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ABSTRACT 

Motivation for Weight Loss Maintenance: Approach and Avoidance 

Rylan Jay Testa 

Doctor of Philosophy 

Temple University, 2010 

Doctoral Advisory Committee Chair: Ronald Brown, Ph.D. 

 

Currently, two-thirds of adults and one-half of children and adolescents in the United 

States meet criteria for overweight or obese weight status (Wang & Beydoun, 2007). While 

weight loss often is desired among these individuals, few achieve sustained weight loss 

maintenance. A model of motivation, affect, and long-term weight loss maintenance is 

proposed, based on Carver’s model of behavior change (2004b) and related research. This 

investigation evaluated the model’s proposed associations between approach and avoidance 

motivation, depressive and anxious affect, and caloric consumption within the context of a 

dietary lapse condition in the laboratory. Findings did not support the hypotheses that 

avoidance motivation would be negatively related to calorie consumption or that approach 

motivation would be positively associated with calorie consumption. Conversely, higher 

avoidance motivation was found to predict higher caloric consumption. Finally, this relationship 

was not mediated by depressive or anxious affect. Instead, consumption of high calorie foods 

alone was shown to fully mediate this relationship. Recommendations for future research are 

presented in the context of these findings. 
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CHAPTER 1 

INTRODUCTION 

Background and Significance 

It has been recognized that obesity represents an international public health concern. In 

fact, the number of individuals suffering from too much body fat now exceeds the number of 

individuals who are classified as underweight (Gardner & Halweil, 2000). The number of 

individuals overweight and obese continues to increase, with the United States leading this 

international epidemic. Currently, two-thirds of adults and half of children and adolescents in 

the United States meet criteria for overweight or obese weight status (Wang & Beydoun, 2007).  

While weight loss often is desired among these individuals, few achieve sustained 

weight loss maintenance. In fact, it is estimated that among those who are overweight or obese, 

over 60 percent of adults and 50 percent of children and adolescents are currently attempting 

to lose weight by dieting (Neumark-Sztainer et al., 2000). Over the past two decades, clinical 

interventions have proven effective in establishing initial weight loss. However, the majority of 

those who complete treatment for obesity regain the majority of weight they lost over the five 

years following treatment. A review of research reveals that, while 10-15% weight loss can be 

expected on average in behaviorally based weight loss treatment programs, four years later 

most of this weight has usually been regained, with individuals typically sustaining around 4% 

loss from initial weight (Jeffery et al., 2000). A national survey of adults in the U.S. revealed that 

one-third of individuals who had lost a significant amount of weight regained most of this 

weight within one year (Weiss et al., 2007).  

Nonetheless, there is a minority of individuals who are successful at overcoming these 

biological and environmental challenges to maintain significant weight loss for years (Wing & 
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Phelan, 2005). These individuals have been the focus of careful investigation examining the 

predictors of success in sustaining weight loss. One large scale project, the National Weight 

Control Registry, is devoted specifically to tracking individuals who have maintained a weight 

loss of at least 10% for at least one year (Wing & Phelan, 2005). 

Some clear behavioral trends have been observed in these weight loss maintainers, 

revealing that success requires a fairly vigilant and aggressive approach. For example, individuals 

in the National Weight Control Registry reported consuming a low-calorie, low-fat diet and 

estimated eating only 1381kcal/day, just 24% of these coming from fat. National Weight Control 

Registry members also reported watching less television than most Americans, and exercising 

far more, with 90% reporting that they engaged in approximately one hour of exercise per day. 

In addition, members reported weighing themselves at least once a week, and 44% reported 

weighing themselves daily. Further, members who reported maintaining their diet every day of 

the week, including holidays, were determined to be more successful than those individuals who 

did not engage in these behaviors (Wing & Phelan, 2005). Other studies have revealed 

additional behaviors predictive of weight loss maintenance, including the planning of meals, 

measuring food quantities on one’s plate, tracking of calories and fat consumed, and consistent 

self-monitoring of diet, exercise, and weight (Elfhag & Rossner, 2005; Kirschenbaum, 1987; 

Kruger, Blanck, & Gillespie, 2006).  

Although unremitting dedication to weight maintenance behaviors appears to be 

necessary for long-term weight control, it is unclear why some individuals succeed at 

maintaining this regimen, whereas others who were previously successful during initial weight 

loss, relapse with regard to their behavior changes. Various cognitive and affective factors have 

been associated with weight loss maintenance. These factors include higher self-efficacy, having 
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achieved a self-determined goal weight, confidence in weight management strategies and 

weight loss achieved, possessing adaptive coping strategies for negotiating stress, higher 

restraint (conscious control over eating), more flexible control over eating versus dichotomous 

thinking, lower disinhibition (loss of control over eating), and of course, lower levels of 

perceived hunger (Elfhag & Rossner, 2005). Among the motivational factors examined, there are 

indications that initial readiness and motivation to change, autonomous motivation, regulatory 

focus, and less life satisfaction prior to weight loss predict long-term weight loss maintenance 

(Elfhag & Rossner, 2005; Fuglestad, Rothman, & Jeffery, 2008; Williams, Grow, & Freedman, 

1996; Wiltink, Dippel, & Szczepanski, 2007). Some studies indicate that other cognitive factors 

are associated with maintenance, including having lower final weight goals or expecting more 

weight loss and having fewer symptoms of depression during maintenance (McGuire, Wing, & 

Klem, 1999; Wiltink et al., 2007).  

Many of these aforementioned findings were based on studies that assessed post-

treatment maintenance of at least 10% weight loss over a fairly short duration, some over a 

period of only six months. Therefore, it is possible that some of these factors were associated 

with weight loss maintenance only because they had facilitated initial weight loss well below 

10% of highest weight, thereby making weight regain a significantly longer process. In support of 

this notion, amount of initial weight loss is one common predictor of weight loss maintenance 

(Elfhag & Rossner, 2005). 

This distinction is important in light of Rothman and colleagues’ (2004) theory of 

behavior change phases, which posits that specific cognitive and affective factors are necessary 

for success or failure during the maintenance versus initiation phases of behavior change. As 

noted earlier, satisfaction, rather than self-efficacy and positive outcome expectations, is 
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proposed to be the primary determinant of behavior maintenance. In support of this assertion, a 

study of smoking cessation revealed that self-efficacy predicted initial cessation and satisfaction 

with the outcomes of quitting predicted maintenance of cessation (Baldwin et al., 2006).  

Two other studies highlight the importance of distinguishing cognitive factors involved 

in initiation versus maintenance of weight loss. First, from a study by Foster, Wadden, Vogt, and 

Brewer (1997), overweight and obese individuals seeking treatment were found to set goal 

weights in line with their lowest adult weight and near general population ideals, often requiring 

25% loss from initial weight. Furthermore, these individuals considered a weight loss of 17% 

“disappointing” despite the known health benefits of 5-10% weight reduction. Despite 

recognizing favorable physical and psychosocial effects of achieving relatively smaller weight 

losses, individuals’ satisfaction with weight loss at week 48 was best predicted by the 

discrepancy between their current weight and their chosen goal weight at the start of treatment 

(Foster et al., 1997, p. 81). Given this pattern, it is reasonable to propose that optimistically high 

expectation may increase motivation, fueling initial behavior change, but that these same 

overly-optimistic expectations may have an opposite effect on weight loss maintenance, 

resulting in dissatisfaction and abandonment of behavior change during maintenance.  

More directly related to the distinction between cognitive factors implicated in initiation 

versus maintenance of weight loss is a recent study by Fuglestad, Rothman, and Jeffery (2008). 

Individuals’ regulatory focus differentially predicted whether they succeeded in initiation versus 

maintenance of both weight loss maintenance and smoking cessation. Individuals’ regulatory 

focus was measured in levels of promotion focus, (their tendency to pursue desired outcomes) 

and in levels of prevention focus (their tendency to focus on avoiding undesired outcomes). 

Among 350 obese adult women, high promotion focus at baseline predicted more weight loss 
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over treatment and in the beginning 8 months of follow-up. However, the predictive power of 

promotion focus dissipated over time. Among individuals in this original sample who had 

attained their goal weight and had maintained 5% weight loss for at least one month, 

maintenance of weight loss was predicted by higher prevention focus over the following 14 

months and not by promotion focus.  

Therefore, efforts to achieve seemingly elusive weight loss maintenance may require 

focus on and understanding of cognitive and affective factors uniquely related to maintenance 

processes. This first requires an understanding of what constitutes weight loss maintenance, 

which is thus addressed next.  

Defining Weight Loss Maintenance 

There has been little consensus on a robust definition of weight-loss maintenance. 

Various criteria for classification of individuals into successful or unsuccessful long-term weight 

controllers have been delineated. Most definitions include criteria specifying a minimum 

amount of weight loss over a specific period of time. The amount of weight loss necessary is 

defined by many researchers to be 5-10% of the individual’s highest weight, based on this 

marker’s demonstrated clinical health benefits (Hannah, Hunter, Kemper, & Willoughby, 2002; 

Wing & Phelan, 2005). The minimum time criterion set by researchers typically has not been 

based on clinical utility. Rather, specific time criteria are often set in the context of treatment 

outcome research. Thus, the definition of long-term weight loss maintenance often is guided by 

the length of a follow-up period that is considered practical for demonstrating efficacy, 

considering attrition and funding limits. Some investigators have separately tested the factors 

involved in success during treatment and during post-treatment follow-up periods. However, 
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such an approach is not an attempt to distinguish different phases of behavior change, but 

instead to establish the specific limits of treatment efficacy (Jeffery et al., 2000). 

Conversely, recent theoretical descriptions of behavior change have differentiated 

between initiation and maintenance. The work of Rothman and colleagues (2004) provides 

definitions of different phases of behavior change and insights into the factors associated with 

them. Rothman and colleagues (2004) propose that important differences can be seen among 

four phases of behavior change – initial response, continued response, maintenance, and habit. 

Initial response and continued response require the establishment of new behavior and are 

both facilitated by self-efficacy beliefs and outcome expectations. The maintenance phase, on 

the other hand, is characterized by a sustained effort to continue the established behavior. It is 

proposed that since self-efficacy and outcome expectations have been determined by this point, 

their power to predict continued engagement in the behavior change is replaced. Instead, 

during maintenance, individuals’ satisfaction with the results of their new behavior will predict 

successful maintenance of behavior change. The final phase, habit, requires no further 

consideration of the value of the behavior, and behavior in this stage is posited to be predicted 

primarily by prior behavior. 

The present investigation’s focus will encompass individuals in both the maintenance 

and habit phases described by Rothman and colleagues (2004) since insufficient research exists 

at this point to document the prevalence of long-term weight controllers in each phase, the 

average duration of each phase, the variability in phase duration between individuals, or the 

range of behaviors and cognitions an individual may exhibit in these phases. However, there is 

reason to believe that the majority of successful weight controllers stay in the maintenance 

phase, rather than the habit phase, of behavior change most of the time. This is likely, due to 
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the strong and frequent physiological and environmental triggers for weight regain that weight 

loss maintainers experience and the evidence that continued attention to behaviors and goals 

has been shown to be a predictor of long-term weight loss maintenance (Kirshenbaum, 1987). 

Therefore, the terms weight loss maintenance and weight loss maintainers will be used 

throughout this study to refer to individuals who may be in either the maintenance or habit 

phases described by Rothman and colleagues (2004). 

Theories of Self-Regulation 

 Theories of self-regulation have evolved substantially over the past 25 years, now 

providing promising models of behavior change and maintenance of behavior change. 

Application of these theories to the area of weight loss maintenance may shed light on the 

cognitive and affective determinants of weight loss maintenance, which have not yet been 

thoroughly elucidated, as described above. 

Carver’s bidimensional model of approach and avoidance orientation 

Carver (2004b) recently has posited an intriguing alternative to standard goal-oriented, 

unidimensional affective models of self-regulation. It is proposed that self-regulatory behavior 

may be guided by not one, but two goal-related feedback loops, with bidimensional affective 

components to each. This model includes a discrepancy-reducing feedback loop, or negative 

feedback loop, which aims to eliminate the discrepancy between the reference goal and the 

current perceived state. In addition, the model includes a discrepancy-enlarging feedback loop, 

or positive feedback loop, which aims to enlarge the discrepancy between a reference “anti-

goal” (a feared or disliked state) and the current perceived state. Thus, the former feedback 

loop is described as an approach system, whereas the latter feedback loop is described as an 

avoidance system. Other theories, including those in the domains of personality (Elliot & Thrash, 
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2002; Gray, 1994), goal setting (Dickson & MacLeod, 2004; Elliot & Sheldon, 1997), emotion 

(Gray, 1990), psychopathology (Fowles, 1994; Rodebaugh & Heimberg, 2008), and self-

regulation (Higgins, 1997) have recently converged to support the division of approach and 

avoidance systems.  

Carver further posits that both the approach and avoidance systems have bidimensional 

affective components guiding behavioral output (See Figure 1). It is proposed that during the 

second “test” phase, the discrepancy between the expected rate of change and perceived rate 

of change is the basis for affect. In terms of approach, when moving toward a goal at a rate 

better than expected, the individual will experience elation and eagerness, whereas when falling 

short of the desired rate of progress toward the goal, or moving away from the goal altogether, 

the individual will experience sadness, or potentially depressive affect. Frustration and anger 

also may be due to experience with minor negative discrepancies from one’s expected rate of 

progress (Carver, 2004a). Carver puts forth a matching bidimensional affective scale for 

avoidance orientation. When an individual is moving away from an anti-goal at a rate better 

than expected, the individual will experience relief and calmness. Conversely, when falling short 

of the desired rate of progress away from the anti-goal, or moving toward an anti-goal, the 

individual will experience anxiety and fear. On both scales, when progress matches the expected 

rate, no affect is generated.  

In both cases, affect is seen as the motivation for future behavior. According to Carver, 

affect will result in reprioritization of a goal. Positive affect during success may lead to an 

adaptive process of energy reallocation to other more crucial tasks. Avoidance-related anxiety 

and fear may motivate increased prioritization and re-engagement. This somewhat mirrors 

behavioral models of negative reinforcement, with the negative affect being the aversive  
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stimulus that is removed to reinforce behavior. Alternatively, during approach-related sadness 

and depression, increased effort may be interpreted as useless, and as a result, disengagement 

with reduced action may occur (Carver, 2004b).  

Theories of Self-Regulation Applied to Weight Loss Maintenance 

 Carver’s model, combined with the knowledge contributed by the theories described 

above, may be useful in the realm of weight loss maintenance. Developed from these 

conceptualizations, Figure 2 exemplifies the proposed effect of motivation orientation on weight 

loss maintenance behaviors, mediated by cognitive and affective components. Specific 

characteristics of weight loss maintenance, particularly the facts that most individuals do not 

reach their ideal weight goal and that lapses in weight loss maintenance behavior are frequent, 

have unique implications for how motivational orientation may influence weight loss 

maintenance. 

Goals 

First, it is important to understand goals and anti-goals in the context of weight loss 

maintenance. In the case of an individual who is attempting to lose weight, the goal is the 

individual’s own ideal body-image. This ideal can be conceptualized in many ways, including 

number of pounds, clothing size, or reflection in the mirror. Characteristics of the individual’s 

goal concept may be important for motivation, affect, and behavior change. Specifically, 

behavior therapy techniques applied to assist in weight loss suggest it is beneficial to develop 

goals that are specific, measurable, realistic, achievable, and time-oriented, such that there are 

limited time-periods after which progress towards the goal may be assessed. In weight 

maintenance specifically, it has been shown that making short-term behavior goals is a more 

viable predictor of success than making long-term overall weight goals (Nothwehr & Yang, 2007; 
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Zegman & Baker, 1983). Although it has been demonstrated that higher expectancies and larger 

weight loss goals are predictive of initial success in weight loss (Linde, Jeffery, Finch, Ng, & 

Rothman, 2004), the finding that goal achievement is a predictor of maintenance (Byrne, 

Cooper, & Fairburn, 2004) points to the possible benefit of holding more realistic weight loss 

goals during maintenance. Although each of these goal components provides an important 

potential target for therapeutic intervention, it is noteworthy that there is research to suggest 

that an individual’s ideal weight goal is very difficult to change in therapy (Wadden et al., 2003). 

 Anti-Goals 

Anti-goals, a more recent construct, has been the subject of less research than goals in 

the general behavior change domain and in the weight loss maintenance literature, specifically. 

