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} . ABSTRACT . .

e, . “The present study .was designed to determme whether merensnd pnrentnl i :

i participation in theu- teenagers welgm |oss prog-mm would result in greater .

changes in obesity medsures and in mmntenance of -these changes. Two Icvels of + ..

paredtal mvolvement were used, w1€h the Expenmentul group nttendmg weekly i

meetmgs and receiving a parent manual, and the Control group recelving tlm

-
. » same manual inda weekly telephone call. N -

Seventeen adolescﬁnts ‘between the ages of 12 and 17 were recrmted through

. * o advernsements, publlc servlce anno\mcemenls nnd thro.ugh rel’errnl by, a

psychologlst and sdlehcmn at’ the hneway Chlld Henth_Centre. Sub]ects were !

CHE requlred to ILB at least 20% overwelght have a pnrent wnllmg to allcnd weekly 4

meeungs, and to show sul’ﬁclent mouvanqn. Sub)ects were therwrnndomly

“ asslgued to either the Ex_penmental or the Control groups -

W F S All parhcnpants took part in a 20° wcek behuvlornl .weigh! loss program

d

a
whxch mcluded nutrmon

" 5w the pmgram and at the three month follow-up,\there were no differences found as
!a result of group membershlp on the Body Mass Index; skinfold mensu‘es, or on. )

< 7 Bbdy-E;teclﬁ. The_’m‘(p‘ccted changes as a rosult Pf_lhe'))rcgrhyq (‘regnrdleés of 3
S ~ L g'rmlp) were also not found at !erminntiuh or at follow-up. A signiﬁcunt incrgase“
in body-esteem was. found for the sub]ects regardlcss of gronp mémbership. A
slgmﬁcant decrease in Body Mass Index measures was found in a comparison o{

initial measures and Week Eight measures. 4

Reasons Ior ‘the lack ol overall ]oss of obesity were d:scussed with emphuis

e ] . on why the s!gmﬁcant BM] lossm I’or Lhe gmnp as a whole which were found at / A




Week Ergln were nob pruent n teummtmn or at follovpup Possible reasons i
i B “ mclnde loss nf mohvnhon during t'he Chnstmn bru.k or more pllllslbly, the .<, .

: hlhue of the prognm to continue the uutnl mouvmon ‘after the “break. A

pmlble solution is to pruent'lhe ‘material in a manner which would be more -

AW e, - mtersungforlhislgemup " 5% s o # .
‘ 3 3 oy
— . o 'l'.he Iuk ol'puenul —utendl.nce at weekly meetings was also dicussed, as

were mnhods wlueh mlght be uud to ove;come lh‘e nppuent lack of motlvmon

‘. : by pnfents S\ esti moluded col ing for parental’ lltendence

'and the u!e ul technlques to l’ﬁnkt the mqterlxl presented more mtuestmg
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PR
. . B Eox o '
% Obesity is prevalent in Notth America’(Garn & Clark, 1975; Lauer, Cotner,

" T " Leaverton, Reiter, & Clarke, 1975; Ginker, 1081) and ‘thefe is evidence that the
number of obese adolescents and children is increasing (Forbes, 1975; Dmbmn;\‘,
. Jarvie, & Cordua, 1985). Given that being obese increases one’s chances of

suffering from a physiological or psychological disorder (Lauer et al., 1075; Clarke, *

S Morrow, Morse, & Keiser, 1670; Bruch, 1080), the high prevalence rates suggest -
that an el'fec';ive i for adolescent an/d hildhood obesity is needed. The
e « Bresent study addreses & means by which adolecent obesty might be dccrcued
.‘ ' \ . and sthe sub lossuﬁ intdined. Specifi , the variable being studied is
parest participati f wélghn .‘nnd whether or not inerensed parontal

participation will rewll in greater wexght loss and mnmtennnce in the tcenngers of

4 / .
o these parents.  /
; ) 5 ) . :
. . Defjnition and'Measurement of Obesity - : M :
% o B © Witether or not an individuglis obese depends upon the definition of obesity

employed a/nd_the type of measurement used. Mnhonc'y, Mahoney, Rogers, and

. Straw }1979) have stated that o‘besxty can be characterized as an excess

R L accun{ulanon of nonessenual body {at however, they go on to point out that i ig

or;ier for this definition to be useful there ‘must be accurate measugement

s ) . /<£echmques for assessmg);ody fat and standards for determining what copsutulcv
¢ P

e / an excess of body fat. Mahoney et al. (1970) suggest that neither accurate
5 -

' N b o

nor good exist. Although this position is =

‘pérhaps an exaggeration of the situation ‘as regards childhood and adolescent

. obesity, it can not be denied that the chni and thé® standard
£ _ of what constitutes opesity have varied from study to study and-that they have &

/ . o chinged over the last several decades. S ]




chardin’g what constitutes anlevxcesé ol‘:body fat, it hss{ until recently been
comrhon practice 1o use weight i percent overweight as dependént variables in
obesn,y rcsearch and clinical practice. Usmg thesg measures, it was not.uncommon
to rmd different reseachers using 15%, 20%, or 30% overwelght as definitions of ¢

oheslty More e_recently seveml ressachers have put forward classlhcanon systems

for obeslty Hanna, Lora, and Power (1981) suggested that 10-20% over normed

- weight be considered - *slight* obesity; 21-30%, "mild*; '31-50% dmoderate®;
- «
- 51-75%, “"severe®; ZB-]DO%,;'nwssive'; and 101% or greater, *morbid®.- This
Y. - -
system was devised using 158 individuals treated for obesity iﬂq.behavioml ani:l —

dietar; ght loss program, It-was found that eatmg habits and weight loss were -
£

both related to the-degree of overweight: | © ¢ . .

g Stunkard »(14184) has propased a simpler system' with only three categories-

- *mild®, 20-40% overweight; ‘"moderate®, 41-100% overwelght nnd "severe®,

greater than iOD 5-overweight. Unlike the Hanna et al. (1981) study, thére are no

psychological ok sacial cBrrelates relateq™to these cut-off points, and only a crude

relationship between exists Stunkard’s categories and seriousness of certain

physiological disorders. As W’hite (1988) points out, the-boundaries of these classes

are- somewhat arbitrary. However, Stdnkard (1984) sugéests that there.:he

“relationships between degree of obesify and eitiin physmlaglcal amam These

relationships are dlscnssed in th ion, 'C licati A iated with Obesity’.

- leen the varying definitions nnd classifications, At‘is‘clear that there is no

agréed upon poml whnch is used to- defmlz obesity. However, 20% gverwelght is a

pomt \vhlch Stunknrd (1984) and Hanna et al. (1581) Nvould both classlfy as mlld .

obesity. and wlnch ‘is close to Brownell's- (1082) suggestion of 25% overweight or

greater as a criterion for inclusion in obesity research. : »




—a

~ - - - 3
Assuming that 207 or gmm,amweigm is'a valid eritggion, it still remains

to be determined what -can be idered n valid techni for

it

ovcrwelgh! As already sl.:\(cd weight :md percenl overwexght were Lhe mrsuros .
of choice i in-the Glsl nnd were in fact the meggures used m the abo .e classification
systems. However, using these measures. fails to take into ﬁ.m height. >

differences nmong_ individuals and changes i in height of an individual during :iu-

course of a trenment pmgmm, or IC mvolvu the cumbersome snmultnncous use o(

wexght tables ‘with helght tabes. Thls problem has been uddrmnd thrcugh tfu
ol‘ measures such as Lhc Bo%y Mass’ Index’ (BMI) Thls edsuréis dntormmed\ by

leldmg the weight ‘of an individual by his hc)ghk uq\lnrcd ﬁ'honey et al, (1070)
report “that there are hlgh con‘elnnons between BM[ mzuurcs M\d men.sums of «

body fat. Using BMI, one can see thnt not only will dbcreuses il weight rcsult in.

. decreases in this measure, but so too will lnerem in~height. There!ore, BMI

measures mll result in changes in fat’ bemg determmpd ir tha mdlﬂdunl |ncﬂ:nsm
in helgln during the course of treatment; using wught “alone. wmld miss ‘tese
changes as an individual's weight might stay the same or lnCTCJseAdes?lle a l9u of .
BE T em T E gy Y : ’ .
‘,' A number of reseachers, hav‘ing ; recognised the imponnncen{_tnkig;g height:
irito account, have used the Body M;\;s;Index or-similar feasures in research w‘ilh
adolesceits and children (Brownell, Kelman & Stunkard, 1983; Ed'wnrdn, 1978).
Despﬂ,e the lmprovement cf measures that take helght |ntq-,nccuunt aver

simple measures or wmght any measure usmz welght is only an lmllrec', measure
N

" of fat: Gn.m, Clnk and Guire (1975) studied the relationship hetwecn tricep

'shnfold thickness (a measure’ of subcutaneous l‘nLnnd relative wmght lt wu
< 5




“. . found that in infancy and early childhood the correlation between the two

‘measures was veryylow, but that it increased into ad and adulthood

From these results Garn el al. (1975) suggested that although skinfold_measures
" (tricep and subscaplar) are reasonably related to relative weight in adolescence

— and adulthood, that when studying children from infancy to early adolescence *...

there appears to-be no alternative but measuring fatness as fatness.® (p. 123).

- While the best techuique for measuring the amount of fat of an individual is to

weigh® him* while h2 is i in_water i y), this is an
inconvenient ‘and impractical method. Another more practical means of measuring

body fat is to ‘use skinfold measures. That this is a valid te¢hnique is supported by

o Womu‘gle'y and Durnin (1977) who reportettthat skinfold measures correlated welk

7 with densitometry techmques 34 wre mote accurate than other indireet

e mcns\lmsolbody fat.” . 3

.« Wells and Copelnnd (ms@ sugvst that child obesity reseachers '..A must.

