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Abstract i

Obesity is a common -problem ' among adolescents.

Traditional treatment methods have not produced longterm
.

weight losses. Behavior therapy has been fofnd to produce

- more. easily maintainable weight losses as it requires thé

client. to' make permanent changes in weight related
behaviors. The inclusion 'of 'a ‘parent in 'many. types of
therapies has been found lto augment treatment vre.sultvs.
Recently a behavior therapy parent group has been found to

‘facilitate adolescent weight.loss.

The present ltn}dy was designed to determine whether

parent involvement in .an adolescent ' weight loss program

. through a bibliotherapy format would aid in weight

geduction. Twenty-one subjects were recruited through
newspaper and radio announcements. °All subjects were at
least 20% overweight, were not involved in other weight loss

programs and had a parent willing to attend weekly meetings.

Subjects were yandomly assigned .‘to one of the following -
treatments: behavior. therapy with or without bibliotherapy
pafént’ ‘involvement’ or a nutrition control condition.
Treatnent was’ conducted over an . eight week period. ¥
Follow-up  assessments were held one’ and ‘two months
posttreatment. The behavior therapy programs = followed the
standard guidelines and did not give a specific diet list.




The nutrition control group.followed Canada's Food Guide.
i . : I
jra
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Repedted measures analyses of variance'of pounds lost

revealed nq significant effects for group membership (F<1j

a

af=6/45). . Nox vere significant. effects found in changes in

percent overweight for ‘groups (F<1;. ag=2/i5), time’ (P=1.35;

ag=3/45) or the interaction (F<l; a£=6/45), Examination-of

posttreatment group ‘means revealed that the average weight

changes - of -the child alone behavior thefapy group and the

nutntlon coritrol group were highly 4imil

Ty

These groups

- were combined ' to form .a canr_rgl gro“up against ‘which the

results of the parent groyp were ‘compared. : One-way analyses
; ~
of _variance on . percent’ overweight . change = revealed

significant between " group  ai at .post

(F=4:563 df=1/16; p<.05) and foll‘qw—up II. (F=6.07;
af=1/16; 'p<.10Y.  Group differences aproached significance
at follow-up I (F=4.33; daf=1/15; - p<.10).

2/15), time (E=1.07; df= 3/45) Lor the interaction (F(l" g

It was conclided that ‘behavioral. ‘principles—can— be

effectively conveyed .to parents in a biblictherapy format

.and that_this typs of parent involvement facilitates weight_

loss. The: validity of —tHe prediction that a child alone
behavior therapy gondition would lose - more weight than  a

nonspecific control group was questioned.-
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Obesity is ‘Y. common problem among children and

adolescents today. It .is “estimated. that® lO—ZSkvof'tTAe

children'in the U.S.A. have an' éxcessive accumulation of

fat with theirbodyweight exceeding the norm by at least 0%
(Abraham and no’rd-s‘_aicx',' 1960;  Abraham, Collins and
Nordseick, © 1971;. Johpson, Burke and Mayer, 1§5'6;
Karpoweic‘z ;nd Zeis, 1975). Forbes (1975) repar:gé an

increasing average weight among American adolescents during

"thé past quarter of the century. \

Bréclss eplaemiological data are impossible to obtain
as definitions of obesity vary. Obesity is usually defined
& 3 R

R : 5 )
as a certain percentage overweight based on normative ' data

-obtained by.measiring a sample of a population.  The trouble

with this method is that thé norm for a given populafion may
be ‘one. of obesity when compared to a sample from another

population.  ‘Another problem in the measurement of obesity

is that there.is ng set' biological criterion.of how much fat

constitutes obesity. A further® complication is that the
terms '\c:\(érweight' - and ‘'obese'  are often miatake;xly
it e ey tipeed iy Enismsbates as’ overfat
yet a person may have an inordinately large lean body. mass
leading to- overweight.  Therefore SAEWELghE" oAl aet
necessarily  imply — ‘obesity'. . 'In  adolescents the
appropriateness of a given weight is ‘aitFicult to determine
since veight varies as a function of age, stature, body
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build, sex and socioetonomic &;:atus. Norm tables. on the
wexght statys  of aaoxesceht populat:l.ons often fail to
\eonerol »gcz these _ factors. | Regardiess  of these
‘methnd%c;gical difficulties, obgsity is \visibly" recognized

as ‘an important “health problem. |

.Complications Associated with Obesity

' Many adults requestirig treatment . for. -obesity for

: L5 . .
medical reasons are over 40 years old, .They manifest such.
N

diseases  or complicat§ons as  hypertension,. diabetes,
gallbladder disorders, myocard:.al or- brain . infarction,
‘spondylosis or other defofmation of the skeletal system
(simic, 19'90). _The preventive medicine viewpoint recomends
treating obege'/people Quring their youth in order "to’ avoid
these later malidies. In an iliustration of the longevity
of obesity ‘Abraham and Wordseick (1960) reported that  in
adults ¥ho had been obese between' the ages of 10 and .13, 863

of the males and B80% OF the females ‘were still overveight

years eatlxez, had been normal weight chxldren, 423 of the
males and 18% of the ﬁemales were obesé. Stunkard and Burt

(1967) report'that the odds against an overweight  child

becoming a normal Weight adult are 4 to:l at age twélve and

increase "t028 to 1 by the end of adolescence. The task of
weight reduction wuum therefore be mre easily accomplished

.twenty years later. In a comparable sanple who, tventy




‘if tackled befdre the end of adolescence.

The pressure by society towards leaness as'a criterion’

for social . acceptability is' But' one other reason .

reGommending the. early redg'cuog, of excess weighc. Obesity
can }@ve;ﬂdﬁvastating soc).al and efiotional,  consequences

(Sf_;\.mbert\and Cottey, 1872 Coates and Thoresen, 1978).°

For exampls, it_has been shown that .obese. girls-aré léss

likely to be accepted to colleje’ when a personal ' interview
is _ a requirement for admission, (cmning and Mayer, 1966).
Obesity .has been assucxated w;th a poor sl concept

(sallade, 1973) and disturbed fanuly %ntetactwns (Hammar

campbell, Cemphell ‘et..al., 197%). . 1t has also . been
detguaitied o bea boptributer to pody-image dispatagement
in-later. life (Stinkard &nd’ Burt.' 1967; Stunkard ' &nd
Yendelson, 1967.. N

g '. % s i ]
Conventional Treatients for ‘Obesity

For treacmgnt to be considered- successful. a client
should 1ose a ciimcauy sxgnificant amoynt & weight and be
able to maintain this loss. The treatment” should, ‘also  be
“cogt  efficient and . without Adverse' side. effedks. For
further discusdion of. criteria for success ' see Wilson

1977). s
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‘In summing up the efficacy Of non-bghavioral treatrients
.~ for adult obesity, ‘Stunkard (1958) stated that, "Most bbese . &
3 Tpe.rson.sp Wil nigt remain in treatment, of those who do remain "
< in ye'atment, most w11, Aot 16ke. much veight," aid of thess

who', do ‘lose weignt mbst \Kliu regain it." This Fonclusion has

recently . Been reaffxmeﬂ (e.g., Bierich, 1978; Coates and .. % -

Thoresen, 1978). -

. freatment of ~.obesity in - adolescents thr,ough\\

H i conventional means has produced results as disappointjng as

¥ ‘* those found for adults similarly treated, (see Stunkard '~ and

i {f McLa}en-aﬁme,' 1959).  Bighty. percent of all children treated

by purely dxetetic means will remain or soon become fat

again (Bierich, 19781

it 4 . Dietary approaches have been criticized as ineffective’
in  the long un and thefefore an ineffecient use of patient
. . ana professional time. Anorectic drugs have bedii found to

i i be ‘of little «Ase other than' for s'hart—term nlalntenance of-

.+ weigne Joss and are angerobs' in that they canive addictive
4 or ‘abused. ~ An - exercise programme alone is of some value,

although weight losses are small and the stillcbese client

tends “to discontihue axercising‘on.ce»a structured programme
ends. Th;raipeutié starvation' has many deleteri_}‘uus'side
effects, -e.q., electtolytlc imbalance, lowering .of adrenil,
s ; ‘function, ana " as it i ‘most: often ‘carried out in &

3 o i
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Festrictéd environment, such as a hospital, the effects are
short-tived since the patients return to their old eating
style’ - upon release.. Another one  of the -traditional

treatmem;s "is jejeunoileal bypass surgery. = This has  been

reserved- for ' cases of intractable obesity as it can have

many serious, adverse side effects, .e.g., ‘severe .diarrhea,

" hypocalcemia, infection, “or & .more ~complete review of

§ ;
cnventmnal methods, * the . Teader .is  referred to review

'artieles by Coates and Thoresen (1979) and_ B1etic‘h (1978).

Behavior Therapy for Obesity .

Ch captiat g5iehal TaaLER, of traditional tréatment

t‘hos; of hehav:_or t_‘herapy for- adult obesity .have been
relatively consistent and positive (Stunkard and ' Mahoney,
1976)." " Bellack' "(1977),r in his review of adult treatment
studies, concludes that grograma involving stimulus control
and supplemental rainforcemeqt have consistently resulted in
clinically significant weight losses which have  generally
been maintained over . short follow-up periods. With
adoiescents there are only a few studies using  behavior
‘therapy, all of vhich Have had promiging results. Behavior
therapy treatment, for obesity in adolescents has been found
to be. effective (Gross, Wheeler and Hess, 75; Rivinus,
Drummond and Com.brlnck—Graham, 1976); . to be.more effective

than a no treatn\enk waiting-list control (Axagona, Caasiéy
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and Drabman, 1975; = Kingsley and Shapiro, 1977; Weiss;
1977; Wheeler ‘and 'Hess, 1976):; and to be more effective
than nonspecific treatment (Coates and Thoresen, Note 1). A
simplified form of behavior therapy has been found to b&~— —
% more.effective than a social-nutrition group,\which met to

disciss weight loss, or a waiting list controf\group in the

treatment of obesity im.m 3 ‘adol

$ -(Rotatori and Fo7, 1980).

b - Energy Balance ] " s

From the behavioral perspective obesity is teged @
caused by a positive energy balance. Energy intake and
expenditure are seen as influenced- by events in  the
immeédiate epvironment. ;l'hese events can be modified to |
effect a more appropriate energy balance. The accumalation :
of excéss enérgy can be d::e to any of the following factors;
high intake, low output, or a prcblem in metabolism. A
metabolic problem is detected in less than 13-0f all cases
” of obesity. This explanation is easily eliminated by 2’
. thorough physical examination which includes a blood test

for thyroid or adrenocortical dysfunction.

