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ABSTRACT. We examined the results of a stratified randormn sample of 50 weight-
loss studies conducted in the [980s for weight change, change in overweight
percentage, and improvement in physical health during treatment and lollow-up. The
typical: participant was a White, middle-class woman 48% over her average weighl
before treatment, who lost 12,8 th during a 13-week treatment program and then
regained 4.3 tb over the next 6.5 months. Treatmem efficacy was not inproved when
only the most successful treatment conditions were examined or when the studies
conducted at the end of the decade were compared with earlier studics. Only one
study examined change in physical health during weight loss, and enly one study
showed that participants moved from clinical to nonclinical levels of obesity. In light
of these results, we argue that treating obesity through dieting techniques may be a
misdirected goal.

OBESITY is not considered a psychological disorder in the Diagnostic and
Statistical Manual of Mental Disorders (DSM-III-R; American Psychiatric
Association, 1987). Nonetheless, psychological techniques, particularly be-
havior therapy, have frequently been used to understand the etiology and treat-
ment of obesity, As these methods have gained acceptance in the United
States (Stunkard, 1980; Stunkard & Mahoney, 1976), psychologists have
treated obese clients as well as a large number of nonobese clients who are
concerned about their weight. In contrast, people in developing nations con-
sider obesity a sign of status and wealth (Rothblum, 1990), and even people
in Western nations such as Australia are less concerned with weight and di-
eting than are Americans (Tiggemann & Rothblum, 1988).

The clinical prevalence and treatment of obesity in the United States has
also resulted in a large number of studies examining the efficacy of various
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types of psychological treatments. Most commonly, these studies randomly
assign obese people to one of several treatment conditions or to a control
group and then assess weight loss after treatment and follow-up, a method
designed to determine which specific programs or components result in the
most weight loss during and after the conclusion of treatment.

As early as the 1950s, researchers . have remarked on the relatively poor
outcome of weight-loss programs. Stunkard (1958) noted that less than 5%
of dieters lost large amounts of weight and even fewer maintained this weight
loss. Brownell (1982) stated: “If ‘cure’ from obesity is defined as reduction
to ideal weight and maintenance of that weight for S years, a person is more
likely to recover [rom most forms of cancer than from obesity” (p. 820).

Critics of weight-loss programs (e.g., Brownell, 1982; Dubbert & Wil-
son, 1983; Foreyt., Goodrick, & Gotto, 1981; Jeffery, Wing, & Stunkard,

1978 Stunkard & Penick, 1979) have noted that treatiment does not result in
farge weight loss and that the longer the follow-up period the more weight
participants regain over time. What is striking about these reviews is both the
frankness ol the authors (many ol whom are also authors of the weight-loss
programs they criticize) and their optimism in providing suggestions for fu-
twe rescarch. Reviewers recommend that programs be both more intensive
(e.g.. longer treatment, very low calorie regimens) and more comprehensive
{c.g.. involve spouses or co-workers).

The purpose of the present study was to examine the treatment outcome
research of the most recent decade {the 1980s) and evaluate the efficacy of the
psychological methods used in weight-loss programs. Rather than focus on
the type of treatment, we summarized the extent of weight loss and mainte-
nance ol this loss over time, across studies, to determine how much people
weighed when they began treatment, how much weight they lost during treat-
ment, and how much of this weight they kept off over time.

Using the clinical level of obesity, which is consistently defined as 20%
over ideal weight, we examined the extent to which participants were clini-
cally obese (as opposed to mildly overweight) and to what depree they
achieved nonclinical levels of obesity after treatment and follow-up; that is,
we examined to what degree weight-loss programs “cured” obesity. We also
examined whether the amount and percentage of weight lost improved from
the beginning to the end of the decade: Did weight-loss programs improve
over time?

Although psychological techniques are used to help people lose weight,
the reason lor losing weight, particularly for people who are obese, is nearly
always to improve physical health. Obesity is cited as a cause for cardiovas-
cular problems, hypertension, diabetes melitus, hyperlipidemia, carbohy-
dratc intolerance, pulmonary problems, renal problems, surgery complica-
tions, and complieations during pregnancy (Brownell, 1982; Dawber, 1980,
Van Ttallie, 1979). Thus, the second purpose of our study was to examine to
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what degree weight-loss programs have addressed the physical ht?alth prob-
lems of participants. Did weight loss have a positive effect on physn:al health,
and which medical conditions were most improved due to weight loss?

The need to examine physical health before and after “feight-}oss pro-
grams seemed salient, given research results indicating that dieting itself can
cause negative physical health (Polivy & Herman, !983; Bothblum, 1990,
for reviews of this literature). Dieting has been associated with elevated fatty.
acids, hypertension, elevated serum cholesterol, gallstones, weakness and 'fa—
tigue, cardiac disorders, and even death (Hibscher & Herman, 1977; Poiivy
& Herman). We wanted to see to what extent the hcalth_ben-eﬁts (_)f decreasing
obesity counteract the possible health risks of participating in weight-loss pro-

grams.

Method

Procedure

We searched Psychoiogibai Abstracts to locate all the ar'tic‘les wri.ltcn about
obesity during the 1980s (1980-1989). Articles were eltmmgted if thc_y (g)
did not focus on treatment or treatment follow-up; (b) examined obesity in
children or adolescents; (¢) used a sample size smaller than 10; (d) use-d ani-
mals as subjects; {¢) were not written in English; (f) were no‘t accessible at
libraries or through interlibrary loan services; or (g) were reprinted from an-
other journal. Following this procedure we found 82 articles on the treatment
and follow-up of adult obesity. '

Next, a stratified random sample was conducted by year and journal to
arrive at 50 representative studies. The sample was stratified by year because
the number of articles published each year varied greatly (a range of 2 to_lS
articles per year). Numbers of articles from one joumal to ap(_)ther also va[ned
greatly (see Table 1). The Journal of Consulting and F‘hmcal Psychology
accounted for 27% of the total number of articles, Behavior Therapy for 17%,
and the remaining journals accounted for 1% to 7% of the total number of
articles. Results of the stratified random sample of 50 corresponded to these

percentages (see Table 1).

