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CHAPTER I 

INTRODUCTION 

Obesity is a major health hazard affecting 

approximately 15 to 45 percent of adult Americans (Bray, 

1979; Ten State Nutrition Survey, 1972; Van Itallie, 1979). 

It has been associated with increased risk for diseases 

such as hypertension, myocardial infarction, diabetes, 

renal disease, appendicitis, gallstones, and angina 

pectoris (Allen & Quigley, 1977; Stewart, Brook, & Kane, 

1979). In addition to the increased risk for the 

development of physical disorders, obese individuals are 

subject to social stimatization. Not only are obese 

individuals discriminated against by others, but they often 

believe that such discrimination is Justified (Bruch, 1973; 

Cahnman, 1968; Rodin & Slochower, 1974). 

Given the prevalence of obesity and the associated 

physical and sociocultural variables, much of the research 

has focused on identifying its etiology and devising 

effective treatment. The etiology has been described in 

terms of an energy equation. That is, energy balance 

occurs when energy intake (eating) equals energy output 

(exercise, metabolic processes); obesity results when 

energy intake is greater than energy output (Bailey, 1978). 

Most researchers have focused on the energy intake aspect 

of the equation, positing that the major cause of obesity 



is inappropriate eating (Thompson, Jarvie, Lahey. & 

Cureton, 1982). The eating behavlor of the obese 

indivldual is believed to be regulated more by external 

events such as the time of day and availability of food 

than by internal hunger sensations (Schacter, 1979). 

Further, obese persons are believed to prefer foods that 

are highly palatable and high in caloric content (Schacter, 

1979). 

The second aspect of the energy equation, energy 

output, has been the focus of relatively little attentlon. 

Hore recently, researchers have argued that obesity is due 

malnly to low levels of physical activity rather than to 

simply high caloric intake (Dahlkoetter, Callahan, & 

Linton, 1979). This hypothesis is based on the observation 

that as Aitericans get older, they tend to become more 

overweight even though their caloric intake does not 

increase significantly. After adolescence, however, there 

ifl a dramatic decrease in the activity level of Americans 

(Bailey. 1978). Hence, the argument is that inactivity 

leads to obesity, not simply overeating. 

Although the identification of the etiology of obesity 

remains elusive, behavioral treatments have proliferated 

since Stuart's (1967) landmark publication. He argued that 

obesity is an overlearned habit which is strongly 

conditioned to various external and internal cues. The 

behavioral components focus on changing the persons' eating 



habits so that they will ignore extraneous cues and attend 

more closely to their hunger and satiety sensations. 

Researchers have studied behavioral treatment 

components such as stimulus control, self-monitoring, 

monetary contingencies, and individual versus group 

treatment (Chapman & Jeffrey, 1978; Hagen, Foreyt, & 

Durham, 1976; Mahoney, Moura, & Wade, 1973; Quayle & 

Powers, 1979; Rosen, 1981; Wing, Epstein, Marcus, & 

Shapira, 1981). These procedures have been more successful 

in facilitating weight loss than other weight loss 

strategies such as psychotherapy and aversive treatments 

(Stunkard & Penick, 1979). In a review of the literature, 

Wilson and Brownell (1980) found that the average 

posttreatment weight loss is 10-12 pounds, and that these 

losses tend to be maintained for one-year after termination 

of treatment. Conflicting conclusions were reached by 

Brightwell and Sloan (1977) and Stunkard and Penick (1979) 

in their reviews of behavioral weight loss programs. They 

argued that subjects in behavioral programs tended to 

regain their lost weight after one year. 

There are two main variables believed to account for 

the poor long-term maintenance of weight loss. First, 

Kingsley and Wilson (1977) have suggested that poor 

long-term maintenance may be due to the decrease or 

withdrawal of social support after the termination of the 

weight loss program. That is, the behaviors learned during 



the program will extinguish without appropriate 

reinforcement. In order to help alleviate this problem, a 

significant other is involved throughout the treatment 

process. The significant other could serve as a support 

system for the dieter during treatment and, more 

importantly, after completion of the treatment phase. 