Within the energy balance framework, it is not known
whether most children ccumulate fat due’ to excess intake of

caloriés or decreased output. Early studies reported that
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obese adolescent si

. significantly fewer calories than

non-obese peers (Cahn, 1968; Johnson, Burke and - Mayer,

1956; Maxfield .and Konishi, 1966; Mayer, ; 1968, 1975;
Stefanic, Heald and Mayer, .1959). Some of fovesw sate
studies also noted that the obese adolescents were less
dctive than their peers (Johnson et al.,'. 1956; Mayer, 1968,
1975;  Stefanic et al.,. 1959).  The problem with these

reports ‘is that aside = from Mayer's (1968) study, usiag

_motion picture analysis of = actual. time in motion while
; 5

performing specific sports activities, the results of all of
t};ese studies were based on self and/or parentdl reports.
In spite of their subjectivity ~they concluded @ that '
inactivity accounted for the obese groups calcrie»suzplus‘.
’ 3

“Other = studies using objective. ' measures, 6.g.,
.pedomet;;s and continuous heart rate monitoring, found no
différence‘between the activity level of obese and non-obese
subjects ' (Bradfield, 'Paulos and Grossman, 1971; Maxfield

and Ronishi, 1966; Siunkard and Pestka, 1962; Wilkinson,

- Parklin, Pearloom et al., 1977). A recent study (Waxman and

Stunkard, 1980) made use of.intensive observation of four

obesé boys and non-obese controls by impartial observers.

: . Lo
At school non-obese classmates served as gonttls. At home

a. brother less than two years apart in age was the control.
It was found that the obesé boys.expended as much energy at
home and more energy outside ‘the hoifle. The obese boys took
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in signifit;‘iantly more calorids i ety HoRcobsEs controls

at lunch hna suppe}cime. Bruch (1940), .in @& study using

subjective n\easures, also reported that obaé'!a' adolescents

ate more ¢han non-obese peers. R
& : %

More objective data must be collected before a decision
can bezmade about which of the sides of the energy equation,
intake o\r‘outp;u". or hoth, to focus on in. the ‘;zeatmgnt of
adolescent  obesity. ' . To. date the data from studies using
objective measures do not pro\:ide support for the claim made
By eosiichaasidherd thalnohesendiilAran are twes active that
their peers. 'As yet there has ‘been only one adequately
objective study of relat;.ve food \\intake. Waxman and
Stunkard (1980) ;epaited that obese chilaren ate mots tham
matched controls. The previously cited’ séuaigs using either
self or parental report indicated that obese children
consumed fewer calories. The results-of-these ‘o}:{;er studies’
chnnot be used as evidence in the decision of whethet inta'k'er

o{— output  is :espcnsnﬂe for the onset of obesity as there

were no validity checks done on.the reports. -

[ |
In the literature there have been reports supporting
both increased intake and decreased output of energy as

causing obesity. As yet there is no proof that either is to

,blame. The only truly objective study (Waxman and Stunkard,

1980): found higher calotie intake for their obese subjects.
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Regardless of ' causation both decreasing .intake and

in’crsasing output ‘woum lead to weight loss. Thé extent to

JWBLcH ed¥NiE ‘Snoula be fosusbd 66 Tn  therapy depends on thé

individual client' s hah ts at that po).nt in time.

‘A
Behavior: Therapy Methods”

In the treatmént of obesity ndvistng ! cligfit sinply to
eat -less and exeréise more is-not $ufficient. 'Obese people
may have well establxshed bad/l(abx,ts Wh].c'h are stronger than
their good # Aventions: ¢ o changas henavier? srarsny
endeavours, to effect changes‘ in! energy intake and output
ol modification:of the stimuli controumq these acts.
In-the fivst practical dpplication of behavior modification
to” the treatment of obesity Stuart (1967) modified the”
functional analysis approach. to overeating proposed Sy‘

g |
Ferster, Nurnberger and , Levitt . (1962). He r;uccesnafuny

treated eight obese gibjécts with ' his - self-control

programme. ALl éther b ’hai?io'ni treatment packages proposed

since then have been based he same underiying premise.

ge in maladaptive eating behaviors

The premise is that a

will lead to weight 1ass and that ' these behaviors can be

““ehanged through contingency managenent. Bl B

3 . . /
The first step taken in a behavioral weight redncr/_{on

program - is to monitor and record all eating and exérfise
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behavidTs, their ' and The .o

- 'self-monitoring’ record of food intake, called a' food diary,

i \ "
provides.individualized data which the therapist cap use to

identify:| the.inappropriate stimuli which'cue eatingf the

‘topography of the eating response itself; and the positive '

‘or negaci\ze reinforcers which maintaiii the eating habits.

N
contr:

In iherapy} changes are introduced gradually: -Io reduce the
| ¢ = .
4’ l; to

cues which trigger eating, chlled stimulu

“change theiact of eating; and to modify the.consequendes of .

eating. Alternatives ° to eating  ire identified| and
reinforcement of these behaviors by the clients themselves

and by others is programmed.

Ginsburg and Mayer -(1977) [suggest that an exerd“ise

diary - can be ‘used in much same way. Behaviors whith

facilitate exercising and rein qji'cers for. these behavidrs
are identified. .. This -informition is used to set up a
con\éingency management ' program to! increase - exercise

decreasing * the ‘saliency of.thz cues and reinforcers for ndt

exercising and increasing those cues and reinforcers’ whi

promote it.

Parental Participation in Treatment

As :long ago as 1894, Witmer used significant adults in
a\ child's environment to implement a variety of remediation
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programs. It is not clear if he. trained 'parents: to work
with' their own children. LIt is known that parent; ‘have been
used as psychoanalytic agents. ‘For e¥ample, in 1909, Freud
enlisted the help of “Little Hans'" f?ther'in his treatment.
‘Since that time other psyghc;nalfsts have used parents as

active therapeutic agents in the home '(é.g., Rangell, 1952;

Ruben and Thomas,” 1947)., ~Parents 'have: been Setively
involved 'm “the _ treatment of .their ‘ch_ildren by
lient-centered counseling approachesy=(e.g., Fuchs, 1957;
chey, 1955). Family therapy also involves parer:ts _in‘the
atment process, (eg., Levine, 1964; Minuchin, 1965).
It “Gan be seen that adherents.to various therapeutic models
have Iong been aware of the Value of parental participation
in  therapy. With ‘the re-emergence of behavior therapy in
the ‘early 1960s .(Graziano, 1975) much more . research has

occurred: in this area. X .

'Grazianu:(1977) states.that utilizing parents may be
the single most important development ‘in 'the child therapy
field. " In a_Ls?lz review, Berkowitz and Graziano cuncn\xded
that . parent training approaches have been applied! ‘in
considerable variety to virtually all ‘child behavior
probleng. Graziano (1977) lists the following childhood
problems where the training of parents in-a variety of
behavior modification techniques have been successfully used

i . - 7 iy -
in treatment: asthma; seizures; ' self-injurious- behavior;
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wearing -dental brace: eneureéisx -encopresis;  complex

syndromes such as autism, = childhood uchim}ufe iar

excessive crying; -~ aggressive behavior: hyperactyvif

" manipulative -behavidi; juvenile délinguency;  school-

phobias:. speech training. ? THis same reviewer, in 1977,

remarked- that there had been as yet little research 'in. the
)

area  of childhood obesity, = despite. thé apparent

atenebs of parental training. In 1974 0'Dell-

¢oncluded "There does ot appear to.be any class of overt

| child behavior that parents cannot be trained to modify" (p.'

421). . . N

There is no\wtll—defined’aga at which a cmi'q becomes
ani : adolescent. A  pirent. may have less influence over an.
older child (adolescent) who 1is .learning o assert
independence but it is true that sven with teenagers pareats
stil1 maintain a great amount ofecontrol over ' the child's
environment. Therefore, when treating afioledeents it would
seem to be imp_urtant to take into‘ canuida{ation' that . they

may have less control over the stimuli in their environment

than an adult does. They may be limited in ‘the' eéxtent to'

which they can control the cues for eating, e.g.; they -

usually do not buy groceries, cook or sérve their owh meals.

Patterson et al. (1967) suggest that for the effects of any-

social ‘engineering programme to, generalize and persist, the

members of the child's social environment need to be taught
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prn}éer reinfortement -schedules. Children . can be - greatly

i) 5 |
ipfluenced by the reinforcement received from their parents.

i'hese obsetvations suggest hat it may be Aimportant t“o
| "sulein e perenke in any ‘weight-related behavior chande
| programme, especially the parent in .charge of  food
| acquisition and preparatidn. ] g B

| = Y
\ ) /

To date the few studies donme with obese children and

"‘adgjescents have, ‘all made note of the extent of parental

cooperation. Rivinus et al. (1976) in “their uncontrolled

£l ‘study of a mother -and -child treatment group achieved a
i

. |
| ‘decrease ‘in the percent overweight in‘all of their pre
il ¢

~teen

!
| subjects, aged 8 to 13. They state that active'family

involvement particularly of mothers may be an  important

£actor -for success. -In another uncontrolled study, Gross et
¢ : , ;

[ ° :
al. (1976) report obtaining the best results for, those . of

|their 13 'to 17 ' years 'old subjects who had strong family
‘céopa'tation‘ - . .

! g . f .
i U;ing more objective data Mahoney “and Mahoney . (1976)
“# a1s0 " found a positive corielation (.93 at 10 vacks ', -63 at
"2 years) between weight : loss and social supporé.~4 Their
" social support score:was based on family sntuntanc . oo
méetings, as’ vall "ds JEeports 6f eHAGWEAGEHARY  EHA
coopexf;:ion and was ‘an average of the independent ratings of
four therapists. Aragona et al. . (1975) worked with the




% . -

. B PAGE 14

J

pazents Jor' 541 ears dld ehiidren wsing dither resginie

cést or response cost plué reinfordement with a weight. loss
criterion. They ~found both Of these conditions of equal .
utility and better than a waiting list control. Coates- and
Thoresen. (Note 1) also trained the parents of their -two
teenage female subjects in behpvior modification principles
as’ part’ of their'behavioral treatment:package and achieved

results better than for a  non-specific treatment subject

with equally intensive family involvement. Rotatori and Fox
4 :

(1980) ‘used the parents of their moderately retarded

adolescents as lay therapists. They achieVed better, results

for .their behavior®therapy group than for a social nutrition

.group which also had parental participation.
There h‘ave been tv‘lo studies done which directly. assess ¢
the ‘role of  parents in treatment.; Kingsley and Shapiro
(1977) using 10 and 11 yeass old children achieved egually
good resgl'tf ‘for their child alone, mother-and-child
““together and mother alone .groups. ALl lost moré weight than
the waiting'- 116t controls. . There was a tendency for’ the
_mother and child group to have regained 1éss weight at'a 20°
wee¢k follow-up: Weight losses in all groups were small, an °
avarage Gf 3.5 pounds' in 8 weeks.
Kelman, Brownell and Stunkard (Note 2) conducted ® a 16

week ' study’ with three treatment groups;  child alone (c),




" ‘the essénce of practicality" (p.202).

