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ABSTRACT

The present study was designed to evaluaté a strategy. for “enhancing

maintenance of weight losses athieved in a standard 8week multicomponent

behavioral weight management program for overweight adolescents. Telephone
contact with adolescents and their parents was gradually reduced over a 6-momth
period after the behavioral treatment program terminated. Thmy-ouf’
adolescents, ‘ages 12-16, years, were recruited through newspaper advertisements

and a memo distributed to a variety of health professionals and school guidance

‘counsellors. Subjects were required to be at least 20% overweight, not to be

" involved in other weight loss programs, to have a parent willing to read weekly

handouts from a<farent manual and complete weekly assignments, and to have

personal gaals towards improved physical well-being.

Following the weight management program, 28 subjects (6 males and 20
females) ‘were randomly assigned to Maintenance (M) (telephone contact] or

(NM) (no telephone contact) groups. Each group contained

equal numbers of high, medium, and low weight losers and both gel';ders. Al

%, .subjects were seen. for ' assessment at 3- and 6-months ‘after the treatment

program.

There were no significant differences “as a result of the posttreatment
maintenance strztrgy on pounds lost, change in percnntage overweight, weight

index, change in weight index, triceps skinfold, self-nsteem, and mean adherence

ratings. Nor were there any significant i ion effects. Significant time effects
were present for weight change and change in percentage cverweig‘l. Although
subjects weighed significantly less at posttreatment than at pretreatment and
were significantly lower in percentage overweight at 8 months than at 3 months,
there was no differential effect of the posttreatment telephone contact. Subjects
who lost weight (Losers) during the treatment program were compared with
subjects who gained (Gainers) during the treatment program. Gainers continued

to gain while Losers maintained their weight losses at 3- and 6-month follow-up.
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. Obesity among, is a signifi and i ing public health
problem with serious health consequences. Am estimated 10 to 25.percent of U.S.

Hamplon, Behnke,

are at least m overweight
§

i '\Shapiro, and Mitchell, 1974; Laber, Conner, Leaverton; Reiter and Clarke, 1975).'

Forbes (1075), in reviewing data on the prevalence of childhood obesity, reported
that adolescents today dppear to be heavier than they were 20 years ago. Also,
research seems 10 indicate that obesity is increasing in the generalpopulation
(Build and Blood Pressure Siudy, 1960). The present study addresses the main
problem, as currently perceived, for adolescent -obesity, that of determining

effective meas of maintaining weight loss. ey

Definition of Obesity and Overweight
Precise estimates of the. prevalence of obesity are difficult to obtain because

. ’ /of- 1t and definiti problems. Definitions of obesity vary throughout
/ the literature. Obesi

relative to normative data obtained from sampling a population. However, norms

¢ is traditionally defined as a certain percentage overweight

Viry for diverse populations and the norm for one population may be one of
obesity when compared to a norm from a different populaYion. Another obesity
. measurement problem is the lack of a set criterion which would allow one to

determine how overweight a person must be to be considered obese.

A turther complication is that obesity* and *overwieght* have been used
interchangeably: Being heavy can denote either excess body fat tissue or sbove
average muscle mass. The term "obese* is interpreted as "overfat*; yet a person
may have excess lean body mass leading to being “overweight*. Thercfore,

7

interchangably obscures a useful distinction.

|

In adolescents, age, sex, and body build must be considered when'

determining the appropriateness of a given weight. Many norm tables on

adoleseent weight fail to reflect individual variation in these factors. However,

*overweight does not necessatily imply *obesity” and using these terms .




2

there is an increasing awareness of dependent measures which account for
developmental growth of children (Brownell, 1980; Colletti and Savrin, 1980;

. Edwards, 1978). These indices, or some derivation of them, should provide a more
sensitive and accurate outcome measure, An index which has been developed to

account for growth will be discussed later in this review. \
% N\

£ As noted above, considerable variability exists in the definition of
overweight. There is a need for agreement upon a rigorous classification system.

+ " Many researchers arbitrarily consider 15%, 20%, or 30% above normed weight as
defining *overweight*. Hanna, Loro, and Power (1981) suggested that obesity
researchers adopt a refined definition of overweight: 10-20% over normed weight,
slight; 21-30%, mild; 31-509, moderate; 51-75%, severe; 76-100, massive; 101%
or more, morbid. This classification system was based upon a clinical evaluation
of 138 clients treated in a behavioral and dietary weight loss. program. Differences
in weight loss and eating habits were related to the degree of overweight.
Furthermore, Brownell (1982) suggested & minimum of 25% overweight for
inclusion of subjects in weight reduction studies. This appears to be moderately
consistent with Hanna et al.'s classification system since 2355 over normed weight
would be classified as mildly overweight. Therefore, a criterion of 20-30% above
normed weight would seem appropriate for weight loss programs.

Relationship of Juvenile Obesity to Adult Obesity

Persons who become obese early in life have a greater probability of
remaining overweight than persons who remain in the lean-to-normal weight
ranges during the growing years. It is well established that obesity in childhood
correlates strongly with obesity later in childhood (Eid, 1970; Melbin and Vuille
1973; Miller, Billewicz, Thomson 1972) . Also, when left untreated, weight in
childhood tends to persist into the adult years (Abraham, Collins and Nordsieck,
1971; Abraham and Nbxdseick‘ 1960; Charney, Goodman, McBride, Lyon and
Pratt,1076; Christakis, 1067; Coates and Thorensen, 1980; Johnston and Mack,
1978; Stunkard and Burt, 1067). Christakis (1967) reported that of 1,495 white
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females ages 20-80, 22% cited the onset of obesity before puberty, approximately
11% in their early teens, 2075 after age 20, 13% at their marriage, 16% in

0 "
association with pregnancy and 7% after age 40.

Haase and Hosenfield (1056) found that 80% of a group of 50 bwierweight
children when reexamined at 20-36 years of age were still strikingly overweight.
Lloyd, Wolf and Whelan (1961) observed that 755 of their abese clilldren, ages §
to 11, remained obese 8 years later. In the Haggerstown prospective study,
Abraham,’Collins, and Nordseick (1971) followed a cohort of 717 white males
from 1923-1028 o 1061-1063. A comparison was made between relative weights
at ages 9-13 and ages 35-0. Relative weight was defined .as percentage deviation
of actual weight from an average weight for a given sex, age and height. Overall,

they found that lean persons remained lean and the markedly overweight persons
remained heavy. Abraham and Nordseick (1960) observed that 80% of children
who were obese at.the age of 10 to 13 remained obese in their 30°s. Stunkard and
Burt (1067) reported on this sample 10 years later and observed that the odds_
- against an’ cbesé child becoming a thin adult, which were { to 1 before
adolescence, rose to 28 to 1 if weight reduction had not occurred by the end of
adolesence. Therelore, it is evident that 2 relationship does exist beIuten'jll\'einile
weight and adult obesity; fat children usyally become fat adults.
. §

Complications Associated with Adolescent Obesity . ’ :

Health Problems. It is widely agreed that obesity is bad and more obesity

is worse. Obese children, in addition to the risk of becoming obese adults, are at

high risk for developing a number of childhood disorders. Widespread evidence

{
w indicates that there is an increased incidence of orthopedic problems, ;
e hypertension, diabetes mellitus and other endocrine.disturbances, cardiovascular

. disease, and hyperlipidemia in obese children and adolescents (Abraham et al., * i
1971; Clarke, Morrow and Morse, 1070; Coates and Thorensen, 1982; Court, Hill, .
Dunlop and Boulton 1974; Friedman, 1975; Israel and Stolmaker, 1980; Londe, H

Bourgoyne, Robson and Goldring ,1071; Mann, 1974; Mayer, 1970). '

o A B LY N
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Obese infants have been found to have higher rates of respiratory infection.

In addition, obese children suffer from inadequate circulatory adjustment to

exercise, shortness of breath and clumsiness whick may lead /to an’ avoidance of
physical exercise; this may contribute further to obesity and create other health
* problems (Mayer, 1070; Mobbs, 1070).

i OO SL1e VeSS Vel TSGRy s

. numbers of obese children with elevated levels of plasma lipids which is in itself
an additional risk factor’ (Clarke, Menon, Morse, and Keyser, 1970;. Lauer,
Conner, Leaverton, Reiter and Clarke, 1075). In the Muscatine study, Lauer et “p
al. (1975) reported that 17,85 of those whose skinfold thickness exceeded the 90th

R percentile were at of above the 90th percentile in serum cholesterol, 33,55 were

at or above the 90th percentie for trglycerides; thise are both addiional rik ' .

factors for cardiovaseular problems. ‘Tn Clarke et al's (1070) study, 209% of the”

~obese subjects had cholesterol concentrations greater than 200mg/100ml as
compared to 115 and 10% of medium and lean students, respectively. Therefore, |
it is quite clear that high proportions of overweight children have additional risk
7 " factors associated with their weight problem which add to the already serious

medical risk. : ,

The prevalence of obesity and t;vcrweighl is. much higher among children
and adolescents classified as hypertensive compared to normotensive. Londe et al:
(1071) studied 74 hypertensive children, ages 4 to 18, from a general practice. .
They observed that the prevalence of obesity was higher in the, hypertensive
(53%%) than the normotensive controls (1453). Lauer et al. (1975) observed that
of children in his sample who exceeded the 90th percentile for skinfold thickness,
28.6% and 28.4% had systolic and disstolic blood pressures, respectively, which
were above the 90th percentile. Correlations between skinfold thickness and
blood pressure were .39 for systolic and .38 for diastolic.

* . .Endocrine disturbances have also been associated with obesity in-childhood.
For cxample, Martin and Martin (1073) found that 28% of an obese group (42

N WU
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impairment of carbohydrate tolerance as compared tgba normal group Growth |

5

children, agés 2.16 years) had chemical diabetes and a further 26% had significant

hormone was also significantly lower in the obese™g gr’onp‘

As mentioned previously, overweight among young persons is associated

I
with elevation in

. serum cholesterol
Berenson, 1976).

cardiovascular risk factors such_ as hypertension and elevated
levels. (Lauer et sl, 1075; Srinivasan, Frerichs, Webber and
However, the status of obesity as a cardiovascular risk factor

remains - controversial (Mann, 1074).  Gordon and Kannel (1873), in the

Framingham study, stated that overweight made an important and independent

contribution to the risk of coronary Beart disease. Abraham et al. (1971) reported

|

an increased prevalence of arteriosclerotic heart disease and cardiovascular renal

disease in 'adults

who were markedly overweight as, children. . However, the

number of subjects was too small to permit statistical comparisons.

Simultaneously, theygobserved an increased likelihood of developing hypertensive

7 vascular disease and cardiovascular renal disease in individuals who increased

their relative.weight status from childhood to adulthood. Because fat adolescents

do not shontaneously become average weight adults, it is necessary to intervene in

order to effect weight' changes. Also, these interventions fay alleviate some of the

medical complications associated. with this condition.

Social and E:

1 Problems. “The psy and social hazards of

being overweight may be as grave as the associated medical complications. The

obese are often treated as a stigmatized minority group (Allon, 1979; Wolfgang

and Wolfgang, 1071). Stafferi (1967), for example, reported that even in those as |
- |

young as four years old, body types influenced likes and dislikes. Ninety boys

were shown full-body silhoyettes of a mesomorph, an endomorph, and an/

ectomorph. Each child was given 30 adjectives to describe the silhouettes. Th

endomorph was less likely to be described as *best friend® and having *lots of

friends®, but he was the one Tore frequently described as "gets teased*. The

endomorphs were more frequently portrayed as *lazy®, *cheats®, *menf*,

*dirty*, *sloppy*, *ugly* and *stupid®.

/ |



- missing a hand, facial disfighrement, wearing a leg brace). -

v B :

Kindergarten children, both obese and normal, have been observed to prefer
figures of average physique and dislike fat physiques (Lerner and Gellert, 196.0;
Lerner and Schroeder, 1971). The chubby child is chosen consistently as being
the person whom other children least prefer to resemble. Richardson, Goodmas,
Hastorf and D(:'rm'bulsh (1061) found that thin and fat children rated, in l;r'der of
likability, pictures of 'yobese chilc!un s being less likable than pictures of other
children with various physical abnormalities (e.g:, confined to 3 Wheelchair,

Canning and Meyer (1966) found a strong bias in college admissions against
obese boys and especially obese girls. Obese and nonobese youth did-not differ on

objective measures of intellectual ability, achi at, or p who applied
for college admission. However, an obese female had only one third as much a
chance of getting into a *prestige* college, the college of her choice or, indeed any
college. as a nonobese girl (Mayer, 1088). “Also, a-court éase has been reported in
the United States consequent to employment having been refused solely on the

 grounds of body weight (Brownwell, 1970). Therefore, discrimination of the obese

is quite commonplace in oT society today.. . :

Given thatsthe obese child will be discriminated against and devalued it is
not surprising that the child may show some psychological effects. Greater
prevalence of psychological problems among the obese versus the nonobese have
been reported (Bruch, 1970). Evidence for this, however, is somewhat

- contradictory. Monello and Maye} (1963) reported that their sample of 100 obese

females in a weight reduction camp showed characteristics similar to those
exhibited by members of other minority groups. Three projective tests were
administered in a group situation: word associations, sentence completions and
pitture description tests. Results from these tests revealed two groups of females
who showed excessive concern with their status, withdrawal, passivity, and an

acdeptance of the dominant value system.

Held and Snow (1672) observed that their obese adolescent females exhibited
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significantly more problems on the Mooney Problem Checklist than did control
subjects. The MMPI scores of the obese reflected depressian, low self-worth,
alienation, distrust of others, nonconformity and problems with impulse contral.
Sallade (1973) measured soci;l adjustment, (Ohio Social ’Agc'eptanc.e Scale) and
emotional adjustment (California Test of Personality and The Way I Feel About

. Myself Scale) of 120 obesé and 120 nonobese students, ages 8 to 16 years. No

significant differences were found on the ‘measures of social and emotional

adjustment. ‘However, on‘the test of self-concept (The Way I Feel About Myself .

Scale) the obese s_tored lower (See also Held et a_L, 1972).

. ‘Stunkard and Mendelson (19673) conducred one—hour interviews with 74

random]\ se]ected obese persons, rnngmg from 18 to 43 years old.(median age of

. 43), from general_medlcal and psychiatric clinies. They reported that obesity in

childhood or adolescence often caused the patients to Have warped ideas of their
body image. For example, the following are some comments made by obese

patients. from Stunkard et al. : *I call myself a slob and a pig - I look in the

mirror and-I say 'you're nothing but a ‘big fat pig'*; or-*As soon as I see myself I

feel an uncontrollable burst of hatred. I just look at myself and say 'I-hate' you,

you're loathesome'* (p.1296).

Stunkard et al. (1967a) interviewed the 20 most obese girls in grades four.
through six of a large suburban school and compared, them with 20 matched

nonobese girls. ‘Three nonobese and four obese girls stated coricern about physical
appearance; obesity was the focus of this concern in only two of the obese girls.
Other physical ‘concerns included braces, dark skin and pigtails. Stunkard gt al.
(1067a) concluded that any unusual physical characteristic can cause teasing and
derogation from peers and obesity, by itself, was not related to any social or'body
image disturbance. Stunkard and Burt (1967), on the basis of interviews with 10
. subjects who had lost weight during adolescence and maintained weight losses 20

years later, concluded that body-image di can_oceur in adol

when peers tease them about body weight.

e

|
;
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Karpov\ltz and Zeis (1075) ‘compared 12 015 year old nonobese stidents,
With obése students_participating in & weight loss program and obese students
who declined. to' participate in a welghLloss Pprogram, .on several per‘sonap_g'.
dimensions. The three groups were amazjngly similar. - Both obese and nonobese
stated exactly the same numbers of problems on the Mooney Problems Checklist. -
The obese subjects participating in the |weight loss program reported
approximately 50% fewer distressing problems than either the 'nonobese or the
nonparticipating” obese subjects. On a test of maturity (Tasks for Emotional -
‘Development) the nonobese scored highest, the partcipating obese in the middle
and the nonparticipating obese scored lawest

'

Iﬂ. 'co'nclusiun,’ the hypdthesis that obese children and adolescents suHerA '
social and. emotional consequences ‘of ‘their weight status has not received
consistent support. Sorme overweight adolescents may be less mature, lgss skilled
sac\all), and may experience discrimination from peers nnd*dults (Coates and”

Thorensen, '1980a). Obviously, heterogeneity does exist; some gpverweight
. adolescents do suffer social -and/or emotional problems due, to their weight
problem and. therefore will be helped by losing weight. However, there, are also’

others who may overeat because they are overly saxious (Slochower, 1483).

3

T of Adol Obesity .
Waditional Treatment. Recent reviews of literature on' the treatment -of
dol obesity have concluded that traditional (i.e., medi

diets, hormones and fasting) are relatively ineffective (Brownwell and Stunkard,
1080; Coates and Thorensen, 1078; Israel et al., 1080; Stimbert and Colfey, 1072).
‘Stunkard's (1958) frequently quoted statement precisely summarizes the_gloomy
results of lradltlonnl Lrentment for both adults nnd adolescents:  *Most obese
persons will not remain in”treatment.” Of those who remain in treatment, most

will not lose weighit, snd of those who do lose weight, most will regain it* (p.79).

b e et s
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Am]’:hzumines. which have no‘\w been banned for use in diet pills, have
generally failed to produce the desired effects in the treatment of juvenile obesity
,a0d cirry with them the dangers of dzpendeney and drug abuse (Comimittes o
\ulnhon, 1964). The use of lnwechc drugs is also plagued with uniwanted side

- effects: REM sleep i upon- withdrawal,

sweating and dry mouth (Douglas .lnd Muiror1081). Anorectics produce only
moderate weight losses (Collipp, Schmierer aad. Greensher, 1671; Lorber, 1965;
Rayner and Court, 1074; Sanborn, Manske and Schlegel, 1083) and their potential
for abuse has caused restrictions to be p!ued on their use (Col.llpy, 1973; Moody,
Wnlmor: and Girandols, 1072). - \\ . e
The ‘shost common traditichal method iked has beer dietary restriction.
Unfortunately, all of the better known dleu (e.g., Scarsdale diet, Hollywood diet,

Last-Chance Diet, the Water Diet) are deﬂclenl in usenml vitamins and minerals

,and_may be dangerous to use without close medical ;upervlslon‘ Theup:ntlc

starvation has many side effects y imbal of
Adnlu.l functioning) and most ollen only operates in a 2 restricted environment,
sm:h asa hospital or special ump. and is only effective as long,as the person
remains in this controllzd setting. Furthermor:, 80 per-cent of all children treated
solely by dietetic mieans will remain fat or regain the weight again (Bierich, 1w§).
Similarly a review of the hormonal treatment fot childhood obesity conelnde;i that .

" there is little reason to recommend their usage and some risk may be involved ¥
. (Rivln, 1976). :

Surgical procedures include the, jejunolllul and gastric ‘bypasses. ' These "
technlq\les have been-used eﬂ'ecmely in a limited number of “cases ‘of massive’
childhood obesity (Hornberger, 1967; Soper, Mason, Prmten. and Zellegher, 1 75]4‘
However, these procedures should be.resérved for extremely .obese adolescents in -
‘which less radical approaches have failed hecnusa'n‘f incréased mortality rates with

- both procedures (Bray, 1080; Halmi, 1980). ,

Energy Balance. From a ioral standpoint, obesity is tobea

v
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1. -{ result of an improper balance between energy input (i.e., food calories) and energy
o] expenditure (i.e., physical activity). An excessive weight status can be viewed as a _

of either 1l inpuit,, insufficient enérgy. endif or a

|
‘f}z W "-metabolic problem; Hotwever, metabolism probléms are quite rare (ie., 1%) in

|
i

| cases of obesity and this cause can be eliminated by a ‘thorough physical
examination by a physician who can rule out hypothyroidism and adrenocortical
N i dysfunction. » . P N

/. A controversial and critical issue within the energy balance model is

whether- adolescents amass excessive accumulations of body fat due to increased
7 intake or decreased output. Earliest 'reports cited evidence that obesTe children
V1 consumed significpatly -fewer calories than their nonobese peers (Cahn, 1968; - 24

Huenemann, Harnpton, Behake, and Shapiro, 1074; Johnson, et al., 1056). Similar
/. findings ha“{e been reported for adult men and women (Chirico and Stunkird,

/ 1060; Mayer, Roy and Mitra, 1956). It is important o' note that these studies-

used dietary recall as the dependent measure and obese and .nonobese persons

may vary in their ability to recall all food eaten”or to estimate size and amount of

food eaten. ) [ »

Striking differences between obese dnd normal weight peers in activity Jevels
are well documented: (Johnson, Burks and Mayer, 1956; Mayer, 1975; Stefanic,
Heald and Mayer, 1950). However, these reports are based.upon &ither self or
parental feport- and therefore, caution must. be used in their intérpretation. : a
Several studies, involving a. more objective method of analysis of activity
. lvel (ie., motion picture analysis), have confirmed previous findingé of differences” ~ »
‘in ‘activity levels (Bullen, Reed- and Mayer, 1964 Corbin and Pletcher, 1968;
o Mayér, 1905).  Bullen & sl (1961) recorded, on film; obese and “nonobese

" adolescents engaged: in swimming, volleyball and tennis. Frames were analyzed

: for per cent of time spent.motionless and for energy expenditure calchl;led on'the
* speed of locomotion and.intensity of other movement. Obese adolescents were far *
less active than the nonobese, even during supervised sports periods. During

x . . S \




* ‘children consumed more calories than nonobese children.

volleyball, for example, 90% .of observations’of obese girli revealed sitting or

.. Standing_positions, wheseas ouly 0% of observations. of nondbeséugils showed

sitting or standing.’ Corbln and Pletcher (1968) conducted motion pi ture analysis
of fifth gmde studesits in school. Framé-by-frame analysis revealed that ‘the-obese

children were significantly less active, both in unorganized and org;mzed

activities.  However, use of other’.objective messures (i.e., pedometer and

continuous heart . -zt »e monitoring) have failed to find differences between the

* activity level of okese"nnd nonobese sub;ecu (Bradfield, Paulos, and Grossman, . *

1671; Chiroco et. a1, 1960; Maxfied .and Konishi, 966; Stunkard and Pestka,

- 1962; Wilkinson, Parklin and Pearloom, 1077). - s gy

Recently, \Vumau and Stunkard (1980) dlérectly measured, vis i obiatsstion
by, impartial observers, calonc intake and energy expenditure of. four boys during
meals and at play in several settings. A .brother who was less than two years

apart in age and an obese classmate served-as controls. ‘Obese boyssconsumed

significantly more- calories at supper and lunch than matched controls. In *

addition, Bruch (1970), using a subjective dependent measure, reported tha

It is quite apparent that the issue of which side of the energy equationt

in remains ial. Mixed results have been obtained

from xtnd)es employmg objective dependent measures. - One explannuon of thae N

findings cbuld possibly center around the inappropriate genershzabxllty of
mens\nemenLi of activity level of obese adoléscents in sports. It is possible that

obese adolescents are made to feel self-conscious in these activities because of their

P performance and/or physiéil appearance. They may be constantly ridiculed by

nonobese peers and, because of this, they may tend not to strive for participation
or excellénce in sports. Therefore, we cannot conclude whether increased energy

input or d energy. iture is ible for obesity since th)re is a

deﬁmency in proof so far and the various stydies have found con!hctmg results.

Regardless of the causation, decreasing caloric intake and incressing energy
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/expen&ould both cause weight loss and therefore are 1mportsnt components

m any trealmen! prcgram for welght mnnagunent.

ehavior Therapv for Adolescent Ohesit "The superiority-of behavioral

versus: !radmonal _treatment of adult obesity is a well-established and consistent
finding in the literdture (Abrarhson, '1973; Bellack, 1975; Hall and Hall, 1974;

4 Stunkard, 1980; Stunkard, 1983; Stunkard and Mahoney, 1976a; " Wilson and

Brownell, 1080). The reader is referred to St\mksrd (1983) and Wn]son (1980). for .

. coiplete reviews of. behavior therapy with adults, Bel]sck in a 1977 review,

concluded  that “programs invelving. stimulus - control and _supplemental
reinforcement “havé consistently ‘resulted in- clinically significant w'eighr
losses®(p.: 25) and these results have been maintgined over briel follow-up pcm

»Stunksrd {IGBA{, .in hl! réview, noted that 'behavwr lherapv represents ' a

! over ditional mtthods of treat t for' mild and
moderate obesity* (p.139). ‘ Sy : & »
Thé literature on’behavioral treatment of chik od and adol obesity,

although. ‘limited in’ comparison to the adiilt 'literature, seems  promisipg
Behavioral methc;mave been  found to be efﬁcaciéus in the'!re;tn‘le'n! of
childhood and - adolescent obesity (Gross Wheeler and Hess, 1046~ Rl,\mus,
Dnmunond and Combrinck-Graham, 1976); to be superior to d no treatment
wwg list controt (Aragons, Cassidy and Drabman, 1975; Coates, 1077; ngsley
and Sh.punzgon Weis, 1977; Wheeler and Hess, 1976), to'be more effective at

, follow-up than groups including an exchange diet (Weiss, 1971), and to be more

effective than either a social-nutrition group or waiting Jlist control (Rolatorl and
FoX, 1980) Contes and Thorensen (1979) reported the snpenonty of behuvror
therapy over a nonspecific treatment group. Reported average weight losses have
ranged from 4 to 15 pounds (Aragona et al,, 1975; Coates, Jefferey and Stunkard,

1078; Coates et sl 1078; Gross et al. 1076; Kelman, Brownwell and Stunkard,~ -

1079; Rivinus, Drummond, and Combrmck Graham, 1970 Welss, 1077; Wheeler
and Hess, 1976). L § : . ‘

w



" energy intake and: inerghse energy ‘output Lh‘mlgh modification of the stiml

* program reported’dramatic success using control of environmental ﬁ
eating and eating responses as a focus of treatment. Since then, most behavlorsl

“those eontrolling energy intake
se‘ controlling energy output, or activity level. ‘Huwever, it is not su{ﬁclent,
to suggedt that a client decredse energy intake and increase energy output. Even
though gliepts™ Ty have = strong resolve \fo' change, *they: may have wel ,
established bgd ‘habits which are powerful. Behavioral programs gim’to decrease

controlling*fhese habits.

ne +
smm'r(mm) classic study of-an individualized behavioral weight contr

treatment ‘packages have been based upon the assumption that chmges in
maladaptive eating behaviors will lead to wéight loss.

 In a Stuart-type behayior modification program, the first step is Jo identily

both appropriate and inappropriaté behavior ptterns togedher guith the

. conditions. that are associated with them>~Clients are required to monitor all

eating (Food Diary) and exercise behavior (Exercise Diary) and their antecedents

“and The food diary, a tool used for self-monitoring of food intake,

provides| an mdxvlduﬂd assessment technique Wwhich supplies. the l'ollowmg

the eatinf

i;:format : inappropriate stimuli which cue eating behaviors, the topography. of
ie!sponsg (i.e., hunger, mood, physical actions while eating, etc.) and the

consequen

(either negative or positive) which maintain the eating habits. The

physical etivity. w & . o,

-
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Changes are inlm_dnced gradually and systemnticaﬂy‘ in therapy, usually in
the following sequenge: a reduction in cues which trigger eating (i.c., stimulus
contml pmcedures) and then ‘changes in the act of eating and modification of the
consequences ot Ehting, Neg(t clients identify alternatives to- eating. Clients are

taught nutrjtiousysnacking and howj to break behavior ¢hains by using individual
) ¢

- alternatives to eating (e.g., read part of a favorite book, take a luxurious bath,

ete).  Self-rei plus. rei from significant . others are also
essential compoue/ts of treatment which are stressed throughout the program.

Parental Paiticipation. Parents exert a powerful influence on the eating
and physical activity patterns’ of their children (Mayer, 1068). It s well
documented”that children whose parents are obese have a greater likelihood of
being obese than children® whose parents are lean (Garn and Clark, 1976; Mayer,
1068). These stiistics and the reported effectiveness of training parents in the

treatment of a wide variety of childhood problems (Graziano, 1977) have

" prompted investigators to include pareats in clinical treatment programs for

childhood and adolescent obesity.

Graziano (1977) roported that the utilization of parents in psychological
treatment programs for childhood and adolescent pioblems may be the single
most important advance in the field. Graziano goes on to review a lengthy list of
problems in which training of parents has been successfully used in psychological

treatment programs.

“The specific period at which a child becomes an adolescent is not well

defined. Parents may have less influence on the older child who is beginning to

 assert independence but it is often true that parents maintain a great degree of

control over their teenagers' environment. Most teenagers are living at home and
are financially dependent on their parents. Therefore, adolescents exert limited
control over the stirnuli in their environment. They may be especially limited in

“the extent to which they can control cues for eating in their environment, e.g., .

parénts usullly buy the groceries, do most of the cookmg, and serve most of the\
meals, ete.

N ekt b it e A
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Patterson, McNeal, Hawkins, and Phelps (1967), in conducting social
engineering programs for deviant children, reported’ that unless pareni-child

interactions were modified, therspeutic suceess was severely limited. They found

in order for any social éngineering program to lize and persist, si

mentbers of the child's environment needed to be taught proper reinforcement
schedules. Therefore, thilcinn cagpbe influenced by reinforcement received from
their parents. These observations cledrly suggest that inclusion of pnents in any
adolescent wught mm-;emenz progtam is beneficial, especially the parent in

charge of food acquisition and preparation. -

Several uncontrolled behavioral treatment programs for adolescent obesity

have suggested the imp of active family i ( Rivinus et al., 1076;
Gross et al., 1976]. Rivinus et al. (1976) conducted one of the first systematic
behavioral programs™for obese children. Ten black children, from the lower
socioeconomic class, ages 8 to 13 and an average of 71 percent overweight, were
selected for the-program when conventional methods had failed to produce weight
loss. Children. and mothers met weekly for 10 two-hour sessions. Children
recorded intake and adlieréice to behaviors taught in the program. Pareats were
instructed in modelling, rewatds and contracting. Parents and children were also
educated in selecting lower calorie foods, eating balanced meals, and were
reinforced for behavioral changes.. The average weight loss was 6.2 pounds.
Children with normal weight mothers lost substantially more weight than did
children ‘with obesé mothers. A two_ year follow-up revealed a decrease in
overweight for all children.

