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This study assessed the efficacy of a comprehensive behavioral health program
designed 1o promote self-initiated change in overweight healthy middle-aged
adults (M = 49 years). Three treatment groupss (total n = 25) differing in
type of social support provided (i.e., group plus professional versus group plus
peer versus group only) received 13 treatment sessions and 6 maintenance ses-
sions scheduled over a full year. A self-directed change intervention taught sev-
eral cognitive-behavioral techniques as they applied to exercise adherence,
weight reduction/maintenance, and stress management. Combined treatment
groups (n = 25) improved significantly more than an assessment only control
group (n = 9) in weight, percentage body fat, cardiovascular fitness, exercise
adherence, health-risk appraisal, chronic tension (MBHI, scale A ) and systolic
and diastolic blood pressure at both post-treatment and 6-month Jollow-up
assessments. Self-motivation, group treatnent attendance, and health-risk ap-
praisal significantly related (r's = .30-.56) to several posttreatment and fol-
low-up measures of behavioral health change. No significant differences were
found among the three treatment groups on any of the outcome measures.
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INTRODUCTION

A consistent problem observed with behavioral health.interventions
is the low adherence or maintenance rates that occur following treafmept
(e.g., Foreyt et al, 1982; Oldridge, 1984). Relapse or the failur‘e to maintain
exercise and weight management behaviors developed dn:xrmg treatment
periods may be impacted by psychosocial factors such as madeqpate mo-
tivation or commitment, negative emotjonal states, vulnerable coping s.t)fles,
and Jack of social support (Brownell er al, 1986). While cognitive-
behavioral interventions appear to be useful in effecting short-.term change,
low postireatment adherence levels for both exercise a'nd weight manage-
ment interventions invite the exploration of intervention methods .whlch
focus on self-control or self-directed change strategies associated thh' re-
lapse resistance and long-term maintenance of behavioral health practices.

Self-Directed Change

Matarazzo’s (1980, 1982, 1984) paradigm of beha'vioFa.l health calls
for interdisciplinary interventions designed to promote ln.dl.\/ldual respon-
sibility and personal initiative in developing and maintaining be_havxoral
health practices that decrease morbidity and premature ‘m.ortahty. The
process of self-directed change promotes this ideal by tranp{ng .and edu-
cating clients in the process and application of self-modification (e.g.,
Farquhar, 1979; Kendall and Shapiro, 1984; Watson and Tharp, '1981).
This treatment approach focuses on facilitating personal commitment
(Sensenig and Cialdini, 1984) and self-efficacy (Strec.he.r et al., 1986) and,
therefore, makes no specific behavioral health prescriptions (cf. Me?lchen~
baum, 1985, Chap. 2). In contrast to prescriptive programs, §elf—d|rected
change recommends general behavioral health objectives, revxews.several
applications of cognitive-behavioral techniques, and encourages Fhents to
explore techniques which seem relevant to them based on their behav-
ioral health assessments. Personal commitment to the process of self-cc?n-
tracting, reappraisal, and maintenance of personally chosen and eff.ectlve
behavioral health life-styles is emphasized (Farquhar, 1979; Sens.enlg and
Cialdini, 1984). This process involves clients’ learning bow to'thmk, hpw
to solve problems, and how to make decisions regarding their own life-
style and behavioral health practices (Thoresen and Eagleston, 1985,
p- 70). o .

The efficacy of a competently administered s'elf.-dnrect?d chaqge tre.at-
ment program may be determined by several mediating ‘vanables, mclu'dlng
self-motivation and social support. A consistent predictor of behavioral
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health change and adherence js self-motivation—conceptualized as a be-
havioural tendency to persevere independent of situational reinforcements
(Dishman et al, 1980). While self-motivation is a good indicator of short-
term adherence (Dishman, 1982), some findings suggest that people very
compliant at the onset of treatment may have difficulty dealing with lapses
when they occur and, thus, tend to relapse more than those who struggled
with adherence early in the treatment process (Wadden et al, 1983). Re-
lapse prevention training needs to start early in treatment, with the aim of
teaching clients to use problem-solving, cognitive restructuring, and active
coping strategies which transform lapses and psychological resistance into
opportunities for personal reappraisal, commitment, and growth (cf.
Brownell et al, 1986). Self-motivation is strengthened when behaviors and
social commitments are experienced as originating internally (Sensenig and
Cialdini, 1984).

Social support, defined as the interpersonal exchange of emotional
concern, instrumental aid, information, and interpersonal appraisal (House,
1984), can be perceived as coming from a variety of sources (family, friends,
co-workers, and health-care professionals) and is a good predictor of be-
havioral health change and maintenance. Social support promotes exercise
adherence (e.g., Godin et al, 1987) and weight control (e.g., Perri et al,
1986, 1987, 1988; Wilson, 1984), and in certain situations, social support
buffers the biopsychological strain associated with stressful life events (Gen-
try and Kobasa, 1984).