PAGE 15

mother and child together (MC),  and mother and child
separately ' (#-C). " Their subjects) aged 12 te 15, averaged
178.5 pounds in weight. They found that members bf the = M-C
group lost sigmificantly wore veight (an-average of 20.5 +/-
‘49 pounda) than the mesbers of the C,aloné group (6.9 +/-
2.8 pounds). The MC group was not ‘significantly ai{seunc

from either one (13.9 +/-'5.6 pounds). . The authors - note

.that the  weight losses were greater in their study than in

the Kingsley and Shapiro.study and that this would allow the

effeits of parental participation to be discerned.

' Thie results’ of Kelmai et al. (Note 2) caniot be taken
as "definitive  proof of the utility of training. parents’
separately from children, ds these results were achieved in
only this ‘one study. The losses in their mother-child
separately group, an average of 20.5 lbs. in 16 weeks, are
indeed clinically as well as Etatioxi:ally significant.

For an adult population, Stuart and Davis (1972) stress
that it is a myth that a weigf;g loser- ca;\ achieve tllis goals
a/lei\e, "he controls neither the etiology nor the waintensnde
of h}a-;besity ... to ask for help in harnessing the forces '

,of social influence in the service of weight control is in

L

The research done with an adult population to. examine
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.- ' the role of .training a spouse or: significant other in
’ behavior modification techniques has had positix}e results.
Brownell, ' Heckerman, Westlake,| Hayes /and Monti (1978)
trained spouses\with better results for this group ‘than an,
‘m;xtrainea _but cooperative group even at ? months follow-up.

Saccone and Israél (1978) and - Isragl and Saccone (1979)

found that using a significént other ‘to -reinforce eating
behavior change was more effective than no involvement jand
that the difference persisted at twelve month follow-up. o
Mahoney and Mahoney (1978) foiind a positive correlation
between degree’ of family “support - and = successful weight

1 management. Fremouw and Zitter (1980) and Pearce, LeBow and
§|  orchara (vote 3) also found that spouse involvement enhanced’
" weight i‘oss.» The orily researchers which have not .found
sugpc{é for 'including a - family member failed to ensure
EGHITY PR, L] WE. RESE s e ety e
them (Wilson and Brownell, 1978). 3

“ ) - . o ‘ ’ = ¥ s

To date studies dome . using  behavior therapy with

adolescénts _have

jad, s statistically but seéldom clinically

significant results. ‘A longstanding trend in the treatment: (4
of childhood problems ‘has been the inclusion of a parert.
- Recent research, with an adolescent populaticn suggests that
parental participation au.qmeQ.t's behavior therapy for obesity ,

but this has been  directly tested in only two  ‘studies

B "
(Kelman ‘et al., Note 2; -Kingsley and Shapird,
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Weight 1os:
(Note 2) “study wy

-ifi the parent-child alone group of Kelwan et -

. all's

greater than i m.u;t others, ‘an
£ average of 1.3 pounds per wc.); c‘ompared to an average 1loss®
of 56 pounds( per week for other researchers. The aduit
= lit.eta.tnr:e Sugfests that - th;' susTubion of a ni.t;nificant
other in t)’m tra‘ntme':t’» of obesity is an important factor.®
2 : ¥ . ™l N

These, empirical results along with the fheoretical

support for external control as strengthening the capacity Hg i
5 - «
for-self-control (Kanfer and Karély, 1972) suggest that the

role of parental, involvement in the treatment of adoleseént———

obesity should be to enhance weight lo:
¢ : h

Bibliotherapy versus Group Treatment ', . . Loes

- In bibli . of a ‘program = are
transmitted to a client in a written format. If it weresto .
be found that parents could be taught behavior modification

. principles ‘from written material then treatment time-could ..

be significantly reduced. Therapy would then /‘ba available

i to parents who are unable to attend ' sessions. The
14 t that bibliot may be an effective . e
" way to comminicate the i o nec o dmpldnentra v !
: . “" weight control program for an adylt. 5

In support of this suggestion it has been found that.in’
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the treatment of. obese -adults bibliotherapy can ‘be‘as

“effeéti\re s in-pereon group treatment (Dilley, Balck and

Balch, 1979; < Perstl, Jokuséh and ‘Brengleman, 1975; Hagen
1974; Hanson, Bordeny, Hall and Hall, 1976). Dilley et al.

(1979) .obtained' eqdivalent  results, at both posttreatment

‘and follow-up} for two ‘bibliotherapy groups and a . group

treated -bi, a \'.ra).ned t‘herapxmt_ in,'a group meeting'format.
Members of the bihliot‘herapy groups  were weighed by and

picked up~t‘he).q assignments from:6 either an untrained

* undergraduate 'or -a ~trained therapist. Both of these

bibliotherapy groups received feedback by way of comments
written .pn their completed assignments by a - trained

therapist.

Hagen (1974) used four groups: bibliotherapy by mail,

blhuotherapx plus * in-person . group instruction, group -

instruction alone and a wait list control. For the , three

treatment groups he obtained weight loss results which did

not differ from one another at posttest and a. four_ week

follow-up. - All treatment groips lost significantly more

yeight 'than the controls. The only difference among: the
treatment groups - was”~ that ' the  subjects rated -the
bibliotherapy alone.as;less helpful. 'In this study contact
wit‘h the pibliotherapy by mail group oneurred on: dnly thies
occasions:. at pretréatment, posttreatment and follow-up:
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Hanson et al.” (1976) found a IOM ‘contact b.\blzatherapy
“group | wh].c‘h ‘met  only three times’ -lo be as effedtive as a

high contact bibliotherapy Group which met ten times. Both

-these conditions were as effectivye in prcducing weight loss
as an in-person group imstraction condition. The three
treatment GEoups 108t mote ‘welght than H6 treatment oF
placebo controls. .

{ * 2

Brownell, Heckerman .and Westlake (1978) . found
conflicting results. “In their study there was a difference
between a éaqe~to face treatment group which met weekly - for
i wwdeks EhaE sonkhiy for ei¥ nenths and’h HIBTIoEHeYapy
treatment group which received the same treatment manual and
met  #ix ‘times :“to- be welighed, These between ~group
aifferences disappeared at a six month followup.

Fernan's ~ (Note 4) study clarifiesthe discrepancy
between. Brownell et al's (1978) results and those of m_\;
other ‘researchers. He found that there was .no difference
betwsen. he Fesilts of) previcus stedies GsiNoiln-person
treatment and - nis biblictherapy group -which invoived a
moderate level of personal contact. There was a difference
in weight 1loss between group cantact -and -bibliotherapy

conditions . when -the only form of communication in

bibli was the written on. the assignments
returned to theiclients. This trué bibliotherapy consisting

. '




! U & PAGE 20 .

s BT . of written communication contact only’ was less effective
than . bibliotherapy with ' opportinity to contact the

therapist. These results sugdest that theré is a small but

highly significant amount of - personal contact' found in
bibliotherapy studies which have results -equivalent to

. ‘face-to-face treament (Stunkard and Brownell, 1979).

§ . i 2

ol Rrorais. the pemiie BE. e bibliotherapy, studies'
¢ v i . reviewed indicate that adults are capable of learning the
Snformation hecessary to be  able oy Deibrament enbde: own,
fatiavioral welght .losa’ progiis. .THe™ parents of chese
ado];esuen;:s may benefit just as.much, in terms of “knowlgdge
. . '’'gained aboit behavior ‘therapy and  ability, te facilitate’ 1
. 'their children's programs, _frém written instructions and
assignments  as tﬂey ,_woul.é from“ group = instruction.
o Bibliotherapy works as well as in-group treatment with adult
) . Vihects e tHey ek Culved EAE option of being able to
contact a therapist when they desire td do so. If proven
siicesasL, bibliotherapy would be more cost-efficient and
'more widely .applicable. Children with cooperative parents‘
unable to atténd meetings would. be able to bemefit from

parental education. <

The Present Study

' As mentioned earlieriit is well known that Obesity is a
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common pmblp:q among adoléscents today. "It has been found
that the chahoes of successful weight reduction ‘are higher
at -the beginning than at the end of adolesence.” The
medical, social and emotional consequences Of being obese
are also, less severe akt ‘the start of adolesence.. This
siiggests  that weight reduction ' should . be: easier to
accomplish and  more |, ‘bemeficial, from ~a preventative
viewpoint,’ if it is undertaken early in adolesence.

There are many different methods of weight reduction

" which have been used with adolesents. . Each Of them has
their dwn problems but m"\e'cnmmon to. all is. the lack of'
TongtasE IR e welcht .loss. :Benavior therapy is a

——<relatively new treatment for cbesity. It requires cliénts
Xpractica nev behaviors in' order to change their old

e
habits and therefore programs a weight loss maintenance
strategy from the very first treatment session. ‘It has been
found to be successful with adolescents but often the weight

loss results aremore significant to the researcher than to

the client.

_Adult behavior ‘therapy weight loss programs have been
improved by including a significant other who works with the
client in the home. It seems particularly ;mpor‘:dnt for-
adolescents to have this type of co-operation because they

are very unlikely to have control over food related
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activities ~in' the, homé. “Lacking control could cause some

trouble when trying to -implement behavior changes in a-

behavior therapy It is that a

parent ‘should be involved in-the program. Parents have been

found to be assets in other types of therapy and recently in
behavior therapy for adolescent obesity. The purpose 6f the

present study is to determine ‘the effect of including a

parent in the behavioral treatment of obesity. ' K

When considering e polle parents should play in = their
child's weight loss. program/ it is useful to consider the
results"of inéluding significant others in adult programs.
The type and degree of involvement of llgnificnn‘t others.-in
adult programs suggests that, for their . involvement to be
effecéive'_xc must be ensured. 'This can be done by requiring

some type of concrete’ proof, e.g., written records. The

only researcher who fajled to find significant results for a

group which included § significant other was also the only

cossaciiier) Whio! BRI Lo require his significant others to

do any assignments. It therefore seems necessary to ensure

_that the p§zenc- are\ participating in the program. | ! This

. could be don/'m by requiring them to attend weekly meetings

and - submit assignients or to Faad blbliet‘hexapy materials

and submit w;ictan assignments. -

Adults have been successful in implementing their own
] ~ =P v
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weight management programs based on information conveyed by

bibliotherapy. It is suggested that théy could be

ul in i lementing for thieir. children by
using bibliotherapy materials. -Weekly written assignments
would ensure that they had read and understood the ‘material
for the wee/h The ‘use of written assignments is preferred
because it. does not impose time constraints on parents and
S dnen, 6ot require them to travel to. meetings: If the
program is sucdessful’it couldbe used with families with a
busy. time schedule br withour ready transportation.