‘begin to include res of skin-fold thi in st!ldls...' and that

these rheasures -*...appear to be the most valid{estimates of body fat in the

‘srowing child* (p. 147). L ) i . N
42 o - Wells and.Copeland (19&5), Garn zl al. (1075), .mi \Vomersley and Durin ,k E
w " {1977) all recomimend a combination of skinfold aad Body Mass Inder measufes fn. _ 1y
T~ ., studies with children. ,' - " ~
. e - 4 ) B
Y Comgnuuon Auocmegwuh Obesity ' Sy % e,
: ) Theré are g00d reascis for the trestieat of obesity, The following sections
g e ' ‘review vnnons prablems that Imve been uxacﬁted with obesity., Special uttenuon Y
all 5 will bg 'pafd *to adolesegnt “and childhood ‘obesity and the associated risks"and poe

comphcnnons




Physiological Comnhcnum\s A]though there are no absolites regnrdlng the i

lationship between adol and childh obesity and physlologlcnl
complications, a review of the literature shows a relationship between obesity and ges
a number of physiological disrders and di ts. There is ke evidence that '

as the degree or'ubesity increases so too does the chance of suffering from a

K& 2

number of physiological disorders. -

Obese %luldren and, ndolcscents hnve ber:n lonn\l Lo,;uﬂnr P(om :i'mm\h?l of b

diffiulty exereising (D, God[rcy. Light, Surgcunl. ‘& Zldcfnrd um)

4 While the above pmplems aurnxumpges of physlcz\l discomfort, there are . .

more serious prob found among, i ol‘ obese ads

1075; Court, Hill, Dunlop, & Boulton, 1074; Londe, Bmlrguynn: Robson, &
4 Goldring, 1971; Manh, 1974; Mager, 1070).* i e
Desplte the ahove rndmgs, it hu heen reported that some of the most
severely obese show pae of these health problems; as well individuals who are
ot abest also suffer from these physiological problems. Cart et al. (1974) suggest

“that in the case of hypertel‘lslon that this sstate is .mulhdetelmmed and that

.obesny is only one of a number of ible determinants. MA

(1083) in.a - W.

review of childhood obnsny and _related hcu]th problems stnlcs that no I‘u-rn

conclusions can be drawn from the literature as regards the relationship ,betwcenl .




childhood obesity and health hazards. LeBow (1986) points out that the degree of e
obesity and the length of time which an individual has been obese are likely
imﬁorlnnt factors in determining ’the. presence anl the degree of physiological

f

disorders. . . .

f
While it is-true that most, i not o of the above physiological disorders are

mined, ;and that the conclusion of, Mallick (1983) is ‘to some fegree

valid, it is perhaps too extreme a statement. It is more reasonable to conclude -

that if one is obese, one is more likely to suffer from one or more of these =«

¥ . disorders than if one were not obese, and that because of this, obesity is a health

risk and its reduction can be Jnstxfled There is Supportsfor this conclusion in a

number of studies that have treated obese children and adolescents with health -
problenty and have found gt decreasé in obes‘l’t‘y\have brought about improved .

health and ‘fitness (Cnates K', Thoresen 1980 Rames, Clnrk Connor, Reiter &. <
i e : . \

, Lauer, 1978; Bm\{nell, Kelman, & Stunkard, 19_83)4 f N

& " .Social and Emotional Problems. » Similar to .thelphysioloéical .health

probléms associated with obesity, social and emotional problems are by no means 5

" Yhiniversal -nr;wn"g obesj;child}’en.“ani adolescents or eyen for the majority of this
: K}

population.

-There are two qu;suons to be :overed in this section. The first is_ whether or
_
not obese adolescents are regarded or freated differently than the non-obese. The
“second s whether or mot ebese,adulescéntsian children are different from the
\ noi-obese iy terms of their psycholugféal well-being) For ex‘amp]e‘, the question-of
whether, or not there are differences in\se]l-es_téem between the two po'pu[ations is

. " ‘oie that has been researched fairly extensively,




Regardmg the. opmlons of olhers about the obese (\tcrun()pmg), ,ll\on
appears to be a widespread: belief nmong psychologists that obese individuals are.

' se_eu in a negative light as compared to the non-obese. (LeBow, 1984; Stafferi,

1967; Lerner tFL Gellert, 1869). The ence cited for these beliefs are primarily |
based upon research in which subjects :‘Arc‘mq’uircd to cxpross.prel\'rﬂlrus Jar -

 * photographs, " drawings or silouettes of children and adolescents who differ in
terms of their body size. {Stafferi, 1067; Lerner & Schroeder, 1071; Richardson,
Goodman, Hastorf, & Dornsbusch, 1061). The results of these types of stddics:
found that subjects labeled the representations of the obese as *lazy®, *mean®,

" 'ugly', and *stupid*® (Stnfferi, lqﬁ7), as being *disliked* O‘r;,glcss Iikcnblu" th:‘m
thosé wn.h average physiques or physical abnormalities (Lerner- Gellr, 1000;|
Rnc}mdson etal, 1061). <

Woody (1986) points out, however, that these studies are of, the forced-

choice or rank-order type, and cites Jarvie, Lahey, Graziano, and Framer's (1983)

criticisms that methodologies s}ICh a‘s tﬁese_bins the results ‘in in rnvcr of
stereotyping. Despite concluding thal »..the l'orcéd-choice mclhi)dolog}ns haye
outlived their usefulness...” (p. 287), Woody (1086) states c'm it may bé that |
these s‘l.'ereotypes do exist in real-life environments even though they h?ve not
unnmblguously been demonstrated in Iabomtory semngs .
There is, llm\ted research which suggcsts that althaugh stercotypes of the
ol)ese‘do exist in "real-life® environments, these stereotypes are moderated by
oth.er,.more import‘ant information, Reaves and Roberts (f983) fou;ul:.ihnt usiné'
Lerner & Gellert's (1967) d;awing; of obese and non.Aobeée\‘phy\siquca, child‘rcl!

prefered the non-obese; however, when additional information was given to the'




subjects (regarding the and" pref of the \target pictures); the '+ *
physiqu;e ‘type accounteq for only 4% of the variance, while character accounted

s for 49%. These results demonstrate that information other than the physical

- appearance of ap obese ind vidual can strongly influence pee‘rlratings.

Similar results were reported in Woody, Rubin, Hymel, C}ieyne; and |

_ " Reinbolt (1985) (cited in Woody, 1986) in a study which had grade-school children

observe an obese or non-obese iweer on 4 television screen. It was found that while

males showed the stereotypical negative view of the obest picture, .females

_reported significantly more positive impressions of the obese as compared to the

N non-obese peers. ) \ﬁ i v 3
S ~ ’ To summarize, all.‘holigh obesity can result. in negdtive peer ste;eotypes, )
' i

¥

5 thesc stercotypes are likely d.by other factors such as Lhe character and

= prel‘ercnces of the obese mdmdual and the gender of the peer. domg the Judgmg
: anmg looked at how the non-ubese regard thelr o‘bese peers, lt remams to -

B e the sociat, emotional, and psychologic I charactetistics of the obése child ~

" and adolescent. Given that there _appear to be stereol.ypes'of the obése (even lf
modified by other factors), it is’ not unreasonable to hypotheslze that these”
negative views.might result in dbese individuals (Txl’fpnng in certain psycholcglcal
aspects su’cl; nsvself-esteem. The evidence for this pgéition'ig e‘quivocal. It has -

A s . traditionally ‘799;} the view that obese individuals ‘exhibit a greater prevalence of

: . o psychological problems n’:nn do. the non-obese (Bruch, iﬂio, '1984;). This view is

supported, by some.\r;aseayeilers and rejected l}yl other;. Monello and Mayﬁ_ (‘196{5),

in a study carried out at B weight reduction camp, found -that a sample of ‘100

femaleés exhibited “\!ithdi‘nml,'pnssivity, concern with “their status, .and an




!
|
!

5 "

acceptance of the dominant value system. Sallade (1973) measured social and

emotional adjustment in a group of 8-16 year olds. Compating obese and pon-

obess mdlvlduals, no s)gmflcaut differences’ were found on en.h(-r social or *

emotional adjustment. A slight but ugmg{m dlﬂcrencn was found in self-csteem,
with the obese group exhnbumg Inwer scares. This latter difference was not
rephcnted in a later study by Wadden, Fosm, Brownell, and Finley (1084), who

also used the Piers-Harris ‘scale to measure sell‘-.esleem. }lowevcr, the results,

- although, not,significant, %were suggested by the authors to be simiar (o 'the

differences l‘mmd by Sallade (1973) but neither set of results were considered to be.
clinieslly sighificant hy Wadden at al (1084). ) ] -
Mendelson snd White (1982 1085). looked at self-esteem nnd body-eséeem in
a gmup ol"obese and non-obese 8—17 year olds. They I‘o\md sex by age dlffcrcnccs
in sel-esteem; elght to 11 -year olds, both. male; and female, ohcse nnd non-qbem,

were not sxgmﬁcanﬂy dlffercm. in their self-{e!teem scores. ll 5-14.4 year oId

-obese malss showed poor sellest; as compared to their bese peers, while

- females in the same age range were slmllar to non-obesé lemales However, in th

14.5-17.4 gge range the raverse was found that is, obese females showed poorer

_self-estéem than non-cbese females, While mnles did"not. Regarding body-esteem,

the'researchers found that obese males and females scored 1 er than their not-

ohese peers regardless/ol' age..

Karpow:tz and Zens (1075) compared three gmups [ ndolcs?nts; obese
students in a weight lass pmgmm, obese students who did pot wnsh to parhclpate
in the same program, and a group of non-obese students, "As 8 whale the .pb»m»

students indieated the same’ number -of problems o the Mooney Problom




Checklist. However, those participating in the weight loss program reported 50%
.
i ) h .
‘e fewer probl as apared to the non-obese and the non-participating '%bue

groups. On the Tasks for Emotionid.Developm;nl (a test of maturity), the‘nnn- A

it i - :obm scored highest (most mature); the puuclpatmg obese next, and the non-. L
participating obese obtained the fowest scongr\v’

Clefrly there are m‘lxed results ug&rding the sociai. emotional, and

psychological aspects of the obese child and adolescent,4end it is diffieult to draw

unyrﬁr’m conclusions.-while _some of the above studies’ appear to :huv\( no

e .
in sell-est (or clinically -insignifi dirlerences) betwean the obese
. nnd the non-obese, anolher shows thnt this is true only for certain age and sex

gmups. More specifically, il. nppears that obese mlle§ in early adoléscence have -

|owe_} sclf-esteem than their peers, but, once they r’each later adolescence both
s . R e 5 3 e~
'groups show equal scores. Females, however, shuw lower sell'—eﬁteem'hm in*

Adolucence, ~while euher they are equal to their peers in l.hls respect. Woody

. “
(1086), in a nv:ew of the relevent\ e regarding child and adoll

" obesity as re,laled to social and ional ch isti Tud, t;nt females

S o . ‘m late ;\dolmence are the mm group posslbly at nﬂ( of havmg lasting
i psyclmloycnl dnmA;e resultmg from their obese status. A
b Ccnrhchn; restilts have also been found regnrdmg body image or body-
csteem, wnth eoma ntudxu lindmg significant dll’ferences between the gbese and :
non-obesn and othen finding no ‘Wifferences (Woody, 1988) It is clear that

rvgnrdmg lhe area ol soclnl and psych logical ‘adj that the

B ohese area h group,: “with’ ing results bemg {ound dependmg

. .upon the age and sex studied, nnd very Inkeiy'nlsc affected by other, yet uinknown
. e .




factors. Therefose, one cannot justify a weight loss program purely on the basis

that it will improve the social and emotional- probloms of the obcse adolescent ar

e 4 chlld for some ths may be a valid reason, for others it is not re]cvnM
. Relationship of Childhood M Adolescent Obesity to Adulthood R
- Obesity- -
There are two main reasons for wanting to lpok at L}\’e }'elntinn’ship between
" childhood and adol obesity and adulthood obesity. First, if a large
. percentage of obese adlts were obese 15 children o as'adalescents, this would be
a lstmng argu‘ment for earlier intervention. Se;ondly,vand relt{ted to the first
: point, o strand selatfiniti “between childhood dnd sdolescrit obetly’ and
R aﬂu'lmood obelity would Be a valid “ason [for. Inerdisgd s yeseiel oo the
SR 8" % relauonshlp : ‘ ‘

{
. A review of the area reveals that there is a posmvﬁorrelauun hetween
o  carly obesity and adult hood obesity.'Further, it appears that as-one bécomes
older and remains ohese, the likélihood of being an obese adult increases. There

are a_number of studies showing strong correlations betwgcn untreated obesity in

childhood and adult obesity (Ahrah‘am & Nordseicl.(, 1960; Garn & LaVullL-, 1985;

* Garn & Clnrk 1976) The nbove studies ‘have found qorrclntnons butween )

-adol dulth

ks
nnd and between-childhood“and adulth: obcslty—,
* . Abraham and Nofdseick (1980) found that of those children who were obese

at the ages of 16-1.3, a full 50% were still obese when reassessed in their 307

Stunkard and Burt (1961) breexnmined thev same subjects 10 years later. and .

cancluded thnc if one was obese as a  child, the chnnces were one in four thnt one ~
¢ would bé thin ns an adult. Further; if. an md‘vndunl ‘was obese as an adolescenv.

then the chances Were only one in 28 chaz he wonld bea Lhm adult, .




