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This study utilized secondary data to understand weight-loss behaviors in obese adult women with hypertension. There are
multifactorial reasons for obesity. This study attempted to clarify why people cannot lose weight and why many often regain weight.
The gap in the literature relates to why the concepts such as perception of risk, benefits, and obstacles to action have not been
found to cause individuals to achieve weight loss or to maintain weight loss. Secondary data were used from the NHANES dataset,
a weighted dataset representative of the U.S. population. The sample used in this study included 411 obese hypertensive women
over the age of 18. In all, six years of data from 2009-2014 were derived from the National Health and Nutrition Examination
Survey (NHANES) dataset. Perception about the obstacles an individual confronts can be a barrier to successful weight loss.
If an individual thinks success cannot be attained, efforts to lose weight will fail. Hierarchical regression analysis was used to
assess the variables. The results indicated that only perception of weight acted as a cue to action for losing weight. That is, the
perception of weight was the only statistically significant finding of reasons obese hypertensive women initiate weight loss efforts.
Recommendations for future research include an investigation of the perception of weight status and body habitus, and to assess

what triggers a poor perception of weight and body habitus as a cue to action to lose weight.

Keywords: Obesity, Hypertension, Women, Weight Loss,
Perceptions of Barriers, Cues to Action

Introduction

Background of the Problem

Adults suffering from hypertension experience risk factors for
cardiovascular disease, renal insufficiency, atherosclerosis, left
ventricular hypertrophy, atrial fibrillation, and congestive heart
failure. Hypertension is a major risk factor for stroke. The co
morbidities associated with hypertension increase medical costs.
Proper treatment and ongoing compliance with diet, medication, and
exercise can reduce the adverse impact of hypertension [1]. Those
individuals with higher systolic blood pressure were at greater risk
for complications [1]. Hypertension is diagnosed when the blood
pressure reading is 140/90 or higher. A normal blood pressure reading
is 120/70. Other factors increasing risks are co morbidities such as
high cholesterol, obesity, and diabetes. According to Rapsomaniki
et al. (2014) smokers were also at increased risk of complications
when diagnosed with hypertension [2]. In 2011-2012, adults who
smoked represented 29.1% of the U.S. population [3].

Obesity increases the risk for the development of hypertension, and
the link between hypertension and obesity is well documented [4].
It is also known that women suffer disproportionately from obesity
[4]. Body mass index (BMI) is commonly used to assess obesity.

Excess body fat and increased adipose tissue and the location of
fathavedetermined what health consequences will result [5]. During
the aging process, there is a loss of skeletal muscle mass and quality,
a phenomenon called sarcopenia. When sarcopenia is associated with
obesity; the risk of morbidity and mortality increases. Associated co
morbidities result in functional decline and reduced quality of life [6].
Programs focusing on awareness and behavioral changes are prevalent
according to Memish et al [ 7]. Weight loss can be achieved. However,
maintaining weight loss is difficult, particularly if individuals revert
to a poor diet, reduced activity, and their emotional and psychological
issues are not addressed according to Memish et al [7].

Weight management per Weber, Schiffrin, and White (2014) can be
effective in reducing and eliminating hypertension and associated
debilitating co morbidities [8]. Dietary guidance to select fruits and
vegetables and to limit red meat results in weight loss and is successful
in reducing or eliminating hypertension. Reducing salt intake is
another lifestyle change that has a positive impact on reducing
or eliminating hypertension. Starting or improving an exercise
routine is important. Reducing or eliminating smoking and alcohol
consumption can protect against cardiovascular incidents. These
strategies are difficult to adopt according to Weber, Schiffrin and
White (2014), and individuals may need assistance with nutritional
services, behavioral modification, and a group initiative where they
can interact with others experiencing similar problems. Ethnicity is
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a consideration, particularly for African American individuals, as
they are often more susceptible to hypertension and should avoid
foods that are traditional, but may be counterproductive to weight
loss according to Kirby, Liang, Chen, and Wang [8].

Losing weight can be an overwhelming undertaking. The social
stigma associated with obesity leads to poor self-image and depression
and reduces the likelihood of participating in exercise programs and
other social events that would improve the overall psychological
wellbeing of an individual attempting to make lifestyle changes.
Embarking on a weight-loss program is often best accomplished with
professional guidance. There are two strategies for assisting obese
patients. The first strategy is to attempt to normalize weight through
a variety of behavioral and lifestyle changes. The second strategy
according to Tylka et al. (2014) assists the individual in accepting
their body [9]. This is accomplished by making positive changes
in diet, exercise regimen, and participation in social activities that
will reduce the reliance on food for comfort. The ultimate result is
an overall sense of wellbeing.

This study focused on the impetus for behavioral change. An
individual decides to take action based on several factors. These
factors include benefits related to the behavioral change, the potential
risk for developing a serious medical condition, and the obstacles
that prevent making that change. If an individual perceives a greater
risk to overall health, adherence to a proposed regimen of lifestyle
change is greater than if the individual thinks there is little cause
for concern [10].

Statement of the Problem

According to Landsberg et al. (2012), weight management programs
focus on behavior modification [11]. Techniques that are used in
these programs include establishing goals, tracking intake, making
changes in the environment, self- monitoring, and establishing
a support network. Increased exercise and diet modification are
routine weight-loss strategies. However, changing the amount
of food consumed, increasing physical activity, and coping with
the associated metabolic changes in the body can be difficult for
individuals attempting to lose weight. Appetite control and perceived
hunger or a desire to eat can frustrate individuals who attempt to
implement weight-loss behaviors [12]. Ongoing communication
with nutritionists and with others who are trying to lose weight can
assist in the process [11]. Individuals who attempt to lose weight may
encounter psychological, physical, financial, and other obstacles.
Weight-loss intervention may be successful per Warner et al. (2013)
if opportunities are provided to overcome obstacles and implement
long-term behavioral modifications [13]. Obesity and related co
morbidities are of great concern to the overall health of an individual.
Some of the co morbidities include hyperlipidemia, cardiovascular
disease, peripheral vascular disease, and diabetes. Hypertension is
a major co-morbidity of obesity. There are often no symptoms of
this disease. Without a medical examination, an individual may not
know they have hypertension, which can put them at risk for more
serious cardiovascular disorders, such as heart attack and stroke.
Obesity and hypertension are more prevalent in women, according
to Coventry, Fisher, Kenning, Bee, and Bower, as is a sedentary
lifestyle [14]. The next section will explore how change is often
very difficult for those wishing to control their weight.

Making changes to habits that were formed over a lifetime can be
viewed as insurmountable. Obesity has been studied. Hypertension

has been studied. Assessing strategies for various ethnic groups has
been studied. Studies have been conducted with an ethnically diverse
group of obese, hypertensive women that utilized the health belief
model (HBM) to determine perceptions, risks, benefits, and cues
to action for weight loss. This study evaluated the challenges faced
by obese women with hypertension. An assessment of why weight
loss cannot be achieved to reduce or eliminate hypertension using
concepts that include perceptions of risk, benefits, and obstacles to
action elucidates the gap in the literature. The analysis of secondary
data from the National Health and Nutrition Examination Survey
(NHANES) (Centers for Disease Control and Prevention [CDC],
2014) focused on a cross-section of obese, hypertensive women to
determine what cues to action would best assist these individuals
in embarking on a weight-loss program [14, 15].