There is some reason to suggest that characteristics of an individuals’ anti-goal are just as 

important to motivation, affect, and behavior change. In addiction recovery, for example, often 

seen as analogous to recovery from obesity, there is a popular sentiment that one must “hit 

bottom,” the lowest point, which is different for each individual, prior to recovering. This 

provides a good example of anti-goals and how such goals may motivate behavior change. Thus, 

for many obese individuals, the anti-goal will be based on a prior experienced low, a point at 

which the individual became cognizant of the severity of her current state, possibly by learning 

that due to associated obesity morbidities such as cardiovascular disease, she cannot fly to see 

her child’s graduation from college. An anti-goal also may serve as an anticipated outcome, such 

as the sense that one will not find a life partner or will suffer a heart attack similar to a parent as 

a result of obesity. In a study of weight loss maintainers, 94% reported being motivated by 

negative, not positive or hopeful, weight-related experiences and concerns, including dislike of 

appearance or clothing fit, negative emotional state, obesity-related illness in one’s family, and 
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social embarrassment (Tinker & Tucker, 1997). As is true in the analysis of goals, particular 

characteristics of individuals’ anti-goals may have implications for their weight loss 

maintenance. However, since little research in this area exists, anti-goals remain less 

understood and should become a topic of future research.  

Frequent Failure Experiences of Those Attempting to Maintain Weight Loss 

As stated above, an important component of this model is that most individuals who 

attempt to maintain weight loss will have frequent experiences of failure for two reasons. First, 

because individuals frequently hold unrealistically high weight loss expectations, they may never 

achieve their goals (Foster et al., 1997). Second, because of the high frequency of what might be 

called “high-risk situations,” such as holidays, parties, travel, and eating out, those attempting to 

maintain weight loss often experience lapses in weight loss maintenance behaviors. Therefore, 

unlike abstaining from an addiction, weight loss maintainers typically never attain the goal they 

set out to achieve and frequently experience lapses in weight loss maintenance behaviors. Thus, 

at some point, the rate of movement toward the goal, if approach-oriented, or away from the 

anti-goal, if avoidance-oriented, will be less than expected, and perhaps, even in the opposite 

direction than expected. Therefore, weight loss maintainers will often be experiencing a state 

similar to failure, whether it is framed as greater than desired discrepancy from a goal, less than 

desired discrepancy from an anti-goal, less than desired rate of change toward a goal, or less 

than desired rate of change away from an anti-goal. This failure-like state will have important 

implications for weight loss maintenance, as laid out in the model below. 

Outline of Model 

As may be seen in Figures 1 and 2, it is proposed that, depending on whether an 

individual is approach- or avoidance-motivated, both the discrepancy between the individual’s 
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state and her reference goal and the discrepancy between the individual’s rate of change and 

her expected rate of change, will result in different cognitive and affective states, which will 

result in differential levels of engagement in weight loss maintenance behaviors. Thus, one part 

of the model is based on Carver’s theoretical perspective that rate of change is the determinant 

of affect, specifically anxiety or depression. Another portion is based partially on regulatory 

focus theory, which largely mirrors Carver’s model, but emphasizes the importance of the 

discrepancy between self and reference points in determining affect, again specifically anxiety 

or depression.  

Motivation and Affect 

 During periods of weight regain, lapse, or anticipated lapse, approach and avoidance 

motivation will result in different affective states, which will differentially predict engagement in 

weight maintenance behaviors. Those with an approach orientation will experience sadness and 

symptoms of depression as they do not match their expected rate of change, sensing the loss of 

an eventual goal, or as they focus on the larger than desired discrepancy between their current 

state and their ideal goal. Conversely, those with an avoidance orientation will experience 

anxiety and fear as they do not match their expected rate of change, sensing the threat of their 

anti-goal getting closer, or as they focus on the smaller than desired discrepancy between their 

current state and anti-goal.  

Affect and Behavior 

Whereas both depression and anxiety are negative affective states, they have different 

implications for continued weight maintenance behavior. Depressive affect, experienced by 

approach-oriented individuals, may be equated with the deactivated unpleasant affect referred 

to by Barrett and Russell (1998). This state includes low energy levels, low self-efficacy, and low 
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expectancies, and will therefore lead to disengagement from weight control behaviors and 

ultimately to weight regain. Anxiety, experienced by avoidance oriented individuals, can be 

equated with the activated unpleasant affect referred to by Feldman-Barrett and Russell (1998). 

This state includes higher energy resources and motivation for action and will instead result in 

reengagement in weight control behaviors and sustained weight loss.  

Summary 

At a theoretical level, there is reason to believe that avoidance orientation, resulting in 

anxious rather than depressive affect in the face of common failure to achieve weight loss goals, 

will be more useful for the maintenance of weight loss. However, this model, as applied to 

weight loss maintenance, has not yet been empirically tested.  

Research on whether Affect Mediates the Relation  

between Motivation Orientation and Weight Loss Maintenance 

Motivation Orientation and Affect 

The general relation between motivational orientation and affect reviewed earlier 

supports the self-regulatory models proposed. Thus, in general, failed approach can be said to 

lead to depressive affect and failed avoidance can be said to lead to anxious affect. However, no 

research studies were found that evaluated the association between motivational orientation 

and affect in weight loss maintenance specifically.  

Affect and Weight Loss Maintenance 

There is more empirical support for the notion that affect influences weight loss 

maintenance behaviors and weight loss maintenance directly. Specifically, the roles of 

depressive affect and anxiety in weight loss maintenance, affective states central to the 

proposed model, have been the primary focus of these studies. However, the relative wealth of 
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studies does not yet present a clear picture of the association between depressive or anxious 

affect and weight loss maintenance.  

There are several concerns that blur the research in this area. The majority of these 

studies were designed to assess whether weight loss maintenance improves general 

psychological function, not whether affect improves weight loss maintenance. The definitions of 

anxiety and depression employed in these various studies are therefore geared toward 

assessment of psychopathology, not depressive or anxious cognitions or affective states.  This 

should be noted as the roles of depression and anxiety in weight loss maintenance, in turn, are 

reviewed below. 

Depressive affect and weight loss maintenance. The link between depressive affect and 

weight regain has been demonstrated in the predominance of studies conducted to date. 

Several of these studies come from analysis of data from National Weight Control Registry 

participants. It should be noted that the National Weight Control Registry is not necessarily 

representative of weight loss maintainers in that it is comprised of primarily Caucasians, 

females, and the college-educated. It is unclear what, if any, impact this would have on the 

applicability of these findings to other segments of the population. An evaluation of an original 

sample of 714 participants revealed that higher levels of depressive symptomatology predicted 

weight regain over the following year (McGuire, Wing, Klem, Lang, & Hill, 1999). In a more 

recent analysis of the National Weight Control Registry, now comprised of over 4000 

participants, lower levels of depressive affect were associated with greater success in weight 

loss maintenance (Wing & Phelan, 2005). Study of weight regain and recovery of weight loss 

among National Weight Control Registry members also highlights the role of depressive 

symptomatology. Of those who regained weight over one year, smaller increases in depressive 
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symptomatology during this period predicted recovery from this regain over the subsequent 

year. This association actually disappears when controlling for amount of weight regained 

(Phelan, Hill, Lang, Dibello, & Wing, 2003). However, this does not rule out the possibility that 

depressive affect was causal of both regain and inability to recover. In fact, depressive 

symptoms have been shown to precede overeating and weight gain for both obese and non-

obese samples (Korkeila, Kaprio, Rissanen, Koshenvuo, & Sorensen, 1998; McElroy et al., 2004). 

Exception to this link between lower levels of depressive cognitions and weight loss 

maintainance is provided by the few studies finding that depression and life dissatisfaction prior 

to weight loss have predicted weight loss maintenance. However, this initial high state of 

depressive symptomatology is possibly a marker of motivation to change and may be diminished 

as weight loss progresses (Elfhag & Rossner, 2005).  

Anxious affect and weight loss maintenance. The association between anxious affect 

and weight loss maintenance is particularly complicated. In most cases, anxiety has been 

viewed, together with depressive affect, to be a barrier to weight control. Therapeutic 

interventions for obesity that specifically address anxiety have been advised (Craighead & Aibel, 

2000). However, seldom has anxiety been associated with weight regain. One older study by 

Jönsson, Björvell, Levander, and Rössner (1986) did find that personality characteristics 

associated with anxiety predicted weight regain. However, the sample consisted of individuals 

who had been treated by having their jaws wired shut. This may have been particularly stressful 

for individuals with anxious personality characteristics. Further, it is unclear whether this 

anxious personality construct would be aligned at all with the avoidance-motivated anxious 

cognitive and affective states described here.  
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The assumed link between anxiety and unsuccessful weight loss maintenance is based 

primarily on studies demonstrating that anxiety leads to disinhibited eating in predominantly 

normal weight individuals who are classified as restrictive eaters (Herman, Polivy, Lank, & 

Heatherton, 1987; Polivy, Herman, & McFarlane, 1994) Thus, these findings may not apply to 

weight loss maintainers. Further, in these studies, ego distress, in particular, has been 

associated with overeating (Herman & Polivy, 2004). This anxiety is different from cognitive and 

affective fear of moving towards one’s anti-goal, and therefore these findings cannot be 

generalized to assume that such cognitions would have similar effects on disinhibition. 

There are, in fact, other indications that specific types of anxiety may be useful for 

weight loss maintenance. One study revealed that successful weight loss maintainers exhibited 

significantly higher levels of anxiety than non-reducing obese controls, but not at levels 

indicative of psychopathology (Sarlio-Lähteenkorva, & Rissanen, 1998). Further, the extremely 

consistent behavioral vigilance and restraint seen in weight loss maintainers is almost obsessive. 

Yet again, weight loss maintenance is not linked to increased or pathological levels of distress 

(Klem, Wing, McGuire, Seagle, & Hill, 1998). However, weight loss maintainers do report 

thinking of food and weight more than normative weight samples or weight regainers (McGuire, 

Wing, Klem, & Hill, 1999). Thus, although no studies have been found that specifically address 

the notion of whether specific types of anxiety may be useful for weight loss maintenance, there 

is reason to believe that non-clinical aspects of anxiety may be involved in weight loss 

maintenance. 

Summary 

In sum, the link between motivation, affect, and weight loss maintenance warrants 

further empirical analysis. There is a general lack of research on motivational orientation and 
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affect in weight loss maintainers. Although the generally assumed link between clinical 

depression and weight regain has been repeatedly demonstrated, the relationship of specific 

depressive cognitive and affective states to weight related behaviors has not been pursued. 

There is no compelling evidence that anxiety leads to weight regain in individuals who were 

formerly overweight or obese. There is some limited evidence, however, that aspects of anxious 

cognitive and affective states may promote weight loss maintenance, but insufficient research 

exists at this point to draw any conclusions. These areas are therefore ripe for further 

investigation. 

The Present Study 

Importance of the Present Study 

Thus, the present study aimed to contribute to the understanding of the associations 

between motivation, affect, and weight loss maintenance. It was anticipated that resulting 

knowledge would be potentially helpful in improving long-term treatment outcomes for 

overweight, obesity, and related medical conditions. Currently, these conditions continue to 

decrease quality of life, increase medical costs, and shorten lifespan for many Americans (Puhl, 

& Latner, 2007; Tucker, Palmer, Valentine, Roze, & Ray, 2006; Yach, Stuckler, & Brownell, 2006).  

Further, it was anticipated that the present research would contribute to an 

understanding of constructs that may impact broad health domains, beyond obesity. For 

example, approach and avoidance goals previously have been found to impact smokers’ 

behavior in quitting and maintaining quit status (Worth, Sullivan, & Hertel, 2005). Therefore, it 

was believed that knowledge gained from this research might eventually benefit treatment and 

prevention efforts in a range of behavioral health areas, including medication adherence, 

substance abuse, exercise, hygiene, and others. 
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Aims of the Present Study 

This study examined evidence regarding the proposed relation between motivational 

orientation and caloric consumption during dietary lapse conditions in those attempting to 

maintain significant weight loss. The proposed model is presented in Figure 2. Several 

consequential hypotheses were tested, as described below. Most broadly, it was hypothesized 

that caloric consumption would be correlated with motivational orientation during dietary lapse 

such that: 

• Hypothesis 1: Avoidance motivation would be negatively related to calorie 

consumption. 

• Hypothesis 2: Approach motivation would be positively related to calorie 

consumption. 

 Several intermediate hypotheses were also proposed to address whether affect 

mediated any found relation between motivational orientation and caloric intake. These 

intermediate hypotheses were as follows: 

• Hypothesis 3: The negative relation between avoidance motivation and caloric 

consumption would be mediated by level of anxious affect during failure. 

• Hypothesis 4: The positive relation between approach motivation and caloric 

consumption would be mediated by level of depressive affect during failure. 
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CHAPTER 2 

METHODS 

This study used a combination of self-report measures and behavioral measures in a 

feeding lab to assess motivational orientation, affect, caloric consumption, and related 

constructs. Figure 3 depicts how each component of the proposed model was measured. Each of 

the measures in Figure 3 is detailed in the measures section below. All data were used in 

analyses of correlation, regression, and mediation.  

Participants 

Data were collected from 72 females who had attained a weight loss of 10% or more 

from their highest body weight and had maintained this loss for at least one month (this was 

assessed by self-report during telephone screening of highest lifetime weight, current weight, 

and length of time at current weight). Weight loss maintenance criteria were based on the 

amount of weight loss necessary for clinical health benefits (Hannah, Hunter, Kemper, & 

Willoughby, 2002). It was decided to include participants of only one sex in this study because 

the discrepancy in caloric requirements and eating behaviors between males and females would 

only have added variability to the outcome measure. Females were chosen for participation in 

the study because a higher percentage of females attempt to lose weight and because a larger 

number of females are usually available for participation in such studies through psychology 

courses. All participants were English-speaking and between the ages of 18 and 65 years.  Data 

from 5 participants were removed from the dataset because they did not fully complete the 

measures required for the study. One participant reported symptoms of bulimia and was 

therefore excused from the study. One additional participant did not report weights that 

indicated a significant amount of weight loss, despite having done so in response to the 
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screening instrument. Therefore, this participant’s data were also removed from the dataset.  

The present investigation therefore included data from 65 females. Participants had a mean age 

of 22.7 years (SD = 6.67). A majority (60.0%) of the sample self-identified as Caucasian, 23.1% as 

Black or African American, 7.7% as Asian or Asian American, 1.5% as Hispanic, and 7.7% as some 

other ethnicity (e.g., Hawaiian/Pacific Islander, Native American, or other ethnicity). Based on 

reported family income, it was determined that the plurality of participants were of upper 

middle class socioeconomic status (38.5%), 21.5% lower middle class, 10.8% working class, 4.6% 

impoverished, and 1.5% upper class. Nearly one-fourth of the sample (23.1%) did not report 

annual household income. Most participants were full-time students (67.7%), 13.8% reported 

being employed full-time, 12.3% employed part-time, and 3.1% unemployed; 3.1% did not 

report employment status. Highest level of education was reported to be some college for 

61.5% of participants, high school graduation for 27.7%, post-graduate education for 6.2%, and 

college graduation for 4.6%. A large majority of participants were exclusively heterosexual 

(87.7%), as determined by self-report. Smaller groups of women identified as mostly 

heterosexual (9.2%) and bisexual (3.1%).  Most women were single (72.3%), 24.6% were married 

or partnered, and 3% divorced or separated. Based on reported height and weight measured in 

the lab, 69.2% fell in a healthy weight range, 21.6% were overweight, and 9.2% were obese. The 

mean BMI of 23.95 (SD = 4.29) fell in the healthy weight range. 

Procedure 

Approval for this study was provided by the Temple University Human Subjects 

Institutional Review Board (Protocol #12143).  
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Participant Recruitment 

Participants were recruited from fliers and advertisements posted on and around the 

campus of Temple University. Participants responded via telephone or email to indicate their 

interest in participating in the study, at which point they spoke with a member of the research 

team to complete a telephone screening to ensure eligibility for participation.  

