.3)

Perceived Stress M (SD) 21.3 (8.1)

* The scores on the CES-D depression scale can
range from 0-60. Scores of 16 or higher are
considered to be indicative of the likelihood of
clinical depression because it represents the
80th percentile in a representative population.35

only one in five U.S. adults consumes the recom-
mended five or more daily servings of fruits and
vegetables.'0"1 In addition to the health-protective
benefits against cancer and cardiovascular diseases,
eating a higher proportion of vegetables has been
associated with lower BMI.'0

Physical activity has been associated with lower
BMI,9 and 61% ofAmericans state that they are doing
more physical activity in order to lose or maintain
weight.6 Despite these reports, overall rates of physi-
cal activity have remained relatively low over the last
two decades,9 with approximately 29% of U.S. adults
reporting no leisure-time physical activity.9 Ethnic
minority and low-SES populations report the lowest
participation rates.12 This rate increases for ethnic
minorities; approximately 39% ofAfrican Americans
participate in no leisure-time physical activity.6 More-
over, the rate ofno leisure-time physical activity con-
tinues to rise in persons with an annual family income
of less than $10,000 (41%) and in persons with less
than a high school education (46%) as compared to
the rest ofthe population.9" 2

Psychosocial factors, such as depression and
stress, have been associated with overweight and
obesity,'3 although the findings are mixed, suggest-
ing that associations may vary depending upon how
psychosocial factors are assessed and how over-
weight and obesity are defined.'4 Perceiving oneself
as overweight and unsuccessful attempts trying to
lose weight may also increase psychological dis-
tress. People who are overweight or who perceive
themselves as overweight tend to report lower health
self-ratings,'5 perhaps in part because obesity is
highly associated with numerous disease outcomes.3
It is not well understood how these factors interact in
African-American or smoking populations.

African Americans have high smoking rates; 28%
ofAfrican Americans smoke cigarettes.'6 As many as
45% ofAfrican-American smokers report that they
want to quit "a lot"';7 however, concern about weight
and weight gain is frequently cited as a barrier to
smoking cessation.'8-20 College-aged African-Ameri-
can women may report a healthier body image2'-23 and
fewer preoccupations about weight than do European-
American women.24 However, other literature posits
that among adults, overweight and dieting women
from both ethnic groups report considerable concerns
about weight.25 Also among women, African Ameri-
cans and European Americans both report equal lev-
els of eating,26 not wanting to be fat23 and trying to
lose weight." Another study showed that although
weights preferred by African-American women may
be higher than weights preferred by European-Ameri-
can women, the difference itself between the actual
weight of the woman and the weight that she would
prefer to be was greater for African-American than
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European-American women.27 African-American
women who are overweight may experience greater
stress than European-American women who are over-
weight,28 suggesting that concern about weight may
be related to issues of cultural identification and
social class.29 Despite growing interest among
researchers, concerns and perceptions of weight
among African-American adults are not well under-
stood, and the existing research has been done almost
exclusively on women. Fear of weight gain has been
cited as a primary reason to continue tobacco smok-
ing in African-American populations; however, little
is known about factors that may be associated with
perceptions of weight and trying to lose weight
among African Americans who smoke.

Overweight and obesity in the United States may
adversely affect as many as two-thirds of the adult
population and have been considered an epidemic.30
Interventions are needed to address this problem;
however, a dearth of research exists to develop inter-
ventions, especially among subgroups of the popula-
tion who have historically been underserved and at
higher risk of suffering debilitating diseases associat-
ed with overweight and obesity. The purpose of this
study was to examine factors that might be associated
with BMI, weight perceptions and trying to lose
weight in a sample ofAfrican-American adult male
and female smokers.

METHOD

Sample
These data were drawn from a previously described,

double-blind, placebo-controlled, randomized trial of
600 African-American smokers recruited at an inner-
city community health center over a 16-month peri-

od.31'32 Participants provided written informed consent
during the first visit. The trial procedures were
approved and monitored by the University of Kansas
Medical Center's Committee for the Protection of
Human Participants. Eligible persons described them-
selves as "African-American or black," were at least 18
years ofage, smoked at least 10 cigarettes per day, were
interested in quitting in the next 30 days, spoke Eng-
lish, and had a home address and working telephone.
Only one smoker per household was allowed to enroll.
Participants were excluded if they had a contraindica-
tion for bupropion SR (predisposition to seizures,
excessive alcohol use, bulimia or anorexia nervosa,
current use of bupropion), were pregnant, currently
used psychoactive medication, used other forms of
tobacco or nicotine replacement in the past 30 days,
were in drug treatment during the past six months or
were being treated for depression.