Measures

The 50 articles most often provided quantifiable data in one of two ways:
Either the means for each treatment condition were provided separat'el_y or
one mean was provided for all participants across al! treatment condltlpns,
Articles differed in how many treatment copditions were compa'red, \.wth a
range from one to nine conditions per article. For the 50 articles in the
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TABLE 1
Total Journal Articles on Obesity Treatment from 1950-198% and Resullts of
Stratified Random Sample

All articles Sample

Journal Toral %  Total %
Addictive Behaviors 6 7% 3 6%
American Journal of Psychiatry 2 2% 1 2%
Applied Research in Mental Retardation 1 1% 1 2%
Archives of General Psychiatry 3 4% 3 6%
Australian Journal of Clinical and Experimental 1 1% | 2%

Hypnosis
Behavior Therupist 1 1% 0 0%
Behavior Therapy 14 17% 8 16%
Behavioural Research and Therapy 3 4% 2 4%
Brutish Journal of Psychiatry [ 1% 0 0%
British Journal of Medical Psvchology | 1% 1 2%
Group 1 1% 1 2%
International Journal of Clinical Experimental 1 1% 0 1%

Hypnaosis
International Journal of Eating Disorders 3 4% 2 4%
Journal of Behavior Therapy and Experimental 1 1% 0 0%

Psychiatry

Journal of Clinical and Counseling Psychology 22 27% 13 26%
Journal of Clinical Psychiatry 1 1% 0 0%
Joeurnal of Clinical Psvchology ! 1% | 2%
Journat of Counseling Psychology 3 4% 2 4%
Journal of Family Practice 1 1% l 2%
Journaf of Obesity and Weight Regulation 3 4% 1 2%
Journal of Psychosomatic Research | 1% 1 2%
Milirary Medicine t 1% ! 2%
Psvehological Reporis 5 6% 3 6%
Psychotherapy and Psychosomatics l 1% 1 1%
Psvchotherapy: Theory, Research and Practice 4 5% 3 6%

sample, there were 163 conditions across all articles. For the purpose of the
present study, a median score was defined as the mid-point of all the means
presented for all 163 conditions for which there was information available. 1If
only a total mean was given for all conditions in an article, then that mean
was used.

This method of computing a median ignores the number of participants
in each condition (rarely reported at each assessment period in the articles)
and also treats each condition separately and equally. We believed this method
of computing medians was justified, given the equal importance placed on
articles in the psychological literature regardless of number of subjects.

For categorizing nonquantitative data (e.g.. type of treatmen;) we ;ie'v?l-
oped a coding system. Finally, articles did not prescnl .dgta consistently; ;r
cxample, an article might present the mean age of pgr_umpants across condl-
tions but mean weight loss separately for qach condition, Certain data were
presented in very few studies (e.g., ethnicity); other data were presented in

almost all studies (e.g., pretreatment weight). ‘ . .
We examined articles for the presence of the following variables:

for each condition at all

. Because very few studies reported gender
e s / total number of women

three assessment periods, gender was recorded as the
and men across conditions in the study.

on was recorded, whethcr a2 mean was given of only a
¢ median age of participants in ull studies, we used
only the means (omitting articles that only‘; gave an age range). BecaLllseO:;g]c
was reported by gender in only three studies and by lfeatment group in only
five studies, we recorded only the mean age of all subjects.

Age. All age informati
range. To determine th

Ethnicitv and socioeconomic status. All available information on these vari-

ables was recorded.

dy specified working with a population other than

ecial populations. 1f a stu with ; ) T than
4 oo eral population or university population, this was

those recruited from the gen
recorded.

Physical health. Information about inclusion/exclusion criteria for physical
health was recorded, and coding categories were developed -based on the da:ar.l
All other data on physical health, including any change In physical healt

after treatment, were recorded.

Type of treatment. The type of treatment was recorded and coding categories
were developed. Most studies compared two or more treatment conditions.

Control groups. The only studies we considered as having_a contrc.)l‘ group
were those in which authors identified the group as such (i.e., waiting-list

control, delayed trcatment).
Duration. Duration of treatment was recorded in weeks.

ent. Some studies had more than one follow-up assessment
erest was on the efficacy of treatment programs Over
llow-up period was recorded. Foﬂow-up_penod re-
t after the end ol treatment, In months.

Follow-up assessm
period. Because our int
time, only the longest fo
ferred to the final follow-up assessmen
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Participant antrition. The number of participants per condition and the total
number of participants were reeorded for pretreatment, posttreatment, and the
final follow-up, respectively. For the studies that provided the number of par-
ticipants per condition at each assessment period, the attrition rates were cal-
culnted and medians found for the posttreatment and follow-up periods.

Weight at each assessment period. Weight information was recorded in
pounds for each assessment period. If studies provided weight in kilograms
only, the figures were converted to pounds (1 kg = 2.2 Ib), If studies pro-
vided only change in weight, then the weights for posttreatment and follow-
up were determined by adding or subtracting change in weight from the pre-
treatment weight. From the studies providing the information needed, median
weights were obtained for each assessment period.

Weight clignge. Mcean weight change from pretreatment to posttreatment,
from pretreatment to follow-up, and from posttreatment to follow-up was re-
corded. If studies did not provide this information, change in weight was
calculated by subtracting posttreatment weight from pretreatment weight,
follow-up weight from pretreatment weight, and follow-up weight from post-
treatment weight, respectively. From the studies providing this information,
median change in weights was calculated for each assessment period.

Overweight percentage. Of studies that referred to overweight percentage,
47% used some form of the Metropolitan Life Insurance Ideal Weights Table,
8% used the Body Mass Index (BMI) (weight/height squared), and 8% used
a combination of the two, The remaining 37% did not speeify how overweight
percentage was determined., but the numbers used made it obvious (BMI
scores are very different from overweight percentage}. Because 84% of the
studies used overweight percentage as defined by a certain percentage over
the ideal weight (most used the 20% cutoff, though a few used 15%) accord-
ing to the Metropolitan Life Insurance Ideal Weights table, we used the 20%
cutolf definition in our study.

Overweight percentages were recorded for each assessment period. If
stedies provided only mean changes, then the percentages for posttreatment
and follow-up were calculated by adding or subtracting them from the per-
centage at pretreatment. From the studies providing this information, the me-
dian overweight percentage was obtained for each assessment period.

Overweight percentage change. Change in overweight percentages from pre-
treatment to posttreatment, from pretreatment to follow-up, and from post-
treatment to follow-up were recorded. If studies did not provide this infor-
mation, change in percentage was calculated by subtracting the posttreatment
percentage from the pretreatment percentage, the follow-up percentage from

the pretreatment percentage, and the follow-up pereentage frorp Fhe posttreat-
ment percentage, respectively. From the studies providing this information,
median change in overweight percentage was found for each assessment

period.

Weight change for the optimum treatment conditions. For each study, the
treatment condition that was the most successful was recorded. Success was
defined as the condition that precipitated the largest weight loss (regardless
of which condition was hypothesized by the author). This.was done separately
for posttreatment and follow-up, so that one condition might be the most suc-
cessful during posttreatment and another might be the most sucggssful at
follow-up. If a study had only one treatment condition then that condition was
considered the most succcssful.

Comparison of studies over time. We compared 198{)_ studies with th_ose 9f
later years to examine whether weight-loss programs 1mproved_over time In
the completeness of the information provided, the amount of weight lost, and
the duration of treatment and the follow-up assessment period. Because there
were nine studies in 1980 but only three in 1989, the years 1987 and ]98_8
were added to provide a more equal number of studies. The nine studic.s in
1980 were compared with the six from the later years in treatment duration,
follow-up assessment period, gender, weight. change in weight, and over-
weight percentage. ‘

Jeanine Cogan trained an undergraduate student to use the coding system
and serve as a second rater to calculate interrater reliability; 10‘7? o_f Fhe ar-
ticles, randomly selected and coded, resulted in 94% interrater reliability. All
variables received a perfect reliability score except for type of treatment and
physical health.