: 2 ’
: . ;)
Hasse ang Hosenfield (lﬂsﬂi studied 50 overweight children and determined
5 AN kh:\t 80% were still obese when reex.ammed when in the 20-36 agc—mge Lloyd,
# Wolf, and Whelun (1981) reported: similar findings; in a group of 9-11 year olds,
" 75% were found to be obese when reassessed eight years later. <
The conclusions Much ¢an be drawn from this literature can be summanzed
by stating that agproxrmately &0% of obese Chl]dl'En and edelesc?vﬁts become
— : + abese adults. Further, the longer a child remains obuse, the more likely he is
to be obese s an adn]t These {mdmgs would appear to support intervéntion '

dunng childhood and/or adolescence.

" Treatments

»
% .Nen~Behnviorn] Tfeatments Treatments such -as medication, _ dieting,
l'ustmg, hormoies and surgery have nll been qeemed as either ineffective or
y suffering fronr shoncommgs (Israel & SbolmnkeY,WBO; Brownell & Stunka,rd,
e aog Contes & Thoresef 1978). = R
Anorecti¢ drugx‘have been sho‘wn to produce negative side-effects such as
dry mouth heart. palpltatmns and s\veatlng, as well as bnngmg about only a
moderate weight luss (Douglas & Monro, 1981; Collipp, Schmlerer, & Greensher,»'
1971; Snnborn Manske, & Schiegal, -1983) Rivlin (1976), in a review of hormonal .
¥ treutmcnts found that they have little to recommend them and that they can
% I uctuu]ly be a health’ haznrd : !

! Regarding dlets Stunkard (1984) felt ',hab popular fad diets are too

“, numerous. Drels such as the Scarsdale, Water, and Hollywood all can, have

ndverse effects; especmlly if undertaken by a child: ‘Heald (1072) states that

and, of lean body mass ¢an result_ from the




restriction of calories that L‘lu-e required by fad diets. For this reason Heald_ (1972)
recommends that & nutritious, balanced diet is to be stpporttd over a
unbalanced or severely restriptive diet.

. t}ive'u the famd shortcomings ol‘ihe methods of tr;atmnms discussed
above, an alter_native’ié clearly needed. One alternative is belmvior therapy.

Behavior Therapy for, Obesity. There is _a large-body of evidence

. -
demonstrating the superiority' of behavior therapy over non-behavioral treatments

o
(Bellack, 1977; Wilson % Erowncll 1980; Stunkard, 1983; Hall & Hall, 1074)'

Bellack (1977}, in a review of jbehavnor Lhempy thh obese ddults, concludcd that’

programsYsing stlmulus ccntrol and supplemental reinforcement have resulted in

" consistent welghz loss of 4 cli al]y sngmﬁm\nt nature. .

" Simitar support can be-fdund for the use of behnvior t‘hernpy with children
and adolesnents, these studx;s demchstmhng both the short and longwrm
effectiveness (Rivinus, Drummond, & Combrinck- Grahnm, 1976 Contcs, K:llnn &

" Slinkard, 108%; Aragona, Cassidy, & Drabman, 1075; Brownell, Kelman, & &
Sluukard 1983). Béhavior theu;py with obese adolescent’s has Been shown to be
more efficacious than diets.(Weiss, 1077), soclal nutrmon grdups (Rowtorl & Fox, +

1980) and no-treatment controls, (l(mgsley & Shapiro, [ﬂ77]

A Typical Behavioral Weight Loss Program

Brownell and Wadden (1084) state that “the main components of a
behavioral progmm for adolescents and children include monitoring; numhon
3 4 %
education, stimulus control,” modification of eating’ behavior, exercise, cognitive

3 rcstmcturing and reinforcement.’ Another comﬁonent not included by Bmui’nell &

i

Wadden [198_) is contmgency contracting. The following scétions discuss each of R

e '




these components. As the focus of - this investigation, parental involvement will be

reviewed in the next section. . .

'Self-Monitoring. In Stuart's (1967) bebavioral weight wtml program, the
.

bohiviok

first step required that iate and inappropri be

‘This was accomplixhed through the use of monitoring, making use ‘of food aqtf

exercise diaries: In this way, not only were eating and exercise activities recorded,

. -
but so too were their antecedents and consequences. Thus the diaries

" reviewed and it was deterniined what stimuli were cues for inappropriate eating,
the topography of the eating situation (hunger, mood, other-activities while

eating), as wéll as what consequencés positive or negative, were maintaining the

mnppropnnte behnvmn In addition, the- recon{f were, reviewed 4o determinS*Rb:
* Cues and’ remfnrcen might be useful to promote physical u:tmty nnd approgruu
cating behaviors. While Stuart (1961) restricted selll’-molznormg to eating and
’ -exercise, other researchers have had obese. snlzj_ecu monitor their daily’ we‘igh}
(Geller,’ 1978) and cllo‘rie intake (Rivinus, Drummond, & Cqmbrin;k—Graham,
1076). ' 2

>
The use‘of self-monitoring in adolescent obesity research Tomes from its

2 ] e
success with ldulu (Mahoney, 1974; Romanczyk, 1074) There does not appear to

. “be any | research aimed at detenmmng the efficacy of self- momtormg ‘with

adolescents. Hewever, on the basis of thn success of scll -monitoring wlth adults, its

inclusion in prognms with ndolescents and children has been widespread, and

until zhere is research tesung sel-monitoring w:th'a younger popnlatmn, the adult
teseucb will likely. continue w be used to justify its use with udolescenfs and

children.

-\




Stimulus Control Techniques. Ouce cues for inappropriate eating behaviors

have been defermined, stimulus control procedures can'be used to" modify. and
decr%lhese behavio:s. T!:e techniques used vary, but include designated eating
placesaid times, storage of foods o as not to be visible, use of smaller dishes and

. < - % ‘e
cutlery, serving food onto a, plate rather lhnn plaging it in serving dishcs on the

tnble, and ellmg only wkile not enj gmg in other activities (Weiss, 1977; ,p«t’ein,

ng, Steranchtk. D.\kson, & Mnchelson, 1980 Aragona et _al., 1075; Cnues &
v

. Thoresen, 198]) Ry

. S Support for the use o( stimulus control procedures exlsts m the work.ol
Weiss (1977). In a stidy nsmg obese children lnd' ndolemnts, Wmss compnred 8
control group, a d,)et gruup, a diet and reward grbup, a stlmulus contml group,
and a,shmulus conuol dxet and reward group combmed, The ﬁndmp revealed =
that although the stimulus control group rurd belur than the no-trellmenl-
contrul zad-* diet groups, it wmdly no more effective than the diet And =

reward gronp, Hawever, at a one year lollow-up, those subjects receiving stimulus

I3
control procedures were.the only ones to have‘tonhnned to lose wught or to have

maintained - their pureltment losses.- i 5 = i
Th‘:se i ndmg;md:cate tlm snmulus conlrol procedures are an important
, part or an adolescent welghz reduction program hoth for the mcr(-u.wd wmght loss
and’ for the mnmtennnce exlnbned in the Welss (W'Hrslndy ) - '
\ e, ® .

Modifieation of En’ling Beliavior. Another aspect of behavioral weight loss

programs has ‘been the attention paid to the acts of .caling and drinking




- o lﬁemselv;, Although there is evidenée thlt‘ere are no differences between the
eating and, dri:kin; slylé of obese and non-obese adults (Adams, F;rguson, &

Stunkard, 1978; jtunkard & Kaplan, 1977), the ssme caanot be-said for e

v;ersus non-of children. Despite some evi(!fnce to the contrary (Epstein,
:-~ Parker, McCoy, & McGee, .1978), it appears_ that obese children’s eating styles .
differ from thelr non-obese peers in lha& the former eat mori rapidly and chew

s “less {requently (\Vuman & Sulnhrd 1980, Dmbmn Cordua, Hammer, Jarvxe,

& Horton, 1979; Keane, Geller' & Sclmrar 1981)
;[‘he above mearch mdlcnm thnt techmques desxgned to chnnge ennhg
styles shcmld be\ mcluded in* chx]dhood and adolescent"welght !og programs

These £echniques mlﬁde pumng down food and utensils beiwesn, Dites; taking a

5 shurt brenk during meals,’ss well as instructing participants to eat more slnwly

(Epstein et al, 1076; Weiss, 1977). " >

ot Conhngency_ ntnctmg 'l‘he use of connngency oonkutmg’hs been well

i uuhluhed in_behavioral programs as a whole and in weight reduction programs
specifically. Contingency contrac's are designed to decrease 4t rate of attrition

and/or to inerease compliance to certain sspects of the program. Contingeney

. contracting is in fact a forpt of reinforcement; if an individual is returned a

certain sum of moncy for carrying out an activity, &en that suim of moﬁey is «
A’ : serving to reinforce th t activity.

6 there have’ been various behaviors targeted for contingency

" contracting. Epstein e al, (1980), Epstein, Wing, Koeske, Andrasik, and Ossip *

7 (1981) and Epstein, Wing, Koeske, Ossip, and Beck (1982) have returned money

upon sell- C itori desi 2 d food choices, weight loss, and chaiges




/

f‘) component in a number of obesity programs, for the m

i ’ s B
17 . ¢ o %
in caloric int@Ke. Coates, Je!fr;ey; Slink:nd Killen, 'md Danaher (1082) returned
deposlls dependent upon both weight Ioss and chnnges in caloric intake. Arn;onn

et al. (1975) returned refunds ol‘ an initial dcposlt conlmgunt upon attendance,

" weight loss, and of homesork

The largels for con\mgency mnlractmg have rlmrly varied from study to
study. Since attrition and lack of adhemncu-to desired behauors are ml\jol’

prob]e(ns encountered in behavioral weight 1o§ programs (Drabmnn ot al, 1985);

.-my methnd which can, aid in ovcrcommg these problems is a \volcomc and .

necessary addition to behgvioral weu;ht loss progrAms '

“Support for thc cl'flcucy of connngency tontracting is supplied by.[‘psmn et a

al. (1980). In thls study a compnrlson was made betweegx/n lottery gmup,

contingeney contrnchng ghoup, and nicontrol Eroup. Botl the lottery group and

the conungency contmctmg group allended more sessions than did the cmvlrol_'

group. - . ) .
s .