Food and Water Preload 

 Prior studies have examined caloric consumption in individuals who restrict their diet 

after having those individuals consume a food item that is perceived to be non-diet friendly, 

called a preload. In these restrictive eaters, preloads have been shown to result in higher caloric 

consumption when given access to food following the preload.  These preloads, such as a cookie 

or serving of ice cream, are believed to mirror circumstances that often may occur when an 

individual who is restricting her diet consumes a non-diet friendly food, such as cake at a party 

or fast food while travelling (Knight & Boland, 1989; Polivy, 2002; Worth, Sullivan, Hertel, & 

Rothman, 2005). The purpose of providing a preload in this study was the same. Doughnuts 

were provided as the preload in this study since they are widely recognized as a non-diet 

friendly food (Knight & Boland, 1989; Worth et al., 2005). Participants were asked to eat one 

doughnut (230 calories, 10 grams of fat). Since it was predicted that participants might request a 

drink with the food they were asked to consume, participants were provided with water. In 

order to ensure that all participants left the preload portion of the study with the same volume 

ingested, participants were asked to drink all 8 ounces of water provided.. 

Videotape 

Participants watched a five-minute segment of a video while eating the food preload 

and drinking water. Later, all participants watched a 10–minute segment of the same video 
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during the bogus taste test (see below). The video employed was a segment of the British 

Broadcasting Corporation’s Planet Earth (2007), a narrated presentation of geographic regions 

of the Earth that does not address eating, does not depict women or prime body image issues, 

and would not typically induce strong emotions. 

Data Collection 

 All individuals who did not report during the telephone screening that they met any of 

the criteria for exclusion listed above were offered a scheduled time to come in to the feeding 

laboratory between the hours of 2pm and 4pm. This time window was selected to limit 

variability in appetite due to time of day. Participants were informed “I want you to eat the way 

you usually do before coming in. However, for two hours before you are scheduled to come in, 

you need to not eat or drink anything because you will be asked to rate the tastes of different 

foods and cannot be full. Do you have any questions about this?” Upon coming into the 

laboratory, participants were provided with consent forms, including descriptions of their 

responsibilities and rights as participants. To prevent experimental bias, these consent forms 

indicated that the aim of the study was to investigate the effects of viewing different films on 

food taste in weight loss maintainers. After signing a consent form acknowledging 

understanding of the study, participants were then asked to complete the demographic 

questionnaire, the weight loss maintenance questionnaire, the Multidimensional Body-Self 

Relations Questionnaire – Appearance Scales (MBRSQ-AS; T.A. Brown, Cash, & Mikulka, 1990; 

Cash, 1990; 2000), the Beck Depression Inventory-II (BDI-II; Beck, Steer, & Brown,1996), the 

Regulatory Focus Questionnaire (RFQ; Higgins et al., 2001), the Motivations for Weight Loss 

Maintenance Questionnaire, and the Hunger Scale.  
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Individuals were then assessed for severe levels of depressive affect or bingeing and 

purging criteria for bulimia nervosa during the initial portion of data collection with the use of 

the BDI-II and Eating Behavior Questionnaire. One individual who reported criteria indicative of 

bulimia nervosa was not asked to continue with the study and was provided with appropriate 

referrals. 

All other participants were subsequently provided with a doughnut along with an eight-

ounce cup of water. Participants were asked to “Please eat all of the doughnut and drink all of 

this water as you watch a short five-minute film I am about to turn on for you.” After the video 

had commenced, the participants were left alone for five minutes. After five minutes, the video 

was stopped. If the participant had not completed ingestion of any of the food or drink, she was 

asked to do so at that point. Plates and cups were removed, and participants were handed the 

State Trait - Depression Adjective Check List (ST-DACL; Lubin, 1967), the State-Trait Anxiety 

Inventory State (STAIS) scale (Spielberger, Gorsuch, Lushene, Vagg,& Jacobs, 1983), the measure 

assessing perception of diet failure during the preload, and a paper sheet of directions. The 

participants were read the directions aloud, stating “The purpose of eating the doughnut and 

drinking the water is to make sure that all participants have eaten the same thing before the 

taste-test portion of the study you are about to complete. While you take a five-minute break 

from the video to digest this, please fill out these three questionnaires. Please take your time 

completing these. I will be back to see if you are done in five minutes.” After these measures 

had been completed and collected, the participants were presented with six bowls of snack 

food, labeled 1-6, and a palatability sheet, with six corresponding taste-rating items. Participants 

were presented with directions, again simultaneously read out loud, stating, “In a moment I will 

turn the video back on so you can watch the last 10 minutes while completing the taste-test 
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portion of the study. Please make sure you taste each food once and rate its taste on the sheet 

next to the number that goes along with the food’s bowl number. However, you may eat as 

much or as little of the snacks as you like as you watch the video. I will be back in 10 minutes.” 

The study took 45-55 minutes for each participant to complete. When finished, all 

participants received $10 to compensate them for their time. Temple University undergraduate 

students could alternatively opt to receive 2 research credits. Additionally, at the end of the 

study, all participants received a debriefing statement and a list of community resources related 

to weight loss maintenance. 

Measures 

Demographic Information 

Participants were administered a demographics questionnaire, inquiring about their 

age, race/ethnicity, socioeconomic status, native language, and level of education (see Appendix 

A). 

Weight Loss Maintenance Questionnaire 

Participants were administered a questionnaire, designed for this study to assess the 

nature of an individual’s weight loss maintenance (see Appendix B). Participants were asked to 

report their highest weight in the past, the last date they weighed this amount, how long they 

have maintained their current weight (+/- 5lbs), how satisfied they are with their current weight, 

what they believe would be their highest acceptable weight, and what they believe their ideal 

weight to be. Participants were also asked whether they had changed their eating or physical 

activity levels to achieve their weight loss maintenance, or whether they had purged in the last 

month to lose weight or maintain weight loss. In addition, participants were asked to report 
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their involvement over the last year in any programs or therapies focused on weight loss or 

weight loss maintenance.  

Multidimensional Body-Self Relations Questionnaire – Appearance Scales  

The Multidimensional Body-Self Relations Questionnaire (MBSRQ; T.A. Brown et al., 

1990; Cash, 1990; 2000) is a 69-item multidimensional attitudinal measure of body image and 

weight-related variables (Cash, Winstead, & Janda, 1986). A portion of this is the 34-item 

Appearance Scale (MBSRQ-AS). The MBSRQ-AS consists of five subscales, which can be assessed 

independently without compromising the measure’s psychometric properties (Cash, 2000). For 

the current study, only the Appearance Evaluation and Body Areas Satisfaction subscales were 

used (see Appendix C). Participants responded to questions on a scale of 1 (definitely disagree) 

to 5 (definitely agree). The Appearance Evaluation subscale consists of seven items which assess 

overall evaluation of one’s appearance. Higher scores indicate greater satisfaction with and 

positive feelings about one’s appearance. In large samples of men and women, the Appearance 

Evaluation subscale has demonstrated good internal consistency (alphas = .88) and one-month 

test-retest reliability (r’s = .81 and .91, respectively (Cash, 2000). The Body Areas Satisfaction 

subscale (BASS) consists of nine items which assess satisfaction with discrete areas or aspects of 

the body. Higher scores indicate greater contentment with appearance, whereas lower scores 

indicate unhappiness with the appearance of specific body features. The BASS demonstrated 

adequate internal consistency and one-month test-retest reliability in men (α = .77, r = .86) and 

women (α = .73, r = .74; Cash, 2000). A large, national sample was used to establish reliability, 

validity, and adult normative values for males and females, which were used in this investigation 

for comparison (Brown et al., 1990; Cash, 2000; Cash et al., 1986). In the present study, 
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Appearance Evaluation subscale and BASS demonstrated good internal consistency (α’s = .89, 

.78, respectively). 

Depression  

The Beck Depression Inventory-II (BDI-II; Beck et al., 1996) was used to assess symptoms 

of depression (see Appendix D). The scale consists of 21 items, rated on a 0 to 3 scale, designed 

to assess the cognitive, affective, and somatic symptoms associated with diagnostic criteria for 

depressive disorders as described in the fourth edition of the Diagnostic and Statistical Manual 

for Mental Disorders (APA, 1994). The scale, tested in a sample of predominantly Caucasian 

undergraduate psychology students, demonstrated high levels of internal consistency (α = .91). 

The BDI-II (Beck, Steer, & Brown, 1996) manual also reports correlations of .68 and .71 

(respectively) between the BDI-II and two other depression-related instruments—the Revised 

Hamilton Psychiatric Rating Scale for Depression (Hamilton, 1960) and the Beck Hopelessness 

Scale (Beck & Steer, 1988) . Scores on the BDI-II were also highly correlated (r = .93), with the 

first version of the Beck Depression Inventory (BDI; Beck & Steer, 1993b). Tested on another 

sample of predominantly Caucasian and predominantly female undergraduate students, the 

scale also demonstrated a positive correlation with the Beck Anxiety Inventory (r = .56; BAI; Beck 

& Steer, 1993a). Additionally, positive correlations were demonstrated with both the Sociotropy 

and Solitude (SAS; Clark, Steer, Beck, & Ross, 1995) Sociotropy subscale (r = .35, p < .001) and 

Solitude subscale (r = .32, p < .001), and no relationship with the Independence subscale (r =-.10, 

ns.), as was expected. The reliability and validity of the BDI-II has been widely supported in other 

studies of college, community, and clinical samples (Osman et al., 1997; Whisman, Perez, & 

Ramel, 2000). The standard cut-offs create four categories, with scores of 0–9 indicating that a 

person is not depressed, 10–18 indicating mild depression, 19–29 indicating moderate 
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depression, and 30 or higher indicating severe depression. In the present study, this scale 

demonstrated good internal consistency (α = .86).  

Depressive Affect 

The state version of the State Trait - Depression Adjective Check List (ST-DACL; Lubin, 

1967) is a self-report questionnaire developed to assess short-term depressive mood and 

change in depressive mood. List A consists of 32 adjectives describing positive and negative 

affect (see Appendix H). Participants’ scores are a sum of the negative affect items endorsed and 

the positive affect items not endorsed. Higher scores indicate higher depressive affect. The ST-

DACL List A has demonstrated high internal consistency (α = .85) in psychologically normal adult 

samples (Christenfeld, Lubin, Satin, & Maurice, 1978; Lubin, 2002).  Convergent validity of the 

ST-DACL has been demonstrated by significant correlation (r = .80) with the state form of the 

Multiple Affect Adjective Check List (AACL; Zuckerman, Lubin, Vogel, & Valerias, 1964) and with 

the Self-Rating Depression Scale (r = .50; Zung, 1965) in similar adult samples (Lubin, 2002; 

Whitlock, Lubin, Noble, 1995). In the present study, the ST-DACL demonstrated good internal 

consistency (α = .85). 

Anxious Affect 

The State-Trait Anxiety Inventory State (STAIS) scale (Spielberger et al., 1983) was used 

to measure levels of transient anxiety (see Appendix I). The STAIS is comprised of 20 items that 

evaluate how the respondent feels “right now, at this moment.” Items evaluate feelings of 

apprehension, tension, nervousness, and worry. Response options are provided on a four-point 

Likert-type scale, ranging from 1 (“not at all”) through 4 (“very much so”).  Scores on the STAIS 

scale increase in response to physical danger and psychological stress, and decrease as a result 

of relaxation training (Kendall et al., 1976). The scale has demonstrated validity in assessing the 
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level of anxiety induced by stressful experimental procedures and by unavoidable real-life 

stressors in psychologically normal adults (Metzger, 1976). In the present study, this scale 

demonstrated good internal consistency (α = .94).  

Approach and Avoidance Orientation 

The Regulatory Focus Questionnaire (RFQ; Higgins et al., 2001) was used to assess 

participants’ levels of approach and avoidance orientation (see Appendix E). The RFQ is designed 

to assess “promotion and prevention foci.” These constructs are generally equivalent to 

approach and avoidance orientation, respectively, as described in the aforementioned model 

proposed above. The measure consists of 11 items (5 prevention and 6 promotion) asking 

participants to indicate how often they have experienced specific events using a 5-point scale 

ranging from 1 (never or seldom) to 5 (very often). Higher scores indicate greater previous 

success in promotion and prevention self-regulation. An example promotion item is “How often 

have you accomplished things that got you ‘psyched’ to work even harder?” An example 

prevention item is “Growing up, would you ever ‘cross the line’ by doing things that your 

parents would not tolerate?” (reverse scored). The scales have been found to have good 

internal consistency (.73 for the Promotion scale and.80 for the Prevention scale), good test-

retest reliability over a period of two months (r = .79 for the Promotion scale and r = .81 for the 

Prevention scale) in samples of undergraduate students (Higgins, et al., 2001). The scales have 

also been found to have high convergent and discriminant validity in similar samples, with both 

Promotion and Prevention scales being independently correlated with Jackson's (1974) 

Personality Research Form (PRF) Achievement scale, the prevention scale having a unique 

inverse relation with measures of impulsivity, and the promotion scale having a unique positive 

relation with measures of reward sensitivity (Higgins et al., 2001). In the present study, both the 
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Promotion and Prevention scales demonstrated good internal consistency (α’s = .71, .73, 

respectively). 

Weight Loss Maintenance Motivation 

To assess weight loss specific motivation, a questionnaire utilized by Worth et al. (2005) 

to assess motivation for smoking cessation was modified to refer to weight-loss maintenance 

(see Appendix F). Participants were asked to describe their goals for maintaining weight loss in 

an open-ended format, asking for both things they “want to get” and things they “want to 

avoid” by maintaining weight loss. A team of two people then coded the goals that the 

participants reported. Goals were coded as approach when the goal described something the 

participants wanted to get as a result of maintaining weight loss (e.g., I want to look good). 

Goals were coded as avoid when the goal described something that is not currently true that 

participants want to avoid by maintaining weight loss (e.g., I do not want to have a heart 

attack.). Concordance between the two raters occurred 98.3% of the time. Disagreements 

between raters (on 5 responses) were resolved through discussion. The goal type codes were 

used to then determine the proportion of each goal type that a participant reported. The final 

goal measure was the proportion of approach goals to avoidance goals. Therefore, scores 

greater than .5 indicated more approach than avoidance goals were reported, and scores less 

than .5 indicated more avoidance goals were reported.  By using proportions, the total number 

of goals that each person reported is controlled for. The reliability and validity of this scale had 

not yet been assessed. Therefore, correlation of this measure with the RFQ was assessed in the 

present study as one indicator of this measure’s validity. 
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Hunger 

Participants were asked to rate how hungry they were on a Visual Analogue Scale (see 

Appendix G). Hunger scores were calculated by measuring distance from the left in centimeters 

that the participants placed their mark on the 10 centimeter line. Visual analogue scales have 

been demonstrated to have high convergent validity with consumption, with higher scores pre-

meal predicting increased caloric consumption and with higher caloric intake predicting larger 

decreases in reported hunger, among normal weight healthy young adult participants (Flint, 

Raben, Blundell, & Astrup, 2000; Parker et al., 2004).  

Proportion of Daily Calories Consumed 

Participants were served a variety of snack options, ranging in energy density. Six bowls 

were presented, containing either baby carrots, sliced apples, pretzels, Ritz Bitz, mini-Oreo 

cookies, or jelly beans. Snack foods were served in full bowls (containing 120 grams of each 

food). The weight change in each bowl was calculated pre- to post-session and multiplied by the 

energy density of the food in that bowl to arrive at a measure of energy consumed. A sum of the 

energy consumed scores from all six bowls was calculated. This number was then divided by the 

recommended intake for the individual (as computed in the Dietary Reference Intakes based on 

age, gender, and BMI; National Academy of Sciences, 2002; see Appendix J) to calculate a 

proportion of recommended intake consumed in the experimental session. 

Palatability 

Participants were asked to rate how pleasant the taste of each food item was on a 

Visual Analogue Scale (see Appendix K). Palatability scores were calculated by measuring 

distance from the left that the participant placed her mark on the 10 centimeter line. Visual 

analogue scales have been demonstrated to have high convergent validity in studies related to 
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palatability, hunger, and consumption, with higher scores in rating palatability and hunger 

relating to greater caloric consumption among normal weight healthy young adult participants 

(Flint et al., 2000; Parker et al., 2004).  

Perception of Dietary Failure during Lapse 

To assess the perception of the preload on one’s weight loss maintenance, participants 

were asked to indicate what effect eating a doughnut had on their weight loss maintenance on a 

visual analogue scale ranging from “extremely good effect” to “extremely bad effect” (see 

Appendix L).  