A number of researchers have found that including a 

significant other in the treatment phase led to greater 

weight change and/or better maintenance of that weight 

change (Brownell, Heckerman, Westlake, Hayes & Monti, 1978; 

Lantz, 1977; Matson, 1977; Murphy, Williamson, Moody, & 

Abscher, 1982; Pearce, Lebow & Orchard, 1981; Rosenthal, 

1975). However, a second group of researchers found 

conflicting results (Black & Lantz, 1984; Brownell & 

Stunkard, 1981; Dubbert & Wilson, 1984; O'Neil, Currey, 

Hirsch, Riddle, Taylor, Malcolm & Sexauer, 1979; Rodriguez 

& Sandler, 1981; Rosenthal, Allen & Winter, 1980; Saccone & 

Israel, 1980; Weisz & Butcher, 1980; Wilson & Brownell, 

1978; Zitter & Fremouw, 1978). That is, significant other 

involvement did not result in superior weight loss or 

superior maintenance of the weight loss. Although the 

impact of including a significant other in the weight loss 

program is unclear at this point in time, it does hold 

promise for the future. 

A aecond variable hypothesized to account for poor 

long-term maintenance of weight loss involves the use of 
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exercise during weight reduction programs. Typically, 

exercise has been either ignored or ascribed a subordinate 

role in most behavioral weight reduction programs. Gwinup 

(1975) reported the effect of exercise alone on the weight 

of 11 obese women and found that each woman lost at least 

ten pounds (average loss was 22 pounds) without changing 

her dietary habits. Several researchers compared 

behavioral programs stressing exercise and caloric 

restriction with programs stressing caloric restriction 

alone and found that at follow-up, exercise had a 

Bignificant effect on weight loss (Dahlkoetter et al., 

1979; Epstein, Wing, Koeske, & Valoski, 1984; Harris & 

Hallbauer, 1973; Stalonas, Johnson, & Christ, 1978). 

Additionally, a number of studies (Duddleston & Bennion, 

1970; Gormally & Rardin, 1981; Graham, Taylor, Hovell & 

Siegel, 1983; Katahn, Pleas, Thadcrey, & Wallston, 1982) 

have demonstrated that those subjects who were active 

during and after their weight loss program lost more weight 

at posttreatment and maintained their weight loss better 

than subjects who were less active during and after 

treatment. Host recently, Timson and his colleagues 

(Timson & Coffman, 1984) found that women lost 

significantly more weight when dieting was combined with 

exercising. Not only did the women lose more weight, but 

their cardiovascular aystem improved concurrently. While 

Timson and Coffman reported that they encouraged family 
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support, it is not known precisely if and how the family or 

significant other was involved. Unfortunately, though, the 

study was reported in the absence of long-term maintenance 

data. 

The physiological benefits of exercise are threefold. 

First, it increases the body's basal metabolic rate so that 

the body uses more energy (Bailey, 1978; Thompson et al., 

1982). Second, exercise increases the amount of lean body 

mass, or non-fat weight, while simultaneously it decreases 

the amount of body fat (Bailey. 1978; Leon, Conrad, 

Hunninghake, & Serfass, 1979; Lewis, Haskell, Wood, 

Manoogian, Bailey & Pereira, 1976). Finally, it increases 

the body's thermic response to food so that the body 

utilizes more energy (Thompson et al., 1982). If dieting 

is undertaken without a concomitant increase in activity 

then effects opposite to those described as benefits will 

occur. Dieting coupled with exercising, however, does not 

result in the aforementioned problems. 

It makes intuitive sense that increased, routine 

physical activity combined with healthy food habits yields 

superior results. Unfortunately, clearly-designed, 

methodologically sound studies to support this common-sense 

intuition are absent from the literature. Perhaps this may 

be since adherence to an exercise regimen, in general, is a 

øerious problem in exercise programs regardless of whether 

the individual is trying to lose weight (Martin & Dubbert, 



1983). For example, in the Gwinup (1975) study, half of 

the participants terminated a few months after the study 

began. Since it may be that participants need to be 

encouraged to continue their exercise regimen if any 

substantial weight loss is to occur, Heinzelmann and Begley 

(1970) investigated the effect of spouse support on 

exercise adherence. The results demonstrated that subjects 

with supportive spouses were twice as likely to adhere to 

the exercise program than subjects with negative or neutral 

spouses. Thus, inclusion of the spouse may, in addition to 

other behaviors, influence compliance with an exercise 

regimen. Unfortunately. though, this is the only study 

which examined spouse involvement, exercise adherence, and 

short- and long-term weight loss. 