Assessment
The assessment included measures of demo-

graphic, behavioral and psychosocial variables.
Demographic questions included age, education,
marital status, gender, income, employment, insur-
ance status and residential mobility. Income was
assessed categorically and collapsed to three cate-
gories (low <$1,100, medium $1,100-$1,800 or
high >$ 1,800 per month) for analyses.

Behavioral Variables
Dietary habits. Two questions were adapted

from the Behavioral Risk Factor Surveillance Sur-
vey (BRFSS). In separate questions, participants
reported the frequency of eating fruit and vegetables
(times per day, week or month).33'34

Physical activity. Physical activity was assessed

Table 2. Bivariate Relationships among Dependent Variables, BMI,
Perceived Weight and Trying to Lose Weight

Body Mass Index M (SD) Percent Trying to Lose Weight

Sample (N=600) 28.8 (6.7) 40%

Perceived weightab
Underweight (n=75) 21.0 (2.7) 1%
About right (n=161) 24.8 (3.3) 11%
Overweight (n=348) 32.4 (5.8) 62%

Trying to /ose weightc
No (n=349) 26.7 (6.4)
Yes (n=235) 32.0 (5.7)

a BMI significantly increases across weight perception categories, F (2,581 )=239.9, p<0.001; b Trying to lose
weight significantly increases across weight perception categories, x2(2)=1 78.2, p<0.001; c BMI
significantly higher among those trying to lose weight, F (2,582)=103.5, p<0.001
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using an item from the BRFSS that assesses the
number of times per week or per month that the par-
ticipant took part in physical activities, such as run-
ning, aerobics, dancing, gardening or walking for
exercise.33"34

Psychosocial Variables
Health status. Participants rated their general

perceived health using a question adapted from the
BRFSS. Participants rate their general health as
excellent, very good, good, fair or poor. Responses
were collapsed into excellent, very good or good,
and fair or poor.33 34

Depressive symptoms. Depressive symptoms were
assessed with the Center for Epidemiologic Studies
Depression Scale (CES-D).35 Scores range from 0 to
60, with scores of 16 or higher indicative of the likeli-
hood of clinical depression. The CES-D is a 20-item,
four-point Likert scale (1=rarely or none of the time,
about one day; to 4=most or all of the time, about 5-7
days) to assess self-report symptoms related to depres-
sive mood. The alpha coefficient for the CES-D was
0.85 (general population) and 0.90 (a patient sample).
Test-retest reliability estimates were reported: 0.51
(two weeks), 0.67 (four weeks) and 0.59 (both six- and
eight-week intervals). In terms ofthe concurrent validi-
ty estimates, the CES-D was positively correlated with
the Hamilton Clinician's Rating Scale (r=0.44), and
with the Raskin Rating Scale (r=0.54).36

Daily hassles. Hassles, or daily sources of frustra-
tion (e.g., having a check late or lost in the mail or
having a violent argument with a friend or relative),
were measured using a modified, 11-item hassles
index that was based on an instrument used success-

fully in a prior study of stress in African-American
smokers37 that was adapted from an original scale by
Kanner, Coyne and Lazarus.38 Each respondent
reported whether or not a particular event happened to
them or someone important to them in the past three
months. We used nine items from the Romano et al.
measure37 and added two items we thought might be
relevant to the population targeted in our study. The
additional items assessed hassles related to: 1) losing
medical, food or housing benefits and 2) having to
move. High scores could range from zero to 11,
depending on the number of self-reported hassles that
the respondent indicates have occurred to either him-
self or herself, or a person "most important" to him or
her during the preceding three months. Researchers
have reported good internal consistency (Cronbach's
alpha=0.74) and evidence of construct validity.37 The
Cronbach's alpha coefficient for our abbreviated
instrument was 0.65 (0.58 when excluding the two
hassles items that were added).