Disordered Eating 

The Eating Attitudes Test-26 (EAT-26; Garner et al., 1982), a 26-item self-report 

measure, was used to assess attitudes and behaviors associated with disordered eating (see 

Appendix M). Some of these attitudes and behaviors include the desire to lose weight, fear of 

fatness, avoidance of eating, binge eating, guilt associated with eating, purging, and 

preoccupation with eating and weight, in general. The EAT-26 is comprised of three factors. 

Factor I, labeled “dieting,” reflects the avoidance of food and preoccupation with one’s shape. 

Factor II, named “bulimia and food preoccupation,” contains items related to bingeing and 

vomiting. Factor III, named “oral control,” reflects perceived social pressure to lose weight. 

Participants are instructed to the rate the frequency of the occurrence of the 26 items on a 6-

point Likert-type scale. A sum of the ratings across all of the items provides an overall score for 

disordered eating. The EAT-26 overall score was used as a continuous measure of disordered 

eating, with higher scores indicative of more disturbed eating attitudes and behaviors.  The EAT-

26 has demonstrated good internal consistency with Cronbach’s alphas ranging from .79 to .94 

(Garner et al., 1982). The validity of the EAT-26 also has been established using both clinical and 
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non-clinical adult samples (Garner et al., 1982; Rosen, Silberg, & Gross, 1988). In the present 

study, this scale demonstrated good internal consistency (α = .89). 

Body Mass Index 

Participants’ Body Mass Index (BMI) was calculated using participants’ weight, 

measured in the laboratory, self-reported height, and the accepted formula for BMI (BMI = 

[(Weight-lbs) / (Height-inches)2] x 703). Body weight was taken with clothing on, except for 

shoes and jackets, which participants were asked to remove when being weighed. 
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CHAPTER 3  

RESULTS 

Participant responses to the weight loss maintenance behavior questionnaire indicated 

a mean BMI of 23.17 (SD = 3.82), which falls in the normal range. Participants reported a mean 

lifetime highest BMI of  27.16 (SD = 4.93), which falls in the overweight range. Participants 

therefore reported that they achieved a mean of 14.29% weight loss (SD = 5.12). On average, 

participants reported that they had last weighed their highest weight 36.15 months ago (SD = 

27.75) and had maintained their current weight loss (+/- 5lbs) for 15.60 months (SD = 19.39).  

Participants reported a mean highest acceptable BMI of 23.94 (SD = 3.23). Their reported ideal 

weights indicated a mean ideal BMI of 21.69 (SD = 2.57). Sixty participants (83.1%) reported that 

they had changed their eating behavior, and 59 (78.5%) had changed their activity level to 

achieve and maintain this weight loss. Only a small minority of participants (6.2%) indicated that 

they had been involved in programs or therapies focused on weight loss or weight loss 

maintenance over the past year.  

Means and standard deviations for scores on psychometric measures are presented in 

Table 1. A review of skewness and kurtosis statistics in conjunction with a visual examination of 

histograms for the measures presented in Table 1 suggested that the data were symmetrically 

and normally distributed.  
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Table 1. Means and Standard Deviations for Study Variables  

Measure  M              SD   

   

MBSRQ-AS   

Appearance Evaluation 3.43 0.81 

Body Areas Satisfaction 3.31 0.66 

Beck Depression Inventory-II 10.70 8.37 

Regulatory Focus Questionnaire   

    Promotion Scale 22.02 4.14 
    Prevention Scale 17.15 3.88 

Weight Loss Maintenance Motivation 0.68 0.26 

Hunger 6.09 1.87 

ST-DACL 5.91 2.62 

State Trait Anxiety Inventory State Scale 36.58 12.34 

Palatability   

     Carrots 5.50 3.15 

     Jelly Beans 5.15 3.26 

     Ritz Bitz 6.47 2.47 

     Mini Oreos 6.40 2.79 
     Pretzels 6.56 2.42 

     Apples 7.51 2.77 

Perception of Diet Failure During Lapse 2.16 1.78 

Eating Attitudes Test-26 13.30 11.01 

Proportion Daily Calories Consumed 1.52 0.94 

   

Note: MBSRQ-AS = Multidimensional Body Self-Relations Questionnaire – Appearance Subscales; 

ST-DACL = State Trait - Depression Adjective Check List.  

 

Bivariate Correlations 

To explore the basic associations among the measures, Pearson product-moment zero-

order correlation coefficients were calculated for all continuous variables. The results of these 

zero-order correlation coefficients are presented in Table 2. Even after applying a Bonferroni 

correction for the number of measures tested (p = .05/14 = .004), a number of correlations were 

still statistically significant.  

As expected, several significant associations were found between measures of 

depression, anxiety, eating disorder behavior, and satisfaction with one’s appearance. In 

particular, depressive symptoms (measured by the BDI-II) were found to be significantly and 
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negatively correlated with body areas satisfaction (measured by the MBRSQ BASS) and body 

appearance evaluation (measured by the MBRSQ AE) and significantly positively correlated with 

anxious affect (measured by the STAIS) and eating disorder behavior (measured by the EAT-26). 

Anxious affect was also significantly negatively correlated with body areas satisfaction and 

appearance evaluation, and positively correlated with eating disordered behavior. Eating 

disordered behavior was also negatively correlated with body areas satisfaction and appearance 

evaluation. Again, as expected, body areas satisfaction and appearance evaluation were also 

significantly positively correlated, indicating that individuals who were more satisfied with 

specific features of their bodies were also more satisfied with their overall appearance.  Body 

appearance evaluation alone was significantly negatively correlated with body mass index. Thus, 

less satisfaction with body appearance was reported by those with who were more overweight. 

While the proportion of weight loss specific approach motivations to avoidance 

motivations reported was not correlated with any study variables, general approach and 

avoidance orientations, as measured by the RFQ, were found to have significant associations 

with several other study variables. Approach orientation was significantly positively correlated 

with Body Appearance Evaluations (and Body Areas Satisfaction, and significantly negatively 

correlated with depressive symptoms. Thus, those who reported having success utilizing an 

approach orientation to accomplish a variety of tasks also reported higher satisfaction with their 

body appearance and fewer depressive symptoms. Avoidance orientation was found to be 

significantly correlated with proportion of daily calories consumed. Thus, participants who 

reported being more successful in utilizing an avoidance orientation to accomplish tasks 

consumed more calories during the study, relative to their caloric needs. Notably, avoidance 

orientation was not found to be significantly correlated with approach orientation. This suggests 
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that individuals’ reported success in utilizing approach and avoidance orientations are 

independent. The demonstrated independence of these constructs contradicts the assumption 

behind the design of the measure, Motivations for Weight Loss Maintenance. The design of this 

measure, using a proportion of approach to avoidance goals as the measure score, may 

therefore explain why this measure was not correlated with any study variables.  

Proportion of daily calories consumed also was found to be significantly negatively 

correlated with age, indicating that those who were older ate fewer calories during the study, 

relative to their daily caloric needs.  

One-way between-subjects analyses of variance (ANOVA) were conducted to examine 

potential differences in weight, motivation, affect, and caloric consumption variables based on 

ethnicity and SES. There were no significant associations between ethnicity or SES and these 

other variables. 
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Table 2. Pearson’s Zero Order Correlations for All Continuous Study Variables 

 Note: BMI = Body Mass Index; Months WLM = Months of Weight Loss Maintenance (+/-

5lbs).;MBSRQ-AS = Multidimensional Body Self-Relations Questionnaire –AE = Appearance 

Evaluation Subscale; BASS = Body Areas Satisfaction Subscale; BDI-II = Beck Depression 

Inventory-II; RFQ = Regulatory Focus Questionnaire; Prop. Approach to Avoidance Goals = 

Proportion of Weight Loss Specific Approach to Avoidance Goals reported; STAIS = State Trait 

Anxiety Inventory State Scale; ST-DACL = State Trait Depressive Adjective Check-List; EAT-26 = 

Eating Attitudes Test=26;  
*p < .004, **p < .001 

  

Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 

 

1. Age 

 

1 

            

2. BMI  .26
*
 1            

3. % Weight Loss -.09 .09 1           

4. Months WLM .04 .06 .19 1          

5. MBSRSQ AE .00 -.39** -.16 .03 1         

6. MBSRQ    BASS -.05 -.20 -.15 -.01 .80** 1        

7. BDI-II -.24 -.06 .13 -.04 -.42
** 

-.47** 1       

8. RFQ Promotion .16 .09 -.15 -.21 .51** .50** -.50** 1      

9. RFQ Prevention .14 .11 .02 -.10 .11 .17 -.08 .14 1     

10. Prop. Approach  

     to Avoidance  

     Goals 

.04 -.04 .19 -.34
**

 -.13 -.15 .09 .02 -.06 1    

 11. STAIS -.29
*
 .07 .13 .20 -.51** -.52** .58** -.41** -.01 .09 1   

12. ST-DACL .02 .05 -.02 .29
*
 .25 .16 -.11 .01 -.03 -.14 -.08 1  

13. EAT-26 -.13 .04 .11 .13 -.48** -.46** .44** -.26
*
 .03 -.13 .06** -.21 1 

14. % Daily Energy   

       Consumed 

-.26
*
 .19 -.12 -.12 -.20 -.05 .12 -.05 .32* .06 .01 .04 -.04 
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Regression Analyses 

Prior to interpreting the following regression analyses, assumptions for linear regression 

were examined. A visual inspection of histograms and P-P plots of the standardized residuals of 

each outcome variable suggested that the data were normally distributed, that there were no 

concerning outliers, that the data were predominantly linear, and that the data had 

homogeneous variance (heteroscedasticity). Regarding the assumption of independent 

observations, a review of an autocorrelation plot of the residuals suggested that the data met 

this assumption. It was therefore concluded that the assumptions for linear regression were 

met.  

Age was controlled for in all regression analyses since age was found to be significantly 

negatively correlated with the dependent variable, proportion of daily calories consumed.  

Evaluation of Hypothesis 1 and Hypothesis 2 

Hypotheses 1 and 2 concerned the relation between Avoidance and Approach 

Motivation and overall caloric consumption in the investigation. In Hypothesis 1, it was 

proposed that avoidance motivation would be negatively associated with overall caloric 

consumption. In Hypothesis 2, it was proposed that approach motivation would be positively 

associated with overall caloric consumption. In this investigation, approach and avoidance 

motivation were measured by both the Weight Loss Maintenance Motivations questionnaire, 

which addressed weight loss specific motivation (as a proportion of approach to avoidance 

weight loss motivations reported), and the Regulatory Focus Questionnaire, which addressed 

overall motivational orientation (on separate approach and avoidance scales.) Both measures 

were used because each measure was believed to have potential unique advantages and 

disadvantages. Specifically, the Weight Loss Maintenance Motivations questionnaire addressed 
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motivations specifically in the realm of weight loss maintenance. However, this measure had not 

been utilized before and therefore had not been demonstrated to be reliable or valid. 

Conversely, the Regulatory Focus Questionnaire did not assess motivations specific to the area 

of weight loss maintenance, but has been demonstrated to be reliable and valid. Therefore, 

Hypotheses 1 and 2 were evaluated utilizing both measures of approach and avoidance 

motivation. 

First, linear regression was used to examine whether weight loss specific approach and 

avoidance motivation, as measured by the Weight Loss Maintenance Motivations questionnaire, 

predicted proportion of daily calories consumed. Age was entered in step 1 of the regression 

analysis to control for this variable. Weight Loss Maintenance Motivation, entered in step 2, was 

not found to relate to proportion of daily calories consumed (see Table 3). Thus, the proportion 

of weight loss specific approach to avoidance motivations reported by an individual was not 

related to how many calories the individual consumed during the study period. 

 

Table 3. Weight Loss Maintenance Motivation and Proportion Daily Calories Consumed 

Predictors  B Std. Error Beta T p 

Step 1: Age -.04 .02 -.26 -2.11 .04 

Step 2: Weight Loss 

Maintenance Motivation 

.26 .45 .07 .57 .57 

 

Linear regression was used to examine whether avoidance motivation, as measured by 

the RFQ prevention score, predicted proportion of daily calories consumed. Age was entered in 

step 1 of the regression analysis to control for this variable. Avoidance motivation, entered in 

step 2 of the regression analysis, explained a significant proportion of variance in the dependent 

variable,  F(2, 64) = 7.39, R2 = .13, p = .001. However, contrary to the stated hypothesis, 

avoidance motivation was positively related to overall calorie consumption, b = .36, t(64) = 
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3.12, p < .01. See Table 4. Thus, those who reported being more successful at utilizing an 

avoidance orientation in a variety of tasks consumed more calories during the study period, 

relative to their daily required caloric intake. 

 

Table 4. Avoidance Orientation and Proportion Daily Calories Consumed 

Predictors  B Std. Error Beta T p 

Step 1: Age -.04 .02 -.31 -2.67 .01 

Step 2: Avoidance Orientation .09 .03 .36 3.12 .00* 

Note: *p<.01.  

 

Linear regression was used to examine whether approach motivation, as measured by 

the RFQ promotion score, predicted proportion of daily calories consumed during the study 

period. Age was entered in step 1. Approach orientation, entered in step 2, was not found to 

relate to proportion of daily calories consumed (see Table 5). Thus, an individual’s reported 

success at utilizing approach orientation in a variety of tasks was not related to how many 

calories the individual consumed during the study period. 

 

Table 5. Approach Orientation and Proportion Daily Calories Consumed 

Predictors  B Std. Error Beta T p 

Step 1: Age -.04 .02 -.26 -2.06 .04 

Step 2: Approach Orientation -.00 .03 -.00 -.04 .97 

 

Hypothesis 3: The Negative Relation between Avoidance Motivation and Proportion of Daily 

Calories Consumed will be Mediated by Level of Anxious Affect after Dietary Lapse Conditions 

Baron and Kenny’s (1986) test of mediation was used to assess whether one’s level of 

anxious affect, measured by the STAIS, mediated the relation between avoidance orientation, 

measured by the RFQ, and proportion of daily calories consumed during the study period. A 
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series of regression analyses are necessary to demonstrate mediation (see Figure 4).  In step 1, 

the independent variable must be shown to predict the mediator. This regression analysis was 

not significant, as avoidance orientation was not significantly related to anxious affect. Since the 

independent variable did not predict the mediator, no further steps were indicated. It was 

therefore concluded that the relation between avoidance orientation and proportion of daily 

calories consumed was not mediated by anxious affect.  

 

Figure 4. Anxious Affect as a Mediator of the Relationship between Avoidance Orientation and 

Proportion of Daily Calories Consumed 

 

Note: *p < .01 

 

Hypothesis 4: The Positive Relation between Approach Motivation and Calorie Consumption 

will be Mediated by Level of Depressive Affect during Dietary Lapse Conditions 

Since no relationship between approach motivation and proportion of daily calories 

consumed was found when testing Hypothesis 2, no mediators were tested. 

Anxious 
Affect

Proportion 
Daily Caloric 

Consumption

Avoidance 
Orientation

B = .11 

se = .39 

β = .04 

 

B = -.01 

se = .01 

β = -.073 

 

B = .09 

se = .03 

β = .36* 
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Post Hoc Analyses: Mediation of the Negative Association between Avoidance Orientation and 

Proportion of Daily Calories Consumed 

Mediation by depressive affect. Baron and Kenny’s (1986) test of mediation was used 

to assess whether one’s level of depressive affect following consumption of the doughnut, 

measured by the ST-DACL, mediated the relation between avoidance orientation and caloric 

consumption. The proposed model, based on Carver’s theory of motivation, affect, and behavior 

(Carver, 2004b) links depressive affect with approach motivation, not avoidance motivation. 

