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Background

     Obesity is a growing epidemic in developed and developing countries globally (American

Academy of Pediatrics Committee on Nutrition, 2003; Winter 2009), with the United States

leading developed nations in obesity prevalence (National Center for Health Statistics, 2006).

Sixty-six percent of the U.S. adult population is overweight, of which 33% are classified as 

obese (Werrij et al., 2009).  The World Health Organization (WHO) recently called obesity a

“global epidemic” (Werrij et al., 2009) which is linked to chronic diseases such as Type II

diabetes, metabolic syndrome, heart disease, certain cancers, arthritis, asthma, behavioral dis-

orders in children and adolescents (Centers for Disease Control and Prevention, 2000b; Winter

2009), and psychological problems such as intense body weight issues, depression, and low

self-esteem (Werrij et al., 2009).  

     Rates of obesity have increased across racial and ethnic groups, but are highest among

Mexican-Americans and African Americans, with the greatest increase seen in these groups

between 1988 and 1994 and 2003-2006 (Kumanyika & Grier, 2006).  As socioeconomic status

decreases, obesity rates tend to increase (Kumanyika & Grier, 2006).  In the U.S., overweight 

and obesity are taking an economic toll on an already taxed system.  The economic consequences 

of obesity and overweight reached $92.6 billion in 2002, half of which was paid through 

Medicare and Medicaid (Centers for Disease Control and Prevention, 2009c).

     Most adult weight loss programs focus on reduction of energy intake and stimulation of 

physical exercise , but most are ineffective in the long run with high relapse rates resulting in

cycles of losing and gaining weight (Werrij et al., 2009).  The majority of weight loss partici-

pants gain back all the weight they have lost within five years (Brennan, Walkley, Fraser, Green-

way, & Wilks, 2008).

     A Norwegian study published in the August 2009 issue of Patient Education and Counseling 

suggests that physicians give too much emphasis to Body Mass Index as an indicator of obesity

rather than looking at the interplay of biological and psychological factors in the development of

obesity.  Clinical health promotion, the study says, should be highly individualized, that is, infor-

mation should be tailored to the individual preferences and needs of each patient (Finset, 2009).

This study discovered that most physicians in Norway will not talk to patients about obesity, 

even when it is an obvious health problem.  Many believe that obesity is caused by psychological

and behavioral factors and is not really an issue to be dealt with by medical doctors (Finset, 

2009).  

     Another study found that 53% of British general practitioners did not bring up the issue of

obesity for fear that patients would react negatively to the message (Finset, 2009).  One study

shows that patients were generally satisfied with the care given to them by their physicians, but

were significantly less satisfied with them regarding the care, if any, they received for obesity 

(Finset, 2009).  Sixty-four percent of the study patients indicated that doctors do not understand

the difficulty of being overweight, and a large proportion reported to have had problematic

experiences with physicians such as disrespectfulness in discussions about weight and weight

loss.  In general, this study found that there is a need for improvement in clinical communica-

tion about obesity (Finset, 2009).

     Various approaches to counseling for obesity and weight loss have been implemented and

include Motivational Interviewing (MI), goal setting, self-monitoring, multi-step problem

solving strategies, cognitive and cognitive behavioral therapies, and other individualized 

approaches (Finset, 2009).  Reviews of the effectiveness of these approaches indicate a role

for them in obesity treatment (Finset, 2009).  Several approaches such as Maintenance Tailored

Therapy (MTT) and Standard Behavior Therapy (SBT), Cognitive Therapy, and a Community-

 Based Participatory Research Approach (CBPR) will be briefly discussed in this paper.

Current Approaches to Obesity Treatment – Journal Reviews

     Standard Behavior Therapy (SBT) is the current state of the art treatment for overweight and

obesity and has  a standardized format consisting of face to face counseling sessions covering a 

range of lifestyle recommendations (Jeffrey et al., 2009).  The core behaviors of this therapy

consist of frequent monitoring of diet, exercise, and weight with specific and quantifiable goals

for energy intake and expenditure (Jeffrey et al, 2009).  Sessions normally occur weekly for a

six month period of time, followed by six to twelve months of less frequent sessions.  This

therapy results in a loss of weight over six months significant enough (8% to 10% of body fat) to 

reduce blood pressure and prevent diabetes, but is usually followed by gradual weight regain 

during the next two or three years (Jeffrey et. al, 2009).   SBT has not shown continuing

weight loss without ongoing treatment beyond one year.