Gross, et al. (1976) nso trained parenls in what seems, to be one of the first

of the behavioral treatment of obesity. Eleven black girls,

aged 13 to 17 years (M—H 9) were referred by physicians as part of their

membership in a group health plan. The girls Were & mean of 30.2% perceat

overweight with a range of 13.3% to 75. 5% The program consisted of 10 weekly
1.5 hour informal sessions. Weekly sessions involved weighing-in and stréss on
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weight loss and improved individual cating habits. Maternal ~positive
reinforcement was also an important component of this program. Of 10 girls
completing treatment, six lost weight by the end of the tenth session, one
maintained her- weight, and three gained. Changes ranged from a loss of 24
. pounds to a gain of four pounds, with & mean loss of seven pounds. When

evn]\utmg the program components and their perceived benefits, family support R

exhibited the strongest relationship with weight loss.

* - Using more objective data, Mahoney and Mahoney (1078) found a positive
correlation (.92 at 10 weeks and .63 at two years) between weight loss and ‘social
suppori. The social support score was based on family attendance at group
meetings, as we]l as ratings of reports of encouragement and coqp'eratiop,

averaged over fouf independent raters. 5t

. N

« . .Aragond £t al. (1073): ;nhmced the efficacy of -parent training using

contingency contraéts to promote weight loss among.5- o ‘11-year-old girls, -Two

- variafiotis of experimental treatiment were used: response cost phus Teinforcement

and response cost only. Both conditions were superior to the waiting list control as

measured by weight losses. The five control subjects gained an average of 0.9
pounds whereas the mean weight loss for the treatment groups was 10.4 pounds.

Coaus and Thorensen (1979) also trained parents of their two teenage

kmnlz subjects in behavior modification prncmlu as part of their total treatment

puh;m Superior tuulu were reported for the behavioral -treatment. program

with equally intensive parental i

as compared to
with parental participation. Rotatori et gé (1080) used (he parents of their
. B

retarded as lay s. They achieved significantly
s._greater weight losses for a behavior therapy than a social-nutrition control group

which llso bad parental involvement. ¥ ¥ 5
-

There have been several studies dnne which directly test the role of pnenu
.in lhe treatment of childhood and ndolucent obesity. Kingsley et al. (1077) found




17

that weight losses in 10- to 11-year-old children were similar in groups in which
only the child attended, only the mother attended, or both the mother and the
child attended. However, at 20 week follow-up there was a tendency, which was
not significant, for the mother and child group to have regained less weight.

Kelman, Brownell and Stunkard (1979) tested the following three conditions:
mother and . child attended the session; mothers attended one group and child
attended another; or only the child attended. Both lhorb-urm and long-term
Iosses ‘were worse for the group in which the ‘mothers lnd the children attended
Iogztﬂr

Epstein, Wing, Koeske, Andrasik and O;sip (1081) ‘used an 8-week .

behavioral program with three groups of children with overweight ‘parents:
parent/child target (parent also losing weight), child target, and nonspecific

_target. Children in all groups had equal weight losses, but: parents who were

actively treated lost more weight. At 13 month follow-up. parents in the parent-
child :rxp\had regained their weight, yet their children showed a 100% rate of
maintaining their weight losses. Epstein gt al. (1981) concluded that parental role

during mai is not s i ial as the child's self-regulation or
consistent parental support. .

Jahzen and Doleys (1981) examined the fespective roles of parental

" parental Teinfc and their bi

on - children’s target
eating and exercise behavior in three related experiments, involving 16 single-

subject replications of a multiple-baseline design, which involved & to 12 year olds.

The results of these experiments clearly demonstrated a slfong and stable effect of

" parental reinforcement and established the generality of this effect across

behaviots. and individuals. Within this group behavioral changes were
Accompmned by weight loss in each subject, with a mean percentage overwelghl
red’kctmn ol 110%. A weak and short-term effect ‘was reported for parental
modellmz (i.e,, effect was variable across behaviors and individuals). Mean
percenng: overweight reduction for these subjects was 6.4%. A strong and stable
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effect was demonstrated for the combined condition with a mean percentage
overweight reduction of 11.0%. However,. no evidence was provided for the
superiofity of the combined procedure over parental reinforcement alone.

_Hines (1081) examined the effects of parental reinforcement upon the

adolescent’s weight loss efforts. Adolescents were assigned to one of three groups: -

behavior therapy with or without bibliotherapy parent involvement (parent
manual) or a control group. The behavior therapy group was a standard 8-week
treatment program whereas the control group received nutrition education. Both
groups participated in an identical exercise program. Posttreatment gioup means
revealéd similar average weight losses for child alone behavior therapy “and
nutnuon control groups: ‘These groups were then combined to form & control
g‘ro\lp against . which the results of the pubnn group were ‘then compared.
Significant differences were found between these groups. at posttreatment and six
_months later, on percent overweight change, ’

While unco“nlml‘lvé‘d\ studies suggested the importx;nce of parental

participati studies later 4 these findings and supplemented

" them by comparing different types of parental participation. Parents have ben

trained in behavior modification techniques, have attended separate group sessions

o sessions with their, children and may or may not have also been targets for .

weight loss. Parental reinforcement and/or response cost have been shown to-be
more effective than a waiting list contr?o‘l.x Furthermore, -parental reinforcement
has been demonstrated to be' more effective than pu:eMﬂ modelling for long-term -
maintenance of weight losses , after, a behavioral weight loss program. Groups in
“which the child and pn.rnent attend separately or together do not have differential
effects, in terms of weight'loss, at postireatment, However, at rollow-up combined
groups (i, mother and child) tend to regain less.. Also, separatd groups (xe,
cither chlld alone or mother nnd child separate) have been found to have better .-
shorl’term and long-term weight losses than groups in which both child and
parent ‘attend. Therefore, it is evident that including parents in weight
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managernent programs for children and adolescents s wnrthwhlle‘ The inclusion
of paregts enhances the adolescent's weight management e[falts because the
pareit ‘is able fo provide effective reinforcement and presumal
ﬁarent js in control of most of the environmental stimuli assocmted Vith, the
adolescelnl's eating. >

1

!
Exércise, Behavior tberspists have emphasized their efforts on the calorie
consumption. éide of the -energy balance equation, A comprehensive review of
obesity treatment (Wing and Jeffery, 1876), for example, noted a focus o exercise

in less than 10% of- available welght contml studies. However, the exercise,

component is important since the amount qr caloric expenditure produced by

exercising has ‘been found to be directly related to weight change (Epstein and
P!

) \v.ng, 1080). Therefore, by decreasing energy input and/or increasing energy -

output, ‘one can effect a weight change. It -would seem . that -both are beneficial +
Lnts in any we\ght mapagement program.

The positive effects of exercise, are well documented. Frequently quoted
epidemmloglcsl findings indicate a relatively_strong relationship between reguhr

*physical ‘activity and decreased cardiovaseular morbidity (Morris, Chave, Adam,

Sirey, Epstein, and Sheehan (1073). Furthermore, a regular” program of aerobi¢

_exercise (.., 15 to 30 minutes, three times per week) has been associated with ’

* enhanced cardiovascular efficency (i.e., increased oxygen utilization, active and

recovery heart rate; decreased blood pressure, ete:) (Boyer and, Kasch, 1970),
possible, reducuons in the end points of caronnry heart disease (e.g., myocardial
infarcation) (Mann, Garrett, Farhi, Murray, and Bi“in‘gs, 1960; Billings, 1060;

Wilhelmsen, Sanne,” Elmfeldt, Grimby, Tibbin, and Wedel, ;1975), as well.as
i 11-bei

P in psy g (c-6., lower aniety and depression)

* (Greist, K\mn. Eischens, Gurman, and Morgan, 1079; Morgan, 1979).

% > "~

. The fitness effects of exercise have also been demonstrated. For example,
Dickson, Szparaga and Epstein (1981) réported increased fitness, as measured by
Montoye's (1975) submaximal step test, in Lwo trem.ment groups wlneh had
exercise componcnts in their programs. #

ly because, they.: - .

-
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An-important study by Gwiaup (1075), the only one which -assessed the
effect 3f aerobic exercise alone, reporud s:gmﬁcut weight losses; 2 mean -of
10.0kg, with a range of 45 to 17. 3kg. This study provided an insight into the
problems of promoting weight reduction, for it took ‘a year to achieve these results
and by one year posttreatment 689 of the patients (including zll the men) had
dfpped out of the program. Furthermore, there was o weight loss until their
activity exceeded 30 minutes per day of walking or its equivalent.

. A recent study supported the inclusion of an exercise component ini the
behavioral treatment for “obesity (Dablkoeter, Callahan and- Linton, 1076).
Dahlkoster et gl. (1970) reported superior weight logses (6 kg over 8 weeks) for
subjects in a comblned exercise and” hehnvlurnl program over a behnvwral-only
and an ex:rclse-unly xrnup. p y X

“Two other studies, however, found no effet: adding exercie to behaviofal
‘programs did, not ‘increase weight los, (Harris and Halbauer, 1973; Stalonss,
Johnsoa and Christ, 1978). Harris and Halbauer (1973) reported that weight losses

produced by adding an exercise program to a behavioral program did not differ

from a behavioral program only or an attention placebo group, at posttreatment.
However, the 7 month. followup revesled that the treatment groups lost
significantly more weight than the attention control group; and the behavioral
treatment which included exercise was more siccessful. At ‘one year follow-up;
Stalonss et al (1078) found exercise plus a sell-control program more effective

" than self- :ontrol alone.

Additional - studies have reporled_ex'érciu‘n being [facilitative in the

maintenance_of weight losses after s behavior program (Gormall
Rardin and Black, 1080; Miller and Sims, 1981). Gormally et al. (1980) conducted
7-month follow-up structured interviews with participants of a multicomponent

behavioral program. Clients who maintained weight losses were significantly more

active than their peers who regained weight. This finding was replicated by Millgr‘

and Sinis (1981) who reported sctivity patterns of subjects at unt;yelr follow-up.
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Of those who successfully maintained weight loss, 9095 were engaging in aerobic

activity at least 3 timnes per‘week.as compared to only 21% of those who regained
weight. - § %

A lack of long-term maintensnce of-weight loss in an exercise program has

‘alkso been reported. However, ¢his study involved a structured environment (i.e., a

special summer camp) and reported initial weight losses but no long-term effects

 (Parizova, 1082). P.:mon (1982) combined 2 1700 calorie diet, regular- physical
_“exercise (i.e., including. all suitable sports, games, walking, etc.) and a programme

to teach children and adolescents correct dieting and exercise habits, in a special

summer camp, The average body weight reduction was 10.053. . However, upon

returning home, body welght mostly increased to initial or even higher values

along with furiher mmh in height ’ o
Moody et al. (1972) carried out e high school exercise program withi
28 obese girls whichi involved walking, jogging and running. .Neither the obese
subjects or the 40 normal weight girls lost much weight (mean weight losses were
ost my

© 2.2 and 1.2 pounds, resectively). However; both groups showed a reduction in

triceps with the obese and normal weight snbjecls losiag 52.5mm and 22.0mm,

. respectively.

Best long-term adherence rates are for walking (i.e.; lifestile or routine
“exercj®) rather than jogging or swimming (i.e., _p'rogr-mmed exercise) (Gwinup,
1078). Séveral researchers have suggested that an optimum ‘program for weight
loss should include a combination of Toutine aitivities (5., walking up stairs

" instead of taking elevators, parking at the far end ol the parking lot, etc:) and

programmed activities (e.g., -swimming, jogging, elcj.becouse of the obvious

beneficial effects of bolb.typ_as of exercise (Brownell gtfal., 1080).

i Epsv,em and bis .colleagues (1082) at the’ Unive of Pitsburgh School of
Mel’ﬂne. compared two exercise programs (i.e., I|lestyle and aerpbic), ‘with or

* without diet, amssln&welghl and fitness c_hmtu in 51 obese children (ages 8'to

3
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12] An exercise point ‘economy was instituted which uslgned pomts for -aerobic

exercises and daily activities depending upon the number of ¢alories per minute
the exercise expended. For example, one point was earned for wa]kmg up ‘and
down four flights of stairs whereas 10 points were earned for playing soccer. Each
V\eek groups were B‘lg‘ned the same number of points to eain per day. Lifestyle
subjects could earn_their pomts throughiGut the day choosing &mong 2 variety of
exercises (e.g., walkmgﬂﬂsewmk yardwork, recreational spofts, ete.). . The.
programmed -exercise group .chose one aerobic exerclse which” was done at the
same time each day. The -diet used-a color codcd traffic light food system
developed to facilitate trainitig jn ‘appropriate eating hehavior (Epstein, Masek,
and Mafshall, 1078). Resuls indicsted tha although fiiness changes, as measured
by heart rate recove!y using the step’ '.est |mproved for both groups. during
lreatm:nl, the progrnmmed exercise groups had greater "changes. However, 'six_
months posttreatment, fitness of the. progmmmed gmup had detenorated while

fitwess of the lfestyle group was maintained. Weight losses for botlr groups, at, .

posttrea!mcnt ‘were eq\nvnlent However, hlestyla subjects lost’ pore addmonnk.
weight and ‘maintained their ‘weight loss better than the programmed exercise

subjects duting T B (six months p ) and follow-up (17 months

P ) The authors luded that’ lifestyle exercise:could be used as a
way to mcrease energy’ expendnure and” promuu longtterm maintenance,
lndependenl of diet. . = .

Another study from the University of Pitsburgh compared the effects of diet

- change, with.or without " lilestyfe exercise program,’ on- fitness and wqight.

changes in 42 ‘obese children, ages 8 to 12 (Dickson, Szpnrng:\ Epstein, Wing,
Koeske and Zidunsek, 1681). ‘Subjects were ‘assigned to one of three groups: diet,

. diet- plus exemse, and & no trentment control: The diet- program nl}ﬂ’pom!

economy for lifestyle exercise were |mp1emented as descnbed prevmusly Resu]ts

“of six month follow-up showed’ both treltment grollp! s:gmﬁcanlly deéreased.
perceitage overweight while the ‘control group increased their weight. F\lt}:ess of

the treatmenp ‘groups, ns measured by henrtl r:te recovery from the step test,
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significantly improved while-the control group shoved a decrement. Among the

treatment, groups, the- diet plus exercise group showed. significantly greater .

changes in Titness. than the ‘diet alone group. Therefore,a behnvlcrtl pnz;nm
which lmproved diet and exercise produced superior wekght loss and . fitness
changes "conipared to a no t\Jentment control In addition, the combmanon:ol’
lifestyle change and xmprovmg diet res\llted in grealer fitness cﬂangu than diet

alone. - v el

Including exercise as a compcnent in Wweight management progmms does.

appear to have value. Although minimal weight reducllon oceurs and this may
‘take some 'time there is ev |dence that reductions do occur in body weight and [ut
Also, the medlczl ps)chologlcnl and [xtn’ess benems of exercise. are well
* documented.. In summary, the superior .effects -of prégrams “which combme
behavioral and exercise components have been demonstrated only in’ one
. contrplled study“However, several studies have reported long-term maintenance .

effects - when_exercise is ' coinbingd with behavioral .téchniques. Also, several

have i

r -better mai effects for more

active subjects, afte} .completing a behavioral program, up to as Jong as one year

posttreatmént. Lack of maintenarice has also been reported in a combined -diet

" and exercise program. However, this program involved a' structured environment,

which may account-l e g lack of maintenance.- " *

. | ol

Mnre recentl* research has been concentntmg on’the type of exercise ‘(iie.,
lifesfyle or ‘progfamimed) to be included in weight msnagement programs and
whether ‘or not a diet should also be included in combination with exercise.
Several researchers have sug;ested nsmg “both ]|lestyle and prugrammed exercise
because of the obvious benefits of both Greater maintenance of mnes effects and
weight Iosses have been found for a program Which used lifestyle: exercise.
However, programmed eéxercise produced more  significant mcreues at—

. posttreatment: Also, & program which combined lifestyle changes and improved

, diet resuited in greater fitness changes than diet alone. Therefore, it seems

.
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" self-monitoring to have -an"effect, upon weight loss (Mzhoney, 1074; Romanczyk,

% E T 24

worthwigje using, both lifestyle and programmed _exercise because of theif long- .
‘term (i, weight loss maintenance) and sha:t-ternk(i,e,,‘ﬁtne;sﬁ benefits,
, respectively. Also, providing the client'with an improved diet in comibination with

both types of exercise should yield optimal results.

gcation. - “The nutritional model of obesity' predicts that weight

Nutrition

loss will resuit from the provision of information based on principles ofgood
/

nutrition, or more specific ‘guidelines organized a2 dlet The popular fad.diets

are deficient in’ essential vitamis or minerals and therefore, may be dangerous
. 3
when used without close medical supervision. Because the potentially essential

mlssmg vitamins and ininerals ‘dre necessary for normal gmwth and development
restrictive or special diets may: not be apptopriate for'adolescénts. Furthermore, it

" has been demonstratéd that 80% of children who are treated by diets will remain
- fat (Berich, 178).

rHowever, Within. the same model, dictary adviée in the form-of nutrition
information and education i an lement of miay behavioral piograms: Emphasis
is usual]‘ placed on balancing the food groups (i.e., eating by Cnnadas Food
Guide]. Nutrtion faformation is generally aimed at teachisg tie individual to
limit energy intake, without sacrifieing vatiety o intake of essential nutrients.

Levitz and Stunkard (1974) used nutrition &ducation as a control group and

demonstrated higher attrition rates and lower weight losses in this group thas the _
" behavior modification groups. However, Hiies (1080) reported a nutritional

control grduv to be as effective, inYerms of change in percentage overweight, os a
child alone behavior therapy group, when compared. to a child plus parent ‘group.

.-\.socia] nutrition grou}:, which met to discuss weight loss, has been found to
be less effective than a simplified form' of behavior therapy, in the treatment of
obesity in moderately'retarded adolescents (Rotn‘lori et al., 1080). Findings on the
efficacy ‘of nutrition information alone suggests that it must be accompanied by
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" Tracey, Wikon and Thorpe, 1973 ). Furthermore, Bellack, Rozeosky and

Schwariz (lﬂ: &) found that nuumon information had to be uccmplmed by both .

self- mommnng and therapist contact {0 achieve weight loss.

In general, nutrition educmon bas not beskshown to have an en'ecz when
compared to behavior’ lhenpy In cne study alone it has-been shown to be as
effective as a child alone behavior therapy. In addition, it must be accompanied _
by seli-monitoring and therapist contact to effect changes in weight. Sl

tive efficacy of mutrition.

There is @ lack of studies which determine the r
educgtion in traditional Le:l wvior therapy With adoléscents and chl!dren Because

of the aforemeritioned problems with-using diets, with the adolescent population,

" and the lack of control they exert over their eating environment, it seems more

appropriate to provide nutrition lnfurmlnon than to restrict caloric intake via a
:pec)ﬁc diet. Also, if lhe tecent exemse merllure is any ‘indication, one may
predict’ that nutrition educnmn pl\ls both types of exercise will mld superiof

results. .
e 2 '
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Problems in Belxvioral Ts nt of Obesity

Measurement Psoblems. The selection of the dependent variables-in obesity

reaearch has been 4 constant source of discussion (Abramson, 1977; Bellack and

Rozensky,.1675; Brownell, 1682; Brownell, 1982a; Edwards, 1078; Feinstein et al.,

1959; LeBow, 1077). The discussion revolves. around the question of which

mzasmes accnmely xenm changes in obesity. »

* Measures of" nbsoluu body w:lght are most commonly 'used Mon
‘resexrchers report the actual number of ‘pounds lost.: Tol.:l pounds lost hu ‘the

advantage of complnhlhly to, prevlo\u research. However, il fails to nccmmt for

differenceés amongst subjects in heighty-frame size, degree of obesity, or initial
.weight. ! The same weight loss in twc people of different weights mag fot repreunt

lhe same degnz of mnme.g\r;{);nas. the effect of a 20 pound weight loss on

an individual who is 40 pounds Vefweight is much, greater than on 3 person who

- is 100 pounds overweight. Therefore number of pounds lost should be“quahl'_)e&
_ and this can be done through its combination with measures which do account for

these individual differences.

Peréent overweight is calculated by subtracting normed from actual weight,

then dividing by normed weight and multiplying this value by 100. This measure

, average, weight for a person of
that gender and age to the nearest month) and actual weight and it expresses

takes into account actual and normed weight (i

weight change in 8 way that permits one to directly compgre individuals.

Howavir; pmq%. overweight does not necessarily reflect body fat.

\

(height/*/weight) equate for differénces; in height snd e used, in’ the

epldemiulo;y literature. . Hnwevet, both are-difficult to mlerpnl and ‘offer na

pnnltllllr ndvlntnnw the other measures mentlnned

The body mass index (weight/height’) agd ‘ poideral index -

]
‘
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‘weight reductjon index (Peinstein and Irvington-gn-Hudsos, 1950) takes
unt weight, number of pounds overweight, pounds lost, and target weight -
“and is'a methqd for reporting: wefght change data (Jef{ery, 1975; Wllstmli 1978).

. This index, initially proposed by Feinstein. (1859) is calculated as follows: 5

ity WugmLm lm(mlWexgh on
Surplio Weight' ™ Torget Weight X

W @ W £ v g ! " s ; B

This indéx is. not widely used s obesity resesrch_althotgh ‘Wilsou (1978)
@ supportd its widespread yse i weight sadies. - ; ) e
- § e \ ”
N Agargs (1978) reportedlreslllts on 2 weight index, (WI), whieh accounts for
the expected developmental growth in children by also consldtﬂng the child’s .

actual height, and normed height dor the child's age gmp
defined as! k 0 GETE el

” ° ’

P 4 . . . é 3
¥ . Actual Weight," s~ Norred Weight . ~ iy
« T Actudl Height .~ 'Normed Height * :
j & ‘o . . 3 y =g
: ) o -

" - s k . 3
permits ssmore,_ accurate reflection of weight and hﬁght status in

i3, than
ns )ﬁﬁnﬁn]
'eight indexds

using age o the nearest month at the time of measurément, the derived change

percentage ‘overwei&ht since it ‘permits one to- correct for d
actual and normed beight. Also, by obtaining the two endpoi

score takes' into account expected' _growth in children ang, adoloescents Few
studies have used this mdex snd zherefore companﬁbnhty across studxes is lxmned

I on_.'s'.;onl is to document the lficacy of specific procedures in alleviating
I oy i ecific, pr
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2 relr:c(tory problem, the investigator must attempt to demonstrate that the

subject experiencing them is benefitted by a loss of body fat also (Baer, Wolf and

Risley, 1968). ‘Weight change data alone do not provide & measure of the amount

* of fat that is reduced since it includes both the client's fat and fat-free weight

+ (Bellack,.1077; Franzin} and Grimes, 1976; LeBow, 1077). For example, Johnsoh,

B ‘Mastrapaitro-and Wharton (1972) reported that 20 adults became significantly
’ thinner, 25 determified by skinfold measuremient, without_sigaifican. loses in
weight. The Suthors would not have found a dlﬂerence |l weight data alone had

P been gathered. 2

* As with body weight, there are several methods of determkming bo.;y%m.

/ The only exact method to determine total body fat in living subjects js
. densiometry via hydrostatic weighing with simltaneous measurement of air in the
)subject's lungs. Obviously, complete immersion of the body in a water tank is

_impractical. Such precise data are usually not necessary in the clinical setting.

Ho\!’e\"‘ skinfold thickness norms are available (National Center for Health -
Statisties (NCHS), 1974) and can be taken reliably after brief training (Franzini et

21./1977). .

'fSkinlold Thilckness obtained from one or more body sites to measure body

=g fat represents the most practical and effective method of assessing body fat
(Grimes and Franzini, 1977). However, in a clinical setting it may not be

pPractical to measure body fat from all proposed skinfold sites since some may be

quite intrusive measures.

The triceps skinfold measure seems to be the preferred skinfold site for most
researchers and there are recent available norms for triceps skinfold measures for ;'
E ; 1 © adolescents aged 12 to 17 years (NCHS, 1074). This site is readily accessible and '

j engures minimal intrusion.  Seltzer and Meyer (1005) argue for dopting just the
H triceps skinfold as the most convenient and rep)esentitive datum for defining and
I gauging the degree of an individual's obesity. lut l"nd Ogilvie (1056} also cited

' the convenience of using the trigeps skinfold muscle site.
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Fraczini et al. (1976) advocate the use of triceps skinfold measurement

because it can be easily lransformed to a percentage of body fat. They propose
the abandonment of measurethent of weight in favor of trlceps skinfold thickness

since obesity is usually viewed as an excessive accumulation of fat. Many leading
researchers suggest one use a measure of body fat along with measures of body
weight 50 that one has estimates of body fat and total body mass (Bray, 1976;
) . : Brownell, 1082; Mahoney, Mahoney, Rogers, ‘and, Shaw, 1979; Rogers, Mahoney,
w Mahoney, et al., 1080; Wilson, 1978). )

. Many investigators agree that the mosttjorough means of assessing weight
feduction is to report measures of body weight and body fat (Bray, 1076;
Brownell, 1081b; Brownell, 1082; Roers, et nl_ﬂso) . :

The increasing trend towards.a combination or fat and welght dependent
# measures represents a refinement in the area. Reporging changes in both body

§ i , weight and body fat may allow one to determine what is actually happening more
, clearly. Some clients may not lose absolute body weight but decrease their body

fat. Using merely one of the skinfold thicknéss skinfold sites on a person’s body
‘as a measure-of their overall body fat may not be precise since a.person’s fat
deposit varies u{n\dmnbunun both within and between persons. One can-at
least determine the direction of change in body fat/ For example; after treatment

one would expect & decrease in body fat .t triceps site. The use of multiple ’

L~ " . )
: . dependent measures in weight reduction research provides a maximum of-
i information so that one can more clearly determine whether the targeted effect
I, has been achieved, '

1 — « © »

! Maintenance, ; A salient problem in the behavioral treatment of obesity. s

J that of maintenance of weight loss after treatment, In general, patients tend to
regain weight which vas lost during treatment and ‘Turther weight losses rarely
v ... occur following the end of formal treatment (Brightwell and Sloan; 1077; Foreyt,

& °® . Goodrick and Gotto, 1981 Stunkard and Mahoney, 1976; Stunkard and Penick,
; 1970a; Wilson et al,, 1980) even though the majority of subjects do not reach




* statement, after reviewing all studies which had follow-ups of at least one year .

'SOJ

their goal weight during treatment. Stunkard et al’s. (1979a) concluding

after' a behavioral- weight control. program, summarizes the state of the art:
*...clinically important weight losses achieved by behavioral programs for obesity

are not well maintained.

initiation 'and generalization of behavior change, study of its maintenance has
been a neglected area of behavior modificition for obesity. (Stunkard et al,
1979a).

One - echnique which ‘has been widely used in an attempt to facilitate

.maintenance has been the *booster* session. Booster sessions usually entail a *

review of the techniques taught during the treatment program and are generally
given approximately three months after the formal treatment program  has

terminated. Domke and Lando (1983) failed to demonstrate the long-term efficacy *

_of booster sessions* nine months after treatment, although booster subjects fared
significantly ‘better in the first three months after -booster sessions than non-
booster subjects.
- v
Ashby and Wilson (1977) examined the effect of booster sessions on long-

1 maintenance 12 months after treatment, They varftd the frequency (once '

every 2 weeks or once every month) and type (behavioral versus' non-specific) of
booster sessions. They found no support for boosters as effective. nor any
difference between booster types. In a replication of their own study they again

found no supportive evidence. They concluded that the contribution of booster: '

sessions in the f:

litation of maintenance of weight loss is doubtful.

Cameron, Horlick and Shlepel (1983) postulated that different people may
need different amounts and types of contact after formal treatment and that an
individual may like to alter the nature (i.c., face-fogface versus telbhone contact)

and/or frequency of contact over time. They proceeded to test this by assigning .

half of their subjects each, to either "ad-lib® or no contact, traditional booster

difte

copdiion after a standard Siweek ioral program. No si

p.801). In contrast to the vast amotint of work on the *

UEZEA \ bl e ,A.., S



W-Gtesity reduction in the 8 months following therapy in terms of kgs lost, and.
Uchan!e in the weight reduction:index (WRI). The stimulus control + other
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was found between no contact and contact option subjects over & 12 month
period.. Since the individualization of booster sessions did not facilitate

‘maintenance, it does not seem likely that booster sessions are the answer to the

maintenance problem in the behavioral treatment of obesity. Similar views have
been expressed by a varibty of researchers in the field (Ashby et al., 1977; Hall,
Hall, Borden and Hanson, 1975; Kingsley and Wilson, 1977)

Several techniques have been proven to be effective in facilitating weight
losses after a behavioral' program: for obesity. Carroll and Yates (1081)
demonstrated the superiority of stimulus control plusa behdvioral program over a
behavioral program without stimilus eantrol procedures i effecting weight los in.
the period following termination’ of therapy. The behavioral program included

social pressure and

punishment; response’ chaining, substitution, nutrition and exercise. The stimulus

Control plus_ other -behavioral techniques group experienced sigaifi¢antly. more

behavioral techniques and behavior therapy groups lost an average of 2.5 kgs and

08 kgs, respectively, after the treatmant. They also, reduced their WRI by

20.5mm and 2.5mm, respectively. Stimulys control procedures are an integral

part of most behavioral programs for ‘obesity and have the poientill of providing

durability of weight losses after the treatment program. .
.

