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(ABSTRACT ) 

The purpose of this study was to evaluate the role of 

social-cognitive variables in restrained eating, smoking, and 

weight control smoking. Overall, the results indicated 

Significant main effects of dietary restraint and smoking on 

dieting- and smoking-related social-cognitive variables. In 

addition, there were significant group differences for several 

social-cognitive variables related to weight control smoking. 

Overall, the results indicated significant main effects 

of dietary restraint and smoking on (a) several social- 

cognitive variables related to dieting and (b) several social- 

cognitive variables related to smoking. Interaction effects 

(i.e., restraint*smoking) were nonsignificant. In addition, 

weight control smokers differed from nonsmokers and non-weight 

control smokers on some (but not all) social-cognitive 

variables. 

For the most part, there were few significant differences 

in family variables (i.e., past and present family presence, 

family approval, and family pressures scores). However, there 

were numerous Significant differences in peer variables (i.e., 

past and present peer presence, pressures, and approval



scores). These results indicate that peer modeling, 

pressures, and/or approval should be further explored for 

their potential impact on dieting, smoking, and weight control 

smoking behaviors in young people. 

There also were significant differences for expectancies 

(i.e., outcome expectancies, outcome values, and self- 

efficacy). Because of methodological concerns, this study was 

unable to fully assess the role of outcome expectancies on 

restrained eating, smoking, and weight control smoking 

behaviors. However, analyses that could be conducted on 

outcome expectancies provided significant results, and there 

were significant findings related to outcome values about 

dieting and weight control smoking. In addition, there also 

were Significant findings for self-efficacy related to eating, 

smoking, and weight control smoking. It is recommended that 

future research continue to investigate the role of outcome 

values and expectancies and self-efficacy in restrained 

eating, smoking, and weight control smoking. 

Exploratory analyses provided more support for the 

importance of expectancies in restrained eating, smoking, and 

weight control smoking behaviors. Also, specific behaviors 

were significant in predicting restrained eating and weight 

control smoking (i.e., dietary restraint was predicted by 

current dieting behavior, and weight control smoking was 

predicted by dietary restraint and number of previous quit 

attempts). These results once again suggest that intervention



programs for any of the three behaviors should attempt to 

improve self-efficacy skills. In addition, programs aimed at 

restrained eaters and weight control smokers should attempt to 

challenge overly positive outcome values and expectancies 

related to smoking cessation and/or weight control and 

decrease negative weight-related behaviors.
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Review of Literature 

Health psychologists typically have focused their 

research and clinical efforts on health promotion, 

preventive health, and the etiology and treatment of various 

illnesses. In recent years, health psychologists and other 

medical professionals have devoted increased attention to 

women's health issues and behaviors (Pitts, 1991; Repka, 

1993; Sarafino, 1990), including restrained eating, smoking, 

and weight control smoking. 

Restrained Eating 

Dieting behavior most often begins during the 

adolescent years, and it is particularly common among 

females. Studies have revealed that dieting is three to 

five times more prevalent among high school girls than boys 

(Kirkley & Burge, 1989; Rosen & Gross, 1987) and that about 

24% of men and 40% of women in community samples are 

currently dieting to lose weight (Horm & Anderson, 1993; 

Serdula et al., 1993). Among college females, 50-61% report 

current dieting for weight loss purposes (French & Jeffery, 

1994). 

In the 1970s, researchers first proposed the construct 

of dietary restraint (i.e., chronic dieting that may 

alternate with overeating) as a possible explanation for 

food intake patterns in obese individuals (Herman & Polivy, 

1975; Polivy, Herman, Younger, & Erskine, 1979). Since 
a 
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then, research related to dietary restraint has contributed 

to the understanding of obesity, eating disorders, and 

general eating behavior. However, there is little knowledge 

about the acquisition and maintenance of restrained eating 

behavior. 

Prevalence of Dietary Restraint 

In a study by Rand and Kuldau (1991), 15.8% of 2,114 

adults in a southeastern community practiced dietary 

restraint. This eating style was most common in normal 

weight and overweight women below age 62, and racial 

differences were not significant. Among college students in 

the sample, 30.3% of the females and 10.9% of the males were 

classified as restrained eaters. In other research, 

approximately 30% of college women were restrained eaters 

(Polivy & Herman, 1987). 

Characteristics of Restrained Eaters 

Research has consistently shown that restrained eaters 

are more likely than nonrestrained eaters to overeat in 

response to negative affect (Eldredge, 1993; McCluskey, 

1990), but it is unclear whether restrained eaters actually 

experience greater levels of negative affect than 

nonrestrained subjects (McCluskey, 1990). Several studies 

have reported no differences in anxiety and self-esteem of 

restrained and nonrestrained eaters (Heatherton, Polivy, & 

Herman, 1991; Kirkley, Burge, & Ammerman, 1988; Laessle, 

2



Tuschl, Waadt, & Pirke, 1989). Other research, however, has 

indicated that restrained eaters exhibit lower self-esteem, 

greater negative affect, and more emotional instability and 

distress than nonrestrained eaters (Heatherton & Polivy, 

1992; Polivy & Herman, 1987). 

Research to date also has yielded conflicting evidence 

about weight status of restrained and nonrestrained eaters. 

Some researchers have reported a higher mean body weight for 

restrained eaters, while others have indicated no weight 

difference (Laessle et al., 1989; Tuschl, 1990; Wardle, 

1990). 

Relationship of Dietary Restraint to Eating Disorders 

Rand and Kuldau (1991) reported that restrained eating 

is relatively common among individuals with eating 

disorders. However, research also has indicated that the 

majority of restrained eaters do not have an eating 

disorder, nor do they exhibit eating or psychological 

problems of the severity reported by eating disorders 

patients (Heatherton & Polivy, 1992; Polivy & Herman, 1987; 

Rand & Kuldau, 1991). 

Dietary Restraint vs. Dieting 

The term "dieting" lacked an operational definition 

until the 1990s, when researchers defined it as "current 

restrictive eating behaviors designed to produce weight 

loss" (Lowe, Whitlowe, & Bellwoar, 1994). In recent years, 
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the term “dieting” also has come to mean "making healthy 

changes in food selection" (Brownell & Rodin, 1994). In 

this study, dieting will refer to current food restriction 

for weight loss purposes (Lowe et al., 1991). In contrast 

to dieting, dietary restraint is considered to be a more 

enduring and varied style of eating behavior, in which 

dieting is prominent but also alternates with other patterns 

of eating (e.g., bingeing) (Lowe, 1994; Lowe et al., 1991). 

It appears that restrained eaters do not continually 

diet to lose weight. In a study by Lowe et al. (1991), only 

37% of nermal weight restrained eaters reported that they 

were currently restricting food intake (Lowe et al., 1991). 

However, research also has indicated that dieting is more 

common in restrained than nonrestrained eaters. For 

example, 43.8% of restrained and 16% of unrestrained eaters 

in a community sample reported having dieted for at least 

some time during the preceding 2 months (Rand & Kuldau, 

1991). 

Relationship of Dietary Restraint to Weight Control Smoking 

In a recent study, smokers who also were restrained 

eaters more strongly endorsed the initiation and maintenance 

of smoking for weight control reasons (Ogden & Fox, 1994). 

In other words, restrained smokers were more likely to begin 

and continue to smoke in order to control weight.



Theories/Models of Dietary Restraint 

Hypotheses about eating behavior originated in 

Schacter's (1968) and Nisbett's (1972) theories of obesity 

(i.e., internal-external theory and set point theory, 

respectively), which attempted to explain differences in the 

eating patterns of obese vs. normal weight persons. 

Schacter's theory proposed that the eating patterns of 

normal weight individuals were controlled by internal 

physiological cues (e.g., gastric contractions), while the 

eating behavior of obese persons was triggered by external 

cues (e.g., the sight, smell, and taste of food) (Schacter, 

1968). Nisbett's set point theory proposed that each 

individual has a uniquely determined, homeostatically 

defended ideal weight (i.e., "set point") and that obese 

people have higher set points than non-obese individuals. 

Because obese persons feel pressured to meet societal 

standards for thinness, they diet in order to suppress their 

weights below their set points (Nisbett, 1972). While 

Schacter's and Nisbett's theories received inconsistent 

support, they generated interest about the role of dieting 

in determining eating behavior (Ruderman, 1986). 

In the 1970s, Herman and Polivy (1975) developed the 

construct of dietary restraint, which was based on the 

assumption that dieting is a key factor in food regulation. 

Subsequent research has revealed that self-control in 

5



restrained eaters may temporarily be affected by 

"disinhibitors™ which are emotional (e.g., negative affect), 

cognitive (e.g., "all or nothing" view of dieting), or 

pharmacological (e.g., alcohol). When disinhibition occurs, 

the restrained eater's physiological requirement for food 

prevails, and she consumes large quantities of food (which 

may serve to lower self esteem and increase negative 

affect). The restrained eater may then return to dieting in 

order to counteract the weight gain caused by overeating 

(Ruderman, 1986). 

Several models have been proposed to explain eating 

behaviors such as dietary restraint, including the 

coping/tension reduction model and the biopsychosocial 

model. The coping/tension reduction model indicates that 

restrained eaters engage in binge eating from time to time 

in order to modulate tension and/or negative mood states. 

Various factors (e.g., biochemical, familial, and cultural) 

predispose restrained eaters to utilize food as a means of 

coping (Woods & Brief, 1988). 

The biopsychosocial model proposes that biological, 

social, and psychological factors interact to influence 

eating behavior (Tobin, Johnson, Steinberg, Staats, & 

Dennis, 1991). Within this model, social-cognitive 

variables are thought to affect food intake patterns ina 

number of ways. For example, family and peers may influence 
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eating behavior by (a) creating and promoting standards 

related to weight, body shape, physical attractiveness, and 

eating; (b) serving as models for various food- and weight- 

related behaviors; (c) providing instruction about various 

food- and weight-related behaviors; and (d) providing 

reinforcement for the adoption of specific attitudes and 

behaviors (Brownell & Rodin, 1994; Crandall, 1988; French & 

Jeffery, 1994; Klesges, Malott, Boschee, & Weber, 1986; 

Polivy & Herman, 1993; Vandereycken, 1993; Wiseman, Gray, 

Mosimann, & Ahrens, 1992). As a result of these influences, 

individuals develop outcome and self-efficacy expectations 

for various food- and weight-related behaviors and practice 

specific behaviors related to food and weight (Bandura, 

1989; Shannon, Bagby, Wang, & Trant, 1991). 

Ruderman (1986) stated that social-cognitive variables 

have been neglected by researchers in the area of dietary 

restraint, with a few exceptions. Crandall (1988) reported 

that peers influenced the onset and maintenance of binge 

eating in college sorority women. Other research indicated 

that disinhibition and subsequent overeating patterns in 

restrained eaters were affected by the presence of other 

individuals and the normative information that they provided 

(Herman, Polivy, & Silver, 1979; Polivy, Herman, Younger, & 

Erskine, 1979; Ruderman, 1986). Finally, Shannon et al. 

(1991) found that self-efficacy to choose low fat and low 
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calorie foods was predictive of eating behavior in 

overweight women enrolled in a weight reduction course. 

Cigarette Smoking   

Another health-related behavior that is all too common 

in young women is cigarette smoking. Tobacco use is the 

Single most important preventable contributor to mortality 

in the U.S. (U.S. Department of Health and Human Services, 

1989), accounting for an estimated 400,000 deaths annually 

(McGinnis & Foege, 1993). Tobacco-related health problems 

have become increasingly prevalent among females, and lung 

cancer recently surpassed breast cancer as the leading cause 

of cancer in American women (Grunberg, Winders, & Wewers, 

1991). 

Prevalence of Cigarette Smoking 

The general public is well aware of the health risks 

associated with cigarette smoking. Even so, many Americans 

continue to smoke. In 1991, 28.1% of men and 23.5% of women 

in the U.S. were regular smokers (Guba & McDonald, 1993). 

Among university students in Virginia, 10.8% of males and 

14.3% of females reported the regular use of cigarettes 

(Schorling, Gutgessel, Klas, Smith, & Keller, 1994). 

According to recent research, smoking prevalence is 

related to educational, professional, and racial status. 

For example, studies have reported smoking rates to be 26% 

and 36% in white- and blue-collar workers, respectively, and 
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35.7%, 33.1%, and 16.3% in non-high school, high school, and 

college graduates, respectively (Ehrich & Emmons, 1994; Guba 

& McDonald, 1993; Pierce, Fiore, Novotny, & Hatziandreau, 

1989). In addition, smoking was reported to be less 

prevalent in Native and African Americans than in Caucasians 

(Davison & Neale, 1994). 

Reasons for Smoking 

Smokers most often indicate using cigarettes in order 

to obtain stimulation, relaxation, or a reduction in 

negative affect. Smokers also report using cigarettes out 

of habit, because of an addiction to nicotine, or for social 

reasons (e.g., belonging, fitting in) (Evans & Lowe, 1986; 

Warburton, Revell, & Thompson, 1991). 

Research has revealed that reasons for smoking may vary 

according to gender. For instance, males most often 

reported using substances because of their pleasurable 

effects, while females most commonly used them for 

assistance in coping (Novacek, Raskin, & Hogan, 1991). 

Characteristics of Smokers 

Men traditionally have exhibited a higher smoking rate 

than women. However, the smoking rates for the genders have 

converged in recent years (Centers for Disease Control, 

1992), primarily as a result of higher initiation and lower 

cessation rates among females (DuNah, Holly, & Ahn, 1991; 

Grunberg et al., 1991; Guba & McDonald, 1993). If current 
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trends continue, the smoking rate for women will approach, 

or even exceed, that of men by the year 2000 (Pierce et al., 

1989). Among adolescents and young adults (i.e., 20-24 

years), females already exhibit a higher smoking rate than 

males (Fiore et al., 1989). 

According to recent research, adolescent smokers are 

more likely than similar-age nonsmokers to be academic 

underachievers and to have less interest in continuing their 

education (Fried, 1994). In addition, adolescent smokers 

tend to be from urban areas (Isohanni, Moilanen, & 

Rantakallio, 1991) and to have lower self-efficacy for 

Cigarette refusal and less knowledge about the health risks 

of smoking than nonsmokers (Conrad et al., 1992; Waldron, 

Lye, & Brandon, 1991). Other studies have indicated that 

young female smokers exhibit lower self-esteem, less 

participation in sports and exercise, poorer eating and 

sleeping habits (Fried, 1994; Waldron et al., 1991), higher 

levels of parental divorce, and poorer relationships with 

family members than young female nonsmokers (Warburton et 

al., 1991). 

Personality variables that have been positively related 

to cigarette smoking include extroversion, rebelliousness, 

risk taking, and social deviance. However, these 

correlations were weak, and the data have not been examined 

across time or cultures (Grunberg et al., 1991). 
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Models of Smoking Behavior 

Several models have been proposed to explain the 

initiation and maintenance of smoking behavior, including 

the coping/tension reduction model and the biopsychosocial 

model. According to the coping/tension reduction model, 

smoking behavior is motivated by its ability to reduce 

stress and negative affect and increase positive affect and 

relaxation. It is hypothesized that once initiated, 

cigarette use increases during particularly stressful times 

(Brandon, 1994; Wills & Shiffman, 1985). Research has 

revealed that coping deficits predispose adolescents to 

begin substance use and that young smokers report a greater 

number of stressful life events than nonsmokers (Stanton, 

Silva, & Oei, 1989). 

The biopspychosocial model asserts that health-related 

behaviors such as smoking result from the interactive 

effects of several factors, including biological and 

psychosocial (Pitts, 1991). With respect to smoking, 

social-cognitive factors are thought to predispose 

individuals to and play a role in the initiation of 

substance use. Experimentation with and subsequent regular 

use of cigarettes are considered to be dependent on the 

following: environmental models, expectancies and 

reinforcements for smoking, coping skills and self-efficacy 

for coping, and the development of addiction (Blane & 
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Leonard, 1987; Conrad et al., 1992; Warburton et al., 1991). 

In research conducted with adolescents and college students, 

smoking initiation and maintenance were found to be related 

to several social-cognitive variables, including peer and 

family smoking behavior, social approval of and pressures 

for smoking, and positive expectancies about smoking (Ary & 

Biglan, 1988; Blane & Leonard, 1987; Conrad et al., 1992; 

Goddard, 1989; MORI, 1990; Standing & Nicholson, 1989; 

Warburton et al., 1991). Researchers have indicated that 

peers have an especially strong impact on the acquisition 

and/or maintenance of adolescent smoking behavior (Conrad et 

al., 1992; Webster, Hunter, & Keats, 1994). In fact, a 

recent study reported that peer smoking behavior was the 

best predictor of smoking initiation among Caucasian 

adolescents, accounting for 23.5% of the variance (Landrine, 

Richardson, Klonoff, & Flay, 1994). 

Weight Control Smoking 

In the late 1980s, researchers first identified a 

subgroup of smokers who used cigarettes for weight control 

purposes (Klesges & Klesges, 1988). At present, relatively 

little is known about these individuals, who are referred to 

as "weight control smokers." 

Prevalence of Weight Control Smoking 

Among high school students, 39% and 12% of White female 

and male smokers, respectively, (and none of the Black 
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smokers) indicated the use of cigarettes to control appetite 

and weight (Camp, Klesges, & Reylea, 1993). In research 

conducted with university samples, 25-39% of women and 25% 

of men reported the use of smoking for weight control 

reasons (Klesges & Klesges, 1988; Pomerleau et al., 1993). 

Characteristics of Weight Control Smokers 

Studies have indicated that weight control smokers 

typically are young, Caucasian females (Camp et al., 1993; 

Klesges & Klesges, 1988). In addition, they are more likely 

than non-weight control smokers to be restrained eaters 

(Pomerleau et al., 1993; Weekley, Klesges, & Reylea, 1992). 

Models of Weight Control Smoking 

To date, researchers have identified no specific 

theories or models to explain weight control smoking. 

However, social-cognitive variables were suggested to play a 

role in biopspychosocial models of both general smoking and 

eating behaviors (Conrad et al., 1992; Crandall, 1988). 

Therefore, it is proposed that weight control smoking 

behavior also can be explained using a biopsychosocial model 

and that within this model social-cognitive variables are 

important. In accordance with this, it is suggested that 

weight control smoking may be acquired and/or maintained by 

(a) modeling the weight control smoking of significant 

others; (b) having positive expectancies about the 

effectiveness of smoking for weight control; and/or (c) 
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receiving positive reinforcement related to weight control 

smoking (e.g., actual weight loss, decreased anxiety about 

anticipated weight gain, and verbal compliments that 

accompany weight loss). 

Prevention and Intervention Programs 

Eating Behavior   

Many different obesity treatment programs have been 

developed and implemented. However, relatively few existing 

interventions address unhealthy eating behaviors in normal 

weight individuals. Several researchers have indicated the 

need for programs aimed at preventing disordered eating 

behaviors in individuals in all weight status groups school 

and community settings (Clark, Levine, & Kinney, 1989; 

Shisslak, Crago, Neal, & Swain, 1987). 

One of the few such programs is that developed, 

implemented, and evaluated by Martz-Ludwig (1994). This 

eating disorders prevention program included women from four 

college sorority houses. The subjects completed pre- and 

post-intervention measures of dieting behavior, dietary 

restraint, body image esteem, and health behavior self- 

efficacy before and after peer leader intervention that 

advocated non-dieting, healthy eating, and exercise. 

Results indicated no significant differences between 

experimental and control participants, but there was a 

minimal dose-response relationship for the intervention. 
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That is, there were some positive effects for a subset of 

participants who were more knowledgeable about the 

intervention. Possibly, the lack of significant effects was 

related to the brevity of the program (i.e., 1 month) and/or 

the inability of peer leaders to target all potential 

participants. 

Smoking and Weight Control Smoking 

A number of smoking prevention programs have been 

developed for adolescents. Outcome studies have revealed 

that prevention programs which emphasize health education 

and the long-term effects of smoking are generally 

ineffective (Botvin, Baker, Filazzola, & Botvin, 1990; Elder 

& Stern, 1986). There was evidence of short-term success 

from programs that utilized behavioral strategies (e.g., 

social inoculation and assertiveness training) (Elder & 

Stern, 1986; Ferguson & McKinlay, 1991). The greatest 

success was obtained by multi-component programs that 

utilized peer involvement and stress management, social 

skills, and problem solving skills training (Botvin et al., 

1990). It is hypothesized that peers promote success by 

increasing program credibility and involvement while 

legitimizing nonsmoking (Botvin et al., 1990). 

Many programs currently are available to persons who 

want to quit smoking. Most of these interventions use a 

combination of strategies, including pharmacological 
~ 
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methods, behavioral methods, and physician advice and 

counseling (Schwartz, 1992). Unfortunately, outcome 

studies have revealed poor outcomes for the majority of 

programs: less than 10% of quitters achieve even short-term 

(i.e., 3 months) abstinence (Davison & Neale, 1994), and 

females and young adults are especially likely to relapse 

(Bjornson et al., 1995; Kabat & Wynder, 1987; Pallonen, 

Murray, Schmid, Pirie, & Luepker, 1992). 

To date, smoking prevention and cessation programs have 

not addressed the topic of weight control smoking. A few 

cessation programs have included weight control components 

in an attempt to decrease postcessation weight gain among 

participants. However, these programs yielded discouraging 

results for both quit rates and postcessation weight gain 

(Hall, Tunstall, Vila, & Duffy, 1992; Pirie et al., 1992). 

Negative Affect 

Several researchers have reported a positive 

relationship between negative affect and smoking and eating 

behaviors. In particular, depression and anxiety have been 

linked to smoking initiation, smoking relapse, and 

overeating (Hall, Munoz, Reus, & Sees, 1993; Stunkard et 

al., 1991). The exact nature of these relationships is not 

presently well understood. For instance, it remains unclear 

whether negative affect precipitates such behaviors or 

results from such behaviors, or if both occur. Tension 
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reduction and affect regulation theories suggest that 

individuals with negative affect may engage in smoking 

and/or and food-related behavior in an attempt to relieve 

depression and/or anxiety. Conversely, individuals who are 

displeased with their substance use or eating behavior may 

experience negative affect. Possibly, the negative affect 

and smoking and/or eating behavior(s) become interdependent: 

a cycle may develop in which negative affect triggers 

smoking and/or eating behavior, and unhappiness about 

indulging in these behaviors further increases depression 

and/or anxiety. This negative affect may then again trigger 

smoking cr eating (Stanton, Silva, & Oei, 1989; Woods & 

Brief, 1988), and thus the behaviors could reciprocally 

determine one another (Bandura, 1986). 

Summary 

Young, Caucasian females are at risk for engaging in 

several negative health-related behaviors, including 

restrained eating, smoking, and weight control smoking 

(French & Jeffery, 1994; Fried, 1994; Pomerleau et al., 

1993). Previous research has confirmed that social- 

cognitive factors (e.g., family and peer variables, outcome 

expectancies and values, and self-efficacy) significantly 

impact general smoking behavior (Conrad et al., 1992; Fried, 

1994). In particular, peers appear to be important in 

influencing smoking behavior of adolescents and young adults 
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(Conrad et al., 1992; Standing & Nicholson, 1989). It is 

unclear whether restrained eating and weight control smoking 

also are affected by social-cognitive factors. Limited 

research has been conducted on the impact of social- 

cognitive variables on dietary restraint (Shannon et al., 

1991), and no studies have investigated the role of these 

factors in weight control smoking. 