One source of social support is the therapeutic behavioral health
group (e.g., Eaker ef al, 1982; Perri e al, 1988). Yalom (1975) shows
that the effect of supportive group therapy increases with duration. He
found that clients attending fewer than 12 sessions reported little if any
long-term personality or life-style changes, but 85% of those attending
50 meetings reported making significant improvement and/or change.
Both Foreyt et al. (1982) and Brownell et al, (1986) recommend the use
of social support to increase posttreatment maintenance, and the former
suggest that behavioral treatments be extended beyond the typical dura-
tion of 8-12 weeks to effect long-term maintenance. Extended behavioral
health treatments, however, need to allow for interpersonal exchange if
quality social support is to develop in these treatment settings (Yalom,
1975).

The present study was conducted to explore the efficacy of a com-
prehensive wellness program that employs self-directed change (SDC)
strategies to facilitate the behavioral health practice of exercise adherence,
prudent nutrition, weight control, human relations, stress management, and
values clarification and development skills. The strategies of SDC were de-
signed to impact self-referent thought regarding behavioral health skills
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(Sensenig and Cialdini, 1984). It was predicted that behavioral health out-
come or dependent measures of weight, percentage body fat, cardiovascular
fitness, exercise adherence, chronic tension, health risk, anxiety, and sys-
tolic/diastolic blood pressures would improve gradually over time for the
treatment group receiving the self-directed change intervention. It was hy-
pothesized that the psychosocial mediating variables of self-motivation, life
events, social support, and coping style would correlate with behavioral
health change measures.

This study was also conducted to evaluate the interaction among three
levels of professional and/or peer support (i.€., group plus professional sup-
port vs. group plus peer support vs. group only) with a general group
administered self-directed change treatment over time. It was hypothesized
that these two problem-solving support interventions (i.e., professional or
peer support) would augment the impact of the standard group treatment.
It was therefore predicted that the group receiving the standard group
treatment plus professional support and the group receiving the standard
group treatment plus peer support would do significantly better than the
group receiving only the standard group treatment, on the behavioral health
outcome or dependent measures already mentioned.

METHOD
Clients

Forty-eight YMCA members were recruited through posted publicity
at a family YMCA facility. Interested members (n = 36) chose one of three
nights of the week they preferred to meet and paid a $50 nonrefundable
deposit which would be applied to their $195 fee for the year-long treat-
ment program. An assessment-only control group (n = 12) was recruited
from YMCA members who were interested in losing weight and willing to
participate in a year-long study involving four assessments. A medical re-
lease and consent form were signed by each client and his or her physician.
A space for comments was made available for the physician to list any
limitations or recommendations to the therapist concerning the client’s par-
ticipation in an exercise and weight loss wellness program.

Therapists

The three treatment groups and all assessments were conducted by
the senior author, who was a graduate student in clinical psychology and

———
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a YMCA director. Another therapist, who was also a YMCA director, as-
sisted in individual problem-solving/professional support sessions employed
in one of the treatment conditions. Both therapists were trained as Y's way
to weight and stress management instructors (Cotterman, 1985b; Tubesing
and Tubesing, 1985) and employed self-modification (Watson and Tharp,

1981), self-directed change (Farquhar, 1979), and Y’s way to physical fitness
strategies (Golding et al, 1982).

Experimental Design

By selecting specific group meeting nights, clients distributed them-
selves into the three treatment groups which were randomly assigned to
the three meeting nights. Three treatment conditions were employed to
evaluate the interaction between problem-solving support and the general
group treatment on behavioral health change measures over time.