" Seversl.reséarchers have found that the most suceessful weight losers and
maiptainers reported adhering to “behavioral procedures tmght during the
trea&nent program and beingy more physicalljactive, (Bmwnell and Stunkard'
1980; Graham, Taylor, Howell and Siegel, 1083).

in sl ¢ self-reinfor self-

i

Another technique which has been proven to be in

wc\ight losses in the adult literature has been spouse involvement. * Subjects whose .

spouses participated in did significantly better in terms of weight loss

and  maintenance (Brownell, Heckerman, Westlake, Haynes and Monti, 1078;
i v
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Mahoney ¢t al, 1078; Murphy, Willigmson, Buxton, et al, 1982). Ao,

discussed previously, several studieWivith adolescent populations suggest maz
parental participation augments behavior Sherapy. Therefore, it seems quite
plousitle that inclusion of a parepl {ie.” especially the food preparer since

adolescents are not in control o[/lhejr eating environment) in the adolescents'

weight management program will facilitate both weight-loss during treatment and

* maintenance of the weight losses posttrentment -

~

¢ )

\ . Maintenance of weight. losses after behavioral treatment for obesity is a
arity. Booster sessions, the most thoroughly investigated maintenance technique, <

have had-little success. Subjects lose weight'durigg beliavioral treatment prograrhs
and tend to regain after™the forma)’treatment program is terminated. Stimulus
control procedures have bedq_fyffad to facilitate maintenance effects after &
behavioral weight loss program in one study. Sbousal involvement has been found

to be. effective in producing maintenance effects in several studies. Seven:lv‘,’_

reséarchers have also noted that successful losers and maintainers report being

" more physically active and adhering to the behavioral procedures taught in the

program. It is evident that more research is needed into facilitation of

1

after b for obesity. : .

-
Present Study

Tt is well known that obesity is a common-problem among aﬁolscents today.

It has been found that the_chances for*successlul ‘weight reduction.aré much

greater before or then during et al,

- o~
1067). The numerous medical, social and emotional consequences of being obese-

“ontinue into the adult years. This Suggests that successful mainfained weight ,

reduchon should ‘be more efficient from a- preventative viewpoint if it is

undertaken before or during adolescence.
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Although there is a voluminous literature on the behavioral treatment of
obesity, there are several obvious deficiencies. As mentioned previously, a major
problem of concern is the maintennce of weight losses following treatment. Thus,
more research is needed into methods to facilitate maintenance of weight losses-
after the formal treatment has been completed. '

. ) o
_ Qlthough weight losses are usually ‘achieved in behavioral programs for
obesity, rarely have they been shown to be continued. As well, most people do

not reach goal weight during Various have ed to . .

deal with the mai issue in the

“of obesity with
minute success. The lack of succes?\jn previous studies suggests that one should be
prepared for negative results. Howgher, because of the failure of .previous studies
in”producing maintenance effgefs, reséarch on maintenance in the behavioral

treatment of obesity presents a challenging area of investigation. "

From the present review, it can be concluded that the major and most
frequently used technique which has attemptedto produce maintenanee effects,
contact via'a booster session, after behavjoral weight loss programs, has been
unsuccessful. Researchers Bave varied the frequency and type of booster sessions
as well §5%Foviding *ad-lib* booster sessions, without success.

It appears that clients losg weight in behavioral treatment programs.
However, termination of treatment leads to cessafion of weight los€es and usually
“to weight gain. It would seem that continued regular contact with the therapist,’

for several months after the fc “Q gram, would foster mai assuming
that therapist contact is at.least partially responsible for gains made during the
treatment program. The easicst method of maintaining contact with clients is via

telephone. Telephone contact is relatively cost and time effective’and convenient.

Amothrer—imp aspect-worthyof i fon-is the abruptaess of rediction

of contact in previous attempts to produce maintenance. Gradually weaning -

clients off contact after the formal treatment would seem to provide a means of
. going from intensive contact during the program to gradually less and less after

)
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the "behavioral program. Another means of fostering. mpintensnce in  the
I adolescent population would be to maintain and gradually phase-out contact with
{ a significant other (i.e., a parent]. Also, a recent study demonstrated that subjects

who received a ‘ue:\mng dure lost si more additional weight at 6-
week and l2-monlh follow-ups than did $ubjects who-did not (Perlow, Ribordy,
and LaVome Robinson, 1983). . N

The treatment package which has been shown to be most eﬂecuve involves

The superiority of foral
ed finding. Also, nutrition
edueation and exercise have both “been found to be’useful but not sufficient

and exercise

over traditional treatments of obesity is a well estnbli

« .. components G et reduction programs if used separately. Furthermare, the

positive effects of exercise makes.it a very cost-effective component to include in *

adolescent programs. for obesity has-also. proven to. be an .effective program °

¢ and is wor ile since the “is not ely in control of
his/her eating environment (ke., shopping. preparing meals,efc.). Therefore, it
- ‘seems most appropriate that an optimum treatment program will nvolve' all

" techniques which have been shown to be effective in producing weight losses. °

Ideally follow-up measures would be taken at 12 months posttreatment to

ensure long-term maintenance effects were present. - Wilson (1078) and other”

: " researchers i the area have strongly recommended follow-ups of at least 12
m& for bebavioral obesity programs to be classfied as acceptable treatment
. prograxm Without follow-\lps of at least 12 months, slndles are not considered to

> have demonstrated long-term effects. Brownell (1082) has noted lhat one of the

o N many dangers of izing long-term" studies in

obesity is that “the necesmy of long-term studies mll dm-nun;e yolm:

|
! maintefiance procedure 'has an effect, %it will be detected within 8 fonths since

"most subjects tend to_ discontinue losing weight or Ee[in to regain at program

: any weight management program. .In addition, the inclusion of parﬂll; in

ﬁmmmmWnu hesity ™ (p-833). g

JJ

.




== The M EFoup, because of minimal posttreatment contact procedures will Taintain,

i

termination. Due to this ’renson a.|id> theses mp‘umenu follow-ups will be
conducted at three and six mon(hs after the treatment prognm In addition, 2
one-year follow-up is also planned. .

. As indicated in the review of outcome me;sura‘pven above the most useful
estimates o siccess in obesity research are: absolute pounds Iost chinge in
percenllgz ovmught Edwards weight index (WI) (1078), And the tm:eps
skinfold. Absolite pounds lost plo‘nds "comparability to pnvld\ls _research.

. Percentage overweight allows one’to directly compare weight change in .

':individunh. ‘The weight “index (Edwards, 1978) provides a correction factor for

. individuals who deviate from height norms. Also, when calculated at two different

occasions this jndex yields a change score which takes jnto account expected.

growth of children and adolescents. Triceps skinfold is the most useful fat

‘measure because o ibili ility and lack of intrusi compared
to other fat estimates. Also, there are recent NCHS weight, height (NCHS, 1674)
and triceps (NCHS, 1077) norms available for adolescents aged 12 to'17..

The presént study will attempt,to produce maintenance of progress made in

a standard 8-week behaviorsl weight loss program by providing adolescents and

their parents with regular, minimal contact, which will be gradually reduced, for

six montbs after the program has been completed. s
5 -

It is predicfbd that the effect of maintaining telephone contact with subjects
will-be to increase or stabilize their weight and fat losses:—It is predicted that at
3-and -8 months posttreatment M subjects will show greater weight and fat losses
and greater adherence to weight management behaviors than NM subjects.

- Subjects who lose weight will improve in self-csteem. - Consequently the M group
will have higher self-esteem than the NM group. Therefore, it is predicted thnt

or continue to make, progress made durmg treatment whereas the NM group wxll
not. . - v

.
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. . - f i . ’
Thirty-one subjects, six males and 25 females, between the ages of 12-16

were' solicited by # newspaper advertisement [Appendit A) and; a' memo
distributed to a vanety of hulth pro{esswnnls (pedumcuns, public health nurses,
and"dieticians).and to. school guidance counsellors within the 3w John's aréa. 1t
was mwnded that el subjects be required to be at’ least 2095 overweight rel

to average weight for their age, to the neargstymdiith, given by US Nation

~
Centre for Health Statistics (1977) Ho\seve} tw sub]ect.s were included who !
. were less than 20% overweight (14% and 18%). Ado!escenu were required to

* have a pafent willng io fead wéekly handouts and complete weekly hamework . "
e Subjects were further sequired not to be enrolled in any other weigh )
loss program or ‘have any medical contmndlutwns to losing weight. S\lbjects -
_needed clearance fromy their. family doctor o participate (Physician Peramjssion *

 Porri, Appendix B]. Subjects were fiot included who stated qiite clearly tha they
only desired.to participate because of exteffal pressure (e.g. *I'm only doing this
because my parents want me to®). Subjects who failed to give evidence of having
any personal'goals towards improved physical well being were als3 excluded..

‘ e . . : i

.. .- Prospective subjetts. reiponded to the adverti by telephone. During-
- the initial telephone call they were given an outline of the. program. -Forty-eight

telephone calls were received”If they were interested in the program and et the
fequirements they were assigned an'interview time. Al subjects were required to ¥
attend this screening,interview’ with an mleresled parent at which the entire
program was expllmed to them and necessary informati was obtained Thev .
‘were asked #6 deposit 825 $20 qf which was to be reimbursed tontingent upon
e dance’ and letion and $5 of which was used to purchase

: netessnry paper supplies. Each Incnnger was informed or the neces.s_\ty or keeping

i
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- a daily food diary and was required to state al least two positive reasons for
~ - w:ntmg to lose wen;hL Parents were. ml’ormed about the weekly Lelephune ca

{ from lhe therapist and were asked to state one 15 minute period during the day
i - which wonld be most convenient for them to receive the therapist's telephene call.
! Parents were also asked to have bathroon scales availablg for their adolescent. Q,

* The client, parent, and g&ani} leader signed a contract which specified the
Sesponsibilities of each (Appendix G). Clients completed a Self-Esteem Inventory
v(Appendnt‘D) and a Nutrition and Exercise quiz Appendxx E). A Weight History
form (Appendix G), Physician Permission l'on&

(Appzndxx B), and one week
. supply ol food |, disries (Appendix G) was men with xnstﬂlcuons for 'their -

'complztmn and relum

.. Therapists . G C . . i
/ © Six S ducted the slweek
21 = _* psychology graduate student (the mthor) acted as’ group leader and presented lhe

behavioral and nutritional lectures. The group leader. also discussed food dunes A
. and weighed individual adolescents. “The group leader's expérience, in addition. to

group. A senior rhmeal

|: -practicum and internship’ training in the M:Se. Clinical Psychology program,

) Clinics while a senior honors’

o - . under_;:-ariunn in psychology, plus group leader of two additional teenage fitness
clinics while.a. graduate student, over a three yeagperiod. - The assistant

consisted_of assistance ih three Teenage Fitn

thﬁnpisu included two junior clinical psychology gndunl.e students and thrée
.. .\ senior psychology undnrxmlulus who had received a briel training course from,
the- author. The assistant therapists also reviewed food diaries and uex;hed the

i . . ndolescents. All therapists exercised wn_h the adolescents weekly:




weight and multiplying by 100. - |

)
.
Dependent Measurés
The major outcome measures are change in body' weight, change in
percentage overweight, change in the weight index-(Edwards, 1978), self-esteem,
andtriceps Skinfold. ‘In addition, subjects’ useof the behavioral technique taught

in the program is assessed vin s Likertlike scale at 3- and &-month follow-ups™

4
Adolescent’s weight is measured, usmg a Detecto-Medxco balance’ beam

scales, to the nearest one-quarter pound. i \

Percent OVel“elg!{ expresses welght as a Iunchon of the adolescenls

present normed” weight. Normed  weights are determined at ‘Week *1 of the
treatment program by referring to NCHS growth charts (NCHS, 1977). These

“tables provide weight, at the 5th-5th percentiles given the subjegy's age and

gender. Normed weight s determined, from the NCHS age-weight tables, by
obtaining the gender and age, to the nearest four months, of the adolescent ¥hose:
normed weight s desired. Within the appropriate gender table one determines
b prite 4 ot g i or thet Sdoléseent. Welght or hissageehad ob the

= '50th percenul , is the adolescent's normed weight. Normed weight is recalculated

the s-month\follow up. The adel 's p overweight is calculated by

dividing the" dlﬁerence between the present and normed wexghts by the normed
Edward’s (1978) weight index is, calculated by dividing normed weight by

normed height .an‘ subtracting this value from actual weight divided by actual
-, height. Individuals of average weight and height, for their age and gender have a

ieht—index—of-0 o)

- than 0 whereas overweight subject's have a ‘weight index greater than 0.

ry
g - igl umerweight—are-indicated;—w

theweigtht

index, as deviagjons from 0. Underweight subject’s have a weight index of less
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) Gilpetia i sred by adadsntering WS st inventory -

; o ¥ (Coopersmith, 1067) (Appendix ﬁTwluch asks subjeets to indicate whether a #

i 13 particular ent is‘or ¥s not d scriptive of their ality (eg., I'm pxetty ooy

[ sure of myself). Coopersmnth (1959) reported test-retest reliability of .88 after 85/
s week interval for this scale. The questionnaire consists of 26 positive and 32

negative items. A maximum score of 58 is possible; a high score indicating high |

self-esteem. v, & i Rl ) I

" 'To determine ‘the extent of adherence subjects rate.their degree of usage of

14 techniques taught in the program on a 4-point Likert-type scale (4=slways

o g use the technique, O=never use the’ technique)(Appendix EE). A subjects’ score
reflects the l'reqnency nyd number of techniques used. A maximum score of 42 is ’_ i

. “possible; a high score indicating high adh to i taught “in the ~

program.” F . . = *

Triceps skinfold is measured using Lange skinfold calipers. An average of
two readings is-taken’to ensure stable readings (Mayer, 1068). The reader is }/’
referred to Grimes et al. (1977) for & detailed account of the triceps skinfold
procedure. .

Procedure . E 3 I | .
Subjects were nndomly ﬁﬁped @ith any special requsu I'or a certain day
taken into considleration smce “the sessions were held on- two separate days;
Monday and Wednesday of lhe fall and wintet terms of the school year) to two
‘ groups of 15 and 16 :nbjecu respectively for the shndnrd 8-week ‘treatment

program. Each group contained three males and 10 fetnales. Twenty-six subjects

]

the-8-week program: During-the-first—four—weeks—ofthe

s v treatment program 18 mlke-up sessions. were scheduled due. 3 Ahsentees After
Week Four, subjects did not have an .opportunity. to make up ml§sed szssgons. . 1
However, several subjects came in to be weighed and 1o receive food diaries and
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parentis manuai for the missed week. At termination of trebtment Swffects were
randomly assigaed to either maintedance (M) (d=13) or non-maintenance (NM)
(§=13) groups with *several restrictions. In order to ensure equality of
posumunent groups subjects were categorized gs low, medlum or high wight
losers on the bms of their performance in the treatment pro‘um th,eeu it Lhe
 high weight loss group (range: -7.0 to -21.60) lost 7 pounds or more and 8 p ple ‘*
satisfied this criterion. Medium weight losers lost 0.25 pounds o mofe (unge -

t6 -530) while low weight losers (range: +.50 to,+8.25) all gained weight; there
weré 8 and 10 subjects m these groups respectively. Equal numbers of eac]

were assigned to M or NM. groups. In"order to ensure that the: three welgh loss \

categories were equally represented in M and MN groups, several group' membets *
had to be sw,nched between these two groups! '

.
A sens of one-way analyses ol‘ vmmce revealed no significant dl"el‘enﬁes, A
’

at, posttreatment, between M and NM groups on any of the weight or r\n
measures (Table 1). Also, M and NM subjects did not differ, in terms of self-

- esteem, at- posttreatment (Table 1). Table 2 includes medhs, standard deviations.

\

and ranges rm"an dependent measures for M and NM groups. |
. 2\

2 ¥ . \
Adolescents in both groups received an identical treatment program|

consistifig of behavioral, mutritional and “exercise components which was of x\ .

between M and NM groups, N dmnpmn of the u;hl week standard program mu |
be pr&nud s 4 - I

Tric‘eps gkin!old mégﬁremenu (Llnge'ski}xlold calipers) and height, using
the height aluchmem o’l’ the Detecto-Medico balafice beam scales, were taken at
lnst (Week- 1) 'and last (Weck 8) treatment :Wt weekly sessions, clients |,
" were weighed (Detecto-Medico balance Jbeam scales), had homework and food
diaries checked and collected, and had their money refunded before the beginning |\
of the day’s behavioral lesson! While.discussing the week's food diaries, therapists| *
were_positive and reinforeed good eating and’ nutrition habits. A}ter discussing,

& 5 T e ot

- weeks duration. Before ehhor:ung on the post program treatment pmc:duxu s
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Table 1. Analysis of-Variance on Tféeatment Measures fot Maintenance
Y and’ Nonmaintenance Groups

. Pounds Lost o t .
Sourcded as ss N5 - N
Between Groups 1. : 0.5 0.0 - 0.0
Within Groups 24 1584.0 * ©66.0 ,

Total 25 4 o x
R i@ g i
u . o &

Poictreatment Weight .

Sourcé ; a8 - | sso oo oms

Between Groups -1 350.8 ' -350.8

Within Greups 24 ! 10665.9 - 4bhid - i)

Total : 25 4 3 .

Ideal Weight > . G L
Source af ss' 1V o wmc T w
Between Groups 1 " 62.1 67.1°, © 0.7
Within Groups 24 . 2 2214.8 -92:3 %
Percentage Ovefueight Change T Xy
JBouree . . df S8 £ m'; E
Between Groups 1 0.0.. ' 00 0.0
Within'Groups . 4 24 .. 1366.9: - 57.0 s
Total 25
Overweight -at Pé X o :
Source ' Caf ss ., M, B2
,-Betveen Groups 1 770.1 .0 77000, 1.2¢
* Within Groups - 26 < 16067.8 669.5
Total 25
s X 3
7
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. e, .
3 o
. w2 )
. . . o
| Teble 1, (Cont'd) w7 I
. . . 4 S 1
/ i
7 ]
, g = S - = . i
Change 'in Weight Index . . i
& " |
N, Source df . S8 Ms ¥ . v
1 4 Betweén’ Groups £, 0.0 0.0 0.8 ~ s
; . Within Groups 2 L1 0.0 :
Total 25 )
Posttreatment Weight Index . ¥oa . !
; Y ® |
; o Source df - ss MS F . i
W Between Groups 1 0.0 0.0 0.2 1
N Within Grodps 24 3.8 0.2 =
Total 25
. s 5
o B . A |
f Péittreatnent Triceps Skinfold A
;. Esmmmmelen® | !
g ' Source . dF ss . ¥, F
k Betveqn Growps * 1 , 1.0 7.0 0.1 |
Within Groups 23 1533.0 . 66.7 ;
otal © 2 % e
< a
. . -
¥ - —= .
== Posttreatment Self )
I - Soifece - T T A - Ms F, - o
p Between Groups 1 228.0 228.0 2.2 -
.- ..+ Within Groups 2% 26464.0 102.7 - ‘
ol b Total 25 . '
3 o g .-
Bl
; 4 .
' 1
i ' 5
[y . . .
’ &
¥ \ [ o T %
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food diaries each adolescent set an individual weight goal for the next week. Also,
beginning at Week 3, the theravist plotted each agolescent’s weight change for
that veek on their Individual Weight Loss Chart (Appendix H). -

‘The behavioral lesson of the week was followed by the nutrition topic of the
week. The behavioral program was a' package program based upon Kelman and
Brownell's (1978) manual for adolescent programs the major portion coming from
Kelmann's manual.

A 16 minute exercise period followed in-whicheach exerciso-wss completed
in -2 specified time_ period. "The exercise program used was a well established
series of standard programmed exercises (Appendix I). In Week 1 ex;:rcise cireuits
were establisked by obtaining adolescents™ maximum performance on each
exercise, in 2 specified time period of time (see Appendix I). In addition to the
weekly exércise period, adolescents Were encouraged “to do daily half the
maximum of each of the exercises that they had done in establishing their

personal circuit.

Each session lasted approximately one-and-one-half hours. At the end of
each session, clients were presented with new food diary forms, the appropriate
unit of the Parent’s Manual (Appendix J) the weekly Maintenance Behavior
Checklist (Appendix K) and homework for that week. Parent homework included
several questions on the Parent Manual mateyial for that week to ensure parental
participation. E

1‘;; therapist telephoned the teenager's parents two days after each

treatment session. Parents were encouraged to disguss any problems with their |

- child’s program or a specific problem the:child mentioned, methods to cope with

these problems, and any questions about the weekly Parent Manual. Parents were
encouraged to be supportive and to reinforce appropriate bEh‘MDQ
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Week 1

.

Food Dia:i¢s [Appendix G) and Physician Permission forms (Appendix B)
were collected: Exereise circuits were established (Appendix 1) using a handheld
stopwatch, and Exercise Diaries (Appendix L) were distributed. The group leader

discussed and resolved any problems with the completion of any forms.
f

Changing .the act of eating was the behavioral lesson for Week One.
Homework included putiing down eating utensils between bites and taking &
break during the ‘meal. ;I‘he nutritional lesson included a discussion of Canada’s
Food Guidé and the group was asked to name some foods in each group. Each
child received a copy of Canada’s Food Guide. and completed *The Eating
‘Sun;ey" (Appendix M) and the Teenager Food Management Questionnaire
(Appendix N). This was followed by small and large group discussions.

Parents received introductory materials, in chapter 1 of the Parent Manual
on: behavior change, the rationale for the behavioral approach to weight control;
a description of the behavioral model and its principles, how to shape new eating
patterns, the effects of modelling on behavior and a list of the teenagers new
bekiaviors for Week One. Four homework questions were assigned and the child

[}

returned these assignments the following week.
Week Two . . g

This weekie<Behavioral lesson was entitled *The Importance of Energy

Expenditure®. The lecture included a discussion on: energy balance/imbal
basal energy, the body's energy conversion system and the benefits of physical
activity. Clients were given fons for increasing both and
routine exercises. The exercise is a well-established cireuit developed
elsewhere (Appendix I). r

$ % .

x

Parents received a handout covering: the importance of exercise, the energy
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balance mode!, misconceptions and facts about exercise, how our saciety
; 4

oftrcise and ]

the téenagers' new behaviors for Week Two.

o,

The nutrition lecture involved food classification according to Canada's
Food Guide. l::ach child took one day of another child's food diary
(anonomously), at random, and rated it according to the recommendations of the
Canada, Food Guide on the Syore Sheet For My Food Record form (Appendix O)
and & group discussion followed.

Week Three 7

. .

" At this seséion, each child was informed of I\Mer normed weight, according
to NCHS growth charts (NCHS, 1077). Individualized graphs (Appendix H),
which were charted with the weight loss goal of one‘.pound per week, were
distributed. Week Three was the first of three weeks focusing on cue elimination.
The behavioral lesson included a discussion of the locations each child frequently
uses for eating. Homework assignments included: eating only in their designatgd

eating place; changing their regular seat at the table, eating at the same time each

day and avoiding engaging in activities such as watching TV or reading while

eltilg. X 5 .
. el

The nutrition lecture foc.nsed’on the factors influencing eating behavior (i.c.,
.soci‘l\, cultural, economic, religious, etc.). Clients were given a list of foods and
classified thein according to Canada’s Food Guide by completing the
Classification questionnaire (Appendix P). Teenagers also completed an Energy
Quiz (Appendix Q) in which they were asked to compare the caloric valu#¥h pairs

of foodS. A discussion of both questionnaires followed.

Parents material covered the following topics: awareness of their child's
eating pa}tern: |nlemnl versus external signals to eat and a list of teenagers' new
behaviors for Week Three. Parents were asked to eat only at one place and at the
same time each day. Four homework questions were assigned. )

!

exercise, routine exercise, an(z'
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Week Four

Week Four's behavioral lesson dealt with cue elimination, specifically
elimination of the cues intrinsic to the food ifself. Clients were taught to make the
act of eating a conscious one by requiring them to eat only food they had asked
for. In order to make small quantity of food appear larger, they were mstmcled to

use smaller plates and utensils. They were taught to reduce the numbu or cuds -

associated. with eating by: removig serving dishes from the table immediately
after a meal and storing food out of sight. '

o e ;
~~=""" JThe nutrition lesson included a discussion of Canada Food Guide réﬁuwionl

which included: eating at least two Vegetables daily, eating whole grain foods,

ipcludiné a variety of foods from each of the four food groups,, eating a nutritious

“breakfast daily, eating at regular intervals and choosing nutritious snacks.
.

Parents were uked to assist the chxld in locating a small plate and utensils
and to set these smaller utensils in their child's eating place. Parent’s handout
included the following topics: your childs weight control program and your
attitude, the ABC's of bebavior, and the teenager's new behaviors for Week Four.
Parents were given the assigament of smodelling leaving the table after meals, not
offerring snacks to their teenager, remosing serving dishes from the table, and
storing food oyg of sight. Five homework questions were assigned.

& -~

s IR A

Cue elimination was™pe focus of the behavioral lesson again this week.
Teenagers were instructed to: set some food aside to be thrown away, divide their
meal into two portions, to eat only what they need, and to keep food out of sight.

This ' week's nutritional lecture focused on myths about dieting and

|

. .
&

i retrs A s




i nutrition. Teenagers completed the Myths' About Dieting and Nutrition Quiz
(Appendix R) and a discussion followed. A handout was distributed giving
explanations for the correct answers. . .

Parents were assigned the Iol!cwmg tasks: not asking thelr child to be a food
dispenser, clearing leftover food directly into the garbage, snd always leaving

i some food on their plate. Parents homework included five questions on material in

the anual.

& Week Six
ek,

Week Six's behavioral lésson was concerned with snacking. Clients were

taught to choose -nutritious snacks. Homework involved applying all of the

previous fechniques fo snacking e.g., putting down the fork . between bites, *

' ‘snacking only at the designated eating place, leaving some of the snack behind.

The nutrition lecture included hints on snacking .and preparing foods.

"Teenagers recéivéd handouts on Eating.Away.From Home (Appendix S} and Hints

for: Preparing Mea)s [Append)x T). A discussion followed in which clients were

asked o suggest ‘néw ways of coping with these situations. Clients received *

additional handouts entitled Hints For Eating Away From Home (Appendix U)
and alist of the Energy Values of Some Common Fast Foods (Appendix V).

g The parent’s handout included information on'snackingand the teenager's
‘new behaviors for Week Six. Parents were asked: to: smack only at their

designated eating place, help their teenagers select low calorie-high bulk as the

\{irst' part of a meal or snack, eliminate. foods whith do not require preparation
and_liquids usually consumed during the main meal. Four homework questions
were‘xsiignedA E

48




(Appendlx X). A large group discussion followed where each small gmup .

Week Seven *

The behavioral lesson involved an explanation of behavior chains, how they
are formed and/fan be broken. A behavior chain s a step-by-step sequence of *

- “activities. and feelings ‘which lead to & specific action, in this case, unnecessary
eating. Teenagers were asked to analyse their own'behavior chains and a list of
alternate dctivjtjes. Clienty were asked to rearrange their, schedules so that they
were involved in other activities when inappropriate emng occurred, to avoid
fﬂelmgg that prompt hunger, and to delay eating 10 to 15 minutes. Hom:work
m\ olved hstmg situations where they lctually used these techniques. ¢

« The niutrition lesson involvéd diet Ana]ysls of a wmely of diets which
included: The Mayo Dlet The Scarsdale* Medical Diet, Very Low. Csrbohvdrne
Diet (Atkins ‘Diet), ’{ne Pritkin ‘Diet and The Davis Three Phase Approach‘to

Weight Reduction (Appendix W). Clients ev nlnated ‘these diets by formmg small
groups and 1 ‘the Guideli for Evaluating Diets form

‘presented their evalpation of the diet they had been assigned. '
. g N "
~ Patients received a handout which covered the following topics: developing
incompatible beliaviors, helping your teensger avoid feelings that prompt hynger, .
lelping your teenager “feel good about ‘himself, goal-setting and teenager's new
behlviors‘fm.' WEek Seven. An explanation of behavior chains and hew t6 break
1] : them ‘were included. Parents hbme@ork“included: helping their teenager think of
incompatible behaviors, planning their day around times when_ their child'may be
hungry and helping the teenager. avoid feelings -that sprompt hunger. Four
- homework questions were assigned and a.Food Mansgement Questionnaire
(Appendix Y) was -completed and both were returned - by the teenager the

follnwmg yeek € F

N
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" taken also.

Week Eight

This week focused on maintenance. Maintenance Checklists (Appendix Z)
were distributed and teenagers’ were requested to fill out a Program Evaluation
(Appendix , AA),: Teenager' Food Management ‘Questionnaire (Appendix N)

Nutrition and Exercise Quiz (App;nrhx E), and Self-Esteem Inventory (SE):
" (Appendix D). Teenagers“alo receivedsanother copy of* Cundas{;cd Guide. At
, this session each teérager had final trice \infold, height and

The final exercise nssessment was cuned out and prizes were a\urded for
exercise improvement ll‘ld welght los S

- Parents received a ‘handout stressing the importance of practicing the-new
habns established d\mug the program. Parents were also inforfed of the dates

for the 3-'aid 6-month follovi-up sessions. . . . . ¢

Posttreatment ) T .

One week after the formal program was completed, a.letter (Appendix BB)

was forwarded to adolescents in the M group. They were infofmed that they had

" been selected to be followed up via a telephone call and were givef: the dates and

times that the therapist would contact them. Telephone calls were magde once per

_week in. months 1 and 2, once every, two weeks in months 3 and 4, and one per
month during the last two manths of follow-up. They were told that the purpose .

of the telephone call was to aid. them in maintaining®the progress they, made in

the program and also to help 'd termine which- were" most.

effective. * At a prearranged time they were lelephonéd by the lherapisl Each
time- they were required to have uelghed lhemselves before brukl‘ast _prior to the
therapist's call.

adolescents

The telephone call to ndg:le‘uunt.‘i in the M group inyolved:

ight measures

%



réponed theu- weight \Ahen lsst weighed, the therapist qneshoned adolescents gn

< their use of the mhmques taught during the treatment program (i.e., the extent
to “which they used each temue) via completing one block of ﬂlg Follow-up
Maintenance Checklist {Appendix CC), and any problems to report. The therapist
offerred suggestions on how to denl with any problems described.