B

The choice

what to include in the program is based
Sel L
p¥ograms and the time period available. -All

Yon changing thel

behavior thgr'agy" programs for obesity focus
cues which ‘cause inappropriate eating, ‘modifying the act of
"eating itself and programming reinforcement of - appropriate
easing. habits plus increasing physical activity levels.
Séme programs also prescribe specific diet guidelines.
There is only one campxehengiv; ‘manual written apecifica‘liy

for an adolescent population with a companion mannal for

parents, ‘the one by Kelman et al.’ (Note 5). This manual

) . ¢ v
describes a sikteen week program which involves specific ‘%

dief guidelines. The présent study is of an eight week
program with the aim of being able to have 'it administered
auring the fall and spring. terms: of' school, between

examination periods. 'This shortet program focuses -on more
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subjects will be inteipreted taking these changes into
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general 'behavioral principles. ~Some of this information is

taken from Ferguson's (1975) “Leafning to Eat" manual with

the ‘maih portion coming from Kelman's manuals.

In the evaluation of the effectiveness of treatment of
obesity . a wutmg-ust control (group. is /nét - adequate:
Members Of a waiting-list control group may mot try to . lose
weight: and in fact may actually gain weignt since they Xnow.

he

that they’ will’ v 5 ch;\qe their eating habits in

near  future. In order to be 'able to asaass

effectiveness 'of a behavior therapy program without: parent

involvement it is 'necessary to ‘have an'equally crédilie
treatment group to control ' for non-specific . factors. A
nutrition-exercise .group can meet -this requirement.Both

nutrition counselling and exercising have been found to be

programs (Stunkard and Mahoney, 1976). It is thought that
this 'type of treatment will be found to be as credible as
the behavior therapy treatment. ;

The measure of success in the study is weight 'change.

It -is therefore necessary to have some idea of how much the *

weight of each group member - would . change due o normal
- %

growth in - adolesencé. For - this reason growth charts (in

Collipp, 1980) will be used and the weight changes of a1

s 1 i

5 . »
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consideration. Each client's ideal weight will change with
the passage Of time, so that if the participants merely
maintain their pretreatment weights there will be reductions

in théir percent Percent

weight change’ among subjects in a directly - comparable
fashion.. Change in - percent overweight ' is therefore the
measure of interest in this age group where subjects would
nermally. be .expected to ‘quin different amounts' of weight
because of rormal growth. . . N

’;n test {'ha .;Kﬁy of ‘the' three® tréstments .i{l
expectancy for improvement a credibility assessment will be
done in the last treatment session. = Items will be taken
from the Client Rating Questionniire.(Paul, 1966) to assass -
therapist characteristics: Satisfaction with the program
will be determined by willingness to choose to do the
pr;)qram if given the chance to decide again and to recommend
it to an overwelght fiiend: The expactation of how mich
weight should have been lost if all i:roqnm components . were
“adhered to will also be assessed.

It ia predicted that the parent involvement group will
'Lose more weight than' the ‘child alone behavior therapy group
and that the child alone behavior therapy group will . lose
more weight than the nutrition control group.’ »
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METHOD

" Subject's between the ages.of 11-16 . were Lsoficitea by
newspaper advertuem@g -and  radio annuun;emencs. “The
: § ; advertisemg@ ::equ'éa{e/\i that: subjects be between the ages of

/ 12 4na. is,‘ at least 20% .overweight," and have a ‘parent
willing o attend. weekly ‘mectings (see Appendix ). ALl
subjects wers required to not be enrolled in any other

weight ~reduction ° programs or have any medical

contraindications ~ to losing weight. The small responsg to

the program necessitated, relaxing the age selection criteria

50 as t6 include both 11 and 16 years old children, ]

Subjects were given a basic outline of the program over
the phone. If they expressed an interest in the program and '

professed to meet the requirements ' in the advertisement,

they were assigned an interview time. - All -subjects were
required' to attend this screening interview where the
program was explained to them. They were asked to deposit . *

$20 to be ‘used ~to. reinforce  homework completion - and .

and to pi y supplies. “BOth the
[ "
parent and = the, teemager's willingness +to attend  weekly

meetings was ascertained. Parents also had to be willing to

alternatively read weekly handouts and do homework

STV
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assignments. or to :be in a  group-where parenti-were not

attively involved. ' The' téenagers. were: informed of - the

L P 5 i .
‘  requirement of keeping a food diary and questioned about

~their willingness to complete it. They were #lso required

to - state - at least two positive reasons for wanting to lose
weight. The'client, parents and. group leader signed &
contract ‘cg,mmittingv _themselves . to changing wéight related
behaviors *{see Appendix. BJ.  Medical -élearance Forms
(Appenéix ), " a weight history form (Appendix D) and a one |
week supply of food diary forms (Appendix E) were' supplied
alohg with instructions for their use. These were to be
returned at the first - group sssalohs ALy, jelients. veze

weighed and had their hejght measured at this: time.

After ‘all | intérviews. wire completed clients = were
randomly - assigried to eithér one Of the two behavior therapy
tr;abnent groups or to the nutrition cc’,‘ntm} grou;;u
Initially - there were seven clients in each group. Group
composition-were as follows: seven girls, - ranging in _alge
from 13-16 years old, in the parent involvément group; Eive
S aEl e Bage, 1Rete Yaive Biar et didie e
behavior therapy group; six girls and gpe boy; aged 11-15,

in the control group. -
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3 Detecto-Medical balaite bean

scales were used to weigh
Clients. Lange skinfold caiipen and Harpénden skinfold
calipers wike used to measirs triceps skinfold thicknedacs.
el BenRoERnG S Seasis e e b Taiatg & Vand

held stopwatch.

Procedure ; E . T Lo
Piioeps akinfo1a headueménts were takénnt: -the. EieE
_a‘nd last  treatment sess‘ion. At - the first and e‘lexy
subsequent group session clients H‘erev weighed, . had their
homework ~ and food diaries checked and money :sfunded before
“the stakt of the days lesson. After the topic for the week
'had been presented there was a 20 mimte erercise period.
" All meetings lasted approximately one and one quar{ez ‘hours.
Cliénts .;tgre' supplied with new food diary oo week 1y and
comleted diaries were collected.

For all students. at the first neeting ‘the weight
questionnaire, medical release forms and food diaries vere
dollected. Exercise circuits ‘were estdblished (Appendix F)

and exercise diaries distributed (See Appendix G). Problems’
i T N

e et et L
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jated With the ion of any forms were . resolved,

Clients were given. a Food' Management Quiz (Appendix ) to

complete.

/' 1n addition to)filling out the quiz; and establishing an.
‘exercise ‘circuit the nutrition ‘control group was asked to
ndme “the four food-groups and some: items contained in ‘each

of thém. o ¢
. \ 3 a

The parent’ bibliotherapy group received a handout on
exercise circuits. A. Food Management Quiz (Appendix 1) was
sent o them with instructions to complete it before reading
the  other mterials.  Parents were instructed to read the’
satbeiater ke rtaLRIOnN B ILET Etge; an explanation
of «the rationale Of ' the behavioral approach- to weight

_control, a program desaription, a brief description of the
behavioral . model, how to shape new eatir}ng patterr_x_s; and the
effects of modeling. Théy were given an outline .of the
haterial covered in class. . Four homework questions were
assigned.  Every week the assighments were sent home to the
parent with their.child., Assignments wereto returned the
following week with their child., ;

Week Two

T

At the second session teenagers were informed of ' their
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ideal weight. Weight graphs with a charted weight loss goal
of _one pound per_ week were distributed. _ This was the first
of threa wiesks focusing b Cpe-alimineticn. The location of
eating'vas discussed and clients- were given ~thé homework
assigmment of eating only.in their designatéd eating place.
ottier homework u’;_cxud‘-cf changing their Qégulyr seat “at the

table, ‘eating at the same. time each day and doing nothing

else while eating. " o o

The . mutrition. control group received, ' further
information on -the four food groups and instruction on how
to £ill.out a food diary which rated adherence to Canada

Food - Guide, guidelines /(Appendix J).. They also received a

simplified exercise diary (Appendix K).
r .

Parents vere asked to examine q;n‘eir éni‘ld's handout on
their ideal weight. Parents xece_.i‘.v‘sd a handout covering ‘the
folliving topce:’ asiariness.of their _child's ~-eating
patterns, internal versus external signals t6 eat, and
teenager's new behaviors for week two. Parénts vere asked
to eat only at one place and at the same time each day.

They were “also assigned four homework questions. -

Week Three

c

f . &
Bl groups saw 'a movie, "The Real Talking Singing
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Action Movie About Nutrition. Faﬁ behavior therapy

groups Week three dealt with cue elimination, Clients were

:adght how to mike the act of eating.a conscious one by

requ).rx.ng them to only eat £od they have asked for. They

‘were: aldo shown how to make a smll quantity of féod look

larger by using a smaller plate and utensils. In order to

reduce the number of ‘cues to’eat ‘they were instructed o

remove serving <dishes from the table, to leave the table

immediately after eating, and to store food out of slght.
' 5

&

The nutrition control group completed a guiz on’ myths
5 - . s
about 'dieting and discussed their answers. They were given

a summary of what answers were correct.

parenu were asked o assist tha).r child in 1ocating a
small plate afd utensils and £ set the smaller utendxls in
their child's place. Parents were q).ven a handout covering

the « folloving -topics:, your child's weight control program

;and your attltude, the ABC's of behavior, and teeﬁagezs new
" behaviors £6t week three. ~Parents were given the assignment

.of modeling leaving the table .as, soon as they'  finished

eating, not offering food to their e7enager, removing

il e [
serving dishes fiom the ' kable, %stonng‘ food out log

sight, Five homework questluns were ' also assignea.
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Week Four

In the behavior therapy groups week' four focused again
on cue elimination. Teenagers were instructed to set some
food aside to be thrown away at each meal., to divide their
meal - into two portione and eat only what they naed, _and to

mim.mug contact with food. '

The nutrition control group received informar_x.on on
what to choose for 'a: smack' and saw a mvga entitled

+ "Snacking: Garbage in Your Gu:

“ During week four the parent handout .covered the

foilowing topics: your ~teenager's rate of progress, a

“review of the previous weéks matarial, and teenager's new
Bitaviony BoE Wik foic.' Phisits were iséigued th tReNe
ofi sdtting some Zobd silie, clearing’ food directiy: inté
the garbage whed a meal is ovér, and not asking their chila

]
‘ to dispense food. Five! stigns were

\Wéek Five
# : :

For students in the behavior therapy groups week - £ive

. was. concerned ,with snacking. Clients were taught how to

choose snacks wisely. A "Vest Pocket ,Calorie Courter"

booklet was given to each participant. Homework involved
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5 B
{ 1 ) e e o 3
applying all the techniques learned previously to snacking;

s

e.g., putting down the food-between bites, etc., as well as,

the new behaviors of preceding a snack with a, glass of
water, checking the calorie content of a-snack and planning’

% ahead of time what you will eat for a snack.