     The study, “A comparison of maintenance-tailored therapy (MTT) and standard behavior

therapy (SBT) for the treatment of obesity” measured the effectiveness of MTT and SBT in

facilitating sustained weight loss over 18 months, and was based on the premise that the main

reason for failure to maintain weight loss is a decreasing effectiveness of behavioral cues,

reminders, and rewards over long periods of time.  Based upon research of behavioral habitu-

ation, a solution was to recommend varying weight control strategies over time rather than

 continually repeating the same set of behaviors (Jeffrey et al., 2009).

    Two randomized groups were compared in which the SBT group behavior for change 

remained constant over time and the MTT group behavior consisted of different behaviors

and alternated between periods of treatments and no treatment.  The outcomes of the treatments

were measured at baseline, 6, 12, and 18 months.  The researchers hypothesized that the MTT

approach would sustain interest and motivation better than the SBT approach, and would 

indicate that the MTT approach would result in longer term weight loss outcomes due to 

elimination of boredom through the variation of weight loss strategies.  SBT group members

weighed themselves daily, kept records of daily eating habits and exercise, and attended therapy

sessions which dealt with weight loss strategies and relapse prevention, none of which varied 

over the 18 month study.  MTT group members had the same number of therapy sessions, but 

content, information, and goals varied and a four week break without specific directions was also 

part of this group treatment (Jeffrey et al., 2009).

     The results of the study did not significantly meet the hypothesis .  Characteristics of each

group were similar at baseline, and the net weight loss at the end of 18 months did not differ

by treatment.  MTT participants showed higher perceived reinforcement from weight loss and 

greater self-efficacy at 18 months, but not to a statistically significant degree.  The SBT group

had better weight loss results in the first six months, as expected, and also showed strong per-

formance between six and 12 months, which was not expected since 25 years of previous 

studies had shown the beginning of weight regain at six months (Jeffrey et al., 2009).  The

performance of the MTT group was better after six months at every measurement period, and

the maintenance of weight loss and additional weight loss after 18 months appears promising,

but again, it was not a statistically significant finding (Jeffrey et al., 2009).

     A Dutch study published in 2009 in the Journal of Psychosomatic Research hypothesized

that the addition of cognitive therapy (CT) to standard dietetic treatments for overweight and

obese participants without eating disorders would change an obese way of thinking, lead to

greater short term reduction in body and eating concerns, and would result in better moods and 

self-esteem.  It also tested whether the addition of cognitive therapy to dietetic intervention

would result in more eating restraint and less binge eating.  CT treatment also tested whether

its use would lead to maintenance of weight loss and psychological and behavioral gains

(Werrij et al., 2009).  To test the hypothesis, study researchers used an exercise intervention 

with one group and the CT intervention with the other to determine if CT would be effective not

only for weight reduction, but for the treatment of related issues such as depression, low self-

esteem, and the maintenance of weight loss over time (Werrij et al., 2009).

     Study participants were randomly assigned to either to a dietetic treatment group or a physical

exercise group.  Each intervention aimed for a weight loss of 5%-10% because such an amount is

both realistic and has a significant effect on health (Werrij et al., 2009).  Each treatment had two

parts.  The first hour of each session was a dietetic intervention, which was the same for each 

group, and during the second hour, the experimental group received CT and the control group

received physical exercise.  Both groups were measured for eating psychopathology, depression,

self-esteem, belief in dysfunctional thoughts, and BMI.

     In the short term, there was no significant difference between groups.  Each was successful 

and led to decrease in BMI, binge eating, weight-shape-and eating concerns, depression, and

low self-esteem.  In the long term, those who received cognitive therapy treatment maintained

weight loss and positive changes in eating concerns better than those who received physical

exercise.  The group benefited greatly in the area of depression.  Those who received exercise

treatment had greater relapse rates.  

     Although there is no significantly conclusive evidence to explain how and why CT is

associated with less relapse, it appears that CT passes on cognitive strategies which are more

beneficial in the long run than are pure behavioral treatments (Werrij et al., 2009), and allows

participants to maintain healthy eating habits and prevent relapse.  Participants in the exercise

group did not show any indication of changes in ways of thinking (Werrij et al., 2009).  The

implications of this study are that adding CT to regular treatment by dieticians may optimize

treatment, and that a need exists for more well-trained high quality cognitive therapists, 

programs to train cognitive therapists, and centers which specialize in CT for the overweight and

obese (Werrij et al., 2009).