Resnlts
Demographic Information of Weight-Loss Group Farticipants

Gender. Forty-seven of the studies reported the gender of the particigants. In
I5 of these, the participants were all women, and in ali but one, which used
only men, more than half the participants were women. In all but 9, more
than 75% of the participants were women. Half had 60—100% female partic-

ipants.

Age. All but nine studies reported the ages of participants. Thirty gave a mean
age of 39.1 years. Ten reported an age range rather than a mean. One study
reported age only as “‘middle-aged.”
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Ethnicity. Only three studies included information about the ethnicity of the
participants, Of these, two reported that all the participants were White and

one reported that 59% were Black, 40% were White and 1% were American
Indian.

Socioeconomic starus. Ten studies reported information about the socioeco-
nomic status of participants, 6 of which did not give numbers or percentages.
Four of these studies described the participants as middle class, and the other
two described participants as upper middle class. The remaining four studies
gave the following information: {a) 80% middle class; (b) 63% lower class,
29% lower middle-class; (¢) 53% 1, 40% 11, and 7% III (where I, 11, and 111

represent status levels); and (d) economic status = 34.41 (with no explana-
tion given on scale).

Tvpe of populations. Participants (64%) were generally recruited through
public advertisements from the larger community or from the available uni-
versity population. Ten of the studies recruited through therapist, physician,
employer, or self referrals. Five did not discuss recruitment techniques at all.
Treatment took place in weight-loss clinics (8%), mental health centers or
private practices (8%), out-patient settings (6%}, restrictive environments
{e.g.. sheltered workshops) (6%), and university and hospital settings (70%).
Only one study did not provide information about its treatment setting.

Six studies worked with specific populations. Psychiatric patients, mod-
crately mentally retarded patients, and military personnel were each the focus
of one study, and employees at their worksite were the focus of three studies.

Physical health. Seventeen studies did not discuss the physical health of par-
ticipants. The 33 that did were coded into six categories (Table 2}, All the
studies excluded people if they had any medical complications, medical com-
plicutions that would interfere with or be exacerbated by weight loss, specific
medlical problems such as diabetes, metabolic problems, or were currently
taking medications. Additionally, seven studies required physician approval
{or participation or provided a health examination. Only one study used par-
licipants who were experiencing the weight-related health problem of hyper-
tension. In this study, the mean blood pressure values dropped from pretreat-
ment to posttreatment in both the experimental and control groups. This drop
was more dramatic for the experimental group, corresponding with a larger
weight loss. Blood pressure at follow-up was not given.

Treatment Group Information

Number of treatment group comparisons. Studies generally compared two or
more treatment conditions, with a median of three conditions per study.
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TABLE 2 ) seud
Physical Health Qualifications Required for Admittance into Study

——

——

Number of
studics

Categories

9
No medical problems/must be healthy X
No weight related medical problems '
Specific disorders, diseases, or_p{oblcms screened out o
Given health examination/physician approval l
Subjects had hypertension a

Physical health not discussed

Type of treatment groups. All but eight _studies were cpmpgrisons of v:}fl‘;)lléz
clements of behavior therapy, which 1nc11_1ded training in gqch var(;tlr s
as self-monitoring, stimulus control, self—remforcement,_ cogm}w; nl;ohla Lcigr
tion, problem solving, and exercise regimen programming. Of the ;mmate
therapy studies, three focused on the involvement of spousefor r‘Ir]omc mare
(e.g., cooperative Spouse, couple treatment}, ﬁ\.re focused on af or ofma
tenance (e.g. booster sessions, relapse prevention), and nine bo];:]us don
use of temporary weight-loss aides (e.g. drugs, the gastric bu le, diﬁeg
low calorie diets such as Optifast, Scarsdale, or a protein-sparing mo
fast).In addition to behavior therapy, five studies focused on the m'c:otlvatmgf
ability of monetary contingencies or contracts,,three focused on tht:1 lrr:]pa;:; :1)
direct measuring of adhcrence to the program s goals, one f_ocuse do egder)p
composition (homogeneity with respect to degree of ove:rwmghtd an “gl ! weré
and one focused on contingent therapist contact. The eight s{u lies ] a were
not oriented toward behavior therapy were holistic therapy, rational em
nosis. . N
thefﬂg};ﬁ?&?ﬁg most comprehensive treatment con'dilion, which washzgi:ic:é
pated to be the most successful, was compared with a less C(ijmprf' t.c.a“
treatment condition. In this manner, 44 of the 50 studies found statishically

significant between-groups results.

roups. Nineteen studies used control groups. which were variously
g:igrrgil fs deﬁayed treatment (47%}), nonbehavior.al .(16%)’ minimal -C.ﬂz:ﬁg:
(16%), nonspecific (5%), no treatment (_5%), similar to tge lex]:iré i
group only without the distinguishing variable (10.5%), and p :_1;: ; comro.l
Two of these studies used more than one of the above-describe
groups and one study did not describe the control group.

Duration of treatment groups. The treatment phase of the 50 studies r'a(l;gedt
from 4 weeks to 33 months, with a median of 13 weeks. One study Qn no
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:Eglzgte treatment l_ength, and two studies simply stated that length varied. Of
studies that included treatment length, 19 ranged from 4 to 10 wee;ks

19 ranged from 11 to 17 weeks ei
stady Tored 13 a0 1 » eight ranged from 20 to 30 weeks, and one

ggﬁmow-:zlf ses;il?ns. The final follow-up period ranged from no follow up to
onths, with a median of 6.5 months. Ten studies d; :

: ‘ _ . es did not have a follow-
:Jr;;a;t)enod. In one study, it varied from 3 to 24 months, dependinag gnot‘t:e
" ment condition. Two studies were follow-up studjes only. At the follow-
(]pz, Sp;rumpants. com;_:]eted a questionnaire or were contacted by phone

2 o), were interviewed or came 1o a final session (32.5%) orpwere

Ii)’;z;r;g;;:;m attrition, Al| the_studies reported the number of participants at the
entassessment period. Thirty-seven gave the number of participants

ber of participants at the
ber ¢ s postireatment at all. At the final follow-up. i
;rfu;i:;crlcp;ortte(.i the I}?m number of participants and 22 reported the Fl)]ur(::g:‘,]:
driicipants in each treatment group; 19 studies dj
artic; ‘ ; id not report the
of pdgli]panls, an.d I provided only partiai follow-up informztion number
o nty ”ll studies provided the number of participants in each treatment
gm Edi;; : a?t ﬁ:‘:ree (pret;eatment, posttreatment, and follow-up) periods. The
10n rate of these !1 studies from .
: _ : pretreatment to postire
m . atme
as 19%, The median attrition rate from the pretreatment to t[l)le follow »
was 27% (this excludes control groups}. P