Overview of the Study 

This research project represents the first empirical 

study to evaluate the role of social-cognitive variables in 

dietary restraint and weight control smoking in normal 

weight college women. Although not the focus of this study, 

the researcher also collected data on the prevalence and 

severity of several other unhealthy weight-related behaviors 

(e.g., self-induced vomiting) in restrained eaters, smokers, 

and weight control smokers. Such information will add to 

the growing body of knowledge about dietary restraint and 

weight control smoking. 

The social-cognitive model used in this study was based 

on a previously developed social-cognitive model of eating 

behavior (Shannon et al., 1991). This model suggests that 

restrained eating, smoking, and weight control smoking are 

influenced by environmental (family and peer) presence of 

the behaviors, social approval/disapproval of the behaviors, 

social pressures to perform the behaviors, outcome 
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expectancies and values related to the behaviors, and 

behavior~-relevant self-efficacy expectancies. According to 

the mode., family members and peers may impact behavior 

through such processes as modeling, reinforcement, and 

social approval/disapproval and pressure. Expectancies 

(i.e., outcome and self-efficacy) and outcome values also 

may affect dieting, smoking, and weight control smoking 

behaviors, and the performance of these behaviors may in 

turn influence expectancies and outcome values. 

The study sample included the following subjects: (a) 

nonsmoking restrained eaters, (b) smoking restrained eaters, 

(c) nonsmoking nonrestrained eaters; and (d) smoking 

nonrestrained eaters. Young adult, Caucasian females were 

chosen to serve as study participants because weight-related 

concerns (e.g., preoccupation with thinness, body shape 

dissatisfaction, weight loss behaviors, and weight control 

smoking) have been found to be most common among individuals 

in these age, gender, and racial groups (Camp et al., 1993; 

French & Jeffery, 1994; Klesges & Klesges, 1988). 

Study participants attended a data collection session 

in which they completed questionnaires to assess 

demographics, weight-related behaviors (e.g., self-induced 

vomiting), negative affect, and social-cognitive variables 

related to dieting, smoking, and weight control smoking. 

Specific social-cognitive variables that were assessed 
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included (a) past and present family and peer presence of 

these behaviors; (b) family and peer approval/disapproval of 

these behaviors; (c) family and peer pressures to perform 

the behaviors; and (d) outcome expectancies, outcome values, 

and self-efficacy expectancies related to the behaviors. It 

should be noted that, due to validity concerns, the outcome 

expectancy data were excluded from some analyses. These 

concerns will be discussed in a later section. 

Method 

Research Design 

In this study, the hypotheses related to restrained 

eating ard general smoking were tested by determining the 

presence of main effects of restrained eating and smoking 

and interaction effects (i.e., restrained eating*smoking) on 

social-cognitive variables related to dieting and general 

smoking. For the analyses related to weight control 

smoking, all subjects were classified as nonsmokers, weight 

control smokers, or non-weight control smokers based on 

their sccres on a scale of weight control smoking (i.e., the 

Weight Ccntrol Smoking Scale) and/or their smoking history. 

Hypotheses about weight control smoking were then tested by 

making comparisons among nonsmokers, weight control smokers, 

and non-weight control smokers. 
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Participants 

This study sample included only normal weight, 

Caucasian females who were 18-24 years old. In this 

research. normal weight was considered to be a weight status 

that was within 10% above or below the midpoint of the 

standard weight range for height, using the Metropolitan 

Life Insurance Company Tables (Metropolitan Life Insurance 

Co., 1983). 

Caucasian women were included in this study because 

research has indicated that Caucasian females are more 

likely than African American females to be weight control 

smokers (Camp et al., 1993); there currently is no 

informat:on about weight control smoking behavior in 

individuals of other racial groups. Studies also have 

revealed that the influence of social-cognitive variables on 

smoking behavior may vary according to racial or ethnic 

group. For example, Landrine et al. (1994) reported that 

peers had greater impact on the smoking behavior of 

CaucaSian adolescents as compared to Hispanic, Asian, or 

African American adolescents. This study sample was 

confined to normal weight subjects because the Restraint 

Scale (which was used to classify restrained and 

nonrestrained eaters) has been shown to be more 

psychometrically sound when used with normal weight 

individuals (Ruderman, 1986). 
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While only normal weight, Caucasian women (ages 18-24) 

were included in the final sample, female undergraduates of 

any racial, ethnic, or weight status group were able to 

complete the study questionnaires in order to receive extra 

course credit. The majority of the subjects in this study 

were recruited from the Virginia Polytechnic Institute and 

State University introductory psychology course pool and 

upper-level psychology courses. Potential participants 

completed a data collection session (approximately 2 hours) 

that was conducted by the researcher and/or research 

assistants. For completing the questionnaires, these 

individuals received extra credit points in accordance with 

the guidelines of the Department of Psychology. Because an 

adequate sample of smoking subjects was not obtained using 

this procedure, female undergraduate smokers (ages 18-24 

years) also were recruited by posting flyers in several 

campus buildings and by placing an advertisement in the 

campus newspaper. Subjects recruited through flyers or 

advertisements attended a data collection session 

(approximately 2 hours) and received $10 for their 

participation. 

A total of 217 young women completed the study 

questionnaires, but only 179 were included in the final 

study sample. The remaining 38 individuals who completed 

questionnaires were excluded from the study due to one or 
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more of the following: being non-Caucasian, over- or 

underweight, or an exsmoker or intermittent smoker. 

Among the 179 subjects in the study, 131 were 

undergraduate psychology students who were recruited through 

the use of three folders placed in the Department of 

Psychology lobby. This recruiting method is described more 

fully in the Procedures section, and these subjects received 

extra course credit for their participation. The remaining 

48 subjects (all of whom were smokers) were recruited via 

flyers or a campus newspaper advertisement and received 

monetary payment for their participation. Two tailed t- 

tests revealed no significant differences between smokers 

who received extra credit and smokers who received monetary 

payment cn the following variables: age, height, weight, 

desired body weight, percentage desired body weight, number 

of years smoked, and age at smoking initiation. 

The subjects included in the study were classified into 

one of the following groups based on information they 

provided on questionnaires related to smoking and dieting: 

restrained nonsmokers (n=52), restrained smokers (n=44), 

nonrestrained nonsmokers (n=41), and nonrestrained smokers 

(m=42). For some analyses, subjects were reclassified as 

nonsmokers (n=93), weight control smokers (n=41), and non- 

weight control smokers (n=45). Specifically, three of the 

restrained smokers and all of the nonrestrained smokers were 
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reclassified as non-weight control smokers, and 41 of the 

restrained smokers were reclassified as weight control 

smokers. 

The research assistants for this study were six 

volunteer undergraduate psychology students from Virginia 

Polytechnic Institute and State University who underwent a 

training session led by the researcher. This training 

session included a review of the approved research proposal 

and instruction on data collection techniques. The 

researcher conducted regularly scheduled meetings with all 

research assistants to collect completed questionnaires, 

answer questions, and discuss problems that arose. 

Variables 

Smoking Variables 

Variables related to smoking included: smoking status 

(i.e., current smoker or nonsmoker); smoking rate (number of 

Cigarettes smoked per day); motivation for smoking (weight 

control vs. non-weight control); severity of fears about 

postcessation weight gain; intention to quit smoking in the 

next 6 months; and number of previous quit attempts. 

Weight-related Variables 

Variables related to weight included: height and 

weight; desired body weight; percentage desired body weight 

(i.e., [current weight/desired weight]x100); severity of 

dietary restraint; severity of current dieting behavior; and 
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percentage of subjects who engaged in binge eating and the 

use of diet pills, laxatives, diuretics, self-induced 

vomiting, and exercise for weight control purposes. 

Social-Cognitive Variables 

The social-cognitive variables in this study were 

related to family members, peers, outcome expectancies, 

self-efficacy expectancies, and outcome values. The 

particuléer variables are discussed below. 

Environmental presence scores. Environmental presence 

scores indicate the presence of various behaviors among 

family members and among peers, both currently and in the 

past (i.e., during childhood/adolescence). Specifically, 

these sccres indicate the past and current presence of (a) 

dieting kehavior, (b) general smoking behavior, and (c) 

weight control smoking behavior among family and peers. 

Perceived social approval scores. These scores indicate 

perceived current social approval (by family members and by 

peers) of dieting, general smoking, and weight control 

smoking behaviors. 

Perceived social pressures scores. These scores 

indicate perceived current peer and family pressures to 

perform each of the following behaviors: (a) dieting, (b) 

general smoking, and (c) weight control smoking. 
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Self-efficacy scores. These scores indicate self- 

efficacy expectancies for resisting: (a) overeating in 

various situations, (b) smoking in various situations, and 

(c) smoking in situations specifically related to food and 

weight. 

Outcome expectancy scores. These scores were collected 

to indicate the extent to which anticipated outcomes were 

expected by subjects in relation to: (a) dieting, (b) 

smoking, and (c) weight control smoking. However, because 

the questionnaires used in this study assessed individual 

("Smoking makes me...") rather than general ("Smoking makes 

people...") expectancies, outcome expectancy data may be 

valid on.y for subjects who have previously engaged in the 

behavior in question (i.e., dieting, smoking, weight control 

smoking). In order to avoid excluding subjects who had 

never dieted from the analyses (n=46), the dieting outcome 

expectancy data were not used in most study analyses. In 

addition, outcome expectancy scores for smoking and weight 

control smoking were used only in analyses that excluded 

nonsmokers. 

Outcome value scores. These scores indicate the degree 

to which subjects value various positive expectancies about 

the following behaviors: (a) dieting, (b) smoking, and (c) 

weight control smoking. 

~ 
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Negative Affect 

The negative affect variables included depression and 

trait anxiety scores. 

Materials 

Informed Consent Form 

| This study was approved by the departmental Human 

Subjects Committee (HSC) and the Institutional Review Board 

(IRB) at Virginia Polytechnic Institute and State 

University. This study involved minimal social, 

psychological, and physical risk, and the data were 

collectecl anonymously. 

Prior to their participation in the study, subjects 

completed an Informed Consent Form (Appendix A). This form 

ensured that subjects were voluntarily participating and 

were informed in advance about potential risks or hazards to 

which they might have been exposed as a result of 

participating. 

Demographics and Smoking History Questionnaire 

The Demographics and Smoking History Questionnaire 

(Appendix A) was modified from a previously developed 

Smoking Eistory Form (American Psychiatric Association, 

1988). This questionnaire was used to obtain information 

about age; race; smoking status, rate, and duration; 

intention to quit smoking in the next 6 months; number of 

previous quit attempts; and fear about postcessation weight 
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gain. 

Data obtained from this questionnaire were used to 

classify subjects into one of several smoking status 

categories, according to a modification of classification 

systems rom previous research (Klesges et al., 1988; 

Murray, Jarrett, Swan, & Rumm, 1988; Weekley et al., 1992). 

Nonsmokers were defined as those individuals who had smoked 

fewer than 100 cigarettes in their lifetime and did not 

presently smoke on a daily basis. Current smokers were 

defined as those individuals who presently smoked on a daily 

basis and had smoked at least 100 cigarettes in their 

lifetime. Excluded from the sample were: (a) current 

smokers who did not smoke on a daily basis (i.e., 

intermittent smokers) and/or had not smoked at least 100 

cigarettes in their lifetime and (b) individuals who had 

smoked 100 or more cigarettes in their lifetime but were not 

current smokers ({i.e., exsmokers). 

Due to the high cost of biochemical measures to 

validate smoking status (e.g., cotinine, carbon monoxide, 

and thiocyanate) and the relatively low rate of misreporting 

of smoking status (typically near zero and rarely exceeding 

5%) (Velicer, Prochaska, Rossi, & Snow, 1992), this study 

relied on self-reported smoking status. In comparison to 

smoking status, the validity of self-reported smoking rates 

(e.g., how many cigarettes smoked in a day, week, or year) 
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is more suspect, given the observed tendency for a strong 

digit bias (i.e., the majority of smokers report rates in 

units of 10) (Warner, 1978). To address this issue, smokers 

in this study were asked on the Demographics and Smoking 

History Cuestionnaire to provide exact (i.e., not rounded) 

smoking rates in terms of the number of cigarettes smoked 

per day. A cross-validation of smoking rate information was 

conducted by having respondents indicate the number of packs 

of cigarettes that they typically smoked per week and then 

comparing this number to self-reported daily smoking rate 

data. A t-test comparison of the number of cigarettes 

smoked per week (as determined from cigarettes per day and 

packs per week estimates) indicated a significant (p<.0l) 

difference. Specifically, smokers reported smoking four 

additional cigarettes per week with the packs per week 

estimate. The researcher chose to define smoking rate in 

this study as the number of cigarettes smoked per day. 

On this questionnaire, respondents also provide self- 

ratings (using a 5-point scale) related to their fear of 

postcessation weight gain and their intention to quit 

smoking in the next 6 months. Higher ratings are indicative 

of greater agreement with statements related to fear about 

gaining weight upon smoking cessation and intention to quit 

smoking. 
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Weight and Related Behaviors Questionnaire 

Information about height, weight, and the history and 

frequency of disordered eating- and weight-related behaviors 

(e.g., binge eating and self-induced vomiting) was obtained 

uSing a modified version of a previously developed 

structured, self-report measure called the Eating Disorder 

Inventory-Symptoms Checklist (Garner, 1991). On the Weight 

and Related Behaviors Questionnaire (Appendix A), 

participants are asked to indicate their use of several 

weight ccntrol techniques, including exercise, laxatives, 

diet pills, and diuretics. Participants also are asked to 

provide ratings of the effectiveness of various weight 

control methods (e.g., exercise), using a 5-point Likert- 

type sca.e (l=very ineffective, 5=very effective). 

On this questionnaire, an eating binge is defined as 

eating an amount of food that others of the subject's age 

and sex would regard as unusually large; this definition 

does not include episodes in which normal quantities of food 

are eaten, even when the subject would have preferred not to 

have eaten the food. Self-induced vomiting is defined as 

vomiting after eating in order to get rid of the food eaten, 

and data are collected only on laxative and diuretic use 

conducted for weight control purposes. 

For each participant, current height and body weight 

(with clothing but without shoes) were determined using a 
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tape measure and a balance beam scale, respectively. These 

measures were recorded directly onto the Weight and Related 

Behaviors Questionnaire. Each participant then was asked to 

report her desired weight, which also was recorded. Using 

current height and body weight data, each participant was 

classified as underweight (<10% midpoint of standard weight 

range), normal (or average) weight (within 10% above or 

below midpoint of standard weight range), or overweight 

(>10% abcve midpoint of standard weight range) (Heatherton 

et al., 1991), according to the Metropolitan Life Insurance 

Company Tables (Metropolitan Life Insurance Co., 1983). 

Only normal weight women were included as subjects in this 

study. 

Cognitive Behavioral Dieting Scale 

Researchers now have begun to consider dietary 

restraint and current dieting as separate constructs. 

Dieting is defined as a set of current thoughts and 

behaviors related to calorie restriction. In contrast, 

dietary restraint is considered to be a more enduring eating 

style that involves excessive food restriction, dieting, and 

sometimes bingeing and weight cycling (Lowe, 1992; Lowe et 

al., 1991). 

In keeping with these definitions, researchers 

developed the Cognitive Behavioral Dieting Scale (CBDS) 

(Appendix A) as a 14-item scale to measure current (i.e., 
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within the last 2 weeks) thoughts and behaviors related to 

calorie-restrictive dieting for weight loss. Subjects rate 

the 14 items on the CBDS using a 5-point Likert scale. 

These ratings are then summed, with higher scores more 

indicative of current dieting (Martz, Sturgis, & Gustafson, 

1994). 

The Cronbach's alpha of internal consistency for the 

CBDS was determined to be 0.95, using a sample of female 

undergraduates. In addition, the test-retest reliability 

(with 2 days between administrations) was 0.95, using a 

sample of undergraduate men and women. The CBDS also 

exhibited reasonable criterion, construct, and divergent 

validity (Martz et al., 1994). 

Restraint Scale 

The 10-item Restraint Scale (Appendix A) was used to 

classify subjects as restrained and nonrestrained eaters. 

This scale is composed of items related to diet and weight 

history and dietary concerns (Heatherton et al., 1991; 

Ruderman, 1986). Responses on the Restraint Scale are 

scored from 0 to 4 or 5 and then summed. Based on 

convention, participants who receive a total score of >15 

(out of a possible 40) are classified as restrained eaters, 

and those who score <15 are classified as nonrestrained 

eaters (Heatherton et al., 1991). 
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Previous research has indicated that the psychometric 

properties of the Restraint Scale are sound when the scale 

is used with normal weight (but not overweight) samples 

(Ruderman, 1986). Internal consistency studies have yielded 

alpha reliability coefficients of 0.79-0.86 for normal 

weight individuals (Blanchard & Frost, 1986; Ruderman, 

1986), ard Kickham and Gayton (1977) reported a test-retest 

reliability coefficient of 0.93 over a l-week period. In 

addition, the Restraint Scale has been shown to be strongly 

correlated with other measures related to eating, weight, 

and body image (Ruderman, 1986). 

Peer and Family Questionnaire 

The Peer and Family Questionnaire (Appendix A), which 

assesses social-cognitive factors that may be related to 

dieting, smoking, and weight control smoking behaviors, was 

developec. by modifying forms used in previous studies of 

family and peer influences on smoking behavior (Farrell & 

Danish, 1993; Van Roosmalen & McDaniel, 1992; Webster, 

Hunter, & Keats, 1994). For this questionnaire, peers to be 

considered include the participant's best female friend, 

another close female friend, and her boyfriend or close male 

friend. Family members to be considered include the 

participant's mother, father, and sibling(s). 

Due to potential problems with recollection, 

retrospective items on this questionnaire were kept toa 
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minimum. ReSpondents are asked to recall the presence of 

various behaviors among family and peers during childhood 

and adolescence, but they are not required to recall the 

extent of past social approval of or pressures for the 

various behaviors. 

Scores for past family presence of dieting are 

calculated by summing the number of family members (i.e., 

mother, father, and sibling) who exhibited dieting for 

weight loss during childhood/adolescence. The same 

procedure is used to calculate past family presence scores 

for general smoking and weight control smoking. For current 

family presence scores (i.e., dieting, smoking, and weight 

control smoking), the number of family members identified by 

respondents as currently exhibiting those behaviors are 

summed as indicated above. Peer scores for past and current 

environmental presence of dieting, general smoking, and 

weight control smoking are calculated similarly, 

substituting peer data for family data. 

Scores for perceived current family approval of 

dieting, smoking, and weight control smoking are calculated 

by summing family approval ratings for each behavior. The 

Same procedure is used to calculate family scores for 

perceived current pressures for dieting, smoking, and weight 

control smoking. Peer approval and pressures ratings are 

calculated similarly, substituting peer ratings for family 
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ratings. 

The Weight Control Smoking Scale 

The Weight Control Smoking Scale (WCSS) (Pomerleau et 

al., 1993) is comprised of three statements that assess the 

extent to which smokers perceive cigarette smoking to be a 

weight control tool. These statements include the 

following: (a) I smoke to keep from gaining weight, (b) 

smoking nelps me control my appetite, and (c) I don't get so 

hungry when I smoke. Possible responses are 0 (not at all), 

1 (a little), 2 (quite a bit), and 3 (very much so). 

Individuals are classified as weight control smokers if they 

receive a total WCSS score of >6. The WCSS has been used in 

previous research on weight control smokers, with a reported 

Cronbach's coefficient alpha of 0.86 (Pomerleau et al., 

1993). 

For this study, the WCSS items were embedded in items 

from the Smoking Motivation Questionnaire. The resulting 

questionnaire was presented to participants as the Reasons 

for Smoking Questionnaire (Appendix A). While all 

participants completed this questionnaire, scores were 

calculated and used only for those who smoked. 

Eating Self-Efficacy Scale 

The 25-item Eating Self-Efficacy Scale (ESES) (Appendix 

A) was used to evaluate self-efficacy for controlling 

overeating. On this questionnaire respondents rate, using a 

35



1 (no difficulty) to 7 (most difficulty) scale, the 

likelihood that they would have difficulty controlling their 

overeating in a variety of situations (e.g., when angry or 

when at school). These 25 ratings are summed to yield a 

total ESES score, with lower scores indicative of greater 

self-efficacy (Glynn & Ruderman, 1986). 

Previous research indicated a mean ESES score of 81 for 

college women. The scale possesses adequate internal 

consistency and test-retest reliabilities (.85-.92), and its 

correlations with measures of weight, eating behavior, and 

self-esteem suggest convergent validity (Glynn & Ruderman, 

1986). 

Confidence Questionnaire, Form § 

All participants completed the Confidence 

Questionnaire, Form S (CQ-S) (Appendix A), which assesses 

self-efficacy to resist smoking in situations involving 

negative affect, pleasure, social image, social influence, 

and dieting. The CQ-S was developed by previous researchers 

to be a less cumbersome, 14-item form of the 46-item 

Confidence Questionnaire (Baer, Holt, & Lichtenstein, 1986; 

Baer & Lichtenstein, 1988). On the CQ-S, respondents are 

asked to circle the percentage (0-100%) that best represents 

the probability that they would be able to resist the urge 

to smoke in the described situation in the future, if that 

Situation should arise. An average of the 14 responses is 
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calculated to yield a mean CQ-S score. Previous research 

indicated that mean scores from the CQ-S correlated 0.98 

with the full form and were equally predictive of smoking 

status and smoking rates up to l year after a smoking 

cessation attempt (Shiffman, 1988). 

Food and Smoking Situations Questionnaire 

The 13-item Food and Smoking Situations Questionnaire 

(FSSQ) (Appendix A) was developed specifically for this 

study. Items were obtained by modifying statements used in 

previously developed questionnaires that assess self- 

efficacy in various eating (i.e., ESES) and smoking (i.e., 

CQO-S) situations (Baer et al., 1986; Baer & Lichtenstein, 

1988; Glynn & Ruderman, 1986) and by asking 20 undergraduate 

psychology students to identify food- and weight-related 

Situations in which it may be tempting to smoke. The FSSQ 

was pilot-tested with 25 undergraduate and 5 graduate 

psychology students, and alterations were made in accordance 

with their feedback and recommendations. 

For this questionnaire, respondents are asked to circle 

the percentage (0-100%) that best represents the probability 

that they would be able to resist smoking in the specified 

food- or weight-related situation in the future, should that 

Situation arise. This scale includes items to reflect 

Situations involving hunger, overeating, anxiousness, and 

the desire for weight loss and appetite suppression. An 
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average of the 13 percentages is calculated to yield the 

mean self-efficacy score, with higher scores indicating 

higher self-efficacy. The Cronbach alpha coefficient for 

this scale was calculated to be 0.97, using a study 

subsample of 25 restrained smokers, 25 restrained 

nonsmokers, 25 nonrestrained smokers, and 25 nonrestrained 

nonsmokers. 