Purpose of the Study

The purpose of this study was to assess the relationships between
perceived barriers to weight loss and adherence to weight-loss
behaviors in obese adult women with hypertension. Additionally,
the purpose of the study was to assess the relationship between
perceived threats to health and adherence to weight-loss behaviors
in obese adult women with hypertension. Understanding what types
of frustrations or perceived barriers individuals encounter enables
life coaches and weight-management strategists to develop ways to
assist individuals in achieving their weight-loss goals which can also
result in reducing the complications of diabetes [16]. Psychosocial
behaviors are habits that are difficult to change [17]. An individual
must be motivated to succeed in this effort, and assistance is
needed in overcoming the perceived barriers [3, 18, 19]. The health
concerns of obese women are pervasive and include both medical
and psychological aspects [20]. Heart disease is the primary cause
of death for women and is one of many health concerns experienced
by women [5].

However, many women do not realize the cardiovascular risks
associated with obesity and hypertension [21]. Convincing women
that preventing heart disease is an important consideration for their
overall health, wellness, and longevity is a difficult task. This too
requires a change in behavior and attitude, as well as understanding
the consequences of a poor diet and a sedentary lifestyle [22].
Determining what can be done to overcome perceived threats
to health and educating women about risk factors is important.
Identifying those perceived threats and addressing them could assist
caregivers and healthcare providers in developing tools to reduce
behaviors associated with increased risk of heart disease [23].
Furthermore, there is minimal research to date that has considered
this relationship using a weighted nationally representative dataset
that examined these behaviors in the U.S. population. Changing
behavior can be frustrating, particularly when perception, barriers,
and long-term adherence to change make the task more difficult.

HBM explains individuals’ adherence to health behavior. HBM
relates the perceived threat of health problems to changes (or the
lack thereof) in behaviors. HBM has been applied to a variety of
diseases and associated health behaviors [24]. HBM focuses on
perceived benefits of health behaviors and the perceived barriers to
implementing positive health behaviors. Self-efficacy is the belief
in the ability to reach goals. Cues to behavioral changes are what
thoughts or conditions result in action. These cues could be body
image or a physician’s advice. This would result in taking steps to
improve the overall health condition such as embarking on a weight-
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loss program or increasing physical activity [24]. The perspective
of HBM and weight-loss behaviors in obese adult women with
hypertension was utilized in this study [24, 25]. There was a focus on
the independent variables of perceived threats and perceived barriers
to successful weight loss. This included body image, overall health,
and psychosocial factors. Chest pain was also included as a perceived
threat, as obese women with hypertension are at greater risk for heart
disease and adverse cardiovascular events such as heart attack and
stroke [5]. Furthermore, HBM has demonstrated explanatory power
when applied to empirical data. Although research exists applying
HBM to individuals with hypertension, there are few studies that
have analyzed the relationship between perceived barriers, perceived
threat, and adherence to weight-loss behaviors [26].

Definition of Terms

Pertinent terms in this study include hypertension and obesity. HBM
has many associated terms such as perceived threat, perceived
benefit, barriers, self-efficacy, and cues to action [24].

Hypertension: According to Brook et al., hypertension occurs
when the pressure of the blood in the arteries is elevated [27].
Blood pressure is measured using the diastolic and systolic readings.
Systolic pressure, the upper reading of blood pressure, measures
the constriction of the left ventricle. Diastolic pressure, the lower
reading of blood pressure, measures the left ventricle when relaxed.
Hypertension is present when there is a consistent measurement of
140/90 or higher.

Obesity: Obesity is defined as being 20% above the ideal weight
and having a Body Mass Index (BMI) of 30 or greater [28].

Body Mass Index (BMI): Per Romero-Corral et al. (2008), BMI
is a weight-to-weight ratio, calculated by dividing one's weight in
kilograms by the square of one's height in meters, and is used as an
indicator of normal weight, obesity and an assessment of whether
an individual is underweight [29].

Health belief model (HBM): HBM assesses perceived threats,
perceived benefits, barriers, and self-efficacy in determining whether
an individual will be compliant with a program of proposed medical
treatment [24].

Perceived threat: A perceived threat is the belief that a serious
health condition may occur [24].

Perceived benefit: A perceived benefit is something that will
alleviate the threat of developing a serious medical condition [24].

Barriers: Barriers are obstacles that prevent taking a positive step
to avoid or minimize the effects of a serious health condition [24].
Self-efficacy: Self-efficacy is the belief that a goal can be achieved
[24].

Cues to action: Cues to action are things that motivate an individual
to take positive steps to improve their health [24].

Research Design

Secondary data were used in a quantitative methodology and a
cross-sectional design. The NHANES dataset (CDC, 2014), which
is representative of the U.S. population from 2009 to 2014, was
used for this study [30]. Several years of data from the NHANES
database were used to reach the 411 participants used in this study.

Results from 2009-2014 were used. The target population of this
study, derived from the NHANES dataset, was obese women over
the age of 18 who were told that they have high blood pressure by a
medical professional. All individuals under the age of 18 and without
a hypertension diagnosis were excluded from this study. All women
without a diagnosis of hypertension and women with BMI less than
30 were excluded from the study. Data were analyzed at the 95%
confidence level (o =.05) using SAS software (2013). Hierarchical
regression analysis was used to analyze the research questions.
Control variables were entered into each model. Independent
variables were then entered into the model, and the effects of the
independent variables were assessed for statistical significance.

A primary reason for using secondary de-identified data was the
protection of privacy for individuals who participated in the initial
research. The NHANES database offered a large number of subjects
over several years. The population in the research was representative
of individuals across the United States. The data warehousing,
according to W. Raghupathi and Raghupathi (2014), enabled easy
access to information [31]. The access to the data was inexpensive.
The secondary data provided an efficient research effort. Using a
recognized source of data reinforced outcomes that ultimately may
benefit clinicians in their weight-management program development
[32].

Assumptions and Limitations

Assumptions

There were several assumptions for this study. First, it was assumed
that there is a relationship between an individual’s perceived weight,
health conditions, and adherence to weight-loss behaviors. Second,
it was assumed that overcoming any barriers preventing weight loss
would enable adherence to a program of weight management. Third,
it was assumed that knowledge about a serious health condition and
its impact would motivate an individual to take action to reduce
those effects by implementing a weight-loss strategy. There were
many perspectives reinforcing these assumptions.

From an ontological perspective (the nature of reality or the view
of the world), individuals want to gain acceptance within their
peer group. The ontological assumptions respond to questions that
include “What is there that can be known?” and “What is the nature
of reality?” People have their thoughts and interpretations of their
experiences. The ontological assumption focuses on feelings and
inner thoughts [33]. One obstacle to assimilation is body image.
Obesity rates are increasing as sedentary lifestyles increase. There
are challenges related to nutrition, physical activity, weight, and BMI.
Individuals with a poor body image often demonstrate restrictive
eating habits that include skipping meals or concentrating on one
food type or eliminating certain foods [34].

From an axiological perspective (the role of values or the issue of
objectivity or subjectivity), the notion of what is right and good or
beautiful denotes whether or not an individual is accepted by their
peers. The measure of an individual’s happiness or satisfaction with
life or overall wellbeing is an important indicator in developing
relationships within the peer group [35]. A poor personal perception
can adversely impact interpersonal relationships.

Poor body image may adversely influence an individual’s sense
of well-being and can have far-reaching negative outcomes.
It is important to focus on personal strengths, learning coping
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mechanisms, or developing the ability to assess a circumstance
to determine how to make changes. Recognizing that immediate
gratification is not attainable is an important step to developing
the ability to set long-term goals. An individual can then identify
the steps necessary to realize those objectives. Self-worth can be
assessed objectively, but more often is a perception of the individual
based on reactions and experiences within their peer group at work,
in the community, or in the home. Positive reinforcement is necessary
to assist an individual in attaining weight-reduction goals, increasing
physical activity, and developing a healthy lifestyle that includes
improved nutrition [36].