Weight Information and C hange in Weight

;nglzrene.ss ]:f information. Table 3 contains the completeness of weight
verwelght percentage information. Twelve ies dj
. studies did not
treatment, posttreatment, and follow ' j 3 the mean
: , ment, -up weights. Ten indicated only the m
:;Cel rggi il;)ﬁi by condition from pretreatment to posttreatment, One :tudy gzi::
percentage only, and one provided onl : i
en s Y the range of weight th
was lost by participants. One study provided a total weight and ovcfwei ;1:
percentage for the pretreatment period only. ¢
or thl hirty su_ldlgs reported overweight percentage at the pretreatment period
> aisee’ 19 indicated overweight percentage for each treatment condition:
gave one total overweight pereentage only (Table 3). Only nine studies,
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TABLE 3
Completeness of Weight and Overweight Percentage Information: Number of
Studies Reporting Data at Certain Times

Across Foreach  On treatment Not

Time conditions condition  group only  reported
Pretreatment 10 27 1 12
Posttreatment 0 35 2 13
Follow-up 0 29 2 19
% overweight at pretreatment 11 19 0 20
% overweight at posttreatment 0 9 Q 4]

0 6 0 44

% overweight at follow-up

reported overweight percentage at posttreatment, and six studies reported it
at follow-up.

Only one study reported whether participants moved from clinical leveis
of obesity to nonclinical levels. At the pretreatment period in this study, 1 of
the 16 participants was below the clinical level of abesity (under 20% over-
weight). At posttreatment five additional participants had gone from clinical
to nonclinical levels. At the follow-up, only one participant was stili at the

nonclinical level of obesity.

Weight at each assessment period. Table 4 contains the 50 studies and the
weight information they presented. Qf the 38 that reported pretreatment
weight, these ranged from 139.6 1b to 308.1 Ib, with a median of 189.5 1b.
Of the 37 that reported weight at posttreatment, the range was 134.2 1b to
271.5 1b, with a median of 177.5 Ib. Of the 31 studies that reported follow-
up weights, these ranged from 154.1 1b to 294 b, with a median of 182.2 Ib.

Weight change. Table 4 also contains weight change from pretreatment to
posttreatment, from pretreatment to follow-up, and from posttreatment to
follow-up, respectively. Weight change could not be calculated for articles
that did not provide pretreatment, posttreatment, and/or follow-up weights.
Change in weight from pretreatment to posttreatment ranged from 2.9 Ib
gained to 62 1b lost, with a median of 12.8 1b lost. Change in weight from
pretreatment to follow-up ranged from 8.6 Ib gained to 29.8 Ib lost, with a
median of 9,7 Ib lost. Change in weight from positreatment to follow-up
ranged from 41.7 1b gained to 15.6 1b lost, with a median of 4.3 |b gained.

Overweight percentage at each assessment period, Table 5 contains gver-
weight percentage information from the 50 studies. Of the 30 that reported at
pretreatment, the range was from 21.4% to 179%, with a median of 48%
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BLE 4 (continued}
TABLE 4 TA__ (- —
Weight and Change in Weight at Three Assessment Periods — = .
Weight Weight change
] st PreFU PostFU
Weight Weight change Author Pre Post KU  PrePost Fre
Author Pre Post FU PrePost PreFU PostFU 20
Inglis (1982) 2.9
Rotatori, Fox, & Wicks {(1980) 1.3 3.l 1.8 Pezzot-Pearce, LeBow, & 185.4
) 5.6 8 +2.8 Pearce (1982) (5 19
Chavez & Michaels (1980) 165.7 159.8 59 Wing, Epstein, & Shapira 181.9 1684 1664 135 ) 9
Gormally, Rardin, & Black 176.9 164.8 1723 121 4.6 +1.5 (1%%2) ’ 189.5 176.4 177.5 13.1 12.0 Hl
(1980) Katahn, Pleas, Thackrey, & 238.8 2107 2178 8.1 210 .
Hautzinger (1980) 199.6 184.4 175.0 152 24.9 9.7 Wallston (1982) 99
Bigelow, Griffiths, Liebson, & 177.3 1753 1787 20 +1.4  +34 Murphy, Williamson, Boxton, ~ 193.7 178.1 1880 15.6 5.7 4'20-7
Kaliszak (1980) 1727 177.0 4.6 0.3  +4.3 Moody, Absher, & Warner ~ 199.3 184.2 204.9 151  +56 + 07
176.0 178.7 13 +1.4 +2.7 (1982) 186.3 168.3 1789 18.0 74 +1 ¢
Franzini & Grimes (1980) 52 185.2 1684 1693 168 159 +0.
7.1 198.9 179.4 1926 165 63 +10.2
5.0 177.2 176.4 g.i
1.1 i :
0.4 Wolf & DeBlassie (1982) 48
Bornstein & Devine (1980) [80.9 179.0 1748 1.9 6.1 4.2 +0.4
178.1 1803 2.8 0.6 +2.2 4.4
174.4 173.0 6.5 7.9 1.4 4.1
174.6 168.6 6.3 12.3 6.0 *12";
Block (1980) 166.6 157.3 147.4 9.3 19.2 9.9 *Rrien (1983) :
1637 1621 29 45 16 Sperduto & O'Brien ( 87
166.1 166.2 0.5 0.4 +0.1 i 1983 178.5 175.1 .
Curroll, Yates. & Gray (1980)  165.7 155.9 9.3 Black & Friesen (1983) 152.9 152.5 0.4
159.8 5.9 Sandifer & Buchanan (1983) 2.3
163.7 2.0 . Davies, Gibson, Davies,
Brownell & Stunkard (1981)  208.3 188.5 198.4 19.3 99 +9.9 Long, & Reinsenleiter
206.7 1893 1983  17.4 9.0 +84 (1983)* 15.6
197.6 178.7 187.9 18.9 9.3 +9.6 Rand&Stunkard(l983) 99 25.5 .
218.0 1942 204.5 23.8 0.3 +135 Stamps, Catino, & Feole 189.5 159.5 30.0
195.8 180.2 189.0 15.6 8.8 +6.8 (1983) 189.1 170.9 18.2
Wing, Epstein, Marcus, & 201.8 178.8 183.1 23.0 18.7 +4.3 2580 213.5 . 4';3 23 ”
Shapira (1981) 190.5 171.6 180.9 189 9.6 +9.3 i h & Howitt 150.1 1442 141 : : -
Craighend, Stunkard, & 2015 177.5 1817 240 198  +4.2 Rbineiils 1494 1440 1460 54 34 +20
O'Brien (1981) 210.3 178.4 196.4 319 13.9 +18.0 146,7 142.2 14«;.3 23.2 1%‘; T
215.8 182.1 205.7 33.7 0.1 +23.6 ber. Rosenthal, & 205.8 1817 193.4 . : :
2057 208.6 +2.9 ’B‘}f‘.f;g'ufif;,‘;'gg) 200 1942 2008 249 163 +86
180.8 167.6 13.2 231.1 2000 2183 311 138+ 100
Pearce, LeBow, & Orchard 192.8 1780 174.2 143 18.2 3.9 211.9 1841 1931 278 ts.tr A
(1981) 182.8 187.6 95 4.8 +4.7 226.8 1929 2039 33.9 22.6 T2
1B1.1 179.9 11.2 12.4 1.2 237.8 2060 2232 318 14. :
188.8 193.5 3.6 +0.7  +4.7 & Follick (1983)
Hartigan, Baker-Stranch, &  202.0 191.5 189.0 10.5  13.0 2.5 @bi;‘;msﬁpste?n.smpim,& 1954 187.6 185.6 7.8 8 20
Moris (1982) 179.9 179.2 1858 0.7 +59 +6.6 Koeske {1984) 186.3 1873 9.1 : :
178.5 178.6 176.6 +0.1 1.9 2.0 (table continues)
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TABLE 4 (continued)
R Weight Weight change
uthor Pre Post FU  PrePost PreFU PostFU
| 187.9 192.8
Perri, McAdoo, Spevak, & 2005 188.1 199.7 D3 08 +ils
Newlin (1984) 185.7 1722 1757 135 100 +3.5
Perri, Shapiro, Ludwig, 1949 173.7 1722 212 227 1.5
"l‘lxsgntyman.&McAdoo 1761 188.4 18.8 6.'5 +12.3
(1984) 175.7 1822 19.2 127 +65
1822 192 127 +65 +2.7
178.4 181.1 16,5 3.8 +5.3
176.1 1814 188 135 +11.0
| 177.0 188.0 17.9 6.9
Stalonas, Perri, & Kerzner 182.6 170.1 183.9 12.5 +1.3 +13.8
(1984) 1815 1711 189.8 104  +83 +187
180.3 170.4 180.5 9.9  +02 +10.1
188.4 178.3 181.4 10.1 07  +3.1
Dubbert & Wilson (1984) 2077 LI 1947 166 130  +3.6
208.9 1887 188.5 202 204 0.2
190.4 1733 175.1 17.1 153 18
_ 1950 180.8 183.0 142 120 +2.2
Fox, Haniotes, & Rotatori 176.4 169.1 175.8 1.3 0.6 +6l7
(1984) 165.0 156.8 160.9 8.2 41 +4.
Jeffery, Snell, & Forster 27.0 - ‘
(1985) 17.0
20.0
24.0
17.5
17.3
21.5
23.0
22.5
Basler, Brinkmeier, Buse 194.9 2
he . 3 T, .
sler, Brinkmeier, Buser, 193.1 1819 1.8  13.0 11.2
(1985)
Stalonas & Kirschenbaum
onzs 188.0 175.3 12.7
Burnett, Taylor, & Agras 196.3 188.2 178.6 8.1 17.7 9.6
wugxs) 185.3 182.0 183.0 3.3 23 +1.0
adden & Stunkard (1986)  234.1 203.1 2240 31.0  10.1 +209
%g?.g %égs %25.9 315 205 +10.6
. 1 . '
Cochranc & Friesen (1986)  216.0 209.5 .83,% 42:2 %gg Hlﬂ
1848 1768 167.6 80 171 9.1
1758 1773 1753 +1.5 0.5 20