Treatment Conditions

Treatment Group I. This group (initial n = 11) met on Monday
nights and received, as did groups 2 and 3, the general SDC group inter-
vention (i.e., group only), which included several bibliographic maten.als
(Cotterman, 1985a; Farquhar, 1979; Tubesing, 1981). Detailed session
notes were given to the clients during group meetings. The first four ses-
sions focused on exercise adherence and related relapse prevention skills.
Sessions 5-8 focused on nutritional and weight management skills, and
sessions 9-13 dealt with stress management skills. Group settings f.o\-
lowed the format of the session notes and allowed for group discussion
and interaction. All groups met weekly for the first month (three
sessions) and twice a month for the remaining 5 months of treatment.
SDC sessions employed structured exercises, minilectures, questionnaires,
case studies, and personal examples from clients as techniques to tegch
cognitive-behavioral skills associated with self-directed change (Tubesing
and Tubesing, 1983-1986). All sessions ended with clients developing of
revising their individual behavioral health self-contracts. The general
SDC group treatment also included six posttreatment maintenance sup-
port group sessions which met the first week of each month (months 7-
12) and followed a format similar to that of the treatment groups but
focused on topics relating to relapse prevention and maintenance of be-
havioral health practices—values clarification/ integration, social support,
problem-solving, and appraisal and maintenance of self-directed behav-
joral health seif-contracts. The general SDC treatment involved a total
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of 19 group sessions (13 treatment, 6 posttreatment) scheduled over a
Il year. .
v yTreatment Group 2. This group (initial n = 11) met on Tuesday r}lght
and received the general SDC group intervention pI}js ﬁye planned indi-
vidual sessions with a randomly assigned therapist (i.e.; group p.lus
professional support). Clients were encouraged to make monthly appoint-
ments with their therapist during the last 5 months of treatm'ent (months
2-6). These 30- to 40-min sessions were standardized by a deta}lcd protocol
(following D’Zurilla and Goldfried, 1971) anq focuse:d on so!vmg problems
experienced by individuals when implementing their §elf-d|re(?tf:d behav-
ioral health change contracts. These sessions ended with a revision of the
ients’ behavioral health self-contracts. .
e Treatment Group 3. This group (initial n = 14) met on Thursday (ugh}
and received the general SDC group intervention plus five planned indi-
vidual peer problem-solving support sessions (i.e., group plus peer support).
Clients were paired according to their chosen exercise modality and were
encouraged to meet monthly with each other during the last.S months of
treatment (months 2-6). Peer support sessions were s.tandardlzed by a de-
tailed protocol similar to the one used with clients in group 2, but they
were ve oorly attended (see Results). .
A.v.vr)c/-xzm'nZOnly Control Group. This group (initial n = 12).rece|ved
the same assessments as the treatment groups at th.e same time mter'v?ls.
Assessments gave immediate feedback regarding weight, body composition
(percentage body fat), cardiovascular fitness, and blood pressure. Health—l
risk appraisals were not shown or interpreted to the assessment-only contro

group.

Dependent Measures

Fitness Appraisals. The YMCA’s Fitness Appraisal (YFA ) (.Golding ft
al, 1982) test battery was used. This battery‘assesses height, weight, 5-min
resting blood pressure, body composition (skln-folc! measurements ?.“ seven
sites for males and females), and cardiovascular fntpess [a2 submaximal bi-
cycle ergometer regimen was used to estimate maxima! volume of oxygen
consumption (max VO, ml/kg/min)]. Assessment protocols and calculatpns
followed Y's Way to Physical Fitness: Fitness Assessment Software (Cardinal

stems, 1985).
Hea]l]é‘osg)rlxitive/[}ehavi())ral Measures. Two questionn.airc's were employ‘ec'l to
assess the self-agency mechanism of self-motivation and cognitive-
behavioral or “self-control” coping styles.
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Dishman’s (1981, 1982) Self-Motivation Scale was developed to assess
self-motivation—conceptualized as a behavioral tendency to persevere in-
dependent of situational reinforcements. Self-motivation is a stable trait
and relatively insensitive to situational influence. Clients low in self-
motivation tend to drop out of behavioral health programs three times as
much as those high in self-motivation (Dishman and Ickes, 1981; Dishman
et al, 1980).

Rosenbaum’s (1980) Self-Control Schedule was developed to assess
self-control conceptualized as a person’s tendency to apply self-control
methods to the solution of behavioral problems. The Self-Control Schedule
(SCS) assesses (a) the use of cognitions and “self-statements” to control
emotional and physiological responses, (b) the application of problem-
solving strategies, (c) the ability to delay immediate gratification, and (d)
perceived self-efficacy.

Behavioral Health Measures. Two psychosocial inventories and a
health risk appraisal were administered in all four assessments. The
Millon Behavioral Health Inventory (MBHI) (Millon et al., 1982) gener-
ates 20 scales grouped into four categories: basic coping styles, psycho-
genic attitudes, psychosomatic correlates, and prognostic indices. The
psychogenic attitudes of chronic tension, recent stress, social alienation,
and somatic anxiety were of main interest in this study. The State Trait
Anxiety Inventory (STAI) (Spielberger ef al., 1970) was used to measure
both situational and trait anxiety. The Centers for Disease Control (1984)
Health Risk Appraisal (HRA) is a 38-item questionnaire, computer-
assisted appraisal, which assesses specific behaviors and conditions asso-
ciated with the 12 leading causes of death for adults with the same sex,
race, and age. :

Credibility and Perceived Success Rating Questionnaire. A 12-item
questionnaire was constructed along the lines of Borkovec and Nau's
(1972) credibility scales to assess the credibility of the program and the
clients’ perceived progress toward behavioral health objectives: exercise
adherence, alternate food patterns, weight control, and stress manage-
ment. This questionnaire was administered only at the 6-month follow-up

assessment to check the assumption that all groups received a similar SDC
group treatment.