Expectancy Questionnaires 

Investigators have conducted research to measure 

outcome expectancies and values for alcohol use (Brown, 

Goldman, Inn, & Anderson, 1980). However, few studies have 

systematically assessed the relation of these social- 

cognitive variables to smoking or eating, and there are no 

publishecl scales to measure outcome expectancies and values 

for these behaviors. 

Past research on alcohol use as well as general social- 

cognitive theory suggest that there should be a significant 

relationship between positive expectations about a behavior 

and the performance of that behavior (Maddux, 1991; Marlatt, 

1985). The expectancy questionnaires used in this study 

were developed by modifying the Alcohol Expectancy 

Questionnaire (Brown et al., 1980) and adding questions 

about outcome values for dieting, smoking, and weight 

control smoking behaviors. Items were derived using 

expectancies provided by subjects in previous studies of 
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dieting, smoking, and weight control smoking and by asking 

20 undergraduate psychology students to provide examples of 

expectancies about dieting (Camp et al., 1993; French & 

Jeffery, 1994; Klesges & Klesges, 1988; National Institutes 

of Health, 1992; Polivy & Herman, 1993). 

Dieting Expectancy Questionnaire. This 28-item 

questionnaire (Appendix A) consists of two subscales: one 

for dieting outcome expectancies (i.e., odd-numbered items) 

and one for dieting outcome values (i.e., even-numbered 

items). On this questionnaire, participants indicate (using 

a 5-point scale) the extent to which they agree that various 

outcomes are produced for them by dieting (i.e., outcome 

expectancies). In addition, they rate the importance that 

they attach to these outcomes (i.e., outcome values). 

Outcome expectancies scores are obtained by summing 

responses to the outcome expectancy items. Outcome value 

scores are obtained by summing responses to the outcome 

value items. Outcome expectancies and outcome values scores 

can each range from 14-70. 

The Dieting Expectancy Questionnaire assesses personal 

outcome expectancies ("Dieting makes me...") rather than 

general outcome expectancies ("Dieting makes 

individuals..."). For subjects with no previous dieting 

experience, the meaning of their outcome expectancy ratings 

is unclear. Therefore, dieting outcome expectancies scores 
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were not included in some analyses. 

For the dieting outcome values subscale of this 

questionraire, the Cronbach alpha coefficient was calculated 

(using the total study sample) as 0.82. The alpha 

coefficient for the dieting outcome expectancies subscale 

was 0.89, using a subsample of 93 restrained subjects in 

this study. 

Smoking Expectancy Questionnaire. 

On this 22-item questionnaire (Appendix A), respondents 

indicate (using a 5-point scale) the extent to which they 

believe that various outcomes are produced as a result of 

smoking (i.e., outcome expectancies). Respondents also rate 

the importance that they attach to these outcomes (i.e., 

outcome values). Thus, this questionnaire includes two 

subscales: the outcome expectancies subscale (i.e., even- 

numbered items) and the outcome values subscale (i.e., odd- 

numbered items). Outcome expectancies scores are obtained 

by summing responses to the outcome expectancy items, and 

outcome values scores are obtained by summing responses to 

the outcome value items. Outcome expectancies and outcome 

values scores can each range from 11-55. 

After data were collected for this study, the 

researcher determined that the wording of the outcome 

expectancy items made these items more relevant for smokers 

than nonsmokers. Specifically, the items assessed personal 

é 
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("Smoking makes me...") rather than global ("Smoking makes 

individuals...") outcome expectancies. Because the meaning 

of nonsmokers' ratings of these items is unclear, the 

smoking outcome expectancies scores were not included in 

analyses involving both smokers and nonsmokers. The 

Cronbach alpha coefficients were calculated as 0.83 for 

outcome expectancies (n=86 smokers in this study) and 0.80 

for outcome values (N=179 smokers and nonsmokers in this 

study). 

Weicht Control Smoking Expectancy Questionnaire. The 

26-item Weight Control Smoking Expectancy Questionnaire 

(Appendix A) was used to obtain information about outcome 

expectancies and outcome values related to weight control 

smoking. On this questionnaire, respondents rate (using a 

5-point scale) the extent to which they agree that various 

consequences would occur as a result of weight control 

smoking (i.e., outcome expectancies). Respondents also rate 

the importance they that attach to each outcome (i.e., 

outcome values). Thus, this questionnaire includes two 

subscales: one for outcome expectancies (i.e., even-numbered 

items) and one for outcome values (i.e., odd-numbered 

items). 

Outcome expectancies scores are calculated by summing 

ratings for the outcome expectancy items, and outcome values 

scores are obtained by summing ratings for the outcome value 
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items. Scores for outcome expectancies and outcome values 

can each range from 13-65. 

Because of the wording used in the outcome expectancy 

questions, the validity of the nonsmokers" responses to 

these items is questionable. Therefore, outcome 

expectancies scores were excluded from analyses involving 

nonsmokers. The Cronbach alpha coefficients were calculated 

as 0.94 and 0.97 for outcome expectancies (n=86 smokers in 

this study) and outcome values (N=179 smokers and nonsmokers 

in this study), respectively. 

Beck Depression Inventory 

The 2l1-item Beck Depression Inventory (BDI) was used to 

measure symptoms of current depression. On this 

questionnaire, participants are asked to indicate which 

statements describe their current (i.e., within the past 

week) state, with each statement scaled from 0 to 3. Scores 

from each statement are summed, to produce a total score. 

On the BDI, two items pertain to affect, 11 to cognition, 

two to overt behavior, five to somatic symptoms, and one to 

interpersonal symptoms (Beck, Ward, Mendelsohn, Mock, & 

Erbaugh, 1961). While designed for clinical use, the BDI 

has been used in normal college student populations, with 

total scores above 15 indicative of possible depression 

(Beck & Steer, 1993). Psychometric studies of the BDI have 

reported internal consistency correlations of 0.78-0.93, 
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test-retest reliability of 0.75 for undergraduates after 3 

months, and good convergent and discriminant validity (Rehm, 

1988). Due to copyright restrictions, this measure could 

not be included in the Appendixes. 

State-Trait Anxiety Inventory 

Anx:ety was assessed using the trait anxiety measure of 

the State-Trait Anxiety Inventory (STAI) (Appendix A). The 

STAI consists of short descriptive statements to which 

respondents are asked to indicate (a) how they feel "right 

now” (i.e., state anxiety) and (b) how they "generally feel” 

(i.e., trait anxiety). A study of 531 college females 

indicated that the average trait anxiety score was 40.40 

(Spielberger, Gorsuch, Lushene, Vagg, & Jacobs, 1983). The 

test-retest reliability coefficients for the trait measure 

over l hour, 20 day, and 104 day intervals were 0.76, 0.76, 

and 0.77, respectively, for college females (Spielberger et 

al., 1983). There also was evidence of concurrent and 

construct validity for both the state and trait measures 

(Cohen, Swerdlik, & Smith, 1992; Spielberger, Gorsuch, & 

Lushene, 1970). Due to copyright restrictions, this measure 

could not be included in the Appendixes. 

Hypotheses 

Hypothesis One 

The first hypothesis was that restrained subjects would 

exhibit significantly. greater family and peer presence of, 
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approval of, and pressures for dieting; outcome values about 

dieting; and significantly lower self-efficacy for resisting 

overeating. No specific hypotheses were made related to 

main effects of smoking or interaction effects on dieting- 

related social-cognitive variables. 

Hypothesis Two 

The second hypothesis was that smokers would exhibit 

Significantly greater family and peer presence of, approval 

of, and pressures for smoking; greater outcome values about 

smoking; and lower self-efficacy for resisting smoking. No 

specific hypotheses were made related to main effects of 

dietary restraint or interaction effects on smoking-related 

social-cognitive variables. 

Hypothesis Three 

The third hypothesis was that weight control smokers 

would exhibit significantly greater family and peer presence 

of, approval of, and pressures for weight control smoking; 

greater outcome values about weight control smoking; and 

lower self-efficacy for resisting smoking in food- and 

weight-related situations than non-weight control smokers 

and nonsmokers. 

Exploratory Analyses 

While no formal hypotheses were proposed, exploratory 

investigations were undertaken to evaluate the predictive 

and discriminative relationships between social-cognitive 
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variables and (a) dietary restraint (i.e., Restraint Scale) 

score, (b) smoking rate, and (c) weight control smoking 

(i.e., WCSS) score. 

Procedure 

To recruit introductory and upper level psychology 

students, two folders originally were presented to these 

individuals in the lobby of the Psychology Department. One 

folder requested nonsmoking women ages 18-24 and another 

folder requested female smokers ages 18-24. Interested 

students were asked to place their initials and telephone 

numbers next to the specified group data collection session 

date and time that they could attend. Because relatively 

few nonrestrained nonsmokers were recruited using this 

method, a third folder was placed in the lobby which 

requested nonsmoking women ages 18-24 who rarely dieted. In 

addition, relatively few smokers were recruited using the 

study folder method. Therefore, a second recruitment 

procedure involved recruiting female undergraduate smokers 

(ages 18-24) by posting flyers in campus buildings and 

placing an advertisement in the campus newspaper. 

Interested individuals contacted the researcher by telephone 

and indicated which data collection session they could 

attend. 

Upon arrival at the group data collection session, each 

participant was provided with an Informed Consent Form 
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(Appendix A). Once she had read, signed, and returned this 

form, the researcher or a research assistant provided her 

with a study folder that contained the study questionnaires 

(which were arranged in random order). The participant then 

was provided with directions for completing these 

questionnaires. After returning the completed forms to the 

researcher and/or research assistants, the participant was 

directed to a second data collection room in which the 

researcher and/or a research assistant measured (in private) 

and recorded her height and weight. The participant then 

was askec to provide a desired body weight, and this 

information was recorded. 

Results 

Descriptive Data 

One hundred and seventy-nine Caucasian undergraduate 

women participated in this study. Subjects were classified 

into one of the following groups based on smoking history 

and dietary restraint score: restrained smokers (n=44), 

restrained nonsmokers (n=52), nonrestrained smokers (n=42), 

and nonrestrained nonsmokers (n=41). The group means for 

age, weight, basic smoking-related information, and negative 

affect scores are presented in Table 1 (Appendix B). As 

indicated in the table, subjects were an average of 19-20 

years old, 65-66 in. tall, 126-134 lb., and 105-111% above 

their stated desired body weight. The mean BDI and trait 
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anxiety scores ranged from 5-13 and 35-41, respectively, 

which are similar to normative scores for college students 

(Beck & Steer, 1993; Spielberger, 1983). Smokers 

(restrained and nonrestrained) reported that they began 

smoking 2t age 15, had made 1-3 previous quit attempts, and 

currently smoked 8-10 cigarettes per day. 

Although not shown in Table 1, data also indicated that 

the majority of subjects in all four groups lived with their 

mothers (> 95%), fathers (> 92%), and siblings (> 77%) for 

at least some time during childhood and adolescence. In 

addition, the majority of participants in all groups (> 66%) 

were residing with non-family members (e.g., best friend 

and/or other peers) at the time of data collection. 

Two tailed t-tests (with Bonferroni correction) were 

used to compare restrained and nonrestrained smokers on 

smoking variables. As indicated in Table 1, there were no 

Significant group differences in the mean number of 

Cigarettes smoked per day, age at smoking initiation, or 

intention to quit smoking in the next 6 months. In 

comparison to nonrestrained smokers, restrained smokers had 

made a significantly greater number of quit attempts and 

were significantly more likely to agree that they had fears 

about postcessation weight gain. 

A two way analysis of variance (ANOVA) with two levels 

was performed to evaluate the effect of dietary restraint 
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and smoking on descriptive variables. The Student Neuman- 

Keuls procedure was used to evaluate main and interaction 

effects if the ANOVA proved significant for any particular 

variable. 

As indicated in Table 2, the ANOVAs revealed no 

Significent restraint or smoking main effects for age, 

height, desired body weight, or trait anxiety score. 

However, there was a significant main effect of dietary 

restraint on weight, percentage desired weight, and BDI. 

Specifically, restrained subjects were significantly heavier 

and a greater percentage above their desired weight, and 

they exhibited greater BDI scores than nonrestrained 

subjects. In addition, there was a significant main effect 

of smoking on BDI and trait anxiety scores. Smokers 

exhibited significantly higher BDI and trait anxiety scores 

than nonsmokers. There were no significant interaction 

effects. 

Weight-Related Behavior Data 

Although not the main focus of this study, the 

researcher obtained self-ratings of the effectiveness of 

various weight control methods from the subjects. In 

addition, subjects indicated their history of engaging in 

various weight-related behaviors. The group means for the 

effectiveness ratings as well as current dieting (i.e., 

CBDS) and Restraint Scale scores are presented in Table 3 
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(Appendix B). A two way ANOVA with two levels was performed 

to evaluate the effect of dietary restraint and smoking on 

Restraint and CBDS scores and on weight control method 

effectiveness ratings. The Student Neuman-Keuls multiple 

comparison procedure was used if the ANOVA proved 

Significance for any particular variable. The results of 

these analyses are presented in Table 4 (Appendix B). The 

percentages of subjects in each group who engaged in various 

weight control behaviors are indicated in Table 5 (Appendix 

B). 

As shown in Table 4, two way ANOVAS revealed a 

Significant main effect of dietary restraint on Restraint 

and CBDS scores and effectiveness ratings for dieting, self- 

induced vomiting, and smoking; scores and ratings were 

Significantly greater for restrained subjects. In addition, 

there was a significant main effect of smoking on ratings 

for self-induced vomiting and use of diet pills, diuretics, 

and smoking, with ratings higher among smokers. Finally, 

there was a significant interaction (restraint*smoking) 

effect on the effectiveness rating for smoking. 

Specifically, smokers provided higher weight control 

effectiveness ratings for smoking than nonsmokers, but the 

ratings were higher in restrained smokers. Among 

nonsmokers, restrained subjects achieved higher ratings than 

nonrestrained subjects. 
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A chi-square test was used to compare subjects on 

various weight-related experiences and events. As indicated 

in Table 5, there were no significant differences in the 

percentaces of restrained (smoking and nonsmoking) and 

nonrestrained (smoking and nonsmoking) subjects who reported 

having overweight family members (during childhood and 

currently), being heavy during childhood, being previously 

diagnoseci with an eating disorder, or having engaged in 

laxative or diuretic use. The chi-square statistic revealed 

significant group differences in the percentages of subjects 

who had engaged in the remaining weight control practices, 

and additional chi-square tests (with Bonferroni correction) 

were performed to determine which group comparisons were 

Significant. These analyses indicated that a significantly 

greater percentage of restrained smokers had engaged in (a) 

dieting, binge eating, self-induced vomiting, and smoking 

for weight control purposes as compared to all other groups 

and (b) diet pill use as compared to nonsmokers (restrained 

and nonrestrained). In addition, a significantly greater 

percentace of restrained subjects (smoking and nonsmoking) 

exercisec for weight control purposes in comparison to 

nonrestrained nonsmokers. 

On the Weight and Related Behaviors Questionnaire, 

subjects were asked to identify any other weight control 

methods that they had ever used. Relatively small 
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percentages of subjects indicated the use of any other 

methods (i.e., 9%, 25%, 5%, and 7% of restrained smokers, 

restrained nonsmokers, nonrestrained smokers, and 

nonrestrained nonsmokers, respectively). Among subjects who 

identified other methods, the most common response (by 25% 

of these subjects) was decreasing fat intake. Other (less 

popular) methods included reducing snack consumption, eating 

a vegetarian diet, limiting food purchases, fasting, 

consuming a high carbohydrate diet, and taking nutritional 

supplements to supposedly increase metabolism. 

Sacial-Cognitive Variables Related to Dieting 

The first hypothesis was that restrained eaters would 

exhibit greater family and peer presence of, approval of, 

and pressures for dieting; greater outcome values about 

dieting; and lower self-efficacy for resisting overeating 

than nonrestrained eaters. The group means for dieting- 

related social-cognitive variables are presented in Table 6 

(Appendix B). 

A multivariate analysis of variance (MANOVA) was 

performed to test for the presence of main and interaction 

effects on the dependent dieting-related social-cognitive 

variables. This analysis revealed significant main effects 

of restraint (A=0.65, F(10,166)=8.97, p<.0001.) and 

smoking (A=0.89,F(10,166)=2.05, p<.03) on social-cognitive 

variables related to dieting. However, no significant 
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interacticn effects. These results indicate that univariate 

findings with respect to restraint and smoking on dieting- 

related secial-cognitive variables should be interpreted. 

The significant MANOVA was followed by univariate 

ANOVAS and Student Neuman-Keuls multiple comparison tests. 

Table 7 presents the results of these analyses. There were 

significant main effects of dietary restraint on the 

following variables: family and peer approval of dieting 

scores, dieting outcome values scores, and self-efficacy for 

resisting overeating (i.e., ESES) scores. Specifically, the 

restrained subjects exhibited significantly greater family 

and peer approval of dieting and greater dieting outcome 

values scores than nonrestrained subjects. In addition, 

restrainec. eaters obtained significantly greater ESES scores 

(which are indicative of lower self-efficacy for resisting 

overeatincs). 

The cieting outcome expectancies scores were not 

included in the MANOVA because not all subjects reported 

previous dieting experience (the wording of the 

questionnaire expectancy items required previous dieting 

experience in order to confidently interpret responses). 

However, an ANOVA and Student Neuman-Keuls multiple 

comparison tests were performed using data only from 

subjects who reported previous dieting experience (n=133). 

The results of this analysis indicated a significant main 
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effect for restraint; restrained subjects obtained 

Significantly greater dieting outcome expectancies scores 

than nonrestrained subjects (p<.05). 

There also was a significant main effect of smoking on 

the following social-cognitive variables related to dieting: 

past family presence of dieting scores, family and peer 

pressures for dieting scores, and self-efficacy (i.e., ESES) 

scores. In particular, the smokers in this study obtained 

Significantly greater past family presence of dieting 

scores, peer and family pressures for dieting scores, and 

ESES scores (indicative of lower self-efficacy) than 

nonsmokers. Interaction effects were nonsignificant. 

Social-Cognitive Variables Related to Smoking 

The group means for social-cognitive variables related 

to general smoking behavior are presented in Table 8 

(Appendix B). The second hypothesis was that there would be 

a Significant main effect of smoking on social-cognitive 

variables related to smoking. 

A MANOVA was performed to test the main effect of 

smoking on the dependent smoking-related social-cognitive 

variables. In the first analysis, there was a significant 

main effect of smoking on smoking-related social-cognitive 

variables (A=0.28, F(10,166)=42.21, p<.0001), indicating 

that univariate findings with respect to smoking on smoking- 

related sccial cognitive variables should be interpreted. 
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The MANOVA also indicated a significant main effect of 

restraint on smoking-related social-cognitive variables 

(A=0.89, F(10,166)=1.97, p<0.040, indicating that univariate 

findings with respect to restraint on smoking-related 

social-cognitive variables should be interpreted. 

Interaction effects were nonsignificant. The significant 

MANOVA was followed by univariate ANOVAs and Student Neuman- 

Keuls multiple comparison tests. 

As shown in Table 9, there was a significant main 

effect of smoking on the following variables: present family 

and peer presence scores, past peer presence scores, peer 

approval of and pressures for smoking scores, and self- 

efficacy fcr resisting smoking (i.e., CQ-S) scores. 

Specifically, smokers obtained significantly higher scores 

for each variable except CQ-S (which was significantly 

lower). The main effect of restraint was significant only 

for the smoking outcome values score, with restrained eaters 

exhibiting greater outcome values related to smoking than 

nonrestrained eaters. 

Smoking outcome expectancy data could not be 

interpreted for subjects who had no previous smoking 

experience, and the researcher did not collect sufficient 

data to classify subjects as never- or ever-smokers. 

However, two tailed t-tests were performed to compare group 

means for smoking outcome expectancies scores, using only 
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restrainec and nonrestrained smokers in the study sample 

(n=86). The results indicated no significant difference in 

the smoking outcome expectancies scores of restrained and 

nonrestra:ned smokers. 

Social-Cognitive Variables Related to Weight Control Smoking 

The third hypothesis was that weight control smokers 

would exh: bit greater family and peer presence of, approval 

of, and pressures for weight control smoking; greater 

outcome values about weight control smoking; and lower self- 

efficacy for resisting smoking in food- and weight-related 

Situations than non-weight control smokers and nonsmokers. 

For these analyses, subjects were reclassified into one of 

three groups (i.e., nonsmokers, weight control smokers, and 

non-weight control smokers) based on WCSS Score and/or 

smoking history. The group means for social-cognitive 

variables related to weight control smoking are presented in 

Table 10 (Appendix B). 

A MANOVA was performed to test the hypothesis of group 

effect on the dependent weight control smoking-related 

social-cognitive variables. In this analysis, there was a 

Significant group effect (A=0.28, F(20,334)=15.03, p<.0001), 

indicating that univariate findings with respect to group on 

weight cortrol smoking-related social-cognitive variables 

should be interpreted. This significant MANOVA was followed 

by univariate ANOVAs and Student's Neuman-Keuls multiple 
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comparison tests. 

Table 10 presents the results of these analyses. There 

were few significant group differences for the family 

variables. However, weight control smokers obtained 

significantly greater present family presence scores for 

weight control smokers than nonsmokers and non-weight 

control smokers. Weight control smokers obtained 

Significantly greater past and present peer presence scores 

and peer approval scores, and outcome values scores and 

Significantly lower FSSO (i.e., self-efficacy for resisting 

smoking in food- and weight-related situations) scores than 

nonsmokers and non-weight control smokers. 

The weight control smoking outcome expectancies scores 

could not be interpreted for subjects with no previous 

smoking experience, and no data were available to enable the 

researcher to classify subjects as never- and ever-smokers. 

Therefore, analyses on weight control smoking outcome 

expectancies scores were performed using only smoking 

subjects (n=86). Two tailed t-tests revealed significantly 

higher weight control smoking outcome expectancies scores 

for weight control smokers as compared to non-weight control 

smokers (p<.0001). 

Exploratory Analyses 

To determine the overall predictive ability of the 

variables, a series of multiple linear regression analyses 
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(with Restraint Scale score, smoking rate, and WCSS score as 

the outcome variables) were performed using the MAXR 

regression procedure. The MAXR method selects one variable 

at a time from the specified predictor variables and makes 

comparisons by removing one variable and replacing it with 

another at each step to determine which variable produces 

the greatest increase in Ré at that step. Comparisons 

continue (all possible switches) until the model that 

produces the greatest increase in R is obtained. The 

criteria for selecting the best model are based on the R: 

value and determination of best fit (e.g., Mallow's Cp 

statistic = or total squared area based on the comparison 

between the residual variance for the model being evaluated 

and an estimate of the residual variance that is typically 

based on the full model). 