TABLE 4 (continued)
————
Weight Weight change
Author Pre Post FU  PrePost PreFU PostFU
Bennett ( 1986) 179.7 166.9 172.7 12.8 70 +58
158.6 168.0 21.1 11.7 +9.4
177.1 179.3 2.6 04 +22
161.0 167.8 187 11.9 +68
174.9 178.8 48 09 +39
166.9 170.2 12.8 95 +33
Sperduto, Thompson, & 15.9
O’Brien (1986) 9.7
Wise, Mann, Cooper, & Rus- 2627 2007 2424 62.0 203 +41.7
tigi (1986) 2854 253.3 2940 311 +8.6 +407
Griffiths & Holliday (1987) 158.4 1427 1503 157 g1 +76
167.6 154.2 159.8 12.8 7.8 +50
182.6 170.8 1828 11.8 +.2 +11.6
Wade, Hart, Kirby, & Mills 308.1 2715 36.6
(1988) 303.6 267.0 6.6
Pemi, McAllister, Gange, Jor- 195.9 172.1 188.0 238 79 +158
dan, McAdoo, & Nezu 214.2 1852 189.1 29.0 251  +3.9
(1988) 213.3 188.3 1947 250 18.6 +6.4
209.5 180.7 189.3 28.8 20.1 +8.6
2143 184.2 1845 30.1 29.8  +0.3
Perri, Nezu, Patti, & McCann 212.5 193.0 2024 19.6 10.1 +9.4
(1989) 120.8 190.8 19%.1 30.0 217 +83
Barabasz & Spiegel (1989) 2.9
1.5
14.1
Craighead & Blum (1989) 150.5 139.5 1399 11.0 10.6 *E
149.0 1409 144.7 g1 4.3 b
151.5 1489 1493 4.6 4.2 w

Note. Emply spaces indicate that no information was provided. Under weight change, all num-
pers refer to weight lost unless there is a (+) sign.

*Davies, et al (1983) provided only a range from pretreatment to posttreatment of 3 pounds
gained to 15.25 pounds lost. **Change in weight could not be computed because follow-up
data was based on different numbers than posttreatment data.

overweight. Of the nine studies that reported at postireatment, the range was
from 14.5% to 62.2%, with a median of 38.4% overweight. Of the six that
reported at follow-up, the range was from 14.2% to 62.2%, with a median of

41.4% overweight.

Change in overweight percentage. Table 5 also contains change in overweight
percentage from pretreatment 10 posttreatment, from pretreatment to follow-
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TABLE 5
Overweight Percentage and Change in Overweight Percentage al Three
Assessment Periods

% overweight % weight change

Author Pre Post FU PrePost PreFU  PostFU

Rotatori, Fox, & Wicks (1980) 26.3

26.0
Chavez & Michaels (1980) 48.6
Gormally, Rardin, & Biack 423
(1980)
Hautzinger (1980}

Bigelow, Griffiths, Licbson, & 40.6
Kaliszak (1980)

Franznt & Grimes (1980) 37.0

Bornstein & Devine (1980) 46.4

Block {1980)

Carroll, Yates, & Gray {1980} 48.0

Brownell & Stunkard (1981} 58.0

43,0 507 15.0 7.3 +7.7
59.1 459 352.1 1.2 7.0 +6.2
632 474 553 158 7.9 +7.9
70.1 516 622 185 7.9 +10.6
543 419 472 124 7.1 +5.3

Wing, Epstein, Marcus, &
Shapira (1981)

Craighead, Stunkard, & O’Brien  56.7
(198 1)

Pearce, LeBow, & Orchard 41.0
(1981)

Hartigan, Baker-Strauch, & 36.0
Morris (1982)