- >~
The nutrition control group received a handout on tips

on. éating out and prepa;ri‘ng food," They ware eﬂcou}ag@d to
come up with soite new ways < of handling thése situstions.

' Exercise sitcnits were upqraded for all groups.

2. . ® . . b

-_Par“‘ent‘a’" vesdived EUHARGHGE o WHACKAWS ans’ He
_ toenagersA hew behavibrs. for week £ive.. The mecessity of
having'r}utritio.us, lov-calorie snacks was outlined. Parents
were asked: to model snacking'in their deaxgnated eating
- piace: to help their teenager select low-calorie, high bulk
‘foqd to be eaten as t:he_first part of a snack or meal; not
to buy .food that requires ur..n;e preparatiﬁn;' and to
eliminaté liguids usually consumed with the main.meal. Four

Homework questions were also assigned. - 8

Week Six 2 N . B .

‘All students received ‘a subuyeion exercise and ‘energy,
expenditure.. . Suggestions for increasing both programmed and

routine exercise were given. Students then saw 'the movie,

'




s R PAGE 34

"You and Your Food", which emphasized the importance of
exercise, as well as reviewing the basic food groups. -

Parents received a handout covering the —fmportance of
exercise, | routine . exercise, programmed exercisé, and
teenagers' new behaviors for week six. Parents were - given
four homevork questions: .} ¢

Week Seven

For behavior therapy students week ~seven involved an '
explanation - of behavior chains, how they are formed and -can
be broken. A behavior chain is a steb-by-step breakdown -of
the activities and feelings which lead to a specific action, .
in'this case unnecessary eating. Clients constructed” their.
own  behavior chain and ‘list of alternate activities.,
Teenagers were asked to rearrange their - schedules ‘so that

\
they. would be engaged in other activities during the times.

when i iate eating occurred, to avoid feelings that
lead to eating, to -delay -eating 10 to 15 minutes and’ to
carry no change and little cash when - away from home.
Homework involved listing situations wherethey applied this
strateqy. = Behavior - therapy’ students 'received jthe - sane,
information previously given to the mutrition control grobp
‘on eating out and preparing meals, but less time was speht

on reviewing the handouts. They also completed a dieting
.1 * :
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‘and nutritiop quiz based on myths about dietihg in Brownell

(Note 6) (see Appendix L).
The nutrir.ion control group completed another. quiz on
aytné _abodt aseting and nuttlt?cn. A discussion of which

answers were ‘correct and)w'hy followed. A handout. giving

reasons for the correct answer was distributed.

Parents received a ' handout . covering developing

incompatible ' béhaviors, helping your'child feel good about

him or. herself, goal-setting, and teenager's new  behaviors

for week seven. The concept of breaking a behaviér chain by

" performing an alternate activity was  explained. ' Homework

| Week Eight

involved helping thelr child list activities that could be
used o break a cham, planning their day around times -when

t‘he.h.' child w111 be 'hunqry, and helpinq their teenager avoid,

féolings that prompt hunger. Fouf homéwork.questions .and an
L

eating habits questionnaire were assigned.

/

J

For all students this week, the final week, -focused on

maintenance. .Maintenance -checklists were giveld to the

behavior therapy ALl a were r to
£411 out program evaluations and take an eating habits quiz.

The final exercise assessment was held and prizes were
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. ’

“. awarded ‘ for exercise improvement and weight loss. Students

were reminded about the follow-up weigh-in to. be held in

four weeks time.

In the paza}m bibliotherapy group members séoptved a
‘han/dcut’ explaining . the ~importance’ of practicing the new
— ‘established ‘during  the program: Parents = wére
encquraged to contact the group leaders at.-any time in the
futdre. {f they hediany qusstione; solicerning theyprogram Ehat
t'he; were contj‘nuing with their ‘child: = ‘They vere also’
re’m‘inde;i of the fact, that the teenagers would -be returning

infone month's time for the first of their two. posttreatment

weigh-ins.
P

Four weeks after treatmept ended’ all . students were

weighed and Thad theéir heights measured. Behavior therapy
_students were - given. a ',c:ourse review - to .read -and were
questioned -about ' their se of the behavioral techniques it
‘listed. Nuttition control subjects were given a second copy
of the Canada Food ‘G\lzide. At the second follow-up, eight
weeks after treatment énded, heights and weights’ were
' measured. ~ ‘The students were asked about future plans for
weight control and any »quest‘ionsr apout the” ;uursé' w’e‘re‘

answered.
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RESULTS

.
Attrition

There weré no -dropouts in- (e rchild Tione Henavir
therapy - condition. Two subjects dropped out of the parent
involvement group, both within the first three weeks of
treatment. One subject in‘ the nue.z_uxsn' contr‘nl gl:oup
attended the'interview and paid the deposit but failed to’
Show up for the toektment program. Data from these three
aropouts Axe hob included in any calculations. . After
attrition there were seven subjects in the child alone
behavior therapy condition, - five subjects .in the parent
Sive TRt g ‘oup, and six subjects in the nutrition control

group.

Pretreatment Characteristics

. er group feristics appear in Table I.
Percent overweight expresses present weight as a function of
prédent ddesl welghts [Ideal waights were "detersined &t
given  time period for each subject by referring to modified
aala'uin—w‘:ad"Jn.arm tables (in Collipp, 1980). These tables,
which “give the average weight of an kBclencent given their
age, sex and heigh}., compare favourably with growth chart
norms For Ontario school children (Stenneth,and Cram, 1969).

. B -

o
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A client's percent overwerﬁht is calculated by dividing the
difference between -the pregent and’ ideal weights by the
ideal veight and multiplying: this total by 100. (Romanczyk et
al., 1973). T;Ie_ severity of the Veight problems of theme
clients.is illustrated by the average number of pounds over
ideal, 45.8. This is .a clinically significant amount for a
group of adolescents who,average 4. years old. . The mean
perdent overveignt of 41.7 gives a better xepresentation of
how ‘severe 'a problem is cansed by this excess poundage..
One-way analyses of ‘variance revealed no. significant

differences between groups on the measures of  pounds

pverweignt (F< =2/15) or ' percent overweight
(F<1;da£=2/15). !
Treatment Results ¥

q )

Mean changes in ‘weight and percent overweight are
sunmarized for all groups in Table 2 for' the posttreatment,
ofie mOBK,,, s “tvo) WbAEh feliswsuph.  Rejeated measures
‘arialyses of vhriance of weéight change and pggce:nt overweight

hange revealed no significant effects for group membership

time or the interaction (see,Table 3).

Visual inspection of Figure 1 reveals that there was
little' difference between the child alone and thé control

group in percent ' overweight change.. Additional ' one-way'
2 > ne-yay..
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analyses . of variance were performed on the’posttreatment,
follow-up I'and follow-up I data to test - the hypothesis
that there is a difference between the parent group ‘and 'the

other two groups on the measure .of .percent -overweight

changé.: Tn these analyses, results from the child alone
group were combined -with the control group. The small
.number Gf subjects in each group made this manipulation
statistically wise as the degrees of -freedom were greatly
incresseds significant treatment effects were Gbsefved at

‘ * post-treatment (F=4.56; df=1/16;. p<.05) and ‘follow-up II

(F=6.07; df=1/16; p<.05). Results approached significance

at follow-up I (g‘_r ©33; daf=1/15; p<.10) (see Appendix M).
Tables 4, 5 and 6 present individual data for group‘. *
members. High interindividual variablity necessitates such
a report (Wilson, 1977). A.The treatment with K the best .
,average results may not benefit .the ®greatest number, of
subjects. One comparison that other researchers
\(e.g.,Penick, Filion, Fox, and Stunkard, 1971) have used’ is
\the group differencks in. galnexrs and “1dsers. X  higher,
criperion than simple loss sesma to be appropriate, so a
REHEEYER BE BRIV Wab kS BlNsrey ShE Suiiaceh.du TeEeri.
Inspection of this data reveals that 4/5 members of the
parent g;roup decreased their percent overweight by 5%. Only
2/7 members of the child Hlulle group and 2/6 members of the

control group achieved losses of this magnitude.
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] 7 Table 3 i P B s .
Analyses of Variance on Repeated Measures Over Time for Groups .’ 5
5 £7 58 s 5 - WEIGHT CHANGE (LBS.) ~ . 3
\ _ T -
i Source 4 $ ss = ag ¥ S - > F i :
! ., Group : 15.178 .. © 2. ' . 7.589 1 -0.186% - ms
Subjects ¢« o+ 1161179.5 R 15 ° 40.786 ' i P
H L. - ok L . .
! Time g 777.404, e | 259.135 1.068 ‘ns
1 Group.X Time 1359.79 6 226.632. .. . 0.93¢ s
« Time X Subjects 109i6.0 : - 45 v 242577 ¢ .
of D Ly T ; o m
Bl Lo G e . SRR PERCENT. OVERWEIGHT CHANGE
J ‘Source 3 S8 af M‘s - s P -
i Group 1042.21 2 T521.103 = 0.364. -ns 3 ¥
H Subjects s 21449.9 15 1430.00 .
{ ¢ ; T
7 Time - . 101,794 3 R 33,931 10354 ns
- Group X Time { .~ 139.785 .6 33.297 . .70:929 - 'ms i
i Time X Subjects 1128.08 . 45 25.068 o
{ e = ~ T
B T %
1 % aoe
B ; %
i 3 8 ; {
§ : s 5 .
- o * -
. 5 : ]
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Table 4 *
Individual -pata fox, Alone Group

E . PRETREATMENT ‘ ‘GHANGE '+ 3
.5 . Age . Seéx . Weight Overweight wWeight (1bs.)' % -Overweight
e ‘ lbs. % Post FI FIT Post’  FI ., FII

g iy M - 176.50  70.9 ' 67.1 2.75  3.75 : 5.7 -0.5 FLi1 <07

7 16 F . 190.75 76.6 ~9.50 " -9.25 -8.00 -9.0  -9.0. -8.2
©3,-16 F 154.50  42.1.  37.5 41,00 2,00 0.50 -2,4 0 -1.5
S 414 Foo117.75 197 2000 Z2.25  -2.75 - 2.50 6.0 7.4 .°-3.0

" (]
-5 13 F . 153.50 ,-40.4° 35.7 6,75  7.75. - 3,75 3.3 2.8 -1.9

. 6 14 UF 166.50 39.8 - 31.4° . Z2.25  -3.50 _ 0 <327 4.9 4.2
L M 112.75,.736.5 47.8 1.25 2.25 .. 3:50 T A P N |

) i £ A

FOVd
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2 % Table 7 2,
Analyses of Variancé on Credibility Measures for Groups

EXPECTED WEIGHT

- LOSS (LBS.)
Source ss ag- - Ms- .. F
Group 25.508 2 12.754 -~ 0.317 5s
Subjects 603.562 15 10.238
T =
« : GROUP LEADERS' LIKEABILITY
Source ss _af us F
Group, . .0,087 "2 0.044 0.764 ns
* Subjects. | ' 0.857 15 0.057 .
GROUP LEADERS' COMPETENCE
Souzrce ss at . us F
éroup 0.367 2 0.183 1.289 ns-
Subjects - 2.133 15 0.142 -
S - 3 - >
I
=
- e 3
) 2
L3 .l
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DIscussTon
X
G ! i
The present findings provide partial supbort - for-the
hypotiiesié that the parent involvement group would ‘lose more
weight than both other ' groups. -~ The hypothesis = that the
Child alone behavior therapy grotp'would lose more than the
. nutrition control group is not supported. These results are
consistent wi_th.those of Kelman et all (Note_z) where
subjects in a mother a‘nd child separately treatmer}t
condition lost significantly more weigh} than those in a
child alone condition. .