Parents of children in the M group were e contacted every' two weeks in
months 1'and 2 and once per month during mtmths 3 to 8. The purposetofl lhls
call was to corn?borale results and to determine the extent,to which the parents
were using the parent behavioral tecliniqles suggested in the parent manual.
Parents were also eniouraged to support their adolescents' w‘eight loss efforts and

6 reinforce their efforts consi . Parent -teleph lissincluded: ‘a
discussion of ‘the.child's progress. with thé therapist encouraging the preat to
wue tos suppan. the child's weight. manxgement eﬂ'orls a discussion of any

problems concerning the chlld s weight since last zelephone call, and suggestions_

for coping with (hese problems. The Pnrents were also asked which .procedures
taught during the program did they conlmue to use (Parent Behavior. Checklist,
Appendu{ DD).- !

. At three aid six months postireatment both M and NM groups wers
weighed, had their height measured triceps skinfold assessed and completed lhe

" Follow-up 'Maintenance Behavior Checklists_(Appendix EE). Tn- addition] six’

monghs after treatment subjects "alio' completed .the Self-Esteem Inventory
(Appendix D). E ’

A~
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. RESULTS - - !

£y

Attrition

Of the 31 subjects who began the program, 5 dropped-out (1 male and 4

) females) during treatment phase, representing an atfrition rate of 16%. All
. » .. dropouts were in-the Monday treatment group. One female paid the deposit but =
_ failed to'shw up for treatment. Another fbmale dropped out in Week 5 due to \
psychiatric problems which her family considered “more important® than her ¢
welght problem. An  additional female dropped out at 5 due to

o~

] portation difficulti naining male.and female dropped out in Week 2

- due to a 'lacl. of murest‘ noxed by the parents. - _
One-way analyses ofvariance reveuled that dmpoul subjects did not differ
“‘from those who completed” treatment with respect, to age, weight, pounds
overweight, percent OVerwelght normed welght triceps slunfold or self-esteem
(Table 3). However, one-way analygis of Variaace revealed a significant, diference
‘ 1.72, 8D = 0.42) .
i and nondropouts (M = 0.87, SD = 0.38)(E(1, 29) = 22.5, p < .001). Therefore, )
dropouts were more oJerwelght relative to their lmght at pretrea!meut than |

in the pretreatment Weight index (WI) between dropouls ™

= . . nondropouts

v

. R L
Data_from dropouts are not included 'in treatment and posttreatment ‘

- analyses. There were no dropouts during the posttreatment and follow-up stages
TV of the study. ’ . ’ . ‘

| . Pretreatment Characteristics

Pretreatment chnracu‘mucs for subjects who eomplel,ed the treatment
* program appear in Tuble 3 Sub)ecu nvernge age was 14 04 years (range: 12 - 18)

| A N
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| ,
! f and average weight 171.7 pounds (range: 128.3 - 226.1). Average weight index,
H triceps skinfold and sell-esteem for sub]ec!s were 07 (range: 0.23 - La), 35.1mm
(range: 18.0 - 51.0) and 38.2 (range: 18 - 55) respecuvely.

The exlremity of the weight problem of this group' of subjects is indicated

? by the average pounds overweight and mean’percentage overweight: 60.5 pounds
g (range: 13.8 - 126.0) and 53.8%.(range: 16.8 - 134.2), respectively. This is a

clinically significant weight problem for a population who average 14 years old.

. P and ‘Follow-up Results
. » ¢ B a .
i . . A.séries of 2. (Posttreatment Group) X 3 (Time) or 4 (Time) repeated
- measures analyses ‘of variance on’ weight and fat measures were performed to

& detérmine if maintaining telephone contact with, subjects after the treatment
" program would increase or stabilize their weight and fat losses. It was predicted
that there Would be increased differences g weight and fat losses between the M
and’' NM gmups at 3 and 6-month, follow-ups. Repeated measures analyses of

| . weight chinge, change in percent overweight, WL, change in WI, and triceps
skinfold revealed ‘no&niﬁcm effects for Posstreatment Group (M/NM)Vor the

Posttyeatment Group X Time interaction (Table 4). Thus, there was no evidence
found to support the prediction that the posttreatment telephone cantac‘t would*

- . increase or stabilize waxght sad fat losses.

- Sigaificant time effects were présent for weight change (E (2,48) w 3.9,p <
+ . .05) and change in percentage overweight (E (2,48) <68, p < .05). Visual

inspection of Figure 1 clearly indicates that subjects in both M.and NM groups-.

weighed less at p than at. pr . Means and standard

.deviations for pounds lostyand change in percent overweight from pretreatment to

p ‘and from p to 3 and 8-month follow-up sessions in M
and NM.grotips are presented in Table 5. Although adolescents lost weight, from
| pretreatment to, posttreatment and decreased in percentage.overweight between 3-

£
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{ Table 4. Annyu- of Variance on Repeated Measures o7 Treatment
i come Measures for Maintenance and. Nonmaintenance Groups. X
i i S 1 g . . |
H " Weight Change (Ibs.) - . ! i
} Source ss ; af ¥ F 2 ¥
i Group bbb 1 4.4 - 0.1
Subjects 9285.9 - 2 386.9 *
b— Time 251.9 2 + 126.0
i * Group x, Time -15.9 2 . 429
: Tine x Subjec:l 15390 48 32.1
X . Percentage Overweight Change I

!
i
. Source A N .
: o ‘g Group . 1 3.3 . 0.0
o5 = Subjects’ 4 279.1 *
i Time ° 42 . 3.6 6.6% d
] Grou 27.0 - 2. 13.5 0.6 -
e Time x Subjects 105%.0 8 T2 N ‘
i ==
¢ Wedght Index - w T i 4
! . Source ss af = e ik
i Group 0.0 1 H 0 » !
~ Subjects " 1.0 B 24 - t
HETN . Tike 0.3 2 “29 - o4
o Group x Time 0.1 2 3 T 0.6 2 =
Time x Subjects 2.4 . -48,
- ; - T e
I
Change 10 vu.h: Index ' Rl A L U ow e »
Sourpe i ss . af Ms 5
~ Grouwp 0.0 3 1 0.0
Subjects f 1.0 ~ 24 0.0
. . Tine 5 0.3 . 3 St ’
; . Group x Time =~ .0.1 i 2 0.0 4
1% g Time x Subjects 2.4 48 0.1 7 ' .
(8 e o
S ™ 3 0 0
’ ¢ . l = 9o ) . g
K i, 3 e
" V : *
! v . " A N
g o = \ ey S
A 2 ? an T AR AL L
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\ Table 4. «(Cont'd) ‘' ¢ :
. g , -
" Iriceps Skinfold
« Source ss ’ 4 4 ¥s F
Group . 0.9 . 1 0.9 0.0
- Subjects 5135.6 - 23 223.3
Tize xS 110.0 T3 - 367 1.7,
Group x Time 25.4 . 3 8.5 0.4
oTime x Subjecss  1513.9 69 22.0
- . . .
Self-Esteem , St .
Source st * e ws
Group . 4435 A 1 443.5
Subjects . 5354.3° 4 223.1
Time 142.3 2 71.2. 2.3
Group x Time , 315 ~ 2 15.7 0.5
Tize x Subjects 1460.2 8 30.4
.- et s
;
3
Strength of g
- EY
Source us ¥
Group 0.4 1.7
Subjects 0.3 2
T Time +0.1 0.1
Group x Time 0.1 2.6
Time x Subjects = 2 Q.1 )
*p<.05 g e
*4p <,.001 T g \‘
- . " . 4f
7 - . - =4 .
ot . ,
: B . : v £
3 & )
e . E
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and 6-months there was no dil ial effect of the pe

strategy.

Wn additional 2 (Pesnre;lmeni Condition) X 4 (Time) repeated measures
analysis of variance \;l‘f conducted to determine whether the M group had
increased self-esteem (Table™). It was predicted that because of additional weight
losses subjects in the M group would have increased self-esteem. Results of the
repeated measures analyses revealed no significant Posttreatment Group (M‘/Nl;ﬁ,
Tirne, o Posttreatment Group X Time effects. Therefore, the M and NM groups

“were not different in.terms of self-esteem. This is not. surprising since the

posttreatment maintenance strategy was not effective.

It was also expected that the M group-would adhere more to the weight
management techniques taught in the program since they were being prompted
regularly about the techniques by the therapist's call. A 2 (Posttreatment

: ACondition) X 2 (Time) repeated measures analysis of variance for mean adherence

ratings for M and NM groups found no support for this prediction (Table :l).
There were no significant Posttreatment Group (M/NXI), Posttreatment Group X
‘Time or Time effects. At 3-month follow-up, average adherence ratings for M and
NM groups respectively, were 2.27 (SD = 0.32) and 198 (SD = 0.44). At 6

month follow-up, aversge adherence ratings were 2.0 (SD = 0.48) and 198 (SD

= 0.34) M and NM groups, respectively.
v
"It is not reasonsble to expect maintenance elfects if a subject had been
maialy gajning throughout the treatment program. Thirty-five percent or 9/26
subjects, 4 and 5 in M and NM groups, respectively completed the program

weighing more than at the beginning. It was decided to determine if there was an
interaction between the treatment condition (M/NM),and the result of treatment .

[ e
(Gainers(G)/Losers(L)). A criterion of loss of more than 1.0 paumﬂ was used to

classily subjects as Losers or Gainers. This criterion was sclected after examining

the data and allowing sufficient degrees of frecdom to pﬂ'mit appropriate
| analyses. Both M and NM groups .had 6 and 7 Gainers and Losers;
v 3
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3 Table 5. Means and Standard Devilumu for Paum-h Lost and Change in
5 rou?m-p Sessions
(fi=13) (8=13)
4 G.D) [ (5.D)
3 Bosttrestmant {
Pounds ! -3.3 (8.2) -3.0 (810)
Percent Overveight -2.2 7.7 2.6 [N
» .3 Month Follow-up ’
Pounds -0.4 §15A0) \ 1.5 (10.6) y
5 Percent Overweignt 3.0 13.6) "/ 16 9.4)
i B
6 Month Follow-up
Pounds © =05 (16.7) 2.6 2.4)
Perceat Overweight =5.3 (13.6) 1.1 (8.6)
Note: - indicates loss
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respectively. Losers lost between 2.0 to 21.60 pounds whereas Gainers ranged

between a loss of 1.0 pound to a gain of 8.25 pounds. It w# predicted that Losers

who were subjected to the Maintenance procedure (ML) would do belt{ , in terms
~of weight and fat losses, after the treatment program than either Nonmaintenance

Losers (NML), Maintenance Gainers (MG), or Nonmaintenance Gaisers (NMG). It

was also predicted that the NMG would do worse compared to the remaining

three groups, in terms of weight and fat losses. .

A series of 2 (Posttreatment Group) X 2 (Tre;tment Result) X 3 (Time) or 4
(Time) repeated measures analyses of variance were performed on weight, pounds
lost, percentage overweight, change in percentage overweight, weight index,
change in weight”index, trieepspskinfold, and selPesteem (Tible 6). The only
important additional information from this analysis was whether or not there was
a significant interaction between the weight loss performance during the program
and effect of the i d Results of the
Podstreatment Group (M/NM) X Treatment Result (L/G) interaction were not
sigaificant, los 2oy of the dependent measures, so there is no evidence that the

maintenance program had a beneficial effect. The main effect of Time (E (3,6)
=340, p < .05, F (3,66) = 4.95, p < .05), and the Treatment Result X Time
interaction (E (3,66) = 203, p < .001, E (3,88) = 4.05, p < 05) were significant
for weight and percentage overweight measures, respectively. As illustrated in

Figure 2, these findings reveal that Gainers are continuing to gain sreight while
the Losers maintain their weight losses achieved in the weight management
program, irrespective of the posttreatment telephone contact.

‘Tables 7, 8, and 9 present, idual data/for group members and dropout *

subjects. High interindividual variability necessitates such a report (Wilson, 1977

because group data do not provide an accurate picture of what occurs during a

‘weight management treatment program. '

.
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Table 6. Repen:ed Measures Analy!es of Variance on Treatment Measures
3 Los Ga.

Le!us and Nnnmaint:nmce Gainers

Weight
; v
Source . ss at ' ows F
Between Groups : -
Posttreatment roup 1376.6 1 1376.6 . 0.65
Treatment Result 395.4 " 1 395.4  0.19
Posttreatment Group x Trea:ment
Result 1769.8 1 1769.8 0.8
Betveen Subjects Within Gtoupl 46576.7 22 117.7
Within Groups \ h
Time 3.9 3 104.0 3.40%
Posttreatnent Group x Time 36.2 3 14 07
Treatment Results x Time 1860.6 3 602.2  20.3%%
Posttreatment Group x Treatment
Result x Time 4.1 3 13.4° 0.73
Time x Subjects 2015.5 66 - 30.5
Al l
Pounds Lost T 3
Source ss af Ms F
Between Groups .
Jreatment Group 1580 1 1580 Bas
reatment Result 1514.8 1 1514.8  17.00%
Posttreatment Group X Tuument -
sult 28.8 1 - 28.8 . 0.32
Between Subjects Within Groups | 1961.4 22 89.2 . 0.11
within Groups \
Time 513.4 2 256.7  B.64*
Posttreatment Group x Time 12.7 2 6.4 0.21
Treatment Results x Time p 128.7 2 664 2,17
Posttreatment Group x Treatment
Result x Time 2.4 2 1.2 0.9
W 2947

Time x Subjects
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Table 6. (Cont'd)

Percentage Overweight

Source

Between Groups

Posttreatment Group

Treatment Result

Posttreatment Group x Treatment
Result

Between Subju::- WithinGroups -

Hlthj.ﬂ Gri

Poncultunt Group x Time
Treatment Result x Time

Posttreatment Group x h—uman: i
. Result.x Time .

Time x Subjects

-
-

sS

3256.5
100.0

2488.9
62015.9

463.3

32,1

2752.0

; 28.3
/2059.3

A

3256.5 <

MS

100.0

2488.9

2818.9 .

154.4
:-10.7
917.3

9.4
31.2

4.95%

0.34
29.40%%

0.30

Change in Perceatage Overveight

Source

Betwéen Groups
Posttreatment Groups
Treatment Result
Posttreatment Group x 'h'-luenr.
Result

Between Subjecu Within Grogps
Hithin Group!

Ponr.r.relmcnt Group.x Time
Treatment Result X Time
Posttreatment Group x Treatment
Result x Time .
Time x Subjects

o
o

Cowe
Yo Fws 8o ow

on

B

5

w

b R

o b

F

0.13
34,420

0.25

0.14

C0.12

'5.69%

0.0.




Table 6. (Cont'd)

Weight Index

Sourece
Between Groups

Posttreatment Group x Treatment

Result

Between Subjects Within Groups

Within Groups
ime

Posttreatment Graup x Time 5

Treatmedt Result x Time

Posttreatment Group X Treltment

Result x Time
Time x Subjects

Change in Weight Index .

Source

Between Groups °
Posttreatment, Group
Treatmént Result

oo
o

Posttreatment Group x Treatment

Result

Between Subjents Within Groups

wt:mn Groups
Time

coce oo
Lk »o

Po'c:xeltment Grnllp x Time

Treatment Result x Time

Posttreatment Group x Treatment

Result x Time
‘Time x Subjects

po
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Tabje 6. ' (Cont'd) %
Iriceps 4
Source i Cu ss s Ms P
Betveen Groups .
Pasttreatment Group \ . 232 F:
Treatment Result N 155.9 - 1
Posttreatment! Group x Treatment sy o
Resplt 685.2 685.2 . 3.33
Bet%n Subjects Within Groups 4317.6 21 206.0
withfh Groups «
Time - : L106.2° <3 3.7 1.55
Posttreatment Gfoup x Time . 30.3 37101 0.45
Treatment Result x Time Lt 69.8 3 23.3 1.03 N
* Posttreatment Group x Treatment :
" Result x Time ' % gt 255 3 8.5 0.38
*‘Time x Subjects - D 16154 63 22.5 .
Self-Esteem- ° <
" source ; s * ss at s F )
“Between Groups ’ ) = i)
Posttreatment Growp 10 420.0 07 174
Treatment Result 1 15.2 0.1
Posttreatment Group x Treatment - . e
Result . 42.9 1 42.9 0.2
Between Subjects Within Groups’ 5296.2 22 240.7
Within Groups . - ‘
Time s . 150.6 20 753 24 N
Posttreatment Group x Time ; 33.0 2. 16,5  0.52
Treatment Result. x Time 27.6 2z 13.8 0.43
Posttreatment Group x Treatment .
Result x Time ° g 2 32,0 0.39
. Time % sf\Gj'ecu S 12.3 4 -
(9 5 4
Note: * p < .05 =
*h p < 1001 .
~ i
- . ,
1 -
’ - '
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27 12 N 156.75  64.20 69.37  1.80 29
.20k 13, Foo 153.25  49.50 47.70  1.29 ¢ 20
s 3 s ,
Loan 16 FTo- 155,00 33.92 28.087 130 \ 2
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% X ‘DISCUSSION B
- . 3 5
The ‘present findings fail to\provide support for the bypothesis that
maintaining telephone coptact with SubjEcls after an adolescent weight loss
progtam would increase or stabilize weight and fat losses. In addition, the
bypothesis that. the. M group would show greater adherence to- weight
mnnngement pmcedum lnd lugher self-esteem than the NM gmup are not
snpporled However, this lmdm; is not surprlsm( since the maintenance strategy
was neLdll‘(erenmll\ e"ecu\e
0

Possible Contributory Factors
'

.

There are several factors which might account for the lack of differential

£ i v v
of the strategy. -

Because of the low “elllﬁ losses in the treatment phash of this study it is
K

not surprising that subjects did nn'. maintsin. One cannot maityain weight loss at

S;osmmmenl if one had not lost a significant amount of weight in the treatment
. =

phase. The mean-eight loss during the treatment phase of the study was low.
Subjxls'lveuled 3.15 pound weight losses during the 8-weelstreatment program;
an average of 0.4 pound! per week. This average weight lost is lower than the

usually reported: range ol weekly weight losses in adolescent behavioral weight )

management prdgrams. Weight losses have been reported which range from 1.4 to

j:eek (Coates, Jeffery, Slinkard, Killen, and Danaher, 1982 (15
weeks with average weckly loss of 1.4 pouhds with subjects who were intially an
“average 40.65% overweight) ; Gross et gl., 1076 (10 wecks with average weekly
weighi losses of 1.6 pounds with subjects who were'intially an average 30.2%

1.8 pounds p

. toverweight); Rivinus et al., 1076 (10 weeks with average ‘weekly weight lossedof

lB pounds per week with subjects who were on average 72% overwei(hl]) The

nlbjecu in these -ludlu ‘were, on- average, at least 40%: ovmeu;ht which is '

A\
5 \ e

& <
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similar to the average percentage overweight of our subjects at Week One of the e

« treatment program.

~ £ 5 d
When we compared subjects who lost.weight with those who gained during .

the \&alment program it was obvious that the Gainers were untouched by the
tfeatment program (See Figure 2). These subjects gained at a-steady rate all »
throughout the treatment program and during the posttreatment maintenance
"period. Subjects who Jost weight in the treatment program maintained their
weight loss_.during the posttreatment maintenance period. Obviously the
;)osstrenmenl contact period was of benefit to those who responded to the

. treatment program. These subjects did not begin to gain back the weight they

had lost in t.he treatment program which is usually the pattern after hehn\’iornk‘z

weight management programs. Instead the posttreatment phase was a peri i
which these subjects stabilized their weights. However, there w:u no differential
eﬂecv. of the maintenancé®contact procedure for Losers or Gmn!ls None of the

measures available differentiated between Losers and Gainers.

Perbaps the lack of dil i i was due to

One indication of poor motivation is a &i;h attrition rate.  Our
attrition rate of 10% is not high in relation to the ‘average rate for obesity
\ " programs of 20-80% (Stunkard, 1980) and the dropout fate for the posttreatment
,Phase was 0%. The posttreatment dropout rate 41 ggo percent compares o
favorably with two recent studies which reported posttreatrlent dropout rates,
alter an -dult behavioral weight mung;menl program, of o,o (Perri, Shapiro, >
Ludwig, T\\entymln and McAdoo, 1684)\and 10% (Perri, McAdno, Spevak, and
Newlin; 1084a). .

hJ ; ;
Probably there was a difference in attitudes between Losers and Gaingrs. L
Parents and adolescents varied in their attitude towafds the posttreatment .

telephone calls from the therapist.” Although systematic data collection was not

carried out to investigate parents and adolescents *cooperativeness® durfng the
’
o telephone contact, some observations can be reported. For some parents and
. . =
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adolescents remembering to remain available for the time period that they had

schelduled with the therapist was a major chore. This was implied by the person’s
\

voice tone, willingoess to seek advice, eagerness to share experiences abodt trying

toi g iques and number of time/they were

found to not be in when called. Other parents and adolescents appreciated being

called by the therapist. These people were usually enthusiastic, eager to seek the

therapist's xdﬁ(e:lo maintain the behavioral techniques taught in the program

and were rarely found#nét to be in when the therapist called.

. ll“ivas also evident that some parents and sdolescents participated to a
greater degree in the posttreatment phase of the study. Some consistently
reported trying to use the techniques taught in the program, always had their
weights ready to report when the therapist called and were constantly seeking
advice about setbacks. Overall, parents and adolescents varied in their attitudgs
fowards the therapist: call and theis degreeof participation in the posttreatment
program phase and this could account for the lack of differential effectiveness of
this posttreatment strategy. Parents and adolescents who were not seriously
attempting to continue carrying out the behavioral management procedires, in
consultation with the therapist at posttreatment, may not have done as well and
this would affect the overall results for the M group. It is not possible to assess
retrospectively whether or Hot negative attitudes were typical of Gainers.

However, this is an interesting arca for future research.
Conclusions and stion for Future Research

Maintenance and nonmaintenance groups did not differ in terms of weight

or fat loss, as measured by all dependent measures, at 3--and 6-month I'ol”]ow-ups‘
Thus, the telephone call from the therapiét’ was not sufficiens to produce
differential treatment effects. | N

| L
Improvements can be made so lhﬁt'ﬁq‘lure adolescent Weight management

i
i
1
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maintenance programs can be more effective. JThis program'involved a minimal

_maintenance program and was investigated chiefly because of its potential cost-

effectiveness. It was anticipated that telephone contact might possibly be
N

lly, effective for ing or maintaining weight losses. However, because

of its potential cost-effectiveness it was necessary and economical to investigate.

Thérefore, from the present findlngs it is apparent that telephone contact alone is
not sufficient to enhance or maintain the effects of a weight management
progragye Combining {elephone contact with other posttreatment maintenance
sua‘x§ to enhance maintenance of weight losses achieved in weight

management programs_presents many possibilities for future research.
.4 3 Lo~ -

Two recent studies (published since the commencement of the present study)

with adult weight management maintenance programs have enhanced

maintenance effects, aflter a standard behavioral weight loss program, by giving

subjects 4 multicomponent maintenance program (Perri et al., 1984; Perri et al.,

1984a). These studies have included relapse prevention training during the "

¢ treatment program (Perri et-al., 1984), both telephone and mail contact, and self-
help groups YPerri et al., 1984a). These studies demonstrated that telephone

contact at posttreatment was only effective when combied with relapse

prevention training during the treatment program. Therefore. it seems worthwhile
to provide relapse prevention training during the treatment program and follow-

up telephone contact when dne is implementing a maintenance program.

. The -present study used only telephone contact as -a_ posttreatment
maintenance strategy. The telephone contact involved mmpd'mms sboiit

the behavioral techniques taught in the program and reporting th

v\nlghls No
daily monilorin; was involved. Daily monitoring through the use of postcards,

which uen'fumled weekly to the therapist, and relapse prcvonnon training were

used in the two recently wed studies And may enhance maintenance effects, after
an’adolescent weight management pmgum Relapse prevention could be taught

towards the conclusion of the treatment program to enable the adolescents to
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cope with setbacks and relapses, alter the program hesAerminated. Receatly self-
help’groups have also been used to facilitate maintenance of weight lossdafter an
adult behavioral weight loss program (Perri et al., 1884a). Clients monitor each
others weight, use praise to endourage weight loss and utilize group problem
solving when an individual experiences difficulties in fns}r her weight loss efforts.
:Buddy groups® could also be use'd with adolescents to provide n‘social support

system, after?a weight management program, to enhance maintenance of weight
losses. - i

\

" This study involved: an S-veek 'lrealmex?t program to attempt to modify
eating habits in an adolescent population. It seems likely that extending the
treatment program over 10 or 12 weeks would increase the possibility of
modifying these longstanding ‘hnbils, This result could be achieved, with this
treatment program, by prese;ling less material (i.e., behavioral, nutritional and
exercise) each treatment week or by allowing adolescents a break in the treatment
program to practice their eating habits. Recent studies. which attempt to produce
majntenance effects, after an adilt behavioral weight management program. are
using treatment programs of at least 14 weeks (Perri et al., 1984; Perri et al.,-
1984sh : C

i - .

Some overweight adolescents appear to bé less socially skilled than others.

. However,.Coopeumilh's self-esteem inventory (1067) did not differentiate betweega
subjects in the M or NM group of the Losers and Gainers. The less, socially skilled »
overweight adolescents appeared unable to assert themselves in attempting to
change their old eating habits. Several of.these adolescents sought advice on how
to refuse mFrcshments at partics and duringl’m Christmas vn(‘alion. A spcial
skills training program seems a worthwhile cmponent to include in an adolescent
wei‘ght management program. If these adolescents are taught the appropriate

social skills.then they may be more successful at refusing unwanted refreshments
at*partics nnd"on hulide‘y‘sﬁ‘ :

The%lmpliulions of the findings of the present study are quite clear.
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JPosttreatment_telephone contact did not enhance or stabilize the ‘weight or fat
losses o( an :dolescent population 3- and 6-months after ‘a multicomponent
behavioral trutment program.  However, subjects who lost weight’ in _the

treatment program maintained” their loss -and sub]ech who gained weight

continued to gain at 3- and 6-month follow-ups, irresp of
contact. . :
1 : g ‘\
p
¢
~ L}
- \
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ATTENTION OVEHWEIGHT
©  TEENAGERS . --
A Teenage Fitness/Weight Control Program

will be offered under the supervision of
Members of the MUN Psychology Dept.

IF YOU ARE BETWEEN.12- 16 yrs. of age
- Are 20% overweight or more
-Have a parent willng 1o help

Then call. 737-8436 (Mon 1o Fei) and leave

. Your name and telephone number and we

.
.
. s A
-
¢
) .
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* PH‘ISICIAN PERM]SSIDN FONM ~

’ \
Memtul Universxty of Newfaundhnd |
- " Psychology Repartment K

. : P
Teenage Fitness / Weight Reduction Clinmic
R R T

[

oL i
\is ‘planning to- participate in
the Psychology Department's behavior therapy prog-r'-m’for gradual and

controlled weight reduction.- 1 have exam)ud ! r

and have, /have not. fm.md hlm/he‘r in sufficiently

good health. at. this tine to “participate in such'a’ progzas.

Comnents: c L
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The teenage fitness program v.ull focus on establishing ‘new habits
.that lead to weight loss and ultimately to the maintenavce of a desired
weight. ‘Information about how to change eating and exercise habits will
be presented weekly- to a. small group of teenagers.’ In ‘order to establish +
.new hamts and break old ones, new behavmts must be practised daily. i

; ' To ensure the success of my parnupauon in £his program T ) g
ree H

1). Keep a food and exercise diéry so I can pinpoint the habii:s I nekd
¥ to change.

. Ny 7 ~
2)  Use the information conveyed in weekly meetirgs to outlie plans for
. changing my- eatxng and exercxse habu:s and dc my best to stick te
these plans, 5,

3)  Attend weekly meetings and participate ‘in class discussions and -,
; exercises. o

Pramise. B B

»
a:ent to the above ‘named’ teenager,
B s

to assist Fll.m7ﬁet eHort to change hab;ta. I agree y
.1 1) ‘Deposit $20.00 which will be refunded to my son/dauahtet/far-attendance |
and completion of homework assignments.and $5 to cover Xeroxing charges

"2) head over the food diary with-my son/daughter weekly to check. for o
e hablts that are cont!‘xbutan to his/her wught management problem. o s

. 3)." Encourage physical exercise by
son/daughter as. otten as possmle.
.

with my £ 7
4)' ‘Try to remove temptations to.eat from'my child's surroindings.

5)  Attend weekly meetings or.complete assignments as required.

1; , agree to: - 8 ' 3

"1) * Present a welght reduction program which, -according, to thé recent
+  research, 4is most likely to' bring*about weight management .’

] -Examine each teenager's food diary weekly and he!p him/her formulate i
3 ’ plans for changing habits.

; oaezs ¥ o %, 3
Parent’s §1gnaCuze ‘ .. Teenager's Sit’lﬂt\l:e .
S N ) ¢ y =

oY : !
+ Group Léader's Signature . *

4 . . - e e







b oHme BEONAN N,

‘ . _$E. INVENTORY'
< . ' - s i
Please maék eagh statement in the following way:

. If the statement desctibes how you usually feel, put a dheck ()
in the co{unn, 'Like M .

i

]

H

4

1

If the statement gfes not describe how you usuaily feel, put a
. « fcheck: () in the column "Unlike Me".