Tables 11 and 12 (Appendix B) depict summary statistics 

for each predictor variable used in regression analyses to 

predict restrained eating (i.e., Restraint Scale score) and 

smoking (i.e, smoking rate), respectively; scores for the 

total study sample were used in these analyses. The 

analyses to predict weight control smoking (i.e, WCSS score) 

were performed using only smokers in the study sample, and 

summary statistics for these analyses are presented in Table 

13 (Appendix B). 
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The blocks of variables used in the prediction of 

Restraint Scale score, smoking rate, and WCSS score are 

shown in Table 14 (Appendix B). Because the analyses for 

Restraint Scale score included individuals with no dieting 

experience, the dieting outcome expectancies score was not 

used as a predictor variable. In addition, because the 

analyses for smoking rate included nonsmokers who may or may 

not have had previous smoking experience, the smoking 

outcome expectancies score was not included in the model 

statement. Since only smokers were used in the prediction 

of WCSS score, the outcome expectancies scores for smoking 

and weight control smoking were suitable for use in this 

predictior. equation. 

For each of the dependent variables (i.e., Restraint 

Scale score, smoking rate, and WCSS score), a regression 

analysis (MAXR) was performed separately on each block of 

variables. Next, independent variables from this initial 

MAXR analysis were retained if they were significant at the 

.10 alpha level. This level was chosen to allow all 

variables that might account for unique variance in outcome 

to enter the equation, thus controlling for Type II error. 

The level of significance for the overall model was 

maintained at the .05 alpha level. These MAXR analyses 

resulted in 8-, 4-, and 12-variable models for Restraint 

Scale score, smoking rate, and WCSS score, respectively. 
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The variables that met the .10 criterion and were retained 

in each egquation are shown in Tables 15-17 (Appendix B). 

Finally, the predictive value of these variables was 

assessed with a second MAXR regression analysis procedure in 

which all significant variables from each block were entered 

Simultaneously. This procedure was used instead of 

hierarchical multiple regression because these analyses were 

exploratory (i.e., there were no logical or theoretical 

considerations which could guide assignment of order of 

entry of variables into the regression equation) (Tabaehnick 

& Fidell, 1989). The final models selected from this 

procedure were those that yielded the greatest increase in 

R and the best fit (e.g., Mallow’s Cp statistic) for 

Restraint Scale score, smoking rate, and WCSS score. Table 

18 (Appendix B) summarizes the results of the second MAXR 

analysis, and Table 19 (Appendix B) presents the correlation 

matrices for variables that comprised the final models. 

Results indicated that, for the prediction of Restraint 

Scale score, 55.28% of the variance was explained by four 

variables (see Table 18). CBDS score produced the best one- 

variable model, accounting for 40.61% of the variance. The 

best two-variable model was determined to include CBDS and 

ESES scores, which together accounted for 48.58% of the 

variance. The best three-variable model (i.e., CBDS score, 

ESES score, and percentage desired weight) accounted for 
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52.55% of the variance. The model that produced the 

greatest z:mprovement in R¢ as well as best fit included four 

variables (i.e., CBDS and ESES scores, percentage desired 

body weignt, and dieting outcome values score). All four 

variables maintained a positive relationship with dietary 

restraint score (i.e., the greater the dietary restraint, 

the greater the current dieting, percentage desired body 

weight, dieting outcome values score, and ESES score; higher 

ESES scores are indicative of lower self-efficacy for 

resisting overeating). 

In the prediction of smoking rate, one variable 

accounted for 55.29% of the variance and maintained an 

inverse relationship with smoking rate (i.e., the greater 

the smoking rate, the lower the self-efficacy for resisting 

smoking) (see Table 18). The addition of other variables 

accounted for less than 1% of the variance beyond that 

explained by CQ-S score alone. Therefore, the one-variable 

model was determined to be the best model for the prediction 

of smoking rate. 

In the prediction of weight control smoking (i.e., 

WCSS) score, a four-variable model accounted for 74.81% of 

the variance (see Table 14). The best one-variable model 

was produced using Restraint Scale score. This model 

accounted for 63.61% of the variance, and a positive 

relationship with WCSS score was maintained (i.e., the 
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greater the tendency toward weight control smoking, the 

greater tne dietary restraint). The best two-variable model 

that was produced included the variables Restraint Scale 

score and weight control smoking outcome expectancies score. 

This model accounted for 71.97% of the variance, and there 

was a positive relationship between WCSS score and the 

predictor variables (i.e., the greater the tendency toward 

weight control smoking, the greater the dietary restraint 

and weight control smoking outcome expectancies scores). 

The best three-variable model was produced by the variables 

Restraint Scale score, weight control smoking outcome 

expectancies score, and number of previous quit attempts. 

This model accounted for 73.67% of the variance, and all 

three predictor variables maintained a positive relationship 

with WCSS score (i.e., the greater the tendency toward 

weight control smoking, the greater the dietary restraint, 

weight control smoking outcome expectancies score and number 

of previous quit attempts). The model which produced the 

best fit end most improvement in R° was a four-variable 

model consisting of Restraint Scale score, weight control 

smoking outcome expectancies score, number of previous quit 

attempts, and CQ-S score. This final model accounted for 

74.81% of the variance. In contrast to the other variables 

(which maintained a positive relationship with WCSS score), 

CQ-S score was inversely related to WCSS score (i.e., the 
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greater the tendency toward weight control smoking, the 

lower the self-efficacy for resisting smoking in various 

Situations). 

Following the determination of the final models, three 

two-group discriminant analyses were performed. The 

variables retained from the second MAXR regression procedure 

were entered as predictor variables, with group entered as 

the criterion variable (i.e., restrained eater vs. 

nonrestra:ned eater; smoker vs. nonsmoker; weight control 

smoker vs. non-weight control smoker). The predictor and 

criterion variables used in each of the three discriminant 

analyses are presented in Table 20 (Appendix B), and the 

standardized discriminant coefficients for each of the 

selected variables are shown in Tables 21-23 (Appendix B). 

The standardized coefficient is the correlation between the 

variable and the function that discriminated the groups. 

The specified variables were found to significantly 

contribute to the prediction of group classification for 

dietary restraint (A=0.6235, F(4,174)=26.26, p<.0001), 

smoking (A=0.3276, F(1,177)=363.34), p<.0001), and weight 

control smoking (A=0.2393, F(4,81)=64.36, p<.0001). 
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Discussion 

The purpose of this study was to evaluate the role of 

social-cognitive factors in dietary restraint, smoking, and 

weight control smoking in normal weight college women. 

Although previous research has documented that social- 

cognitive factors impact general smoking behavior (Conrad et 

al., 1992: Ferguson & McKinlay, 1991), this is the first 

study to evaluate the role of these variables in restrained 

eating and weight control smoking. 

Descriptive Data 
  

There were few significant differences in descriptive 

variables. However, there was a significant main effect of 

dietary restraint on body weight and percentage desired 

weight, with restrained subjects weighing significantly more 

than nonrestrained subjects. Previous research has yielded 

conflicting results about weight status in restrained 

eaters, but several studies have indicated greater body 

weights in restrained women (Laessle et al., 1989; Smith, 

Hohlstein, & Atlas, 1992; Tuschl, 1990; Wardle, 1990). At 

present, it is unclear why restrained eaters may weigh more 

than nonrestrained eaters. However, past studies have 

indicated that restrained eaters have relatively low energy 

expenditures and requirements and inconsistent caloric 

intake compared to nonrestrained eaters (Tuschl, 1990). The 

higher percentage desired body weight of restrained eaters 
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in this study may indicate greater body dissatisfaction in 

these sukjects, which has been suggested in previous 

research (Polivy, 1989; Ruderman & Grace, 1988). Future 

research should continue to assess body image and body shape 

and weight satisfaction in restrained and nonrestrained 

subjects. 

It i8 interesting that smokers in this study did not 

weigh less than nonsmokers, considering the findings of 

Klesges, Meyers, Klesges, and LaVasque (1989). After 

reviewing 29 studies on smoking and body weight, these 

researchers concluded that smokers weighed an average of 

7.57 pounds less than nonsmokers, particularly at the 

moderate smoking level (about 10-20 cigarettes per day) 

observed in the smokers in this study. However, research 

also has indicated that the weight difference between 

smokers and nonsmoker increases with age and with number of 

years smoked. Most studies reviewed by Klesges, Meyers, 

Klesges, and LaVasque (1989) included predominantly middle- 

aged individuals in the samples, and they did not restrict 

the subjects' weight range (e.g., normal weight in this 

study) (Klesges et al., 1989). Research conducted with 

younger (i.e., adolescent to young adult) samples has 

indicated no weight difference for smokers and nonsmokers 

(Klesges & Klesges, 1988). Thus, the observed lack of 

significant weight differences in smokers and nonsmokers in 
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this stucy may be related to the restricted weight range and 

the relatively young age and short smoking history of the 

smokers. 

Consistent with findings of other studies, there were 

no Significant differences between restrained and 

nonrestrained smokers in the number of cigarettes smoked per 

day or in intentions to quit smoking in the next 6 months 

(Ogden & Fox, 1994; Pomerleau et al., 1993). Also as 

reported in previous research, restrained smokers in this 

study were more likely to report fear about postcessation 

weight gain in comparison to nonrestrained smokers (Ogden & 

Fox, 1994}. 

In a recent investigation, there was no significant 

difference in the number of previous quit attempts reported 

by restrained and nonrestrained smokers (Ogden & Fox, 1994). 

However, in the present study restrained smokers indicated 

Significantly more quit attempts than nonrestrained smokers. 

The reasons for these conflicting findings are unclear, but 

the Ogden and Fox (1994) sample was quite different from the 

sample in the current research (i.e., it included both 

genders and the mean subject age was 33 years). 

Negative Affect 

Anxiety 

In this study, there were no significant main or 

interaction effects of restraint and smoking or on 

65



interaction effects on trait anxiety scores. These findings 

are consistent with other research that indicated no 

Significant differences in (a) state anxiety levels of 

American smokers, nonsmokers, and exsmokers (Forgays, 

Bonaiuto, Wrzesniewski, & Forgays, 1993); (b) lifetime 

prevalence of anxiety disorders in individuals with and 

without disordered eating behaviors (Fornari et al., 1992); 

and (c) trait anxiety levels of weight control and non- 

weight control smokers (Pomerleau et al., 1993). 

Depression 

In the present research, smoking subjects 

obtained significantly higher BDI scores than nonsmoking 

subjects. Another recent study also indicated greater 

depression in female smokers than nonsmokers (Gilbert, 

Meliska, Welser, & Estes, 1994). Researchers have found 

that nicotine produces an antidepressant effect by 

increasing frontal arousal (Gilbert et al., 1994), and this 

desired effect may motivate the use of cigarettes in some 

depressed smokers. 

In this study, the restrained eaters also exhibited 

Significantly higher BDI scores than nonrestrained eaters. 

In contrast, Laessle et al. (1989) reported no difference in 

depression levels of restrained and nonrestrained women 

(Laessle et al., 1989). However, depression has been 

identified as a trigger for the disinhibition and subsequent 
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binge eating that often is observed in restrained eaters 

(Polivy & Herman, 1993; Ruderman, 1986). In addition, 

depression was reported to be more common in women who 

experience weight gain (DiPietro, Anda, Williamson, & 

Stunkard, 1993), and weight fluctuations are often 

characteristic of restrained women (Ruderman, 1986). Future 

research should attempt to further investigate depression 

levels in restrained and nonrestrained subjects. 

Weight-Related Data 

In this study, there was a significant main effect of 

dietary restraint on Restraint and CBDS scores. Because the 

Restraint Scale measures the tendency toward chronic dieting 

(Ruderman, 1986), it is not surprising that subjects 

classified as restrained eaters were more likely to be 

currently dieting. Martz et al. (1994) also reported higher 

CBDS scores in individuals with higher restraint scores. 

There also was a Significant main effect of dietary 

restraint on weight control effectiveness ratings for 

dieting, self-induced vomiting, and smoking, with restrained 

subjects providing higher ratings than nonrestrained 

subjects. In addition, there was a significant main effect 

of smoking on effectiveness ratings for self-induced 

vomiting and use of laxatives, diet pills, diuretics, and 

smoking, with smokers providing higher ratings than 

nonsmokers, Finally, there was a significant interaction 
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effect on weight control effectiveness ratings for smoking, 

with restrained smokers providing the highest ratings. 

No cther research has evaluated perceptions of weight 

control method effectiveness in restrained and/or smoking 

subjects. The results of this study indicate that, in 

comparison to other groups, restrained eaters and smokers 

provide greater effectiveness ratings for several weight 

control techniques. In addition, restrained smokers 

provided nigher ratings for smoking. 

As shown in Table 5, restrained smokers also were 

especially likely to have practiced the majority of these 

weight control techniques. No other studies have thoroughly 

assessed the use of weight control methods by normal weight 

restrained smokers or nonsmokers. However, previous studies 

have reported that diet pill use was greater in adolescent 

smokers than nonsmokers (Gritz & Crane, 1991) and that 

current dieting predicted weight control smoking status in 

adolescent smokers (Camp et al., 1993). In addition, past 

research found significant positive correlations between 

bulimic behaviors (e.g., dieting, self-induced vomiting, 

diet pill use) and smoking (Frank et al., 1987; Gritz & 

Crane, 1991), particularly in studies of females with 

bulimia nervosa (Frank et al., 1987; Krahn, Kurth, 

Demitrack, & Drenowski, 1991).



It is somewhat surprising that restrained nonsmokers 

were not more likely to have engaged in various weight 

control techniques as compared to nonrestrained subjects. 

Some researchers have suggested that bulimic behaviors may 

indicate a more general pattern of adverse lifestyle 

behaviors, including smoking (Frank et al., 1987). This 

hypothesis may have some merit, given the high prevalence of 

smoking and drug and alcohol abuse observed in individuals 

with bulimia nervosa (Bulik et al., 1991; Varner, 1995). 

Perhaps restrained individuals who are willing to engage in 

the more severe and dangerous weight control techniques 

(e.g., self-induced vomiting and diet pill use) are also 

more likely to smoke for weight control reasons, while those 

who resist smoking have weight concerns but lead a more 

generally healthy lifestyle. This may explain why in this 

study relatively lower percentages of restrained nonsmokers 

had engaged in the more severe weight control strategies, as 

compared to restrained smokers. 

Previous research has indicated that the following 

percentages of college females report ever having engaged in 

these weight-related behaviors: dieting (63%), exercise (41- 

71%), binge eating (25%), self-induced vomiting (6%), 

laxative use (2%), diet pill use (7%), and diuretic use (1%) 

(French & Jeffery, 1994; Grunewald, 1985). As shown in 

Table 5, the percentages for restrained subjects in this 
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study were higher than the above percentages in virtually 

every category. Also, percentages were usually highest for 

restrained smokers. 

Social-Cognitive Variables Related to Dieting 

There was support for the hypothesis of a significant 

main effect of dietary restraint on social-cognitive 

variables related to dieting. Specifically, restrained 

subjects exhibited significantly greater family and peer 

approval of dieting scores, dieting outcome values and 

expectancies scores, and self-efficacy for resisting 

overeating (i.e., ESES) scores (indicative of lower self- 

efficacy) than nonrestrained subjects. 

In addition, there was a significant main effect of 

smoking on social-cognitive variables related to dieting, 

with smoking subject obtaining significantly higher past 

family presence of smoking and family and peer pressures 

scores and significantly lower ESES scores than nonsmokers. 

Few studies have investigated the role of social- 

cognitive variables in eating behavior. However, existing 

studies have also indicated self-efficacy, family, and peer 

variables to be significant. For instance, two studies have 

reported that self-efficacy and/or family or peer support 

Significantly predict eating behavior (Glynn & Ruderman, 

1986; Shannon et al., 1991). In addition, Crandall (1988) 

found that binge eating was more common in female sorority 
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members with sorority sisters who also binged and who 

provided pressures to binge eat. Some studies have 

indicated a higher prevalence of disordered eating and/or 

abnormal weight status in family members of eating disorders 

patients as compared to control subjects (Kerr, Skok, & 

McLaughlin, 1991; Strober, 1991). In addition, past 

research has revealed a higher prevalence of dieting in 

adolescent females who had dieting parents and/or were 

encouraged by parents to diet (Paxton, 1991). However, 

other studies reported that risk for eating disorders 

diagnosis is no greater in relatives of eating disorders 

patients (Logue, Crowe, & Bean, 1989). More research is 

needed to clarify the nature and extent of familial 

influence on eating behavior. 

The significant main effect of smoking on dieting- 

related social-cognitive variables is noteworthy. 

Apparently, pressures to diet by family and/or friends and 

the presence of dieting in family members and/or friends may 

be more common in smokers than nonsmokers. Also, smokers in 

this study perceived less confidence in their ability to 

resist overeating in tempting situations. The reasons for 

these fincings are unclear, and no previous studies have 

been conducted in this area. Perhaps individuals who grow 

up in families in which dieting is common and who perceive 

greater pressures to diet from family and friends are more 

a 
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susceptible to smoking, perhaps in order to help control 

weight. In addition, smokers appear to have lower self- 

efficacy for behaviors considered to be "addictive" in 

nature (i.e., overeating), beyond smoking. 

This is the first study to compare dieting outcome 

expectancies and values in restrained and nonrestrained 

Subjects. The results indicated that restrained subjects 

had greater positive expectancies about the consequences of 

dieting, and they more highly valued these anticipated 

outcomes. These findings are consistent with social 

learning theory (Bandura, 1989). 

Exploratory Analyses 

Exploratory analyses revealed that four variables 

(i.e., CBMS score, ESES score, percentage desired body 

weight, and dieting outcome values score) accounted for 

55.28% of the variance in the prediction of dietary 

restraint. CBDS score, which indicates current dieting 

behavior, alone accounted for 40.61% of the variance. The 

Significant contribution of this variable is not surprising, 

Since one purpose of the Restraint Scale is to identify 

"chronic dieters" (Heatherton et al., 1991). 

Self-efficacy for resisting overeating (i.e., ESES 

score) accounted for 8.03% of the variance beyond that 

accounted for by CBDS score. Higher ESES scores (indicating 

lower self-efficacy) were positively related to dietary 
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restraint score. Several researchers have reported that 

periodic disinhibition (i.e., loss of control over dieting 

efforts) and binge eating are characteristic of normal 

weight restrained eaters (Kirkley et al., 1988; Ruderman, 

1986). Perhaps repeated experience with disinhibition and 

binge eating contributed to the lower self-efficacy observed 

in restrained eaters in this study. 

Percentage desired body weight accounted for 3.97% of 

the variance beyond that predicted by CBDS and ESES scores. 

Presumably, subjects with a higher percentage desired body 

weight were less satisfied with their current body weight 

(i.e., there was a greater difference between actual and 

desired weights) than subjects with a lower percentage 

desired body weight (i.e., there was less difference between 

actual and desired body weights). Several previous studies 

have provided support for a relationship between restraint 

score and body satisfaction. For instance, Blanchard and 

Frost (1983) and Heatherton et al. (1991) reported that 

Restraint Scale score was negatively and significantly 

correlated with body image. In addition, Rosen, Gross, and 

Vara (1987) found that body dissatisfaction was the 

strongest predictor of dietary restraint in high school 

girls when entered into a multiple regression analysis along 

with measures of depression, social anxiety, self-esteem, 

body cathexis, and desired and actual weights. Other 
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research indicated that body dissatisfaction differentiated 

female adolescents who had eating disorders (e.g., bulimia 

nervosa) from those with subclinical disordered eating 

problems and those with no disordered eating patterns 

‘Bunnell, Cooper, Hertz, & Shenker, 1991). 

Finally, dieting outcome values score accounted for 

2.73% of the variance beyond that predicted by CBDS and ESES 

scores and percentage desired body weight. This is the 

first study to assess the contribution of dieting outcome 

values in the prediction of dietary restraint. These 

findings suggest that, in accordance with social learning 

theory, individuals who more greatly value the anticipated 

results of dieting (e.g., weight loss and thin body shape) 

are more likely to engage in dieting behavior. Future 

research should further investigate the influence of 

dieting-related outcome values and expectancies on eating 

behavior. 

In this study, depression and anxiety did not 

Significantly predict restrained eating. Previous research 

indicated positive relationships among depression, anxiety, 

and restrained eating, but these relationships were 

strongest in obese and bulimic women (Greenberg, 1986; 

McCluskey, 1990; Prussin & Harvey, 1991; Wadden & Stunkard, 

1985). In this study, all subjects were of normal weight, 

and relatively few (n=7) reported a past or present eating 
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disorder diagnosis. 

Thus, four variables (CEDS and ESES scores, percentage 

desired body weight, and dieting outcome values score) 

accounted for 55.28% of the variance in predicting dietary 

restraint. In a discriminant analysis procedure, these four 

variables also correctly classified 76% and 82% of subjects 

as restrained and nonrestrained eaters, respectively. 

Implications for Intervention 

These results suggest that interventions to prevent or 

reduce dieting behavior may be most successful if they focus 

on increasing self-efficacy for eating behavior and altering 

expectancies about dieting, perhaps using a peer leader 

model. Past research has indicated that societal pressures 

for thinness are great (particularly for women) and that 

many females believe that weight loss will provide only 

positive outcomes (French & Jeffery, 1994; Paxton et al., 

1991). Future intervention programs could benefit 

individuals by challenging societal standards about body 

Shape and weight, providing information about the possible 

negative outcomes of restrictive eating behavior (e.g., 

decreased metabolism and disinhibition) (French & Jeffery, 

1994; Heatherton et al., 1991), and attempting to decrease 

the high values attached to the anticipated outcomes of 

dieting. 
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This approach would be somewhat similar to the 

“"undieting"” approach advocated by Polivy & Herman (1992). 

These researchers developed, implemented, and evaluated a 

10-week group program to raise women's consciousness about 

the costs and side effects of dieting and to provide 

alternatives to strenuous weight loss efforts. By the end 

of the intervention, the 18 participants reported 

Significant improvements in self-esteem, depression, eating 

pathology, and restraint. This "undieting" program included 

only overweight subjects. However, similar interventions 

could be developed for high school or college students of 

any weight, possibly as part of an overall health promotion 

effort. 

While the Polivy and Herman (1992) study reported 

positive effects, another investigation found no significant 

effects from a program designed to decrease dieting and 

increase nealthy eating behavior in college sorority houses 

(Martz-Ludwig, 1994). This community intervention was based 

on a modeling approach in which peer leaders were encouraged 

to solicit commitments from sorority sisters for decreasing 

dieting and increasing healthy eating and exercise. While 

peer models were encouraged to address eating self-efficacy 

and dietary cost/benefit issues in their talks with sorority 

Sisters, it was unclear whether this actually occurred or to 

what extent. The lack of effects in the Martz-Ludwig (1994) 
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program may have been due to the relatively short 

intervention period (i.e., 1 month), the timing of the 

program (i.e., end of the spring semester), the lack of a 

consistently implemented intervention for all participants, 

and/or the inability of peer models to target all potential 

experimental subjects (only 50% were targeted). Actually, 

participants who had been targeted (and thus were familiar 

with the program) did report less dieting behavior at post- 

intervention. Perhaps future interventions should provide a 

more structured program conducted over a longer period of 

time, with further evaluation of the effectiveness of the 

peer leader approach. 