Assessment Schedule

Prior to the second SDC group meeting, all SDC treatment groups
and the assessment-only control group completed the behavioral health as-
sessment, which included all psychometric measurements and a fitness
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appraisal. This assessment battery was repeated at 3-month midtreatment,
6-month posttreatment, and 6-month follow-up intervals.

RESULTS
Clients

An exploratory multivariate analysis of variance (MANOVA) re-
vealed no significant differences at pretreatment on the dependent
measures (Pillai-Bartlett V = 1.04, 2 = 43.48, df = 48, p = .3) between
treatment groups, the assessment-only control group, and clients who
dropped out during initial treatment. Of the 48 YMCA members who in-
itially signed up for the study, 14 were unable to complete treatment or
the third assessment, representing an attrition rate of 29%. Four were
dropped early in the study because medical conditions made fitness assess-
ment impossible. Two clients moved out of the area, three others dropped
due to extended business travel, three dropped for personal reasons, and
a couple dropped after a family tragedy.

Final group sizes were as follows: Monday (group 1), n = 10; Tuesday
(group 2), n = 7; Thursday (group 3), n = 8; and comparison/control
(group 4), n = 9. Clients in group 1 (group treatment only) attended an
average of 11 treatment sessions of 13 (85%) and 2.7 posttreatment sessions
of 6 (45%); clients in group 2 (group treatment plus professional support),
an average of 11 treatment sessions (85%) and 3.6 posttreatment sessions
(60%); and clients in group 3 (group treatment plus peer support), an av-

. erage of 8.5 treatment sessions (65%) and 1.9 posttreatment sessions

(31.3%). Clients in group 2 on the average attended about 70% of the
additional five individual professional support sessions with a randomly as-
signed therapist, whereas clients in group 3 on the average attended only
about 10% of the additional five individual peer support sessions with an-
other peer (or “buddy”). Of the 34 who completed the study, 17 were
women and 17 men. The average age was 48.9 years (SD = 11.1 years).
Six percent of the clients reported no high-school diploma; 9%, high-school
diploma; 26%, some college; and 59%, college degree. There were no re-
ported smokers at pretreatment or at follow-up assessments.

Behavioral Health Changes

A series of separate repeated-measures analyses of variance
(ANOVAs) was used to test each of the hypotheses, one for each
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depe i
grgu nsdecr:)t nt:faasure: The first of these analyses compared all treatment
groug - ;np::e;i (l.e(.i, the general SDC treatment) versus the control

planned comparison. A further

Bre : . set of analyses broke th
plue;t;ir;;sgsl"oupl into three levels of problem-solving support (i.e grou;

1onal support vs. group plus on

. peer support vs,
none of these analyses was significant PP BI04 only). but
Th i :
groups ce(:);giarzze)stcotmhparmg the general SDC treatment (all treatment
0 the control group used pret
e basclomoined) to pretreatment assessments as
and revealed that all cli h i

ot ‘ ' lents who received the general
improt,ree:tr:enff'(l.e.,lchents from the three treatment groups corfbined)

ignilicantly more than those in

’ ‘ the assessment-

m only contro
Exe:lcp in (\i\velght, percentage body fat, cardiovascular fitness (m)zlix VO )l
oxer iel a dherence, chronic tension (MBHI scale A), and systolic and diza,

Ic blood pressures at both posttreat ’ \
] ment and follow-
3 : up assessments.
> mngfnth nlndtreatment assessment also indicated that SDC clients improve/;
exgerlc.lcanld);, more than thpse in the control group in percentage body fat
o 1:;: at erence, chronic tension, and diastolic blood pressure. Res:lltin ,
o fea }rlnent (n = 25) and control (n = 9) means and standard devia%
s for the four assessments are given in Table | '

Body Weight and Body Composition

(BMISDCdtreatment group clients were classified using body mass index
(1987; :]r; _t;.ody. com;l);osmon categories. Using Blackburn and Kanders’
ssifications, BMlIs less than 25 and more tha
. n 22 for m
i'Zlel;or women were considered desirable (i.e., absence of medica‘lmri:llr(l)(j
: S“gsh%reatg'r tran 25 were labeled overweight and were associated wit};
medical risk. BMIs over 30 were conside
. : : : red obese and we -
:::)l(:?'ted w;(th greater mpdncal risk. Using these classifications the clriZniz'
el nvtc,:l risks were monitored. Of the 25 clients, 4 (16%) were within the
andlr; (361?71\/)ﬂartar;gﬁ at pretl:eatmen(. Ten clients (40%) at posttreatment
o ollow-up had reached and maintained des;j
ranges. BMI classifications of overwei ment, postureatom
ght at pretreatment, postt
z;;ld j(zllow-up dropped and maintained from 13 (52%) to };1 (;:‘;ETZ:;
.( %), respectively, and BMI classifications of obese dropped and
(r;:)::]r:)tssn?t?:n f‘r:logs.éfi' (Z:?%) to 4 (16%) and 5 (20%), respectively. Body
ifica i i imi ‘
compo lons of medical risk showed similar trends among
levelslf)l;d;]a? blod.ykcomposition trends showed that SDC clients at various
edical nsk were losing modest amounts of wej
vels : > losin, q eight. Based
criterion of losing and maintaining at least a 10-1b loss 22% and 4()%?:; :::
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Table 1. Mcans and Standard Deviations Comparing Treatment and Table I. Continued