The results are not in accordance with those studies of
adolescents which found  greatek weight losses for a child
alone behavior therapy group than for a control conditioh
(6.9., . (Aragona et al., 1975; Coates and Thoresen, Note 1;
Kingsley and Shapiro, 19777 Weiss, 1977 “Wheeler and Hess,
1976). Tt should be noted that the control groups in all of
these  studies ' except Coates and Thoresen's were of a
no-treatment waiting list varie"‘:y. It has been suggented
that people who knw‘ that they will be “going on a diet" may
tehd to overindulge  during the waiting pericd. ~This may
have been 'the case For the above-mentionéd studies as it “can

be seen . that there was an average weight gain for control

groups. For example, in Weiss' ‘(1977) contfGl group ' there

was an average gain of 4.2 lbs. in 12 veeks. Kingsley and
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Shapiro's control group gained an average of 1.9 lbs. ' in' 8
wesks. These veight gains by the control groups. members are
‘high ‘even vhan one considers the iact that adolescence is a
period - of . growth. According -to Falkner's (1962 ) physical -
apowth standards for North American children, ‘Weiss'
subjects should only have.gained an average of 2 pounds in
12 weeks Snd Kingaley and Fhepiro's subjects 1.5 péunds in 6
wegks. These above average weight' gains by control subjects .
would increase the statistical significance of small losses

by members of the treatment groups.’

It is difficult to compare the results of the presdat’
study with those "of Wheeler -and Hess (1976) or Aragona’ et -
al. (1975) due to the difference -in the ages of the
subjects.  Both groups of experimntor- worked with a
younger age range. A different problem arises when . trying
to compare the results of the present study with those of
Coates and Thoresen (Note 1). Their non-behavioral control
condition consisted of only one subject. -'Although she was
in the Qge range of the present study and received similar
treatment her weight change cannot be used ds .a standard.
High 1nterindividual var).abi.lxty in response to. . any yaight
loss program unu.ts the generalizability of Coates and

Thoresen's single subject design experiment. .

A

Through the use of a treated control group the - present
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study possessed the advantage of controlling for ncnspecific
treatment effects., The weight c‘han‘qes of these subjects are
therefore a better standard against which to compare the
results of a child alons behavior therapy condition. Aé was
mentioned, -to date - only Coates and Thoresen have utilized
such a cogyrol when demonstrating the - effectiveness of
behy ivior therapy in the treatment of ndolesce’;\t'obesit_y—-
"Wilson (1977) in his review of ‘methodologital' problems in
obesity' research states "the most basic control group is the

no-treatment condition...It is no longer a'necessary control

in *“a between group study, and it 4is definitely not
© .

£ficient.. 1fic n control groups . are
necessary /if causal ' relationships ' between specific
therapeutic technigues and - weight loss are to be

demonstrated.” . A R

. > T A

A problem often . encountered -in using a nonspecific
\

treatment control is that of unequal credibility of

conditions ( and Nau, 1972; ‘Kazdin and

Wilcoxon, 1976). A credibility assessment was performed in

the final i an done at the end

of a program' can be affected by the degree of success in
treatment. The fact that there was no difference in weight ,

loss between the child alone and control group suggests that

any differences. in credihility ratings.betveen these groups
; )

would be due’ solely to the clients' evaluations of the.




progran components. Also, if success. im the ‘program’ had

Va;fect_gd the ratings one would predict. that the parent
involvement group would have rated their treatment more
highly. (S =

‘There were no differences among the three groups on
measures  of credibility. All clients said that if they had

. ~ .
to decide all over again, they would take the course. They

also unanimously agreed that they would recommend the codrse

to an overweight friend. There were no between group

gifferences in perceptions of how mich weight would be lost
by a person vho.'hnd adhered to all :’quixmnta. Nor were
there between group .differences in the ratings of how
likeable and competent the group leaders were.

In 1ight of the finding of equal credibility of

L ' ,
treatments it is surmised that the finding of no significant
‘weight change for the child alone and control conditions is

due simply to the ineffectiveness of both types of

treatnents in producing weight'losse

Past experience of
. members of Memorial univgraii £ 's 'psychology department in
using behavior therapy ;cr"; esity  with,  Newfoundland
teenagers supports ‘this | condlusion. | fThe 'teenage weight
control program rin jointly wifh staff n:amberu at the‘ local
children's hospital has not in the past obtained significant

weight losses. This program, while, achiefing its weight

" PAGE 5{ '
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2 1 % i .
maintenance, social and ‘educational goals, may have produced
' weight losses had teenagers been better able to implement at
Thome. *the behavior therapy principles learned in class. The

results of the present study suggest this is true.

Close examination Of the literature 'in the area of
‘teenage obesity Treveals a consistent major design £1f in
these 'studies: an : inadequate ‘control ‘group. It can
therefore be questioned whether the Plgasetcant yalahy Toasd
results obtained are due to . behavior . therapy or
. méthodological inadequacy. On this basis it can also be

asked if the prediction of greater weight losses for . 'th
child alone behaviox therapy group was justified.

The bibliotherapy . parent ;group change -in percent
overweight® at both posttreatment and . follow-up II was
“significantly, greatér than the change for the other two
groups. 1t ca'n be concluded that presentation. of
information in a bibliotherapy format is an effect1ve way to
convey behavioral principles to parents and, that this ‘type
of parént involvement facilltates‘ “weight loss ' during
treatment and maintenance throughout a relatively short, two~
wonth follow-up period. Kelman et al. (Note 2) obtained
wtasvasd jesults R R R P e e
involvembnt group. e comparing th¥fresults of their. 16

week progxam with those. of this B week program it can be
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noted that their parent and child separate  treatment . group
achieved a greater average weight loss per week, 1.28 1bs. . ~—=
. versus .75 lbs. This greater loss suggests that. either. an: o

in-person = format or a longer treatment period may producé

better result.. Further research’ varying the length of
treatment and type- -of parental involvenient -would clarify
this question.

r The ' between group . difference merely approached
significance at 'follow-up I. The high variability of
response .to, treatment combined with -the small number’ of
oubjects- in the. study’ made Aifficilt the achievement of
statistically significant between groups differences.

Kingsley and Shapiro (1977) encountered- similar difficiity

in establishing \?\% ‘effect of including a parent’ in Fheir

behavior

therapy for adolescent . obesity.  Although the .

variabifity 'of all three groups was mich - the  same,
N C e °

inspéetion of the individual data reveals that the results

fof theé parent group were consistently positive. In the

other groups variability was due to, both weight losses and

2 - k .
)

gains,

The problem of a small number of subjects Seanives
fjurther consideration. Ag was mentioned ‘before obesity is. a
problem for' between 10-25% of American adolescents. There . -
is no- reason to suspeét that Newfoundland. has a smaller
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- ‘Percentage. - The question. that arises is why was there . such
“ a poor’ response kto the program.  Thete may have been.a ¥

"problen/in informing potential clients or a lack of interest
“on the part of obese teenagers, To inform teenagers about /o

the program a newspaper advertiseiment was run for seven days .

in' the .local, afternoon’daily ‘paper, public service
announcements were r;mde‘for several days on three radio .
statfons ‘and junior high and high school guidance

| ¢ couhsellors were informed about the program over the, . :

o 2
telephione. The program was well advertised. This suggests

that perhaps obese teenagers may not be concerned with their
N physical condition or, if concerned, not. sure of what
. . enefit a structured program would be. ' Future research into

teenagers' attitudes about obesity and weight loss programs .

wauld help to determine why there was such a small response.

Another problem encountered in th‘e study was that of
inadequate . norms. ~ Several cesesEdieEs Have suggested that
measiring subcutaneous fat ‘providés the’.best measure of

_ ' obesity (e.g., TFranzini and Grimes, 1976; Seltzer and
Mayer, 1965). There were no skinfold norms for total " fat
. cmnp:nsicion available for people under 16 years 01\!.: The

establishment ‘of skinfold norms, which give .a measure of

‘overfat' as opposed to ‘overweight', .would be a useful
' research endeavor. Norms are available which indicate -‘the

minimum triceps. skinfold measure indicating obesity (in




PAGE 56

. >C011ipp, 1980). Triceps skinfold measures yaxe; ‘taken Lat
‘pretreatnent  to ensure that all clients were foverfat'. Due -
to a mix-up in time scheduling the borrowed calipers used in
taking the bretrea,tment measurements were not available at
post/treatm;ent. Posttreatn\ent.tyrice'psﬁkinfold measurements .

N were taken witl .a diffefent type Of cal/ipers/. The
variablity in skinfolds ovbr time was too great tobe due to
change’  in  ‘fat. deposits. ‘It is suggested. that an
. experimenter practice with a specific pair of calipers’
before assuming that they can be used reliably. .

P

The next best norms to use to determine ’ obesity would <
‘have .been ‘lol:al weight no?mé: Newfoundland weight norms -
\onld have énsbled teenagers to compare” tHalr, weight with
_the average weight of ‘their peers,  This would have

Facilitated more realistic goal setting and self-evaluation.

Again tt;e difficulty was, that land norms

" were not' available.  The weight tables used, revised
Baldwin-ood, vere compared with the growth charts. used by .
Nevfoundland dieticians (e.F, Stennath and Cram, 1969) The
weight for ‘height values for' the 25th, 50th and 75th
percentiles of the growth chax;t compared favourably with the
values located for'these heights in the weight tables. The -
growth charts themselves could not be used because values
not on a percentile line could not be precisely détermined.

The variability caused by guessing at ‘a value could have .




PAGE 57

2 " s

altered a spbjects ideal weight by as mich as 10 pourds.