W There are no’right or wrong answers. :
% e - Like Me- Unlike Me
i ,?,L I spend a lat of time daydreaming. < i

¢~ 772, I'm pretty sure of myself."

- 3. I often wish I were someone ®lse. .

R B 4. I'm easy to like.
5. My parents and I have a lot of fun together.

i £ " 6.. I never worry about anything.
LR 7. I £ind it very hafdto talk in fromt'of
H . k the class.

wish I were younger. »
There areslots of things about myself I'd

I can make up my mind without too much
trouble.

I'mea lot of fun to be with.
'! I get upset easily at home.
s 13. I always do the right thing. B
I 14. I'm proud of my school work.. )
! - 15. Someone always has to tell me what to do.

: . % 16. It takes me a long time to get used to
N anything new.

17. I'm often sorry for the things I do.

18. I'm popular with kids my own age.

a 19. My parents usually consider my feelings.
20. I'm never unhappy. g i

21, I'm dasqg-’tﬁe\beec?yfork that I can. . i

|

l.

¢ . 22. I give in very easily. -
23. I can usunuy tnke,care of myself.
24‘ l'm pretty’ hnpgy

.¢ 25. I would, rather piay with cmldren younger
L A than me.

2614My parents ~ekpect to much of me.
©27. 1 like everyone I know.
28. I like to be called on % class.




B 35.

] 36.
37.
. 38.
’ JRRELE
0.
1.
42.
43.

58.

96
I underscnnd myself.
It's pretty tough to be me.
Things are all mixed up in my life. = -
Kids usually folloy my ideds.
No one pays much attention to me ‘at “home.
I never.get scolded. ’

0!
; can make up my mind and stick to it.
I really don't like being a boy-girl.
I have a low opinion of myself.

I don't like to be with other people.

There aze many times when 1'd like:
leave home.

I'm never shy.

I often feel upset in school. .

I often feel ashamed of myself. "
I'm not.as, nice looking as most people.
;i I have something to say, I usually say

Kids pick on me.very often.

My parents understand me.
I always tell the truth.

My teacher makes me feel I'mnot good
enough.

I don!t care what happens to me.
I'ma'tailure.

I get-upset.easily when I'm scolded.
Most people are better liked than I am.

I usually feel as if my parents are pushing’
me.

I always know what to say to people.r’
I often get discouraded in school.
Things usually don't bother me.

I can't be depended on.

I'm not doinq as well in school as.I'd like

Unlike Me
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2)

(3)

(4)

()

(6)
7
(8)

(9)

(10)

(11)

QUIZ
*98
Which of the followmq are helpful in lnslng weight?
(a) exercise
(b) eating slowly {-
(c) putting food out of sight between meals
(d) .all of the above -

Vitamin C is importam: for
(a) night sight

(b) ‘eating slowiy .-

(c) preventing us from catcmng colds '
(d) big muscles

In order to help lose weight exercise should be done
(a) once per week

(b) only after eating

(c) three times a week or more

_ (d)/exercise is not important for losing weight’

" i get the urge to eat between meals we should
(a) eat a high calorie food like chocolate cake, candy etc.
(b) eat a little of a nutritious food like carrots, etc.

(c) try to remember why we should not eat high calorie food
(@) both (b) and (c) are correct
(e) none of the above are cofrect

Vitamin D is:

(a) important for mqht sxght
(b) is found in mil

(c) is mainly found in oranges
(d) both (a) and (b) are correct.

‘We'use up energy by exercising True ( ') False ( )
We take in energy by eating True ( ). False ( )

We sholld eat quitkly to get®the meal over with as quickly
as.possible frzue (" y—False ( )

In order'to eat slowly we should

(a) put our forks etc..down between bites
(b). watch T.V. while eating

(c) chew and swallow one mouthful before putting another in our mouth
(d) study while eating

(e) only (a) and (c) are correct
(£) only (b) and (c) are.correct

'Exercxse helps us lose weight because '

(a) the more time we exercise the less txme we hawve to eat

(b) exercise takes away our appetite. vy

(c) while exercising we burn up calories e
(d) none of the above are correct . %

People who remain obese from childhood into adulthood
(2) have more physical problems in adulthood than normal weight
adults
(b) do not have more physical problems when adults
(c) both (a) and (b) are incorrect
¥

(Pmszﬂgm«wm) : '




|
!

(12) Because we "pig-out" once this means that N
(a) we will never lose weight
(b) we will "pig-out” every time we get a chance
(cy>we should realize that’ werall mké mistakes and we
should t_ry very hard not to make many of these mistdkes

(13) . The best way ‘of losing weight and xema;mng healthy is by
(a) starving ourselves as long as we can
(b) eating only one meal a day
(c) eating only green vegetables 3 times a day
(d) eating 3 well balanced meals per day but eating
no 'more than we need

(e) exercise at least 3 times per week

K (£) only (a) and’ (c) are correct
(g) only, (d) and (e) are cc®rect

SR

el i B



10

Appendix F




Name

. Address . Telephone.

Weight History | Y : )

1. Your present weight . Height 5 g5

2. Describe you; present weight. (circle. one)
very ovgrue;dhc - slightly overweight  about average

3. re you dissatiskied with the way you look.at this weighit?

g completely satisfled satisfied. neutral d;ssausf;ed very

.. At what we;ght have you felt your best or do you think you would

feel you. best?

5. How much we;th would you like to lose? ' -

6. ‘Do you feel youz weight affects your daily ucnv;ues') i

1 no some often extreme

7. ‘Why do you want to lose weight at this tire?.

8. Have there been times = in‘the past when you have -béen overveight?
1f-so, explain. O . -

s

9. What do y@u do ‘for physical exercise and how often do‘_you do it?
Activity (e.g., swimming)® Frequency (daily, ‘weekly, etc.)

105 HaVé you ever beied to iowe wexght before? If so, how?

v

B LT
\ Weight History Questionnaire

Sex : age .| Birthdate

Were these methods effective? . g 2

. s




ed1ca1 History.
12.. When did you last' have'a cumplete

Physical exemination?

13.°, Who is your current doctor?

14. What medical problems do you have at'the present time?,

. 15. What medications or drugs do you take regularly?

lé, List any' meédications, drugs, or foods you are allergic to;

- agE

.17.° List any. hospitilizations or operations.
2 you were at each hospital ‘admission

REASON FOR ADMISSION

Indicate how old

18. Lxst any seriqus Lllnesses you have had which have not

required bospitilization. Indxcate how old you were dunnq -

- --each illness:

AGE

"ILLNESS

\

19. Descnhe any ‘of youx medical problems that are, comphcaced by

excess uelqht.

20. List any psychiatric contact,
have had or are now having. ',

REASON FOR: CONTACT AND TYP‘E'OF

Age

ERAPY

individual cqunseling.‘ that you:




] . . Social History
k]

21.

103 .

Circle the last year of school attended:

112345678 9.10 11 £ e
grade school. —high school

other-

Desc:xba your father's wexght while you were grouan up.

ove:uetht underweight

very shqhtly average “*slightly very

Describe your mother's weight while you were growing up. !
overweight . .+ underweight .
very slightly average: slightly', very 4

List your brothers' and sisters' ages, sex,'percent weights,' p
heights,, and circle whether they -are’ ovawnqht. averge.or
underweight. .

very slightly average slightly very

very slightly average slightly very

y be relevant -

Please add any additional information you feel
ns-with your

to your weight problem.. This includes interact.

_family and friends that might.sabbotage a weight 1loss program,

and additional family or social history that you feel. mght belp
us understand youz weight problem.

very slightly average slightly very .
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FITNESS EXERCISE PROGHM Wt

Thu:::‘)ﬁxc jes will help yau use up culoriel, as well as
tighten Lp“various muscles, (for example; arms, stomach, back,
hips, and laq:).

* To'Count: Each return tc tha stucinq position counts as one.

1. stride Jumps : §

- Start by standing with arms at sides, and feet together,
TFigure 1 A). Jump up, and land with arms sidewards to
‘shoulder height, and feet apart, (Figure 1 B). Jump again

? ’ . and return to starting position.

Pigure LA fﬁ ’ Figure 1 B

2. Push-ups.

Start by lying on your stomach, with handu directly under
,_mdex-, and legs straight, (Figure 2 A). Xeep hands and
‘in contact with the floor, but push body off the floor
carms are straight. Keep body straight as well,
(!‘igur« 2 B). Slowly lower body to starting position by
bending elbows. . Progress to pushing up with just hands and
toes in contact with the floor, (Figure 2 C).

Figure 2-A i Figure 2.3 Pigure 2 ¢




3.

4.

mw
~ . .

St;p—ufas.

Start by standiny facing-a step, (Figure 3 A). Step up onto
the step with both feet, f{Figure 3 D)), then step' down again.

& £y
. ‘ . )
Yy \
E % l Y .
Figure 3 A’ Figure 3 B

Sit-ups. :

Start by lying on your back with knees bent, =nd arms over

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

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

Slowly lover yourself to starting position. Progreus to

doing sit-ups with hands tucked behind head, (Figure 4 C).
P L g

Figure 42 Pigure 4 B Figue 4C  J

5. 'Burpees. . . o

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

Figure 5 A Figure 5 5"




i 6. Side jumps.

! Place a piece of tape about two feet -long on the floor.
! Start by standing on the right side of the tape. Keep
L . Teet together, and hop to the left side of the tape,

then back again. * 5

These six exercises can be done in what is called a “circuit",
which iz based on individual exercise tolerance. This is the
best way to use up calories. Please read these instructions
‘:onp).etaly betnre beginning f.hz circuit program.

"rut.uag for munbex of xegatlﬂcns. '

1. Pirst do as many repetitions of each exercise as youscan,
within the time limit set in Table I. It is important :
to do each exercise properly and completely, and to do-
:he.u at your own pace. 8

2. .I'leco:d the pumber of :gpedﬂcnl you did !nr each exércise
in Table I.

. 3. After testing each axercise, vait at least two ninutes
By before testing another exercise, so that you are rested
: gzt and can do as many xepaﬂdm:s as you are capable of.

4. _ Divide the number of repetitions in half, and record in T
Table I, This is the number of repetitions you do when
you put the exercises together to form a circuit.

TABLE I Y f
i
f e by A
=P » Test and™ Maximum 1/2 Maximum
Exercise Tine Repetitions _ Repetitions
1. stride Jumps 30 sec e ]
2.‘ Push-ups 30 sec
3. Step-ups 60 mec
' * 0 sit-ups 60 sec
5. Burpees 60 sec
.
6. 8ide Jumps . 30 mec s




Circuit Projram .
1. Complete éach exercise uithin the nme time limit as was

2,

3.

used for the text, doing 1/2 as nHany repetiitons as was.done
in'the test, Note that they can, therefore, be done slower.

Do not rest between each exercise.

Complete the entirs exercise regime three times. This should
take approximately 13 1/2 minutes.

When this program becomes easy, progress by doing more
repetitions per exerciss, or by doing mach exercise faster,
50 that the entire regime may be repeated four times °
within 13 1/2 minutes. (&3
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Parent's Weight Control Manual
Week 1
I. ’ 1ntzndm;t1un
Having you snvotved in your child's weight control
‘progzam is a recant and important addition to bghavioral

L.ppm-- to weight reduction. Mo doubt you have suffered ¢

through many attempts by your child to lose weight, These

times cih be discouraging, especially when | the weight' is
regained after a shért while. For this xnnor_hv'i.th
important for you to ‘become aware of your child's new "
progxam.” You can be an important part of your teenager's

veight loss attempts. Your child's weight control is

important to Doth of you in terms of life expectancy,
feelings of attractiveness, and emotional and physical
‘well-being. .

,

how they can'best help their

Many parents wonder

tesnager to lose weight. Some have tried ignoring the
N | 8
problem, being supportive, being hostile, buying diet books,
and’ just plain old getting mad—but usually with:no luck. '
oo . This program is designed to’instruct yeu’a' be .a positive
influence on your child's eating patterns, and to teach you
. how to channel your efforts most effectively into areas

i A

,"
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qhiere you can be of considerable Anflmnce - ZACh veex yout
quu“m instructéd to carry out a. new set of
behaviors and we need you to help. It is critical that both
" of you carry out your portion of the program. !n»‘ms way,
/long-tern weight m-;um-‘uxu‘y.' K

1r.’ nnu.._u‘..faz ‘the Behavioral Approach to Weight Loss
Trestment prograns for overweight people based on

behavioral techniques have yielded éncouraging résults.

Several experts have concluded that these techniques provide

the most promising contemporary approach. This

sducational in. nature: that is,
instructed in methods designed to

ensure long-ters weight loss. -

In the past, however, -igﬁe loss enterprises have been

quite discouraging.. The explanation is a simplé one. Most

programs for cverveight people rely on drastic changes in a
person's lifestyle. Crash diets, fasting, water diets,
carbohydrate dicts, protein diets, hypnosis, ' ‘grapefruit

atets, “fat fams" and an arzay.of the

approaches are

likely to be such a burden to an aspiring weight reducer

that adherence to a progzam for a long period of time is
quite aifeicuit. ‘Based on.this Xknoviedge, the benavioral
programs have been effective Dy altering eating habits.
: : ;
\
. .
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Habits by definition are 'long-tem, - automatic behaviors.
Wnen the overweight: person alters old habits'and develops
new more appropriaté habits, enduring weight loss is

possibl

The primary goal of the program is o teach both of you

“how to' bé your own weight loss experts. A systematic and

cComprehensive behavioral analysis (i.e.,what - hé/she eats,

.where, when, how, Why etc...) of ybur child's individual

eating pnte-m vu.l be enq)nud o aid You in efforts to

nquhh “nis or herweight. The habit changes will be such

that your nq'mq-z can 1ive vith the new habits 'cnfnm?ly
for thé Test of his .or her  life and still maintaina

desirable w-aqn:. L]

III:. Program Description - ’ a -

-.mu _Program  consists of 8 weekly unsmu. Each

session vill last approximatély ‘one amt uquuter Thours.

* burdng the first half houz, your teanager vill have his/her

veight recorted and omework checked. The nnu.ninq time

vsn bé. spent in.a group setting. Zach week omevozk w1l

.ba given. This homework. must be tiried in every week in -

order to receive ‘the full refund use homework completion

is " an mt-qnl Pk e proqn-. Mo, at the end of

each uuun e vx:u give- ymlx hild reading ngecun for

e ——




{
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you, the parent, and several questions for you to answer

based upon what:we have sent home for you to Tead. Your

child is o retuim these each week to recieve a $1 refund.

- . mg B 5 -
It is important to- note that the techniques anad

procedures utilized .in this program have been tested and

proven - in numerous inve The progzan is

“based on a sequential learning model.  That is, sach pesaion ©
- builds on the last. !em:e\, it s important :hn your . child

u:enm al1 sessions and that ,Bu uou:uu yauxn assigrments.

each veek. The present program atlax- & aa-auuuan of.

procedures hich nave been shown to be the best thus far in

asing vBight iods efforts. Therefore, ve ave opunanm:

about your child's ability to produce -ub-t-n:m \niq'nt

loss u-a, even more importantly,’. to -untu.n the weight"

loss.  YouFassistance is critical in our attempts to reach

that goal. If you carry out gne’ suggestions we have madé in

the Parent's Manual, thére will be a much greater likelihood

that ‘your' teenager w1 Jose a substantial amount.of, weight.
" " ' 0
IV. The Behavioral Hodel
/ 3

.

There may’ ‘be. multiple physical and: peychlogical

factors which contribute to

remains, however, that the only factor characteristic of all

overveignt people Is that they oyereat. The Eneijy-Balance

PAGE 4

poracn being overveight. It .
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Model of eating is based on:the fact that the body needs a

. given amount of energy to allow proper functioning. The

t

i
i
3
H

body lmndl%‘en.zgy' (output) by exercise and through its

ordinary functioning. The body takes th energy (intake)
When food is eaten. For the body to perforn optimally thers
‘must be a balance between intake and output.

If the amount of energy taken in exceeds the amount

that the body can expend, weight gain is the result.

. Calories are a measure of energy. Wnen: people take in

calorieés, - they are acquiring energy, and when people expend

T E energy, calories arxe lost. BHence, being overweight is.

N x ‘simply & matterfbf taking in too many calori Overweight
people consistently take in a greater number of ' calories

than they éxpend through exercise. In order to lose weight,

e . v ‘a person can decrease the number of cajories taken in or can
‘. L - . intrease the mumber expended.  This program will do both. "
. X 3 vy g |
£ mwpdw is incomplete. Hence, we will work on N .
decreasing Dkaxe B increasing output.. ’ Gk
~ \ PN v .
& - & 0

. 3 ;
The, following are the basic principles. of _the

Behavioral Model:

1) Everybody needs to eat; but' the way a person eats is:. |

. a learndd habit pattern. habits can be’

47" 40 favour of new more appropriate’ habits.
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2) There is nothing common to all overweight’ people
except that they overeat. )
. 3) Most overveight pecple have at one point or ahother
lost weight. Usually, it 1is regained when the person
“returns o his or her original pattern of eating. The goal
of this program is to permanently change eating patterns so

<nat velght losa wili be enduring. :

4), The procedures in this program . ixe. very effective
when "consistently appiied. 'You and your teenager have to
make the commitment to devote yourself to the program) A

willingness to complete the entire program and to utilize

the procedurés will determine how much weight will be lost.

The point of view expressed in this manual is that

overeating’ can be ' conquered by learning-new eating habits ‘

which can be maintained . permanently. ' The family. of tha ~
¥ 3

overweight individual can hely in this task. Many family

--s»u may Bave, of course, : already encouraged, pxédgea,

pushed and yelled at the overweight individual to lose
ght. Pressure tactics of this sort will nét work and may

actually be ‘harafu). But thére are Ways to helpl.’ Thes

will be taught, step by.step. Don't go beyond what you' have

1 . Instead, follow the program and yol will learn

sound /principles which can be of help.
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V. Shaping New Eating Patterns 5

Another important principle is shaping. Shaping refers
‘ts making small but attainable steps towards a goal. In
veight control programs, it is best. to plan a series of

small goals rather thhmmwwml'ﬂh-bh

| goals. Our final goal'is to establish new eating habits.

Since your child's present eating habits may have taXen

several years to develop, they have become automatic and may

‘be ‘aifficult to change. We plan £6 make gradial changes in

eating habits, thereby approaching our final goal. If your
teeriager £inds it Gifficult to achieve a particilar goal, it
does not indicate a lack of ~willpower™. It probably means

that he ©or she set an unrealistic goal which should be

_ broken down into smaller, more sptainadle ones.fIn keeping

Vith our.esphasis on small,. realistic goas, ve are
expecting your teenager to lose between one and two pounds
each. weex. B
this—and some weeks less, put if the program procedures are
carried .out, a 1o 2 pound loss per week' can be expected.
It has been shown that people vho iose weight in a slow and
steady fashion are more likely to maintain the weight loss
 longer fhan those wi8 lose llzvt"uu;nel of weight in &
m tine. . 5 " - N e

VI. Modeling -
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Almost everything you or your teenager does is learned.
dai Skt vay |pecpie Searh da By cheexving vhak others
around them are doing. The principle explaining the effect
is called modeling.  Simply stated, ve tend to do what we
see others doing. This is especially important. for you. if
your child is overweight. since an overveight persén iz
esy susceptiBle to extermal,cues to eat, you can.dlspiay
good habits which will help your cr(:.‘u avoid _'avaznemg.
‘Also, bad eating habit’s on your part can. set the occasion'’

for bad habits on your child's part. . Therefore; in an

effort to establish new, more appropriate eating habits for

=<
your. eumguf’le is critical ‘that . Yoy improve yourmm

* eating habits. We will ask you ‘to pnctm most of “tn

):ch-vé.en that your child 'will be Fracticing. | That 18

| upcmn: for several reasons. Pirst, you vill.be settlhg n"

\qeed example for your child and, by modeling appropriate
behaviors, it will bé easier for him or her, to change.
‘Second, your teénager won't feel different or out of place

i€ you are making some of the same ¢hanges. 'rnue your

pnna.ct of these behaviors will show your child that you |

are emj.ttld' to helping him ‘or her vith the veight prablex.

or | “‘:B‘ of the new b.hnvxox- ve -Qn explain why it s- '

" smportdst for yga' and your child to establish - them' s

p.:-lnnnt p.r.nm Mso, we foel tmt it 18 a-pan-.n: for .
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. VI. New Behaviors for Week One
A. Put your fork down between each bite .

There are several reasons why this is important. Pizst

of all, eating can be

Beople will often éat-substantial amounts of food withoug
being fully abvare of the quantities b the £9od ana
Cmetines vill ‘fail to remesber vhat they havc eaten.
Remesber, one important aspect of the program is increasing
_avareness of what is eaten. Puting the fork down will break
? up the chain of sating and will increase awareness of food

L intake. If you or your child eat rapidly, this benavier is
: y 4

particularly ‘important for you, so eat slowly, together, -
)

| Along with . ‘comes pleasure in

> ““eating. By putting your fork down, Yol will pegin to enjoy

the qualities of the food that have been obscursd by the
rapid rate at which you once ate. There is a feedback loop
in your body that connects your stomach and brain. When the

P stomach has had sufficient food, it will notify the brain.

The body reacts ly to eating at specds.
If you eat very rapidly,.an excessive amount of food will be
taken in before the st his a chanceto let the brain
Xnow that  enough has bedn eaten. Prio¥ to this program,
most overveight people eat right past this point. By

afhering to the rule, you will be able to feel full with

o

1



means weight loss.  So, after

FPeeling full yith le:

@ach ite of :£ood, put your fork or the food itself down and
let go.  Completely chew and svallow the food in your mouth
before you pick it up for the next bité, All foods (bread,
fruit, sandwich, etc.) should be put down in the same
manner. ?

- ‘ < .
B. Pause in the middle of your meal

SO .

st?mlt‘i.pdun.nq the middle of your meal, take &~ break:
Tor tnis pericd of time. stop exting completely. Start by
making tnis a short.bresk of zo—}n’ seconds.  Gratually
increase the duration of your pause until you can take &
z—n&mm.l break. Many people find it useful to keep 'an egg
tiner at the table so they are reminded to take a break. By

6919(2?4- you will give your stomach a chance to signal to
your brain the emeunt you have actually eaten. Also, it

" wi11 s1ov your rate of eating vhich vill help bresk the
automatic chain of overeating, It will be harder for your
“teanager }w\em a breaX mid-meal if others sitting at the

table aren‘'t, ‘doing the

amé. Also; if you take a break)
thep your child will be less likely to forget or avoid doing

.1 \ g

~—
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PAGE 12

. »
Please give Zhort, concise answers to the following
questions and return your answers with your teenager at the

next class:

1." Wnat are two main benefits of eating more slowly?.

2, FProm'the behavioral perspective what is the factor

comon o all overveight people?

3..'Wny should you practice the' nev behavioys: aleng

with your teenager?

R

4. Wy do pecple usually regain th weight - they have
'

lost on other diet & .
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—

Parent's Weight Control Manual

Week Two 1\

I. Exercise and Your Teenager - The Importance of Energy

Expenditure : .

A, The enexgy balance model .

As you leaxrned in an earlier- session, weight is

determined by the .balance between energy consumption and

enexgy weight Qepends”

upon ' the ability to increase the number of calories
wxpended. Thus far, the program has concentrated mainly o
aiding your teenager in - reductng his or hex consumption.
Bowever, increasing exercise s an inteml comonent of
weight control m—;"ﬁ;u some extent may explain

their fatlure.

B. Misconceptions about exercise
Y ) & '
\ H @ )
.. ¥any pecpla believe that exarcise is not an important

factor in weight loss. .70 the contrary, weight loss can be

greatly facilitated by ‘incréasing exercise.  When pecple
gain weight, they feel less and less 1ike exercising, which

of course increases the rate of weight gain. Conversely,

‘ 5
.

\.

s
|
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-,

vhen your teenager begins losing weight, he or she will feel "

more like exercising, shich in tum will facilitate the

,weight loss.  Arother pficonception is that exercise

increases appetite’. In reality, the opposite is true.

Research with fumans apd animals“shovs that . exercise

actually decreases appetite for those vhose activity level

‘s Iow.” Tncreasing activiey in moderate amounts will serve ~

to lower the Gatly intake ‘of caloriesitl. Hence, an
n\anm ™ your ger's -c:l.viq level vill serve three
purposes: 1) her body will eipend wore energy;  2)

" he or -she will experience a decrease in appetite) and 3)

your child Will feel better about himself -of herself and &

- .
¥ill be more likely to stick with the program. Pecple have

frequently expressed the. ' opinion that in order to be
t!hctl.n, exarcise must be done very stresously, must be
mu.u.ng u—numnmn— his i3 also u
:-mqn 11, - Small amounts of moderate or routine exercise’
throughout the day are jist as - effective in helping your
teehager lose 'veight as one period of strenuous exercise.
tet's say, for wample, that you walk upstatrs or u-u:
around the b five unn 4n a pprticular eny, mnm.g up
20 calorigileach time. This 100 calorie expenditfle is

to 100 calories expanded all at once. a0t

‘sprints or fast swimming. Exercise does not-have to be a

burden and does not mean that your child will have to alter

his or her lifestyle considerably.

i
i
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PAGE 15
€. Pacts about exercise.

. Exercise has profound benefits.. When some people begin
an exercise program, they expect to sned the pounds at &
rapid rate. However, lo-:"of the benefits aren‘'t tangible
and immediate, - but the long-term benefits of m:c!:iu-. &

quite’ tnpres:

Por example, 4f your child clinbs several
flights of stairs Qay during regular trips to and from
‘classes, she or he maj save ten pounds each year.

D.- How our society discourages exercise and movement

Canada has evolved into a society of motionless people.
Mechanization has made obsolete several dccupations that
were physically demanding. A matipicsty of "work saving*
devices decremies your exercise level and adds excess

weight. Elevators, escalators, electric garage door

openers, riding lavh mowers, slectric can operiezs, electric

Xnives (to name a few) are in part responsible for the
growing rate of obesity in this country. People “are’
accustomed to doing as little exaxcise as possible. Bow

many times have you driven around a parking lot searching

+  for'the space nearest the door? _Think of the

s o 0

engendered by the experience of being unable to find a.
: i
parking space and having to walk several extra blocks. The

telephone company promises to save you approximately 70
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i . :
miles of g per year by ' installing  extension ' phones.
This also means -that they promise you 15 pounds of iexcess
weight in a 10 year period.

. . . i
II. . Programmed Exercise {"/

A. .Definition’ - Programmed exercise means -regularly

i Q. . 3 T
scheduled exsrcise. Ifyour teenager joins the YMCA, joins

an exsrcise club, ea&m upon a course of daily Jogginy or
pu-hupq. he oz she is dol-nq pzoqzumd exercise. This is an

lm:tn-nt l.thed of, flcintnting weight 1

+ .In genexal,

however, overweight people are apt to discontinue such

activity shortly after it begins,

£ o .
. . )

¥nen mmxgm people unmh- in an attempt
to nduc-, they often do too much. Many exart themselves to

the point of physical pain.’ This is an-indication that too

' much ‘18’ being attempted!ll. It is no wonder that poeple
S . !

£ind it Aifficult to continue such efforts. When exerci

impinges exc

threshold for pain, than it s doomed to a short life ‘spani -

e solution 1is to iake exercise more fun and b puntul.

Exercise should be done in " moderation and then  gragually

ively upon your daily z'mn.m’ or upon the

-, withhis or her exsrcise program on a daily basis,

increased - (as in the class exercise program), Swall

attainable goals will encourage your teenager to ~continue
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C. Increasing the enjoyment of programed exercise. - Your

ennlqlt 15 more likely to exercise if he or she enjoys .

One, way to- increase enjoyment is to jmprovethe exercise

settfhg. tolr child stiould exercise in an enjoyable place. '

Por.example, he or she could take daily valks.in' the wools
or fn a busy neighbourhood ‘Where the scenery: is both

interesting ‘and entertaining. ' Also, doing calisthenics

while watching television or listening to the radio can make .

the activity less tedious and more enjoyable. Ancther way'

to Anirease enjoyment of exarcise i3 to ‘do it witha

‘partner/ You, a5 parent, can help by ' providing

companionship. Join your child in daily valks around the
block or in' dally calisthenics. Chooss a special time eacty
day as the exercise time and stick with.it. Your teenager
is more likely to exerctse if -e-m_au' else 13 also involved.
Besides; the exercise will help both of you look and feel
Detter. Above all, praise and encourage Your teepager's

éfforys’ in any way, you can.' g —

D. Your exercise progrim. - Programed exarcise ‘48 an

important’ part of any weight reduction program. " your

tesnager has bean given an exercise program consisting of 6

to practice _at hons_on_a datly vasts Thess

wlarcises are designed to increase. in assticulty over’ time

at a rate which your child detemntnes, depending upcn his or

hej present physical condition. . These emarct help
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increase muscle tone and thus decrease that f£lahby look.that

often accompanies'significant weight loss without exercise.

11, m:;-- . '\

A. ‘Definition - Routine exbrcise refers to the Vlmunt of
anergy people expend in their everyley activities. If your.
cnila walks one  block £ron the bus each any, that 18 routine
m;-:u- As we mentioned in % last section; many people
who qet .in'ulnd in rﬁ.vomul exercise find it

ateeicue . to continue for any length of time. In contzast,

asing the amoint of u:ti.v:.ty in one's daily mem is

much| easier, and is more Likely to become a stablé béhavior -

' pattern. If your teenager can Gnv!lbp new lcti.'lty habits,

it will be eenxm-gnbly cuur to" control nis or her weight.