Perceived stress scale. Perceived stress was
assessed with a 14-item Likert-type questionnaire that
measured the frequency of feelings in the last month.
Items ask participants to rate how often (0=never,
1=almost never, 2=sometimes, 3=fairly often, 4=very
often) they face particular feelings, such as being
upset because something happened unexpectedly, felt
confident about handling personal problems and
angered because of things that happened that were
outside of personal control.39'40 Scores can range from
0 to 56. The Cronbach's alpha for the PSS was 0.80.
PSS norms are available from a large probability sam-
ple.39 The mean PSS score for Cohen & Williamson's
entire study sample (N=2387) was 19.62. For current

Table 3. Mulfivariable Models Describing Body Mass index, Perceived Weight and Trying to Lose Weight

Body Mass Index Estimate (B) T p
Intercept 30.2 50.5 0.001
Self-rated health good, very good or excellent -2.3 -3.7 0.001
Male gender -1.7 -2.9 0.004
Greater than high-school education 1.6 2.9 0.004

Perceived Weight Estimate (B) p2 P
Intercept 1 11.3 149.7 0.001
Intercept 2 14.6 187.3 0.001
Male gender 1.8 52.6 0.001
BMI -0.6 193.8 0.001

Trying to Lose Weight Estimate (B) p2 P
Intercept 0.43 0.60 0.440
Age 0.02 5.76 0.016
Cigarettes per day 0.03 5.26 0.022
Perceived weight
Overweight vs. underweight 2.38 12.37 0.001
Overweight vs. about right 0.13 0.12 0.729
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smokers (n=708) the mean was 20.4, for successful
quitters (n=616) the mean was 19.1, for never smok-
ers (n=1028) the mean was 19.4, and for African
Americans, regardless of smoking status (n=1 85), the
mean was 21.5.3940

Dependent Variables
BMI. BMI (kg/M2) was calculated based on self-

reported height: "How tall are you?" and anthropo-
metric assessment of weight. Both height and weight
were converted to metric calculations for BMI calcu-
lations. Height was self-reported based on available
assessment equipment and institutional review board-
approved study procedures. Trained research assis-
tants weighed all participants using the Befour Right-
Weigh Electronic Scale. Participants removed bulky
clothes, such as coats.

Perceived weight. Perceived weight was assessed
using an item drawn from the third National Health
and Nutrition Examination Survey (NHANES III):
"Do you consider yourself now to be overweight,
underweight or about the right weight?"4'

Trying to lose weight. Trying to lose weight was
assessed using an item drawn from NHANES III:
"Are you trying to lose weight now?"4'

Analyses
Analyses were performed using SAS software

Release 8.01.42 We summarized categorical baseline
variables using frequencies and percentages, calculat-
ing means and standard deviations to summarize
baseline quantitative variables. We used two sample t-
tests or analysis ofvariance (ANOVA) to examine the
association between baseline categorical variables
and BMI. We used Chi-squared or Fisher's Exact
Tests to assess the association of baseline categorical
variables with perceived weight (underweight, about
right, overweight) and trying to lose weight (yes/no).
We used ANOVA to test for differences in baseline
continuous variables among perceived weight cate-
gories and two sample t-tests to test for differences in
baseline continuous variables between trying to lose
weight categories. This results in a number of analy-
ses used to aid in the identification of factors that
might be associated with BMI, perceived weight and
trying to lose weight. A correction for multiple tests,
such as the Bonferroni method, would be very conser-
vative, thus we have reported the actual p values to
three decimal places so that readers can assess the
magnitude ofeach difference.
We used regression models to investigate multivari-

able relationships. We modeled the joint effects of
demographic, behavioral and psychosocial factors in
separate models for each of the three dependent vari-
ables, BMI, perceived weight and trying to lose weight.
In addition, we included BMI in the model for per-

ceived weight, and we included BMI and perceived
weight in the model for trying to lose weight. We used
both linear stepwise regression and best subsets regres-
sion, using Mallow's Cp criterion selection method to
model the joint relationship of the independent vari-
ables assessing demographic, behavioral and psy-
chosocial factors to BMI. Weight perception consisted
of three ordinal categories (underweight/about
right/overweight). Thus, we- used ordered polytomous
logistic regression using the proportional odds model
to model cumulative logits assessing the relationship of
the previously identified independent variables along
with BMI to perceived weight. Polytomous logistics
regression allows us to model an ordinal dependent
variable in a similar manner to modeling a dichoto-
mous variable with standard dichotomous logistic
regression. We used dichotomous logistic regression to
model the relationship of the previously identified
independent variables along with BMI and perceived
weight to trying to lose weight. The models obtained
from the stepwise logistic regression and best subsets
selection methods from both the polytomous and
dichotomous logistic regression analyses were further
validated using the forward and backward model selec-
tion methods where we found equivalent effects.