The epistemological approach focuses on questioning, and the
ability to be creative about how to improve or change the current
circumstance. Research involves identifying a question and seeking
the answers to either prove or disprove a hypothesis. Testing, using
a multitude of methodologies stimulates the brain. In assessing what
is the optimal way to acquire knowledge, a relaxed environment is
far more conducive to learning and the acquisition of knowledge
Thana tense, anxiety-ridden one. Identifying the best time to acquire
new information for optimal retention is also important [37]. For
example, physical activity is far better left to the end of the day when
reaction time and eye-hand coordination are sharpest. Developing
the brain via diet and stimulation is important, but genetics is the
main determinant of intelligence and the ability to acquire and retain
and implement new knowledge [38].

From a methodological perspective, the researcher makes
assumptions. It is important to determine the best approach to conduct
the study. Identifying any cause and effect relationship assists in the
process. Objectivity is integral to finalizing an assessment. The data
analysis must be conducted, and analysis must be completed before
generalizations can be made. The results of the testing must be valid,
and the process must be able to be repeated by other researchers
[39]. These perspectives offer insight for conducting research, which
for the obese woman can be evaluated using a basic measure of the
body mass index (BMI).

Assessing food intake and the type of foods eaten by an individual,
along with the amount of physical activity, is a direct determinant
of whether an individual has a BMI that is appropriate for age
and body type. Further, BMI is a good indicator of whether an
individual has a positive image about their physical attributes,
barring any eating disorders such as bulimia or anorexia that might
cause an individual to have a negative body image [29]. A healthy
lifestyle that includes good nutrition and regular physical activity
can prevent many chronic disorders, such as hypertension, diabetes,
and hyperlipidemia, which are prevalent in the obese [12]. Obesity
and the associated co morbidities result in increased utilization
of healthcare services. Promoting a healthy lifestyle can thereby
reduce healthcare expenditures. Intervention at an early age, even
before adolescence, enables development of behaviors that become
lifelong habits [19].

Limitations

There were several limitations to this study. First, the study was
cross-sectional, so causality was not established. Second, the study
relied on the perceptions of the participants. Finally, all variables
impacting the outcome behaviors analyzed in this study were not
accounted for in the study design.

Are view of weight-loss behaviors such as food substitution for
foods with lower caloric content, reduction of fat intake, increased
exercise, skipping meals, and reduction or elimination of junk food
was conducted. The weight-loss behaviors were the dependent
variables in the current study.

Perceived benefits refer to an individual’s belief in the efficacy of a
recommended treatment. For example, an individual may believe that
age-appropriate colonoscopies can prevent mortality or morbidity
from colon cancer [24]. If an individual thinks they cannot achieve
a specific goal or objective, the likelihood of success is reduced.
Perceived barriers such as self-reported physical, psychological,
and emotional limitations were assessed. Perceived barriers also
include difficulty in preparing meals. The perceived barriers were
independent variables.

The perceived threat is a combination of the perceived susceptibility
and perceived severity. Perceived susceptibility refers to beliefs held
by an individual that if preventative action is taken, health disorders
and associated co morbidities can be avoided. For example, an
individual may believe that getting a flu vaccine will protect against
the flu. Perceived severity refers to beliefs held by an individual
that there is an adverse impact on health if healthy behaviors are
not adopted. For example, an individual with heart disease may
believe that a heart attack may occur if there is noncompliance
with recommended treatment for heart disease [24]. In the current
study, perceived threat was the perception of weight, general health
condition, and the presence of chest pain. These variables highlighted
an individual’s feelings, thoughts, and perceptions. The study used
the participants ‘perceptions as responses, and some participants
may have reported information that was thought to be expected.
However, self-reporting was easily implemented for large samples
such as the NHANES database.

Design Limitations

There was no access to the questionnaires or other documents
associated with the NHANES dataset. Several years of data from
2009-2014 were obtained from NHANES to reach the total of 411
used in this research. Only sections from the NHANES database
that were specific to this research were retrieved.

Delimitations

The focus of this research was obese, hypertensive women over
the age of 18. Any individual who was under 18 and was not
obese or suffering from hypertension were excluded. Women with
hypertension who did not suffer from obesity were not selected for
this study. Males were excluded from the study. Only a consideration
of barriers to weight loss was included in this study. The research
questions selected from the NHANES database were those that
focused on perceived barriers, threats, and cues to action related to
weight-loss initiatives. All of the questions available in the NHANES
study were not utilized. Only the questions specific to women with
obesity and hypertension were selected for this study.

Organization of the Remainder of the Study

A literature review was conducted to survey existing research
information about obesity and hypertension. Preventing
complications related to these co morbidities was highlighted, with
weight loss as the primary objective. The success and failure of
weight-loss strategies were delineated. Specifically, a review of
women and the impact of obesity on lifestyle and psychosocial
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disorders were conducted. Several related studies were noted,
including WISEWOMAN, as well as examinations of the Be Fit
Be Well program conducted by researchers such as Bennett et al.
and Ritzwoller, Glasgow, Sukhanova, Bennett, Warner, and Greaney
[18, 40-42]. Ethnic variations related to obesity and body image
offered insight into why cultural differences play a role in obesity.

The background and statement of the problem have been provided.
The purpose of the study and the research questions have been
highlighted based on obese hypertensive women and weight-loss
behaviors, along with barriers to weight loss. The definitions of terms
offered abettor understanding of various concepts. Next, the results
will be presented and discussed, with tables highlighting aspects
of the study. Detailed documentation of the methodology used in
this research will provide clarity about the focus of this research.
Research questions, hypothesis, and variables were provided. The
target population and sample of 411 subjects over the age of 18 was
documented. Data analysis, hypothesis testing, the validity of the
instrument, and ethical considerations were also included.

Next, the results were discussed with tables highlighting key
variables such as age, educational level, income, marital status,
and race. Lastly, a summary of the results with implications and
recommendations was provided. The limitations of the research
were reported. Implications for clinical practitioners who develop
weight loss strategies were given. Recommendations for future
research include the perception of weight status and body habitus.

Methodology

Purpose of the Study

The primary purpose of this study was to consider weight-loss
behaviors and barriers to weight loss in obese hypertensive women
using a dataset representative of the U.S. population. Minimal
information was found relating to the specific focus of this research,
which was to use the perspective of HBM and weight-loss behaviors
among obese women with hypertension. In this study, an attempt
was made to fill the gap in knowledge by examining weight-loss
behaviors in obese women with hypertension in relation to social
cognitive theory and stimulus-response theory, along with HBM as
a lens through which the research was conducted. The NHANES
dataset, a weighted dataset representative of the U.S. population,
was used. Specifically, the barriers to losing weight and what caused
an individual to decide to lose weight were the primary focus. The
NHANES dataset was publicly available, and no cost was associated
with downloading the information. Results from the NHANES
dataset from 2009-2014 were used in this study [30].

Research Questions and Hypotheses

Research Question R1- What is the relationship between individuals’
perception of weight, along with their health condition (perceived
threat) and adherence to weight-loss behaviors including: (a)
reduction in food intake, (b) food substitution for foods with lower
caloric content, (c) reduction of fat intake, (d) increased exercise, (¢)
skipping meals, and (f) reduction or elimination of the consumption
of junk food?

Null Hypothesis HO- There is no relationship between an individual’s
perception of weight along with their health condition and adherence
to weight-loss behaviors.