Sccial-Cognitive Variables Related to Smoking 

There was support for the hypothesis of a main effect 

of smoking on smoking-related social-cognitive variables. 

Specifically, smokers exhibited significantly greater 

present family and peer presence of smoking scores, greater 

past peer presence of smoking scores, greater peer approval 

of and pressures for smoking scores, and lower self-efficacy 

for resisting smoking (i.e., CQ-S) scores than nonsmokers. 

In addition, there was a significant main effect of dietary 

restraint on smoking outcome values scores, with 

Significantly higher scores in restrained than nonrestrained 

eaters. 
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In this study, there was only one significant 

difference among family variables related to smoking (i.e., 

greater present family presence scores in smokers). 

Research with adolescent females indicated that girls are 

five times more likely to take up smoking if they live with 

one or both parents and an older sibling who currently smoke 

(Fried, 1994). In addition, several studies have reported 

that family variables significantly predict smoking status 

of adolescents (Conrad et al., 1992; Ferguson & McKinlay, 

1991; Isohanni et al., 1991; Kandel & Wu, 1995). However, a 

study of zsollege students found no strong or consistent 

correlations between smoking behaviors of subjects and 

family memkers (Standing & Nicholson, 1989). Possibly, the 

relative lack of significant findings in this study is 

related to the use of retrospective data and/or the 

relatively older age of the subjects (in comparison to 

adolescent samples). Also, the majority of subjects in this 

study were not residing with family members at the time of 

data collection; therefore, they may not have had completely 

accurate perceptions of parents’ and siblings" current 

smoking-related behaviors and attitudes. 

Smokers in this study exhibited significantly greater 

past and present peer presence scores (i.e., a greater 

number of peers who smoked in the past or who currently 

smoke), approval scores, and pressures scores than 
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nonsmokers. These results are consistent with previous 

research which indicated that adolescent smokers were more 

likely than similar-age nonsmokers to have friends who 

smoked (Ary & Biglan, 1988). In addition, several studies 

have reported that peer smoking is a significant predictor 

of smoking behavior in adolescents and college students 

(Conrad et al., 1992; Mittelmark et al., 1987; Standing & 

Nicholson, 1989). 

In the present research, the smoking outcome 

expectancies scores of smokers and nonsmokers were not 

compared; however, there were no between-group difference in 

smoking outcome values scores of smokers and nonsmokers. 

Godding and Glasgow (1985) reported no significant 

differences in outcome expectancies of smokers and 

nonsmokers, but no previous research has compared outcome 

values re.ated to smoking in smokers and nonsmokers. 

Interestingly, there was a significant main effect of 

dietary restraint on smoking outcome values score. In this 

study, restrained eaters reported greater outcome values 

about smoking than nonrestrained eaters. Possibly, this is 

due to the fact that several items on the outcome values 

scale also were very relevant to weight control (i.e., 

stress, negative affect, and anxiety about weight gain). 

Future studies should continue to evaluate the role of 

outcome expectancies and outcome values on smoking behavior. 
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in th:rs study and several others, nonsmokers exhibited 

greater self-efficacy for resisting cigarettes than smokers 

(Conrad et al., 1992; Godding & Glasgow, 1985; Sussman, 

Dent, Flay, Hansen, & Johnson, 1987). These findings are 

consistent with social learning theory, which indicates that 

individuais with lower self-efficacy for resisting a 

tempting behavior are more likely to perform that behavior 

(Abrams & Niaura, 1987; Bandura, 1989). 

Exploratory Analyses 

Exploratory analyses indicated that CQ-S score (i.e., 

self-efficacy for resisting smoking) accounted for 55.29% of 

the variance in the prediction of smoking rate. Two family 

and peer variables remained significant after the first 

MAXR. However, in the second MAXR procedure these family 

and peer variables together explained only about 1% of the 

variance beyond that contributed by COQ-S score and were not 

included in the final model. 

Previous investigations have reported that family 

and/or peer factors significantly predict smoking behavior 

(Conrad et al., 1992; Mittelmark et al., 1987; Standing & 

Nicholson, 1989), but few of them included a self-efficacy 

measure in the prediction equation. After reviewing 27 

studies or. the prediction of smoking initiation, Conrad et 

al. (1992) concluded that few studies in this area have 

assessed self-efficacy, even though all research that 
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measured this variable found it to be a significant 

predictor (Lawrence & Rubinson, 1986; Sussman et al., 1987). 

It is noteworthy that several studies have reported self- 

fficacy to be a significant predictor of cessation attempts 

and smoking abstinence (Eiser, van der Plight, Raw, & 

Sutton, 1985; Grove, 1993; Stuart, Borland, & McMurray, 

1994). 

Implications for Intervention 

Considering the apparent significance of self-efficacy 

in smoking behavior, it is recommended that self-efficacy 

continue =o be assessed and evaluated in future research and 

that smoking prevention and cessation programs place greater 

emphasis on enhancing self-efficacy for coping in smoking- 

related s:tuations. In accordance with these 

recommendations, Covington and Omelich (1988) also indicated 

the need for improving smoking refusal and cessation skills 

in prevention and cessation programs. 

Weight Control Smoking-Related Social-Cognitive Variables 

The kypothesis of significant group effect on social- 

cognitive variables related to weight control smoking 

received partial support. Specifically, weight control 

smokers exhibited significantly greater past family presence 

scores and past and present peer presence scores, peer 

approval scores, and outcome values scores for weight 

control smoking than nonsmokers and non-weight control 
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smokers. In addition, weight control smokers obtained 

Significantly lower FSSO (i.e., self-efficacy for resisting 

smoking in food- and weight-related situations) scores as 

compared to nonsmokers and non-weight control smokers. 

Weight control smokers also obtained significantly greater 

weight control smoking outcome expectancies scores than non- 

weight control smokers. 

This is the first study to evaluate the role of social- 

cognitive factors in weight control smoking behavior. The 

results indicated that weight control smoking was more 

common in past and present peer environments and present 

family environments of weight control smokers. The results 

also indicated that peer approval of weight control smoking 

was greater in weight control smokers than in nonsmokers and 

non-weight control smokers. This study did not evaluate the 

means by which weight control smoking is acquired or 

maintained, but the findings suggest some potential manners 

of influence. For example, peers and/or family members who 

smoke for weight control reasons may serve as models for 

this type of behavior, or they may impact weight control 

smoking behavior through their approval of smoking as a 

weight control strategy. It may be that individuals who 

smoke for weight control purposes prefer to select and/or 

continue friendships with peers who are similar in weight 

control smoking attitudes and behavior. It also is possible 

é 
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that all of these occur. 

No previous research has evaluated outcome values and 

expectancies about weight control smoking and how they 

relate to this behavior pattern. The weight control smokers 

in this study perceived greater weight control benefits from 

smoking than non-weight control smokers (nonsmokers were not 

included in this analysis). These findings are consistent 

with those of previous research which indicated that 

restrained smokers were more likely than nonrestrained 

smokers to agree that smoking can control weight (Ogden & 

Fox, 1994). Weight control smokers in this study also more 

greatly valued the anticipated weight control benefits of 

smoking, aS compared to nonsmokers and non-weight control 

smokers. These results are in agreement with social 

learning theory, which indicates that behaviors are more 

likely to occur if the outcome expectancies are positive and 

the outcome values are high (Bandura, 1989). 

This was the first study to assess self-efficacy in 

weight control smokers. The results, which are consistent 

with socia! learning theory (Bandura, 1989), indicate that 

weight control smokers have less confidence in their ability 

to resist smoking in food- and weight-related situations 

than nonsmokers and non-weight control smokers. This lower 

self-efficacy could be particularly influential during 
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cessation efforts, when quitters often experience increased 

appetite and/or weight gain (Klesges & Klesges, 1988). 

Researchers have suggested that weight gain may be a 

Significant barrier to smoking cessation in weight control 

smokers (Klesges & Klesges, 1988). Interestingly, in 

previous studies weight control smokers have reported 

greater appetite changes, food intake, and weight gain 

during quit attempts than non-weight control smokers. In 

addition, the weight gain was cited as a common reason for 

relapse (Klesges & Klesges, 1988; Pomerleau et al., 1993; 

Weekley et al., 1992). 

Exploratory Analyses 

Exploratory analyses indicated that four variables 

{dietary restraint score, weight control smoking outcome 

expectancies score, number of previous quit attempts, and 

CO-S score) accounted for 74.81% of the variance in the 

prediction of weight control smoking. A discriminant 

analysis procedure revealed that 92.68% of the weight 

control smokers and 93.33% of the non-weight control smokers 

were correctly classified as such, using these four 

variables. 

The dietary restraint score alone accounted for 64.61% 

of the variance. Other studies also have reported dietary 

restraint to be a significant predictor of weight control 

smoking (Camp et al., 1993; Weekley et al., 1992). 
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Researchers have suggested that weight control smokers use a 

combination of dietary restraint, smoking, and perhaps other 

weight control methods to manage weight (Camp et al., 1993; 

Pomerleau et al., 1993), and Pomerleau et al. (1993) 

speculated that smoking abstinence may precede disinhibition 

and binge eating in weight control smokers. Consistent with 

these fincings and propositions, all weight control smokers 

in the present study were restrained eaters, and a 

Significantly higher percentage of restrained smokers (most 

of whom also were weight control smokers) reported binge 

eating, self-induced vomiting, and diet pill use in 

comparison to other groups. 

Weight control smoking outcome expectancies score 

accounted for 8.36% of the variance beyond that predicted by 

dietary restraint alone. A previous study indicated that 

the belief in smoking as a weight control strategy did not 

reliably separate adolescent regular smokers from never- 

smokers, aithough this belief reliably separated regular 

from experimental smokers (Camp et al., 1993). In this 

study, only regular smokers (weight and non-weight control 

smokers) were used in the analyses. Thus, among regular 

smokers the greater the positive beliefs about the weight 

control effects of smoking, the greater the tendency toward 

weight control smoking (which is consistent with social 

learning theory) (Bandura, 1989). 
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Number of previous quit attempts accounted for 1.7% of 

the variance beyond that which could be predicted from 

dietary restraint and weight control smoking outcome 

expectancies scores. The greater the number of previous 

guit attempts, the greater the tendency toward weight 

control smoking. These results are in contrast to those of 

another study, in which the number of previous quit attempts 

did not significantly predict weight control smoking 

(Weekley et al., 1992). It should be noted, however, that 

the Weekley et al. (1992) study sample was very different 

from the sample of this study. In particular, the Weekley 

et al (1992) sample inciuded both sexes and was relatively 

Older (i.e., mean age was 44.7 years). Fomerleau et al. 

‘19 LO
 

3) also reported ne significant difference in the number 

of previous quit attempts of female weight control versus 

non-weight control smokers. However, the mean age for 

smokers in that study was 33 years, which again is higher 

than the mean age for subjects in the current research. An 

interesting finding by Pomerleau et al. (1993) was that 

weight control smokers were more likely than non-weight 

control smokers to experience increased appetite and higher 

weight gain during quit attempts. It is possible that, for 

unknown reasons, weight control smokers make more quit 

attempts while young. However, due to the appetite and 

weight changes that they experience during these attempts, 
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they may repeatedly relapse and over time become less 

willing to try to quit. Future research should further 

investigate cessation patterns and experiences of weight 

control vs. non-weight control smokers. 

Finally, CO-S score accounted for 1.14% of the variance 

beyond that explained by dietary restraint and weight 

control smoking outcome expectancies scores and number of 

previous quit attempts. The lower the self-efficacy for 

resisting smoking in a variety of situations, the greater 

the tendency toward weight control smoking. It is 

interesting that CQ-S score was more predictive of weight 

control smoking than the more food- and weight-specific FSSQ 

score. However, 4 of the 14 items on the CO-S questionnaire 

actually assess confidence to resist smoking in situations 

that are food-, appearance-, and/or weight-related (the 

other 10 :tems assess confidence to resist smoking in 

Situations involving alcohol, pleasure, negative affect, and 

social pressures). The results of this study indicate that 

weight control smokers have less confidence than nonsmokers 

and non-weight control smokers in their ability to resist 

smoking in a variety of situations, including (but not 

limited to) those related to food and weight. Several other 

studies have reported that for some individuals, eating and 

smoking are methods for coping with stress and/or negative 

affect (Greenberg & Harvey, 1987; Perkins & Grobe, 1992; 
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Shadel & Mermelstein, 1993). Perhaps weight control smokers 

are less adept at coping than others (i.e., nonsmokers and 

non-weight control smokers) and thus turn to both smoking 

and eating aS coping strategies. If so, weight control 

smokers could benefit (particularly during cessation 

attempts) from receiving training to enhance coping skills. 

Implications for Intervention 

This study indicated that peers and family members of 

weight control smokers were more likely to also smoke for 

weight control purposes, but peer and family variables did 

not significantly predict weight control smoking. Instead, 

weight control smoking was more strongly related to 

expectancies about weight control smoking (i.e., outcome 

expectancies and self-efficacy) and behaviors related to 

smoking and dieting (i.e., number of previous quit attempts 

and dietary restraint). These results suggest that, for 

weight control smokers, smoking- and weight control-related 

theughts and behaviors are closely connected and therefore 

could strongly influence one another. For instance, strong 

beliefs in the need to be thin could motivate smoking 

initiation in order to control weight. Or the appetite and 

weight changes that often accompany quit attempts could 

contribute to relapse due to the weight control smoker's 

beliefs about thinness and body weight. Because of this 

interrelatedness, it may be useful to address the use of 
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smoking as a weight control strategy in both smoking and 

eating disorders prevention programs. Tn addition, it may 

be beneficial to develop smoking cessation programs that 

specifically address the weight-related concerns of weight 

control smokers, or at least to more fully address these 

concerns in already-existing cessation programs. 

To date, weight-related issues have received relatively 

brief and iimited attention in smoking cessation programs. 

A few programs that have combined intensive weight control 

and smoking cessation interventions obtained discouraging 

results (Hall, Tunstall, Vial, & Duffy, 1992; Pirie et al., 

1992), perhaps because of their complexity and/or their 

emphasis on dieting and weight loss. Programs aimed at 

weight control smokers may achieve greater success if they 

emphasize the development of positive weight-related 

attitudes, beliefs, and behaviors as part of a healthy 

lifestyle (i.e., low-fat eating, physical activity, 

nonsmoking), rather than weight control. The study findings 

also suggest that those programs also should address 

expectancies about weight control smoking. In particular, 

the programs should challenge personal and societal beliefs 

about weight and appearance and point out the actual costs 

and benefits of smoking, dieting, and weight control 

behaviors. These programs also should attempt to improve 

self-efficacy for resisting smoking and overeating ina 
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variety of situations and fer coping with negative affect 

and stress. By enhancing self-efficacy about cigarette 

refusal and overeating, improving coping skills, and 

altering outcome expectancies and values related to smoking 

and weight control, individuals may be better prepared to 

discontinue smoking and negative weight-related behaviors 

(including weight control smoking). In addition, 

individuals may be less likely to experience postcessation 

weight gain and/or to react negatively to such weight gain, 

thus decreasing susceptibility to smoking relapse. 

Summary 

The current study represented an attempt to identify 

social-cognitive variables that may distinguish restrained 

eaters, smokers, and weight control smokers from similar-age 

females who do not exhibit such behaviors. In addition, 

exploratory analyses were conducted to determine variables 

that significantly predict dietary restraint, smoking, and 

weight control smoking. Finally, this study also assessed 

the perceived effectiveness of several weight control 

methods and the percentages of subjects within each group 

(1l.e., restrained smokers, restrained nonsmokers, 

nonrestrained smokers, and nonrestrained nonsmokers) who had 

engaged in various weight-related behaviors. While previous 

research has investigated the influence of social-cognitive 

variables on general smoking behavior (Conrad et al., 1992; 
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Mittelmark et al., 1987), this is the first study to 

evaluate the role of social-cognitive variables in 

restrained eating and weight control smoking behaviors. 

Overall, the results indicated significant main effects 

of dietary restraint and smoking on (a) several social- 

cognitive variables related to dieting and (b) several 

social-cognitive variables related to smoking. Interaction 

effects (i.e., restraint*smoking) were nonsignificant. In 

addition, weight control smokers differed from nonsmokers 

and non-weight control smokers on some (but not all) social- 

cognitive variables. 

For the most part, there were few significant 

differences in family variables (i.e., past and present 

family presence, family approval, and family pressures 

scores). However, there were numerous significant 

differences in peer variables (i.e., past and present peer 

presence, pressures, and approval scores). These results 

indicate that peer modeling, pressures, and/or approval 

should be further explored for their potential impact on 

dieting, smoking, and weight control smoking behaviors in 

young people. 

There also were significant differences for 

expectancies ({i.e., outcome expectancies, outcome values, 

and self-efficacy). Because of methodological concerns, 

this study was unable to fully assess the role of outcome 
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expectancies on restrained eating, smoking, and weight 

control smoking behaviors. However, analyses that could be 

conducted on outcome expectancies provided significant 

results, and there were significant findings related to 

outcome values about dieting and weight control smoking. In 

addition, there also were significant findings for self- 

efficacy related to eating, smoking, and weight control 

smoking. It is recommended that future research continue to 

investigate the role of outcome values and expectancies and 

self-efficacy in restrained eating, smoking, and weight 

control smoking. 

Exploratory analyses provided more support for the 

importance of expectancies in reStrained eating, smoking, 

and weight control smoking behaviors. Also, specific 

behaviors were Significant in predicting restrained eating 

and weight control smoking (i.e., dietary restraint was 

predicted by current dieting behavior, and weight control 

smoking was predicted by dietary restraint and number of 

previous quit attempts). These results once again suggest 

that intervention programs for any of the three behaviors 

should attempt to improve self-efficacy skills. In 

addition, programs aimed at restrained eaters and weight 

control smokers should attempt to challenge overly positive 

outcome values and expectancies related to smoking cessation 

and/or weight control and decrease negative weight-related 
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behaviors. 

The results of this study reveal that, for several 

reasons, weight control smokers may be a particularly 

challenging group to target for intervention. In this 

research, restrained smokers (most of whom were also weight 

control smokers) exhibited higher levels of depression than 

nonrestrained smokers and nonsmokers. In addition, they 

exhibited more positive beliefs about the effectiveness of 

many weight control methods, and they were more likely to 

have engaged in binge eating and some of the more dangerous 

weight control techniques (e.g., self-induced vomiting). 

Thus, these individuals demonstrate a number of symptoms and 

characteristics that could make quit attempts and abstinence 

more difficult. The results of this study suggest that 

programs aimed at weight control smokers may be more likely 

to succeed if they enhance self-efficacy and coping skills 

in a variety of situations (e.g., food-, weight-, smoking-, 

and other negative affect-related) and challenge personal 

and societal beliefs about appearance, weight, and smoking. 

Limitations   

This study examined the impact of several social- 

cognitive variables on restrained eating, smoking, and 

weight control smoking behaviors in young, Caucasian females 

in a university setting. While dieting is common and 

perhaps even "socially normative" among college women 
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(French & Jeffery, 1994), cigarette smoking is less 

prevalent among individuals with greater education and 

socioeconomic status (Mittelmark et al., 1987; Warburton et 

al., 1991). Thus, the college smokers in this study may not 

have been representative of the general population of female 

smokers. At present, not enough information is known about 

weight control smokers to address the issue of 

representativeness with respect to this subgroup of smokers. 

Other limitations are related to the sample used in the 

prediction of WCSS score (i.e., tendency toward weight 

control smoking) and the generalizability of the statistical 

results. MAXR is a statistical regression procedure in 

which decisions about variables to include and omit from the 

equation are dependent on possibly minor differences in 

statistics calculated from a single sample. Thus, this 

statistical procedure capitalizes on chance differences 

within a single sample. Ideally, the sample from which the 

equation is drawn is large and representative (Tabachnick & 

Fidell, 1989), but in this study only 86 subjects were 

included in the analyses to predict WCSS score. Also, this 

subsample was fairly homogeneous (i.e., normal weight, 

Caucasian college women). It should be noted, however, that 

these analyses were exploratory and thus provide guidance 

for future research.



An additional limitation is that there are validity 

concerns about several questionnaires that were developed 

specifically for this study. These questionnaires were 

developed by modifying formes used in previous studies and 

by obtaining college student input. After data collection, 

the researcher found that the wording of the outcome 

expectancy items for dieting, smoking, and weight control 

smoking made them unsuitable for use with subjects who had 

no experience with the behavior of interest. As a result, 

outcome expectancies scores of all subjects could not be 

used in the analyses. 

Another limitation is that some questionnaires in this 

study required participants to provide retrospective 

information about various family and peer behaviors (i.e., 

dieting, general smoking, and weight control smoking). This 

type of data is subject to errors of recall. 

This study aiso relied on peer- and family-related 

information obtained from subject reports rather than from 

peers or family members themselves. Subjects' perceptions 

may have differed from actual events/experiences or from 

perceptions of peers and family members. It should be 

noted, however, that the subjects' own perceptions are most 

important in influencing their other cognitions and 

behaviors (Bandura, 1989; Smith, 1991). 
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A further limitation is the inability of this study to 

differentiate the specific peer and family environmental 

processes ‘e.g., modeling, selection, reinforcement ) 

involved in the maintenance of dieting, smoking, and weight 

control smoking behaviors. This research also did not 

identify factors associated with initiation of these 

behaviors. A longitudinal study, using a pre-teen sample at 

baseline, would be best suited for identifying specific 

environmental processes involved in both onset and 

maintenance of these behaviors. 
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APPENDIX A 

QUESTIONNAIRES 

Informed Consent Form 
Demographics and Smoking History Questionnaire 

Weight and Related Behaviors Questionnaire 
Dieting Scale 

Restraint Scale 
Peer and Family Questionnaire 

Reasons for Smoking Questionnaire 
Eating Self-Efficacy Scale 

Confidence Questionnaire-Form § 
Food and Smoking Situations Questionnaire 

Dieting Expectancy Questionnaire 
Smoking Expectancy Questionnaire 

Weight Control Smoking Expectancy Questionnaire 
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INFORMED CONSENT FORM 

TITLE OF EXPERIMENT: Factors Related to Smoking and Dieting 
EXPERIMENT NUMBER: 1033-94 

1. PURPOSE OF EXPERIMENT: 

You are invited to participate in a study about several 
health behaviors of young adult females. 

2. PROCEDURE TO BE FOLLOWED IN THE STUDY: 

To accomplish the goals of the study, you will be asked 
to complete a number of questionnaires related to your own 
health and lifestyle practices. You also will be asked to 
permit a researcher or research assistant to measure your 
height and weight, which will be measured and recorded with 
only you and the researcher or research assistant present. It 
is estimated that these procedures will take about 2-3 hours 
for you to complete. 