¥ Cognitive Procedures.  Cognitive procedures, although included -as a

part have not been

described in much detml in most stndus. The effecls of cognitive procedures hnve'

dependently -of other a 5. Coates and

not been assessed i
Thoresen (1981) ntlempled to get !ubject.s to recognize Lhoughls which were lIkely
w prevent hnblt clmnge (*fat lhoughts') nnd thon to replnce these }hnughts W|'.h

, those that would hellp to bring about hahu change (*thin lhaughts')\\Conlcs et’

, al. (1982) and Contcs. Killen, and Slmknrd (1082), in- lddmcn fo- ihe nbave
techniques, taught their subjects self-talk, problem-solving, and imagery. Brownell'

and K;y; (1982) and Bréwnell et al. (1983) also included cognitive compnnel;ls in
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theif obesity _program, ineluding 'cogniiive control® -and  *"cognitive
restructuring® techniques. Again, however, the details of these techniques are not
H _included in the treatment deseriptions .
2 N -
4 The-one major exception to thé lack of cognitive treatment dscriplion has
been !he.RgIapsc l"reven‘tion approach of Marlatt ( l0‘75)A Relapse Prevention, as

- 5
the name indicates, includes a number of techniques aimed at preventing relapse

or improving mai Although the approach includes both -cognitive and .
behavioral procedures; it is the inclusion of the cognitive procedures which makes
it unidug. These procedures, unlike those used in WY rescarchcited above, are
‘c];arly described for those wishix':g to mnkevuse of them 'm\resear_éh.

s . - 5
There has Iteen' r':o research c‘nrnh out using Relapse Prevention to treat

~adolescent or childhoad obesity. There are, however; two studies .which have
- - » :

assessed this approach with obese adults. Sternberg (1985) carried out a study

ith 43 ‘obesé adult femnlu. The program was of nine weeksvdln'alion and

¥ N
’ . contrasted a standard behnvmral progrum with the same prognm plus a Rglnpse
Preventi mpori :L p the two groups ‘dnd not " differ in lhe )

amount of weight lost (ls would be expected, as the Relapse Preventlon model
' addresses problems that a're most Iikely to arise after the com‘letion of the
program). ‘At a 680 ‘duy follow-up 41% of those in lh‘e Relapse Prevention group. _‘ L
versn.s 22% ol: those in the .nx‘nd‘an; group were found to have continued losing
U weight. The average weight ]<_>s.sT between poéttreatment and the I_ollow‘r-up was
13. \I. pon;|ds for the Relapse P}eveniiun g;uup and 8.7 pounds for the stnndnrd
behavioral group. These_ dl"el'eleS were slgmhnnt In addition“to ‘the nbove

dnfh-renca, ‘tWo times as many in the standard treatment'group reguned welgln
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These results offer support for the use of Relapse Fievintloncansn component of
behavioral weight loss programe. However, the use of only a 60 day follow-up
perigd is a major shoi‘tconl‘ing of this study.

Perri, Shapiro, Ludwig, "Twentyman, and MeAdoo (1981) compared both a
behavioral progtam and a non-behavioral program with and without a Relapse

Prevention component. As well, the vnrinble of- therapist-client posttreatment

. contact was included. Again the subjects used were abese adults. The only group

to maintain their posNrreatman losses at follow-up was the behavior therapy plm
Relapse' Prevention plus posttreatment contact. Therefore, unlike the results of
the Sternberg (1985) study, there were no significant differences found betwecn
the behavior therapy alone and the behavior therapy plus Relapse Prévention,

. From the above two studics it is dlfl’)cult to dmw any hrm eonclusmns The

use of Relapse P ion ‘produced’ better mait than behavior therapy

alone in one study; in the other, only a combination of behavidf therapy, Relapse

Prevention and posttreatment therapist contact resulted in better maintenance.

However, both studies point in the .right direction and the approach is an

1% over other cogniti PP in that it is well described nnd it
addresses a major pmblem in obesity: lhut is, mnlntennncc Thcrcrore its
/

inclusion in an obesity program can be Jusurmd desp\te the fact that further

research is needed to evaluate its effectiveness. Anothcr issue with its use in an

2
adolescent weight loss program is that bhe Re]apse Preventfon madel was designed

with adults in mind; therefore it may need to be modified for use with a younger

population, though likely only a simpler choice of examples and language are.

necessary. .
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Nutriticn Education. Wells and Copeland (1985) suggest that reinforcement

of weight loss or a decrease in caloric intake can result in a child or adolescent

forgoing a nutritional route to weight loss. LeBow (1086) stateg that impairing a-

 child's nutritional requirements,is one of the major dangers involved in treafing
- the obese child. Fo; _th‘u reason nutrition education is an important part of any
\;eighl reductior. program, especially those with children -or adolescents as
participants, as these age groups are still growing and inadequate nutrition m;y
retard their linear growth (Rayner & Court, 1975), although threre is evidence to

the contrary (Schwartz & 3idbury, 1974; Merritt, 1978).

The main emphasis in studies focusing an weight -loss and a balanced diet

‘has been on teaching_participants ‘the importance of eatjpg from the four major
food groups s still cutting back on excess ‘caloric intake. Epstein of al. (1078) is
one of the few stydies in which special importance was paid to i selection of
nutritious foods as opposed to non-nutritious foods. In this study children were

for i ing the ion of low calorie, nutritious foods and for

decreasing that of high calorie, n itious foods. , Bpstein and
his. colleagues (Epstein ¢! al, 1080; Epstein et al., 1981; Epstein ef al., 1082
Epstein, Wing, & Valoski, 1685) have included as a component of their behavioral
lren.menl .programs for obese chlldren an mmmenl of then suhject‘s nutritional
hlbns and advice on how these habits might be clnn;ed for the better.

Nutrition education’alone, lmwever, does not appear to to be of much use in

bnng‘mg about welght loss. Levitz and (1974) pared a

edueation group to a behavior modification grovp. and reported that ‘the lptter

subjects lmt1 greater amounts of weight and showed lower levels of attrition than’

N




- behavior therapy group.
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did those in the ;ml.ritionnl education subjects. Hines (1080), however, did seport
‘that a nutritional education group had as great a change in percent overweight as
a child-alone behavior therapy group, though less than a child ;nd parent

Mahoney (1974) and Romanezyk, Tracey, Wilson, and Tharpe (1973) have
determined that in order for nutrition education to be cffective it must be
accompanied. by self-monitoring. In addition, Bellack, ‘Rozensky, and Schwargz
(1974) found that nutrition education must be combined with self- monitoring and *
therapist contact. *

Overall, it would appear, that nutrition education on its own has little

 effectiveness; however, combined with other aspeets of behavioral programs it

does contribute to effective welgh! Ioss Given’ the conclusions of Wells and
Copeland (1985) and “LeBow (1986) the m«luslon of nutritional educnnon |s seen
15 a necessary component so as to n.‘ducc the chances of health risks.

Exereises, [ weigh s sonsideted a function:of Sxeess ealotle I0taksAhon s o
method of losing weight besides (or in addition to) a reduction of caloric intaklf
to burn more.calories: namely, exercise. Exercise considers the other side of what*-
i Sdrmenly ealled i esergy balance model; that is, cxercise can help result in a
negative exieygy paligess expending more &nergy than one takes in, consequently.
losing weight. ) . .

An added positive l‘sctor of exercise-has to do with its el’fccts on metnbohc
rate. Apfelbaum, Bostsarron, ad Lacatis (1971) and Bray (1909) have both
FepEted that rediction in CalorT iitake resilts Ta deceased bisol metabiolic Fate,

thus causing a slower rate of ‘weight loss. However, Brownell and-Stunkard (1980)




. Nfestyle and programmed. The former refers to any number of activities in

werght and-also failed to maintain their fitness leveIs "For thxs reason it wuuld |

| weight loss. Epstein and "Wing (1080) found that the amount of wdgﬂt loss, was .

04 ) g o

. . . "

s
have demonstrated that exercise may counteract this drop through an increase of
basal metabolism, perhaps leading to a more consistent weight loss over time.

The exercise whigh can be engaged in can be divided into two types
; pes.

everyday life (e.g., walking, using stairs instead of elevators or escalators, Jot ~

taking shortcuts when walking, getting involved in games an\ sports).
Programmed exercise refers to any form of exercise program, usually aerobics.
Epstein et al. (1982) looked at the relative eﬂ'icacy of lifestyle versus programmed

@
exercise. It was found that although there were.no differences between the two

groups at g 2 1both were. signifi dlfferent from initia) measures), 1
IS
at-follow-up the lifestyle participants poi only continued to lose weight, but also

mointained their improved fitness levels. The progmvmmed eercise gi6up lost less

uppear tbgt to bring about weight loss and mamtam 1t a’ lifestyle exerclse . \l
component is likely to be more sucessful than programmed exercise. It would be \
unwise howeve‘r to dismiss the use ;:f programmed exercise. In the same Ef)stein et ’ 1 ki
al, (1052) study, at posttreatment equal wéight loss was found in both groups and ¢ ! \
the programmed exeruse group exhxhlted greater Mness levels. For this reason, a

combination of both types of exercise might be more, successful than lifestyle

alone.

There is research to document the positive effects of exercise ‘s regards

directly relatéd to caloric expenditure th‘rou_gh exercise. Dahlkoeter; Callahan, and

Linton (1979) jooked at exercise as a componeit of a behavioral treatment




program, found that subjects who participated in a beRavioral program with
. < 4 i f
exercise lost more weight than a behnyloral technjques only group or an exercise

only group N
Hams and Halbauer (1973) and- Stalonas, Johnson,”and Chrlst (1078) foundy
that exercise was more el‘fecuve at fallow-up than either a sumdnrd 'bchnvmrnl'

program or a self-control program alone as regarded weight loss.”

In addition to the b(neﬁcial effects of exercise on weight loss other positive

- Aitects are reported. Motris, Chave, Adam, Sirey, Bpscin, and Sheshan (1973)

harmful as long as modemhon is stressed.

found a ‘strong pos\twe relationship between regular cxcrclsc and decreased

- y
card\ova\scu]al‘.morbldny §

It can falrly safely be concluded that exercise is-a bcnehém |l‘ not necessary
component of a behavioral weight loss program and that hl‘estyle exerclse appears
to be more efficacious than prcgrammed hewever, a comblnatlon of the two

wunld likely be helpful in bringing about.greater mnl.)al Iosses, and’ would not be

Paréntal Involvement g .
Grazlano (1977) stated that the smgle most, 1mponnnt developmcnt ina
child’s therapy may be parental involvement and that in spite of the fact that
thére was ’very little reéearch in the area, the use éf parcnts was appropriaté for
childhood obesity. Pattcrson, MeNeal, Hawkins, and Phelps (1987) state”that in
order for social engmeermg to genemhse and persnst parenb—ch:ld interactions »
st b modined;-m is, sigaificant others must be taught proper reinforcement

schedules. % | . N

There is substantial documented evidence to support the role of parents in
‘ : g

S

\\




weight loss programs. First, there are a l;l.u}‘her of uncontrolled. behavioral

. treatment, programs that have been implemented® using . parents. Rivinug et al.
(1076) selected 8-13"year old, black children‘and their mothers for inclusion in a

10 week weight loss program. Parental involvement included instruction in

. Mlo]ling. reinforcement and contracting. An yemge weight loss of 6.2 pounds

was reported, with a two year follow-up showing‘weight foss in all children

" involved. The authors.éouc]uded that active family involvement, especially that of

v —~
w W the mohhers may have been important factor in’the successful outcomes.