Alternate Hypothesis H1- There is a relationship between an
individuals’ perception of weight along with their health condition
and adherence to weight-loss behaviors.

Research Question R2- What is the relationship between experience
of pain or chest discomfort that limits exercise and reduces the
ability to participate in activities of daily living (perceived threat)
and adherence to weight-loss behaviors listed above?

Null Hypothesis HO- There is no relationship between the experience
of pain or chest discomfort that limits exercise and reduces the
ability to participate in activities of daily living and adherence to
weight-loss behaviors.

Alternate Hypothesis H1- There is a relationship between the
experience of pain or chest discomfort that limits exercise and
reduces the ability to participate in activities of daily living and
adherence to weight-loss behaviors.

Research Question R3- What is the relationship between physical,
psychological, and emotional limitations (perceived barriers) and
adherence to weight-loss behaviors listed above?

Null Hypothesis HO- There is no relationship between physical,
psychological, and emotional limitations and adherence to weight-
loss behaviors.

Alternate Hypothesis H1- There is a relationship between physical,
psychological, and emotional limitations and adherence to weight-
loss behaviors.

Research Question R4- What is the relationship between difficulty
walking (perceived barriers) and adherence to weight-loss behaviors
listed above?

Null Hypothesis HO- There is no relationship between difficulty
walking and adherence to weight-loss behaviors.

Alternate Hypothesis H1- There is a relationship between difficulty
walking and adherence to weight-loss behaviors.

Research Question RS- What is the relationship between difficulty
preparing meals and adherence to weight-loss behaviors listed above?

Null Hypothesis HO- There is no relationship between difficulty
preparing meals and adherence to weight-loss behaviors.

Alternate Hypothesis H1- There is a relationship between difficulty
preparing meals and adherence to weight-loss behaviors.

Research Design

For this study, secondary data analysis from the NHANES dataset,
which used a quantitative cross-sectional design, was assessed. The
NHANES data set is representative of the U.S. population [15].
This study was approved by the Capella University Institutional
Review Board (IRB). This study used secondary data, and there
was no contact with the participants. There was also no access to
participant demographic information other than general information
about race, ethnicity, income, and age.
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Study Variables

The dependent variables were:

« WHDOB80A Ate less to lose weight

*  WHDO080B Switched to foods with lower calories
«  WHDOS8O0C Ate less fat to lose weight
WHDO080D Exercised to lose weight

* WHDOS8OE Skipped meals

*  WHDOS8OF Ate less junk food or fast food

The independent variables were:

*  WHQO030 How do you consider your weight? (Perceived threat)

*  PFQO059 Physical, mental, emotional limitations (perceived
barriers)

*  PFQO061G Preparing meals difficulty (perceived barriers)

PFQO061 Walking for a quarter mile difficulty (perceived
barriers)

*  HSDO010 General health condition (perceived threat)

*  CDQOO01 SP ever had pain or discomfort in chest (perceived
threat)

The control variables were:
e Age

¢ Education

e Socioeconomic Status

*  Race/Ethnicity

e Marital Status

The analysis was performed using the following steps:

*  Step 1: Enter control variables: Age, Education, Socioeconomic
Status, Race, Ethnicity, and Marital Status.

»  Step 2: Enter first independent variable into the model WHQO030
How do you consider your weight? (Perceived severity)

*  Step 3: Remove WHQO030 How do you consider your weight?
(Perceived severity). Enter PFQO059 Physical, mental, emotional
limitations (perceived barriers).

*  Step 4: Remove PFQO059 Physical, mental, emotional limitations
(perceived barriers).

*  Enter PFQ061 Walking for a quarter mile difficulty (perceived
barriers).

*  Step 5: Remove PFQ061 Walking for a quarter mile difficulty
(perceived barriers).

*  Enter HSD010 General Health condition (perceived severity).

e Step 6: Remove HSD010 General Health condition (perceived
severity).

Construct: Health Behaviors

HBM construct health behaviors were referenced as weight-loss
behaviors, which included self-reported reduction in food intake,
food substitution for foods with lower caloric content, reduction
of fat intake, increased exercise, skipping meals, and reduction
or elimination of the consumption of junk food. The weight-loss
behaviors were the dependent variables in the current study. These
variables assessed what the participant did to lose weight (e.g.,
eating less, switching to foods with fewer calories, eating less fat,
exercising, skipping meals, and eating less junk food).

Construct: Perceived Barriers

Perceived benefits refer to an individual’s belief in the efficacy of
a recommended treatment or prevention measure. HBM perceived
barriers that included self-report physical, psychological, and
emotional limitations were reviewed. Perceived barriers also

included preparing meals with difficulty, experiencing difficulty in
walking for a quarter of a mile (approximately two to three blocks),
and experiencing any physical, mental or emotional limitations. The
perceived barriers were the independent variables.

Construct: Perceived Severity

Perceived severity refers to beliefs held by an individual that has
an adverse impact on health if health behaviors are not adopted.
In the current study, perceived severity was operational zed as
the perception of one’s weight, general health condition, and the
presence of chest pain.

Conducting a study of obese hypertensive women using HBM as a lens
through which to view the study was important, as obesity continues
to increase due to the sedentary lifestyle of many individuals. Obesity
leads to other chronic debilitating co morbidities such as diabetes,
hypercholesterolemia, and heart disease. This results in a decreased
quality of life. This can also lead to a reduced lifespan with multiple
medical interventions that increase the overall cost of healthcare.
Weight management through behavior modification has been a focus
of many programs.

Cues to action using HBM as a lens through which to conduct the
study were assessed. This was an assessment of adherence to health
behaviors. Hypotheses tested included the elements of perception
of weight, health condition, experiencing chest pain with activity,
physical and emotional limitations of initiating weight loss, inability
to walk short distances of one to two blocks, and difficulty preparing
meals. Based on the results of this study, the only circumstance that
resulted in a cue to action was the perception of weight.

Target Population and Sample

Population

The target population of this study was obese women over the age of
18 who were told that they had high blood pressure from a medical
professional. All individuals under the age of 18 and without a
hypertension diagnosis were excluded from this study. All women
without a diagnosis of hypertension, as well as women with BMI
less than 30, were also excluded from the study. Obese hypertensive
women are susceptible to cardiovascular disorders as well as kidney
disease. Type 2 diabetes is also prevalent in obese hypertensive
women, particularly around menopause per Demarco et al. [21].
Heart disease is the primary reason for mortality in women [43].
For individuals with hypertension, only 53% have their condition
appropriately controlled. Cardiovascular disease accounts for 31.9%
of all deaths, or one in every three deaths. The cost of caring for
those with cardiovascular disease is approximately $315 billion
according to Go et al [43].

Sample

The NHANES is a nationally representative multistage survey. The
NHANES does not use simple random sampling. Sampling takes
place in four steps. First, PSUs (primary sampling units), counties,
or in a few cases adjacent counties, were selected. During the second
stage of selection, segments, census blocks within the county, or
combinations of census blocks within the county were selected.
Then, households within each segment were randomly selected.
Finally, individuals from each household were selected to respond to
the survey. Individuals of adult age also received a medical exam. In
the 2011-2012 NHANES survey, 6,888 individuals were surveyed,
and 5,000 individuals received a medical examination [15].
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The sample size for the present research consisted of 411 obese
hypertensive women. This sample was derived from several
NHANES surveys that spanned 2009 through 2014 [15, 30].

Power Analysis

A power analysis revealed that at least 395 participants were
necessary. The power analysis was conducted using G*Power,
version 3.1. At least 395 participants were needed to achieve a
power of .80 with 95% confidence (o = .05) and small effect size
for hierarchical multiple regression analysis.