Inglis (1982}

Pezzot-Pearce, LeBow, & 48.3
Pearce (1982)

Wing, Epstein, & Shapira (1982)

Katahn, Pleas, Thackrey, & 46.3 38.1 g.2
Wallston (1982)

Murphy, Williamson, Buxton, 44,2

Moody, Absher, & Warner 46.2
(1982) 37.3
42.0
47.7
32.1
Woll & DeBlassie (1982)
Sperduto & O’Brien (1983)
Rlack & Friesen (1983) 32.2
37.8
Sandifer & Buchanan (1983) 57.0

Cogan & Rothbium el

TABLE 5 (conlinued)
mei— #—
g, pverweight % weight change
_ %ooverwelght ~— T = —
h Pre Post FU PrePost PreFU  PostFU
Author

Davies, Gibsen, Davies, Long,

& Reisenleiter (1983)
Rand & Stunkard (1983) 45.3
Stamps, Catino, & Feola (1983) 49.4;
7

Owusu-Bempah & Howitt
(1983)

feffery, Gerber, Rosenthal, &
Linguist (1983)

i 5 142 104 10.7 3
Abrarms & Follick (135 %iz ll‘;'l 18.2 83 6.3 +2.g
252 16.7 16.6 8.5 8.6 .

Wing, Epstein, Shapira, &
Koeske {1984) )
Perri, McAdoo, Spevak, & iéo
Newlin (1984) . .0
Per, Shapiro, Ludwig, Twenty- 57.
man, & McAdoo (1984)
Stalonas, Perri, & Kerzner
(1984)

S

i 1.1 43.6 12.5 10.0 +2.5

Dubbert & Wikson (1989 213 ;7.0 36.5 14.4 14.9 2

479 346 36.1 13.3 11.8 + l..s

196 29.6 3L.1 10.9} B.g 1;2

Fox, Haniotes, & Rotatori 44.4 387 439 56._‘r 3V4 2

(1984} 347 280 313 6 :

Jeffery, Snell, & Forster (1985) {_l!;g

Basler, Brinkmeier, Buser,
Haehn, & Molders-Kober

(1085)
Stalonas & Kirschenbaum 47.4
(1985}
Burnett, Taylor, & Agras (1983} "
6 g85.4 61.0 .
Wadden & Stunkard (198 ) iy o
90.7 57.% 33.6
Cochrane & Friesen (1986} o 06 5o 4
Bennett (1350 40 3711 wg 169 92  +77
45.8 47.5 2.2 5 + 1.7
31.5 374 1635 10.6 +5.9
44.1 473 39 g +3.2
174 407 106 73 +3.3

{table continues)
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TABLE 5 (continned)
% overweight % weight change
Author Pre Post FU PrePost PreFUJ PostFU

Sperduto, Thompson, &
O’ Brien (1986)
Wise, Mann, Cooper, & Rustigi 50.0
(1986)
Griffiths & Holliday (1987)
Wade, Hart, Kirby, & Mills
(1988)
Perri, McAllister, Gange, Jor-
dan, McAdoo, & Nezu (1988)

Perri, Nezuw, Patti, & McCann 53.6 38.9 44.8
(1989) - 524 371 374 3 12(8) +-Eg
Barabasz & Spiegel (1989) . .
Craighead & Blum (1989) 22.8
22.6
21.4

Note. Empty spaces indicate that no information was provid i
: ed. Under h -
bers refer 1o weight lost unless there is a (+) sign. P weight change, sl um

up, and from posttreatment to follow-up, respectively. Change in overweight
percentage could not be calculated for articles that did not provide pretreat-
ment, posttreatment and/or follow-up weights.

Change in overweight percentage from pretreatment to posttreatment
ranged from 2.2% to 33.6% lost, with a median of 12.9% lost. Change from
pretreatment to follow-up ranged from .5% to 15% lost, with a median of
7.9% lost. Change from posttreatment to follow-up ranged from 10.6%
gained to .5% lost, with a median of 3.3% gained. '

Weight Change For the Most Successful Conditions

Tablq 6 contains a summary of weight and weight change of the optimum
conditions compared with all conditions across assessment periods. When
onl y the most successful conditions in each article were examined, based on
weight change from pretreatment to posttreatment, mean pretreatment weight
ranged from 153.5 Ib to 303.6 1b, with a median of 189.4 |b. Mean weight at
postireatment ranged from 139.5 b to 267 Ib, with a median of 176.8 1b
Mean change in weight from pretreatment to posttreatment ranged from 1 8
Ib to 62 1b lost, with a median of 13.5 Ib lost. .
We also examined the optimum condition per study based on the amount
of weight lost from pretreatment to the final follow-up (this could be a com-

TABLE 6
Comparison of Weight Information for Optimal Conditions and All Conditions
———— —
Optimal conditions - All

conditions

Weight Pre—Post Pre-FU Post-FU

Pre weight 189.4 194.9 193.9 189.5

Post weight 179.8 178.3 177.8 177.5

FU weight 178.6 178.6 178.7 182.2

Pre—post change 13.5 13.5 12.5 12.8

Pre-FU change 13.0 15.9 14.2 9.7

Post—FU change +1.0 +.4 +.4 +4.3

Note. The optimal conditions were defined as the condition that precipitated the largest weight
loss. IT a different condition revealed a larger weight loss at follow-up than at posttreatment,
this group was considered the most successful, and a separate analysis waswone for each

assessment period. -

-
T

pletely different treatment condition from the best pre—post condition; thus, it
refers to participants who lost the most weight during this period regardless
of how well they did from pre- to posttreatment). Mean pretreatment weight
ranged from 150.1 b to 262.7 Ib, with a median of 194.9 Ib. Mean weight at
follow-up ranged from 139.9 1b to 242.4 Ib, with a median of 178.6 1b. Mean
change in weight from pretreatment to follow-up ranged from .33t029.8 b
lost, with a median of 15.9 Ib lost.

Finally, we examined the best condition per study based on the amount
of weight lost from the posttreatment period to the final follow-up. Mean
weight at posttreatment ranged from 139.5 Ib to 253.3 Ib, with a median of
177.8 Ib. Mean weight at follow-up ranged from 139.9 1b to 294 1b, with a
median of 178.7 lb. Mean change in weight from the posttreatment to the
follow-up ranged from 40.7 Ib gained to 15.6 1b lost, with 2 median of .4

gained.

Comparison of Studies Over Time

We compared the nine studies from 1980 and the six studies from 1987-1989
to assess whether weight loss studies were more successful in the late 1980s
than at the beginning of the decade. Tables 4 and 5 give this information
separately for each study, and Table 7 contains a summary of the weight in-
formation for studies conducted in 1980 versus 1987-1989.