Gross, Wheeler, and/Hess (1976), in another uncontrolled study, included 11

# . ; . - [
& - olescent females in af10 week program. Parelnmlrparticipation was in the form
of - maternal ' positivel reinforcemeft: Wifen\ the .program was evaluated for

~"effectiveness of indiviflual components it wag determined that thé greatest weiéht

loss resulted \;'ben ihere was a strong {e:nent of family cooperntlon preseut

© More - objective dnta supportmg parental mvolvement are ava:lable

Mahoney and Mahoney (1078) have found positive correlations of 9.92 at.10 weeks

oy and 063 nt two years betweeu\welght loss and social’ support as measured by
b fnmlly n‘.ttendnncer at group meetings- and reports of, encoumgemenz and

- : cooperation. Axagona et a#g(m‘ﬁ), in a study with 15 obese children, comp 4

¥ : rt,, cost grap ) to a resp plus i group. The resgonse-
cost only group_had money returned to the parents contingent upon attend nce,

completmn of weék]y charts and welght loss of theu child. The response—co;t plus

reinforcement group involved. pafénts ;ecem_ng instruction and reading maferial

- 5 & ding rei of opriate child behavior, cavloric reduction, ‘exercise,
§ s

use of. stimulus coritrol prbeedures, and for weight loss. \While both groups had




lost equal and significant amounts of weight by the end of the 12 week ptogmm,

by the eight week foll p, the

P t plus group showed a

significantly greater wexght loss than the response-cast only grmlp Furlhermore,

at 31 weeks the P t plus rei group 1 da lendency

towards régaining thenr lost weight at a slower rates lhnt is better mmnlonnnce
“Also regarding maintenance, Epsum %vl. (lnﬁq:-xnmmed a subgroup of
children who had achieved non-obese stnt\ls by the end of a treatment program.

Of those in the group that had tnrge d both child and mother for weight lon,

" 1009 taintained their losses at p 13/ménth follow-up. This was in’comparison to

. only 30% in che chi|d~alone group, and 33% in the nén-speciﬁc target grou‘

Epstein et al. (1081) nnrr’uted these - results to mcrensed parental sﬁpport at

or to enh d chid ff-regulation. Althougir nop mentioned by
the exx‘erh:§ers, modelling by the targeted puents cnuld |lso h: ‘contri'b\m;d :
to the superior results exhibited by the child and parent tsrgel group. Kmsley!nd
Wilson (1977) looked at w_eEﬁz loss in ihreﬂ{ experimental groups; chlld only,

. B 4
mother only and bpth child a_na mother. In all three groups the children's weight

losses were equivalent. There was however, a tendeny for children infthe mgther
. ¥ : ! X -

and child‘group lo‘hgv? regained less w;ight ata 20 week.lollow-up.

: -Hines.(mslf compired the regults of a standard behavioral p;ogrnm with |
pa‘renta.l' involvement (using- a parent ‘nanual-and weekly. phone calls) to-the:
combined resulu‘ of a standard behavioral program group and -a nutrition
educpuon group. It was found thal the former group {ared better on percent
nverwelgl;r at posttreatment and {t 4 six month lollow-up

_Two researchers have dikectly wsced the the role of parents in the treatment
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1
“participation group there was no:formal participation of parents in their child’s

of adolescent obesity. Coates, Killen, and Slinkard (1982) looked Qt 0,‘wo groups of
¢ . : « .
adolescents. The subjects were assigned to ‘on? of gwo groups: . parent
: - 1
Parental involv consisted of

participation or no parent
separate ﬁsﬁ whiéh/wzre aimed at teaching the development‘oﬁ support skills.
i z o

As well, parents. attended four meetings with their children. In the no parent

weight loss program. The results indicated that adolescents in the parent )
participation group lost a greater amount, of weight at termination ;nd that they *

maintained these losses at a nine month l'ollow-up However, by the I'ollow-up,

" those in the no parent parhcxpnlmn group *had *caught up® to-the puen'.

‘pnrhclpauon . group; thnt ls, !hose in the no pnrent ptrmlpntlon group qut more

welghl between the termmmon o[ the program and the I'ollow-up

LA
BroWuell et al. {1983) .examined the differeptial éffects ‘of three types-of

‘parental participation With adolescents. In one group parents and adolescents met

sepamtely but lguned the same materials and skllb A second group had both
pnrents and adolmenu meet- wg!ther o Ieun the same materials. The third R

ement at all. At

group. had Adol_escents'meet alone with no plrenul

¢ ;
posttreatment and at.a one year follow-up the c| 'dren(in\tbe group that had

. < . ) -
their .mmm' atfend separate meetings showel gnificantly greater lossés of

weight thnn did those who met with their pnrenu or those whose pnrent.s were

not mvolved'* : L

In summary, ‘parental i in and

obesity

programs results in greater amounts of weight loss than similar programs with no N
A ol e i

parental »pnrticip’ntion. In addition, with the exception of the Coates, Killen, and
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Slinkard (1982) study, these greater losses are still i in.evidence nl follow-1 up Thv.-
Browriell et al. (1983) study indicates th'n the hcst results using parents 'comes

from havmg the Bdo]escenls and’ pnrents attend separate mecungs Thcsu :
~ .

reseachers suggest that because ndoleszence is a time when there is a duhcnl»

balance between and depend that the adol will Iikwly fare
v

better in an environment which parents can learn cnou‘gh about the program-to

be supportive and provide reinforcgment without taking responsibility for the

. program as a whole. ,

Present M
This mvestlgatwn was deslgned ‘to-determine whether inéreased parentnl :

participation in their teenager's weight loss program wqulq cause there to be a

greater change in obe;ity measures and in t‘he maintenance of {hesc changes. The

main reason for testing an increased degree of parental ifvolvement rosm%on

¥ .
hd the disappointing Tesults that have been found to date regarding weight loss and
5 ‘

maiptenance of weight Ioss in adolescent and childhood behavior therapy obesity
pmgrams In the pmgrnm ab Memarml Umvcrsny, the shert and Iung: term results
of five years of group progrnms ‘have not been ovcrly impressive, even when
parental mvolvement has been an integral part of most of this progmm, These

weak results have by no means becn limited to this program. Reviews of the

..~ treatment of obesity have pointed out the lack of clinically significant results and
3 S i

. s -
the even poorer findings)regarding long term losses (maintenance) {Stunkard &

Pennick, 1977). Brownell (1982) reports that the average loss in programs between

| .
eight and ten weeks in length fs approximately 10-11 pounds; similar results dre

. reported in reviews of the literature by Stunkard and Pennick (1979). Although

] »




these results appear satisfactory and in line with the sual goals of behavioral
pfograms (1-2 pounds loss per week), it has besn argued that this amount of
weight-loss, even if ‘ma&ntnined over & lengthy per'mc.l, is notx'clinically .signiﬁcsnt
to an individual who'is 80% or more overweight. Furthermore, the findings
sisiodiiBore:acithe arerage.cl sraub Biograii Bhabhabosa foiid ipon Lioess

. .
examination of the data is that the losses are madé up of a number of individuals

who lose substantially during the program and a larger number of individuals who

" Jose sma}}inmounts, Stunkard (1982) feports that only 20% of participants lose 8.8
kilograms ‘or .more in behavioral programs, and that thesg .are modest and
disappointing , results from 2 chmcal perspective. The._findings regard;ng
maintenance are even less enconragmg' that is, nlthoug\t'aintenance appears to-

’be good over a penod of a year, these results are. made up of a few who lose

during the programs nnd who continue to lose after the program is termmated

There age however a subshmtml number who_ lose while taking.part in the®

progl;nm and regain their weight after its conclusion.

It appears likely that the la'ck of initial losses, and even more so the lack of
maintenance, is due to a lack‘ of adherence to the necessary behavioral procedures
presentedduring the treatment program. It is often the case that when behaviors

arc not maintained it is due to a lack of reinforcement in the environment or to

the prcsencb of other, competing contm_genc:es A good example of the latter, in

the case of ndolmcent obesny is the snhsl'uctiun and pleasure gained from eating.

‘There are few, if any, contmgenuea in the natural environment of the adolescent

which are more powerful than this pleasure. I it is the case that there are a lack

of viable reinforcers in the obese adolescent's env‘ironment, then. a possibly




effective way in which to overcome these problems would be to increase the

degree of parental participation, thereby- hoefully increasing* @ degree of

parental rei and modelling. As well, imp in the parent’s food
: -

choices, preparation and storage could also result.

) \ Maladaptive behaviors are invariably ncquired’ ang maintained in the child's
atural environment; therefore, to.ch:mgc these’ behdviors, contingencies in this
pnviror:ment must be ;ch:mged. In addition, any r;ew adaptive behaviors are likely
. X to be extinguished if the natural environment#l contingencies are not modified.
 Since the therapist is usually restricted to one.or two hurs per wock with the
. . - client, and at best the behaviors exhibited during this time'_nre only a close
approximation of the nat\;ral, unobserved behaviors, it becomes apparent Chat it
" is necessary for the appropriate.contingencies 't be provided by others. The
parents‘ can provide thgs‘e contingencies, if they are properly trained by the
therapist. In this Wway the parents can become directly involved in their child's
.
s . treatment and can serve as co-therapists: 3

g . = e . "
The above reasons for the inclusion of parents in their child's treatment

_program are relevant to any number of childhood and adol s probl

Clearly there are reasons more specific and.relevant to the distinct problems
“ presented by adolescent obesity and attempts to reduce it and to maintain the
subsequent losses. As regards obesity, the. parents control many aspects of their

child’s eating and exercise habits and behaviors. In most families it is the parents

who buy, store, cook and serve the food; therefore it is the parents who decide
. whether or ot high or low calorie foods are bought and served to their teenagers,
f -

how large the portions, dre and whether high calorie foods are stored on the
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kitchen counter or in opaque containers. In addition, parents can exert a powerful .

influence through modelling of appropriate eating and exercisé R
¥ UiFsiigh eetnorcumait ofkase Bebaviom whien wdiiitsd by thels Cifidhes,
Therefore, although one cah teach an adolescent appropriate eating, exercise and
food choice behaviors, these would likely be to no avail i parent continues to

serve large portions of high calorie foods and then chastizes the child when there

is an increase in weight,
Iwris expected bhat the mcrez\sed degree of involvement that tbe parents

have in their ndo]esmnts weight loss program will rewyt in the, parenls feeling a

greater degree of commitment and responsibility towards the program., This

mcmnsm; comm)tment and r&ponslblhty is- llkely to be the result of the parents’
seeing their role in the prdgrm as being a relevant and important pnrt in their
teenager's attempt at losing weight. ” P ' [OR

. One way in which fcreased involvement of the parents can be achieved
would be to have them M.!:end weekly meetings. If attending weekly meetings
resills in Jneréased coiiAlERgIb R responsibility, it is expected that ot only

would the parents learn the mntena] presented but that they will also lenrn !rom

lhe other parents what problems miight arise, and how otfer parents have dealt”

wnt\these problcms In. addmon, it appears lxke]y that in a grolp a greater
vnnety of pertment questions are llkely to be asked than by an mdmdua']ly seeri
pnrent (due either to reluctance to ask on the part of nn mdmdual or to the lack

of awareness or experiencé with a particular problem or situation). As well, the

o "
discussions and interactions with other parents will serve to maintain individual -

interest and énthusiasm.
. N o oe
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It is hypothesised that.increased parental involvement will result in

increased losses in weight among the adolescents of thesg parents. Further, it is
o - &

expected that these improved.weight losses will be maintained or that further

losses posttreatmem. mll be found.