3. ANONYMITY OF SUBJECTS AND CONFIDENTIALITY OF RESULTS: 

The information that you give will be will provided 
anonymously. To accomplish this, only an assigned subject 
number will be used on the questionnaires that you complete. 
There is no way that the researchers can match your name to 
your responses. 

4. DISCOMFORTS AND RISKS FROM PARTICIPATING IN THE STUDY: 
There are no apparent risks to you from participating in 

this study. 

5. EXPECTED BENEFITS: 

The information that you provide will contribute to the 
progress of science in general and to the knowledge of health- 
related behaviors of young adult females in particular. 

6. FREEDOM TO WITHDRAW: 

You are free to withdraw from participation in this study 
at any time without penalty. 

7. EXTRA CREDIT OR FINANCIAL COMPENSATION: 

For your participation, you will receive 3 extra credit 
points in the appropriate undergraduate psychology class in 
which you are enrolled. If you withdraw from the study, you 
will receive extra credit points equal to the number of hours 
in which you participated in the study prior to withdrawing. 
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8. USE OF RESEARCH DATA: 

The information from this research may be used for 
scientific or educational purposes. It may be presented at 
scientific meetings and/or published and reproduced in 
professional journals or books, or used for any other purpose 
that Virginia Tech's Department of Psychology considers proper 
in the interest of education, knowledge, or research. 

9. APPROVAL OF RESEARCH 

This research has been approved by the Human Subjects 

Committee of the Department of Psychology and by the 
Institutional Review Board of Virginia Tech. 

10. SUBJECT'S PERMISSION: 

I have read and understood the above description of the 
study. I have had an opportunity to ask questions and have 
had them all answered. I hereby acknowledge the above and 
give my voluntary consent for participation in this study. 

I further understand that if I participate I may withdraw 
at any time without penalty. 

I understand that should I have any questions regarding 
this research and its conduct, I should contact any of the 
persons named below. 

PRIMARY RESEARCHER: Lisa Varner, Ph.D., R.D. PHONE: 552-2488 
FACULTY ADVISOR: Ellie Sturgis, Ph.D. PHONE: 231-4005 

CHAIR, HSC: Richard Eisler, Ph.D. PHONE: 231-7001 

CHAIR, IRB: Ernest Stout, Ph.D. PHONE: 231-9359 

SUBJECT'S SIGNATURE: DATE: 
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Code No. 

DEMOGRAPHICS AND SMOKING HISTORY QUBSTNOQNNAERE 

Age: years old 

Race: (please circle one) 
Caucasian African-American Oriental Hispanic 
Native American Other 

. Have you smoked a total of 100 or more cigarettes in your 
lifetime? 

yes no 
*If no, please go on to the next questionnaire (leave the 
rest of this one blank) 

    

*If yes, please continue completing this questionnaire. 

-. Do you currently smoke ona daily basis? yes no 

*I£ no, please go on to any remaining questionnaires 
(leave the rest of this one blank). 

*If yes, please continue completing this questionnaire. 

How many cigarettes do you smoke per day? 
(Please be as exact as possible) cigarettes per 
day 

At what age did you FIRST BEGIN smoking cigarettes? 
years old   

How many packs of cigarettes do you smoke per week? 
(Please be as exact as possible) pack(s) per week 

Please circle the number that corresponds to how strongly 
you agree with the following statements: 
a. I am fearful about gaining weight if I should try to 

quit. 
1 2 3 4 5 

strongly disagree neither agree strongly 
disagree agree nor agree 

disagree 

b. I plan to quit smoking in the next 6 months. 
1 2 3 4 5 

strongly disagree neither agree strongly 
disagree agree nor agree 

disagree 

How many times have you attempted to quit smoking? 
times 
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Code Number 

WEIGHT-RELATED BEHAVIORS QUESTIONNAIRE 

Directions: Please answer the following questions as honestly 
and accurately as possible. 

I. HEIGHT AND WEIGHT 

A. Current Weight’: lb. 
B. Current Desired Weight : lb. 
Cc. Height’: ft. in. 

  

II. GENERAL INFORMATION 

A. Were you heavier (in body weight) than most of your 
peers when you were a child or adolescent? 

yes no 
  

B. Have you ever been diagnosed with an eating disorder 
(e.g., anorexia nervosa or bulimia nervosa)? 

yes no 
  

C. Were any family members (parents, siblings) overweight 
when you were growing up? yes no 

  

D. Are any family members (parents, siblings) currently 
overweight? yes no 

III. DIETING 

A. Please circle the number that corresponds to how 
effective you think that dieting is for helping to 
control weight. 

1 2 3 4 5 
very somewhat neither somewhat very 

ineffective ineffective effective effective effective 
nor 

ineffective 

‘you do not have to fill this in. It will be assessed and 
recorded by the researcher and/or research assistant. 
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B. Have you ever restricted your food intake due to 
concerns about your body size or weight? 

yes no 

If no, please skip to Section IV. 

If yes: 

*How old were you the VERY FIRST TIME that you began 

to seriously restrict your food intake? years 

IV. EXERCISE 

A. Please circle the number that corresponds to how 
effective you think that exercise is for helping to 
control weight. 

1 2 3 4 5 
very somewhat neither somewhat very 

ineffective ineffective effective effective effective 
nor 

ineffective 

B. Have you ever exercised in order to control your body 
weight? yes no 

  

If no, please skip to Section V. 

If yes: 

*At what age did you FIRST begin exercising in order 
to control weight? years old 

*Over the LAST THREE MONTHS, how many hours per week 
have you typically exercised (including going on 
walks, riding a bicycle, etc.)? hours per week 

*What percentage of this exercise over the LAST THREE 
MONTHS was aimed at controlling your weight? 

0% 1-24% 25-49% 
50-75% 76-99% 100% 
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V. BINGE EATING 

For this questionnaire, an eating binge ONLY refers to 
eating an amount of food that others of your age and sex 
regard as UNUSUALLY LARGE. It does NOT include times when 
you may have eaten a normal quantity of food which you 

would have preferred not to have eaten. 

A. Have you EVER had an episode of eating an amount of 
food that others would regard as UNUSUALLY LARGE? 

yes no 
  

If no, please skip to Section VI. 

If yes: 

*How old were you when you FIRST had an eating binge? 
years old 

*What is the highest number of binges that you have 
had in a one-week period of time? binges 

*This highest number of binges occurred at what age? 
years old 

  

*During the LAST THREE MONTHS, how many times per 
week have you typically binged? times per week 

VI. VOMITING 

A. Please circle the number that corresponds to how 
effective you think that self-induced vomiting is for 
helping to control weight. 

1 2 3 4 5 
very somewhat neither somewhat very 

ineffective ineffective effective effective effective 
nor 

ineffective 
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B. Have you EVER tried to vomit after eating in order to 
get rid of food you have eaten? yes no 

  

If no, please skip to Section VII. 

If yes: 

*How old were you when you induced vomiting for the 
first time? years old 

*During the LAST THREE MONTHS, how many times per week 
have you typically induced vomiting? times 

VII. LAXATIVES 

A. Please circle the number that corresponds to how 
effective you think that laxatives are for helping to 
control weight. 

1 2 3 4 5 

very somewhat neither somewhat very 
ineffective ineffective effective effective effective 

nor 
ineffective 

B. Have you ever used laxatives to control your weight 
or "get rid of food?" yes no 

  

If no, please skip to Section VIII. 

If yes: 

*How old were you when you FIRST took laxatives for 
weight control? years old 

*During the LAST THREE MONTHS, how many times per 
week have you typically used laxatives? times 

VIII. DIET PILLS 

A. Please circle the number that corresponds to how 
effective you think that diet pills are for helping 
to control weight. 

1 2 3 4 5 
very somewhat neither somewhat very 

ineffective ineffective effective effective effective 
nor 

ineffective 
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B. Have you ever taken diet pills? yes no 

If no, please skip to Section IX. 

If yes: 

*How old were you when you FIRST took diet pills? 

years old 
  

kDuring the LAST THREE MONTHS, how many times per 
week have you typically used diet pills? 

times per week 

IX. DIURETICS 

A. Please circle the number that corresponds to how 
effective you think that diuretics are for helping to 
control weight. 

1 2 3 4 5 
very somewhat neither somewhat very 

ineffective ineffective effective effective effective 

nor 
ineffective 

B. Have you ever taken diuretics (water pills) to control 

your weight? yes no 
  

If no, please skip to Section X. 

If yes: 

*How old were you when you FIRST took diuretics? 
years old   

*During the LAST THREE MONTHS, how many times per 
week have you typically used diuretics? times 

X. SMOKING FOR WEIGHT CONTROL 

A. Please circle the number that corresponds to how 
effective you think that cigarette smoking is for 
helping to control weight. 

1 2 3 4 5 
very somewhat neither somewhat very 

ineffective ineffective effective effective effective 
nor 

ineffective 
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B. Have you ever smoked for weight control purposes? 
yes no 

    

If no, please go on to Section XI. 

If yes: 

*kHow old were you the VERY FIRST TIME that you began 
to smoke for weight control purposes? years 

*During the last 3 months, have you ever smoked to 

control your weight? yes no   

XI. OTHER METHODS 
A. Do you use any other methods that may help to control 

weight, besides those mentioned in this questionnaire? 
yes no 

  

If no, please go on to the next questionnaire. 

If yes, please identify and briefly describe these 
methods below. 
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Code Number 

Dieting Scale 

Directions: For the following questions, please blacken the 
numbered circles on the DIETING SCALE OPSCAN that correspond 
to your answers. Please answer as honestly as possible. 

1. Within the past 2 weeks, I have felt fat. 
l. Never 2. Hardly 3. Sometimes 4. Often 5. Always 

Ever 

Within the past 2 weeks, I have used the nutritional 
labels on foods to determine if I can eat a certain food 

or not. 

1. Never 2. Hardly 3. Sometimes 4. Often 5. Always 
Ever 

Within the past 2 weeks, I have planned out what I am 
allowed to eat for the day. 
1. Never 2. Hardly 3. Sometimes 4. Often 5. Always 

Ever 

Within the past 2 weeks, I have restricted my calorie 
intake to help me lose weight. 
1. Never 2. Hardly 3. Sometimes 4. Often 5. Always 

Ever 

Within the past 2 weeks, I have been skipping meals to 
help me lose weight. 
1. Never 2. Hardly 3. Sometimes 4. Often 5. Always 

Ever 

Within the past 2 weeks, I have been dieting to help 
control my weight. 
1. Disagree 2. Somewhat 3. Neutral 4. Agree 5. Strongly 

Disagree Somewhat Agree 

. Within the past 2 weeks, the main reason I have exercised 
is to burn off calories. 
l. Disagree 2. Somewhat 3. Neutral 4. Agree 5. Strongly 

Disagree Somewhat Agree 

. Within the past 2 weeks, I have made food choices based on 
how I feel about my weight. 
l. Disagree 2. Somewhat 3. Neutral 4. Agree 5. Strongly 

Disagree Somewhat Agree 
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10. 

ll. 

12. 

13. 

14. 

. Within the past 2 weeks, I have tried to reduce my calorie 
consumption for weight control. 
1. Never 2. Hardly 3. Sometimes 4. Often 5. Always 

Ever 

Within the past 2 weeks, I have eaten foods that I don't 
prefer, just because they are low in calories. 

1. Never 2. Hardly 3. Sometimes 4. Often 5. Always 
Ever 

Within the past 2 weeks, I would have eaten much 
differently if I had not been concerned about my weight. 
1. Disagree 2. Somewhat 3. Neutral 4. Agree 5. Strongly 

Disagree Somewhat Agree 

Within the past 2 weeks, I have believed that dieting is 
good for my health. 
l. Disagree 2. Somewhat 3. Neutral 4. Agree 5. Strongly 

Disagree Somewhat Agree 

Within the past 2 weeks, I have increased my exercise in 
order to lose weight. 
1. Disagree 2. Somewhat 3. Neutral 4. Agree 5. Strongly 

Disagree Somewhat Agree 

Within the past 2 weeks, I have felt guilty about 
something I ate. 
1. Never 2. Hardly 3. Sometimes 4. Often 5. Always 

Ever 
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Code Number 

RESTRAINT SCALE 

Directions: The following questions refer to your normal 
eating pattern and weight fluctuations. Please blacken the 
numbered circles on the FOOD INTAKE QUESTIONNAIRE OPSCAN 

that correspond to your answers. 

1. How often are you dieting? (Circle one) 
(1) Never (2) Rarely (3) Sometimes (4) Usually (5) Always 

2. What is the maximum amount of weight (in 1b.) you have 
ever lost in one month? (Circle one) 

(1) O-1 (2) 1.1-2 (3) 2.1-3 (4) 3.1-5 (5) 5.1+ 

3. What is your maximum weight gain (in lbs.) within a 
week? (Circle one) 

(1) 0-1 (2) 1.1-2 (3) 2.1-3 (4) 3.1-5 (5) 5.1+ 

4. In a typical week, how much does your weight fluctuate 
(in lbs.)? (Circle one) 

(1) 0-1 (2) 1.1-2 (3) 2.1-3 (4) 3.1-5 (5) 5.1+ 

5. Would a weight fluctuation of 5 lbs. affect the way you 
live your life? (Circle one) 

(1) Not at all (2) Slightly (3) Moderately (4) Very 
much 

6. Do you eat sensibly in front of others and splurge 
alone? (Circle one) 

(1) Never (2) Rarely (3) Sometimes (4) Usually (5) Always 

7. Do you give too much time and thought to food? (Circle 
one) 

(1) Never (2) Rarely (3) Sometimes (4) Usually (5) Always 

8. Do you have feelings of guilt after overeating? (Circle 
one) 

(1) Never (2) Rarely (3) Sometimes (4) Usually (5) Always 

9. How conscious are you of what you're eating? (Circle 

one) 
(1) Not at all (2) Slightly (3) Moderately (4) Very 

much 

10. How many pounds over your desired weight were you at 

your maximum weight ever? (Circle one) 
(1) 0-1 (2) 2-5 (3) 6-10 (4) 11-20 (5) 21+ 
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Code Number 

PEER AND FAMILY QUESTIONNAIRE 

Directions: Please answer the following questions 

I. RESIDENCE 

A. Which of the following persons did you live with 
for at least some time while you were a child or 

teenager? (check all that apply) 

mother best female friend 

father other close female friend 

sibling(s) boyfriend or close 
male friend 

Which of the following persons do you currently 
live with? (check all that apply) 

mother best female friend 

father other close female friend 
sibling(s) boyfriend or close 

male friend 

II. DIETING 

A. Which of the following persons dieted for weight 
control purposes for at least some of the time 
while you were a child or teenager? (check all that 

apply) 

mother best female friend 
father other close female friend 

sibling(s) boyfriend or close 
male friend 

Which of the following persons have dieted for 
weight control purposes for at least some of the 
time in the past three months? (check all that 

apply) 

mother best female friend 
father other close female friend 

sibling(s) boyfriend or close 
male friend 
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C. Please estimate how much the following persons 
currently approve of your dieting to control weight. If you 
are not dieting at this time, estimate their approval if you 
were currently dieting. Circle the appropriate response, 
using a scale from 1 to 5 (l=strongly disapprove, 3=neutral, 
5=strongly approve, NA*’=not applicable) 

-Mother 1 2 3 4 5 NA 

-Father 1 2 3 4 5 NA 
-~Closest 
Sibling* 1 2 3 4 5 NA 

-Best Female 
Friend 1 2 3 4 5 NA 

-Other 
Close 

Female 
Friend 1 2 3 4 5 NA 

-Boy- 

friend** 1 2 3 4 5 NA 

4circle "NA" only if this person is deceased or does not 
exist (e.g., you have no sibling). 
* Sibling you feel closest to. 

**Or close male friend. 

D. Please estimate how much pressure to diet (for weight 
loss purposes) that you currently receive from the following 
persons. Circle the correct response, using a scale from 
1 to 5 (l=no pressure, 3=moderate pressure, 5=extreme 
pressure, NA*’=not applicable) 

-Mother 1 2 3 4 5 NA - 

-Father 1 2 3 4 5 NA 
-Closest 

Sibling* 1 2 3 4 5 NA 
-Best 

Female 
Friend 1 2 3 4 5 NA 

-Other 
Close 
Female 
Friend 1 2 3 4 5 NA 

~Boy- 

friend** 1 2 3 4 5 NA 

fcircle "NA" only if this person is deceased or does not 
exist (e.g., you have no sibling). 
* Sibling you feel cTrosest to. 
**kOr close male friend. 
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III. CIGARETTE SMOKING 

A. Which of the following persons smoked cigarettes 
for at least some of the time while you were a child or 
teenager? (check all that apply) 

mother best female friend 
father other close female friend 

sibling(s) boyfriend or close 
male friend 

B. Which of the following persons have smoked one or 

more cigarette(s) during the time during the last 3 months? 
(check all that apply) 

mother best female friend 

father other close female friend 
sibling(s) boyfriend or close 

male friend 

Cc. Please estimate how much the following persons 
currently would approve of your smoking cigarettes. If you 
do not smoke at this time, estimate their approval if you 
were currently smoking. Please circle the appropriate 
response, using a scale from 1 to 5 (l=strongly 
disapprove, 3=neutral, 5=strongly approve, NA*=not 
applicable) 

-Mother 1 2 3 4 5 NA 
~Father 1 2 3 4 5 NA 
-Closest 
Sibling*® 1 2 3 4 5 NA 

-Best 

Female 
Friend 1 2 3 4 5 NA 

-Other 
Close 
Female 
Friend 1 2 3 4 5 NA 

-Boy- 

friend** 1 2 3 4 5 NA 

fcircle "NA" only if this person is deceased or does not 
exist (e.g., you have no sibling). 
* Sibling you feel closest to. 
*kOr close male friend. 
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D. Please estimate how much pressure to smoke cigarettes 
that you currently receive from the following persons. 
Circle the correct response, using a scale from 1 to 5 (l=no 
pressure, 3=moderate pressure, 5=extreme pressure, NA¢=not 
applicable) 

-Mother 1 2 3 4 5 NA 
-Father 1 2 3 4 5 NA 
-Closest 

Sibling*® 1 2 3 4 5 NA 

~Best 

Female 
Friend 1 2 3 4 5 NA 

-Other 

Close 
Female 
Friend 1 2 3 4 5 NA 

-Boy- 

friend** 1 2 3 4 5 NA 

Icircle "NA" only if this person is deceased or does not 
exist (e.g., you have no sibling). 
* Sibling you feel closest to. 
**Or close male friend. 

IV. WEIGHT CONTROL SMOKING 

A. Which of the following persons smoked cigarettes 
for weight control reasons for at least some of the time 
while you were a child or teenager? (check all that 

apply) 

mother best female friend 

father other close female friend 

sibling(s) boyfriend or close 
male friend 

B. Which of the following persons have smoked during 
the last 3 months in order to help control their weight 
(check all that apply) 

mother best female friend 

father other close female friend 

sibling(s) boyfriend or close 
male friend 

136



C. Please estimate how much the following persons 
currently would approve of your smoking cigarettes for 
weight control purposes. If you do not smoke or do not 
smoke for weight loss purposes at this time, please estimate 
their approval if you were currently smoking for weight 
loss purposes. Circle the appropriate response, using a 
scale from 1 to 5 (l=strongly disapprove, 3=neutral, 
S5=strongly approve, NA’=not applicable) 
-Mother 1 2 3 4 5 NA 
-Father 1 2 3 4 5 NA 

-~Closest 

Sibling* 1 2 3 4 5 NA 
-Best 

Female 

Friend 1 2 3 4 5 NA 

-Other 
Close 
Female 

Friend 1 2 3 4 5 NA - 
-Boy- 

friend** 1 2 3 4 5 NA 
4circle "NA" only if this person is deceased or does not 
exist (e.g., you have no sibling). 
* Sibling you feel closest to. 
**Or close male friend. 

D. Please estimate how much pressure to smoke for weight 
control purposes that you currently receive from the 
following persons. Please circle the correct response, 
using a scale from 1 to 5 (l=no pressure, 3=moderate 
pressure, 5=extreme pressure, NA’=not applicable) 
-Mother 1 2 3 4 5 NA 

-Father 1 2 3 4 5 NA 

-~Closest 
Sibling* 1 2 3 4 5 NA 

-Best 

Female 
Friend 1 2 3 4 5 NA 

-Other 
Close 
Female 
Friend 1 2 3 4 5 NA 

-Boy- 

friend** 1 2 3 4 5 NA 

fcircle "NA" only if this person is deceased or does not 

exist (e.g., you have no sibling). 
* Sibling you feel closest to. 
**Or close male friend. 
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Code Number ___ 

Reasons for Smoking Questionnaire 

Directions: Please circle the response that indicates the 
EXTENT TO WHICH YOU AGREE WITH THE STATEMENT. 

  

x*kkPlease fill out this questionnaire even if you are a 
nonsmoker. 

1. When I feel uncomfortable or upset about something, I 
light up a cigarette. 

0 1 2 3 
not at a little quite very 

all a bit much so 

2. I smoke automatically without even being aware of it. 
0 1 2 3 

not at a little quite very 
all a bit much so 

3. It is easier to talk and get on with other people when 
smoking. 

0 1 2 3 
not at a little quite very 

all a bit much so 

4. Smoking helps to keep me going when I am tired. 
0 1 2 3 

not at a little quite very 
all a bit much so 

5. After meals is one of the times I most enjoy smoking. 
6) 1 2 

not at a little quite very 
all a bit much so 

6. Smoking helps me to think and concentrate. 
8) 1 2 3 

not at a little quite very 
all a bit much so 

7. I smoke to keep from gaining weight. 

0 1 2 3 
not at a little quite very 

all a bit much so 
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8. I smoke because I like the smell so much. 
0 1 2 3 

not at a little quite very 
all a bit much so 

9. I get a real gnawing hunger to smoke when I haven't 

smoked for a while. 
0 1 2 3 

not at a little quite very 
all a bit much so 

10. While smoking I feel more confident with other people. 
0 1 2 3 

not at a little quite very 
all a bit much so 

11. I usually only smoke when I can really sit back and 
enjoy it. 

0 1 2 3 
not at a little quite very 

all a bit much so 

12. Smoking helps me control my appetite. 
6) 1 2 3 

not at a little quite very 
all a bit much so 

13. I get a definite life and feel more alert when smoking. 

0 l 2 3 

not at a little quite very 
all a bit much so 

14. Part of the enjoyment of smoking comes from the steps 
I take to light up. 

0 1 2 3 
not at a little quite very 

all a bit much so 

15. Without a cigarette, I don't know what to do with my 
hands. 

0 1 2 3 
not at a little quite very 

all a bit much so 

16. I find myself smoking without remembering lighting up. 
3 0 1 2 

not at a little quite very 
all a bit much so 
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17. 

18. 

19. 

20. 

21. 

22. 

23. 

24. 

I light up a cigarette when I feel angry about 
something. 

0 1 2 

not at a little quite 
all a bit 

I don't get so hungry when I smoke. 
0 1 2 

not at a little quite 
all a bit 

When I feel "blue" or want to take my 
worries, I smoke cigarettes. 

0 1 2 
not at a little quite 

all a bit 

mind 

I light up a cigarette without realizing I 
one burning in the ashtray. 