Procedures

Participant Selection

Based on the secondary data available in the NHANES database,
the participants included women over the age of 18 who were obese
and suffered from hypertension.

Protection of Participants

There was no identifying information available in the NHANES
database. All participants were voluntary. The study used secondary
data, which further protected the participants ‘identity as there was
no direct contact with participants.

Data Collection

The NHANES dataset was used to investigate all of the variables.
The NHANES dataset is a weighted dataset representative of the
U.S. population, accessed via the following link http://wwwn.cdc.
gov/Nchs/Nhanes/2011-2012/DIQ_G.htm. The dataset for 2011-
2012 was first published in September 2013. Several years of the
NHANES dataset was used which included survey results from
2009-2014 [15, 30]. This study used a quantitative cross sectional
design using secondary data. Each of the NHANES surveys was
downloaded. Only obese hypertensive women over the age of 18
were used for this research. Hypertension was defined as a blood
pressure of 140/90 or higher. Obesity was defined as a BMI>30. The
independent, dependent, and control variables were extracted from
the NHANES survey questions based on the focus on weight-loss
barriers and what action was taken to lose weight. Demographics,
including socioeconomic level and education level, were utilized
as control variables.

Data Analysis

Hypothesis testing: Data were analyzed at the 95% confidence
level (o =.05) using Statistical Analysis Software [44]. Hierarchical
regression analysis was used to analyze the research questions.
Control variables were entered into each model. Individual
independent variables were then entered into the model, and their
effects were assessed for statistical significance. Each independent
variable was analyzed separately using all control variables. This
was performed to assess the impact of each independent variable.

Instruments

The United States National Health and Nutrition Examination Survey
(NHANES) for 2009 2014was the instrument used for this study
[15, 30].

Validity

The results of the NHANES survey can be generalized to the
population across the nation. It is a multi-stage cross-sectional
survey. The NHANES is unique in that it is administered in two
phases, consisting of an interview and a physical examination. The

interview portion of the NHANES, administered at the individual’s
home, included demographic, socioeconomic, nutrition, and health-
related questions. The self-reported data can result in overestimates
as compared to measured data. Under-reporting of energy intake
is common and is typically greater for those with a higher BMI.
Many of the NHANES questionnaires are based on previously tested
questions from other surveys; therefore, recall bias and misreporting
is limited. The NHANES findings are the basis for national standards
such as measurements for height, weight, and blood pressure.

The examination component consists of medical, dental, and
psychological measurements administered by physicians, dentists,
and specially trained medical and health technicians in specially
designed mobile health examination centers. The NHANES survey
results were easily repeatable. The repeated survey results have
similar outcomes. Consistency was based on the oversampling
performed for African Americans, Asian Americans, and Hispanic
individuals, as well as for people over the age of 60. Due to the
complex nature of the objective survey, accurate estimates of both
diagnosed and undiagnosed conditions were made. It was the
combination of interviews as well as medical examinations and
diagnostic testing that enabled consistent, repeatable outcomes.
Cultural and language difficulties were encountered, but the
NHANES survey team was equipped with interpreters. Use of state-
of-the-art technology also ensures the reliability of the survey [15].

The research questions and the associated hypotheses and null
hypotheses are listed below. Perception of weight and what was done
to reduce weight was of primary interest. Additionally, determining
what would prevent someone from losing weight was included in this
study. The questions included physical, emotional, and psychosocial
inquiries.

Research Question Review

The NHANES database is comprised of an annual survey that
includes both a medical examination and a questionnaire. The
medical examination portion of the survey contained details about
height, weight, blood pressure, and BMI, all of which was pertinent
to this study. The questionnaire contained demographic information
such as age, education, socioeconomic status, all of which were used
as control variables in this study. Questions about general health
perception and perception about weight were used as independent
variables in this study. Further, the NHANES questionnaire queried
about steps an obese individual could take to lose weight. This
included exercising, eating less, and eliminating junk food. Specific
questions were posed about limitations that would prevent someone
from being successful in losing weight. Those included difficulty
walking, chest pain, and difficulty in preparing meals. Activities
of daily living that might be compromised because of physical,
mental, or emotional barriers were important to determine reasons
an individual was unsuccessful in attempts to lose weight. These
were used as independent variables in this study. The objective
in reviewing the NHANES database was to obtain questions that
could be used in a review of obese women with hypertension. The
hypotheses formulated were based on whether or not demographic,
physical, or emotional barriers were the cause of an inability to lose
weight. Overall perceptions and their impact on losing weight was
the primary focus. The key element was an individual’s perception
of their weight. Based on the results of this secondary review, it was
determined that an individual’s perception about their weight was
the driving factor in a decision to lose weight.
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Ethical Considerations

Participation in the NHANES data collection process was voluntary,
and no identifying information was recorded during the data
collection process. Data were analyzed without individual bias.
The data were properly handled, stored, and presented. The data
were kept in a password-protected, encrypted computer, which has
been in a locked office. Only the researcher has access to the stored
data. Upon completion of the study and after seven years, the data
will be destroyed using available software scrubbing techniques
that will clear all data from the computer hard drive.

The Belmont Report (1979) is the ethical basis for all research. The
basic ethical principles include respect for persons, beneficence, and
justice. Respect requires protection of all participants and particularly
those of diminished capacity, treating everyone as autonomous. No
harm should come to participants. Any benefits should be maximized.
Each participant is treated equally. Informed consent for the research
is integral. This study incorporated all concepts of the Belmont
Report [45]. The use of secondary data ensured that no access to the
participants occurred and all information was de-identified. Thus, all
participants were treated equally. The information provided by the
participants was incorporated into this study without modification.
No harm came to the participants, as there was no contact. The
original investigation by NCHS and CDC in 2013 and 2014 included
informed consent. The participants in the original investigation
were given the results of their medical testing, thus maximizing the
benefits of participation.

Summary

The results of the data analysis were expected to confirm the
hypothesis for each of the five research questions. It was anticipated
that the null hypothesis would be rejected for each of the five
questions. Several findings were expected. It was expected that
individuals with greater levels of perceived threats were more likely
to engage in the following: (a) reduction in food intake, (b) food
substitution for foods with lower caloric content, (c) reduction of fat
intake, (d) increased exercise, () skipping meals, and (f) reduction
or elimination of the consumption of junk food. Those individuals
who experienced chest pain or chest discomfort (perceived threat)
were more likely to adhere to weight-loss behaviors. Those who
experienced physical, psychological and emotional limitations
were less likely to adhere to weight-loss behaviors. Those who
experienced difficulty walking were less likely to adhere to weight-
loss behaviors. Those who experienced difficulty preparing meals
(perceived barriers) were less likely to adhere to weight-loss
behaviors.

Results

Background

The purpose of this study was to assess obese hypertensive women
and weight-loss behaviors along with barriers to weight loss focusing
on the stimulus-response theory and the social cognitive theory using
HBM as a lens through which to conduct the research. Using the
NHANES database enabled a review of data collected from obese
hypertensive women that were representative of the U.S. population
based on the selection criteria used by NHANES. HBM explains an
individual’s adherence to health behavior. The framework relates
the perceived threat of health problems, perceived benefits of health
behaviors perceived barriers to health behaviors, self-efficacy, and
cues to behavioral changes [25]. An attempt was made to fill this
gap in knowledge by examining the relationships between perceived

barriers to weight loss and adherence to weight-loss behaviors in
obese adult women with hypertension.