However, it also seemed plausible that depressive affect could relate to avoidance orientation 

as individuals with higher levels of depressive symptoms have been shown to focus on more 

negative events and perceptions (De Raedt, & Koster, 2010), and may have been more affected 

by the preload as a result. A series of steps of regression analyses are indicated to demonstrate 

mediation (see Figure 5).  In step 1, the independent variable, avoidance motivation, was not 

shown to predict depressive affect. Since the independent variable did not predict the mediator, 

no further steps were indicated. Therefore, it was concluded that the relationship between 

avoidance orientation and proportion of daily calories consumed was not mediated by 

depressive affect.  
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Figure 5. Depressive Affect as a Mediator of the Relationship between Avoidance Orientation 

and Proportion of Daily Calories Consumed 

 

Note:* p < .01 

 

Mediation by food choices.  Baron and Kenny’s (1986) test of mediation was used to 

assess whether one’s consumption of lower calorically dense foods offered in the study, apples 

and carrots, or one’s consumption of higher calorically dense foods offered in the study, mini-

Oreos and RitzBitz, mediated the relationship between avoidance orientation and proportion of 

daily calories consumed. It was reasoned that individuals who had higher avoidance motivation 

may have been more rigid in their dieting and therefore may have been more triggered by the 

lapse scenario to eat higher calorie foods that are usually not part of a weight loss diet. This 

reasoning was based on observations that several of the RFQ’s items assessing avoidance 

motivation related to rigidity. The concept of being triggered to overeat due to a lapse in diet is 

based on the same research that guided the design of this study, which has demonstrated that 

in restrictive eaters only, consumption of a food that is perceived to be non-friendly to dieting 

Depressive 
Affect

Proportion 
Daily Caloric 

Consumption

Avoidance 
Orientation

B = -.03 

se = .09 

β = -.04 

 

B = -.02 

se = .04 

β = -.05 

 

B = .09 

se = .03 

β = .36* 
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leads to higher caloric consumption following the lapse (Polivy, 2002). Conversely, it was 

believed that individuals who had higher avoidance motivation may have also consumed more 

by eating high amounts of low calorie foods. This thinking followed the observation that several 

participants who hardly ate any higher calorie foods finished the entire amount of lower calorie 

foods provided, perhaps in an effort to stop themselves from eating the higher calorie foods 

available. These two potential mediators, consumption of lower and consumption of higher 

calorie foods, were computed by combining the calories consumed of the two named foods to 

create the two variables, consumption of higher calorie foods and consumption of lower calorie 

foods.  

To test whether consumption of lower calorie foods mediated the relationship between 

avoidance orientation and proportion of daily calories consumed, a series of steps of regression 

analyses were indicated (see Figure 6). In Step 1, the independent variable, avoidance 

motivation, was not shown to predict consumption of lower calorie foods. Since the 

independent variable did not predict the mediator, no further steps were indicated. Therefore, 

it was concluded that the relationship between avoidance orientation and proportion of daily 

calories consumed was not shown to be mediated by depressive affect.  
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Figure 6. Consumption of Lower Calorie Foods as a Mediator of the Relationship between 

Avoidance Orientation and Proportion of Daily Calories Consumed 

 

Note: *p < .01 

 

To test whether consumption of higher calorie foods mediated the relationship between 

avoidance orientation and proportion of daily calories consumed, a series of steps of regression 

analyses were performed (see Figure 7).  In Step 1, the independent variable, avoidance 

motivation, was shown to predict the mediator, consumption of higher calorie foods, F(2, 64) = 

5.02, R2 = .11,  p = .010). In Step 2, the independent variable must predict the dependent 

variable, which was demonstrated to be true earlier in assessment of Hypothesis 1. In Step 3, 

the mediator must predict the dependent variable, while controlling for the independent 

variable (Kenny, 2008). In the current analysis, this criterion was met, as consumption of high 

calorie foods did predict proportion of daily calories consumed, controlling for avoidance 

motivation, F (3, 64) = 91.88, R2
 = .75, p < .001. Finally, in Step 4, full mediation is assessed. Full 

mediation is indicated only if the independent variable has no effect on the outcome when one 

Consumption 
of Lower 

Calorie Foods
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Consumption

Avoidance 
Orientation

B = .09 

se = .03 

β = .36* 

 

B = .02 

se = .01 

β = .29 

 

B = .61 

se = .60 

β = -.13 
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controls for the mediator. This condition was met because when consumption of high calorie 

foods was entered first in the regression equation, avoidance orientation no longer predicted 

proportion of daily calories consumed, F (1,61) = 1.41, R2
 = .82, p =.24. Because all four steps 

were consistent with full mediation, it was concluded that consumption of high calorie dense 

foods fully mediated the relationship between avoidance orientation and proportion of daily 

calories consumed.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Figure 7. Consumption of Higher Calorie Foods as a Mediator of the Relationship between 

Avoidance Orientation and Proportion of Daily Calories Consumed

Note: *p < .01, **p < .001 
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Controlling for Consumption of High Calorie Foods:

 

Consumption of Higher Calorie Foods as a Mediator of the Relationship between 

Avoidance Orientation and Proportion of Daily Calories Consumed 
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Mediation by perception of dietary effect of doughnut. Baron and Kenny’s (1986) test 

of mediation was used to assess whether one’s perception of the dietary effect of eating the 

doughnut mediated the relation between avoidance orientation and caloric consumption. It was 

hypothesized that individuals with higher avoidance motivation may perceive a more negative 

effect of the doughnut and therefore be more triggered to overeat after consuming the 

doughnut. A series of steps of regression analyses are indicated to demonstrate mediation (see 

Figure 8).  In step 1, the independent variable, avoidance motivation, was not shown to predict 

perception of the dietary effect of eating the doughnut. Since the independent variable did not 

predict the mediator, no further steps were indicated. Therefore, it was concluded that the 

relationship between avoidance orientation and proportion of daily calories consumed was not 

mediated by perceived dietary effect of doughnut.  

 

Figure 8. Perceived Dietary Effect of Doughnut as a Mediator of the Relationship between 

Avoidance Orientation and Proportion of Daily Calories Consumed 

 

Note: *p < .01 
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Post Hoc Analyses 

Moderation of the Negative Association between Avoidance Orientation and Proportion of 

Daily Calories Consumed 

Several variables were also examined as potential moderators of the relationship 

between avoidance orientation and proportion of daily calories consumed. A hierarchical 

approach was used to test for moderating effects. To reduce the effect of multicollinearity on 

the interaction effect, before these analyses were conducted all continuous independent 

variables and continuous potential moderators were centered by subtracting the mean of each 

variable from itself (e.g. Aiken & West, 1991; Judd & McClelland, 1989).  

Moderation by percent weight loss. It was predicted that the percent weight loss would 

significantly increase the ability of avoidance orientation to predict proportion of daily calories 

consumed. This hypothesis was based on the logic that those who had lost more would have 

potentially spent more time dieting, been less likely to eat lapse foods in the recent past, and 

also have more progress to risk from a dietary lapse, and for these reasons would be more 

influenced by the dietary lapse in the study. Baron and Kenny’s (1986) test of moderation was 

used to assess whether one’s percent weight loss moderated the relation between avoidance 

orientation and proportion of daily calories consumed.  The mean-centered predictor variables 

were multiplied to create a cross-product interaction term. In the regression analysis, age, 

avoidance orientation and percent weight loss were entered in step 1, and the interaction term 

between avoidance orientation and percent weight loss was entered in step 2. Since the 

interaction term failed to significantly predict the dependent variable (see Table 6), there was 

no evidence to support percent weight loss as a moderator of the strength of the relationship 

between avoidance orientation and proportion of daily calories consumed.  
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Table 6. Percent Weight Loss as a Moderator of the Relationship between Avoidance 

Orientation and Proportion Daily Calories Consumed 

Predictors in Step 2 B Std. Error Beta T P 

Age -.05 .02 -.35 -3.00 .00 

Avoidance Orientation .09 .03 .37 3.26 .00 

% Weight Loss -2.53 2.10 -.14 -1.21 .23 

Interaction: 

     Avoidance Orientation X    

    % Weight Loss  

-.81 .64 -.15 -1.28 .21 

 
Moderation by duration of weight loss maintenance. It was predicted that a longer 

duration of weight loss maintenance would significantly increase the ability of avoidance 

orientation to predict proportion of daily calories consumed. This was predicted based on the 

logic that those who had maintained their weight loss for longer would have eaten a low calorie 

diet for a longer period of time and therefore have been more affected by the dietary lapse in 

the study. Baron and Kenny’s (1986) test of moderation was used to assess whether one’s 

duration of weight loss maintenance moderated the relation between avoidance orientation 

and proportion of daily calories consumed.  The mean-centered predictor variables were 

multiplied to create a cross-product interaction term. In the regression analysis, age, avoidance 

orientation and duration of weight loss maintenance were entered in step 1, and the interaction 

term between avoidance orientation and duration of weight loss maintenance was entered in 

step 2. Since the interaction term failed to significantly predict the dependent variable (see 

Table 7), there was no evidence to support duration of weight loss maintenance as a moderator 

of the strength of the relationship between avoidance orientation and proportion of daily 

calories consumed.  
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Table 7. Duration of Weight Loss Maintenance (WLM) as a Moderator of the Relationship 

between Avoidance Orientation and Proportion Daily Calories Consumed 

Predictors in Step 2 B Std. Error Beta T P 

Age 
-.04 .012 -.30 -2.58 .01 

Avoidance Orientation 
.09 .03 .35 2.82 .01 

Duration WLM  
-.00 .01 -.07 -.58 .57 

Interaction: 

     Avoidance Orientation X    

    Duration WLM  

.00 .00 .01 .06 .95 

 

Moderation by body mass index. It was predicted that higher body mass index would 

significantly increase the ability of avoidance orientation to predict proportion of daily calories 

consumed. This prediction was based on the reasoning that individuals who had a higher BMI 

may still be more focused on weight and therefore more effected by the dietary lapse situation 

presented in the study. Baron and Kenny’s (1986) test of moderation was used to assess 

whether one’s body mass index moderated the relation between avoidance orientation and 

proportion of daily calories consumed.  The mean-centered predictor variables were multiplied 

to create a cross-product interaction term. In the regression analysis, age, avoidance orientation 

and body mass index were entered in step 1, and the interaction term between avoidance 

orientation and body mass index was entered in step 2. Since the interaction term failed to 

significantly predict the dependent variable (see Table 8), there was no evidence to support 

body mass index as a moderator of the strength of the relationship between avoidance 

orientation and proportion of daily calories consumed.  
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Table 8. Body Mass Index (BMI) as a Moderator of the Relationship between Avoidance 

Orientation and Proportion Daily Calories Consumed 

Predictors in Step 2 B Std. Error Beta T p 

Age 
-.05 .02 -.38 -3.23 .00 

Avoidance Orientation 
.08 .03 .33 2.80 .01 

BMI  
.06 .02 .25 2.15 .04 

Interaction: 

     Avoidance Orientation X    

    BMI  

.00 .01 .06 .53 .60 

 

Moderation by discrepancy from reported ideal body mass index. It was predicted that 

higher discrepancy between reported current BMI and reported ideal BMI would significantly 

increase the ability of avoidance orientation to predict proportion of daily calories consumed. 

This prediction was based on the reasoning that individuals who had a higher BMI may still be 

more focused on weight and therefore more effected by the dietary lapse situation presented in 

the study.. Baron and Kenny’s (1986) test of moderation was used to assess whether one’s 

discrepancy from ideal BMI moderated the relation between avoidance orientation and 

proportion of daily calories consumed.  The mean-centered predictor variables were multiplied 

to create a cross-product interaction term. In the regression analysis, age, avoidance orientation 

and discrepancy from ideal BMI were entered in step 1, and the interaction term between 

avoidance orientation and discrepancy from ideal BMI was entered in step 2. Since the 

interaction term failed to significantly predict the dependent variable (see Table 9), there was 

no evidence to support discrepancy from ideal BMI as a moderator of the strength of the 

relationship between avoidance orientation and proportion of daily calories consumed.  
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Table 9. Discrepancy from Ideal BMI as a Moderator of the Relationship between Avoidance 

Orientation and Proportion Daily Calories Consumed 

Predictors in Step 2 B Std. Error Beta t p 

Age 
-.053 .017 -.378 -3.227 .002 

Avoidance Orientation 
.079 .028 .327 2.801 .007 

Discrepancy from Ideal BMI  
.055 .025 .249 2.148 .036 

Interaction: 

     Avoidance Orientation X    

    Discrepancy from Ideal BMI  

.003 .006 .062 .532 .597 

 

Moderation by discrepancy from reported highest acceptable body mass index. It was 

predicted that higher discrepancy between reported current BMI and reported highest 

acceptable BMI would significantly increase the ability of avoidance orientation to predict 

proportion of daily calories consumed. This prediction was based on the reasoning that 

individuals who felt they needed to lose more to be at an acceptable BMI would be more 

focused on weight loss and therefore more effected by the dietary lapse presented in the study. 

Baron’s and Kenny’s (1986) test of moderation was used to assess whether one’s discrepancy 

from acceptable BMI moderated the relation between avoidance orientation and proportion of 

daily calories consumed.  The mean-centered predictor variables were multiplied to create a 

cross-product interaction term. In the regression analysis, age, avoidance orientation and 

discrepancy from acceptable BMI were entered in step 1, and the interaction term between 

avoidance orientation and discrepancy from acceptable BMI was entered in step 2. Since the 

interaction term failed to significantly predict the dependent variable (see Table 10), there was 

no evidence to support discrepancy from acceptable BMI as a moderator of the strength of the 

relationship between avoidance orientation and proportion of daily calories consumed.  
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Table 10. Discrepancy from Acceptable BMI as a Moderator of the Relationship between 

Avoidance Orientation and Proportion Daily Calories Consumed 

Predictors in Step 2 B Std. Error Beta T P 

Age 
-.045 .018 -.316 -2.511 .015 

Avoidance Orientation 
.092 .030 .380 3.122 .003 

Discrepancy from Acceptable BMI  
.017 .067 .032 .251 .803 

Interaction: 

     Avoidance Orientation X    

    Discrepancy from Acceptable BMI  

-.007 .013 -.063 -.527 .600 

 

Moderation by body satisfaction. It was predicted that satisfaction with one’s body 

appearance would significantly decrease the ability of avoidance orientation to predict 

proportion of daily calories consumed. This was based on reasoning that individuals who were 

more satisfied with their bodies would be less affected by the dietary lapse portion of the study. 

Baron’s and Kenny’s (1986) test of moderation was used to assess whether one’s body 

satisfaction, measured by the MBRSQ Appearance Evalutation subscale, moderated the relation 

between avoidance orientation and proportion of daily calories consumed.  The mean-centered 

predictor variables were multiplied to create a cross-product interaction term. In the regression 

analysis, age, avoidance orientation and body satisfaction were entered in step 1, and the 

interaction term between avoidance orientation and body satisfaction was entered in step 2. 

Since the interaction term failed to significantly predict the dependent variable (see Table 11), 

there was no evidence to support body satisfaction as a moderator of the strength of the 

relationship between avoidance orientation and proportion of daily calories consumed.  
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Table 11. Body Satisfaction as a Moderator of the Relationship between Avoidance Orientation 

and Proportion Daily Calories Consumed 

Predictors in Step 2 B Std. Error Beta T P 

Age 
-.043 .016 -.304 -2.691 .009 

Avoidance Orientation 
.090 .028 .371 3.210 .002 

Body Satisfaction  
-.245 .141 -.211 -1.735 .088 

Interaction: 

     Avoidance Orientation X    

     Body Satisfaction  

-.026 .040 -.081 -.663 .510 

 

Moderation by perceived effect of doughnut. It was predicted that more negative 

perceived dietary effect of eating the doughnut would significantly increase the ability of 

avoidance orientation to predict proportion of daily calories consumed. Baron’s and Kenny’s 

(1986) test of moderation was used to assess whether one’s perception of the dietary effect of 

the doughnut moderated the relation between avoidance orientation and proportion of daily 

calories consumed.  The mean-centered predictor variables were multiplied to create a cross-

product interaction term. In the regression analysis, age, avoidance orientation and perceived 

effect of doughnut were entered in step 1, and the interaction term between avoidance 

orientation and perceived dietary effect of doughnut was entered in step 2. Since the 

interaction term failed to significantly predict the dependent variable (see Table 12), there was 

no evidence to support perceived dietary effect of the doughnut as a moderator of the strength 

of the relationship between avoidance orientation and proportion of daily calories consumed.  
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Table 12. Perceived Dietary Effect of the Doughnut as a Moderator of the Relationship between 

Avoidance Orientation and Proportion Daily Calories Consumed 

Predictors in Step 2 B Std. Error Beta T P 

Age 
-.043 .016 -.303 -2.627 .011 

Avoidance Orientation 
.106 .089 .435 1.185 .241 

Perceived Effect of Doughnut  
.089 .061 .169 1.462 .149 

Interaction: 

     Avoidance Orientation X    

    Perceived Effect of Donut  

.004 .019 .086 .234 .816 

 

Moderation by hunger. It was predicted that hunger would significantly increase the 

ability of avoidance orientation to predict proportion of daily calories consumed. This prediction 

was based on the reasoning that individuals who would have been hungry during the taste-test 

portion of the study would have been less able to resist the urge to eat more calories. Baron’s 

and Kenny’s (1986) test of moderation was used to assess whether one’s hunger moderated the 

relation between avoidance orientation and proportion of daily calories consumed.  The mean-

centered predictor variables were multiplied to create a cross-product interaction term. In the 

regression analysis, age, avoidance orientation and hunger were entered in step 1, and the 

interaction term between avoidance orientation and hunger was entered in step 2. Since the 

interaction term failed to significantly predict the dependent variable (see Table 13), there was 

no evidence to support hunger as a moderator of the strength of the relationship between 

avoidance orientation and proportion of daily calories consumed.  
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Table 13. Hunger as a Moderator of the Relationship between Avoidance Orientation and 

Proportion Daily Calories Consumed 

Predictors in Step 2 B Std. Error Beta T p 

Age 
-.034 .016 -.244 -2.139 .037 

Avoidance Orientation 
.110 .050 .454 2.184 .033 

Hunger  
.161 .056 .319 2.863 .006 

Interaction: 

     Avoidance Orientation X    

     Hunger  

.010 .016 .124 .603 .549 

 

Moderation by whether change in eating was used to achieve weight loss. Finally, it 

was hypothesized that the relationship between avoidance orientation and proportion of daily 

calories consumed would be significantly stronger in individuals who had changed their eating 

behavior in order to achieve weight loss. This prediction was based on the reasoning that 

individuals who had changed their eating behavior would be more affected by the dietary lapse 

portion of the study. Baron and Kenny’s (1986) test of moderation, with a dichotomous 

mediator, was used to assess whether one’s report of changing eating behavior to achieve 

weight loss moderated the relation between avoidance orientation and caloric consumption.  