0 1 2 
not at a little quite 

all a bit 

When I have run out of cigarettes, 
unbearable until I can get them. 

0 1 2 

not at a little quite 
all a bit 

3 

very 

much so 

3 

very 
much so 

off cares and 

3 

very 
much so 

still have 

3 

very 

much so 

I find it almost 

3 

very 

much so 

I smoke much more when I am with other people. 

0 1 2 
not at a little quite 
all a bit 

3 
very 

much so 

I want to smoke most when I am comfortable and relaxed. 

0 1 2 
not at a little quite 
all a bit 

3 

very 

much so 

I like a cigarette best when I am having a quiet rest. 

0 1 2 
not at a little quite 

all a bit 
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25. I smoke more when I am rushed an have lots to do. 

0 1 2 3 
not at a little quite very 
all a bit much so 

26. Part of the enjoyment of smoking is watching the smoke 
as I blow it out. 

0 1 2 3 

not at a little quite very 
all a bit much so 

27. I usually only smoke when I can really sit back and 
enjoy it. 

0 1 2 3 
not at a little quite very 

all a bit much so 

141



Code Number 

EATING SELF-EFFICACY SCALE 

Directions: For numbers 1-25 you should rate the likelihood 
that you would have difficulty controlling your overeating 
in each of the situations listed on the next pages, using 
this scale: 

1 2 3 4 5 6 7 

No Moderate difficulty con- Most difficulty 
difficulty trolling eating controlling 
controlling eating 
eating 

For each question, please blacken the numbered circle on the 
EATING SCALE OPSCAN that corresponds to your rating. 

How difficult is it to control your... 

l. Overeating after work or school? 

1 2 3 4 5 6 7 

2. Overeating when you feel restless? 
1 2 3 4 5 6 7 

3. Overeating around holiday time? 
1 2 3 4 5 6 7 

4. Overeating when you feel upset? 
1 2 3 4 5 6 7 

5. Overeating when tense? 

1 2 3 4 5 6 7 

6. Overeating with friends? 
1 2 3 4 5 6 7 

7. Overeating when preparing food? 
1 2 3 4 5 6 7 

8. Overeating when irritable? 
1 2 3 4 5 6 7 

9. Overeating as part of a social occasion 
dealing with food--like at a restaurant or 
dinner party? 
1 2 3 4 5 6 7 
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10. 

ll. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 

19. 

20. 

21. 

22. 

23. 

24. 

25. 

Overeating 

1 2 3 

Overeating 

1 2 3 

Overeating 

1 2 3 

Overeating 
1 2 3 

Overeating 
1 2 3 

Overeating 
1 2 3 

Overeating 

enjoy some 
1 2 3 

Overeating 
1 2 3 

Overeating 

l 2 3 

Overeating 
1 2 3 

Overeating 
1 2 3 

Overeating 

with family members? 
4 5 6 7 

when annoyed? 
4 5 6 7 

when angry? 
4 5 6 7 

when you are angry at yourself? 
4 5 6 7 

when depressed? 
4 5 6 7 

when you feel impatient? 
4 5 6 7 

when you want to sit back and 
food? 

4 5 6 7 

after an argument? 
4 5 6 7 

when you feel frustrated? 
4 5 6 7 

when tempting food is in front of you? 
4 5 6 7 

when you want to cheer up? 
4 5 6 7 

when there is a lot of food 

available to you (refrigerator is full)? 
1 2 3 

Overeating 

1 2 3 

Overeating 

1 2 3 

Overeating 

1 2 3 

Overeating 

1 2 3 

4 5 6 7 

when you feel overly sensitive? 
4 5 6 7 

when nervous? 

4 5 6 7 

when hungry? 
4 5 6 7 

when anxious or worried? 

4 5 6 7 
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Code Number 

CONFIDENCE QUESTIONNAIRE, FORM S&S 

Directions: 

Below is a list of 14 situations in which people frequently 
smoke. Please read each one carefully. Then circle the 
number underneath that best describes THE PROBABILITY THAT 

YOU WILL BE ABLE TO RESIST THE URGE TO SMOKE IN THAT 

SITUATION IN THE FUTURE IF THE SITUATION ARISES. If you are 

absolutely certain that you will not smoke in that 
situation, circle 100%. If you have no confidence in your 

ability to resist a cigarette in that situation, circle 0%. 
If you are pretty sure that you will be able to resist the 
urge to smoke if and when you want to relax, but not 
absolutely certain, you might circle 80%. If you are pretty 
sure you would not be able to resist a cigarette if that 

Situation arises, but not absolutely sure you couldn't, you 
might circle 20%. 

** Please fill out this questionnaire even if you are a 
nonsmoker. 

1. When you feel anxious 
0--10%--20%--30%--40%--50%--60%--70%--80%--90%--100% 

2. When you want to sit back and enjoy a cigarette 

0--10%--20%--30%--40%--50%--60%--70%--80%--90%--100% 

3. When you have finished a meal or snack 
0--10%--20%--30%--40%--50%--60%--70%--80%--90%--100% 

4. When you are nervous 
0--10%--20%--30%--40%--50%--60%--70%--80%--90%--100% 

5. When you want to feel more attractive 
0--10%--20%--30%--40%--50%--60%--70%--80%--90%--100% 

6. When you want to relax 
0--10%--20%--30%--40%--50%--60%--70%--80%--90%--100% 

7. When you feel smoking is part of your self-image 
0--10%--20%--30%--40%--50%--60%--70%--80%--90%--100% 

8. When you feel tense 
0--10%--20%--30%--40%--50%--60%--70%--80%--90%--100% 
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10. 

ll. 

12. 

13. 

14. 

. When you are drinking an alcoholic beverage 
0--10%--20%--30%--40%--50%--60%--70%--80%--90%--100% 

When you see others smoking 
0--10%--20%--30%--40%--50%--60%--70%--80%--90%--100% 

When someone offers you a cigarette 
0--10%--20%--30%--40%--50%--60%--70%--80%--90%--100% 

When you want to avoid eating sweets 
0--10%--20%--30%--40%--50%--60%--70%--80%--90%--100% 

When you want to feel more mature and sophisticated 
0--10%--20%--30%--40%--50%--60%--70%--80%--90%--100% 

When you want to keep slim 
0--10%--20%--30%--40%--50%--60%--70%--80%--90%--100% 
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Code Number 

FOOD AND SMOKING SITUATIONS QUESTIONNAIRE 

Directions: Listed below are a number of situations in which 
some individuals experience urges to smoke. 

Imagine yourself as you are right now in each of these 
situations. Indicate on the scale provided how confident 
you are that you would be able to resist smoking in that 
Situation in the future if that situation arises. 

For example, circle 100 if you are 100% confident right now 

that you could resist smoking, 80 if you are 80% confident, 
and 60 if you are 60% confident. If you are more 
unconfident than confident, circle 40 to indicate that you 
are only 40% confident that you could resist smoking, 20 if 

you are 20% confident, and 0 if you have no confidence at 
all about resisting smoking in that situation. 

*k Please fill out this questionnaire even if you are a 
nonsmoker. 

I would be able to RESIST smoking: 

1. When I am hungry between meals. 
0--10--20--30--40--50--60--70--80--90--100 

2. When I notice that I've gained weight. 

0--10--20--30--40--50--60--70--80--90--100 

3. After I have overeaten. 

0--10--20--30--40--50--60--70--80--90--100 

4. When I feel anxious about my weight. 
0--10--20--30--40--50--60--70--80--90--100 

5. When I am trying to lose weight. 
0--10--20--30--40--50--60--70--80--90--100 

6. When I'm trying to skip meals. 
0--10--20--30--40--50--60--70--80--90--100 

7. When I'm still hungry after a meal. 
0--10--20--30--40--50--60--70--80--90--100 

8. When I'm trying to avoid snacking. 
0--10--20--30--40--50--60--70--80--90--100 
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10. 

ll. 

12. 

13. 

When I'm with people who are eating, and 
I'm trying to avoid eating. 
0--10--20--30--40--50--60--70--80--90--100 

When I am anxious about overeating. 

0--10--20--30--40--50--60--70--80--90--100 

When tempting food is in front of me. 
0--10--20--30--40--50--60--70--80--90--100 

When I am trying to maintain a weight 
I'm satisfied with. 
0--10--20--30--40--50--60--70--80--90--100 

When I am preparing meals. 
0--10--20--30--40--50--60--70--80--90--100 
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Code Number 

DIETING EXPECTANCY QUESTIONNAIRE 

Directions: For each item, read the statement and blacken 
the numbered circle on the DIETING QUESTIONNAIRE OPSCAN that 
corresponds to either (a) how strongly you agree or disagree 
that dieting produces the indicated results or (b) how 
important the specified results are for you. Please fill 
out this questionnaire even if you are a non-dieter. 

*In this questionnaire, dieting is defined as voluntary 
calorie restriction for weight loss purposes. 

1. When I diet, I feel healthier. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 

disagree disagree agree nor agree agree 
disagree 

2. How important is it to you to feel healthy? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

3. When I diet, I feel more attractive. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

4. How important is it to you to feel attractive? 

1 2 3 4 5 
not at somewhat neutral somewhat very 
all unimportant important important 

important 

5. Dieting is effective in helping me lose weight. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 
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6. How important is it to you to be able to control your 
weight? 

1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

7. Dieting helps me to achieve my desired body shape. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 

disagree disagree agree nor agree agree 
disagree 

8. How important is it to you to be able to achieve your 

desired body shape? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

9. Dieting makes me feel better about myself. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

10. How important is it to you to be able to feel better 
about yourself? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

11. Dieting can help me come closer to meeting society's 
standards for physical attractiveness. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

12. How important is it to you to meet society's standards 
for physical attractiveness? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 
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13. When I diet, I feel more accepted by my friends. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 

disagree disagree agree nor agree agree 
disagree 

14. How important is it to you to feel accepted by your 
friends? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

15. Dieting helps me look more appealing to the opposite 
sex. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

16. How important is it to you to look appealing to the 
opposite sex? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

17. When I diet, I feel more in control. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

18. How important is it to you to feel in control? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

19. Dieting helps me feel more self-confident. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 
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20. How important is it to you to feel self-confident? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

21. When I diet, I feel less anxious about my weight. 
l 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

22. How important is it to you to feel less anxious about 
your weight? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

23. Dieting allows me to eat whatever I want at other times 
(when I'm not dieting). 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

24. How important is it to you to be able to eat whatever 
you want when you're not dieting? 
l 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

25. Dieting helps me to become or to remain thin. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

26. How important is it to you to be able to become or 
remain thin? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 
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27. Dieting allows me to be able to wear fashionable 

clothing. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

28. How important is it to you to be able to wear 
fashionable clothing? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 
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Code Number 

SMOKING EXPECTANCY QUESTIONNAIRE 

Directions: For each item, circle the number that 
corresponds to either (a) how strongly you agree or disagree 
that smoking produces the indicated results or (b) how 
important the specified results are for you. Please complete 
this form even if you are a nonsmoker. 

1. Smoking helps keep me alert. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

2. How important is it to you to keep alert? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

3. Smoking helps me feel relaxed. 
l 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

4. How important is it to you to feel relaxed? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

5. Smoking helps me cope with stress. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

6. How important is it to you to be able to cope with 
stress? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 
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7. Smoking helps me feel less depressed. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

8. How important is it to you to be able to feel 
less depressed? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

9. Smoking helps calm me down when I feel upset. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

10. How important is it to you to be able to feel more calm 
when you're upset? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

11. Smoking helps take my mind off my worries. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

12. How important is it to you to be able to take your 

mind off your worries? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

13. Smoking makes me feel more accepted by my friends. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 
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14. How important is it to you to feel accepted by your 

friends? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

15. Smoking helps me to relieve boredom. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

16. How important is it to you to be able to relieve 
boredom? 

1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

17. Smoking helps me feel more in control. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

18. How important is it to you to feel in control? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

19. Smoking helps me feel better when I'm angry. 

1 2 3 4 5 
strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

20. How important is it to you to better when angry? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

21. Smoking allows me to feel less anxious about my weight. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 
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22. How important is it to you to feel less anxious about 
your weight? 

1 2 3 4 5 
not at somewhat neutral somewhat very 
all unimportant important important 

important 
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Code Number 

WEIGHT CONTROL SMOKING EXPECTANCY QUESTIONNAIRE 

Directions: For each item, read the statement and blacken 
the numbered circle on the Weight Control Smoking 
Questionnaire OPSCAN that corresponds to either (a) how 
strongly you agree or disagree that smoking produces the 
indicated results or (b) how important the specified results 
are for you. 

*xx* Please complete this questionnaire even if you are a 
nonsmoker. 

1. Cigarette smoking helps me to resist my urges to snack. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

2. How important is it to you to be able to resist your 

urges to snack? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

3. Cigarette smoking helps me control my appetite. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

4. How important is it to you to be able to control your 
appetite? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

5. Cigarette smoking is effective in helping me to lose 
weight. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 
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6. How important is it to you to be able to be able to lose 
weight? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

7. Cigarette smoking makes me less anxious when I've gained 
weight. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 

disagree disagree agree nor agree agree 
disagree 

8. How important is it to you to feel less anxious when 

you've gained weight? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

9. Cigarette smoking increases my metabolism (i.e., helps 
me burn more calories). 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

10. How important is it to you to be able to increase your 
metabolism? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

11. Cigarette smoking helps prevent me from overeating. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

12. How important is it to you to be able to prevent 
overeating? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 
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13. Cigarette smoking helps me to resist tempting foods. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

14. How important is it to you to be able to resist tempting 
foods? 

1 2 3 4 5 
not at somewhat neutral somewhat very 
all unimportant important important 

important 

15. Cigarette smoking helps reduce my anxiety about 
overeating. 

1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

16. How important is it to you to be able to reduce your 
anxiety about overeating? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

17. Cigarette smoking is effective in helping me to control 
my weight. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

18. How important is it to you to be able to control your 
weight? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

19. Cigarette smoking helps me feel less depressed when I 
overeat and/or gain weight. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 
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20. How important is it to you to be able to feel less 
depressed when you overeat and/or gain weight? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

21. Cigarette smoking helps me to achieve a thin body shape. 

1 2 3 4 5 
strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

22. How important is it to you to be able to achieve a thin 

body shape? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

23. Cigarette smoking helps me when I'm trying to stick to 
my diet. 

1 2 3 4 5 
strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

24. How important is it to you to be able to stick to your 
diet? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 

25. Cigarette smoking is useful at the end of a meal because 
it prevents me from eating more. 
1 2 3 4 5 

strongly somewhat neither somewhat strongly 
disagree disagree agree nor agree agree 

disagree 

26. How important is it to you to be able to prevent eating 
more at the end of a meal? 
1 2 3 4 5 

not at somewhat neutral somewhat very 
all unimportant important important 

important 
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Table l 

  

  

  

  

Age, Weight, Negative Affect, and Smoking-Related Information 

Restrained Nonrestrained 

Smokers Nonsmokers Smokers Nonsmokers 
n 44 52 42 41 

M+SD M+SD M+SD M+SD 

Age (years) 19.4+1.1 19.3+1.4 19.7+1.4 19.2+0.9 

Height 

(in. ) 65.34+2.3 65.1+2.3 65.64+2.6 65.0+2.8 

Weight 
(lb.) 134.24+12.1 133.4+11.0 131.0410.7 125.6412.0 

Desired 

Weight 

(lb. ) 122.44+10.6 120.64+11.1 123.0+10.7 120.0#11.9 

Percentage 
Desired 

Weight 109.8+5.8 110.8+5.4? 107.8+6.0 104.8+4.0 

Number of 

Cigarettes 

Per Day 9.7+6.2 - 8.3+5.8 - 

Age at 

Smoking 

Initiation 

(years) 14.841.8 - 15.34+1.6 - 

Fear of 

Postcess- 
ation 
Weight b 

Gain 3.8+1.04 - 2.541.1 - 

Intention 

to Quit 

Smoking 3.0t1.1 ~- 2.9+0.9 ~ 

# of Quit b 
Attempts 3.0+3.33 - 1.4+2.1 - 

BDI 12.9+10.0 7.446.6 9.9+9.3 4.84+4.7 

T-Anxiety 40.8+8.6 37.6+9.8 42.11+9.3 34.6+7.8 

4 "¥eans with different superscripts within a row are 

Significantly different (p<.05). 
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Table 2 

ANOVA Degrees of 

Negative Affect 
Freedom and F Values for Age, Weight, and 

  

    

    

  

Restraint Smoking R*S 

df F df F df F 

Age 1 0.36 1 2.00 1 1.30 

Height 1 0.04 1 0.97 1 0.45 

Weight 1 10.03# 1 3.04 1 1.79 

Desired Weight 1 0.00 1 1.98 1 0.14 

Percentage 
Desired 
Weight 1 32.36# 1 0.28 1 3.47 

BDI 1 4.56# 1 20.25# 1 0.01 

T-Anxiety 1 0.25 1 14.92# 1 2.61 

#p<.05. 

ABBREVIATIONS: 
R*S=Restraint*Smoking; 
Anxiety=Trait Anxiety Inventory score. 
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Table 3 

Restraint and Dieting Scores and Weight Control Method 

Effectiveness Ratings? of Restrained and Nonrestrained Subjects 

    

  

Restrained Nonrestrained 
Smokers Nonsmokers Smokers Nonsmokers 

n 44 52 42 41 
M+SD M+SD M+tSD M+SD 

Restraint 

Score 30.945.7 29.64+5.7 14.6+1.0 14.6+0.7 

CBDS 43.9412.5 41.3411.8 31.8410.8 27.729.5 

Effect- 

iveness 
Ratings: 

Dieting 3.841.0 3.8+40.9 3.5+1.1 3.4+1.0 

Exercise 4.7+0.8 4.8+0.5 0.8+0.4 4.5+0.7 

Self£- 

Induced 
Vomiting 2.241.5 1.641.1 1.5+1.0 1.340.8 

Laxatives 1.941.2 1.7+1.0 1.7+#1.3 1.2+0.7 

Diet Pills 2.541.2 1.8+1.0 2.1l+1.1 1.6+0.9 

Diuretics 2.341.1 1.9#1.1 2.04+1.1 1.6+0.9 

Smoking 3.6+0.9 2.14+1.2 2.441.1 1.74#1.1 

  

4Rased on a 1-5 scale (l=very ineffective, 5=very effective). 

ABBREVIATION: 
CBDS=Cognitive Behavioral Dieting Scale score. 
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Table 4 

ANOVA Degrees of Freedom and F Values for Restraint and CBDS Scores 
and Effectiveness Ratings 

  

  

  

Restraint Smoking R*S 
df F df F df F 

Restraint Score 1 604.89# 1 1.41 1 1.12 

CBDS Score 1 56.59% 1 3.70 1 0.19 

Effectiveness 
Ratings: 

Dieting 1 4.83# 1 0.09 i 0.01 

Exercise 1 3.14 1 0.09 1 0.71 

Sel f-Induced 
Vomiting 1 8 .06# 1 5 .69# 1 0.94 

Laxatives 1 3.67 1 4.96# 1 0.62 

Diet Pills 1 2.11 1 14.08# 1 0.49 

Diuretics 1 2.88 1 5.88# 1 0.05 

Smoking 1 21.61# 1 48.95# 1 6.34# 

  

#p<.05. 

ABBREVIATIONS: 
R*S=Restraint*Smoking; CBDS=Cognitive Behavioral Dieting Scale. 
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Table 5 

Percentages of Subjects Who Have Experienced Various Weight- 

Related Events and Behaviors 

    

  

Restrained Nonrestrained 

Smokers Nonsmokers Smokers Nonsmokers 

n 44 52 42 41 

% % % % 

Heaviness 

During 
Childhood 29.5 21.2 21.4 7.3 

Eating 
Disorder 

Diagnosis 9.1 1.9 4.8 0.0 

Overweight 

Family 
Members 

(During 
Childhood) 38.6 40.4 38.1 34.1 

Overweight 

Familgy 

Members 

(Currently) 63.6 57.7 52.4 48.8 

Weight 

Control 
Methods: 

Dieting 93.28 78.8) 64.30 58.5? 

Exercise 93.22 90.4 76.2 58,5) 

Bingeing 54.54 19.2) 19.0) 14.6 

Se1lf- 

Induced b b b 

Vomiting 56.8! 19.2 16.7 2.4 

Laxatives 13.5 3.9 2.4 0.0 

Diet Pills 36.4? 13.5% 23.8 4,9 

Diuretics 6.8 1.9 0.0 2.5 

Smoking 93.23 1.9 | 2.4) 0.0 
  

beans with different superscripts within a row are 

significantly different (p<.05). 
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Table 6 

Dieting-Related Social-Cognitive Variables for Restrained and 

Nonrestrained Subjects 

    

  

Restrained Nonrestrained 
Smokers Nonsmokers Smokers Nonsmokers 

n 44 52 42 41 

MtSD. M+SD M+SD M+SD 

Environ- 

mental 

Presence 

Scores: 
Family 
(Past) 1.5+1.0 1.3+40.8 1.520.9 1.1+0.8 

Family 

(Present) 1.0+0.8 0.9+0.9 1.0+0.9 0.7+0.8 
Peer 

(Past) 1.141.0 1.040.9 0.9+0.8 Q0.8+0.8 

Peer 

(Present) 1.041.090 0.8+0.8 0.940.9 0.8+0.8 

Approval 

of Dieting 

Scores: 

Family 8.6+3.7 8.9+3.5 8.14+2.9 7.143.0 
Peer 9.4+3.2 9.743.1 7,942.8 2.14+2.9 

Pressures 

for Dieting 

Scores: 

Family §.442.9 4.44+2.5 4.8+2.7 3.9+2.6 
Peer 5.24+2.9 4.4+2.8 4.642.4 3.7£2.2 

Dieting 
Outcome 

Values 

Score 58.6+5.8 57.946.2 50.1+6.5 52.346.5 

Self- 

Efficacy 

(ESES ) 
Score 90.5+28.3 74.9428.5 59.6+19.2 §52.7+21.0 

  

4Lower scores are indicative of greater self-efficacy. 

Abbreviation: 

ESES=Eating Self-Efficacy Scale. 

167



Table 7 

ANOVA Degrees of Freedom and F Values for Social-Cognitive 

Variables Related to Dieting 

  

Restraint Smoking 

df F df FE 

hes
 | 

Environmental 

Presence 

Scores: 
Family (Past) 
Family (Present) 
Peer (Past) 

Peer (Present) 

0.15 
0.61 
1.35 
0.22 

.58# 

.39 
31 
35 bh 

b
t
 RY

 

h
b
 

H
e
r
o
 

Approval of 

Dieting 
Scores: 

Family 1 5.29# 
Peer 1 19.91# b

e
 

° us on 

Pressures for 

Dieting 
Scores: 

Family 1 
Peer 1 

. 30 1 5.61# 

. 86 1 5.16# N
e
 

Dieting 
Outcome 

Values 

Score 1 51.72# 1 0.45 

Self-Efficacy 
(ESES) 

Score 1 47.91# 1 9.60# 

df 

b
b
 

et
 p

e 

R*S 

o
o
O
0
°
0
 71 

.96 

.00 
51 

57 
.57 

00 
.00 

.39 

32 

  

p< .05. 