This study included a quantitative analysis of obese, hypertensive
women. The study employed secondary data from the NCHS
database. Initially, the plan was to use 2011-2012 survey results.
However, survey respondents in the 2011-2012 survey years did
not answer all questions on the survey. The questions posed for this
quantitative analysis represented only a select portion of the survey.
Participants did not answer many of the questions in the survey. In
the 2009-2010 survey, there were 161 participants that could be used
for this research. This necessitated adding additional survey years
to reach the saturation point of 395 individuals for this research.
By adding the 250 participants from 2011-2012 and 2013-2014
surveys, the final total participants used for the research was 411.
The Capella University Institutional Review Board was contacted
about the additional survey years and added that information to the
approved research plan.

The survey years included 2009-2010, 2011-2012 and 2013-2014.
The total number of participants across these three survey years was
411. The data for 2009-2010 and 2011-2012 survey were different
from the 2013-2014 survey, as the age of participants in 2013-2014
was categorized as younger than 20and older than 20 years of age.
The categorization for the earlier years was females less than 18
years of age and females greater than 18 years of age. The data were
analyzed using SAS [44]. The decision to use SAS instead of SPSS
was related to the ability of SAS to analyze huge amounts of data
and the ability to manipulate that data based on the variables utilized.

This chapter includes a description of the sample used to conduct
this study. The hypothesis utilized in this study was identified.
The results of the study are provided along with pertinent details
highlighted in several tables.

Description of the Sample

The data extracted from the U.S. Department of Health and Human
Services, Center for Disease Control (CDC), National Center for
Health Statistics (NCHS), database were publicly available. The
data included obese, hypertensive women over the age of 18. NCHS
survey years included 2009-2010, 2011-2012, and 2013-2014. The
number of participants analyzed across these survey years totaled
411.

The NHANES database observations consisted of 1,726 observations
read, 411 observations used, and 1,315 observations with missing
values. Cases that were missing data were excluded from this
research. The 411 participants in this survey answered all questions
related to this research. As seen in Table 1, the age range in the 411
observations was from age 41 to age 80.

Table 1: Age in Years at Screening

Age Frequency Percent
41 to 50 6 1.46
51 to 60 35 8.51
61 to 70 225 54.75
71 to 80 145 35.28
Total 411 100
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The education level ranged from less than 9th grade with 44
observations to a college graduate with 72 observations indicated
in Table 2.

Table 2: Person's Education Level

Education Level Frequency Percent
< 9th grade 44 10.71
9-11th grade 73 17.76
High school graduate/GED 99 24.09
Some college or AA 123 29.93
College graduate or above 72 17.52
Total 411 100

As seen in Table 3, the income level ranged from 0-$4,999 to
$100,000 and above. There were four observations in the lowest
income level and 45 observations at the highest income level. The
most frequently occurring observation about income level was in
the $25,000 to $34,999 range with 54 observations as delineated
in Table 3.

Table 3: Annual Household Income

Annual Household Income Frequency Percent
0-$4,999 4 0.97
5,000-9,999 15 3.65
10,000 -14,999 47 11.44
15,000-19,999 22 5.35
20,000-24,999 34 8.27
25,000-34,999 54 13.14
35,000-44,999 45 10.95
45,000-54,999 33 8.03
55,000-64,999 15 3.65
65,000-74,999 24 5.84
20,000 and over 14 341
under 20,000 4 0.97
75,000-99,999 38 9.25
100,000 and over 45 10.95
Refused 13 3.16
Don’t know 4 0.97
Total 411 100

Ethnicity was inclusive of Mexican American, Hispanic, non-
Hispanic White, non-Hispanic Black and non-Hispanic Asian.
Most of the participants were non-Hispanic White with a total
of 183 observations, and non-Hispanic Black with a total of 135
observations as listed in Table 4.

Table 4: Race

Race/Hispanic Origin Frequency Percent
Mexican American 39 9.49
Other Hispanic 43 10.46
Non-Hispanic White 183 44.53

Non-Hispanic Black 135 32.85
Non-Hispanic Asian 11 2.68
Total 411 100

Marital status in Table 5 included a comprehensive listing of 196
participant observations of married individuals and 114 observations
of widowed individuals. Only 23 observations indicated never
married.

Table 5: Marital Status

Marital Status Frequency Percent
Married 196 47.69
Widowed 114 27.74
Divorced 61 14.84
Separated 13 3.16
Never married 23 5.6
Living with partner 3 0.73
Refused 1 0.24
Total 411 100

Data were analyzed at the 95% confidence level (o.=.05) using SAS.
Hierarchical regression analysis was used to analyze the research
questions. Control variables were entered into each model. Then,
independent variables were entered into the model, and their effects
were assessed for statistical significance.

Hypothesis Testing

All variables were entered into SAS. Data were analyzed at the
95% confidence level (o = .05). Hierarchical regression analysis
was used to analyze the data with respect to the research questions.
One hierarchical multiple regressions were performed for each
dependent variable. Each model had one dependent variable. The
control variables and independent variables were entered into each
model in blocks. Each block was assessed for statistical significance
to answer the research questions [46].

Table 6 shows the analysis of variance used for Model 2 where
weight perception was added to the first model. The first model
only included the control variables. The second model added
weight perception, WHQO030, to the control variables. Based on
this outcome, the null hypothesis was rejected as weight perception
does impact a cue to action, which was a decision to lose weight.

Table 6: Analysis of Variance

Source df Sum of Squares | Mean Square
Model 2 79.89086 7.26281
Error 399 733.51060 1.83837
Corrected Total 410 813.40146

Root MSE 1.35587 R2 0.0982
Dependent Mean 1.16058 Adj R2 0.0734
Coeff Var 16.82618

None of the other hypotheses were statistically significant. The
following hypotheses were rejected based on this study:
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Hypothesis 2 that assessed individuals experiencing pain and
experiencing chest discomfort was rejected, as participants were
not motivated to lose weight. Although individuals experienced
physical and psychological limitations (Hypothesis 3), that did not
spur a cue to action to begin a weight-loss program. Hypothesis 4,
assessing difficulty walking, did not impact the decisions to lose
weight. Hypothesis 5, difficulty preparing meals, did not impact
the decision to lose weight. The remaining null hypotheses were
accepted. The hierarchical multiple regressions revealed that how
an individual considered their weight was statistically significant,
with a p <.0001. The significance threshold was set at .05. The
variance inflation factor was 1.04. An independent samples t-test

was conducted for the independent variables. It was determined
that there was a significant difference in the scores with a t-value
equal to 1.96 for “how do you consider your weight.” The analysis
of variance showed that perception of weight was a cue to action to
lose weight based on the F-value F (2,399) =26.62, p <.001. This
result indicates that how an individual considers their weight may
be the impetus to take action and begin a weight-loss program. All
other independent values were less than that t value, as shown in
Table 7. None of the other independent variables were statistically
significant. Table 7 shows the parameter estimates with all the
independent variables and the control variables.