The goals of this program are twofold ()m- is to bring about greater losses
than have been found up to this point at the Memorial lini\'rrsi\y Psychology
Clinic‘. hi, means Taising (he average weekly loss into the 1-2 pound range and’

also maintaining these improvtd losses. § G "
The other goal is to 1mprove upon the results that have been found in
reviews of behmvnornl weight loss pfograms. Although the goals are sull 12

pounds per week and 'a mean weight loss: at” the end*'of the® program of

approximately 15 pounds, it is expecled that these numbers will be’the result of a

~greater number of subjects losmg and not just a smnll number kmng a gfeatcr

number of pounds. A similar gual is expected lnr mllnl.enance that is, that ~
.

- maintenance will be found in a majority of pnmclpnnu rather than being due to a

small number who continye to lose and the rest regaining their lost weight.

‘A manner in¥which the effect of increased parental involvemept ean be

tested is to have two groups that differ in the degree of involvement. This study

propases to test this by ha\;ing an expérimental group in w‘ﬁch parents attend
weekly meetmg; and receive a p:u‘enc manual. Parents in the control groupwill

receive pment mauuals and receive a weekly. phone call. lt is fclt that this is a

-suitable control group as the parents in .this group will he involved 'in their

adolescent's program but to a lesser degree l.hzm those in'the experlmenlll group.

Therefore, the hypothesis being “tested is tlm increased parental involvement
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: " results in improved- weight loss and maintenance in the adolescent children of
these parents. .
-—
' .
- .
S uE s
B ’
- s
A N




33

METHOD

Subjects .

Seventeen subjects, 15 females and two males, between the ages of 12 and
17 were solicited through newspaper ndvcrﬂsemcnls} public service radio
announcements, and through the cooperation of a dictician and a psychologist at
the-Janeway Child Health Centre. Io- addition, radio, television, and newspaper
interviews were used to publicise the program.

Subjects wére required to be, 20% overweight for their age, sex, and height

as determined by the Canada Health and Fitness norms (Canada an\gfuwey,

1085). As well, participants were ;e‘qn?red to have a parent or parents ng tor
“attend “weskly meetings. In order not to ifclude those with a medgeal disorder
related to their obesity, or one thag, might be exacerbated by participation in this’
program, all subje‘c's were requirez-i to get the peli'mission of a medical dontox_—
before panicii)ating in the program; a Physician P‘ermission Form was used for

this purpose. |

"Prospective subjects or their parents, with the exception of those referred by

other prafessionals,” ded to the fdverti {or other publicity) by
telephone. All ihiose inquiring were responded to by telephone. The program'and
its \iqqnirem;nts were described, 'usnally to 'a parent. If further interest was
..express}tl, and_if the parent(s) and the adolescel t seemed ;snih}‘.)le for lh‘;‘
program, & 'screening intgrview was scheduled for m(xolesccnl and at least one’
parent. At this interview the program was explained in greater detail nnvoth:

the adolescent and. the parent(s) were questioned regarding their reasods for

% 5




wishing to enter thvis program; special attention was paid to the commitment and
mntivntion.of the adolescent and the parent(s). Part of this process incll;ded
hnvmg the adolescents comp]ete a Pcrsona] Goals Form which was then dlscussed
Those who stated a desire to participate pr|man]y due to parental pressure or for
other reasons deemed unacceptable would not have been included in the program;
however, this situation did not arise. As well, parents who felt that they could not
or would not attend vyeekly meetings did not have thei; adolescent included in the
program. If the adolescent and the parent(s) were still interested, a contract was
signed by all three parties stating the requiréments and responsibilities of each. A“
deposlt o835 was eollected dil fnitil sassement; HieasiFés wee-oblained from
[ slalsaent, Asstiswask food diarywos divenceo e completed during the week
pn‘ér to the start of t}lg program and returned at the first mgetiné.‘
Assessment Me'uures ' ' ’ N

Tn obtain a functional analysis of Lhe eating behavior, all parhc:pants were
rcqulred to, complete a weekly food dmry This included when, where, and wnh
whom the food was eaten, as well as mood, degree of hunger, other behaviors -

while cating, and the type and amount of fbod eaten. . .

_Subj}s‘c‘ts were weighed to the nearest quarter pound using a Detect-Medico
scale. Heighfsl were obtained to the close’sI, quarter inch using the adjustable bar
on the Detec?o-M'edico scale. Skinfold measures were taken from v[ive points; right
bicep, righ; tricep, righ[ medial talf, suprailiac, and snb“ular. Skinfold
me‘nsures_ were obtained using ‘ the procedure “described in the Canadian

B s
Standardised ' Test of Fitness Operations Manual (1986). Each skinfold méasure~

was taken twice using Lange calipers and the two scores' were averaged to increase
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reliability. Girth mets were made according to the' Canadian Standardised

Test of Fitness Oper§#®ns Manual (1 procedure but were not used in the

analyses since they pmvide a less direct nijeasure of fat than skinfold mcuurcs &S

From the weight and fhight mesures each participant’s Body Mass Jadex
(BM'I] was obtained. This was done by converting weight to kilograms, dividing
by height in metres squared and multiplying by 10. Norried woight\ were
ohtmned by determmlng the average BMI for each individual's age and gender.
Age And gender BM] averages were obtained us|ng‘1he Physical Fitness of -
Canadian Youth, (103’5) manual. By taking the actual weight and dividing it by
the normed weight, the percent overweight for cach individual wwas determined.”
Age :md gender * percennle ranks were available for the sum of tho five skm{old .
meaﬁes (Physical Fitness of Canudmn Youth, 1985).

Each adol leted the Body-Est Inventory (Mendelson &

W};i!e. 1982). This inventory consists of 24 statcments reglmlmg physlcnl
appearance and aftitudes towards physxcnl :\ppe:\rance Each item can be
answered "yes® or "no”. The inventory was developed‘using both ohesc and non-
abese'children and was found to differentiste them. Body-Esteem whs found to

correlate with relative weight. The device's construct validity was determined
using'the Pier's-Harris Children's Self-Concept scale. =~ -+

All of the ﬂssessm)ent measures described in this section were mnde on thrée-
separate occasipns: at the initial mtervlcw at the termlnauon of the progrnm and

at a three-month rouaw-up 5 " . .
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Procedure -

Experimental ﬂ Increased involvement Group). The Expenmenl.sl
Group parents were asked to attend weekly. meetings conducted by ‘the ;mup . |
leader ahd his ‘supervisor. The dieticiu; and fitness coqrdinator v:me present at -
the initial mee;ing. At these meetings material was presented in n‘leclu.re and
parents were encour:j"ed to raise 'quuliﬁﬁs r;girdin l..he material presented u;'d
to describe personal -experiences' and problems. Discussion of these experiéncu, .

problems and of the progrgm among the parents and between the.parepts and thie

group leaders was encouraged~ | o
mcbded )f

"The material d zt the ath of "the

i materipl tnught to the adolescen's (the ntlomle and expenmental support for i

3

certain b d: d nutrition i mation). In ndd ion, parentalwere.'

Lang*ht’ lhe%porhme of positive reinforcement and modellmg‘ The goal w:

help pnenu nd\}:eu teenagers m the lmplemen ation of new behavlcn, weukly

gonls mltnhon mlormn)on, md the fitness component of the program. Plrenu

ubo received n.chlpwr of the Pargnt Manual (Kelman, Brownell & Stnnkud
1979) 1ell:ll week wluch covered '.h_e same topics presented in the weekly lect‘um.

. Standard T’roatment P_L &_ Group). The parenh-in the Control

Y Group recewed th? same Parent Mnmml as those glvelr to the Exyenmental

-group.’ ‘l‘he mandals ‘were sent-home-each week wnh their teemger Parents in

) this ;rdup were also telephoned each week at an agreed upon._time. Az $his time

parents wer‘e.etncouraged to ask any questions or disr‘:uss yﬁlem regarding any

components of. the program. This is the i:rocedu_re used in the pnz‘;t the -

3
Memorial University Psychology Clinic following the Hines (1081) study® +
. e -
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Adoleseent ‘Involvement. Prior tyme/h'm of the program the 17
participants were random'y gssigned to one of the two |'mrent groups. Stntistic.q
comparisons were made to check that the two groups did not differ in weight, ‘.
percent over avcmge:BMl,.age, or skinfold percentile (Table 1). ~

Each week particjpants ;ttan@ed o\n‘their regular mecting day, cither
Muday or Wednesday. Each ndolescent was weighed and given s partisl rofund

. of the nitial depost, $1.00 for attendance and $1.00 for completion ST their food
diary. After the weighin, each participant was seen by their founsalor (each
adolescent was nor'ma]l}l seen by:the same counsellor m]. weck).j/;t MNs time
*tsehavior checl‘(lis:s weré review;ed and food diaries wen:' scored for adherence to
the Canada Food Guide's recommended numher‘ of servings for this hg:: gmup.'._
The counsellor,aid the participant then dgreed upon® two - goals that the

adoleseent would attémpt to meet during the ensuing weeic; the first to decrease a

food in the' diet that was undesirable (either :‘ i ! \pii or too high, i’n
caloties) and thysecond Eo rvoressd aratis (oot A was kg Ts the diet.
It was emphxslsed to the Xarmlpants (as it was to the counsellors during thmr
Lrammg) t.hat these goals were to be appronched in* small stepi nnd gmdunlly
made Iarger, this being consistent wu.h the program's goal of 1- %ponnds loss per
week. F .
After individua‘l counselling sessions were completed, a group, scssion was
held, at-which_time the behavi?rsl and nutritional approaches to Weigh!.l;zss were,
present‘ed.‘ These sessions Were made intcracti‘va tirough role-play, by pro¥iding
o;;pdrtuniﬁes “for asking z{nd n\nswering questions, and thxongh«gcncﬁronp

discussions. 3 E '
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- Teble 1. One way analysis of variance on pretreatment characteristics
. of experimental and control groups befoTe dropout.

. .

bge:
“ Source

Bétween Groups
within_Groups

Weight
Source

Between Groups
Within 'Groups _

‘Percent Over' - .

Average BUT
S o
. Source .

Between Groups
within Group

. Skinfold Total (Gentimeters).
Source » \

=3
Between Groups

mt{.{' Groups

1
15

38

ss
1912
5453.8

. MS

0.3581
- 3.22

641.3

191.2

389.5

us

Al
225.6

0.0937
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" tempting food that would be present during this time; techniques /were di
- &
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eating habns,\m\mnqﬂng, and cogailive procedures, These were based primarily

.
on Kelman et al. (1979) manual for adblescent weight loss programs; Walsh-Doran

(1983) provides a full description of this progranand its matecials. Ta sdQIoH 10
the above, certain components of Marlatts (1976, 1985) Relapse A’ovmtion
Bpprouch were used, including lnbcllmg and monitoring high-fisk situations,
diseussion of ‘the differences belween lapse and relapse and. diScussiord of the
Abstinence Violation Effect (deseribed by Marlatt (1985) as aset of cognitive gad

emotional reactions resulting from a lapse or slip following % period of controlled

Substance use [in this case reduction of food intake]), as well as means by which

these reactions’ might be handled. v
The weekly nutrition Jessons were based on the Canada Food Guide, with
emphasis- being placed on how to reduce caloric intake and at the same time

maintain a balanced and healthy diet.