Zollowing these - considerations it was decided that the
Jéldwin-vtood weicht norm tables were adequate and. the best
available for our use. . X S :
. The last @ifficulty éncountered in the carrying outt of
the research was that of attrition.  Of the three clients
who 'dropped out of the study only one had attended more than
dnd genslons © Ona client atiendea the assessment interview
L ana ;:a}d the deposit but never attended any sessions because
she had no transportation and would not take the bus alone.
One of the other drop-outs attended one session but failed
to return for any others after getting on the wrong bus the
| second week. The third cliert vho dropped out did so die to
lack of interest-in losing weight. This third client, who
was ‘the only one to attend more than once, was in the parent
involvement group.  Her mother did mot return her homework
assignments so it is thought ~that - there was’ little
cooperation or . encouragement from home. The drop-out rate
Of 143% is not very high in relation to the average rate for
obesity programs of 20-80% (Stunkard, '1972). )
1 i P = 3
%t §n thought that the deposit of $20,' refundable
weekly for attendance and homevork completion, functioned as
an inéentiva for members to ttand’'since the mbsenteelsm

rate was low. An overall total of 19 out/of a possible 540
vy 2

\
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or 3.5% of the meetings were missed. A1l of [these. absences
‘but one were for medical reasons. This supgorts the finding

of past programs that: a deponz reduces atd ;tmn (.Hagen et

al., 1976; Jeffety et al., 1978).

The payment that clients receivpd ' for ' homework
completion mai have helped to produce| thd high dsqtee of
con\plianca T the written course requirements. Only two. of.‘
the final 18 participants failed to return allof the
required assig(l’;nment‘s'. One of these assjgnnents was, a 'quiz
sern:“ home to . the' parent and £he othet was' a preﬂc}—eaement
questionnaire which the client at first said she hagt f'iueq
ot and iater gaid she Hid lost. There wvas no oﬁjacnva way.

to dssess the clients. cnmpllance with the requirements for

beHavior change.‘ Self-réport record shests were given out

weekly, These were - invariably returned with endorsement

made of all assigned behavior changes. - f

In conclus_id("r. the hypothesth. that the child alone
behavior therapy group would lose more ,weight than the
nutrition contrél group was -nmot supported. Based  on

consideration. of methddological flaws 'in the studies on

which this' prediction was based it may not have been

. justified. The hypothesis that.the parent involvement group

would lose more weight than both of the other groups was

;suppcrte‘d at . posttreatment and -the second follow-up.

'./ L ’ ' A

!

1

4
{
/




~~Results’ merely approached “significancs at  the

“follow—up,
~ problems: encountered ‘in condncunq this study were the
of. ippropxi.at. skinfold norms and the

teenagert who wanted to panidp«!ﬂ. o P

Posaibly due to the small sample -m. ﬁé_-,nln

lack

small " nomter of ’
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(i Appendix.B
Teenage Fitnlss / Weight Reduction Contract

The teenage fitness 'program will foeus on
establishing new habits that lead to weight loss and
ultimately to the maintenance of a desiced -weight.
Information ~about how - to change , eating and exercise
habits will be presented weekly to  a small group Oof
teenagers. In order to establish new habits and break
old ones, new behiaviors .must be practiced-daily. *

To ensure the success of my participation in “this
progran I, ,.agree to: s

1. Keep & fuod and exercise diary so- I “can  pinpoint the
habits I need to change.

2.. Use the inhformation, conveyed in weekly meetings to.
outline plans for changing my eating and exercise habits
/_and do my best to stick to these plans. -

Attend weekly meetings .and participate in ' class
‘discussions and exercises.

parent of the above-named
r.eenager, prom{se to assist )l/her in his/her effort tu
change habits. I agree, to:

1. -Deposit $20 which will be refunded to my son/daughter
for and completion of 1

2. .Read over the food diary with my son/daughter weekly to
. -check for habits that are contributing ‘to his/her weight
mdnagement . problem

3. Encourage physical exercise by with
my son/daughter. as often as possible; - 1

4. Try to remove temptatlons to “eat from my child's
‘surroundings. #

5." Attend weekly -meetings yor | complete assignments™ as’
required . ¢
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, Ggree tor . o o . -
- 1.. Present a weight reductionprogram which, - according . to
the recent reserach;  is most  likely to ~Prinq‘ about

P weighr management.
% 2. VExaning’edeh tesnager's food ‘disry weekly and help

»'\ 3 *. "+ him/her Eormulate plans,_ for changing habits.

3. Be avallable foz‘ telephone cansultatlon at 737—8048- 3

% pater :
‘Parent’s signature . . |~ T g y

‘eenager 's signature
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ndix C
Physician Permission Form

Memorial University of wewfoundund
Payéhology pepartes

Teenage Fitness / Weight Reduction Clinic J
______________ _N_._:. s plaming’ to
‘participate in the Psychology department's béhavior therapy
program for gradual and, controlled weight reduction. I have
examined this' teerager and have / have not found him./ her
thufficiently good ‘health at this time to participate. in

such a program.
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Appendix D E st r o . R
i o E Ny
° 3 .
Weight History Questionnaire: 3 !
“ Name., " u . Sex Age_.. Birthdate i
4 o
*  address a o * Telephone , - ¢ P
| “eight'mistory .t o . : .
E 2 1. ‘Your present weight . ‘Height' ol
v 2, Describe your present weight. (circle one) — ° T z

‘ © X very overwel.ght slightly overweight average -

e Lo - 3. Are you dlssatlsfled with the way you look at this Welqht’ N 9.
A g satisfied’ . dlssatlsfled ¥
¥ ; cumpletely " some neutral some very £

i At what weight have you felt your best or.do you think

; you would feel your best: %
H How much weight would you 1liké to'lose? !

3 ht affécts’'your daily activities?

Do you feel your w

: no some oftén extreme
. ~ * 7. ‘wWhy do you"wam; to lose weight at this time? |

8.  Have there been times in the past when you have been
(overweight? If so, explain. ! <

3. : What do you do for physical sxercise and how often do you -
do

i 3 Actlvity (e.g.,swimming) Frequency (dale, weekly. ).

 10. ‘Have you ever tried té lose weight befoxe? If so, how?
- Were these methods effective? i
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11.

What'ugua)ly goes.wrong with your weight loss programs?
Medical History a2
13. When did you.last.have a camplete physical examination?
13+ Who is your ‘current doctor? i
14. 'What medical problems do you have at.the present time?

: v e L

15, What medications or drugs'do you take regularly?
16.

List any medications, drugs or foods you afe allergic
to: 2 N )

lor operations. Indicate how

17. List any hospitalizations. {
0ld you.were at each hospita] admission.

age - _reason for. ad

ion

18.  List any serious illnesses you have-had which have not
required hospitalization. Indicate how old you were
during each illness.

age illness 1 ‘

19. Describe any of your medical
ted by excess weight.




“Social History :
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N\

20. List any- psychiatric 'BQH ct, individual counseling, that
- you have had or are now'faving.

.agé .Teason for contact and type of therapy’

2
21, circle the last year of schenl attended.

© 12345678 91011 °
" . grade school high, school . G o i

: ather

32 Describe your father's weight while you were growing up.

overveight . L e underwexght
very . slightly ~  average slightly < cvery

.23, ‘Describe’ your mother's weight while you were growing up.

. overweight & , _° underweight
slightly. average slightly - hwery

.24, iList/your brothers! and sisters’ aqes,sex,present waiqhts,

heiqhts, and circle
or undezwetht.

age sex weight height overyeight * underweight N

i ) [ very slightly average slightly very

25. Please ada any. additional’ information you feel may be - -
_relevant to your weight problem. This iricludes interactions
‘with your. family and firends, that might sabotage a weight
loss program, and additional family or social history. 'that
vqu feel might. help us gnaerstand your wetht problen,

] MPERI very slightly average slightly very .
g .

| very. s].:,ghuy average slightiy very’
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.. 'EGOD DIARY' . Week @Day of the Week S iame { - 4 A
i : Al o -
; Time © Minutes  M/S Body Activity Location  Food/Type Eating - 1
- R Spent Position While Of Eating ind With :
i + Eating - . Eating “ Quéntity Whom i
b 2 = 7 Flan it
6 am 3 ¢ 5 Py
. & \ w s b
i i \ -
i . T
5 11 am ) gt SN ; < 2 v J :
J . . e 5 v
oo ; . J R
~ : g
= g 2 -
WE 3 : v
R . e s \ %
; : 3 e A
9 pm: . ; < ) T
7 -~ -
s 0 - . o
W s = — - .
4 M/S; Meal or Snack  Hi Degree of funger (0=none, 3=maximum) 5
5 4 . L . o
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Appendik F - - g
Exercise Circuit.Program

_These exercises will help you use up’calories, ds well a:
tighten up various muscles (e.g., arms, stomach, back, h).ps
and legs).

To Count: Each retupn to the starting position counts'as one.

1. ‘Stride Jumps

Start by standing with arms at sides, and feet together (Figure
A). Jump up and. land with arms sidewards to shoulder height
and ‘feet apart (Pigure 1 B). Jump aqain and return.to starting

pcs,(c on. .
L »r
i
fy )
Figure 1 A ’ Figure 1 B
2: ' Bush-ups. : L )

start by lying on your stomach with hands directly under
Shoulders and legs straight (Figure.2 A). Keep hands and’

“ " Xnees in contact with the floor but push body off.the floor
until arms are straight. Keep body straight as_wells (Figure
2 B). Slowly lower body to starting position by bending

1 elbows. Progress to pushing up with just hands and toes in

contact with the floor (Figure 2 C)j

]

e B T

A Wy F;gure 2A i Figure 2 B 3 Mgura 2/c
/
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i step-'ups.

start by starding facing a step (Figure 3 A). Step up-onto :
Ehe Step with-both feet (Figuve 3 B) then step down_again. .

Figure 3 A /" Figure 3 B

Sit-ups. ' | B, T .

¢Start by lying on‘your back with knees bent and arms.over

head (Figure 4 A). Raise arms forward lifting head and

shoulders up until chest is touching knees (Figure 4 B).

Slowly' lower yourself to starting position. Progress to .
doing’ sit-ups with hands tucked behd head (Figure 4 C). -

Figure 4 A 'Figure 4 B Figure 4 C

5. Burpees. ,
Start by standing with arms at sides and feet together
(Figure 5 A) . Squat'down until hands are touching floor
(Figure 5.B) .  Kick legs out behind you until arms and legs
are straight  (Figure 5 C).. Return to squatting position
(Figure -5 B) ." then stand up. 7

. " A, 4 vl ¢ .

Figure 5 A
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6. Side jumps: :

Place a piece of tape about two feet long on the £loor.

Start by standing on the right side of the tape. Keep feet

together and hop to the left 'side of the tape then back
in.