Assessment-Only Control Groups at Four Time Intervals

Repeated assessments

Repeated assessments D
ependent m .
Dependent measurc Pre Mid Post Follow-up pe casure Pre Mid Post  Follow-up
] 7. Self-motivation
Weight (kg) Treatments
Treatments M
M 8451 8292  8128°  8164° sD 1487 1483 1449 1487
sD 1305 1338 1320 1429 Control 244 253 250 25.1
Control M
M 8206 8155 8200 8223 sD 1588 1553 1611 149.4
sD 1500 1374 1483 1461 15.3 16.1 12.8 17.1
8. STAI state
Percentage body fat Treatments
Treatments M
M 298 284*  262° 26.4* SD .:38 343 323 32.7
sD 6.47 731 7.15 6.99 Control 6 9.7 12,1 10.6
Control M
M 304 31.6 30.0 293 sD 273 232 254 313 .
sD 486 403 437 353 6.7 26 45 14.7
9. STAI trait
Excrcise adherence” Treatments
Treatments M
M 208 276 2.56*  2.52° sD 344 36.0 33.6 33.7
sD 0688 0512 0571 0.574 Control 9.6 8.2 8.8 78
Control M
M 3.00 2.89 289 2.89 sD 270 279 268 270
sD 000 0314 0314 0314 ] 30 34 43 54
) 10. Chronic tension®
Max VO, (ml/kg/min) Treatments
Treatments M
M 29.2 30.2 33.0* 32.0° ' sD ;2112 45.2° 49.5° 44.6*
SD 791 7.68 9.23 9.30 ‘ Control : 229 20.4 24.5
Control M
M 32.1 30.6 0.1 29.7 sD ;jg ‘:;j 51.3 50.1
sD 5.45 6.46 7.34 6.85 } ] : - 2l 206
11. Social alienation®
HRA (hcalth age difference) Treatments
Trecatments M
M 3 207 199* 1.90° sD ;8‘7* ;:2 38.6 426
sD 170 130 140 140 a Control ‘ 24 e
Control M
i 453 3
M 2.03 2.00 2.64 2.13 | sD o 36.1 35.0 298
sD 1.17 1.20 1.36 1.25 ‘ 2 y i 223 252 21.8
' . Somatic anxiet
’Srcl[-conlml | Treatments
reatments ; M
M 207 248 248 217 ‘ D ;50 332 kY 328
sD 26.0 27.8 28.9 25.0 Control 1.2 222 20.3 22.0
Control M
M 40.4 458 387 50.4 sD ;2-3 ;3; 322 333
sD 137 170 18.4 11.4 : : 238 18.3
(continued)

(continued)
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‘Table 1. Continued

Repeated assessments

Dependent measure Pre Mid Post  Follow-up

13. Systolic blood pressure

Treatments
M 135.84 126.56 122.40*  124.72°
SD 12.79 12.23 12.01 13.31
Control .
(;; ’ 130.56 128.89 13111 129.44
S$D 13.24 9.15 13.03 14.38
14. Diastolic blood pressure
Tr;:‘mems 84.52 75.68* 73.80* 74.52*
D 8.43 7.42 7.46 8.09
Control
M 81.67 80.44 83.67 79.67
SD 7.51 7.21 6.00 7.88

*Treatment group improved significantly more than control group (p € .05)
with pretreatment assessment as baseline. ) ] o

? Exercise adherence ordinal classifications: 1, little or no physical actn.nly; 2,
occasional physical activity; 3, regular physical activity at least three times a

week.
5 Chronic tension was measured with MBHI Scale A, and corrected BR scores

are shown (Millon, 1982).
¢ Social alicnation was measured with MBH! Scale E, and corrected BR scores

are shown (Mlllon, 1982). -
4 Somatic anxicty was measured with MBHI Scale F, and corrected BR scores

are shown (Mlllon, 1982).

clients were successful at posttreatment and follow-up, respectively. It
should be noted that, on the average, weight loss in the SDC treatment
groups coincided with an increase of (.8 kg (1.5 Ib) in lean weight at post-
treatment which was maintained through follow-up. Actual average adipose
tissue lost can be corrected to approximately 3.89 kg (8.5 Ib) at post-
treatment and 3.63 kg (8.0 1b) at follow-up.