RESULTS

Sample Characteristics
Sample demographic, behavioral and psychosocial

characteristics are presented in Table 1. The majority of
the sample was female, and about halfhad completed
some education past high school. One in five partici-
pants reported not having any healthcare coverage.
One-third reported not working full time, and the sam-
ple was generally low-income, with over halfreporting
household incomes less than $1,800 per month. Three-
fourths of the sample rated their health as good, very
good or excellent, but most of the sample (72.8%,
n=428) reported not meeting surgeon general's physi-
cal activity guidelines ofat least 30 minutes ofphysical
activity on five or more days a week. Over half of the
sample reported eating fruit less than once a day, and
one-fourth of the sample reported eating vegetables
less than once a day. The mean level ofperceived stress
was 21-very similar to the mean of 20.4 reported for
current smokers in a large probability sample and
slightly below the mean of 25 reported by Cohen and
colleagues39 for a community sample of smokers
enrolled in a smoking cessation program. With regard
to depressive symptoms, more than 25% ofthe sample
scored above the threshold typically used to indicate
the likelihood ofclinical levels ofdepression.35

Bivariate relationships among dependent variables
(BMI, perceived weight and trying to lose weight) are
presented in Table 2. Thirty-one percent (n=l 82) of
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the sample were overweight (BMI=25-29.9), and
37% (n=218) of the sample were obese (BMI >29.9)
(not shown in table) (Sample M BMI=29). Few (13%)
rated themselves underweight, while 28% rated them-
selves about right, and 60% rated themselves over-
weight. Of those who rated themselves as under-
weight, 15% had an underweight BMI of less than
18.5, 81% had a normal BMI between 18.5 and 25,
and 4% had an overweight BMI greater than 25. Of
those who rated themselves about right, 2% had an
underweight BMI, 53% had a normal-weight BMI,
and 45% had an overweight BMI. Ofthose who rated
themselves as overweight, none had an underweight
BMI, 7% had a normal-weight BMI, and 93% had an
overweight BMI. Two in every five participants stated
that they were trying to lose weight.

Bivariate Characteristics
BMI. Women had higher BMIs (M=29.3, s=stan-

dard deviation=6.8) than did men (M=27.7, s=6. 1),
t(582)=2.9, p<0.005. Those with greater-than-high-
school education had higher BMIs (M=29.5, s=6.5)
compared to those with less-than-high-school edu-
cation (M=28.2, s=6.8), t(582)=-2.3, p<0.03. Those
who rated their health as fair or poor had higher
BMIs (M=30.3, s=7.8) compared to those who rated
their health as good, very good or excellent
(M=28.3, s=6. l), t(218)=2.8, p<0.006.

Perceived weight. Women were more likely to
report themselves overweight (67%) in comparison to
men (41%), c2(2)=39.8, p<0.001. Those with greater
than high school education were more likely to report
themselves overweight (64%) in comparison to those
with less than high school education (55%), c2
(2)=13.3, p<0.002. Those who rated their health as fair
or poor were more likely to report themselves as over-
weight (67%) compared to those who rated their health
as good, very good or excellent (57%), c22 (2)=7.3,
p<0.03. Depressive symptoms were lower among peo-
ple who reported themselves about the right weight
(M=10.2, s=8.6) compared to those who rated them-
selves underweight (M=13.9, s=10.4) or overweight
(M=12.1, s=8.4), F(2, 590)=5.0, p<0.008. Perceived
stress was also lower among people who reported
themselves about the right weight (M= 19.9, s=7.6)
compared to those who rated themselves underweight
(M=22.2, s=9.2) or overweight (M=21.7, s=8.0), F(2,
593)=3.5, p<0.05.