Table 7: Parameter Estimates

Variable df B SE t pl VIF 95% Confidence Limits
Intercept 1 3.45 1.17 2.93 .003 0 0 1.13 5.76
Age in years at screening 1 -0.03 0.009 -3.48 .0006 -0.17 1.09 -0.05 -0.01
HH ref person's education level 1 0.14 0.05 241 .01 0.12 1.16 0.02 0.25
Annual household income 1 0.004 0.004 1.12 .26 0.05 1.04 -0.003 0.01
Race/Hispanic origin w/ NH Asian 1 0.10 0.06 153 o112 0.07 1.08 -0.02 0.23
Marital status 1 -0.007 0.01 -0.40 .68 -0.01 1.01 -0.04 0.02
How do you consider your weight 1 -0.16 0.08 -1.96 .05 -0.09 1.04 -0.32 0.0007
Physical, mental, emotional limitations 1 -0.18 0.15 -1.18 23 -0.05 1.06 -0.50 0.12
Preparing meals difficulty 1 0.09 0.57 0.16 .87 0.007 1.06 -1.04 1.22
Walking for a quarter mile difficulty 1 -0.12 0.08 -1.57 11 -0.07 1.10 -0.28 0.03
General health condition 1 0.04 0.08 0.53 .59 0.02 1.16 -0.12 0.21
SP ever had pain or discomfort in chest 1 -0.14 0.17 -0.86 .39 -0.04 1.08 -0.49 0.19

Summary

How do you consider your weight (Question] WHQ 030) was
statistically significant with a p-value <.001. When women have
a poor perception of themselves because of their weight, they will
plan to take measures to reduce their weight as demonstrated in this
study. This is accomplished via exercise, improved nutrition, and
updating hair, make-up, and clothes. As they reduce weight, people
begin to notice, and the positive reinforcement offers an opportunity
to remain on the path to more confidence and an enhanced sense of
self. This often results in making other lifestyle changes that include
education, career path, and family and social interactions.

There were some factors that did not impact the decision to lose
weight among the 411 participants in this study. Pain and the
experience of chest discomfort did not impact decisions to lose
weight. Additionally, factors such as physical, psychological, and
emotional limitations did not influence the participants’ decisions
to lose weight. Having mobility difficulties or having difficulty
preparing meals also did not impact the decision to lose weight.
These findings are consistent with some literature found regarding
the decision to lose weight [11]. For instance, techniques that
are used in these programs include establishing goals, tracking
intake, making changes in the environment, self- monitoring, and
establishing a support network per Landsberg et al [11]. These are
actions that an individual would take once a decision to lose weight
is made. These techniques, without the cue to action, did not have
positive results. Appetite control and perceived hunger or a desire
to eat can frustrate individuals who attempt to implement weight-
loss behaviors [12]. This is true for any individual embarking on a

weight-loss program. Weight-loss intervention may be successful
if opportunities are provided to overcome obstacles and implement
long-term behavioral modifications according to Warner et al [13].
Unlike the Be Fit Be Well study highlighted by Warner et al. (2013),
the present study found that only the perception of weight was the
motivating factor. This study focused on the relationship between
perceived threats to one’s health and adherence to weight-loss
behaviors in obese adult women with hypertension per Coventry
et al [14]. Results of this study were dissimilar to those of Coventry
et al [14]. Both Daddario (2007) and Rosenstock (1966) found that
the use of HBM was successful in adherence to health behavior.
This study confirmed that there is a relationship to weight perception
and a cue to action in deciding to lose weight. The WISEWOMAN
study found that 1 in 3 women did not perceive themselves to be
at risk per Vaid et al.

The decision to lose weight may be highly individualized and
traditional ways of thinking about weight loss may need more
examination. However, the substantive finding was that the decision
to lose weight was related to the cue to action of weight perception
(WHQO030, how do you consider your weight). The first hypothesis
was supported, which means there is a statistically significant
relationship between perception of weight and a decision to lose
weight. This may give the medical community another tool to use in
the effort to promote weight loss. Hypothesis 2 was not supported,
which indicates that there was no significant relationship between
chest pain and a decision to lose weight. Hypothesis 3 was not
supported, showing that physical, psychological, and emotional
factors did not impact decisions to lose weight. Hypothesis 4 was
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not supported, which means that there was no statistically significant
relationship between difficulty walking and a decision to lose weight.
Hypothesis 5 was not supported, which offers evidence that there
is no statistically significant relationship between difficulty in
preparing meals and a decision to lose weight. Further discussion
of the findings of this study is presented in Chapter 5.

Discussion, Implications, Recommendations

Summary of the Results

The focus of this study was on obese women with hypertension
and adherence to health behaviors using data from the NHANES
database. Many factors were considered that included experiencing
pain when engaging in the activity, difficulty walking a few blocks,
difficulty preparing meals, and other physical and emotional barriers
to losing weight.

There are many studies related to weight-loss strategies, which
focus on restricting dietary intake and increased exercise to promote
a healthy lifestyle. Long-term weight loss is a great obstacle for
anyone participating in a weight-loss program. It was determined
that the cue to action influenced perceptions of the ability to lose
weight and to maintain the weight loss long term.

The only statistically significant outcome of this study was in relation
to the first question: WHQO030: How do you consider your weight?
Based on a p-value 0f.0000002769, how an individual perceives
their weight is the determinant of decisions to lose weight. The null
hypothesis was rejected for Research Question 1.

Additional hypotheses were studied, and the null hypotheses were
confirmed for Research Questions 2-5, given the lack of statistical
significance. There was no relationship between the experience
of chest pain and adherence to weight-loss behaviors. There was
no relationship between physical, psychological, and emotional
limitations and adherence to weight loss behaviors. There was no
relationship between difficulty walking and adherence to weight-loss
behaviors. There was no relationship between difficulty in preparing
meals and adherence to weight-loss behaviors.

Discussion of the Results

The demographic characteristics of the study participants did not
impact the outcome. Those who were older, with more education, and
financially secure would make the same decisions, based on how each
individual perceived their weight, as those who were younger, less
educated, and who had less access to financial resources. Individuals
over the age of 40 provided answers to the questions pertinent to the
research. Incomplete questionnaires were excluded from the total
411 participants. It should be noted that the non-responses may
have been due to question fatigue. If the individual perceived their
weight negatively, decisions would follow to undertake weight-loss
strategies. If an individual did not perceive their weight negatively,
no action would be taken to lose weight.

Perception of weight status impacts decisions to lose weight and to
maintain a diet that will enable long-term weight loss. If an individual
is satisfied with their body image, they are less likely to undertake
weight-loss strategies. Positive body image is not impacted by
what the medical community has indicated as the norm for height
and weight. Physical, psychological, and social influences do not
result in decisions to diet and lose weight. Medical conditions that
compromise health are not sufficient grounds for changing dietary

habits when an individual is satisfied with their body.

In contrast, if an individual is dissatisfied with their weight, they
will undertake efforts to lose weight. If an individual is dissatisfied
with their weight, and their weight is impacting their health and
activities of daily living, they will comply with medical directives to
improve diet to lose weight. Poor body image adversely impacts an
individual’s ability to participate in educational and work activities.
Establishing coping mechanisms is integral to begin the process of
setting long-term weight reduction goals per Corda et al [34].

The outcome of this research reinforces the importance of body image
as a determining factor in taking steps to lose weight. Similarly,
immediate gratification is not realistic in a weight-loss strategy.
Positive reinforcement of small victories must be a continual source
of encouragement for those struggling to lose weight according to
Li-Wei et al [36].

Despite taking a cue to action to lose weight based on perception of
weight, many factors such as appetite control, perceived hunger, and
increasing activity to promote weight loss frustrate an individual.
The perception of weight and the cue to action is just the start of
the journey to weight loss.

Attempting this process alone without trained support and the support
of those who are facing the same struggle can result in failure [12].
Maintenance of weight loss over time requires long-term lifestyle
changes per Wadden et al [47].