Exercise Adherence: Cardiovascular Fitness, and Blood Pressure

SDC clients reported significant improvement in exc?rcise a@hercfpce.
At pretreatment, five (20%) reported “little or no physnca! activity.” At
posttreatment and follow-up, only one (4%) of the SPC che:n'ts reported
“little physical activity.” Clients reporting regular physical activity (at least
three times a week) rose from 7 (28%) at pretreatment to 15.(60%) at
posttreatment and stabilized at 14 (56%) at follow-up. Cardiovascular
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fitness (max VO,, ml/kg/min) also increased across time. The average gain
in VO, from pretreatment to posttreatment was 13%, with follow-up main-
taining 74% of this gain. These increases were distributed across the various
pretreatment fitness levels of clients. Systolic blood pressure (SBP) and dia-
stolic blood pressure (DBP) measurements decreased across time. SDC
clients were classified as either high-normal (SBP > 140 mm Hg; DBP >
89 mm Hg) or normal to assess the impact of treatment on clients at greater
risk of developing hypertension. At pretreatment 10 (40%) of the clients
showed high-normal SBP and 9 (36%) high-normal DBP. These classifica-
tion rates dropped at posttreatment and follow-up to 3 (12%) for SBP and
1 (4%) for DBP.

Chronic Tension and Trait Anxiety

Chronic tension measured by the Millon Behavioral Health Inventory
(MBHI) is a measure of coronary-prone behavior pattern (Millon et al,
1982). According to Millon, people who score high on chronic tension are
disposed to psychosomatic disorders, most notably cardiovascular disease.
Scores of 75 and over suggest a potentially serious risk to health. The pre-
sent results revealed that average chronic tension decreased in clients 4.76
BR points at posttreatment (p < .05) and 9.60 at follow-up (p = .05). Clas-
sification ranking of potential risk for pretreatment chronic tension was 7
(28%); for posttreatment, 2 (8%); and for follow-up, 6 (24%). STAI Trait
anxiety did not change across time.

Perceived Progress (Success) Ratings

At follow-up clients were asked to rate their self-directed change. A
6-point Likert scale was used, with the range of 1 being “a great deal of
progress” and 6 being “In some ways this health practice has gotten worse.”
SDC group means were 3.5 (moderate to some progress) for exercise pro-
gress, 3.4 (moderate to some progress) for alternative food patterns, 4.0
(some progress) for weight reduction, and 3.2 (moderate progress) for
stress management.

Credibility Ratings

ANOVAs indicated no significant differences between treatment
groups regarding their rating of their understanding of the program; their
sense of success in exercise, alternative food patterns, weight, and stress
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management; their experience of the therapist as helpful, competent, sin-
cere, likable, and interested (in them as clients); their extent of confidence
in the program’s long-term efficacy; and their level of recommendation of
the program. In general, credibility ratings were quite high and comparable
across treatment groups.

Mediating Variables

Correlational analyses revealed several relationships between psycho-
social mediating variables and behavioral health change measures.
Product-moment correlations between hypothesized mediating variables
and posttreatment and follow-up behavioral health measures are listed in
Tables 11 and 111, respectively.

Self-Motivation

As hypothesized, pretreatment self-motivation predicted behavioral
health change outcomes. Self-motivation consistently correlated with re-
duced body fat (r = .33-.45), reduced health risk (r =.31-.67), and reduced
DBP (r = .37-.56). Pretreatment self-motivation scores also predicted post-
treatment weight loss and increased cardiovascular fitness, but their
relationship to long-term maintenance of these variables becomes less clear
over time.

Social Support

Social support, as assessed by low social alienation scores on the
MBHI (scale E), did not prove to be a predictor of behavioral healt!1
change. Attendance at SDC group sessions, however, was modestly associ-
ated with all behavioral health changes except increased cardiovascular
fitness (VO,). The mediating relationship of attendance appears to be in-
dependent, showing no correlation with self-motivation or self—conlrol
(some correlations with self-control were approaching a significant negative
relationship).

Recent Stress, Health Risk, Coping Style, Body Composition

One interesting finding was that pretreatment recent stress predicted
reduced chronic tension (r = .56) at follow-up. It was also discovered that
pretreatment health-risk appraisal was a moderate predictor of post-

Behavioral Health Change an?

Table 11. Product-Moment Correlations Between Behavioral Health Mediators and
Posttreatment Behavioral Health Change Measures

Posttreatment behavioral health change measures”

Mediator 1 2 3 4 5 6 7

Pretreatment

Self-control 024 -0.15. 032* 004 -008 -0.03 0.07

Self-motivation 0.39* 042* 057 0.18 0.26 0.32° 0.39°

Recent stress 0.14 0.24 0.33 0.50° 0.23 0.06 0.10

Health risk 0.69* 0.61* 0.14 0.09 0.22 0.73* 0.39*

Body composition -0.10  0.08 -0.10 017 -0.11 0.29 0.02
Posttreatment ‘

Attendance 0.43* 036" -0.14 0.32*  0.06 0.47* 0.24

Self-control 024 -017 0.33* -0.12 009 -0.13 -0.08

Self-motivation 0.52* 0.38* 0.34* 001 0.47° 031* 037

*Significant product-moment correlations {r) at the (p < .05) level.