Trying to lose weight. Women were more likely
to report that they were trying to lose weight (45%)
in comparison to men (28%), X2 (1)=14.6, p<0.001.
The mean age was lower among people trying to
lose weight (M=43. 1, s=9.4) compared to those who
were not trying to lose weight (M=45.0, s=12.0),
t(583)=2.2, p<O.O5. The mean number of cigarettes
smoked per day was lower among those trying to

lose weight (M=1 8.1, s=7.6) compared to those who
were not trying to lose weight (M=19.8, s=8.4),
t(597)=2.6, p<0.009.

Interrelationships among dependent variables.
Prior to examining joint factors associated with BMI,
perceived weight and trying to lose weight, we exam-
ined the interrelationships of these variables. As pre-
sented in Table 2, all three dependent variables were
significantly associated with each other. People who
rated themselves as underweight had lower BMIs than
did those who reported themselves about right, who
in turn had lower BMIs than did those who reported
themselves overweight, F(2,581)=239.8, p<0.001.
People who were trying to lose weight had higher
BMIs than did those who were not trying to lose
weight, t(1,582)=-10.17, p<O.OO1, and reported high-
er perceived weight, X2 (2)=178.2, p<O.001.

Multivariable Models
Table 3 presents the parameter estimates for the

regressions modeling BMI, perceived weight and
trying to lose weight.

BMI. Variables describing sociodemographics,
health behaviors and psychosocial factors were entered
simultaneously into a stepwise linear regression mod-
eling BMI. Poorer general health, female gender and
greater-than-or-equal-to-a-high-school education were
significantly associated with higher BMIs.

Perceived weight. Variables describing sociode-
mographics, health behaviors, psychosocial factors
and BMI were entered simultaneously into a step-
wise proportional odds regression modeling per-
ceived weight. Females (OR=5.8, 95% CI=3.6-9.3)
were more likely to perceive themselves as over-
weight. Participants with higher BMIs (OR=1.8,
95% CI=1.6-1.9) were more likely to rate them-
selves as overweight.

Trying to lose weight. Variables describing
sociodemographics, health behaviors, psychosocial
factors, BMI and perceived weight were entered
simultaneously into a stepwise logistical regression
modeling trying to lose weight. Younger participants
(OR=1.02, 95% CI=1.00-1.04) and participants who
smoked more cigarettes per day (OR=1.03, 95%
CI=1.00-1.06) were more likely to be trying to lose
weight. Participants who rated themselves as over-
weight in comparison to those who rated themselves
as underweight (OR=134.15, 95% CI=18.37-979.56)
were more likely to be trying to lose weight. Partici-
pants who rated themselves as overweight in compari-
son to participants who rated themselves as about the
right weight (OR=14.09, 95% CI=8.19-24.24) were
more likely to be trying to lose weight.

DISCUSSION
Although participants were not recruited by
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weight status, a much higher proportion of the sam-
ple than the general public was overweight, consis-
tent with other studies of African Americans.27 A
high percentage of the sample (37%) was obese,
suggesting that there is a need to address BMI in
addition to tobacco cessation among African-Ameri-
can smokers who come from similar lower-SES pop-
ulations. Despite the high proportion of overweight
and obesity, 23% of the sample perceived them-
selves inaccurately according to clinical BMI classi-
fications. The mean weight of the group that rated
themselves underweight (mean BMI=2 1) was well
within the normal range for BMI, and the mean
weight of the group that rated themselves "about
right" was borderline overweight (mean BMI=25).
This overestimation may represent the difference
between clinical definitions and cultural definitions
ofbody weight.

Despite the tendency among some of the sample
to underestimate weight status, we found that BMI
was significantly associated with perceived weight
before and after adjusting for other factors. Howev-
er, BMI dropped out of the stepwise and best subset
models of trying to lose weight. This is likely a
result of the relationship between BMI and per-
ceived weight, and suggests that perceived weight
may mediate the association between BMI and try-
ing to lose weight (i.e., perceptions of weight deter-
mine who will try to lose weight). If this is the case,
a simple strategy to increase attempts to lose weight
might be to provide accurate feedback to individuals
about their overweight status in comparison to
national healthy BMI guidelines. This may be espe-
cially important in populations that may be less
aware of health and medical concerns, such as
African-American populations, who may perceive
ideal body size and shape larger than what may be
recommended for optimal health.27

We also found that gender was differentially asso-
ciated with BMI and perceived weight in the multi-
variable models. Being female was associated with
greater BMI and being more likely to perceive oneself
as overweight. We considered that gender might mod-
ify the effect of weight perceptions in determining
efforts at weight loss; however, analyses did not show
a significant interaction (analyses not shown). Thus,
being male may be associated with more accurate
perceived weight. This suggests that women have
higher BMIs in this sample, but men report more
accurate perceptions of their weights. Men may be
more accurate in perceiving their weight as under-
weight, about right or overweight. On the other hand,
men may experience less social pressure to maintain a
thinner weight, and this, in turn, may make their per-
ceived weight more accurate.