Of the nine 1980 studies, two did not provide pretreatment, postireat-
ment, and follow-up weights; two others did not provide follow-up informa-
tion. Of the six 1987-1989 studies, one did not provide pretreatment, post-
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TABLE 7
Medians of Weight at Each Assessment Period, Median Changes in Weight,
and Median Duration of Treatment and Follow-Up Assessment in 1980 Versus

1987-1989
Weight 1580 1987-1989
Pre weight 176.9 209.5
Post weight 166.1 180.7
FU weight 173.9 173.9
Pre-post change 5.1 17.7
Pre~FU change 4.6 10.1
Post-FU change .7 +6.4
Treatment duration 10 weeks 17.5 weeks
Follow-up 4 months 10 months

treatment, or follow-up weights, and two others did not provide follow-up
information. Scventy-eight percent of the 1980 studies provided overweight
percentages at pretreatment, compared with 33% of the studies that provided
this information in 1987-~1989. None of the 1980 studies provided overweight
percentages at all three assessment periods. Sixty-seven percent of the studies
from 1987-1989 provided this information.

In 1980, treatment duration ranged from 5 to 16 wecks, with a median
of 10 weeks. From 1987-1989, treatment duration ranged from 12 to 30
weeks, with a median of 17.5 weeks. The final follow-up from end of treat-
ment ranged from 0 to 36 months, with a median of 4 months in 1980
and from 0 to 24 months in 1987 to 1989, with a median of 10 months (see
Table 7).

All but one 1980 study gave a gender breakdown. Five reported 90% or
more women, and scven reported 70% or more women. All 1987-1989 stud-
ies reported gender; three reported 90% or more women, and five reported
7% or mote women.

In 1980, pretreatment weight ranged from 139.6 1b to 199.6 |b, with a
median of 176.9 Ib. Posttreatment weight ranged from 184.4 Ib to 137.3 Ib,
with a median of 166.1 |b. Follow-up weight ranged from 147.4 1b to 180.3
Ib, with a median of 173.9 Ib. Change from pretreatment to posttreatment
ranged fromm .4 1b to 15.2 1b lost, with a median of 5.1 1b lost. Change from
pretreatment to follow-up ranged from 1.4 Ib gained to 24.9 Ib lost, with a
median of 4.6 Ib lost. Change from posttreatment to follow-up ranged from
7.5 th gained to 9.9 Ib lost, with a median of .7 1b lost. Information on over-
weight percentages cannot be provided because none of the studies gave these
data at the three assessment periods (see Table 7).

In 19871989, pretreatment weight ranged from 149 [bto 308.1 Ib, with
a median of 209.5 Ib. Postireatment weight ranged from 139.51bto 271.5 1b,

- —

i d from 139.9 ib to 202.4
i E} mEdiﬂnd(_)f; ?)('()'-11.‘7’13?'91:;);%0(\;2%:? r%)ht:lr::f;eatment to posttreatment
hy w“hf . mg (;alb to 36.6.1b lost, with a median of 17.7 1b lost. Change f_rom
ko l‘Omt t'0 follow-up ranged from .2 b gained to 29.8 Ib lost, with a
}:rll-:zlrica?:rgtfﬂ;(] | 1b Jost. Change from posttreatme{ng tg {gl!m:s;]-:c}; rlz;r;%z:g] t;i);?l

, i i i . ained.

e gainf;d t::) l?‘éznlttz,tggeasl réz:}l:t,lttag :r?\?:jf; bc::cause ongly one of the studies
gg\zvft:;?%atfzt the three assessment periods (see Table 7).

Summary

ment study during the 1980s cpmpared a beha;g

joral package treatment program to one or more other condttlon}s [fi?lr':t;gn:)w_

" » ‘klz of treatment and then assessed participants at s 6. 5-mont 19 l. ol

WLLJ'Il'ho: typical participant was a White middlc-class woman 39, n);e A.t o

L1lr}1j -ba%icalblry good health weighing 189.5 b at the start(ofs trei::l; mer the

postt;eatment assessment, she wc(ijgheld 17’_.’..5 ltc)i, tzca’nldhe).t re;r:;mcni Jrer st
. 82.2 Ib. 1f she was randomly assighe the ‘ or

wFllf\gl:ES blest outcome (based on amount of weight lost [rom Pre tq %c?:]ttre;(_l] )

W];nt) she was likely to have lost 13.5 1b after treatment, still weighing

m $ .

1b. At final follow-up agsessment, she weighed 177 1b.

The typical weight-loss treat

Discussion

. -

The results show that weight-loss research during the 1980s often la;}i:sacc;:ual
lcieness of information in the published articles. Fugherm}?rel;

ls)uccc:ss of programs (usually measured in pounds lost) 1S not high-

Participant Characteristics

d age were provided by almost all these studies, ethnicity

h gender an s el
:;;hg;(iofconomic status (SES) were rarely reported. Participants We g

1 i accurate reflection of the people w_ho are
i '\ft;llioag?eﬁf?kl\i gJI:?fédagtates. Nevertheless, this demograph&ctpr&;
o oos 1 t reflect those who are most likely to be obese, who 161‘}[2 31 be
e e nAOf ican-American (Goldblatt, Moore, & Stunkard.. 1965). ul: e
P e dom raphic profile of people at risk for obesity-related hea
et demot%ypinension, cardiovascular disorders) tend to be OIdT; ;%e)n
?;IO;::E:;SI (Cet'ai-l;:r for Health Statistics, in Dwyer, Feldman, & Mayer, .

Effectiveness of Weight-Loss Programs

of the treatment ouicome literature indicate little

The results of our analysis e were

evidence that obesity was effectively reduced. In general, pa
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obese before treatment, still obese after treatment, and continued to be obese
as long as they were followed up. For the sample of studies conducted in the
1980s, the median weights for pretreatment, posttreatment, and follow-up
assessment periods were 189.5 Ib, 177.5 1b and 182.2 Ib, respectively. The
median c‘hange in weight from pretreatment to posttreatment was 12.8 1b lost

The med!an change in weight from pretreatment to follow-up was 9.7 ib Iost.
The median change in weight from the posttreatment to follow-up was 4.3 Ib'
gamf:d. The median duration of a weight-loss program was [3 weeks ané the
median follow-up period was 6.5 months. ,

What does it mean for a woman weighing 189.5 Ib to engage in a com-
prehensive program for a period of 13 weeks to find herself weighing 179.8
Ib glmost 10 months after the start of this endeavor? Is this less-than-minim;al
weight Joss worth the time, energy, emotion, and perhaps money that she is
sp}:n(fluug'? Was she promised more hopeful results? How does she experienc;:
this 10 1b loss? Because she gained more than 4 |b from posttreatment to
follow-up, did she view herself as a failure? Because research indicates that
the obese are held responsible for their condition (Brownell, 1982; Maddox
Back, & Liederman, 1968), did she internalize her lack of continu’ed weigh;
l(.vss? Given the negative attitudes that others hold of the obese (Harris, Har-
ris, &‘Bochner, 1982; Larkin & Pines, 1979), did peers and family vie,w her
as i fatl}lre? Although most studies obtained statistically significant results by
comparing one freatment condition with another, this does not indicate
whether the weight loss is of any personal significance to the participants.