2 Posttest behavioral health measures are coded as follows: (1) weight loss; (2) reduced
percentage body fat; (3) increased VO,; (4) improved exercise adherence; (5) reduced
chronic tension; (6) reduced health risk; (7) reduced diastolic blood pressure.

treatment weight loss (r = .69), reduced body fat (r = .61), and reduced
health risk (r = .73) but not exercise adherence and increased cardiovas-
cular fitness. Coping style, measured by the Schedule of Self-Control
(Rosenbaum, 1980) was not a consistent predictor of behavioral health
change. Body composition (percentage body fat) did not show a negative
relationship with exercise adherence or increased cardiovascular fitness in
this sample.

Behavioral Health Change Intercorrelations

Correlational analyses indicated several significant associations be-
tween behavioral health change measures (n = 25). Table IV lists the

product-moment correlations between selected pre/post behavioral health
change measures.

DISCUSSION

The present study yields several findings consistent with previous re-
search and extends previous observations of relationships between behav-
ioral health changes and relapse prevention strategies. SDC clients
improved in weight loss, body composition, cardiovascular fitness (max
V0O, mi/kg/min), blood pressure, and chronic tension at posttreatment.
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Table HI. Product-Moment Correlations Between Behavioral Health Mediators and
Follow-up Behavioral Health Change Measures

Follow-up behavioral health change mcasures”

Mediator 1 2 3 4 5 6 7

Pretreatment

Self-control 0.01 -00! -017 -022 0.36* -0.01 0.04

Self-motivation 0.29 041* 011  -020 0.33* 0.38* 0.56°

Recent stress 0.31 0.44* 031 0.23 0.56* 0.03 0.06

Health risk 0.35*  035* 003 0.03 0.15 0.67* 0.28

Body composition 0.05 008 -0.13 037 -0.02 0.21 0.12
Posttreatment

Attendance 0.48°* 041* -0.04 0.37*  0.30* 0.55* 0.43°

Self-control 0.24 009 -003 029 -0.08 0.30* -0.08

Self-motivation 037 033* 005 -031 0.56* 0.36* 0.46°*

Recent stress -0.07 002 -0.05 0.10 0.18 035 008
Follow-up

Atlendance 0.53*  049* 000 0.44*  030* 0.55° 043°

Sclf-control 0.24 020 -0.02 ~0.09 0.44* 0.19 0.19

Self-motivation 0.29 0.45* 0.15 -0.02 0.25 0.38* 0.44°

*Significant product—-moment correlations (r) at the (p < .05) level.

2 Posttest behavioral health measures are coded as follows: (1) weight loss; (2) reduced
percentage body fat; (3) increased VOy; (4) improved exercise adherence; (5) reduced
chronic tension; (6) reduced health risk; (7) reduced diastolic blood pressure.

These improvements were maintained through the 6-month follow-up. In
addition, seif-motivation and social support in terms of attendance at
group treatment sessions predicted several behavioral health changes and
habits.

The results failed to support the hypothesis that adjunct peer and
professional support would augment the effect of the general SDC group
treatment. It should be noted that clients generally did not comply with
the peer (buddy) support intervention (with an average attendance of only
about 10% of the five additional peer support meetings). SDC clients re-
ported during general group meetings that buddy appointments were
difficult to arrange, and several clients publicly announced that they would
not comply with the program at that point.

As predicted, the self-agency mechanism of self-motivation did me-
diate the effects of the self-directed change intervention. Self-motivation
was the strongest predictor of behavioral health change and maintenance.
It appears that Dishman’s seif-motivation, while known primarily for its
prediction of exercise adherence, may be useful in predicting adherence to
other behavioral health change habits. As in previous studies, (Dishman,
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Table 1V. Behavioral Health Change Intercorrelations at Posttreatment

Posttreatment measure 2 3 4 5 6 7 8
1. Weight loss 0.71* 0.38* 0.26 0.26 0.41° 0.35* 0.73*
2. Reduced percentage body fat — 034* 023 021 036° 032* 0:61‘
3. Increased VO, — 023 029 040° 048* 031°*
4. Exercise adherence — 021 0.12 0.19 0‘63
5. Reduced chronic tension — 017 028 0.10
6. Reduced systolic BP —  0.68° 0.60‘
7. Reduced diastolic BP —_ 0'56‘
8. Reduced health risk —

*Significant product-moment corrclations (r ) at the (p S .05) level.