In contrast to studies that support the outcome of this research, there
are other studies that do not address the concept of perception of
weight in their programs. The WISEWOMAN study addressed the
risk of heart disease and the fact that | in 3 women did not recognize
the risk despite suffering from obesity and hypertension according
to Vaid et al [18]. The WISEWOMAN study did not address
weight perception as a factor in beginning to address obesity and
its associated co morbidities. The Bet Fit Be Well program addressed
financial, personal, professional, and other obstacles to participating
in a weight-loss program per Warner et al [13]. This program did
not address weight perception as an obstacle to weight-loss success.
Bariatric surgery is an extreme measure for weight loss. Individuals
who have bariatric surgery may continue to engage in poor eating
behaviors post-surgery. One example is picking and nibbling, which
is counter to long-term maintenance of weight loss per Concepcion et
al [48]. Along with behavior modification, addressing the perception
of weight is an important factor to consider when counseling
bariatric surgery candidates. Emotional stress that includes family
relationships, a sense of insecurity, and lack of self-worth contributes
to obesity [49]. Reductions in energy expenditure continue as more
sedentary employment expands and home management activities
are less than in previous decades. Exercise and housework is a small
portion of overall energy expenditure according to Lavie et al [50].

Conclusions Based on the Results

The weight-loss industry is a billion-dollar initiative that promotes a
reduction in calories for weight loss. Although an individual may elect
to embark on one of the many diet plans available, they will only be
successful if they are dissatisfied with their current weight, according
to the results of this research. To address obesity, psychological
intervention may be needed to overcome the misperception that
individuals have about their weight status. It is important to help
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individuals set goals and perform self-monitoring. Clinicians must
provide coaching and reinforcement for attaining goals. Face-to-face
interactions and web-based telemedicine approaches can have similar
outcomes per Appel et al [51]. There is no strong evidence to support
the use of meal replacement over a low-calorie diet. However,
radical diets that are very restrictive are usually unsuccessful over
the long term. Emotions, whether positive or negative, can result in
overeating. Family responsibilities and social life can create barriers
to weight loss [52]. Problem-solving skills can be effective; this
may include learning to state the problem, identifying solutions,
setting goals, determining what does or does not work, and changing
direction as needed. Developing and enhancing problem- solving
skills helps individuals cope with the hurdles associated with
behavioral change per Venditti et al [19].

Encouraging exercising can increase appetite. Individuals who
exercise may compensate by eating more, and they may require more
rest due to fatigue. As a result, they may not meet their weight-loss
goals. Incorrect assessment of the caloric intake is also problematic.
Selection of poor foods can also result in minimal weight loss.
Metabolic responses that are evolutionary to protect the body from
starvation may also prevent sustainable weight loss according to
King et al [53].

Several assumptions were made for this study. First, it was assumed
that there was a relationship between an individual’s perceived weight,
their health conditions, and adherence to weight-loss behaviors. The
outcome of this research indicated that only perception of weight
status was a cue to action to lose weight, despite co morbidities
impacting overall health. Second, it was assumed that overcoming
barriers preventing weight loss would enable adherence to a program
of weight management. Regardless of socioeconomic barriers, it is
only the perception of weight status that drives decisions for weight
loss. Third, it was assumed that knowledge about a serious health
condition and its impact would motivate individuals to implementa
weight-loss strategy. The research results indicate that a serious
health condition is not a motivating factor in decisions to lose weight.

Limitations

There were several limitations related to this research. Cues to
action for weight loss among men were not assessed. Additionally,
childhood obesity is a growing national concern, and this study did
not include children. This research used secondary data. Primary
research may elucidate more information about what drives
misperceptions of weight loss and why the overall perception of
weight is significant in decision making for implementing weight-
loss strategies.

The study was cross-sectional, so causality could not be established.
It was impossible to create a survey specifically designed for this
study as secondary data were used. The self-report nature of the
instrument used in this study may have limited the accuracy of the
findings. Finally, all variables impacting the outcome behaviors
analyzed in this study may not be accounted for in the study design.

Implications for Practice

The medical community can utilize the outcome of this research
by focusing on a patient’s perception of their weight status. If
misperceptions exist, the medical community can utilize strategies to
enable their patients to better align with height-and-weight categories
that promote health. This process would require the assistance of a

psychologist or psychiatrist.

Recommendations for Further Research

A primary research plan should be developed that addresses the
perception of weight status and body habitus. This could be initiated
within the community or within a health system. A psychologist or
a psychiatrist should be consulted when designing survey questions
and interpreting research findings to determine a course of action to
modify misperceptions of weight status and body image.

Developing strategies involving community leaders to assist in
encouraging individuals embarking on a weight-loss program and
to offer support during periods of struggle may enhance success for
those contemplating weight loss and in weight-loss management.

Developing a public policy that will provide areas dedicated to
exercise such as parks for walking and bike paths will enable the
community to participate in physical activity with little or no direct
cost. This will possibly reduce sedentary activities.

Research that includes children and men will broaden the scope of
strategies available for weight loss and weight-loss maintenance.
Programs that assist parents in ensuring their children have adequate
exercise and eat nutritiously balanced meals, avoiding fast food and
sugary drinks, will promote healthy lifestyle decisions that children
can embrace and continue through adulthood.

Ongoing use of the NHANES database to conduct research using a
more current dataset may reveal new trends in the causes of obesity,
the obstacles associated with weight loss, and the cues to action.

Research that includes the entire family—parents, children and even
the extended family—may offer insight into the causes of obesity
and hypertension and assist in the development of strategies to
overcome and prevent these disorders.

Recommendations Based on Results

Genetics contributes to the risk for obesity. Family characteristics
such as parenting style, socioeconomic level, poor diet, and overall
environment can increase the risk of obesity. However, an absolute
restriction of junk food can result in an interest in eating unhealthy
food and result in obesity. Government and social interventions
promoting healthy behavior should be considered. The selection
of food is often associated with price. Making affordable healthy
choices available may promote better food choices. Investing in
recreational facilities that promote physical activity can offer options
for exercise outside of a gym membership. Fast food is an easy
option for busy families but has little nutritional value. Sugary
drinks should be avoided, and reduced juice consumption in favor
of a piece of fruit is preferable. Portion size is also problematic.
Servings in most restaurants are larger than would be provided at
home. Planning meals at home will assist in the battle against obesity.
Healthy habits to prevent obesity should be started in childhood so
that better choices are made in adulthood per Wadden et al [47].

Recommendations Based on Delimitations

Pregnancy is often the cause of obesity due to an excessive amount
of weight gain during pregnancy. Optimizing the amount of weight
gain during pregnancy can be beneficial to both the mother and
the child [54]. Reviewing nutritional information on packages in
the grocery store and understanding the caloric content of items
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purchased in restaurants will assist in building awareness about
energy intake. Promoting regular exercise that includes walking
rather than the use of a car or public transportation will assist in
increasing energy expenditure. Ongoing education in the doctor’s
office, along with encouraging women to undertake a weight-loss
program and offering ongoing assistance with the many struggles that
can ensue, will assist women in taking positive steps for themselves
and their families according to Ogden et al [55]. Weight loss and
management of obesity can result in an improved quality of life.
However, women can have an unrealistic expectation about weight
loss from both dieting and surgical alternatives [56]. Incorporating
45 to 60 minutes of exercise per day can assist in preventing weight
gain [57]. Spending less time watching television and using the
computer can increase overall physical activity levels according to
Barradas et al [58-146].

Conclusion

The cue to action identified in this study is the perception of weight
status. Education can be initiated in the schools to help young
children understand the importance of maintaining a healthy
weight. Assisting students in making better food choices along with
encouraging regular exercise will enable them to maintain a healthy
weight and avoid obesity and the chronic co morbidities associated
with obesity. Furthermore, implementing community educational
programs that provide education to families about preventing obesity
will reinforce what students are learning at school.
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