B. The importance of routine exercise - Altering activity

level is your teenager's only way to.influence the dmount of -

energy expended. It is beneficial for both. of you to

concentrate, your efférts “ on yau:'cmxa"- -day-to-day

|- .
activity. Thére are innumerable ways to improve amoupt of

and you can be an important factor in your

child's efforts to do this. -There are a few examples listed

under Teehager's New Behaviors for Week.Six.
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Teenager's New Behaviors for Week Two , &

. PRI

x.mnmgoﬂ-oppuqvm:mpum-) m(\,
\  parking further from the doorj first in small amounts, then

_gradually increasing thie distance until you have a good
.
healthy valk.” .. T, i‘ : . 2

N

.. - 2. I you are riding the bus," get Gff &t n{- stop

" before. the one you planned.’ When getting on the bus, walk
u.mmmmk—mnmmmnym on. .=
Lixewise, if scmeone - uﬂmmnmmn.m

. m—a:qmon.mream your Sestination.

R : Use stairways as often as pui.'bﬁ‘ instead of

tlmer’nlrﬂam].mn 1If you are going to the Sth floor
'o:-mmmemmnunw:mmg.uooxmmxw

1 ﬂnoz. "When r-turnl.nq q-tonoumzndoxudnux

e NS mpmm-tmmnnoemw .

N 4. At home don't let things accusulate at the top or
— —~ s ) 3 i - il

f ~hotton of the steps in order to make ons ‘trip. Make several
o 3~ " trips. Instead of seding others up the stairs to get

=
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!
something, get it yourself.

5. If you are at school and wish to get a drink or use

‘the restroom, go to the next floor to do it (if you have the
e R

tine). .

6. Don't use shortcuts when walkingl! - Instead.of

cuttl.nv'hmgh a parking lot, a yard, or a park, walk the *

extra distance. ; & b ']
e G . b 5 Y

e
These are only a few of the many ways you can increase

your routine exercise. Cive some thought to devising'your

' ,own methods which will £it into .your lifestyle. You .may

\notu:- §pat none of -these activities require enough time to

be burdensome and are not overly strenuous. \
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5 B . e
Pazent’s Homevory for Week Two
\ N X N
i ] Lo
b :
S & Please five short answers to the following questions
Z and return you work with your teenager at the next class.
ars - Ry
¢ 2 ow many times this week hive you done programsed -

. \ exercise with your teenager?

2. Name a couple of ways you and your teenager ®could

increase your routine exsrcise?

- .. vy

o 3. Wnat are two advantages of emsrcising? &
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Parent's Weight Control Manual <\ /

|
I. Awareness of Your, Child’'s Phting Pattems \

Anunmul factor in weight loss is Xeeping an,

n:cuxata zecezﬂ of evarything.that is eaten. The major

+" of this progtan is to e.uhy,w:tumu-rnqu-'nfcm habits
which will Xeplace éhn.om ones. "In dreer to.d5 u.u.\-e

need to £ E SR, v e your chila

, 5 . - - -
usually overeats. 'Por the. past two weeks she or he has beer

recording meals, snacks; tine, locltxun, feelings

il
_Jctivities yhen eating. In future ul.wu, your chila wui

be learning to change his or her eating habits by ue-zxn&y

the times, locations and which are \dch\ <

eating. The first step in accomplishing this will .be to “ k3
it 3 .

bicone aware of all the mntl»iumund-hlq his or her eating |
avents. | If, for' exauple, we determine that your child ‘
mnacks while watching television, new behaviors can bh
developed to offset thu\t'mncy. Remember;  your' own

eating behavior in the presence’ of your teenager has a

He it is important .

profound. influence on him or he:
for you'to becons aware af your eating behavior when you are | . '

. v

. around your Child. In fact, for the next week; you might -

i
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recora meals, snacks, etc. “in a'notebook so that you will

become aware of your eating pattern:

-
It is° important - for -

you to see whether or not you are eating‘the right’ foods

.
(when in your child's presence) because you uzv\ as a roie

II. Internal.vs. Externfl Signals to Eat ° v 9L,

s \
, -\
A. Research findings *

a SNy

Tt 1 commonly u-u-d that pecple eat when thty are

¢ bungTy or, in..other words, \m.nthaboayqivu the aignal

that it is time to eat. Research Has shown, hovever,’ ;that

people ana people greatly aiffer
in'this regard. Nom-overweight le are much more, ' likely
to report nmcx in response ‘to actual ‘stomach contractions,

”
than are their overweight Counterparts. Stomach

contractions are a physiological measure of when the.body is

,
in need of 'anergy. Overweight people, age 'jmch -1
sensitive ato  this _internal biological cue thana
non-overweight people. ‘s ] . .

In contrast, situational 4actors have’ been discoversd’
o play an taportant zole in ddternining the eatiig pattems

olmmqu)\t.' Mat is, there are certain external

signals (cues) which prompt overweight people to-eat even
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% L]
when their body is not physically hungry., An interesting

stuty vhich highlights this'finding vas done to detdmmine
how important time is to eating patterns. We are all aware
that hunger arises at particular times of the day; but it

could be bécause these are regular intervals when the body’

9 -
needs energy, or because these are times when we are used to
4

eating. In this and

Peoplegvere mexted  together in a zoon around dinner tine.
Unbeknown to.them, the clock was set Eiﬁh!!» 1 hour fast or 1
horu‘z slow. When the clock was 1 hour ahead, the ‘overweight
people reported hunger -uh-hntmly -:r.. than  the

e £ people 414 not respond

o the Flock ongghe vall (external: migml), but to their

, internal hunger cues which told them it was not time to eat.
N

Amazingly, when the clock vas slow, .the overweight .people
S : ®
hunger than the non-overweight people. Aqain,

people vere to their internal

sigals of hunger which were not influenced by the false

time'on the clock.

« . .
Thee are many mors examples of experisents which

suggest that tr are more to external

llq[m.htont. In fact, it 15 now videly . assumed that

¥
| overweight peoph have internal and' external cCues, the

external cues ate mich more powprful.




|
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B. * Inplications for weight control .

Tt now SOPORLE KN YOOI PRSES SHRSeRE Beiee
they dre more sensitive to food signals than non-overweight
people. zhere 1s no “"cbese personslity", but thers are
enviromental conditions which prompt overweight people to
overeat. Tperefore, weight control can be brought about by
making changes in the environment so that nev eating
pattemns that are more appropriate will become more likely.
e  goal of a vuqm contzrol program, then, is to alter the
-nvuom,ﬁ\mﬁ-f than to change inner psychologicaal

factors. o

v o . .
You {axre an hpeitlnt part of your teenager's

\ .
enviror , nt. You can’be very helpful in his or her weight

loss -w’hn by making small changes in your own behavior.
Some of these behaviors may be avkward to change,but you
and your child vill both benefit if you are able to change.
As we tell your child, we are not interested in having
-kh-lz of you develop more "willpower™, but in having you
a-vuop _self-control skills by 1e-xnmq how to arrange the
.mxemnc in order to produce new unny habits, You and
your teenager are both important in this etfort and vhen the

veight cones off, it will be becau

‘You aze each changing

your habits. ~ ~
Y - .
y
4* . ;)




€. Erogram goals e -

An important goal of the program is to increase new

ating pattexns rather than to decrease old ones. This is
because it is much easier to develop a new habit than it 1is

to forget a habit that you had for years.' Sowa of the new

habits you and ydur child develop will be incompatible with
014 habits which means that they cannot occur at the same
time. ;:tm-. cases, the old habits will naturally weaken.
It 1is V!ﬂ\ pportant that Wul' recognize your child's
progress in the {progran is not measured only in terms of

weight loss, but also in terms of how mich his or her ‘“abits

are changing. Weight'loss is very unstable, and at, times

even the most consciéntious person will fail to loss weight
for a short period of time. In the long run, however, those
Vho stick to their program loke wedht. So, it isjmost
important that your teenager change bad habits and weight
loss will fnevitably come. That is why we,check the food
diary each week, and why, the.daily log will show us™ those
who will lose weight and those who will not,
i Since increased sensitivity to external eating signals
is sainly responsible for weight problems, it is crucial
that these signals be changed. This is where your . efforts
should be aimed. The new weekly behaviors that :-\ng- your

child will facilitate these efforts. The more effort he or

(" eea
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she puty forth on these initial stgess the more quickly the
3 = new behaviors will become habits. Your teenager will become
his or her own weight control therapist which will permit

' permanent. self regulation of weight.

H

i

i

i

!

i

i

i

{

{

i

t
. % B
.



-

141 :
PAGE 28

@III. Teenagexr's New Behaviors for Week 3
A. Eat all food in the same place

" Pick a certain spot in your itchen, dining room, etc.

vhere you wish fo eat. Eationly in that one place. The

more specific you can be, the bettely Pick a certain chair

that is yours just for sitting in when eating. Do not eat

anywhere else such as in the bedroos, recreation room, or
living room. Reserve your place ju?{or eating. Do not do
anything else in your .n;:inq place. Pick out a "designated '
eating place” at school if you eat your lunch there. ALl
meals and snacks are'to be eaten at this a--ggmtci “place.
Overweight peaple P eating with places and

ions. You may £ind yourself becoming hungry each time

i

you are in a certain situation such as watching TV, reading
a wagazine or listening b recorts. It i inportant to
break these associations so ~that ums' axe l’-inilm'o!
Places vhich prompt yeu to sat. Since you do hot vant 'to
associate other activities vith eating it is:important to do
nothing but eat in your designated eating place.

* ' “
B. Change you seating place at the table ¥

.

If your designated eating place is the regular dining

\mu, change your habitual eating place at the table. If ©

. : 1




L~ This inclua
-

PAGE 29
; ; \ ¢
- you B4t at the head Of the table,’ change to the side, 1if you
sit on one side, change places with someone on the other
side. This -.y make things a little confusing for a while,
but ‘ku”‘d-u.bnlkluplllﬂuflﬂ.wmmmlnm
table.

C. Eat at the same time each day
+

|

Plan a ‘schedule of when you are to eat and stick to it.

snacks as well as meals. If you know you will
e hungry at 10 p.m.then plan a snack at that tive allowing

%or it vhen your 1

for
- 4hat day.. Much of an overweight person's problem can be
attributed to eating at irregular and unplanned times. When
Gotng ¢his, a person will take in many more calories than he
or she is mare. If you Xnow ectly vhen you are o eat,
you will be less likely to feel the need for .something in
betwveen. Also by planning eating times, you will decrease

the number of times of the day you associste with eating.

- A

D. Do nothing else'vhile eating

S

Wheri eating, o not engage in’any other attivities such

as watching TV, reading or writing. It is acceptable to

visit with friends and family while eating. If mx.- are

_activities you usually‘do while eiting (such as watching
§

. .




;
:
i

.

your favourtts TV progran); plan’to est fizst and then vatch

v, Again, _overweight people are nore sensitive to signals °

telling them to eat. or you, -

t!i.nq down in fror

-rv my be a nqnli to u&. When these umutiem and

ng.uu becowe g0 strong, then you vills be lixely to eat
even if your wynmm-mnymuq Eating is to
Become & behavior unto xtulf. n oﬂnx words, eating will

Decoka - nmpm»nmmzmhhdnmumm

'wmmmm m.lﬂn only * happen

mmm-mmm

’

e . . _:‘\r‘uz 0

of the. -




IV.. Parent's New.Behaviors for Week 3

/m/- ne with your teenager's new behaviors, there

'nxu benavicre vnich you can use to help hin or her.

enis
of
course, -it i not. riecessary to mmnly change “your owne
new

’
eating habit: but 1f 48’ dmportant’ to Gse these

behaviora hen. you ara in the presence of your, child

- " A, Eat.all food in'the sime place.

‘tell them td eat. One of those signals.is* watching ‘you eat.

N\ - . " When you'eat in miny places, your teenager will associate

. ‘eating with those places, 5o, when your teenager is around,

eat in onesparticular place.

ERL A B. Iat at the same time each day. - T .

\
| .
. . Yout teenager can also associste eating with times of'
g | .

[ " “the day. .If thare are ‘specific times each day vhen you both

day, you can decrease the cues telling your child to eat.
s " A :

- et . PAGE 31

e A that mmadht pecple respond to signals that

- ' eat, then he or she won't be as likely to do excess . eating

at other times. If you can both eat at the same times aach .
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Homework for Weer 3 <

Please give short answers to - the following' questions
and return your answers with your child at the next class.

“

o wu to become n\mq\nt:hn.g .

TV commercials -

avout food, -Tnmsqnt or non-overveight

p.mn'l o
T2, Wy u it ‘important to. stait pmucan _new

h-mmtlulwnumhmwﬂ-?

3. On how many of the days” of ‘this week were you.

successful in following the parent's instructions d sat in

only dne place when in thé presence of your child?

4. Name some things that cue you to eat (or' want to)
3 .
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| : [Parent's Weight Control Manual ° . / . -
! . = N ) i *
* Week 4. . . \

I.' Your Child's Weight Control Program and Your Attitude
&5 3 3 i
i g Thus far, we have given you some new behaviors which

can help your teenager lose $ignt. " 1t 1s important for you

to model, good behavior for, your son or ‘daughter.” It is also
i o : important to Xrow how to feact vhen he or'she doss well ox S
<§ R ! * poorly in the Program. The'best rule of thumb i3 to be

-uhc: nlutxu or. peu.tiva in your mtmnt- about your

“ eniia unq b-havs.am. ' Avoid being negative!

3 < £ _An interesting research project examined interactions

' between ‘spouses and their overweight partners at the dinner °
table, The résults revealed that these spouses wers over 12

times as likely o criticize their partners’ eating behavior

EiaN "~ than they vere to praive it, . It i undezstandable tnat . |

fanilies of av-m:ght people are ‘likely fo be critical of

their mmxght relatives: eating Dbehavior:

They often Y
£57'to bl supportiive and then becons &iacouraged vhen Wight
loss dovent oocur. “Hovever, 1t s important not to, be
critical of your teenager! s . / ; /
So, remember to be either neutral or positive. If you

PRIEPNIRIRESEEEEE 4 —_



147
PAGE 34

are not pleaged with something your teenager does - remain
neutral. -If he or she is got carzrying-out a po:tn;n of the
g, ke mnlnaed b you to - Try to ignore
mistakes. When your teenager is successful with some part
of the program, be positivel It can be helpful for you to
praise your child for good behavibr: - Remember the principle
of shaping. We axe not interested in \hotefale chinges. in
your teenager's behavior and we are certainly ;;Ot going to

set our goal as dramatic short-term weight loss. Rather,

the goal is to make small changes in eating m:ld\ If your

N ;
teenager . has trouble, totally - accomplisning a new eating

pattern, show praise for making progress in small aspects of

that behavior. - Let's take an gxample of putting the fork
aown between every bite. Don’t wait until your. child does
2 v

it every time before you praise the behavior. In fact,

initially you should prpise him or her every -time the

benavior occurs. Then gradually start praising after blocks
of the behavior occur until £inally he or she is laying the
fork down most of the time, ' .

o ¢ ) .

Remember that your teenager will become discouraged at
those ‘tines when the weight Just won't cos off fast enough.
It is at these times when. your support for your cniia's
habit  changes is most imgortant. Even though he or she may
not ose weight during a given weex, if habit .change is
Scourring, the wm;"n: loss will come’eventually.

- F )

Py,

!
i
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TI. The ABC's of Behavior
N
Any habitual behavior pattern (including. overeatipg)
can be broken down into three compon:ntl. hese ave vhat ve
call the ABC's of behavior. The A stands for antecedent or
what happens before the behavior. B is the behavior itself,
and G stads for consequence or . what hapfens after  the

Behavior.; An example might m1p clarify this. Lot us'say

your teeénager is walking through “the Xitchen ana seds a

, delicious looking donut on the counter., He or she decides

to'eat {t' and then feels satisfied and .content. ' The

antecedent. A'is'the actual sight of the donut, the behavior

Bis eating’ the donut, and the -:on-equ'-nce c is tne

imediate satisfaction of eating. All three components of a

blhlviox “are ley important. ) -

Most weight reduction programs will concentrate  solely '

on one’ of the components. FPor instance, diets attempt to
‘alter-the eating behavior itself by sdvising people to eat

Aiffersnt foods. "Pat fiims® attempt.to alter antecedents

. by taking'you away from the situations which prompt eating.

 Positive entinang lppmc'rnl attempt to alter the
aamqu-ncu by having people. think aifferently about th-ix
“eating. s progzan VA1l woik at changing all three! Tnis
1s the spst Powerful vay of ensuring long-tem veidnt loss,

and such an approach is also the most Complete.
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g .
’
As we have been advising you and your child to do, we

will break the behavisE} and into

small parts which we can shape into, new eating patterns. We

could simply tell your teenaghf to not expose himself or
herself to innapropriate food cues, but this is much too big
a step when habits are so ingrained. Rather, we are giving.

your child small and easy behaviors which he or she will be

, able to carry out.' We will present a flew new steps each

week, and since each step builds on the last, it is
upénm:- not to misa any portion of the program. If you.
have aifficulty with a new i-mvz_oz + it is probably because
you are taking too big a step, In this case numu;a
“backtrack and take a smaller step.. '
We will first be conclkmed vith the antecedents (cues)
" of oversating. These cues set the -n:. for your teenager's
.enuq re ou.. program they set the stage Zz\mz
eating habits. | Presently, we will change them to set the
stage for new weight control habits. ~ Another name for ¢
" altering antecedents is cue slimination or stimuluy mentrol.
This means we vant to slininate the cues in the enviroment

k 9 -
that lead to overeating. In last veek's lesson some

stimalus control were new

will be given in this and next \eek's lessons.




~ . . . « 1 )
Teenagers, New Behaviocrs for Week Three

s
1. Ask for Food: , «

. - “Never accept food Irom another person unless you ask for . -+
o 52

! . e with food a onet To relEire '
4 E ; : ;
' . take the.initiative- ask the server not to bring potatoes, or o \
B - e = y
o take away the bread. If it is not on the table, you won't-nibble
& P * on it uhu.%\\u-u fof your meal. - e
P . SIS o
1 @ : & .
o +2. smaller|plates” 4 o 5 "
. T " u" T . i
Use smaller plates. - The size of the plate you use has an X
influence on how-you perceive the amount of food you are eating TR ?
: ey S
i - : . ‘
i 4 .0 . and how full you feel after a mea ot
~ . 3 ) § N S * gt
: : 5 b T
| 3. lLeave table immediately after eatipg. . &g b
Lo 3 e . B Tk
! 4. "Remove serving aiMes from the tavle. o N
- ‘5. Store food out of,sight. . S et
- . ST ) : ’
. & " ; v Vv )
. Pt L e s
; : o LR il
w e ) e v . e,
b3 . I . i ~
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\ . 4 - ‘ 3 . v
z . »  Parents Behaviors. Week #4 o re R

.’ . 1. Leave the table immediately after eating. You will be a

! model for your child. : . . - \
« ' ri i " % %

Da not offer food to your teenager. Let him/her ask for

)nn Wy}l make the art of eating a conscious one . for your

i u.euq.x. BRI .
o 4 PEL 5 .
i . 3. lecve llfjlnr‘linq dxhns l!m the table. ‘This will iuee

. the number of cues to eat mors even if your teenager doesn't

’

.. « ;
‘. ot . ] .a

b ., . .. 4. store ail food out of sight. Do not leave food oafounters,

£,

§i ¥ need the extra food. ., . ,
i i ‘ :

i

ete... This will help prevent Mprations for your seenager -




2 g

. - Pleasp give short answers to the following quest

.4 2
return your work with your teenager at the next class.

3 your tees
g ¥? =
v *u L ’
" * 2. Wnat are two advantages of using smalldx'utedsilsr
? . 3
- 3. Where would be the best plade’ to stors cookiss,
© " caxe, etc.? - .
ﬂ 4 s k-'/i . s
) . W. Have you helped your teenager to obtain . a smaller
" plate, etc.?’ | . % . .
5. Name a few cues which may lead to poor eating
- .
.. habits. £ o —
5
-~ B )
4 K "
. v, =
, e ’
s Fa
’ . :
e e
* | ) ’
- . T

i
{
i
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.

I. Your Teenager's Rate of Progress

.

‘?ou and your child have now devoted four weeks of
effort to this veight control program and both of you should
be proud of your teenager's progress. e, if edther of
you are less than happy with the weight loss achieved so
far, then stop now and reassess your cr-.ua'- weight loss
goals. Expectations of rapid weight’ loss can bé the
dieter's worst enemy, because they are often oo high. Rign
goals lead to discouragement . which can hurt any further
weight loss attempts, so bevarel. Both of you should realize
that the revards in weight 1oss are not alvays immediate and
that even the most conscientious dieter will find that
weilght loss is at times painfully slow. Some of the most
ingortant benefits from a weight control program coe  after
ah extended period - veight Joss: Indeed, your teensger
may have to lose upwards of 15 or 20 pounds before you wili
even notice, or befors he or she will PO —".
These feplings are most often the reasop why people rzop out
of weight control programs| \

. Since our goal is long temm weight loss, we ar{e&um

4 - -~ Ty

N
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slow and stesly progress’ Those for whom weight loss is
gradual buc" persistent are better off than' those whose
weight loss is rapid and abrupt. It is & much better sign
to lose 10 pounds £r‘s weeks than it is to lose 10 pounds Y
1 week. Rapid weight loss is usually short-lived! . Slow IM
gradual weight loss is most likely to last forever! matis

why a 1-2 pound weight loss per week is ideall *

* To overweight people the mmediate benefit Of eating is

) .
oftentimes. more powerful than the long-term detrimental

consequences. This leads to the attitude "this little bit

won't hurt", and hence inappropriate eating. You are aware
of how easy 1t is to consume 100 calories. If your teenager
consumes 100 calories per day over and above what his or her
body needs, this will result in a 10 pound weight gain over
2 period of one year, Your role as parent is particularly
isportant at this point. in the program.  Oftentimas
relatives of overweight pacple fall into a pattern with the
wemight person, as one diet after another is tried and
faled. This pattern is one of endouragemedt in the sniy
stages of-‘m\n@xm. e trouble comes vhen failure is
folioved by Gritsoten WHehinTEN 1o i JeNEHES WY
hore overeating and hence overweight. one key here is to
encourage ot criticiss. Your teenager is probabiy his or
her own best critic and does not nnd any extra help in that

area. Besides, the fact that your child is here means that
t
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losing weight is a priority. 5o, don't géf discouraged and
f£all back into criticism when he or she has’a bad(nok or
eats too much. Both you and your child’ should - take the
weight control projlem one day at a time. In the long rum,

your teenager's goal will be reached in this manner.
II. Review
. Last week we discussed the l-pgz'tlm:- of _being. either

o
postiive or deueral your teenager concerning his or

her eating behaviors. It is particularly important that you

. mot criticize mistakes, and praise success and attempts to

Couply with the techniques taught in this program. Praise
even the .mn%ne positive changes 1n his or her eating
behaviors. Remember that changes in behavior, although
slow, Will assure permnent weight loss, and constant
eriticism will only serve ' to discourage father than
.ﬂu:nuxlge :he posigive habit Zhange. . Last week we discussed
the three components of behavior which include the
'
antecedent(A) or what happens before the behaviot, the
behavior itself(B), and the consequences(C) of - this
“VehavioE, ‘i progran ecn:an:;’ncu on all three of these
components as they relate to overdating. Our first concern
'Eocu.ln" on techniques designed to deal with the antecedents

. s - -
or that precede eating patterns, Ve

want to help your teenager change thess cues that lead to

{
i
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.

In e last two lessons we'explaiied several techniques.

.t

poor eating habits to those that encourage -ppwprxni ones:
nuurnmgvmmamwmem.
7
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Teenager's New Behaviors for Week Five .

s
5 A. Set some food aside

v M1 Gf us have been stréngly conditioned to e
inmm;xq_ on our plates, and to feel guilty when we' leave

. some behind. Whether for econcmy, acsthetics, . or -all he
:ta}vinq children in the world, almost everyone has beén
:taught this lesson. Not wasting food 1is usually a >vlry
well-learned xr{ntiemi ddea. - It implies that if we finish
our'meals and eat w;ryt'ntnq on our plate, :e will Dbenefit
, . someone else. This leads us to believe that ~If I don't
f£inish everything on my plate, z'h‘an I am bad.” How this
* beiief, started is not important. What is important is that
“many of us are stuck belteving it. We end up eating more

o, #
than we need, because we feel we must finish and not leave

food to be thrown awayy To start bresking this hablt, to

begin to free yourself of the compulsion to eat everything

, leave food benind at each meal.  Start out
i one gea, a spoonful of potatoes, or a crust of bread

from your sandwich. It may be necessary to set the leftover

food aside at the start of the meal and cover it with

Plastic wrap so you won't forget to leave it behind:

f‘rgrcv food awvay




/. after the meal. Put the scraps in the garbage can. -In this
way ‘they won't linger around to be nibbled on later in the

[ @ ' Throw away.any food left on your plate Limedistaly
i

14 - -

P evening or ‘the next afternoon. If you do keep something, ,

lixe a chicken wing or.a serving orpeas, use it as a

: planned snack or part of your lunch the next day. Put it ih
an opaque container. Don‘t let food hang around the house

L right under your nose, " It Wil reach. M;w cue-you to

- eat.

\, . A . . s
| For those of you eating large portions, 'especislly at

dinner, . divide the food you would normally serve yourself

into two servings and go back for seconds ¥hen you finish
1 * = ’ . the £irst half. .This introduces & delay and hopefully a '
thh;khw step in the nxdan:’ of the meal, e.g., "Do I really
want ‘seconds or .thirds?* It has the added advantage of

. Xeeping the sécond half of the meal varm and more enjoyable

when you' do eat it. Don't forget to leave some of each
. \ portion behind. 4 .,

i “ . .. D. Minimize contact

* Try to arrange your food contacts in ways that minimize

‘the . chances for.impulse eating.’ For example; when you fix .
. o § .
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yourself a sandwich for lunch, put away the bread, butter,
etc. and Elean «ip the mess before you eat your sandwich.
This will greatly reduce the likeliliood that yoi will make a |

.secona sandvich. Pood olt. of sight is often food put of
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Parent's New Behaviors for Week' Five
: Ca
©., A Don't ask your teenager to be & food dispenser
When you or others in your family want food, don't ‘ask
: - . -~
your_-teenagex to get Tt. ‘This includes high-calorie snacks

or de:

rts for myuna. If other family wembers must have

*.—a»a for school, pack-1

s 3 : ; T-you have

) qu-nllmywnnttoumﬁnnfmllklnoﬂmz menier
. : . of your.family to help. ‘e purposs of this rule is to
further alintnate some of your teenagex’s contécts with

‘zuu uyun-mmnmm-&retu—-mwu_

conionted with food, the opportunities ot ‘unplanned mm;
" will'be reduced.

»;. |.cunx—u.n1n. food directly into the garbage
" ) ¢ Mm-u.\unnum :l.nmﬁnx:-h‘ngfeed
un:uy into the garbage. Avoid nuviwth-pmuw
mgn:mnmxmuq»-mmmnﬁr. ™ this 1
w time, whep your teenager is prone to clean up the scraps by
eating then, ask someone else to clear the'dishes or ‘do it

‘yourself. ' .
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L . ‘ m:a: P

) m-nz«x@am_u_m'-cém meal. This will
show your teenager ﬂntltuduywxm,wﬁ;tnllnﬂn
instructions to leave food behind and will help himher
Mmmumwmmnmémm;m "
~
n-—nxno-uﬁmmnummcuu«i the new

behaviors for your teemager. It may not be nécessary for
~you~to-adopt all these new behaviors duxing . uhmz meals,

T e.g., you llylllﬂ\dlh telﬂd&l Miﬂthl!elyellrd&nmr

814 12 & oacond helging

os . .
P "
«
RN 1
- i - K
e v 3
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Homewoxk for Week.Five -
- N .
. ‘ »
Please give short anfwers to the folloving r;u-nxnu
~ and  return ywr answera " with your teenager at the next .
T T ¥ DL ) i .
[ : ' How successful have ‘you been. in clmtm £
[ -Sixectly into the qar_bagn agter um-: i
» o
o , - 2. ¥nat were your feelings-about deliberately. leaving . ;
Ji food ‘on’ the plate to be thiown out? - s - =

3. mat type of food do you usually #ve on hand for




Parent’s Weight Control Manual
AN

week 6

. ‘Smacking g ¥ 7

g P
.mw are usually *eaten- in . -response

esyehological, not phylielogical hunqlt‘ e hunger pangs

that. read to nnuungn are usmly t:i.qqcna by cues, or

envu*enmneu stimuli hunger cun are .P-quic te .

-nnn lit\utioql -and are :m "u-:.cea. In aeher ‘words, 1€

you uove ‘away . from ch .mmuon. or dan't espond to the : \. .

‘Por

“cuies by eating, the tnung of hunqqz vn.x 0. away.?

" example, uwam vuxa.ng dovn t)n umt on & ‘sunny morning. . |
Suddenly yuu,pus ‘a mm-y shopi The .sight  of fresh

" pastxies ‘in the'window -m thn xiell from the open door are

t oty
my causé ‘you to react with a .~

sensition- 02, hugaaen t)-uaugh ten -.eona. before you had..

-nonmqhn of food or tinger. "’ “LE you zmv- ywuzuu =

rapialy txeu thie, sm.-t:on, the hunger wa.u fade: Any- T8

you-don"t Teave, but .e.na in- front of ﬂu shop in the

. presénce . of the cuu long enough.uithout “responding ko the

by eating, “the hunq.r VAL also go. ey | 5

" .Snacking.may not be a problem for'your teenager at this

point. However, there are tvo. situations where it may
5 . 5 ™ o - :




|

‘the’ environment .