ABBREVIATIONS: 

R*S=Restraint*Smoking; ESES=Eating Self Efficacy Scale. 
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Table 8 

Smoking-Related Social-Cognitive Variables for Smoking and 

Nonsmoking Subjects 

‘Smokers Nonsmokers 
Restrained Nonrestrained Restrained Nonrestrained 

44 §2 42 41 

M+SD M+SD MtSD M+SD 

Is
 

  

Environ- 

mental 

Presence 

Scores: 

Family 
(Past) 1.141.0 1.3+0.9 0.941.0 0.9+0.9 

Family 
(Present) 0.740.8 1.040.7 0.5+0.7 0.6+0.6 

Peer 

(Past) 2.34+1.0 1.9+1.1 1.14+1.1 0.9+1.1 

Peer 

(Present) 2.7+0.5 2.4+0.8 1.1+1.1 1.0+1.1 

Approval 
of Smoking 

Scores: 
Family 4.6+2.1 5.141.8 4,242.8 4.542. 
Peer - 8,441.9 9.0+2.3 6.0+2.8 

Pressures 

for Smoking 
Scores: 

Family 3.0+#1.2 3.040.6 2.940.4 3.0+0.4 

Peer 4.74+2.4 5.0#2.4 3.64+1.6 3.341.0 

Smoking 

Outcome 

Values 

Score 46.44+5.4 43.545.4 45.1+6.8 42.9+5.7 

Se1lf€£- 

Efficacy 

(cQ-S) b 
Score’ 43.6+18.2 52.7419.1 94.6+10.2 93.7+15.8 

  

ABBREVIATION: 

CQ-S=Confidence Questionnaire-Short Form. 
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Table 9 

ANOVA Degrees of Freedom and F Values for Social-Cognitive 

Variables Related to Smoking 
  

  

  

    

  

Restraint Smoking R*S 

df F df EF df F 

Environmental 

Presence 

Scores: 

Family (Past) 1 0.30 L 3.08 1 0.17 
Family (Present) 1 2.58 1 9.13# 1 0.66 
Peer (Past) 1 1.85 1 42.44# 1 0.67 
Peer (Present) 1 0.91 1 115.54# 1 0.51 

Approval of 
Smoking 

Scores: 

Family 1 1.18 1 1.84 1 0.16 

Peer 1 0.08 1 61.09% 1 2.39 

Pressures for 

Smoking 

Scores: 

Family 1 1.18 1 0.08 1 0.22 
Peer 1 0.01 1 21.75# 1 0.79 

Smoking 

Outcome 

Values 

Score 1 8.00# 1 1.23 1 0.17 

Self-Efficacy 

(cQ-s) | 
Score 1 0.50 1 375.69# l 4.32 

#p<.05. 

ABBREVIATIONS: 

R*S=Restraint*Smoking; CQ-S=Confidence Questionnaire-Short Form. 
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Table 10 

Weight Control Smoking-Related Social-Cognitive Variables for 

Nonsmokers and Smokers 

  

Weight Non-Weight 
Control Control 

Nonsmokers Smokers __Smokers _ 

n 93 41 45 

M+SD M+SD M+SD 

Environ- 

mental 

Presence 
Scores: 

Family 
(Past) 0.1+0.3 0.2+0.5 0.2+0.4 
Family 

(Present) 0.0+0.13 o.1+0. 4? 0.0+0.1 
Peer . 

(Past) 0.2+0.53 0.6+0.7° 0.2+0.53 
Peer 

(Present) 0.2+0.53 0.7+0.8° 0.3+0.63 

Weulught 

Control 
Smoking 
Approval 
Scores 

Family 3.241.0 3.641 3.5+1.3 
Peer 3.941. 78 5.6+2.7 4.8+2.78 

Pressures 

for Weight 

Control 

Smoking 
Scores: 
Family 3.0+0.7 2.84+1.2 3.14+1.1 

Peer 3.0+40.7 3.4+1.5 3.341.4 

Weight 

Control 

Smoking 

Outcome 

Values Score 44.2+12.98 52.1+9.9° 37.8+12.9° 

S e l £ - 

Efficacy 
(FSSQ) Score 99.3+2.93 45.5+23.9° 74.7+21.9° 

  ab, 

different (p<.05). 
“Means with different superscripts within a row are significantly 

ABBREVIATION: FSSQ=Food and Smoking Situations Questionnaire. 
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Table 11 

Summary Statistics for Outcome and Predictor Variables for 

Outcome and Predictor Variables for Restraint Score’ 

  

Variable Mean Standard Deviation 

OUTCOME : 

Restraint Score 22.97 8.88 

PREDICTOR: 

Environmental 

Presence of 
Dieting Scores: 

  

Family (Past) 1.52 0.92 
Family (Present) 0.99 0.86 
Peer (Past) 1.03 0.90 
Peer (Present) 0.89 0.87 

Dieting 
Approval Scores: 
Family 8.33 3.31 
Peer 8.70 3.11 

Pressures 

for 
Dieting Scores: 

Family 5.10 2.84 
Peer 4.92 2.67 

Dieting Outcome 

Value Score 54.95 7.39 

ESES 75.41 28.72 
CBDS 37.96 13.15 

Percentage 

Desired Weight 108.33 6.04 

BDI 8.74 8.37 
T-Anxiety 38.77 9.33 

aN=179. 
ABBREVIATIONS: 

ESES=Eating Self-Efficacy Scale score; CBDS=Cognitive 
Behavioral Dieting Scale score; BDI=Beck Depression 
Inventory score; T-Anxiety=Trait Anxiety Inventory score. 
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Table 12 

Summary Statistics for Outcome and Predictor Variables for 

Smoking Rate? 

  

Variable Mean Standard Deviation 

OUTCOME: 

Smoking Rate 4.33 6.13 

PREDICTOR: 

Environmental 

Presence of 
Smoking Scores: 

  

Family (Past) 1.07 0.95 
Family (Present) 0.69 0.81 
Peer (Past) 1.54 1.22 
Peer (Present) 1.80 1.16 

Smoking Approval 

Scores: 

Family 4.58 2.45 

Peer 7.17 2.93 

Pressures for 

Smoking Scores: 
Family 2.99 0.73 
Peer 4.16 2.05 

Smoking Outcome 
Value Score 44.57 6.03 

cQ-s 72.01 28.18 

BDI 8.74 8.37 

T-Anxiety 35.54 10.12 

aNy=179. 
Number of cigarettes smoked per day. 

ABBREVIATIONS: 

CQ-S=Confidence Questionnaire-Short Formscore; BDI-~Beck Depression 

Inventory score; T-Anxiety=Trait Anxiety Inventory score. 
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Table 13 

Summary Statistics for Outcome and Predictor Variables for 
Weight Control Smoking Score?’ 

  

Variable Mean Standard Deviation 

OUTCOME : 

WCSS 3.56 2.91 

PREDICTOR: 

Environmental 
Presence 

Scores: 

Family-Dieting (Past) 1.03 0.92 
Family-Dieting (Present) 0.99 0.86 
Peer-Dieting (Past) 1.03 0.90 
Peer-Dieting (Present) 0.96 1.01 
Family-Smoking (Past) 1.20 0.95 
Family-Smoking (Present) 0.88 0.89 
Peer-Smoking (Past) 2.09 1.06 
Peer-Smoking (Present) 2.56 0.68 
Family-Weight Control 
Smoking (Past) 0.19 0.47 

Family-Weight Control 
Smoking (Present) 0.08 0.31 

Peer-Weight Control 
Smoking (Past) 0.42 0.64 

Peer-Weight Control 
Smoking (Present) 0.48 0.70 

Approval 

Scores: 

Family-Dieting 8.38 3.31 
Peer-Dieting 8.70 3.11 
Family-Smoking 4.85 1.98 
Peer-Smoking 8.71 2.09 

Family-Weight 
Control Smoking 3.55 1.56 

Peer-Weight 
Control Smoking 5.22 2.75 
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Table 13 (continued) 

  

  

Variable Mean Standard Deviation 
Pressures Scores: 

Family-Dieting 5.10 2.84 
Peer-Dieting 4.92 2.67 
Family-Smoking 3.01 0.96 
Peer-Smoking 4.86 2.41 
Family-Weight 
Control Smoking 2.98 1.15 

Peer-Weight 
Control Smoking 3.38 1.47 

Outcome Expectancy 

Scores: 

Smoking 36.13 7.96 
Weight Control 

Smoking 32.99 12.36 

Outcome Values Scores: 

Dieting 54.44 7.46 

Smoking 45.02 5.59 
Weight Control 
Smoking 44.65 13.59 

Self-Efficacy Scores: 
ESES 75.41 28.72 
co-s° 48.05 19.07 
FSsQ° 60.76 27.03 

BDI 11.44 9.72 

T-Anxiety 41.44 8.26 
CBDS 37.96 13.15 
Restraint Score 22.98 9.19 
Percentage 

Desired 
Weight 108.33 6.04 
Smoking Rate! 9.02 6.00 

4n=86. 

d 

ABBREVIATIONS: 

brigher scores are indicative of lower self-efficacy. 
‘Higher scores are indicative of greater self-efficacy. 
Number of cigarettes smoked per day. 

WCSS=Weight Control Smoking Scale score; ESES=Eating Self- 
Efficacy Scale score; CQ-S=Confidence Questionnaire-Form S 
score; FSSQ=Food and Smoking Situations Questionnaire score; 

BDI=Beck Depression Inventory score; T-Anxiety=Trait Anxiety 
Inventory score; CBDS=Cognitive Behavioral Dieting Scale 
score. 
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Table 14 

Components Used in the Prediction of Restrained Eating, 

Smoking, and Weight Control Smoking 

  

Component 

Peer and Family 

Expectancies 

Weight-Related 

Variables Used in Prediction Of: 
Restrained 

Eating 

FAMDIETA 
FAMDIETB 
PERDIETA 
PERDIETB 
FAMAPPD 
PERAPPD 
FAMPRESD 
PERPRESD 

DOV 
ESES 

PERCENT 
CBDS 

Smoking 

FAMCIGA 
FAMCIGV 
PERCIGA 
PERCIGB 
PERAPPC 
PERAPPC 
FAMPRESC 
PERPRESC 

SOV 
CQ-S 

Weight Control 

Smoking 

FAMDIETA 
FAMDIETB 
FAMCIGA 
FAMCIGB 
FAMWCSA 
FAMWCSB 
PERDIETA 
PERDIETB 
PERCIGA 
PERCIGB 
PERWCSA 
PERWCSB 
FAMAPPD 
FAMAPPC 
FAMAPPW 

PERAPPD 
PERAPPC 
PERAPPW 
FAMPRESD 
FAMPRESC 
FAMPRESW 
PERPRESD 
PERPRESC 
PERPRESW 

DOV 
SOV 
SOE 
WCSOV 
WCSOE 
FSSQ 

RESTRAINT 
PERCENT 
CBDS 
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Table 14 (continued) 

  

Variables Used in Prediction Of: 

      

Restrained Weight Control 

Component Eating — Smoking | Smoking 

Smoking-Related CIGS 
AGESMOKE 
FEAR 

PLAN 

QUIT 

Negative Affect BDI BDI BDI 
T-Anxiety T-Anxiety T-Anxiety 

  

Abbreviations: 
FAMDIETA=family presence of dieting (past) score; FAMDIETB=family presence of dieting 

(present) score; PERDIETA=peer presence of dieting (past) score; PERDIETB*peer presence of 

dieting (present) score; FAMAPPD=family approval of dieting score; PERAPPD=peer approval 

of dieting score; FAMPRESD=family pressures to diet score; PERPRESD=peer pressures to diet 

score; DOV=dieting outcome values score; ESES=Eating Self-Efficacy Scale score; 

PERCENT=percentage desired body weight; CBDS=Cognitive Behavioral Dieting Scale score; 

BDI=Beck Depression Inventory score; T-Anxiety=Trait Anxiety Inventory score; 

FAMCIGA=family presence of smoking (past) score; FAMCIGB=family presence of smoking 

(present) score; PERCIGA=peer presence of smoking (past) score; PERCIGB=peer presence of 

smoking (present) score; FAMAPPC=family approval of smoking score; PERAPPC=peer approval 

of smoking score; FAMPRESC=family pressures to smoke score; PERPRESC=peer pressures to 

smoke score; SOV=smoking outcome values score; CQ-S=Confidence Questionnaire-Short Form 

score; FAMWCSA=family presence of weight control smoking (past) score; FAMWCSB=family 

presence of weight control smoking (present) score; PERWCSA=peer presence of weight 

control smoking (past) score; PERWCSB=peer presence of weight control smoking (present) 

score; FAMAPPW=family approval of weight control smoking score; PERAPPW=peer approval of 

weight control smoking score; FAMPRESW=family pressures to weight control smoke score; 

PERPRESW=peer pressures to weight control smoke score; SOE=smoking outcome expectancies 

score; WCSOV-weight control smoking outcome values score; WCSOE=weight control smoking 

outcome expectancies score; FSSQ=Food and Smoking Questionnaire score; RESTRAINT=Restraint 

Scale score; CIGS=number of cigarettes per day; AGESMOKE=age at smoking initiation; 

FEAR=fear of postcessation weight gain rating; PLAN=intentions to quit smoking in the next 

6 months rating; QUIT=number of previous quit attempts. 
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Table 15 

Summary of Component MAXR Analyses for Variables Significant 

in Predicting Dietary Restraint? 

  

  

  

Component Name Variables? F df R-squared® 

Peer and Family 13.31 [3,178] 0.1858 

FAMDIETB 3.49 0.1474 

PERAPPD 29.37 0.1696 
PERDIETA 3.49 0.1858 

Expectancies 60.35 [2,178] 0.4068 

DIETOV 39.26 0.2844 

ESES 36.30 0.4068 

Weight-Related 74.65 [2,178] 0.4590 

CBDS 70.27 0.4590 

PERCENT 17.21 0.4060 

Negative Affect 11.33 [1,178] 0.009 

BDI 11.33 0.009 

an=179. 
Wariables are indicated in order of entrance into model. 

‘rR’ value for each variable also included variance accounted 
for by previously entered variables. 

ABREVIATIONS: 

PERDIETA=peer presence of dieting (past) score; 

FAMDIETB=family presence of dieting (present) score; 

PERAPPD=peer approval of dieting score; DIETOV=dieting 

outcome values score; ESES=Eating Self-Efficacy Scale score; 
PERCENT=percentage desired body weight; CBDS=Cognitive 
Behavioral Dieting Scale score; BDI=Beck Depression 

Inventory score. 
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Table 16 

Summary of Component MAXR Analyses for Variables Significant 

in Predicting Smoking’ 

  

  

  

Component Name Variables? F a@f R-squared 

Peer and Family 34.71 [2,178] 0.2829 

PERCIGB 3.60 0.2682 

FAMCIGB 57.44 _ 0.2829 

Expectancies 218.86 [1,178] 0.5529 

co-Ss 218.86 0.5529 

Negative Affect 14.90 [1,178] 0.0002 

BDI 14.90 0.0002 

*n=86. 
Wariables are indicated in order of entrance into model. 
CR value for each variable also includes variance accounted 
for by previously entered variables. 

ABREVIATIONS: 

PERCIGB=peer presence of smoking (present) score; 
FAMCIGB=family presence of smoking (present) score; CQ- 

S=Confidence Questionnaire-Short Form score; BDI=Beck 
Depression Inventory score. 
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Table 17 
Summary of Component MAXR Analyses for Variables Significant 
in Predicting Weight Control Smoking? 

  

  

  

Component Name Variables? F daft R-squared® 

Peer and Family 6.99 [3,85] 0.2036 

PERWCSA 9.11 0.0767 

PERCIGB 10.27 0.1326 

PERAPPC 7.32 0.2036 

Expectancies , 24.28 [5,85] 0.6028 

WCSEXP 17.46 0.4183 
FSSQ 2.90 0.5163 

WCSOV 6.50 0.5789 

co-s 3.01 0.5886 
DIETOV 2.87 0.6028 

Weight-Related 146.82 [1,85] 0.6361 

RESTRAINT 146.82 0.6361 

Smoking-Related 23.22 [2,85] 0.3588 

FEAR 33.80 0.3352 
QUIT 3.05 0.3588 

Negative Affect 3.46 [1,85] 0.0665 

BDI 3.46 0.0665 

4n=86. 
Wariables are indicated in order of entrance into model. 

‘rR’ value for each variable also included variance accounted 
for by previously entered variables. 

ABREVIATIONS: PERCIGB=Peer presence of smoking (present) 

score; PERAPPC=peer approval of smoking score; PERWCSA=peer 

presence of weight control smoking (past) score; FSSQ=Food 

and Smoking Situations Questionnaire score; DIETOV=dieting 

outcome values score; CQ-S=Confidence Questionnaire-Short 

Form score; WCSEXP=weight control smoking expectancies 

score; WCSOV=weight control smoking outcome values score; 

RESTRAINT= Restraint Scale score; FEAR=fear of postcessation 

weight gain; QUIT=number of previous quit attempts; BDI=Beck 
Depression Inventory score. 
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Table 18 
Summary of MAXR Regression for Predicting Restrained Eating, 

Smoking, and Weight Control Smoking: Final Model 

  

  

  

Beta- 

Predictor wte.@ F DF Rib - p< 

Restraint 

Score [4,178] 

Variable’: 
CBDS 0.3494 30.00 0.4061 0.0001 

ESES 0.2496 18.96 0.4858 0.0001 
PERCENT 0.1913 10.84 0.5255 0.0012 

DIETOV 0.1972 10.62 0.5528 0.0013 

TOTAL MODEL 53.78 0.5528 0.0001 

Smoking 

Rate [1,178] 

Variable’: 
cQ-s --0.7272 205.67 0.5529 0.0001 

TOTAL MODEL | 112.63 0.5529 0.0001 

wcss 

Score [4,85] 

Variable‘: 
RESTRAINT 0.5994 84.58 0.6361 0.0001 
WCSEXP 0.3042 21.83 0.7197 0.0001 
QUIT 0.1216 4.47 0.7367 0.0375 
co-s -0.1112 3.69 0.7481 0.0583 

TOTAL MODEL 60.15 0.7481 0.0001 

‘standardized. 
R value for each variable also included variance accounted 
_for by previously entered variables. 
‘Variables are indicated in order of entrance into model. 

ABBREVIATIONS: DIETOV=dieting outcome values score; 
ESES=Eating Self-Efficacy Scale score; CBDS=Cognitive 
Behavioral Dieting Scale score; PERCENT=percentage desired 
body weight; cQ-S=Confidence Questionnaire-Short Form score; 
QUIT=number of previous quit attempts; RESTRAINT=Restraint 
Scale score; WCSEXP=weight control smoking expectancies 

score. 

181



Table 19 

Correlation Matrices for Variables Predicting Dietary Restraint, 

  

Smoking, and Weight Control Smoking 

  

DIETARY RESTRAINT: (N=179) 

  

DIETOV ESES CBDS PERCENT 

DIETOV 0.3741" 0.4096: 0.3734) 
ESES 0.4198 0.2817) 
CBDS . 0.4514" 

  

SMOKING: (N=179) 

CQO-S 

  

CQO-S 

  

WEIGHT CONTROL SMOKING: (n=86) 

  

  

QUIT RESTRAINT cQ-Ss WCSEXP 

QUIT . 0.2097 -0.1514 0.1588, 
RESTRAINT . -0.1951 0.4960,, 
CQ-S . -0.2325 

t 
1p BS 001. 

p<.05. 

ABBREVIATIONS: 
DIETOV=dieting outcome values score; ESES=Eating Self-Efficacy 
Scale score; CBDS=Cognitive Behavioral Dieting Scale score; 

PERCENT=percentage desired body weight; CQ-S=Confidence 

Questionnaire-Short From score; QUIT=number of previous quit 
attempts; RESTRAINT=Restraint Scale score; WCSEXP=weight control 
smoking outcome expectancies score. 
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Table 20 

Predictor and Criterion Variables Used to Predict Dietary 

Restraint, Smoking, and Weight Control Smoking 

  

  

  

Criterion Variable Predictor Variables 

1. Group (N=179) DIETOV 

(Restrained, ESES 

Nonrestrained) CBDS 
PERCENT 

2. Group (N=179) co-Ss 

(Smoker, Nonsmoker ) 

3. Group (n=86) QUIT 

(Weight Control RESTRAINT 
Smoker, Non- cQ-s 
Weight Control WCSEXP 

Smoker ) 

ABBREVIATIONS: 
DIETOV=dieting outcome values score; ESES=Eating Self- 

Efficacy Scale score; CBDS=Cognitive Behavioral Dieting 
Scale score; PERCENT=percentage desired body weight; CQ- 

S=Confidence Questionnaire-Short Form score; WCSEXP=weight 

control smoking outcome expectancies score. 
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Table 21 

Results of Discriminant Analysis of Dietary Restraint? 

  

  

  

Standardized 

Variable Coefficient 

DIETOV 0.4677 
ESES 0.4884 

CBDS 0.4416 

PERCENT 0.2943 

Canonical Correlation 0.6136 
df [4,174] 

p< 0.0001 

% Correctly Classified: 

Restrained Eaters 76.04 
Nonrestrained Eaters 81.93 

  

4n=179. 

ABBREVIATIONS: 
DIETOV=dieting outcome values score; ESES=Eating Self- 
Efficacy Scale score; CBDS=Cognitive Behavioral Dieting 
Scale score; PERCENT=percentage desired body weight. 
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Table 22 

Results of Discriminant Analysis of Smoking? 

  

  

  

Standardized 

Variable Coefficient 

CQO-S 1.7423 

Canonical Correlation 0.8200 

df [1,177] 
p< 0.0001 

% Correctly Classified: 

Smoker 86.05 
Nonsmoker 92.47 

  

4N=179. 

ABBREVIATION: 
CQ-S=Confidence Questionnaire-Short Form score. 
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Table 23 

Results of Discriminant Analysis of Weight Control Smoking? 

  

  

  

Standardized 
Variable Coefficient 

QUIT 0.2641 

RESTRAINT 1.6748 

CQ -0.2039 
WCSEXP 0.3930 

Canonical Correlation 0.8722 

df [4,81] 
p< 0.0001 

% Correctly Classified: 
Weight Control Smoker 92.68 

Non-Weight Control Smoker 93.33 

  

In=86. 

ABBREVIATIONS: 

QUIT=number of previous quit attempts; RESTRAINT=Restraint 

Scale score; CQ-S=Confidence Questionnaire-Short Form score; 
WCSEXP=weight control smoking outcome expectancies score. 

186



APPENDIX C 

VITA 

187



1996 
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1987 
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1995 

1992- 
1995 
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1992- 
1995 

1993 

1992 

1988- 
1991 

1988 

1987- 
1988 

GRADUATE CLINICIAN, Virginia Tech University 
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