Are Weight Loss Programs Improving Over Time?

The mc;dian length of treatment increased from 10 weeks in 1980 to 17.5
weeks in 1987-1989, and the median weight loss from pretreatment to post-
treatment was 5.1 pounds in 1980 and 17.7 pounds in 1987-1989. However
mean ]_cngth of follow-up similarly increased from 4 months to 10 months,
and weight change from the end of treatment to follow-up changed from .7 ll;
losF to 6.4 Ib gained. Furthermore, participants at the end of the lé)SOs
weighed more before treatment (209.5 Ib) than did those in 1980 (176.9 1b)
Thu;, the longer treatment and longer follow-up indicated more weigh-t ﬂuc:
tuation (more weight loss and more regain) for participants at the end of the
decade, but not more success.

Clinical Criteria for Weight Loss

Without cxceptiqn, weight-loss treatment programs have determined success
_by pounc'ls of weight lost. However, there is no criterion for clinically signif-
tcant weight loss; successful weight loss is usually defined as such merely
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because it was statistically greater than other, less successful, treatment con-
ditions.

Most weight-loss researchers agree on the definition of obesity as 20%
above the ideal weights of the Metropolitan Life Insurance tables. Further-
more, they exclude subjects who are less than 20% owerweight. Thus, it
is surprising that the literature did not uniformly report the percentage of
subjects who were below 20% overweight at posttreatment and follow-up. If
20% overweight is defined as “clinical,” then we can determine the num-
ber of subjects who are nonclinical or asymptomatic at posttreatment and at
follow-up.

In these 50 studies, overweight percentages at pre-, post- and follow-up
treatment periods were reported in 6, of which participants in only one
(Abrams & Follick, [983) moved from clinical 10 nonclinical weight levels.
Yet the mean overweight percentage in this study at pretreatment period was
approximately 25%, barely above the 20% “clinical” criteria. Additionally,
only one study (Fox, Haniotes, & Rotatori, 1984} specified whether partici-
pants moved from clinical levels of obesity to nonclinical levels. At pretreat-
ment, 1 of the 16 participants was below the clinical level of obesity (under
20% overweight). At posttreatment, five additional participants had moved
from clinical to nonclinical levels, but at follow-up, only one participant was
still at a nonclinical level of obesity.

Reporting the number of nonclinical subjects after treatment is not un-
usual for other topic areas in the psychological literature. For example, the
cigarette smoking literature (Baer, Karmarck, Lichienstein, & Ransom,

1989; Burling et al., 1989} regularly reports the percenlage of smokers in
each treatment condition who have quit smoking (i.e., become nonclinical)
rather than reporting the mean number of cigarettes smoked in each condition
at cach assessment period (which, like reporting weight lost, would not give
an indication of clinical or nonclinical levels). The depression treatment lit-
erature reports on the percentage of subjects who are below clinical levels of
depression (Scogin, Jamison, & Gochneaur, 1989). It may not always be pos-
sible to clearly differentiate clinical from nonclinical leveis of all clinical topic
areas (e.g., anxiety disorders), but obesity is one area with a clear cut-off
point that has considerable agreement among researchers and clinicians.

Change in Physical Health

Physical health is another characteristic that should be discussed in obesity
treatment articles. Only one study used participants who were experiencing a
weight-related health problem. Because a prerequisite to participation in the
remaining studies was 1o be in general good health, researchers were unable
to test the assumption that weight loss will improve health. If researchers use
only healthy participants, it is not possible to determine what effects weight
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toss has on health unless one is prepared to conduct follow-up assessments in
f_uture years. Most subjects were young, healthy, adult women, not a grou
likely to have health risks until much older. It would seem impor’rant either tg
use longitudinal health data or else to focus on groups at risk for later health
prro[blemys (c.g... older men) and on those who already exhibit early or mod-
;ezlt:hs;tggl :[L S}Tmhh problems to determine whether weight loss reduces
. As this study indicates, most programs do not result in lar
weight loss. Even if those people who lose significant amounts f:v:??:éﬁ:;
risk for health problems, it is necessary to ask about the majority of people
who Ios_e only a minimal amount of weight. How much loss is critical ?or
change in health? What about the tendency for people to lose weight durin
treatment and then regain part of this during follow-up? Is a 20-1b loss fof
lowed by a 10-1b regain the same as a 10-1b loss followed by no regain or the
szu‘:;c n.:) no change at all? Intuitively, slight loss without regain would seem
gtb eer&lc [l:r:;)i rr:;ccjlc‘leran: loss followed by slight regain; empirically, this needs
Despite the relative lack of research on the health benefits of weight loss
there are some data on the health risks of dieting. A study by Hibscher anci
Herman (1977) indicated that obese and nonobese dieters exhibited elevated
levels of. free fatty acids, whereas nondieters showed normal levels There is
;oi'ne ff:‘._rldence rhat‘ starvation diets result in increased risk of hype.rtension,
gg:rtl 9;;;[)11’& and diabetes among both obese and nonobese people (Emsber-
Most programs conducted by psychologists are aimed at i
los:< and thus may be safer than many self-in?lialed diets that usger‘r::ligf; 1‘::3:%::
wmght-]oss_ methods. Nevertheless, psychologists (Brownell, 1982: Foreyt
198?) eontinue to advocate aggressive approaches for extreme ob:asity in:
cluding very low caloric diets. Furthermore, studies with animals indi’cale
that repeated weight loss and regain can result in an increased prcff;rence for
fatty foods (Brownell, Greenwood, Stellar, & Shrager, 1986) hypertension
(Ernsberger, 1985), heart disease (Smith, Smith, Mameesh Si'mon & John-
som, 19§4), and shortened lifespan (Ernsberger). Research, on the 'potential
hca}th ns‘ks of repeated dieting, particularly on the weight loss and regain
typical of these treatment programs, needs to be conducted with humans

I! is important to increase our knowledge of the potenti
of weight loss, especially given the reality c%f minimzﬁ Io;tf;dh:g?eﬁnz?ss
Furtherrpore, the health benefits of weight loss must be balanced againsﬁ th(;
health r}sk's of dieting. In lieu of the evidence, perhaps treating obesity ma
be a mmdm;cted goal. Instead, research could shift from treating o)tiesit;r
Fhrough 'dletmg techniques to a paradigm that includes education about diet-
Ing and its negative effects, the impact of societal demands for thinness, pro-

moting a positive self-image, the importance of social support, and the ac-
ceptance of one’s body as it is. More researchers are advocating a shift from
treating obesity to treating weight preoccupation that is a result of dieting
behaviors (Dwyer, 1973; Fullarton, 1977; Stake & Lauer, 1987; Willmuth,
1986; Wooley, Wooley, & Dyrenforth, 1980). Given the lack of effectiveness
of weight-loss programs, psychologists may be perpetuating a problem rather
than providing a solution.
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