These six exercises can be done in what is called a "circuit"
which is based on individual exercise tolerance. This is the
best. way to usé up calories. Please read these instructions
completely .before beginning the circuit program.

Testing for humber of repetitisns:
B

1. First do a§ many repetitions of each exercise. as you can
within the time limit set in Table .I. It is important to do
.each exercise properly and complgtely and to do them at ycur )
own pace. .

2. Record the mm\ber of tepetxtions Yyou did for each
\exercxse in Tabl

3. After testing each exercise wait at least two minutes
before ‘testing another exercise so that you are rested and.
can'do as many repetitions as you are capable of: - _

4. Divide the number of repetitiopsin half and record in
Talbe I. This x;\:he number of repetitions you do when you
put the exercite# together tor form a circuit.

Table ‘I. B g .

= an] 4 7 est ang Mk imum 1/2 Maxirun: *
P ‘Exercise Time .. Repetitions Repetitions »

stride J\;mg;s_ 30 sec

Push-ups 30 sec’ o

Step-ups " 60 sec .

sit-ups 60 sec N ) "

Burpees - -60 sec )

side Jmp; ‘30 sec R
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Circuit Progran - R

1. Complete each exercise within the same .time 1limit as

was used for the test doing 1/2 as many repetitions as was
done in the test, Note that-they can gherefore be done slower.

2.7 Do not rest between each exercise.

3. complete the entire exércise regime three times. This

should tafe approximately 13 1/2 minutes.

4. When this program becomes easy progress by doing more
repetitions\per exercise of by doing each exercise faster
so that the entire reqme may be repeated four times within

+ 13 1/2 minutes.

s 5 . B




< : : { )
& 5 ) 1 g
= =
o E: 7 3 R
< 5
A . "
B N 3
s - L ‘
\' %
L 5 =
g ’a 5 .
ﬁ 4
7 2 = - X B
. o e
i b .\
.@ . ou . sek - _oum aAs 3ye uTOW (SeInuTW UT) 2 ; - s
i sesTozaxd SSBTD  UITM | PIDUNM g UBUM Jeuwty . esTorsx™ Keq Y
» i f g P B 254 Ld
: 5 - - S 53 T i o o
e Buen. 3eam © 7. xMVIQ dSTO¥ART =
. o AT -t X : o
, 5 5 DL iy .
. - * M. &




pendix B ’
Teenager Pood Management Questionnaire

Directiops: .Write the letter (a), (b) or. (c) to indicate

the answer that most represents your food habits.

I. PREPARING FOOD

(a) Do others ushally prepare your food, ot (b) do

you usually prepare your own food?

2. Do you (or others) usually prepne (a) hxgh-calo:le
meals or (b) low-calorie meals?

3. ‘Do you (or others) ‘usually'prepare (a) quantities ,

of 'food for more than' one helping pery person or (b)
quantities sufficient for only one pelping? 5

II. ' SERVING FOOD

2 (a) Do others usually serve your :o'od, or (’b) do
you usually serve’your own £ood? = Lt

Do. you usually serve (a) more than you need, or (b3
a -oderate ~portion? 3

Do you usually serve yourseli (a) second  portions
or (b) cnly one porti.on i

Ustially (a) are howls or - foodl ‘ontainets -on ° the

4.
table or (b) left in the kitchen? .

IIT. EATING |,

15 Do you put (a) a large or /(b) a snall qunntlty of
£00d on your spoon or fork?

* Do you cheu your Eood (a) papnu.y ot (b) slowly?
3. Do you usually (a) put more §ood 1;1:0 your  méuth
before - you have finished swallowing or (b) wait'until you

have syallowed all the food in your.mouth before you taRe
another bite? b

. Do you (a) eu so fast you don't have time to enjoy
the flavour of your Eood or’ (b) do you eat slvay enough to
enjoy it, tho!outhy?

"



CIV.

‘III.
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“+ 5. Do you (a) eat all the food in fror+ of you or (:')(/'
stop eating when -you're full, even though' there's food
your plate? s

CLEANING-UP

1. After eating do you (a) sit around or (b) leave the
table? . =g 5 4y

‘2. After finishing the main dish do you (a) leave “the *
“legfovers on.the table or (b) clear the table before having =
dessert? :
'SNACKING :
N Do you ‘snack  (a) frequenuy (mbre ‘than two times $
daxly) or (b) occasionally (less than twice a.day)?. A

2. “Do you snack (a) large quantitiesof food (e.g., ..a
sanduich and a piece of cake) or (b) small quantities of

%3, D6 you snack mostly on (a) high-calorie foods
(e.g., cookies) or’ (b) low-calorie foods (e.g., apples,
celery and carrots)? - N
3 / - B
. t %

; [ : o
” B . i
7 i . o o
‘ 3 i 0 13
A - L B L ca
& i ' o
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pendix I
Food Management Questionnaire -

Directions: Write the letter (a),"(b) or (c) to indicate

the answer that most represents: your food habits. =

I. BUYING FOOD & .
i 1. Do you usually go to the grocery store (a) without
a written food list, (b) with some ideas in your head about

what to buy (but no -list), (c) with a written .food 1list?:

2. Do you usually buy'(a) whatever meets your fancy in
the aisles and on the shelves, (b) more than you axiqinally
had on your list, (c) from your food 1list only?

3. Do you usually shop (a) when you -are hungry: (b)
whenever you need to, (c) when you are not hungry? .

42" Do yoy usually purchase {a).more than you need of
most foods, (b) excess qnantities of some foods, (c) enly
moderate quantities of food?

5. Do youbuy mostly (a) high-calorie foods, (b) ‘a
combination ‘of high-and low-calorie foods, or (c)
low-calorie nutritious £oods? . -

II. STORING FOOD oW

1. Do you usually store food in - (a) transparent

accessible containers in the refrigera;or, (b) whatever is

-handy, or (c) in,opaque { gh) difficull
containers in the refrigerator? A

easy-to-reach ‘dontainers in the ciupboagds, (b) whatever is
handy, or () in‘opaque difficult-to-réach containers in the
cupboards? . i

2. Do you <:suu1y store) Doa 1 0 EeSuperent,

Do you (a) usually have food available on the
kx.tchen cluntettop, h the 1iving zoom, O in the TV. rooms
"(b). sometimes have food available on. the kitchen. countertop,
in'-the  living room, or in the TV room, or (c) almost never
leave food on the kitchen countertop, {n the 1iving room, or
in the B¢ room?

) DOV
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III.." PREPARING-FOOD

: : (a) Do you usually, prepare your chqld' food, or
- s aoes he/she usually prepare his/her own? & v, 2
i el Bich ave usuauy ptepared (a) high-calorie meals
z or (b) 1w-ca10r1e n\eal b «
Vet o 4 3. Do: you {or your child) wsually prepare ' (a)
quantities of f£ood for more than one‘helping per persnn or
(b) quantities sufficient for only. one helping?
\ «'a i
. 2
V. SERVING FOOD . X sty
1.(a) Do you usually serve your child's food,‘ or - (b)
does he/she usually serve him/herself?
. 2. How nuch is usually served (a) more than is needed,
o & ot (b) a moderate portion? 7 4
§ M g v iRl Ly~ Berve (8) . BOSORA VESLELGHE . G (B)
» only one portion? p -
: . 4, Are (a) food containers usually on'the taﬁﬁe or (b)
s left in the kitchen? B .
3 2 ” " i B
b7 i
% i S v




S

\ 5 3 o BT Hh e
i 3 B
s © .. 'spusuniopay
“ A - PPTIOD POOJ §,BpRURD
s = i ©  ““{elor 3eya anox
2 m DK N v .
& 9 N .
\ X - .
N
+ .\ & 2 S b sud 6
7 ) - T VT
| ~
| . - i
4 “wd 6 <.wd p
= L] .‘ -
‘ . \ : 3
i - 3 wdp ~ we T
“ \
Tl =i ¢ L we T -uwe g
‘wvaaxa s3ea STESIsD/Peeid  SOTqUALBRA/IFNIL  ATSK,  XITW  3unowy us3ed spood . .
" sueN seom a3 3O Ava “yoeM - AWVIG 004
S ooy, .
o . » . 1
’ , :
p: ’




L

-

EXERCISE DIARY

NAME

- Class Exercises
(yes or no)

Other Exercises
(amount and type)

Friday

I

3 M saturday

Suﬁday

Monday

Tuesday.

Wednesday

Thurdday




Tor F2:
Tor F 3.
‘T or F'4.
_Tor.F 5,
T.0r F 6.
de 7.

T or F 8.
Tor F 9.
T or F il.
T or F 1,2\

ansn

'T or t-‘ 140

T or

1 orF 18,

T or F 9.

T or F o2l

oMo Fl.®

T or F 10.

Vo
E17,

T or F 20.°

. ‘hppendix'L y
Dieting and Nutrition Quiz . we B
Food should. not be eaten -just before bedtime

because the body will not burn the. calories

since' my pargncs are fat it is in, ny genes
£an not lose

It is harnful o ‘ioke weight then gain'it :back,

Sklpplng neals helps to lobe weight.

If,
week.

“stay on.a aiet [ will'not lose welght every,

I

By eating less my ‘stomgch will shrink.

Fat people are not g].uttons. O %
Hcmones are usmally useless anhelpin‘q dieters
to lose weight. x Ly

A Cellulite and fat are the same thing-.

The'Atkins ' diet, the Stillman diet and
Scarsdale diet are safe and effective.

Fastlng is the qu'ckest way £0- lose. wetht.

Large doses’of Vitanmih € -uu prevent colds. .

Excess weight is not due to ‘vater,

water pills are not' helpful.

excess

‘\ ¥

Butter is less ‘fattening than margarine. . |

Potatoes are gattenin.

Dieters ]ahould vatch out for ca:sup,mayumlnse
and other dondinents.,

Toastinq hread lowers the calories.

Most vegetables are low in ca]enes. :

Grapefriiit burns up. fat.

Starch /15 not the culprit when'it comes to being®
iQuerweight.

Inejpensive and expensive cuts of meat . ar} of
equal putritional valie.




ZI ‘mﬂtums and protem yon

take (n the
better. 4 .

Exgh fat foods are good for' a diat bacause th Y
_curb appetite.

F24. Natural fobés\are no bctter ‘than regular foods
4 far a aiet.

25, Yogurt 1 good for a-diet:

26.- High fiber foods like bran help-you lose "weigh:‘,-'

220 !Ioney and mgnr ‘are just Fre guod Eor a aieter.

28. Whole whedt b!ead 1! less fatteninm than whj,/te G
N bread.

T or F 29. Exercising decreases you: appetite.

# of F'30.° By exercising right, I Lcan reduce in certain .
; s T :




Analyses of Vari:

.-GYoup "vers

LT 5 N
84.800° 14,329
19,590 -
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