-“the seme. They minply dzank’the chocchtq thmnd Liquid
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% : s 5 g . ..
. reemerge, during vacations or hblidays and  during & meal, -

@ -, . N A
There 'is no difference b't-mcn'hutan that larger dessert ox

s plece of ehiden nov, ~necause ‘it s on the nbu,

and having it. as ‘a snack Tater, "becmuuu nin tha

\ _nfriqatatot:'. Your teensger hyfs been practicing - éating

only what he/she needs—leaving, thi t on the table. Being

’ . 4
able to Contipl tne inpulse to eat when pcl hungzy wild

azmneu.ly decrease calgric intake without dapriving your

{nqn-qtr oxr -causing him/her to :ee:. mmgxy You have:

1eu.-ma hew -hunger pangs are u-ua.uy uaucca by dtimuld in

By being able to nooqnua the cause o!

niinger, your teanager will be asle. to cmhpe ) urf

factively, i .

several: snv--uq-tnu h.v’-- made basic observations

about the bQoleqy "of hunger ‘that bear umcuy on mm

eating. They asked' Anﬂxvmuu: e bass qene vithout food .

for ‘a, standard I-wnt of time to arink an enﬂ.re meal of:

chocolate liquid through )/maq. These people cou:a no!:

‘see what ‘vas in the 'food cgntainer, ana nad mnqyoz .

Knowiag how much liquid t-.my veré drinking. “They also a1

inot know the calorie cnnc.pnt of the arinky it co\llaba .

vnriod un{o)ﬂ befors there vas a du:-zenua in taste, xn

the :mnt e Ltquig aivays‘ looked, z-x, uu tastea
JA‘W‘

unt;.x they felt full. The results of the nwmnt wvere.

B ] 4R T M e

o . : [y .
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supnsinq. ;mpn drank the sahe amount of fluid every a:y

- aespite h.tqt changes in calorie centent.’ Volume or bulk

nppuua o, be the factor that told people that they were

satisfied. % °

g 2
Another expeiimenter found that belief is a critical

variable inthe feeling of being full. M people e'mth‘

. that a liquid meal was high in calories, they wvere satisied

with less than if they believed it vas lov in calories.
le.buly begin to xeally feel physiological bunget atter
have been on a low-chlorie liquid for -‘-nzp daye.
< ) P A ‘.
'men e:q:‘xi.-entl appear to contradsct m&.nt
idess about hungm for example, tha notion that hunger is

satisfied by'raising your blood sugar. At the present time,

‘no one Xnows how the brain senses fullness. Volume is not

the entize answef, but it is'dzportant. This phenomenon can
be made. use of in several vays.. When your teendger has an
owarvhelming urge for a snack make sure ‘it has voluma.
vro::cp- aach ariex with glass of water, a diet drink, or

ome food vitn Sblume: and g oot

it s
pch‘nolovil:u nol phyﬂolbqicu hunger, this ‘dll help yolr

teepagexr ignoxe r.h. puuql. Eventuslly, vhatever is cueing

'hun'nl will Mqan to lose its power-it will no longer be

"rewarded with food. The voluse experiments suggest A

stzitegy for coptrolling meals. Include soms bulk, either
s ;
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4 . i 3 "
7 2 ! « 0 . o
. ‘ % . liquid o solid, lm a large salad, befor€ the main course. "

[ : “mi 111 provide the sensation of betng full socner than 1f

“in the reverse order.

. e The technique of+ incorporating bulk in your ‘da-t must
w” ' be used in coifinction with e techniques nercanee

. ‘previously. There ia no’ reason’ o infibit the hunger X S

_response unless ithe habit of eating only in response to | I
% 3 hunger is being developed. To put it another way, thers is .

dittie point of your teenager alleviating his/her hunger by . -

eating a salad first, if he/she still feels compelled to eat

3 everything on the plate, or-§t111 eats everything yaguse . ' |
: o R his/her attention iy aravn avay By another activity like
reading. [} . \ . %
S . A "

nyﬁ: technique for snacking is food “substitution:

using low-calorie foods for snacks. The decigion of what,to

I eat for a snack can be made on the basisfof how mamy -
L .
J uurf’- your teenager thinks ars in the foods available.
. since the caloric content of foods 1is not intuitively

xr obvious, -effective snack substifution depends on caloric
:

N < Knowledge. Your teanager vill be given a pocket calorie

counter to aid in this decision process.
5 i a 3 v

A groat ousber of snack inhibiting techniques have besn

mumw tn em past four essons. uthmf{a these were
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introduced in different contexts,’ they: can be applied to
~ B - ¥
. impulse eating in any’ situation. The techniques most
5 _— commonly used to combat impulses are ‘listed in Teenager's
r Behaviors for Week 5. ’ ’
f " . @
¢ = .
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.
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11, mn.q-z}{v;jh’ivxan for Week 6

Introduce an eating delay. Take note of the time
vhen you feel hungry and have your snack only after you have

wai a 'pre-determined amount of time.. Progressively

A
increase tye length of time before your snack. By next week

. . ' - .
Y /you should be Ji.lti.nq at least 15 minutes before you have a

v, »
.snack. S~ .

B. If you snack, put the food ddwn between bites, take
. .
lnl,wtz to eat'the snack, and enjoy the food. If you permit
+ yourself'to do s, you won't feel quilty aboit eating, and

you Will tend to eat less over a longer period of time.

1] ) )
’
= €. Snacking only at your designated appropriate eating
\ [ ] v place 18 a very effective way to cut down on extra eafing.
' o g Ca .

" . - v
i ¥ E D. Plan your snack intake to decrease the strength of

your impulses.

v , - -

° ”-

.
E. Leave some of your s kb‘hm—mo!f:m)u‘.l

. ®  plece of popcorn, a bite o‘{ . '¥hen you are done, throw
i /
¥ N 3 | 5
T 3 % o ® Ao
. - Yo I i B
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3 - PAGE 8§
— it away. . )
. » ~
’ .
: . « N 1
v 2 s . P. Precede each snack with a glass of  water, a diet H
L . g L
! i -0 drink, or some food with volume and few calories. , . * 1 3
6 . e !
{ - L E . . d +
1 ~ 0 1 ¢ B |
. .
b . g h g i
. G. Chegk the caloris content of your snack. . e &
: ' ° < y
X I£ 4t 15 high in calories, mbstitute & lower calorie snack. {
. ’ . - % LS ki ]V
# In other words, control.your environment. Don't let it
. control youllI11f . . ’ o .
. . : .
. v rd o
. .
A 3 -y .
| > X. x
\ Py
. g
- & & v .
. ( .
0 « . 5 1
W S Sk :
[ ; + 4
« 2 .
i e & ¥ . %
LA} P .
P 5 . . .
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. @ , )
" ; c - "I, parent's New Behaviors for weexg &
i ” N .,
- A. When snacking'in the presence.of your teenager

snack only at your designated eating fface. Remember tne
g powerful etfects of noheling appropriate bemavior. @@ .
. ] B, Help your teenager to select low calorie-high bulk
.  food to be eatengpreceding meals and snacks, e.g., lettuce
"salads, ddet drinks (be suré it really is a diet drink, Y
. 3 " Ccheck the label for calorie content),etc.
«

preparation. Wnen you buy food to bring howe, make sure it
& 4n‘t food that can be eaten quickly. The more preparation 4
involved in fixing a particular food, the less likely your

€h1ld will-De to eat excessive amounts. If you feel it is

pecessary” to buy problem foods for yourself or other family

Dasbers, Xeep them out of Bight at homs, o place them ot
of reach. L A : .

»

v
meal. A serving of juice or other liquids may by consumed

| :
i . 3 D. Eliminate liquids ulunzy{qenlul-d with the main’
! befors or after the meal, but Thould be decreased during
|
mealtimes, Liquids aid in the digestion of food, so by
~—— ¥ » . e # .
\ eliminating aﬁ decreasing liquids, your teenager will
' ;

ase tl feelng of belng _!ull.' Also, ‘there isa - *

# L

Don't buy quick foods - all foods should require i
¥ =
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"tendency for some pecple to wash' down © their' £ood without

fully chewing it. By decreasing liquids, your childwill
have to chew more and will therefore increase his or .her
enjoyment of énéan, 1t's 11 right for the normal weight'
mesbers of the family to drink at meals if they’ must, ‘but
don't bring a pitcher to the .table, ‘If you must drink
something, bring a small glass of it to the table and 1f ,{m\u\
need more later, get up and get it. i
Renmenber how i.n[;or‘tlnt it 18 for you to model’ the new
SONRTIEN $0E) JORE" HUPARNE., |76, Ay OE e neCRasaLy Sax

you to adopt all thess new behaviors during all your . meals.

w

However, the more of them you'can use when you are in your ,

teenager's presence, the more likxely your child will be to

loss weight and keep it off foraver,
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Parent's Homework for Week Six - . .

N _
1. Name'four jow, €alorie gnack foods-on hand in your

kitchen. ! i

2. Put the following snacks in/ order. according o

their suitability for ﬂlttetll c?ocvut. bar, ice cream,

i
potato ¢hips, peanuts, diet drink, celery sticks,
popcorn.

4
3. Does your teenager dxi.n.k liquids with the iain

course of a meal? If yes nxv,t you noticed him/her changing

this habit?

4. Wnat foods should be™on hand to satisfy your

teenager's -hunger between the time he/she Comes home from

school and eats dinner?

?
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Parent's Weight Control Hanual'
Week 7 & -
I.. Developing Incompatible Behavior:
as ve earlier, we are changes in
the ABC's of your teenager's behavior. We gave your child

suggestions about how to change the antecedents (signals) of

his or her eating in earlier sessions. In this

ion, we
want to alter the behavior itself. We do this by developing

that are vith Baving two

behaviors that are incompatidle simply means that they
cannot occur at the same time. For example, a person cannot
swin laps and eat a mnack at the same time. At the times
your teenager is likely to eat, it 'is Ammntlt_a have a
supply of incompatible behaviors at his or her &isposal.

The first step in being succe:

ful at this is to recognize
the "urge” to eat, Being able to identify the urge to .wat
can be a tremendous help to your child. It can act as a

signal to use the

. The ‘following is
P £

a 1ist of several benaviors you both might employ to avoid

overeating.

Make & unv‘ of enjoyable’ behaviors for your teenager to
4o whan she or he gets the ufge to eat.
oy . A
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The reason anan takes piace at a -p-cxnc tm is
that at that moment eltia\q is the most pleasurable nctivi‘q .
available. Make a list of tnings your teenager enjoys
doing. Examples might be reading, watching TV, calling
friends, writing letters, doing hohbles, bowling or taking a
walk. An activity frod this list should be un-dué-ly"
engagd in'whenever your teenager starts to feel hungry.
Chances are that the hunger pangs vill be forgotten when s
or hex mind 1is othervise occupted. You can be an - important
influence on your teenager by cooperating vith his or Ter
attempts to e.uvere concentration from eating to other

Pleasurable activities. . Help your child make a list of

vhich are with. eating. Some of
these might be things you enjoy dojng togather, and your
prasence might make an othervise boring activity pleasurable
for him or her. FPor example, go onh walks together, exercise
togéther, etc. Also, when your K teenager wants to do
something from the incompatible 1ist, try to do what you can
to make it po‘lll.bll‘ h
'B. Plan your day around times when your’ thAq.r il ve

hungry. * d .

a o
“ It is cmiu’(}: you and your child to plan the day-
. o ~
around times When he or she is likely to eat. You can look

v
at the Pood Diary and determine these times, and then plan
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the day 80 your child Will have sonething else to do. - Let's
say, for example, that.you and your tunlqex do many errands
on’ Saturday morning and then are tixed and bored on Satushay

atterncon.  good plan vould be thldopart of fhe errinds

4n the momnind™and the remainder of: the errands in the
.,

afternoon. In 30 doing, you are not leaving large blocks of

time witn nethan to do, and you are yu—pnnni.nq by having ’

your toenagér busy at those tines she or he 1s most, likely
to eat,
5 ;o . : : .
c. v éélp your teenager avold feelings that protpt hunger.
L B - AL . :
Many overweight pecple report that.they eat in response
‘.eg certain feelings. They way eat “mote | whian they are

depressed, lonely, angry, etc. It is important - for your

. teenager to avoid-these situations by planning other thiings.

If there are times or situations when he or she is lXxely to

feel any of these feelings, your teenager should plan to do

enjoyable, in clubs, groups or
hobbies often helps to relleva feslings of depression or
boredon and is a"velcome alternative to sitting around and
feeling bad about ;uuxiall. Thers aze thres Boys and Girls
Clubs in town which have a very modest manbership . fes,
.p‘ymxu..niy $2-32° pex year, and prr.;vldl a place for your

teenager to mest friends and participate in: athletic,

* artistic and social activities, 3
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4 You may e able to pll'y a’role in- your child's’ -m‘sm
‘o Plan the .day End to aveld: feelings which 13ad to )
vereating. You' $hould let. him ox her Xnow that you are
avatlshle, but £ry not £o be ‘;;u-hy. You can also be of help
nyezyn;q to discern. pattemns of mr“lt‘inq.‘ You might
me.\c-: for i -nyx/_ that whenever you and your teenager

hava a she or he is by eating. If

30, you could try-to avoid these arguments or restrict gxm’
to_times.vhen your tesnsger is not 1ikely to be hungey: Vrod © e
might also point cut the pattern you ses to your tunlq-z ’

(bit ot cxitically) and offer. your" re1p tn teying to think o 0

of an alternative bohlvior.

II. 'Helping Youf Child FeelGood About Him or Herself - u B

-

No doubt you -}3-"‘--:- that being overveight often
leads people to feel bad about themselves. This feeling can
create, aepression vhich turn can lead to overeating.
Heng#, it is important for your teenager to feel good about
him'or herself. This is easier said than done, however, and
we cannot magically .u?m his or her .life enough to,
prevent those !‘unnq- from ol:cux't‘ill\r Bov-nx during -the
time "period  Whan your child 18 tying to dose weight, thew

‘good fn:.ing-« will be totally dependent upon the goals that

f .
are set. You can help your teenagar achieve good feslings 3>
Dby following this simple xu).l.x Give praise for appropriate. v

. %o ° . ! -

: : -
. -
i o,
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eathug and exercise behnmz-, but let slips and mistakes go
by without ::Lt:ci.mnuh Let, ‘your child. v “that you
ik he or.she 18 a good pezson ino 1s capable of reaching

whatever goals have been set. ”

"III. Your and Your Teenager's Goal Should be Habit Change —

Not. Meignt Lo -

The goals you and your teenager set« for em-'quzm
wa.u m‘;lxtﬂetumznlmmrmnmod If the goal is

dramatic and visible weight lo

you are setting yourselves

uwp t6 ‘be. discouragede, However, if both of'you choose to 2

change your habits, you will hive goals you can reach, and
qach of you will'be able to £ee good about Fouzsaie. Por
eample, if during a p-xucunx week we suggést that you and~
your  teenager it dom your forks betvean bites, then
consistently doing that should be your qo: - In o doing,
;&o« Doth will De'able to have a feeling of :ccq:liﬁhmnt'
ana \;x:u. feel better about yourselves. This will further
encourage you ’ t8 feptiase Livolvessntin W prograh. on
the other hand, if you S visible weight loss, '

yau Will seldom be rewarded du.r!-nq 2 given week. S, your,

quu should be habit change. The ‘eight los

¥ill happen

with time. This is. important for paxents in tvo ways.

First, it points out that you should praise your teenager
5

for' poBitive c;.{nq.v/u behavior!ll Concentrate on taking ' %
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each d‘y one at 2 tamul Each.offers anew nppununxgy for -

o W prograss. Dnn't et ynur teemqar up £of failure. sef ypu.

mationl faxyouzchuﬂ w!.ehi.n reach. - s-eonaly, the

qou.s you set foxr youmlfm taportant, Your own gonl

! should be to chiange your b.h-lvior in'the ny most likely to

help your fasnager. ( e
o S

L T~ s

sute you are doing your part each day. 1111
. - % "
Parant's New Bahaviors for Week 7 -
- . 5 *.
. . ] &

. . 4. B. Plan your day around times when your child will be

A. Belp your thenager think of  incompatible benaviors. -




S

o

A. Make a list of Ix which:

with eatis These can be ‘both enjoyable wxa necessary,
5 ’

benaviops. Use onelof'these behaviors to brexx the chain of

benaviors that lead to eating when your body doés not need
. . PR : h

. -

B. Plan your day around times when you will be hungry.
Plan-to be doing something incompatible with eating during
those times ‘of the day you usually £ind yourself snacking.

C.Avold feelings that prompt hungér  or plan some

activity for those times M.yo:n-tn:,:q!pmnd. angry,
ete.
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N
Teenagers New Behaviors for Week 7 ; .
S N B ©

-~ o.. 'Gradually incre

the time betveen the urge to smack

- anl your actusl asting to i dr 15 inutes. . While you are >
vaitisg to eat do something else. e pangs are short-lived .

. .and if you dalay eating by 10 or 15 minutes, the urge to eac Ao

® | will diminish vith-cine. . 3 .

. $i8 .
E. Carry no change and little cash when away from home. This

¥ill prevent you from my:._nq_jm' food that you really do not

.
\ -
s . g e
; .
i . N .
2 V . :

5 " -
; b g :
f . ° L . :
il “ - i



- Please give short answers to the fbllowing questions

“ana rem your work with your teenager at the next session.

1. Namé 3 things you and your teenager can do together

“hich are incompatible with eating. ke

LS

e
2, Are there any topics not covered ,in this cour:

that you would 1ixe to have leamed avout? ¢ K

3. Will you be out of town this sumer? If so will

you please let me Xnow the approximate dates. I will be

calling each teenager in 4-6 weeks time to come in' for a

weigh-in and would like to be able to Contact everyone. -
4. Please complete the enclosed Food Management

Questionnaire. Renezber mmmltmﬂn!il. ‘Thank

" ySu for your cooperation and support.

% i
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.t Hni.ntemcz “Behavior Che:klut AR

R Veek One 3

e B R N
“Please. recnrd in“each of the follawing boxes, the mnnb!r of ‘times each dlz
xnn actually carried out your new behaviors.’

\
. 5 ~ ' ¥ '
. : Days ; I
g 7 i
1|72 3|4 5 b 2 :
1. food down beiween' bites ik ; )
2. : £y . . !
s .
e hd ;
. — - N -
> . »
e
. » ‘
. .
i J )

) - .
/
. b "

s
NOTE: Remember to return these with your food diaries. /
2 \ 3

S
.

1 o A e i
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' oy * 1 ; ; o o N - .
B . Maintenace Behayior Checkiist . L
= ; . : veek Two oAt . .
! ' & ’
3 Please record.in eachsof the follaving boxes thn mm er of tines each day
. . actually carried out your new behaviors. 7 i 5,
- oy - - . w o b
. < Days ~
. : 1 o2vls fa |s]e |7 -
8 . ». . p - *
[ k'nnd down between bites ¢ - .
2. m-e in middle of meal . ! y 5
"13. Intredse routine gxen’-e L k 3
s . o L .
W ‘ : X
N ) . ) s
@ . - 4 : g

_NOTE: Remember to refurn thése with your food di .*es.‘ . Y B

7 v
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R . : C T ; Al
Tivan . o gy o Gia { 5
5 . R R 8., .t .
. e & e e, = .
i & e T " Metatansh Chigeklist” SO - .
i b . e ¢ .Y Week Tgee 3 3 9. &
- . 2 . /
Hanss Heions ta"auch of Ol fanwxn; boxe. thc n.-su o m.q uc’h day ;1m.} .
-cquny cdrried out your new bgh-v - o
s L - x 3 = Y
oo, T
] * e s 5 i :
: » % #.5% 61 b S k
. A% o 5 A .
1. Food dows between bik & G [
J M ! ¢
R 2. Pause in middle of meal = | 3
t : S =z g
< "3: Increase routine exercise *
R ¢ o Al s [oee I * P 5
¢ 4. Eat at ‘eating . place h .
| ' : N o
e 5. No other activity vhile eating ! P £ o et
' ' 6. Eat at same time each day - . i i B i o
N . S N Ly % . ey » e " ¥
. = g Ve } ity \ :
J . c s i 3 ¢ 5 B S
3 . 3 T .
. o i 2 « ) v
o . o
i — . \ £20Q .
5 . i . 2
. . . . 3 ; s
e s N ¥ i@ b (o \
> I '
& ‘ ¥ i " J v
K s : I iy a 2
Note: Remember to return this with your food diaries. : \" <
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P AR ; . ¥
t . . .
o s ! Mainténace Behavior Chécklist . N
o o . ; . Week Four 5
ik L X Please record in each of the following boxes the ‘numbér of tines
i e each dax you actually carried out” your new behaviors.
I G 45
5 ¥ . ’ e 4
P . E Days
Vi i . e “
E : v
FEERS 3 . 4 s fe |7
. N s
L " 1 Fnod"dwn between bites.
LR 2. bauee ta middle of meal . |, . T
T B 3 muhu soiting ‘exdreise

H o TR ¥ 4 a.: At eating place
4§ W - 7y -
i 'S, §o ‘dther activity while eating ‘L. e
= ' §. Fat at same time each day ’
. : L. i 7
: 7. $maller plates:and utensils .
2t .+ f. Store food out of .sight & ¥
. - - -
S 9. Leave table immediatel - |
% ) £ .
. e . .
- ©
v . 2l A
» . " i .
< e :
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3+ . ‘Maintenance Behavior Checklist . |

' . veek Five ¢ oA - i
2. - i, . 4
) Please record in each of the folloving boxes the number of times 5
. each day you huu.uz carried out your new belmvxors. {
. |

]
i |
;‘ 3 B | Days

w “1. Food down between bites: . LY

g0 Pause in middle of mu\

H ¥ ‘ 3. Inl:rease rcutinu uxerci.ia
3 T

4. Eat at] eating place . L) |

5. No other activity while aating i s
L \ B B z { o
ook . + 6. Eat at same time each'day | 4 w B iy

7. Smalldi plates snd ntensils: \
;

: « . 8. Store food out of sight

. 9. Leave table' immediately . i il .

. 10. Leave'food behind .

11. Dispose of leftovers \ 2 l
iy T

12. Mininfze contact . PR O L LI
T B . 3
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I : ! Name: _
} g ) \ v — ‘—=
; ) . R 2
£ * Haxnunance Behavior Checkitst ¥ L
i % .
. n . | waek Tix i
i e Ploase record in.eath of the following boxes the nimber of

tines each day you' actually carried out your new behaviors.

: | N Days 5 i ¥

- ] T 1234567 « e

g ' Food down between bites | 2 ) pry
2. Pausé in ml;!c.:lla st waur | i 1 !

3. - Increase ‘routine exercide . .

T " ] ]
4. Eat at eating place . -
) : = ==
@ . 5. No other activity whileleating| . | |«
p 6. _Eat at save time each day . . o

1. Smaller plates and utensils

8. Store food oiit.of sight. A

5 . 9. leave table immediately’

10. Leave food behind £ 1 :

11\ Dispose.of 1

@
12. Minimize contact

13. Snack nutritiously

NOTE: Remember ‘to return this with your food diaries.




Name:

g : Maintenance Behavior Checklist

« " Vaek Sevén

Please record in each of the following boxes the number of
times each day you actually carried out your new behaviors. i

' . Days,

- 1 N : e 3
- w 1. Food down betueen bites o )

. 2.¥ Pause in niddle of meal
3. e routine exercise -*

4. Eat at designated eating place

-5.' Mo other activity while eating

* 6. Eat at same time each day ")

_, ; 7. Smaller plates and utensils

8. Store food out of sight

'9. lLeave table 1y

. + 10. Leave food behind

. Dispose of lef!

12. Mfnimize contact ) ’ W

13. Snack nutritiously I

" 14. Substitute activities for i "
v eating £

NOTH? Remember to return this with your food diaries. ¥

W - = . ¥ i
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. lonely

'« THE EATING SURVEY .
1. Have you ev(-;r eaten whenvyou are nv‘M hungry? ‘ /

2. Do you like to eat alone of with others?

3.Do. you go out often with friends v\;l\houl'swpplng for somethirig to eat? .

" 4. What foods do you eal thel are m@enced by:

(a) your religious belief or customs (for example, if you are Muslim, yuu do not eat
pork for religious reasons); - .

(b) your friends;

(c) your family t‘)ckground;

(d) ‘your geographic location; and

.(e) -special occasions, such as birthdays or gradua(lon‘l v

5. Do you eat when you are... ? Please check yes or no and specity the foods where
necessary.

i Yes No Examples of food eaten
heppy .| N

bored .

tired
angry
equad
nenvous

6. Do you eat different loodﬂp/he summer than you do in the winter? Please specify.

T Lfsl your three favourite foods (be specific). Comparethetn lo the lavour\leso( other # ¥
c{ass members. !
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Teenagerri'oqd Management Questionnaire

Directions: Write the letter (a), (b) or (c) ‘to indicate
the ‘answer thzt most represents your food habits.

I. PHEPARING FOOD 3

1. (a ) Do others. usvally prepare your food, or (b) do
you. u:ullly prepare your own food?

you (or others) usually prepare (a) hi{ﬁ—c-}orle

muls or (b) low-calorie meals?

3. Do you (or others) usually prepare (a) quaatities
of food for more than one helping per person or (b) quanti-
ties sufricxent for,only one helping?-

II. .SERVING FOOD \ .
1. (a) Do others ﬁ:unuy serve your food,  or (b) do
you usually serve your own food?

2. Do you usually serve (a) more than| you need, or (b)
noderate peruon? " .

. Do you usually serve yourself (a) second portlcns
or (b) only one portion?

4. Usually (a) sre bowls. or food containers on the
table or (b) left in the kitchen? :
‘. - ;i

III. EATING

1. Do you put (a) a large or (b) a‘small quantity. of

"food on your spoon or {ork?

2. Do you chew your food (a) rapidly or (b) slowly?

5 &
3. Do you usually (a) put more food into your .mouth

before you 'have -finished swallowing or (b) wait un€il you

have swallowed all the food in your mouth befnre you take
another bite? 7

. Do you (a) eat so fast you dan‘\. have ume to._enjoy
the l‘lavour of your food or (b) do you'eat’ slowly enough to
enjoy it thoroughly? .
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3 5. Do you (a) eat all the food in front of you or (b) B
stop eating when you're full, even though there's food on
your plate? ° £ ‘o

IIT.  CLEANING-UP

1. After eating do you (3) sit around or (b) leave the
table? .

2. After finishing the main dish do you (3) leave the
leftoyers on the table or (b) clear the table before having
desseFt? . * g E

IV. SNACKING

yuu snack (a) frequently (more .than« two times
dllly) of (b) occasionally (less than tuice a day)? o

- 2. Do you snack (a) large quantlnu of food (e.g :
sandwich and a piece of cake) or (b) :n)l quantiues uL .
fond? ° s 3

3. Do you snack mostly on (a) high-calorie foods
(e.g., cookies) or (b) low-calorie roods (e.g., lpplu, cel-
ery and" carroc:)? g .
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SCORE SHEET FOR MY FOOD RECORD

Count 1 point for YES answers.

.DID YOU
Eat at least..

. 3foods from the Milk and Milk Products Group?
2 foods from tﬁe Meat and Altenates Gmup? o if -
3 foods from the Brgad and Cgfsals Group? )
4 foods from the Fruits and Vegetablei Group?
Eat at least 2 vegetables?

'Eata whole grain food?

Eat a variety of foods in each 5( the 4 food groups?
Eata nutritious breakfa.sﬁ

Eat at regular intervals during the day?

Eat mostly nutritious snacks? -

10 L
EXCELLENT -

8~-9
' GOOD.

5~7
FAIR

4 and under
RISKY

DAY{ | DAY2 | Davs

TOTAL SCORE
(meximum 10 polnts)

HOW DO YOU RATE? o

Cooqr-muml “Excelient”indicales that you sre cnoo-mq your foods Muly Keep
up the good workl

ot With just a few changes wmqn,
You coukd move up to “Excellent”.

Thm h ‘some room ly‘t I-wvw-m( In your food choices. Look at your wodnq

habils (oday by L o
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Classification

by putting

MILK & MILK
PRODUCTS

MEAT &
ALTERNATES

BREAD &
-CEREALS

A. Cheeseburger

5. Coffee. .

6. BranMutfin

7. Strawbenry Jam . -

8. Granola

9.°Green Beans

10. Oatmeal &rkiq :

11. Chocolate Bar

12. Rice

12. Ice Cream

T
14, PeanutButter.

15. Potato Chips

16. Doughnut

17. Baked Béans

18..Pop.

19, Macaroni and
-Chedse .

20, Honey

21, Tuna Fish
Sandwich

22, Chocolate
Pudding

23, Pizza.

24, Burter |

25 Orange Jello
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'ENERGY QUIZ

Similar amounts of comparable loods often vary in energy content. Compare
the following pairs and put an ® by the food in each pair which is higher in
kilojoules (calones) If you think both foods in a pair are equal, putan ® by

both.

1. 0 2% milk

2.0 grapes

3o fr:;r!cél fries
;1. O Danish pastry
5. 0O butter

7. O'potato chips

8. O chocolate 'marshallow(b/
cookie

_ 9. O roast beef

10. O bacon, lettdce and
tomato sandwich

O hotchocolate made with
whole milk

0 raisins

O baked potato «

O bran muffin

0O margarine .
O applesauce

O pretzel fﬁfl;s

O-arrowroot cookie” ¥

0O roast chicken
O club sandwich
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' DIETING AND NUTRITION QUIZ

{ . T F 1. Food should not be-edten just befure bedn.m- hecause the bcdv wi t
burn the calones 2 .
T B 2. Since my paxents are fat it's in my genes - - I ckt losei ~
I F 3. It hurts‘ to lose weight then gain it \aack. '
T.F 4. ‘Skipping meals helps to lose ueight.
* I I£ I szay.on a dxet 1 w111 not-, lose hexght every w==k~ -t
’r‘ F 6. By entmg less, my stomach mll shrmk : Lo
\ I Fe 7. Far people srergluttens.. . .. % 0 r . B
= AF' 8. :Horménes are usually useless in helping Qietelr’s to lose ;ceig_h(.
T F . 9., Cellulue and fat are gfie same thmg. . S
T F 107 The A:kms diet, the, nlhmn d:st and the s rsdale dnt afe snte and
4\ effectiye. )
' -T ' F 1. "\-Fasting is the ias:e‘s lose weightn 5 '
T F . 12. Large doses of v_it C will prevent colds. .
T F 15; Excess weight is due to a’(cé;s;water, 50 water pilJ¢ are hlepful. ;
: ! & - 8 .
; i ' L T
’ ‘ I s ) . .
. . e
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3 * MYTHS, ABGYT DIETING AND MUTRITION 7 P FALf
. s " PLERNC . W 5
Myth 1= Food should not be eaten just before bedtime because the bwy . o 3‘

Il not, bum the calofies..