The completé session, including the weigh-ins, individual counselling, and

group sessions took between one and.two hours, dupend'\xl? upo'n how early the
participants arrived. A total of 16 —— o‘vcr a period o 21 weeks;
tis included a five week break during the Christmas geason. At thia time
partlclpam,s were encouraged to commue the use of their behavior check lists and
food diaries, and were urged to continue to use the information. they had learned

to'the best of their ability. Special emphasis was placed on how to deal with the

and role play used to help the participants to better deal. with the Christmas
eason as it applied to theirweight loss.attempts.

Exercise.

Excrcise consisted of three one’-hour sessichs. weckly at the

;o \/ ‘ . ; =
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\. Aquarena Nautilus Health and Fitness Centre. Sessions prnna.nly canslst.ed3
2} ! uroblcs. however, addllxonal time on“the Nautilus equigment was open to the

adolescenu if they wuhed to use it. The exercise sessions-hegan at the same tlme

[
as the rest of the program, *but continted the Christmas season and

. ' for several weeks after the ion of the other of the program so
that participants were scheduled to attend for a. period of six months. For this

part of the program the participants were required t3'to pay $160; an initial

p{yment of $00 and a further payment of $70 aftér three months.

e > Therapists. The author (a senior Master's student), a dietician from the

Janeway, and six ‘undergraduate psychology studenls‘ served as individual

. counsellors. Tl\e author and the dietician conducted the group' sessions on the

nnd itional i ion. The und duat 1l were *

required to attend 2-4 training sessions prior fo taking part in the program. The
training inclllcied keeping a food :iiary ;or one week in order ‘that they would
become familiar ;rith this assessment procedure. During the training sessions ) A
co\n‘lsellors role played an individual counselling fion; they reviewed a -food
diary and scored n mcordmg to the recommend portions, and then set zwo
goals for that week Thmugh this procedun the lnthov and his superﬂsor (who
role’ played the pnrls of the adolescents)?could deter{nme whether or not each
P ’ indi\iidqal understood how to score. the food -diaries and how to set the weekly
gunls In addition, the caunsellora were encouraged and bgiefly coached on how'to -
7 mlemc! with the ndolescents ina pgslhve manner; this emphaslsed pmsmg any .

~ losses in wexght or meetlng of goals. i : e




41 . &

’ ' 4 "
RESULTS i
: ¥ -
Attrition . | Ty g
L R O'f the 17 i!litia] subjects, only 12 were included in the final analysis. OF thé

five who were not included, four can ;e considered ;iropouts; that is, they did not
3 . complétg the program. Of these four, one was diagnosed n;;ﬁffcring from a mild
form of diabetes three weeks into the program, one found that she could not get
to the meetmgs in ume for the progmm to be worthwhile as she Iived ton far from
' * St. John's, and two lost interest m the program and lmled to return nfter the
g o © ¢ . eighth week (after the Christmas break). The [ifth individual not included i in the
‘analysis completed the program but did not attend the final. session, or, the I‘olluw- wii

up session and therefore only initial data were available for this subject..

A one way analysis of variance comparing the Exp’erimo\ntnl and Control

™~ groups was perfoj\med. on the data of the remaining 12 subjects in order to
- determine the effect of their loss on the initial random assignment. No significant
* - differences in age, weight, percent over average BMI, or skinfold tetals were

'

revealed (Table 2). Means and standard deviations of the two groups can be found
+ in Table 3. .

All of the l"our subjects who dropped out of the program were in the Control

group but the differential rate was not signiﬁc;mt (chi-squared = 2.[}0, d.f-
N.S.). : .
A.one way analysis of v%riance was performed to determine whether there

were signifi diff between the

h istics of- the

i dropouts and those remaining in the program. The resu’llts indicated no significant

B
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!
differences petween the two groups on age, percent over BMI, weight, or skinfold

-lotals (Table 4).

Posttreatment and Follow-up Results

' A repeated measures analysis of variapce (BMDP P4V) was performed to
determine whether the expected reduction in obesity vl found for subjects
regardless of experimental group. Using the data gathered initially, at

s 15

termination, and ’at the three month foll P, no’ si i were

found over these times for BMI or for skinfold measures. A significant increase in

Body-Estcem was (F (220)= 534, p<.05) (Table 5). A repeated . measures

analysis of variance performed on BMI méasures from Week Eight (the end of the

first phase of the program) revealed a signifi decregse from initial measures to

‘Week Eight, (F (1,10)= 15.10, p<.05) (Table 6). IS

The effect of Group membership (Experimental or Control) was not

significant, for, the measures taken initiéily, at termination, and at follow-up, for ’

BM] for skinfold, or for Body- Esteem (Table 5).
No slg‘mhcnnce was found in the annlysm performed on the Week eight BMI

data ash l‘uncuon of Gronp membership [Table 6).

N\’Gronp by occasion of measurement mtern.ct,mns were found in either of |

3 ®

the analyses (Tables § and 8). ° R - ’
- In order for the results of the ppogram to be more readily interpretable,
\vexght, BM] and skml‘old measures tnken initially, at termmnnon, and at the

Lhree munth follow-up are_provided Tor ol sub]ects completing the pmgram, a8

are BMI and weight®for Week Eight (.T‘ables 7,8and 9).




Table 2.
of experimental and control groups
final analysis.
Age
Source’ ¥ 4.F.
L
Between Groups J~ 1
Within Groups ° 10
< Weight . ,
Source diE
Between Groups 1
Within Groups ) 210
M@
Average BYI
Source a.f.
Between Groups o1
Within Groups’ 10
/

<

skinfold Total (Centimeters)

Source d.f.
Between Groups 1
Within Groups 10
/’

43

ss

0.0595
36.9

ss

116.3
6366.7

ss

424
3929.7

~ss

99.1
2386.9

on subjects

7

us

0.0595
36.9

- Ms

116.3
636.7 s

S
Ms

424
392.9

99.1
238.7

inclujed

0.0161

One way analysis of variance on pretreatment characteristics

in




Table 3.

Initial

BHI
skinfold (centimeters)
~ Body-Esteem

Tergination 7

BMI \

Skinfold
Body-Esteem

3-Month Follow-Uj

BUI
Skinfold
Body-Esteem

Experimental (N=7)

305 46.18
13.4  17.5
7 s

288 46.5
105.4 27.9
9.85 6.93

296 ‘e c 4.77
11.47  27.4
‘10.28 7.31

Means and ' standard deviations for PMI, body-esteem and
gkinfold total for experimental and control groups.initially,
at termination, and at 3-month follow-up. '

Controf(N=5)

|-} S.D.
Re
26 . 21.27
106.8 12.55
6.8 1.3
280 23.99,
9 13.04

10.2 - 3.27

288 22.86

102 13.96

- .8 2.23
\




‘Average BMT _

Table 4.

a5

of dropouts and non-gropouts.

Age 8
Source

Between Groups
within ,Groups

Weight
Source

Between Groups

Within, Groups ot

Percent Over

Source

Between Groups
within Groups

Skinfold Total (Centimeters)

Source

~ Between Groups
within Groups

20.0
9091.9

ss

58.5 -

©5586.4

60.7
3119.0

wn
-

us

20.0
649.4

58.5
399.0

HS

60.7
222.8

0.2727

One ‘way analysis of variaMge on pretreatment characteristlcs

{




Table)s. = Repeated

measures

46

mluv-rnu . analysi.n of

Body Mass Index

Source
Groups
Subjects
Time

Group Time

Time x Subjects’

Body=Es

.
Source
Groups® .

Subjects

* Time
Group % Time

Time x Subjects

Skinfold Total (Centimeters)

Source
" Groups
Subjects

Time ! K
c{wup x Tineg
ime x Subjects.

* p< .05 -

a.€. ss o
1 1752.5
10 43398,0
2 505.5
2 C 6293
20 2277.0
a8 T s
1 a.s
10 820.3
2 - s0.7
2 1.2
20 13.6
a.f. ss
1 27,2
16 113%0.8
2 527.6
2 5.1
20 1750.0

variange

ontrol groups taken
initially, at tamlmtim\. “and at znru-month follow-up.

1752.5
4339.8
252.7
314.6

113.9

us
627.2
11390.8
263.8
7.5

87.5

0.40

2.22

0.55

T 3.02

0.09°
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Table 6. Repeated measures analysis of variance on BMI for experimental
and control groups taken initially and at week|eight (on the.
12 subjects included in final analysis).

: . ~

Body Mass Index
Source -d.f. ss us F
- Groups 1 2725.2 2725.2 0.32
Subjects 10 24835.0 2483.5 -
b Rine 2 748.6 768.6  15.10%
Group x Time 2 119.6 “119.6 2.41 N
’ Time x Subjects 10 495.8 < 49.5 - 2
¢ b
s . » . .
5 > &
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le 7.

5

. P
48
Individual weight loss data for .all subjects completing
program. :
N
' Initial Change s Change Change
Weight ip kg i ,
in kg - at wk 8 at termination  at follow-up .
~a.7 DS X -6.5
76.5 -1.5 -4.0 -6.0
s
90.5 -1.5 -9.25 29.0
2.5 -4.5 ’ -6.0 -4.0
70.0 “3.0 -1.0 +3.5
67.0 +1. 08 +2.0 +5.0
. 86.75 -7.15 +0.25 . s0.T5
660 +2.5 5.0 - +7.0
3.0 -2.5 ™ 2.0
\ . CN
76.0 -3.0 -2.5 § -3.5
89.5 -3.5 1 +2.5 ., w0
4.5 . -1s -2.0 -1.0
; 4 .
;.