The sample was divided into two groups, those who stated that they had and had not changed 

their eating in order to achieve their weight loss maintenance. Linear regression was used to 

determine the relationship between avoidance motivation and caloric consumption for each of 

these groups (see Table 14). The unstandardized regression coefficients of these two regression 

analyses were then compared, yielding a z-score of 0.30 .Since this z-score was less than +/- 

1.96, the difference between these regression coefficients was not significant. Therefore, it was 

concluded that the relationship between avoidance orientation and caloric consumption was 

not shown to be moderated by whether one has changed their eating behavior to achieve 
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weight loss maintenance.  It should be noted though, that only 10 individuals reported not 

having changed their diets, and thus the statistical power to test this moderator was quite low.  

 
Table 14.Whether One has Changed Eating Behavior to Achieve Weight Loss Maintenance as a 

Moderator of the Relationship between Avoidance Orientation and Proportion of Daily Calories 

Consumed 

Group B SE β T p 

Those who reported 

changing eating behavior  

.082 .029 .358 2.803 .007* 

Those who reported not 

changing eating behavior 

.112 .101 .327 1.103 .302 

Note: *p<.01.  
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CHAPTER 4  

DISCUSSION 

The purpose of this investigation was to determine whether approach and avoidance 

motivational orientations were associated with caloric consumption during dietary lapse 

conditions in those attempting to maintain significant weight loss, as described in the proposed 

model (see Figures 1 and 2). Findings did not support the hypotheses that avoidance motivation 

would be negatively associated with caloric consumption or that approach motivation would be 

positively associated with caloric consumption. Conversely, avoidance orientation, as measured 

by the Regulatory Focus Questionnaire (RFQ), predicted higher caloric consumption. Since no 

relationship was demonstrated between approach motivation and caloric consumption, 

hypothesized mediation by depressive affect was not examined. However, post-hoc analyses 

were performed to assess potential mediators and moderators of the positive association 

between avoidance orientation and caloric consumption. 

While avoidance orientation, as measured by the RFQ, did predict caloric consumption, 

avoidance motivation specific to weight loss maintenance was not found to predict caloric 

consumption. It is unclear what accounted for this difference. One possibility is that weaknesses 

in the measure of weight loss maintenance specific motivations may account for these null 

findings. Weight loss maintenance-specific avoidance motivation was measured by computing 

the proportion of approach to avoidance goals stated in the Weight Loss Maintenance 

Motivation questionnaire. This measure was created by modifying a measure for smoking 

cessation motivation, which had only been used in one prior study and thus had not been 

established as reliable or valid. Scores on the RFQ failed to predict the proportion of approach 

and avoidance goals named by participants in this measure of weight loss specific motivations, 
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adding further question to the validity of this measure. In addition, evaluation of approach and 

avoidance motivation reveals that these constructs, when measured by the RFQ, were 

independent from one another. Therefore, assessing the proportion of approach to avoidance 

goals named in the Weight Loss Maintenance Motivation questionnaire, which assumes an 

inverse relationship between approach and avoidance motivations, may have resulted in an 

invalid measurement of these constructs. 

The finding that higher levels of avoidance orientation predicted higher caloric 

consumption in this study implies that weight loss maintainers with higher levels of avoidance 

orientation may be at higher risk for weight regain. Anxious affect, the originally proposed 

mediator between avoidance motivation and caloric consumption, was not shown to mediate 

this relationship. Several post hoc analyses were performed to determine other variables that 

may mediate the positive association between avoidance orientation and caloric consumption.  

Depressive affect was examined as a mediator, as it was hypothesized that those who were 

higher in avoidance orientation may also be focused on negative cognitions more generally, and 

overeat as a result. However, depressive affect also was not found to mediate this association. 

The perceived effect of eating a doughnut also was analyzed as a potential mediator since it was 

posited that those with higher avoidance motivation might view eating a doughnut as having a 

more negative effect. However, this was also not found to mediate the relation between 

avoidance motivation and caloric consumption. Finally, the type of food consumed during the 

taste-test portion of the study was evaluated as a mediator. It was hypothesized that those with 

higher avoidance motivation may have consumed larger amounts of lower calorie foods (carrots 

and apples) to prevent themselves from eating higher calorie foods, resulting in increased total 

caloric consumption. However, consumption of lower calorie foods was not shown to mediate 
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this association. It also was hypothesized that those with higher avoidance motivation may have 

been more effected by the dietary lapse condition to abandon dietary restrictions and eat larger 

amounts of higher calorie foods (Ritz Bitz and mini-Oreos), resulting in increased total caloric 

consumption. Indeed, the amount of higher calorie foods consumed was demonstrated to fully 

mediate the relationship between avoidance motivation and proportion of daily calories 

consumed in the investigation. However, since this relationship was only revealed in post-hoc 

analyses these findings must be interpreted cautiously. 

Several post hoc analyses also were performed to examine potential moderators of the 

association between avoidance orientation and proportion of daily calories consumed in this 

study. It was posited that this association might be stronger for those who had lost more weight, 

who had maintained their weight loss for longer, who had a higher current BMI, who were 

further from their perceived “ideal” and “acceptable” weights, or who were less satisfied with 

their body appearance, since all of these characteristics indicate the individual may attend more 

to their weight loss maintenance and may have been more affected by having to consume a 

doughnut. It was also hypothesized that this relationship would be stronger for individuals who 

perceived the effect of a doughnut to be worse on a diet, and those who were hungrier at the 

time they came in to the study. However, of these variables, none was shown to moderate the 

relationship between avoidance orientation and proportion of daily calories consumed in the 

study.  In addition, it was hypothesized that this relationship would be stronger for individuals 

who reported having changed their diet in order to achieve weight loss maintenance, as these 

individuals were expected to be more influenced by having to eat a doughnut. This variable also 

was not shown to moderate the association, though as noted above, this last finding may have 

been due to low statistical power.  
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The finding that avoidance orientation predicted higher caloric consumption seemingly 

contradicts the proposed model and the theory of motivation orientation and behavior 

proposed by Carver (2004b). The same is true of the finding that approach orientation was not 

significantly associated with caloric consumption. Also inconsistent with Carver’s model is the 

lack of any association between approach and avoidance orientations and anxious and 

depressive affect and between these affective states and caloric consumption. As detailed 

above, the model proposed earlier in this study of motivation, affect, and weight loss 

maintenance was based not only on Carver’s model, but also on research findings in the areas of 

motivation, affect, behavior change, and weight loss maintenance (Carver, 2004a; Crowe & 

Higgins, 1997; Dickson & MacLeod, 2004; Gray, 1990; Higgins et al., 1997; Higgins & Spiegel, 

2004; Korkeila et al., 1998; McElroy, Kotwal et al., 2004; McGuire et al., 1999; Sarlio-

Lähteenkorva, & Rissanen, 1998; Shah et al., 1998; Wing & Phelan, 2005). This study’s findings 

therefore also contradict prior research in these areas. 

Yet, this is a literature with a great deal of controversy and contradiction. As 

demonstrated earlier, across several investigations, anxiety and depressive symptoms each have 

been linked to both weight loss maintenance and weight regain (Elfhag & Rossner, 2005; 

Herman & Polivy, 2004; Herman et al., 1987; Jönsson et al., 1986; Klem et al., 1998; Korkeila et 

al., 1998; McElroy et al., 2004; McGuire et al, 1999; McGuire et al., 1999; Phelan et al., 2003; 

Polivy et al., 1994; Sarlio-Lähteenkorva, & Rissanen, 1998; Wing, 2003; Wing & Phelan, 2005). In 

addition, much of this prior research evaluated symptoms of depression and anxiety in relation 

to psychopathology rather than measures of affect, as was the focus of the present 

investigation. The differences in the types of measures employed in this investigation may 

explain the differences in findings. 
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The finding in this investigation that consumption of higher calorie foods fully mediated 

the relationship between avoidance orientation and proportion of daily calories consumed is 

difficult to interpret. It is possible that individuals who have a higher avoidance motivation are 

more rigid in their eating behaviors and were therefore more influenced by the lapse portion of 

the study. It was noted that within the RFQ, avoidance orientation items seem focused on an 

individual’s tendency to follow rules carefully and even rigidly. Individuals who are rigid in 

dietary behavior may be more likely to follow certain rules, or even have an ‘all-or-none’ 

approach to dieting. For such individuals, once a rule is broken, or they go “off” their diet, they 

may then be more likely to abandon their rules or diet. Prior studies have demonstrated that 

“flexibility” in dieting predicts success in weight loss maintenance (Byrne, Cooper, & Fairburn, 

2004; Elfhag & Rossner, 2005).These more flexible dieters may be more able to adapt to dietary 

lapses cognitively, by seeing themselves and their behavior as still consistent with weight loss 

maintenance, and behaviorally, by finding ways to adjust their food or exercise following a 

dietary lapse to be consistent with weight loss maintenance. However, one might expect that if 

an individual was more rigid and less flexible in their diet behavior, they would be more upset 

after consuming a non diet-friendly food, and might even perceive the effect of a doughnut to 

be worse. However, individuals with higher avoidance motivation did not report a higher level of 

anxious or depressive affect following eating the doughnut or rate the effect of a doughnut on 

diet to be any worse. Further research should therefore be conducted to shed light on the 

mechanism of the relationship between avoidance orientation and consumption of higher 

calorie foods following dietary lapse.  

 Several limitations in the present study design must be considered when attempting to 

generalize the results of this investigation. Behaviors exhibited within the constructed 
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laboratory context may not be representative of weight loss maintenance behaviors exhibited in 

daily life. There are several reasons underlying this explanation. First, certain aspects of the 

laboratory task could have influenced affect and behavior. The participants performing this task 

may have behaved differently in a laboratory setting due to a desire to create a positive 

impression or fulfill the perceived study hypotheses. Behavior also may have been affected by 

reaction to the measures administered prior to eating, as items concerning weight may have 

primed cognitions and identity related to weight loss maintenance. Priming of different 

identities has been shown to effect behavior in those studies evaluating stereotype threat 

(Good, 2008; Steele & Aronson, 1995). Therefore, in this study, it is plausible that being aware of 

one’s identity as a weight loss maintainer may have influenced behavior. Further, while the film 

shown in the laboratory was selected because it did not contain any reference to weight or 

eating and therefore would seem less likely to influence consumption, it is actually unknown the 

effect this film may have had on eating or reported affect. Anecdotally, many participants 

reported enjoying the film and so this experience may have influenced reported affect or 

behavior. In addition, while the perceived dietary effect of the doughnut and reported hunger 

prior to eating was not associated with other study measures, variability in these factors could 

not be controlled and may actually have increased variability in the data, thereby mitigating the 

possibility of obtaining significant effects.  

Also, it is noted that the small sample of behavior assessed in this investigation may not 

accurately reflect the sum of an individual’s weight loss behaviors in life. First, while all 

individuals studied were required to eat a doughnut in the dietary lapse portion of the study, it 

is possible that participants believed that the study presented special circumstances under 

which they were less responsible for their eating behavior and therefore did not experience the 
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negative affect or cognitions that they would have if they had experienced a dietary lapse 

outside of the laboratory task. Also, while all participants experienced this same lapse in the 

study, it is unknown whether the frequency of such lapses outside of the laboratory is 

associated with motivation orientation or affect. The frequency with which one lapses to begin 

with, instead of the behavior following a lapse, might be a better predictor of successful weight 

loss maintenance outside of the laboratory. In addition, in this study, only caloric consumption 

as it relates to approach and avoidance motivation and affect was evaluated. Energy 

expenditure through exercise and daily activity level was not examined though it has been 

shown to be just as important to weight loss maintenance (Catenacci et al., 2009). Since a 

majority of the sample reported in this study that they believed activity changes had contributed 

to their weight loss maintenance, this factor also limits the ability to draw any broad conclusions 

about motivational orientation and weight loss maintenance. Finally, this laboratory task was 

designed to incorporate deception of participants, such that awareness that caloric 

consumption would be measured would not affect how much participants consumed. However, 

it is possible that some participants may have guessed that what they consumed would be 

measured, and might have modified their eating as a result. 

Some limitations of the measurement process employed in this investigation also must 

be considered. First, the assessment of approach and avoidance constructs were complicated by 

the lack of clarity on how general or weight loss-specific such orientations are, and also on 

whether approach and avoidance motivation are related to each other in any way. As detailed 

above, the RFQ measure of general motivation orientation and the proportion of weight loss 

specific approach and avoidance motivations reported in the Weight Loss Maintenance 

Motivation questionnaire were not related, and avoidance motivation was related to caloric 
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consumption when measured by the RFQ only. As noted above, the RFQ avoidance orientation 

items seem to focus on an individual’s tendency to follow rules carefully and even rigidly. 

Therefore, it is possible that representation of this within the RFQ avoidance motivation items 

may explain the association obtained between measured avoidance motivation and caloric 

consumption. In hindsight, the measure of weight loss specific motivations may be improved by 

treating approach and avoidance as separate constructs. Also, it may be important to have 

individuals rate the importance of any motivation reported, instead of treating all motivations 

reported as having the same degree of importance. In addition, the variability in responses on 

the Motivatinos for Weight Loss Maintenance Questionnaire may be increased by modifying the 

directions to be more open-ended. For example, instead of specifically asking for things the 

individual wants to “get” or “avoid,” directions may instead ask for the individual’s motivations 

for maintaining weight loss.  Finally, by assessing affect only after dietary preload, this study did 

not consider participants’ level of affect before the preload and how this may have affected 

their behavior or affect post-preload. Similar research in the future may benefit from adding a 

measure of affect prior to any food is consumed, allowing more direct measurement of change 

in affect due to the preload. 

Characteristics of the study sample also limit the ability to draw conclusive or 

generalizable results from this investigation. All participants lost the required 10 percent and 

averaged a 14% loss from their highest weight. On average, this translated to a loss from 

overweight to normal weight range. The average reported current BMI of 23.17 was actually 

close to both the average reported highest acceptable BMI of 23.94 and reported ideal BMI of 

21.69. Thus, it is possible that motivation and weight loss maintenance may have a different 

relation among individuals who experienced a highest lifetime BMI in the obese range and 
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whose weight loss does not bring them as close to their perceived acceptable or ideal weights. 

In fact, the proposed model was based in part on the understanding that most individuals who 

lose a significant amount of weight, and even achieve a medically informed “goal” weight, may 

never get close to their perceived “ideal” weight. However, in this investigation, the relationship 

obtained between avoidance orientation and caloric consumption was not shown to be 

mediated by BMI. Further, in defining a sample of weight loss maintainers, this study suffered 

from the same difficulty as prior studies in this area. While individuals in this study were 

required to have maintained their weight loss for at least one month, no other criteria were 

used to determine whether these individuals were truly in the weight loss maintenance stage. 