YouT body
:xpepds energy

a simple machine.
rough activity.

It takes in energy through ean.ng and
It makes little differknce when you eat,

rather how much and what:you eat.

It is like ypur refrigerator,

ora

account,

Withdrawals, not on the timing.

.

Whdt it contains depends on the balance of depn\ts and -

Myth 2 Since my parents are £at it;s inmy genes ~- I can;t lose.

Research on the ger\enr.s—k ubesuy is just now being .conducted on
hurans, so we are not-certain about the degree—tq which obesity is inherited:
Man has known forythousands 6f years that domestic animals #an be bred to
be fat,.and many people feel that.obesity issequally inheritable in humans. -+ '
1f.a child has one overweight parent, there is,a 40% chance the child will <. - * }

pacr eatin}

L4

‘have fattening foods available, and pass‘ajong food prefe ‘ 3"

contribute to obesity. Presenuy, e do not know if'you can lame your I
: {

it is also poss:ble
habits, :md td'

problans on your genes.

Tepeaty

). espt
edly, may be worse than simply staying overwéight, It is

It doesn; ¥ hurt to lose wxght then
T is possible that losing weight then fega:

periods of weight gain that blodd pressure and serum choleste;
a large increase. Stlies with have shown that repea
of weight loss followed by weight gain can be associat
heart problems. It is also disheartening to’ sux’fer throu
7o maintain weight loss. L

Another important fact -- when you lose: wught very rapidly, especially - . .
when dieting without exercise, you lose lean body tissue (muscle, etc. Yas .

“ well as fat because the body camno

cannot mobilize its fat stores quicklyeenough.’

When weight is
quickly as it

Teg: rapidly, the body ¢annot produce lean tissue as”

e -fat tissue, so.much of the excess energy is

of body.

weight becomes fat, The moral of this" Cuncen:rate of

/l :

of yoéur uexgh: loss.

Myth 4

Skipping meals helps to lose weight.

t can
converted to fat. With each repetition of'this pattern, a greate rc:nuge {
7
.

\hny dieters skip breakfast, and even lunch, and then are f:ﬁished by .. 17
dinner time. They then consume more food than if they had eaten moderately
throughout the day. They may also feel that skipped mealsilicense an .
evening binge.

But most ulportnntly, having orﬂy ene meal per day has-metabolic
consequences, regardless of caloric intake. Research has shown that one’ s kS
meal per day is associated with =1evlned cholesterol, impaired glucose o o Y

fat theisi. Therefore, if you have only. one
meal per dzy your body may add more fat than if you have the same number
of calcnes in different meals. There is.also evidence that ob=§e peeple
(eﬂd*ﬂ eat fewer mealg per.day than their thin cbunterpart 4




'
i
i

= 206

Mvth § If I stay ona diet I wxu lose Helght every week.

Tost every dieter will reach a plateau at some point in a Ne)ght loss
gram: The danger lies not in the plateau, but in the mind of tl

dxeter if he or'she assumes the pmgram is ineffective, abandons hopl.

goes back to the cld patterns of eating. A number of :hx.ngs can halt

weight 10ss temporarily, for example water. retention. But if you stay on

- your pmgnm you -ull lose weight.

6 By eam\g 1=ss my stomach will shrink.

Tt is True that if you eat less for a long period of time, you will.
learn to feel full with less food. This may be particularly true with
sweet foods--a food htat was once delicious may be distastefully sweet if
you have had few sugared foods. The process that underlies this is not
clearly understood, and it may be psychological as well as physical. Be

t as it may, me stomach does not shrink:

) th 7 Fu penple are gluttons. .

imply not true in most cases. Some overweight people eat no
,mre \:hnn :heir thin friends--their bodies may not be as efficiént at using
the energy. Most overweight people do eat more'than normal weight people,
but not to such an extent to deserve being called gluttons. More notably,"
almost all overweight people are less active than thin p:cplc, so the

. energy they do consume is less hkel)' o be used.

Myth 8  Hormones are the answer.

Hormones are an important determinant of fat metabolism, but hormone
treatments are npt an effective treatment for weight reduction. Many
overweight people claim to have an underactive thyroid. Thyroid hotmone
(thryoxin) does mot facilitate weight loss and has many undesirable side
effects. Again, there are a few people who do need thyroid hormone, and a
paysician should be consulted.

Mth9  Those ugly lumps of fat are cellulite and they need to be broken

T W

" Cellulite has been a useful term--for those profiting from miracle
aids for anxious dieters. M people believe that there are two types of
fat--regular fat and cellulite. Cellulite is thought to be the most visible
and the most difficult to burn up. The dieting industry was quick to
exploit this notion by introducing dGzens of methods for ridding the body
of that demonic cellulite. After an extensive investigaticm, the American
Medical Association concluded that cellulite does not exist, that there is
just one type of fat, and that the devices made to burn up cellulite are of
little use.
Myth 10 The best diet is a lw carbohydmr diet. . -
~~Many famous diets have prescribed low level carbohydrate intake,
These diets include tha Atkins diet, the Stillman diet and most recently
the Scarsdale diet. When restricting carbohydrate intake, the body has
too little glucose to use as fuel, so it metabolized fat for fuel. The body
produces ‘ketones which carry unused calories and are excreted in the urine
The low carbohydrate diets use this to claim that dieters can eat all they'
want (especially fats), and imply that weight loss.is more rapid than with
other diets. These diets can be very dange: The » for example, has
labeled tha Atkins diet ‘unsafe and unscientiflc’. In addition,
there is no evidence that this diet produces greater weight Ioss than any
other diet"that restricts calories to the same degree.
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Myth 11 - The liquid protein diet is safe and effective.

T Fastipg means no food. When the .body is deprived of energy, it uses its
own energy by burning fat and protzip. Burning protein is undesirable
because this results in the loss ofqllean body tissue. Reputable scientists
have attempted to counteract the protein loss with protein supplements.
Dr. George Blackburn.at rlarvard Dr. Alan Howard of the University of
Cambridge, and Dr. Sol Genuth :of Cleveland’s Mt. Sinai Hospital have used
the protein sparing modified fast under strictly controlled medical conditions
and have found evcouraging results. The major problem with this approach is

at new eating habits are not developed, and lost weight is regained in
h:\le t:.me

+Mythl 12 ].arge doses of Vitzmin C aids health and prevents the common

In hxs book Vitamin C and the Common Cold, Dr. Linus Pauling clalmed
*to have found a means for preventing the common cold and for re-wdvmg a
number of other ailments. Pauhng suggested we consume a three to six
month’s supply of vitamin C each day. A number of controlléd studies have
been conducted to test the vitamin C controversy, and-in each instance,
those persons taking vitamin C do no better than' those who don’t. There are

..also several medical and nutritional comph:ations involved with megadoses
-+ of this substance.

Myth

Excess weight is due to excess water, so water pxlls are helpful.

erweight people have a smaller percentage of their body weight as
water than a normal weight person. Water pills '(dxuretlcs) are only likely
to dehydrate an overweight person .and are not indicated for weight loss.
Also you should ndt limit your water intake in an attempt to reduce your
weight. It will have a temporary effect at best, and may be dangerous. A
small number of people have water retention p‘mb]ems that need to be
qhagnosed by a physician. «
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. EATING AWAY FROM HOME
CAFETERIA : N

Mére .and more school boards are now taking a close look at the
type of food served in the school cafeterid. Some schools are
calling cafeterias "Nutritioh Centres" and this title is backed
up By serving items like bran muffins, yogurt, salads, quiches,
crisp raw vegetables, and fresh fruit.

You can stick to your diet :f yoy just plan ahead - and don't

grab the first item you see (unfortunately, usually gooey
deeserts). Locate the salads, seats, and vegetables.. Carry your -
- tray past and select a vegetable soup, salad and an apple. -This
meal will fight off hunger pangs and provide the.nutrients you'
need.

VENDING MACHINES

As with the food served in the school cafeteria,” more school
boards are putting.pressure on to remove the "caution" foods
from vending machines in schools. -Perhaps you have noticed
the change in items sold already. There is a healthy trend now
to fruit juices and milk rather than pop, high—pxotein snacks
—._rather than chips, fresh fruit rather than lemor- peringue pie.
“And that u qood news for dieting teens. If you need a snack,
check the "in" list of snacks (remember the food groups) and an
apple or a muffin, milk or juice. Head over to the water fountain
if only sugar drinks are available.
) AT THE MOVIES '
While thercare only forty calories in one cup of plain popcorn,
very few teens (or adults) can stop at just one cup. And very
few refrain from adding salt and -lots of butter (which adds
calories). Nuts and seeds are more nutritious than popcorn -
but high in-calories. While dieting, take an apple to the show.
It is just as noisy as the popcorn, has more nutrients, and will
be farm more aatis!yan.

WATCHING TV

Don't sndck when you are‘watching television, either. Make a
point, when dieting, of always eating in the same plate. And
that should not be in front of the television. 1If you are bored
with the TV program, knit, crochet, do some rug-hooking or a
jigsaw puzzle, or f£ill in a cross-word puzzle. Or turn it off, and
read an engrossing book.

AT A PARTY

Don't stop going to parties just because you are "on a diet". But

. keep your resolution not to over-indulge. Disco dancing is going to
burn off some calories but that'is not the purpose. Still stick to
your-basic food plan. :
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Concentrate on talking to your friends, and bring,along your soda
‘" or mineral water. (It's the "in" refreshment these days, anyway).-

If you aré giving a party, put out lots of raw vegetables like
mushrooms, carrots, celery, green pepper, green beans, cherx:

tomatoes with a plain yogurt dip. It will be a popular smack your
‘friends will enjoy. If you are invited to a dinner party, request

small portions, avoid rich sauces and gravies. Yoy won't be criticized -

just applauded.
.kl\'r A RESTAURANT :

If there are french fries "with” the dinner, ask for a substitute

salad )ox a plain baked potato). Ask to have a salad without dressing -
just vinegar or lemon will perk it up. Ask for toast without butter,
and vegetables and meats without sauces. It's your dollar and it's

Better spent on healthier, los-calorie Foods. bo let's choose wisely and
well.

FAST-FOOD OUTLETS N {

Most f3st-food outlets now offer salad bars. Select a salad and avoid \'_,
the friles. Choose milk (preferably skim) or juice over the milkshakes. |
Avoid deep-fried foods completely, of, if you can't.do that, take of
the batter from fish or chicken. BAlso avoid heavily fatted fruit pies. |

. A fast-food meal occasionally is fine - but watch what you select. -
We have listed the calorie content of some of your favorite fast-food. !
choices below. A.cheeseburger, salad, juice or milk is a good combination.
Stick an apple in your back pocket for dessert and you will have a fairly
well-balanced, not too high-calorie meal.

Fudge ( 1 piece) ...

Chocolate chip cookie (1) .
Potato Chips (10) ..

i Doughnut (cake type): ....
Chocolate marshmallow Dani,

COOKAE reussonnnnnsnennenns sas 15 BEZ{\
Popcorn (250 ml - App.

no butter) ...
(plus 25 ml butter) .
Strawberry yogurt
(175 m, .
Bic Mac M.

Chocolate mélt (large)
Banana Split .....
Chocolate Sundae (large)
Popsicle (1).......
Plain ice-cream cone (1)
Sugar cone (1) v.vevverens
Chopped peanuts (125 mL)

Pizza (1 slice )
BOL 809 wessnns
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nts for Preparing Meals
212

There are several thans .you can do to make your meals more
interesting, even if the foods have very few calories. Boredom
and tasteless foods are common complaints among dieters. Here
are some tips for spicing up the foods that you prepare.

o
1. Have many dutritious foods available. Most fad aiets concentrate
on one food. When you tire pf that food, you must go’off the diet,
then you are back where .you started.

2. Make your foodymore attractive. If you have the fseling that eating
must be unpleasantiwhen you are trying to lose weight, then you are Setting
yourself up for boring meals. Try to make your foods as colorful and well
prepared as ‘possible. The popular magazines abound with recipies

for low-calorie foods. Many are delicious ‘and quite low in calories.

Make sure you know the number of calories in, these foods,, then try some of
them. s 4 <

3. Try to avoid cooking foods in high calorie oils. ‘You can save your-
self some calories by boiling or baking foods. You will notice im your,
calorie book that fried chicken has more calories than baked or boxled
chicken., : .

4. Avoid foods that are prepared in oils or have extra sugar. Tuna fish
comes packed in water or oil. The water is better. ,Canned fruits can be
in heavy syrup, light syrup, or water.- The heavy syrup is high in calories,
the:light syrup is better, and water-is the best,  Watchrout jor those
cereals. Most of the highly advertised cereals have a lot of sugar. ‘AR
average.sugar-coated cereal is 50% sugar. Try the unsweetened cereals.

5. Use different fruits for dessert. Many calories are consumed at
dessert time: Some desserts,supply many calories put few nutrients. Try
fresh fruit with a little brown sugar or some artificial sweetener if
needed. Also, remetber that ice milk has fewer calories than ice cream
and supplies some of the nutritional requirements for dairy products.

. 6. Keep a supply of vegetables for snacks. Raw carrots, cauliflower

.need to snadk.

celery and her vegetables a:ﬂlow in calories, and may take care of your
<

7. Start off your meal with a low calorie liguid or somesoup. ' As I
mentioned earlier, your stomach takes seme time to signal your brain that
you have had enough, so -if you begin with a low calorie food, you may feel
more full by the time the high calorie foods come in.

8. -Try different types of fish, Canada is enamored with meat, while
fish is-a good source of protein. There are also many creative ways'to
prepare fish. .

9. Using seasoning to make foods more tasty. Your spice rack can be -

a real asset-when you are trying to have interesting meals., Sift through
some cookbooks to see some of the many ways spices can be used. Then
experiment. .
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Hints for Eating Away From Home

214

1. Keep the bread basket at the other side of the table. This
way everybody will notice your reaching arm as you move to secure
something from the basket. If you are dining with a friemd or
parent they can help by being in charge of-the basket.

.

2. Order an a la carte meal if pogsible. It is true that you may
save a little money if you order an entire meal, and you may tell
yourselfwthat you will not eat the extras (like french fries), but
we. all know what really happ;nsx The savings in calories-may be
worth the slight expense <1

3. Have someone else order for you. If you are going out with your
family or a friend, tell them before you arrive what you intend to
eat, then let them ordér. If you do not know what will be served,
then tell them after you have viewed the menu, then let them order
for you. This will make you more accountable and will make you think.
a little more about what you will eat.

- order {Salpds 'With no dressing or with dressmg on the side. You
may not wiant as much dressing as' some restaurants serve on-salads,
but it it is there, you will probably eat it. If the dressing is on
the side, “you can measure how much you use. : .

5. Carry your own dxet salad dresszng. order a salad without
d;essmg\ then'add you own low calone vanety.

6. oxder club soda or tomatn juice or ‘a diet drink when \others are
having Coke and milkshakés. This will keep you busy while the .others

© are drinking and can be a big help with the calories.

s
7. For your parents - if you want. samethxng with-alcohol, whx.r. yme
is Towere Tn-galories. @ i

8. Use celery, cargots,  and so forth as substitutes for high calories .

" appetizers at dinners and parties. You will be eating something but

will be adding few calories to your pudget. Watch out for those dips:

9. Desert i% not pecessar)ly a bad word, but be careful when you
order. You may want to have £resh Eruu: or gelatin in place of hxgh

calorie foods. %

10. Even in a, fast food restaurant you can watch yolr calories.
If possible, you can avoid the fried foods, get diet dnnks or iced
tea, and have a salad if available.

You can probably think of ways to avoid.the high calorie temptations
when you -are eating'away from home. Keep these tricks u our\sleeve
s0 you have several different ways of dealing wich these situatjons
when they arise.

1
)

3
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Yy . Energy Values for So}ne Common Fast Foods

ARTHUR TREACHER'S
Chigs (per serving)
Coleslaw
Fish (2 Dleoes)
* BASKINROBBINS .
fce Cream, all flavours (1 scoop)
Sherbets and lces (1 5coop)
BURGER KIN(:E

Cheeseburger
French Fries

r
Chocolate Shake
‘Whopper ,
COLONEL SANDER

'S
KENTUCKY FRIED CHICKEN

H: (Fried Chicken, Mashed Polatoes,
Colesiaw, Rolls) ,
2-Piece Dinner — Original
, Crispy
DAIRY QUEEN/BRAZIER
“Brazie?

Kilojoules

Calorles,

274
122
344

595

Ice Cream
Buster Bar
Dairy Queen Cone (medium)

Dalry Queen Dipped Cone (mdum)
muy Queen Matt (medium)

Dairy Queen Sundae (modum)

Dilly Bar .
Hot Fudge "Brownle Delight” Sundae
DUNKIN DONUTS
wts (including rings, sticks,
crullers)
s, Yeast-raised

Fandes (Includes coffeeYolls,
Danish, etc.)

'
MCDONALD'S

Apple Pie
Blg

'/4 Pwndm with Cheese

Chocolate Shake

PIZAHUT

Y70l 104nch Pizza (Thin Crust)
Beol - ;

ghaese_
‘eppe!

Adapted from The Fast Food Calorle Calculator by Henyy A. Jordan,
. Kimbrell, Eating ls Okay. Rawson

“Leonard S. Levitz and Gordon M. Kim
Assodlales Publisher, Inc., 1976.

KiloJoules

1820
1920
1990

Calorles
&

390
230 .
310
580
300
240
580

459
475

917
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- 3 S - : ° *The Pritikin Diet 5 i >
- . Recommended by Nathan Pritikin and Palm-.« M. McGrady in their book, “The Pritikin ~ B
. Program for Diet and Exercisa. . -
& F - " »
# PERMITTED FOODS ON THIS DIET - 8 5. Non-dairy substitules
1. Mik v a *(Boz) day 6rthe 6. L *
L Bo sl 2SH Y- 7. Smoked,
. Poolty, Fish, Shollish s i
N o 1809 (6 0z) and 3 cumeLes Fén THIS DIET -

. i1 3 . Yo 1. Eat three full meals’ daily. Don't go hungry between meals; snacks afe encouraged.
3. Egos -aggmuuunq e o A . Snacks can include fruits, vegetables or whole grain pmduds (without added fats or
4. Beans, k. Thirty grams. sugars).

- (1 02) ol soybeans must be substitted for 30, (1 oz) pouty, n\snouu-: A &
* 5 Nuts.Seeds-chéstnutsony | . Agperday.. E_
6. Ve - 3 a -
/eadtgties A g 2voca 'y yollow you need lo gain weight. : IS
TR 8 ! ; .
4 dng any r phy:
2. Eata s
agar) CcLAIMS =
} 1.70n ogram it yeas younger = and look it too. Vourmwumng
ing £ Ppatter rgy. take
(l P away ml tired la-mg. w n-\y,ausn rswco your daily sleep. llq\llllm'nl Some
P N £ Tor R 2. Pationts At the I.utwlyt:qn(gr in Cnlllomn lose an sversge of 6 kg (13.2 1bf in their
FOODS TO AVOID e ® . L & foir week stay. 23
- - . w . B 2o
1. Alfats and ol N x i ins y - y
2 . o 101015 per
Fra i B -
3.Eqgg yoby L - ™ . N
ks e .
-ent milk of any
L] = = ra Bl 2 =z
~ g - I LR & ¢ -’ 5
. S oy tomment= -
. : ” e a
-~
2 . o & : .
;e 3 - ~
% o "
B . < - 2
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> . . % )
THREE PHASE lPPROACH TO WEIGHT HEDunION -
* Recommended by R. Stuart and B. Davis in their book i
*Slim Chance In a Fat World — Condensed Edition” i
! enavioun CHANGE NUTRITION AND DIET . 'EXERCISE .
| Tho authors believe that eating behaviour s the resull  You are advised 1o oat 2100 kJ** (500 Cal) less than  You heod 10 exerciso regularly not only 10 use up

| sFenvironmenta infiuences. (wnn when, where and
Mow much you eat, with whom and where you ive.)
this phase of the program, you determine the e
Wreamental influences contributing 1o your overe:
g and attempt to change them. Suggestions 1o help
ou change your behaviour are included.

ample’
The Problem Most of us snack_while walchng
| Tevision whether we agg hungry or not.

Solutlon Restrict eating to ofe place in one room
only (such as the kilchen table) and do not combine
ealing with any other activity. (Such as walching

rsion).

yourlolal energy need par day. However, Lo obtain the

uzooc-l)pma.yuyouu awoman or 6300 kJ usou
Cal) per day if you are aman.
To oblain the rihi balance of hutrients you aretoeata

cereals, meats, milk products and fruits and vegetables.
. choose a variety of foods within each food group

in one or mara spacific nutrlents.

PROHIBITED FOODS No foods are absolutely pro-
hibited. However, you are advised 10 “use sparingly”
foods high in energy, fat, and/or sugar such as butter,

cream, salad dressings, candy, jams, syrups, honey,
wine. .

dessents, liquor, beer and

kilojoules (calories) but 1 promote health and well be-
ing. Dynamic or vigorous exercise Including bowling,
golfing, jogging, cycling, and swimming are recom-
mended. X .

Begin Exercising genlly and increase gradually. To
stick wilh this phase of the program it is suggested
that you

1) choose exercises that you enjoy

2)  exercise with a partner (0 make it more fun

3). choose exercises which suil your hlestyle 8.

s 3
4)  buld your exercise inlo the natural course of the day

irs instead of elevator)

(Example. us

B

ond

»....--—m-s...-nm-..n-.m,-.— ...,u.-,-... 1470 more hn 8 smolicaion o 30 ervw of e o

o However
RO raler 10 e g ook + . +
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. .
. Food Management Questionnaire

Directions: Write the.letter (8), (b) or (c) to {ndicate

* the answer that most represents your food habils,

I. BUYING FOOD raa ¥

1. Do you usually go to the grocery store--(a) without
a written food 1ist, (b) with.some ideas in your bead about
vhat to buy (but no list), (c) with ‘a wtitten food 1ist?

2. Do you usuall dwy (a) whatever .meets your fzncy in,
the aisles ‘and on the/shelves, (b) mbre than you originally
had on your list, (c) from your food 1ist only? .

Y 3 Do you usually shop (a) when you are hungry, '(b)
Whenever you need to, (c) when you are not hungry? &

an Da you usually purchase (2) more than you need of
most foods, (b) excess quantities of some-foods, (e) enly
moderate quintities of food? B

5¢ De you buy mostly (a)  high- ealorte foods, (b) a
combinatiol igh-and xou-ulorie foeds, or (c)
low-cllorie nutrnlous foods¥ - ;

II. STORING FOOD

1. Do you usually store food in (a) transparent acces-
sible containers in the refrigerator, (b) ever is handy,
or (c) 4n opaque (non-see-through) difffcult-to-reach con-
tainers in the refrigerator? . ” !

o A

3

2. Do you ysually store food in (a) gransparent,

_€asy-to-reach - containers {n the cupboards, (b) whatever is

handy, or (e) in oplque difficult-to-reach containers in_ '.h! ‘
cupboards?

3§ Do you (a) ysvally have food available on - ‘the
kitchen countertop, in the livihg.-room, or in the TV room, *
(b) sometimes have food available on the kitchen counle(!ep.
in Lhe livi e—TV—room,—or—(c)—al

0od on the Iu.r.chen countertap, in the living roon. er
he TV room?




PAGE 2
\ 27

TI1.. PREPARING FOOD ¥

1. (8) Do you usuxlly prepare your child's food, or
(b) does he/she usually prepare Ms/h:r own? . 3

2.  Which are usu-ny preplr:d (2) high-calorie -neuls
or (b) low-calorie meals?

3.. Doy or your child) usu-lly prepure (-) quanti-
‘ties of” food 'fdr .more than one helping per person or (b)
Quantities sufficdent for only one. helping? .

IV, SERVING FOOD i '
i 1.(8) Do you usually serve your child's food, - or (b)
does he/she usually serve him/herself? . 1
2. How much is usually :erved (a) more than is needed, H
x or (b) a moderate portion? J i

/ 3. Do you usually serve (a) second portions or (b) "
only one portien? o

Are (a< food containers usually on lhe table or (b)
left 1n the kxzehen7

f 7" % : ' 3 ‘
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B Name: ____

v Maintenance Benavn{ Checklist

! . . a
. .
A :
i
1. _Food down between bites
2. Pauke in middle of meal ; \ . .
5 3. TIncrease routine exercise ) ) : :
t 4. Eat at eating place N
5. No ogher activity while ;-nng ) o
6. Fat at same time each day ] . !
7. Smaller plates and utensils . ™
8. Store food out of sight
« 9. leave table somedistely '
10. Leave food béhind
" 1l. Dispose of leftovers ) -
12. Minivize contact 1] : .
13. Smack nutritiously
14. St h.rﬂ—‘r stivitias for \
T eating T B ; - ;
. .

ol
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PROGRAM EVALUATION

1. If you had to decide all over agaim, would you take this course?

Vhy o vhy not? .

2. How has this course helped you to control your weight?

3. What parts of the course did you find most nexp(:u

Veekly leétures : LY
" Discussion of lecture material
. Homework .
P Individual discussion about homework .
H - 3 S
’{. Meeting' the other kids 5
' Other (specify s 2
4. What parts of the course did you like the most? =
Weekly lectures -
2 Discussion of lecture material
Homework - )
B Individual .discussion’ sbout homework
Meeting the other,kids
i Other (specify) 7 >
- .
5, What parts of the course did you not like?
) v
Y 6. Do you think your homevork results were a true picture of vhat you really

ate all veek and what you did?

7. Did you really try out the techniques suggested in the course?

4 o
8. What otheMopics would you have liked to discuss?

3 v

9. Which, of all the techniques, worked best for you?

! 10. Were there any weight-related topics or problems you would have liked to'
b discuss, but weren't included or discussed enough? What would you have
1liked to_hear more about? -
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‘ ® > - ’ e ‘ . -
MEMORIAL UNIVERSITY OF NEWFOUNDLAND  « - * _s1 ¢
St. John's, Newfoundiand, ®anada  A1B 3X3' ;
Depariment of Psychology 3 - . 3 !
B . "December 22, 1983 ¢ |
¢ : . A .
d « 7 . i
: - - e 2 g i
# . * Dear Teendgers: : e Nt
eaz gers: A s e H P
= As I've mentioned on the telephone - you hqﬂ been selected. to be part i
4 of the group that is o be folloved up. o .o ¢ ST T

Bul are the é‘u. of the telephone calls.  All calls will be between
3:30 and 6:00 on Wednesday. Please remember to weigh yulﬂ!elf on yuur home .

i
> scales the Uedscsday sorning that'X vill be calling, ) - |
g
B ;
Date: . i 5 "y #
e Month #1  Deé. 14 - Jan. 11/84 M FORN. ¥ :
" 71 December 21/83 3 Janvary 4, 1984 . - 5w
. #2 December 28/83 - 4-January 11, 1984 T
N - ' Momth#2  Janvary.12 - Feb 8/84 * . |
5 January 18/84 . o #7 February I, 1984 . T
#6 January 25/84 #8 February 8, 1984 : : . N \
Month #3 . February 9 - March 7/84 _ .. _ o e o o
#9 February 22, 1984 . . . .
#10 March 7, 1984 Bk
- » Month #&  ‘March 8 - April 4/84 -

#11 March 21/84
912 April 4/84

" h#5  April 4 - May 2/84 g
m x.y 2/84 .
. / -
Month 46 May 3.- May 30/84 |
714, May'30, 195 '

For those of you who will be out ¢ of tova on soma of thesedays durxn,
Christaasy-I will callxou as soon as possible:

g P 3
W - ¢ U Have a Merry Chritaa) I hope the New Yeat brings you happines A
i e - s b 2 N
i 4 ) . Miry'Walsh oy
i Jedb " $

-
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Food down between bites

Maintenance Behavior Checklis

Maintensnce Group.) -

Date:

Month No: Followup No:

‘.'.

cT
1.2 3 4 5 6 7 8 9 10111213 14
-

Pause in middle of meal

Increase routine exercise

Eat_at désignated eating place

No other activity while eating

Eat at sabe time each day

shaller plates and utensils

Store -food out of sight

9.

Leave table

10

Leave food behind

. Dispose of leftovers .

Minimize contact .

Snack nutritiousl

14,

eating
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Parent Name:

Date:

Parent Behavior Checklists ,

Contacts

1.2 3 4.5 6

1.. Eat at same place
0

.2. Eat same time each day -

¢ 3. Leave table 1y

4. Do not offer food to teenager g

5. Remove serving dishes

6. Store food out of sight

7. Don\t ask teenager to be food
‘dispenser
8. Clear foods into garbage

9. Set some foods aside

10. Snack Nutrd ..

e T




*
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Name:
o 18 s
. Group:
Followup f:
Date:
\
Followup
Maintenance Behavior Checklist . ¥

Could you please indicate to what degree you used each
of these behaviors by using the foflowing rating scale:

~

never
sometimes

we—o
P

alvays
\

Food down between bites

Pause in middle of meal
Increase routine exercise

Eat at designated place

%6 oEtier sctiviey VHile enting
Eat at samg time each day
Smaller plates and utensils
Store food out of sight
Leave table immediately
Leave some food behind
Dispose of leftovers .
H‘inim;ue contact with food

Snack mutritiously

most of the time

»

Substitute other activities for eatlng

+
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