NI © o ag 5 1

8. Inividual BT for all subjects" complot ing. prog

/
. Clinie |  Initial Week Eight Termination - Follow-Up i
m s & BB BMT BNI
sse 3 : 397 3271 3
552 291 286 274 269
) s :
L 548 BT} 35 07 304
. 51 204 ’ 23 216 o2 225 * .
560 Ko - - 281 210 295
' ses. . 258 N 258 2%5 Vs
550 _ 356 325" 358 %0 - 4
562 251 " 261 + 274
561 80 N m 280 289 .
sa3 - ' 219 29 200 2% -
. - Leg v P
b tsag W, 300 3z 5w 2 J
5 . PN
3 ° 547 - 2668 260 59 260 Y
® A S & X .
. ~ ¢ .
’ .
A ) :
- o - 4 = 5 %
8 . )
A 2 ;
. . “ s )
. L ' . 3 o '
. ‘ . i
A\ : : !
% o . .
\ 5 & 1 /
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. Table 9. . Individual .skinfold total data for all subjects completing
. =

program. '
: Initial . i N
Skinfold _Termination Follow-up &
L . clnic . (  Totals Skinfold - Skinfold !
- ID (Gentimeters) - Totals - Totals
. 7556 .- nas TR 9.0~
. sz, = 110.0 92.5 L 93.5 \
R 141.75 9.y - v
551 85.0 5 58.25 -
. " 60 121.5 i 146.0 .
Dsas 030 90.0 g
N 550 120.0 s 125.0 . -
X C (562 (0 . 99.0 ~ 1055 :
! 561 122.5 . 95.0 nzlo
) T st 7.0 - 84.0 88.0 . £
" 549 s 1.5 116.0 . ans
’ Sap oo 93.75 * 86.0 87.0. _
. . s .
k . <
\ R . g
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- - DISCUSSION
~
The findings of this study fail to support the experimental hypothesis that *

13 p increased parental involvement in their adolescent's obesity program will result in

P . increased weight loss at ination of ent and at foll

The '}nnst important factdr involving the lack of significant Group effects is I.«T
€ failure to demonstrate a significant redu‘ction in obesity for the subjects ‘
regargless of experimental group. Theré are a number of possible reasons for the *
= failure to, rind‘ an effect of the program as a whole at termination or at follow-up.
—: . The most likely reason is related to the results of the analysis comparing initial
R T — u&@ at Week Eight (Table 8), This analysis demonstrated
a* significant difference be‘tween initial BMI measures Week Eight BMI
o meastires. ngrm' , significant effects were present at, Week Eight but not ‘at
termiiiation Or at. follow-up. Two factors, possibly contributed to the logs of
\ significance frgm Week'Eigh!(to termination -and follow-up. The first involves the
procedures used in the program. Although the material used in the first eight g
weeks of the program was for the mos€ part b;sed on’the manual used’ by Kelman
1 et ul. (1979), the major part’of the material presented to the parents and
adolescents after this point was organised for this study speciﬁcnny.',\s' a rcé(.n,
LI ¥ the material ¢ as riot a part of the Kelman et al. (1979) program was p[nnne:i
-+ and pr‘esented for en’ch new session and may not hnve‘ been as well planned nntn:s_‘ }
organised as the carlier material. It is thescase that the material used by Kelman
et alf’(mﬂ)) has been demopstrated to be effective with an’ obese adolescent

population (Kelman et al. 1979; Walsh-Doran, 1983), while the material used after

this was primarily based on Marlatt's Relapse Prcvcntiqn approach. This latter




. use of this appro ..'nd h

h, as M d in the Introd has not been used with obese

{

adolescents and has limited support even with an obese adult population.

Another factor regarding the.use (of the Relapse Prevention approach is thé'.

"r.-.c: that this ‘material is aimed at reducing relapse and improving maintenance

once weight is already lost. It may be that too much emphasis was placed on the
. .

b fore it may be uh bl 4

to expecﬁ o

weight and fat loss to result from an nppmach aimed at mamten‘nce and relapse

“prevention. However, gwen that the aim of Relapse Prevennon is to help prevenv.

\
. the d{contlnunholl of {Behaviors necessary to welght loss, it was felt that

presenting thls instruction vJould result in conhnuad weight loss due to the
continued use of necessary: be”av:ors ‘ i
A further factor. relatmg to the loss of‘a sxgml’cnnt el‘lecl after the elght
eck period is the fact that therf was a five week break over the Christmas
period. Allhough tl;e adolescents were'éxpecud to ‘continue to attend exercise
sessions, with the exception'of 2 b;i* weigh-in session they had no contact with
the program “over this perio& except for the food diaries vzhich they took home
with them oyer the break. It may be the case that this break resultfd—i’n a
decrease of inYerest, motivation, and commitment on‘»v.he parts of the ndo_lm‘enu
and the parents. 'l:hnl this may be so is supported by the fact that two individuals
dropped out after the Christmas break 2lthough up to this point they hdd been

rcg\llar attenders, It wa"s also reported by the exercise coordinator that attendance .

“at the cxercise sessions dropped substnnually ovﬂhm penad Several parentn

" commented on-the fact that the. bre!k was quite long and that their adolucenu

found it difficult to go to the exercise sessions when they were not attending their
G X

¥

v
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regular weekly  behavioral and nutritional sessions. However, the" Joss of

significance and the loss of motivation cannot be explained simply by the fact that

. . . J &
.the adolescents overindulged during the Christmas period. Although it is not

'
* known how the two dropouts fared regarding their weight over this break, it was

observed: that all but two of the 13 participants had not gained more than two

< . R
pounds over this period,‘and -some in fact had continued to lose. Therefore, it

appears as if the

and

were sustained over

\

the break. It may be the case that, motivation declined following the break.
g 4 ey 4 N

The problem of motivation is not an uncommon one when de}ﬁ%’wizh ’

T

to deprive

of an enjoyable. substance, be it
.

food, alcohol, or cigarettes. This is likdly even more of a problem With an

adolescent populat}on. Even though there is the urge to dook betler and to

~

participate more in physical activities, there is also the urge to eat what one's

peers are ‘eating and not to appear different from others. There[om it is Ilkely

necessary to devlse some way in which ndolescents can be better motivated to use

the necessa&behavlors. eat the right [acds, and to continug to attend sesswus.

A [nctm; that may also have reduced the effectiveness of the program was

the inexperience of the therapists; The undergraduate therapists had only 2-4

training sessiops in which to learn the necessary aspeets of their roles. The author,

,although having’ campieted one year of a Masters pmgrnm (including a four

month mternshxp and workmg with two ‘adolescent obeslly groups) may not fiaye

been as effective as a more expenenccd therapist. It is likely that the themplsts

involved:lacked at least some of the subtle skllls«neccssary for effective mdmdual
7

and group counselling.

\
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A point that wnay not be as dnrectly relevant to the lack of significant
overall treatment results is the vanablllty displayed by the sub)ects regarding -
weight and fat loss, Stunkard and Pennick (1977) point out that the significant
poéurcntmenz and maintenance results fo;xnd by most rekearchers are made up of
some who lose a great deal and others who lose only a small amount. As regards
maintenance/ the significant results are made up of some who continue to lose and

some who regain their losses, Table 7 shows that/in the case of this program the

results were extre;'ne]y variable, with the change in ﬁmnds from iniliallassessment‘f
to the three-month follow-up ranging from ':ms to +15.5. As was suggested by
SLunknrd and’ Pennick (1077) and Stunkard 11983), it appears as if beh/v oral
wclghl loss progrnms offer’a-viable - ‘methed of I'at and wel;ht loss for! some, h: \

' no effects on others, and from the present results could even have a detrimental

effect on others. li is possible that with sugh a small number of su?ects‘ that there

T were a disproporfionate numleer of participants in this study who jvould either not

be nl'l‘ec;ed by the program or would be negatively affected.

A problem contributing Lo the luck of differences between the Experimental
and Control groups was the motwatmn and com’mltment of the parents in the ’
E\pnnmental Group. As the hypathesls being tested was that increased pﬁenml

participation would result in increased fat loss and maintenance, |t was felt that

oL %
having pnrent§ more jinvolved by attending.weekly meetings would increase their

and commitmeént to their adol 's. weight loss program. It was
further hypotheslsed that the increase in motivation and cDmmIlmwt Jwould in

* turn brmg nbo\lt the lmproved results for tl\e .adolescents of these parenls.

However, except for the hrst two meeting and one meeting prior to the Chnstma.sf




break (all three of which were fully attended), most of the meetings were attended
.
‘by only three or four parents. This was despite the fact that all parents had

initially ~dispayed ivati and” i by, r ding to the

advertisements which stated the role of the parent in the program and had
i >

dxpressed a commitment to attend weekly meetings at the screening interviews

and by signing a contract. Parents were also telephoned when they missed a -
meeting to remind them of the next meeting. As with the adolescents, it may be
that more than just an initial commitment and motivation "are necessary to

sustain interest. ~

’

. Recommendations £ 4 .,

Perhaps the biggest problem‘ with the lack of succe;s in this program isl.‘tho
loss of significant results of the progr'ir-n as a whole after the Christmas ;'mrit;d
Since it may have been the effect of the' five Week break which reduced the
amount of fat and weight lost after this perjod, a mct‘hod ol‘either nvoid'ing this
break altogether or of maintaining p;xrticipnnt enthusiasm and motivation over
this period would likely solve his prpblem.%olutions i‘n;lude continui‘ng mectin’gs
over this period, scheduling programs so.as to avoid lcngt;y breaks, or arranging
some form of therapist confact over this pcriod:. telephone calls or postcards for
exar{lple’. ' ¥ .

’ However, since the adolescents did not regain their lost weight o:/er this
break it is more likely that the break just precipitated or exacerbated the loss of
commitment that would have been expencnced anyway. H this is the case then a

way in whlch to increase and sustam the mu.-rest of the adolescents is necessary to

bring nbout continued loss of fut. Although the information was presented in q
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manner in which the adolescents c(’m“ participate (role-play, discnssicnl,
questions), it may be neces!u-y to make the material even more appealing. This
co'uld -be done with audiovisual and other aids, but likely requires mcr; ingenious
methods to keep the adolescents interested in & time wheirthey are used to being
entertained by rock videos. Pa\n of the ingenuity required will no doui:’l. come

from those who hnve,mur i with an

however,
any method whi¢h mngho. serve o i increase the interest of the participants and
whlch would m:\ke learmng the necessnry mntermls less drab and school-] llke
would be an improvement that would hopefnlly increase the mouvnnon and
c_om;nitment of the participants and therefore improve fat and weight loss over a
program of this length. g i ’ '
Regarding the lﬂck of'parental attendance at weelly meetings, there are a
l{nmbur of possible solutions. One would be to use p beltel: method of screening l;
determine parent intérest and motivation. However, it was felt that an initial
telephone call and a sereening interview (at which time the importance of the
parental role \)ns. explained), the signing of a contract, as well as the monetary

G .
investment which parents were putting into their adolescent’s program would be
v . -

sufficjent to ensure parental participation. As well, the meetings themselves were

designed to increase motivation; that is, it was expected that parents would

attend enough meetings,tu develop ll;g necessary motivation. ‘Therel&re, a

method is needed only to increase.the ivation to attend the t this in
= . a .

turn would bepefully increase overall miotivation.'A method* which would likely

increase l_n'otivntion to attend meetings would be contingency contracting. It is not

to ? i y tracting to

for hers and




increase attendance (it was used ;n this study to increase adolescent attendance

and condpletion of food diaries and homework), and the procedure has been used

successfully with the parents of obese children and adolescents both to increase

attendance at parent meetings dnd to increase the completion of parent’
homework (Coates et al., 1982b; Bm"'nell el al., 1083). -

Like the adolescent motivation, the parent motivation might be improved .
by presenting the material il; a more appealing manner and 'hy making the
meeti}gx more eu;juyxhle, contingency contracting might ‘c sufficient to improve’

: {  attendance, but if the parents find the meetings boring, it s likely that this i

; eron‘ger punishment than the return’ of a‘deposil is n:reinforccr. As with the o |
. adolescents, ingenuity is nucesmy‘ to make the meetings more interesting.
Possible methods would be Lo dse materials such ’ns movies, ovvérimnds. and other

audiovisual presentations, o even to offer wine and cheese.

~ s
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