Although the number of cigarettes smoked per

day was not related to BMI or weight perceptions,
our findings suggest that smoking more cigarettes
may still be related to trying to lose weight. Those
who smoked more cigarettes per day were more like-
ly to be trying to lose weight. In the multivariable
model comparing those trying to lose weight with
those not trying to lose weight, people who smoke
about 10 more cigarettes per day are about 1.35
times more likely to be trying to lose weight. One
reason for smoking may be to keep weight gain at
bay; thus, people who smoke more cigarettes might
use smoking as a weight loss strategy. Concern
about weight and weight gain is frequently cited as a
barrier to smoking cessation.'8-2043 In particular,
African-American women may be more reluctant to
gain any weight upon quitting smoking than Euro-
pean-American women.20 There is a need to address
cigarette smoking in overweight populations in
order to understand the phenomenon and intervene
effectively.

This study assessed a sizeable sample ofAfrican-
American smokers, most ofwhom were undereducated
and with relatively low household incomes, both men
and women, providing insight into a population that
has been understudied. These data may not be repre-
sentative of all African Americans or all people who
smoke, although most bivariable relationships were
consistent with expected relationships based on previ-
ous research. However, completing a high-school edu-
cation was associated with higher BMI. Given the
undereducated nature of our sample (only 50% had
completed high school), this may be an artifact of a
restricted education range. Our sample was cross-sec-
tional; therefore, causation should not be implied.

Although many expected bivariable relationships
were found associating health and psychosocial fac-
tors with BMI, weight perceptions and trying to lose
weight, most of these relationships were not born
out by multivariable models. This suggests that
behavioral and psychosocial factors may have a
more complicated role than anticipated in this sam-
ple population or that the selected behavioral and
psychosocial measures were inappropriate or not
sensitive enough in this population. Our measures
were limited to those available on the baseline sur-
vey of the larger trial, designed to promote smoking
cessation. Although these measures had all been
used before in epidemiological studies and, in par-
ticular, the psychosocial measures have been shown
repeatedly to be reliable and valid, some may not
have been sufficient to show a relationship in a mul-
tivariable model assuming one existed. For example,
it was impossible to determine whether eating a
large salad might constitute 3-4 daily servings of
fruits and vegetables but only count as having eaten
vegetables once in a day. Although our BMI assess-
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ment relied on objective weight assessments, objec-
tive assessments of height together with stronger
assessments of perceived weight and trying to lose
weight may produce different results.

Perceived weight tended to underestimate BMI in
this sample ofAfrican-American smokers; however,
those who recognized that they were overweight
were more likely to be trying to lose weight. The
data suggest that feedback may be an effective way
to get people to try to lose weight; however, among
smokers, it is important to address tobacco cessation
along with weight loss. Overweight and obesity
remain a significant challenge, and innovative
strategies that simultaneously target weight loss and
tobacco cessation are needed.
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JNMA would like to publish three "'theme issues" in calendar year 2005 covering |
the following topics: (1 ) Education {to include the undergraduate medical school
curriculum, updates on medical schools with -special emphasis on the historically
black institutions and residency/fellowship issues), (2) women/children issues and l
(3) obesity/metabolic syndrome. This is a "call for manuscripts"l in all three areas. |
The timeliness and scholarship of submissions will determine whether any or call of
these initiatives come to fruition. This is JNMA's first foray in this area andl
submissions can be "'open-ended"l. In subsequent years we would hope to have |
more focused submissions.

Please indicate the particular "Itheme issue" in your cover letter. Submissionl
guidelines are located in at least every other issue of JNMA, on NMA's website at|
www.nmanet.org under publications, JNMA. Please e-mail your submissions to
isheyn@nmanet.org.C
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