1982; Dishman and Ickes, 1981), seif-motivation remained relatively stable
over repeated assessments.

Social support, measured by low scores on MBHI, scale E, did not
predict behavioral health change. As discussed by Gentry and Kobasa
(1984), social alienation or lack of social support may mediate strain and/or
health status only in times of high stress. Attendance at group sessions was
independently associated with all behavior health change measures except
for cardiovascular fitness (max V0,). Based on House’s (1984) delineation
of social support, group attendance can be interpreted as a critical source
of support for self-directed change. Interestingly, self-motivation as a self-
agency mechanism did not correlate with attendance, suggesting that both
factors function independently.

The results failed to show the expected reduction in trait anxiety. This
lack of effect may be due to the relatively low pretreatment anxiety scores
reported by clients. Long (1984) and Romano (1984) reported outcome
anxiety scores higher than or equal to scores recorded throughout this
study.

Improvements in exercise adherence and cardiovascular fitness were
encouraging. Self-reported exercise adherence rates were over 50% at both
posttreatment and follow-up. Reported posttreatment adherence rates were
not so dramatic as those reported in other studies but compared favorably
if not better, with others at follow-up (e.g., Dubbert and Wilson, 1984; Perri'
et al,, 1986). It should be noted that the reported increases in exercise ad-
herence did not correlate with any behavioral health change measures. This
discrepancy is probably due to limited variation in exercise adherence
scores among treatment clients and to individual differences in estimating
aerobic training time and intensity. The reported 13% average improve-
ment in cardiovascular fitness for SDC clients is consistent with the
projected 10-20% improvement in max VO, observed in untrained subjects
after aerobic training (Brooks and Fahey, 19%4). Blood-pressure
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improvements of 13/11 and 11/10 mm Hg at posttre?tment and fol.low—up,
respectively, are similar to or better than those rev!ewed by Shapiro a.nd
Goldstein (1982). These reviewers noted that exercise was most effective
in improving borderline blood pressures, reporting studu;:s showmg redug-
tions from 0/0 to 23/8 mm Hg after treatment employing exercise. This

multicomponent SDC intervention showed blood-pressure reductions for

line hypertensive and normotensive clients.
pert lz’s;x?lirchron{cp tension scores (MBHI, scale A) decreased at posttreat-
ment and follow-up an average of 4.76 and 9.60 in basg rate (BR)~corr-ected
scores, respectively, there was much within-group variance for SDC cllent§.
Of critical importance are chronic tension scores on or over 75. Chronic
tension classifications of serious potential risk droppcd‘ fr'om the pretreat-
ment rate of 28% to a posttreatment rate of 8%. This improvement did
not maintain itself at follow-up, however, showing 24% of the SDC clients
at serious potential risk. With the continuing debate (Kra{nz et al, 19882]
regarding the relationship between coronary-prone beha.vnor pattern an
the development of psychosomatic disorders, it is hard to interpret the rc?le
chronic tension may play as a mediator of behavnpral l.1ealth. Fu.tl.xre studies
may benefit clients by assessing change in. physiological reactivity as well
as psychosocial assessment of chronic tension. . .
A major purpose of the present study was to assess the efficacy o
a self-directed behavioral health change intervention. As a treatment in-
tervention, SDC shows some promise as a method of behavioral health
change. While actual weight losses in this program were modest comp;g;d
to previously reported prescriptive programs (e.g., Pcrr.l et al, 1986, 1 : )
the actual weight lost in fat compared quite well wn.h programs which
measured or corrected for body composition changes (Bjur§torm and Alex-
iou, 1978; Dubbert and Wilson, 1984). A categorical ana!ysns of actual per-
centages of clients who lost significant amounts of weight revealed that
only 28% had lost over 4.54 kg (10 1b) during treatment. At the 6-mon.th
follow-up this percentage had increased to 4()% Iosnpg over 4.54 kg, with
12% losing over 9.07 kg (20 1b). While tentative, this tren_d suggests that
the self-directed change intervention promotes in some clients a gradpal
change which builds over time, as opposed to an immediate Fhange dur!ng
treatment which decreases over time. The accuracy o'f this observation
awaits comparative outcome studies which follow clients over several
years. ‘ . ’
As clinicians develop and explore long-term ma!ntenance mteryentlon
programs targeting obesity and behavioral health risks (e.g., Perri et al.(,l
1986, 1988), the treatment style of self-directed change needs to be teste
against more prescriptive forms of treatment over extended penods of time.
The preliminary results of this study suggest that self-directed change
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interventions may produce less dramatic results during a treatment course,
but the behavioral health progress made may be more easily attributed by

the client to his/her self-referent constructs and thus be maintained better
after the treatment course.

The results of the present study should not be generalized to other
populations before further research is conducted, since the subjects re-
cruited were all from a YMCA and may, therefore, have been more
health-conscious than people in general often are.
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