While many participants were close to their perceived acceptable and ideal weights, some 

participants were likely still attempting to lose additional weight. The study by Fuglestad and 

colleagues (2008) highlights why a tighter definition of weight loss maintenance may be 

important, finding that prevention focus did predict weight loss maintenance 14 months post-

treatment, but only for those who had attained their goal weight. In the same study, when 

evaluating all participants instead of just those who had achieved their goal weights, high 

promotion focus at baseline predicted more weight loss over the first 8 months post-treatment.  

Therefore, if this study’s sample did include individuals at different stages of weight loss 

maintenance, this variability may have limited the ability to obtain significant findings. However, 

the obtained relationship between avoidance orientation and caloric consumption was not 

mediated by the individual’s weight difference from “ideal” or “acceptable” weight, or by 

duration of weight loss maintenance. In addition, participants in this study were all women, 

most of whom were between the ages of 18 and 28 years. In this investigation, since age was 

negatively related to calorie consumption, it was controlled for in all analyses. Thus, it is 
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unknown whether age or gender would affect the relation between motivation and weight loss 

maintenance. It is important to note however, that the age and BMI of this sample was lower 

than most samples that have attained significant weight loss, and treatment seeking 

populations. The relationships between motivations, affect, and weight loss maintenance should 

therefore be assessed in a more representative sample before generalized to treatment 

populations.  

In addition, many of the analyses in this study were performed as post-hoc analyses. 

Therefore, these findings, including the finding that the relationship between avoidance 

motivation and caloric consumption was fully mediated by the amount of higher calorie foods 

consumed, must be interpreted with caution. Future research designed specifically to evaluate 

these relationships are therefore advised. 

 Despite these limitations, this study also benefited from several strengths in design. It 

had clear theoretical basis, evaluating a direct application of Carver’s model to weight loss 

maintenance. Use of a behavioral measure of caloric consumption is also a unique strength, as 

most studies of weight loss employ self-report measures of nutritional intake, which may not be 

entirely accurate (Polivy, 2002).   

 While the original hypotheses of this study were not supported, future research should 

continue to evaluate the relation between motivational orientation and weight loss 

maintenance.  As presented above, theory and research in this area indicate the potential 

importance of understanding this relationship. Specifically, the finding that avoidance 

motivation predicts caloric consumption in the presented lapse scenario should be further 

evaluated. Research should attempt to replicate these findings and also understand the nature 

of this association. It will also be important to assess whether avoidance orientation is more 
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broadly linked to weight regain among those who have lost weight.  In these future studies, 

attempts should be made to more clearly define the weight loss maintenance stage, and to 

recruit respective samples. Finally, any obtained relationship between motivation, affect, and 

weight loss maintenance should be assessed for therapeutic utility. 
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APPENDICES 

Appendix A: Demographics Questionnaire 

 

Instructions: Please answer the following demographic questions about yourself. This information will be used for 

research purposes only and will be kept confidential. You will not be asked to write your name on this form. 

 

What is your Age? _____________ 

 

Ethnicity/Race 

Please answer both questions below 

1. Are you: ____Hispanic   or   ____Not Hispanic    (select one)   

2. Are you: (select one) 

____White               

____Black or African American                   

____American Indian or Alaskan Native    : 

____Asian                                                    

____Native Hawaiian or Pacific Islander     

____Other (specify)__________________        

        ______________________________ 

 

Primary Language 

____English  

____Other (specify: ________________________)       

  

Yearly Family Income $                     _______  

Number of Dependents:  _________________ 

 

Marital Status (select one):   

____Married 

____Partnered 

____Single (Never married)      

____Widowed       

____Divorced    

____Separated  

 

Employment (select one) 

____Employed full-time (Doing what?  _____________________________________) 

____Employed part-time (Doing what? _____________________________________) 

____Homemaker   

____Retired (Since _____/_____/_____)          

____Full-Time Student 

____Unemployed (How long? ________________________) 

 

Highest Level of Education Completed 

____some high school   

____high school diploma 

____some college / 2-year college    

____college graduate (4-year college)   

____post-graduate education 
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Appendix B: Weight Loss Maintenance Questionnaire 

 

Please use your best estimate for the questions below. Do not leave any items blank. 

 

The most you have ever weighed is ______pounds.  

The last time you weighed this much was _____years and _____months ago. 

 

Your current weight is ______pounds. 

You have been at this current weight, without gaining or losing more than 5 pounds for _____years and ______months. 

 

How satisfied are you with your current weight? 

 

Not at all  _________________________________________________________   Extremely 

 satisfied                                                                                                      satisfied 

     

 

You feel your highest acceptable weight would be ______pounds. 

You feel your ideal weight would be _______pounds. 

 

Have you changed your eating in any way to achieve your weight loss maintenance?  

 

                   Y / N 

 

Have you changed your physical activity level in any way to achieve your weight loss maintenance? 

                 Y / N 

 

Over the past month, have you ever made yourself vomit in order to achieve your weight loss maintenance? 

      Y / N 

 

Have you attended any formal program or therapy over the last 12 months that focused on weight loss or weight loss 

maintenance? This includes individual therapy focused on weight loss, group therapy focused on weight loss, programs 

such as Overeaters Anonymous and Weight Watchers, as well as treatment programs run at hospitals or universities. If so, 

please list each of these programs and their dates below. Please write “ongoing” under end date if you currently continue 

to attend any program or therapy: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Program Location Start – End Dates 

(currently ongoing?) 

Hours per Week 
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Appendix C: The Multidimensional Body-Self Relations Questionnaire – Appearance Scales 

INSTRUCTIONS--PLEASE READ CAREFULLY 

 

      
The following pages contain a series of statements about how people might think, feel, or 

behave.  You are asked to indicate the extent to which each statement pertains to you 

personally. 

 

Your answers to the items in the questionnaire are anonymous, so please do not write your 

name on any of the materials.  In order to complete the questionnaire, read each statement 

carefully and decide how much it pertains to you personally.  Using a scale like the one below, 

indicate your answer by entering it to the left of the number of the statement. 

 
 

 

 

EXAMPLE: 

______    I am usually in a good mood. 

 

In the blank space, enter a 1 if you definitely disagree with the statement;  

enter a 2 if you mostly disagree;  

enter a 3 if you neither agree nor disagree;  

enter a 4 if you mostly agree;  

or enter a 5 if you definitely agree with the statement. 

 

There are no right or wrong answers.  Just give the answer that is most accurate for you.  

Remember, your responses are confidential, so please be completely honest and answer all 

items. 

 

   (Duplication and use of the MBSRQ-AS only by permission of  

Thomas F. Cash, Ph.D., Department of Psychology, 

Old Dominion University, Norfolk, VA 23529) 
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 1      2     3     4     5 

--------------------------------------------------------------------------------------------------            

Definitely         Mostly              Neither            Mostly       Definitely             

Disagree         Disagree        Agree Nor         Agree           Agree                                                                     

               Disagree                                           

 

 

______    1.   Before going out in public, I always notice how I look. 

 

______    2.   I am careful to buy clothes that will make me look my best. 

 

______    3.   My body is sexually appealing. 
 

______    4.   I constantly worry about being or becoming fat. 

 

______    5.   I like my looks just the way they are. 

 

______    6.   I check my appearance in a mirror whenever I can. 

 

______    7.   Before going out, I usually spend a lot of time getting ready. 

 

______    8.   I am very conscious of even small changes in my weight. 
 

______    9.  Most people would consider me good-looking. 

 

______    10.  It is important that I always look good. 

 

______    11.  I use very few grooming products.   

                                

______    12.  I like the way I look without my clothes on. 

 

______    13.  I am self-conscious if my grooming isn't right. 
 

______    14.  I usually wear whatever is handy without caring how it looks. 

 

______    15.  I like the way my clothes fit me. 

 

______    16.  I don't care what people think about my appearance. 

 

______    17.  I take special care with my hair grooming. 

 

______    18.  I dislike my physique. 
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______    19.  I am physically unattractive. 

 

______    20.  I never think about my appearance. 

 

______    21.  I am always trying to improve my physical appearance. 
 

______    22.  I am on a weight-loss diet. 

 

For the remainder of the items use the response scale given with the item, 

and enter your answer in the space beside the item. 

 

______    23.  I have tried to lose weight by fasting or going on crash diets. 

 

               1.  Never 

               2.  Rarely 
               3.  Sometimes 

               4.  Often 

               5.  Very Often 

 

______    24.  I think I am: 

 

               1.  Very Underweight 

               2.  Somewhat Underweight 

               3.  Normal Weight 

               4.  Somewhat Overweight 
               5.  Very Overweight 

 

______    25.  From looking at me, most other people would think I am: 

 

               1.  Very Underweight 

               2.  Somewhat Underweight 

               3.  Normal Weight 

               4.  Somewhat Overweight 

               5.  Very Overweight 
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26-34.  Use this 1 to 5 scale to indicate how dissatisfied or satisfied you are  

        with each of the following areas or aspects of your body: 

 

 1          2     3  4        5 

---------------------------------------------------------------------------------------            

Definitely        Mostly          Neither           Mostly       Definitely             

Dissatisfied  Dissatisfied  Satisfied Nor   Satisfied    Satisfied 

             Dissatisfied                                           

 

______    26.  Face (facial features, complexion) 

 

______    27.  Hair (color, thickness, texture) 

 

______    28.  Lower torso (buttocks, hips, thighs, legs) 

 
______    29.  Mid torso (waist, stomach) 

 

______    30.  Upper torso (chest or breasts, shoulders, arms) 

 

______    31.  Muscle tone 

 

______    32.  Weight 

 

______    33.  Height 

 

______    34.  Overall appearance 

 

 

 

 

MBSRQ-AS  Thomas F. Cash, Ph.D. 
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Appendix D: Beck Depression Inventory-II 

 
This questionnaire consists of 21 groups of statements. Please read each group of statements carefully, 

and then pick ONE STATEMENT in each group that best describes the way you have been feeling during 

the PAST WEEK, INCLUDING TODAY. Select the answer that corresponds to the statement you have 

picked. If several statements in the group seem to apply equally well, select the statement that 

corresponds to the highest number for that group. Be sure that you do not choose more than one 

statement for any group, including item 16 (Change in Sleeping Pattern) or item 18 (Changes in Appetite).  

 

1. Sadness 

 0 I do not feel sad. 

 1 I feel sad much of the time. 

 2 I am sad all of the time. 

 3 I am so sad or unhappy that I can’t stand it. 

 

2. Pessimism  

 0 I am not discouraged about my future 

 1 I feel more discouraged about my future than I used to be. 

 2 I do not expect things to work out for me. 

 3 I feel that my future is hopeless and will only get worse. 

 

3. Past Failure 

0 I do not feel like a failure. 

1 I have failed more than I should have. 

2 As I look back, I see a lot of failures. 

3 I feel I am a total failure as a person. 

 

4. Loss of Pleasure 

 0 I get as much pleasure as I ever did from the things I enjoy. 

 1 I don’t enjoy things as much as I used to. 

 2 I get very little pleasure from the things I used to enjoy. 

 3 I can’t get any pleasure from the things I used to enjoy. 

 

5. Guilty Feelings 

0 I don’t feel particularly guilty. 

 1 I feel guilty over many things I have done or should have done. 

 2 I feel quite guilty most of the time. 

 3 I feel guilty all of the time. 

 

6. Punishment Feelings 

 0 I don’t feel I am being punished. 

 1 I feel I may be punished. 

 2 I expect to be punished.  

 3 I feel I am being punished. 

 

7. Self-Dislike 

 0 I feel the same about myself as ever. 

 1 I have lost confidence in myself. 

 2 I am disappointed in myself. 

 3 I dislike myself. 
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8. Self-Criticalness 

 0 I don’t criticize or blame myself more than usual. 

 1 I am more critical of myself than I used to be. 

 2 I criticize myself for all of my faults. 

 3 I blame myself for everything bad that happens. 

 

9. Suicidal Thoughts or Wishes 

 0 I don’t have any thoughts of killing myself. 

 1 I have thoughts of killing myself, but I would not carry them out. 

 2 I would like to kill myself. 

 3 I would kill myself if I had the chance. 

 

10. Crying 

 0 I don’t cry anymore than I used to. 

 1 I cry more than I used to. 

 2 I cry over every little thing. 

 3 I feel like crying, but I can’t. 

 

11. Agitation 

 0 I am no more restless or wound up than usual. 

 1 I feel more restless or wound up than usual. 

 2 I feel so restless or agitated that it’s hard to stay still. 

 3 I am so restless or agitated that I have to keep moving or doing something. 

 

12. Loss of Interest 

 0 I have not lost interest in other people or activities. 

 1 I am less interested in other people or things than before. 

 2 I have lost most of my interest in other people or things. 

 3 It’s hard to get interested in anything. 

 

13. Indecisiveness 

 0 I make decisions about as well as ever. 

 1 I find it more difficult to make decisions than usual. 

 2 I have much greater difficulty in making decisions than I used to. 

 3 I have trouble making any decisions. 

 

14. Worthlessness 

 0 I do not feel I am worthless 

 1 I don’t consider myself as worthwhile and useful as I used to. 

 2 I feel more worthless as compared to other people. 

 3 I feel utterly worthless. 

 

15. Loss of Energy 

 0 I have as much energy as ever. 

 1 I have less energy than I used to have. 

 2 I don’t have enough energy to do very much. 

 3 I don’t have enough energy to do anything. 
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16. Changes in Sleeping Pattern 

 0 I have not experienced any change in my sleeping pattern. 

 1 I sleep somewhat more than usual. 

 1 I sleep somewhat less than usual. 

 2 I sleep a lot more than usual. 

 2 I sleep a lot less than usual. 

 3 I sleep most of the day 

 3 I wake up 1-2 hours early and can’t get back to sleep. 

 

17. Irritability 

 0 I am no more irritable than usual. 

 1 I am more irritable than usual. 

 2 I am much more irritable than usual. 

3 I am irritable all the time. 

 

18. Changes in Appetite 

 0 I have not experienced any change in my appetite. 

 1 My appetite is somewhat less than usual. 

 1 My appetite is somewhat greater than usual. 

 2 My appetite is much less than before. 

 2 My appetite is much greater than before. 

 3 I have no appetite at all. 

 3 I crave food all the time. 

 

19. Concentration Difficulty 

 0 I can concentrate as well as ever. 

 1 I can’t concentrate as well as usual. 

 2 It’s hard to keep my mind on anything for very long. 

 3 I find I can’t concentrate on anything. 

 

20. Tiredness or Fatigue 

0 I am no more tired or fatigued than usual. 

1 I get more tired or fatigued more easily than usual. 

2 I am too tired or fatigued to do a lot of the things I used to do. 

3 I am too tired or fatigued to do most of the things I used to do. 

 

21. Loss of Interest in Sex 

0 I have not noticed any recent changes in my interest in sex. 

1 I am less interested in sex than I used to be. 

2 I am much less interested in sex now. 

3 I have lost interest in sex completely.   
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Appendix E: Regulatory Focus Questionnaire 

 

Event Reaction Questionnaire 

This set of questions asks you HOW FREQUENTLY specific events actually occur or have occurred in your 

life.  Please indicate your answer to each question by circling the appropriate number below it. 

 

1. Compared to most people, are you typically  7. Do you often do well at different things that 

 unable to get what you want out of life?   you try? 

 

   1             2             3             4             5      1             2             3             4             5 

 never                   sometimes                 very                           never                   sometimes                 very 

or seldom                                              often                           or seldom                                              often 

 

2. Growing up, would you ever “cross the line”  8. Not being careful enough has gotten me into 

 by doing things that your parents would   trouble at times. 

 not tolerate? 

 

   1             2             3             4             5      1             2             3             4             5 

 never                   sometimes                 very                           never                   sometimes                 very 

or seldom                                              often                           or seldom                                              often 

 

 

3. How often have you accomplished things  9. When it comes to achieving things that are 

 that got you “psyched” to work even harder?   important to me, I find that I don’t perform  

    as well as I ideally would like to do. 

 

   1             2             3             4             5      1             2             3             4             5 

 never                   sometimes                 very                           never                   sometimes                 very 

or seldom                                              often                           or seldom                                              often 

 

4. Did you get on your parents’ nerves often 10. I feel like I have made progress toward being 

 when you were growing up?   successful in my life. 