     Another way in which to address the problem of obesity and overweight is through a 

community based participatory research (CBPR) approach.  In a pilot study called “The WORD

(Wholeness, Oneness, Righteousness, Deliverance): A faith based weight loss program utilizing 

a community based participation research approach,” socio-cultural factors associated with 

obesity were incorporated into a program for African Americans by involving them in the 

development and implementation of the program.  In the United States, African Americans have

a high rate of obesity:  31% of the black population is obese as compared to 19.6% of the white 

population (Kim et al., 2008).  African Americans are also less likely to benefit from weight loss 

programs than white people, and have very different social and cultural traditions.  Differences 

include body image ideals, cultural food attitudes, fewer models for physical activity, and 

normative views of overweight and obesity (Kim, et al., 2008).  

     WORD was a faith-based weight loss intervention for a rural African American community

in North Carolina composed of pastors from three churches, church board representatives,

congregation members of the same three churches, representatives from non-profit community

organizations, and investigators from the University of North Carolina at Chapel Hill.  Because

the church is extremely influential in the African American community, a partnership with the

churches was necessary for the program to be influential with community members (Kim et al., 

2008).

     WORD leaders underwent intensive training on health and weight issues such as calorie 

counting, low-fat eating, physical activity, serving sizes, portion control, cooking, and eating out.  

Behavior strategies for weight loss such as social support theory and the stages of change

transtheoretical model were part of the training (Kim et al., 2008).  Participants were recruited

through church events, flyers and posters in the churches, word of mouth, and a community 

WORD health day.  Criteria for participation included an association with one of the three

community churches, being African American, and being 18 years of age or older.  

     The program was tested with a control group and a treatment group.  The control group

members were drawn from two churches and were either offered the treatment once the study 

was completed or were sent a magazine for three months following the end of the study designed 

for the WORD with content being material which was used in the intervention.  The treatment 

group consisted of learning modules which asked participants what stages they were in for 

behavior change, how they could overcome barriers to move to the next stage of change, and 

how support from group members, families, and friends could facilitate the behavior change 

process.  Each meeting consisted of measuring and socializing, a review of the previous week’s 

tapes, physical activity with exercise tapes, Bible study about health, and prayer.  Learning 

module topics included calories, low fat, physical activity, fruits and vegetables, portion sizes, 

eating out, and healthy cooking.  WORD leaders used training manuals organized by topic.

     Religious and spiritual beliefs were intertwined with perceptions of weight control.  Food 

became an expression of temptation and eating too much expressed greed, and participants 

expressed the belief that in order to overcome temptation and greed, one has to have faith in God 

(Kim et al., 2008).  Faith in God gave the believer will power and faith in oneself to make 

healthy changes, and in order to obtain that faith, one had to practice spiritual disciplines such as 

prayer and Bible reading.  The word of God was viewed as spiritual food to empower one against

physical food and temptations associated with fleshly appetites and desires (Kim et al., 2008). 

The connection between faith and health was integrated throughout the program with the inclu-

sion of a health Bible study in every session which facilitated discussion of how to apply  

knowledge of positive health behavior change through increasing faith in God (Kim et al., 2008).

     WORD leaders felt group members made positive changes because of their desire to improve

health, feel better, and because of the faith orientation of the program (Kim et al., 2008).  The

intervention group showed a two to three pound weight loss difference from the control group,

but the program did not show as much success as other weight loss interventions for African 

Americans (Kim et al., 2008).  This may have been due to the short eight week time frame of 

the study.  WORD was also different from previous church-based African American weight loss

programs in that it incorporated the church’s faith culture in the program, delivered intervention

by health advisors and used a CBPR approach (Kim et al., 2008).   WORD leaders identified

the incorporation of faith with health as a key reason for the positive reception of the program

(Kim et al., 2008).  In general, the intervention showed positive indicators for building on natural

social networks within the faith community in an economical way, and promoted the use of the

CBPR approach to social change (Kim et al., 2008).

    Limitations to the program included lack of randomization and differences in baseline 

characteristics which may have meant that outcomes occurred due to demographic 

characteristics.  However, these limitations were controlled for in the study analysis (Kim et al., 

2008).  This study indicates a need for larger studies with more representative samples and 

longer time frames to truly test the potential of WORD (Kim et al., 2008).  Results of this 

intervention are promising in that they suggest the effective use of  the CBPR approach in 

multiple kinds of communities for multiple kids of behavior interventions.
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