 

   1             2             3             4             5      1             2             3             4             5 

 never                   sometimes                 very                          certainly                                             certainly 

or seldom                                              often                             false                                                    true 

 

5. How often did you obey rules and regulations 11. I have found very few hobbies or activities in 

 that were established by your parents?   my life that capture my interest or motivate 

    me to put effort into them. 

 

   1             2             3             4             5      1             2             3             4             5 

 never                   sometimes                 very                          certainly                                             certainly 

or seldom                                              often                             false                                                    true 

 

6.  Growing up, did you ever act in ways that 

 your parents thought were objectionable? 

 

   1             2             3             4             5     

never                   sometimes                 very                           

or seldom                                              often                        
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Appendix F: Motivation for Weight Loss Maintenance 

 

People decide to maintain weight loss for a variety of reasons. In general, people try to 
accomplish two types of goals. They decide to maintain weight loss because there are 
things they would like to get as a result of maintaining weight loss and/or because there 
are things they want to avoid by maintaining weight loss. We would like to know more 
about your goals for maintaining your weight loss. In the space below, tell us about the 
things you are trying to get as a result of maintaining weight loss as well as the things you 
are trying to avoid as a result of maintaining weight loss. Please use full sentences, 
starting with “I…” (Example: I would like to…; I don’t want to…) 
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Appendix G: Hunger Scale 

 

Please rate your current level of hunger by placing a mark across the line below  

 

 
============================================================================= 

Example: If I feel hungry but not starving, I may mark the line here: 

 

Not at all  _________________________________________________________   Extremely 

hungry                                                                                                           hungry 

============================================================================= 

 

 

 

 
How hungry are you right now? 

 

  Not at all  _________________________________________________________   Extremely 

   hungry                                                                                                               hungry 
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Appendix H: State-Trait Depression Adjective Check List – List A 
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Appendix I: State-Trait Anxiety Inventory – State Scale 
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Appendix J: Dietary Reference Intakes Formula 

. 

For Adult Women Estimated Energy Requirement (EER) can be calculated from the following 

formula: 

 
EER = 354 – 6.91 × age + PA* × (9.36 × wt [kg] + 726 × ht [m])  + y** 

 

*PA refers to coefficient depending on the individual’s physical activity level. PA ranges from 1.0 

for sedentary individuals to 1.45 for very active individuals. For this study, the average PA of 

1.23 was utilized. 

 

** y = For each year in age below 30, add 7 kcal/day for women. For each year above 30, 

subtract 7kcal/day for women. 
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Appendix K: Palatability 

 

Please make sure to taste and rate each of the six foods presented. Use this sheet to rate each 

food by marking the line approximately where best describes how pleasant you feel the taste 

of each food is. See the example below. 

============================================================== 

Example: If I like a food quite a bit, but not a whole lot, I may mark the line here: 

How pleasant is the taste of example food right now? 

Not at all  _________________________________________________________   Extremely 

   pleasant                                                                                                        pleasant 

=============================================================== 

 

How pleasant is the taste of food #1 right now? 

 

Not at all  _________________________________________________________   Extremely 
   pleasant                                                                                                        pleasant 

 

 

How pleasant is the taste of food #2 right now? 

 

Not at all  _________________________________________________________   Extremely 

   pleasant                                                                                                        pleasant 

 

 

How pleasant is the taste of food #3 right now? 

 

Not at all  _________________________________________________________   Extremely 

   pleasant                                                                                                        pleasant 

 

 

How pleasant is the taste of food #4 right now? 

 

Not at all  _________________________________________________________   Extremely 

   pleasant                                                                                                        pleasant 

 
 

How pleasant is the taste of food #5 right now? 

 

Not at all  _________________________________________________________   Extremely 

   pleasant                                                                                                        pleasant 

 

 

How pleasant is the taste of food #6 right now? 

 

Not at all  _________________________________________________________   Extremely 
   pleasant                                                                                                        pleasant 
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Appendix L: Perception of Dietary Failure During Lapse 

 

What effect does eating a doughnut have on weight loss maintenance? 

 
 

 Extremely  _________________________________________________________   Extremely 

 Bad Effect                                                                                                      Good Effect 
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Appendix M:  The Eating Attitudes Test-26 

 

Please Circle a Response for Each of the Following Statements:  

Question Always Usually Often Sometimes Rarely Never 

1. Am terrified about being overweight 3 2 1 0 0 0 

2. Avoid eating when I am hungry. 3 2 1 0 0 0 

3. Find myself preoccupied with food. 3 2 1 0 0 0 

4. Have gone on eating binges where I feel I may not 

be able to stop. 
3 2 1 0 0 0 

5. Cut my food into small pieces. 3 2 1 0 0 0 

6. Aware of the calorie content of foods I eat. 3 2 1 0 0 0 

7. Particularly avoid food with a high carbohydrate 

content (bread, rice, potatoes, etc.) 
3 2 1 0 0 0 

8. Feel that others would prefer if I ate more. 3 2 1 0 0 0 

9. Vomit after I have eaten. 3 2 1 0 0 0 

10. Feel extremely guilty after eating 3 2 1 0 0 0 

11. Am preoccupied with a desire to be thinner. 3 2 1 0 0 0 

12. Think about burning up calories when I exercise. 3 2 1 0 0 0 

13. Other people think I'm too thin. 3 2 1 0 0 0 

14. Am preoccupied with the thought of having fat on 

my body. 
3 2 1 0 0 0 

15. Take longer than others to eat my meals. 3 2 1 0 0 0 

16. Avoid foods with sugar in them. 3 2 1 0 0 0 

17. Eat diet foods. 3 2 1 0 0 0 

18. Feel that food controls my life. 3 2 1 0 0 0 

19. Display self-control around food. 3 2 1 0 0 0 

20. Feel that other pressure me to eat. 3 2 1 0 0 0 

21. Give too much time and thought to food. 3 2 1 0 0 0 

22. Feel uncomfortable after eating sweets. 3 2 1 0 0 0 

23. Engage in dieting behavior. 3 2 1 0 0 0 

24. Like my stomach to be empty. 3 2 1 0 0 0 

25. Have the impulse to vomit after meals. 3 2 1 0 0 0 

26. Enjoy trying new rich foods. 0 0 0 1 2 3 
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Appendix N: Consent  

CONSENT FORM – Page 1 

 

TITLE: Taste-Test Study 

 

INVESTIGATORS: 

Principal Investigator: Ronald Brown, Ph.D.   Student Investigator: C. Rylann Testa, M.A. 

rtbrown@temple.edu   testac@temple.edu 

(215) 707-4802       215-292-8607 

Room 300, Jones Hall, Temple University  Room 434, Weiss Hall, Temple University 

3307 N. Broad Street     1701 N 13th St. 

Philadelphia, PA 19140     Philadelphia, PA 19122 

 
PURPOSE OF RESEARCH: 

We are currently engaged in a study of the effects of viewing different types of films on the taste of food in 

individuals who are weight loss maintainers. To help us gain further insights into this area, we will ask you to fill 

out several questionnaires as well as rate the taste of several foods you will be given to eat while watching a 

short film. This project is part of a dissertation research project. 

 

SELECTION OF SUBJECTS: 

You are being invited to the study because you are a female who has maintained a weight loss of 10% from your 

highest weight or more for 1 month or more. You signed up to participate by contacting the investigator(s) 

directly. 
 

GENERAL EXPERIMENTAL PROCEDURES: 

To participate in the study, we will ask you to complete 12 questionnaires in the lab. We will also ask you to 

watch the film presented, eat the foods provided, and rate the taste of each of these foods, as you will be 

directed. Questionnaires will be presented at different points before, during, and after the taste-test portion of 

the study. It takes most people approximately 1 hour to complete this study.  

 

RISKS: 

There are no known physical risks associated with this study. However, it is possible that you may experience 

some mild discomfort reading and thinking about some of the questionnaires. It is also possible you may 
experience some mild discomfort from eating foods you would not have chosen to eat outside of this study. 

There are no known long-range risks to this study.  

 

BENEFITS: 

The benefits of this study are that you will be able to contribute to knowledge in the areas of nutrition and 

health. Findings from this study may inform researchers and treatment providers on how to promote proper 

nutrition and health. You will also receive $10 cash to compensate you for your time. You will receive partial 

compensation if you do not complete the protocol and full compensation if they do complete the protocol.  If you 

are a Temple University student, you will  

                                                                                                                       
           Initial   ____Date____ 
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CONSENT FORM – Page 2 

 

TITLE: Taste-Test Study 

 

INVESTIGATORS: 

Principal Investigator: Ronald Brown, Ph.D.   Student Investigator: C. Rylann Testa, M.A. 

rtbrown@temple.edu   testac@temple.edu 

(215) 707-4802       215-292-8607 

Room 300, Jones Hall, Temple University  Room 434, Weiss Hall, Temple University 

3307 N. Broad Street     1701 N 13th St. 

Philadelphia, PA 19140     Philadelphia, PA 19122 

 

have the opportunity to receive 2 research credits for psychology department courses instead of monetary 

compensation. For students participating for credits, you will receive partial credit if you do not complete the 

protocol and full credit if you do complete the protocol.   
 

CONFIDENTIALITY: 

The data you provide will be recorded anonymously, and your participation and anything you  

say during the session will be held in the strictest confidence. All personal information will be kept confidential 

and reviewed only by the investigators and their research assistants.  

 

All of your responses during the assessment will remain strictly confidential among our research team. However, 

if there is any indication that you are very upset and may potentially harm yourself or others, we may need to 

refer you for help. In this case, we would need to communicate some of the information that you have provided 

us during the assessment. With this exception, all of the information that you provide us, should you participate, 
will not be seen by anyone else. Your name will be coded into an identification number after the completion of 

the questionnaires. 

 

The results of this study may be published but your identity will not be disclosed.   

 

DISCLAIMER/WITHDRAWAL: 

Your participation in this study is on a voluntary basis, and you may refuse to participate at any time without 

consequences or prejudice. 

 

SUBJECT RIGHTS: 

I understand that if I wish to obtain further information regarding my rights as a research subject, I may contact 

Richard Throm, Program Manager & Coordinator at Office of the Vice President for Research of Temple 

University by phoning (215) 707-8757. Institutional Review Board, Temple University, 3400 N. Broad Street, 

Philadelphia, PA 19140. 

 

QUESTIONS: 

We welcome, and will answer, questions about the experiment at any time.  

 

                                                                                                                        

 
Initial   ____Date____ 
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CONSENT FORM – Page 3 

 

TITLE: Taste-Test Study 

 

INVESTIGATORS: 

Principal Investigator: Ronald Brown, Ph.D.   Student Investigator: C. Rylann Testa, M.A. 

rtbrown@temple.edu   testac@temple.edu 

(215) 707-4802       215-292-8607 

Room 300, Jones Hall, Temple University  Room 434, Weiss Hall, Temple University 

3307 N. Broad Street     1701 N 13th St. 

Philadelphia, PA 19140     Philadelphia, PA 19122 

 

 

Signing your name below indicates that you have read and understand the contents of this Consent Form and 

that you agree to take part in this study. 

  

 

             

Participant’s Signature       Date 

 

 

             

Investigator’s Signature       Date 

 

 

 

 

                                                                                                                          Initial   ____Date____ 
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Appendix O: Policy Regarding Suicidality 

 

POLICY REGARDING SUICIDAL OR HOMICIDAL RESEARCH PARTICIPANTS 

The protocol for reports of suicidal ideation or homicidal ideation by any participant during this 

study is as follows. First, the investigator will discuss the suicidal ideation with the participant 
and determine whether or not the participant is currently under the care of a psychiatrist, 

psychologist, or other mental health professional (MHP). If the participant is currently in 

treatment and not assessed to be at immediate risk for self-harm, the interviewer will 

encourage the individual to contact his/her MHP. To ensure this contact, the interviewer will 

contract with the participant by having him/her sign consent to have the MHP call the 

interviewer after contact has been made within a specified and mutually agreed upon time 

period. Contact information will be gathered from the participant before leaving, such that if the 

investigator does not hear from the MHP within the contracted period, the investigator will 

follow-up with the participant using the contact information provided in the demographic form. 

If the participant is no longer suicidal, no further action is required. If the participant is suicidal 
but refuses treatment, the interviewer will contact the appropriate police department to 

transport the participant to an appropriate facility for further care. If the participant is currently 

in treatment and is at immediate risk for self-harm, the interviewer will contact the MHP 

responsible for the participant and inform them of the situation. The MHP will be informed that 

the individual is a participant in a research study and not under our clinical care. If the MHP 

cannot be reached in this case, the appropriate police department will be contacted as 

described above.  

 

If the participant is not currently in treatment and is not at immediate risk for self-harm, the 

interviewer will encourage the participant to contact an appropriate referral source to make an 
appointment for services. The participant will contract with the interviewer to contact the 

referral source, as described above, and will follow-up with the participant if no contact is 

reported by the subject within the specified time period. If the participant is not currently in 

treatment and is at immediate risk for self-harm, the appropriate police department will be 

called to transport the participant to the appropriate emergency room. All participant requests 

for a particular hospital because of insurance or personal preference will be accommodated. If 

no hospital preference is reported, the interviewer will call the Temple University police who 

will escort the participant to the Temple University Hospital.   

 

Finally, any participant who report symptomatology indicative of an eating disorder or mood 
disorder or who request psychological/psychiatric treatment during the study will be provided 

with a list of appropriate referral sources. Participants will not be referred for 

psychological/psychiatric treatment unless they report these symptoms, request treatment, or 

they exhibit suicidal ideation. In all cases of serious adverse events, all steps of the protocol and 

contact with the participant will be documented thoroughly. Any injury that occurs will be 

immediately reported to the TU Vice President of Research. 
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Appendix P: Debriefing Form 

 Thank you for participating in this study. The activities and questionnaires that you 

completed for this study were designed to study how thoughts and emotions relate to eating 

behaviors and weight loss maintenance. Specifically, the goal of this study was to examine 

whether different types of motivations for weight loss maintenance may influence eating in 
those attempting to maintain weight loss. We were also interested in how emotion may be 

influenced by eating non-diet foods among those with these different types of motivations for 

weight loss maintenance. Finally, we aimed to determine whether these emotions may 

influence eating behaviors.    

 Finding out more about how motivation and emotions relate to eating behaviors among 

those attempting to maintain weight loss may help psychologists and physicians to develop 

more effective interventions for overweight and obese individuals as well as those attempting to 

maintain healthy weight loss. Your participation has been instrumental in contributing to this 

knowledge base, so we thank you for your time! 

 We expect to have preliminary results by September of 2009. If you are interested in 
learning about our findings, please feel free to contact Rylann Testa at testac@temple.edu. 

Thank you for your cooperation and participation.  

 

 If you are experiencing any symptoms of depression or anxiety, there are several 

places at Temple where you can seek help: 

*Tuttleman Counseling Center at 215-204-7276 is located in the lower level of Sullivan Hall 

*Psychological Services Center at 215-204-7324 is located on the 4th floor of Weiss Hall 

 

 If you are ever feeling really down and need immediate help, go to your local 

emergency room or call the City of Philadelphia Crisis Intervention at 215-686-4420. 
 

 

 If you are interested in finding out more about support for weight loss maintenance , 

there are several places in Philadelphia where you can seek help: 

*Temple University Center for Obesity Research and Education University at 215-204-7276. 

*UPenn Center for Weight and Eating Disorders at 215-204-7324.
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CALLING ALL FEMALES! 
 

Have you ever lost 10 pounds or more?? 
 

Have you maintained this weight loss 

 for the past month or longer?? 
 

if you answered yes to both,  

YOU MAY BE ELIGIBLE  

for our taste-test study. 
  

This study aims to understand aspects of weight loss maintenance. 

TIME: 1 hour         PLACE: Room 434 Weiss Hall 

COMPENSATION: $10 or 2 research credits 
 

CONTACT: Rylann Testa at testac@temple.edu or 215-292-8607 

Or sign up for a time at http://temple.sona-systems.com 
 

This research study has been reviewed                                                                  Principal Investigator: 

and approved by the Temple University                                                                        Dean Ronald Brown 

Institutional Review Board and is assigned                                        302 Jones Hall, 1316 W. Ontario St.  

IRB Protocol #  
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