The purpose of this study was to evaluate more 

precisely the role of spouse involvement in a behavioral 

weight reduction program which focused on exercise. That 

is, does spouse involvement improve adherence to the 

exercise program and enhance the amount of weight lost? 

While all subjects in this study participated in an 

exercise program, the role of the spouse was varied. In 

order to accomplish thls, subjects were assigned to one of 

three conditions! (1) couples training wherein the spouse 

attended all sessions, (2) subject alone whereby the spouse 

did not attend the sessions, or (3) delayed-treatment 

control group where although subjects did not participate 
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Immediately, they were able to do so after the two 

experimental groups had completed their program. 

The specific hypotheses that were tested are: 

1. The subjects in the couples condition (CT) and 

subject alone (SA) condition will evidence 

significantly greater weight loss, percent 

fat loss, and composite inch loss than the 

delayed-treatment control (DTC) group at the 

pre-posttreatment analysis. 

2. The CT group will evidence significantly 

greater weight, fat and composite inch 

loss than the SA group at the pre-posttreatment 

analysis. 

3. Subjects in the CT goup will evidence 

significantly greater marital satisfaction 

than subjects in the SA and DTC groups at 

the pre-posttreatment analysis. 

4. The CT group will maintain their weight change 

superiority over the SA and the DT groups at the 

one- and three-month follow-up periods. 



CHAPTER II 

METHOD 

Subjects 

Forty-eight females were recruited from local public 

service announcements including television and radio 

advertisements. The subjects were selected after an 

initial screening interview on the basis of their meeting 

the following criteria: (1) must be between 18 and 45 

years of age; (2) must be married and the spouse must be 

willing to participate in all aspects of the study; (3) 

must not be involved currently in another weight reduction 

program; (4) must not be taking any medication that would 

affect weight loss, water retention, metabolism or 

appetite; (5) must not be suffering from any 

obesity-related illness such as diabetes, thyroid 

dysfunction, colitis or ulcers; (6) must not be pregnant or 

planning to become pregnant for a one-year period; (7) must 

obtain a physician's written permission to participate in 

the weight reduction program; (8) must have a percentage 

fat estimate of 30 or greater as determined by skinfold 

calipers (9) must not have any serious heart problems, such 

as angina, congential malformations, or detected heart 

disease and (10) must sign a consent form (See Appendix B ) . 

The mean age of the participants was 34.33 years (SD=7.22). 

9 
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The mean weight was 178.99 pounds (SD=33.48) and the mean 

percent fat estimate was 41.88 (SD=3.63). 

Experimental Conditions 

The first 48 subjects who met the criteria for 

acceptance were randomly assigned to a treatment condition 

in a randomized block design. Percent fat estimate was 

used as a blocking variable since the degree of overweight 

affects the amount of weight change. Each subject was 

Initially assigned to one of three block levels and then 

randomly assigned to one of three treatment conditions. 

Only one participant could not be randomly assigned due to 

a scheduling conflict. In the CT group (n=17), the spouses 

were required to attend all meetings with their wives. In 

the SA group (n=16), the spouses were told that they did 

not need to attend the meetings even though they had agreed 

to do so. In the DTC group (n=15), the participants and 

their spouses were informed that they would have to wait 

for two months to begin the program. 

Therapist 

The therapist was the author and primary investigator 

of this study. She was a clinical psychology student with 

three years experience in psychotherapy. The therapist had 

a female assistant who assessed the percentage fat and 

weight for the subjects and helped monitor the subjects' 
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compliance to the prescribed behaviors. This assistant was 

thoroughly trained in the use of skinfold calipers and was 

blind to the experimental hypotheses. 

The therapist followed a detailed instructor's manual 

which outlined the procedures for each treatment session 

(See Appendix C). This manual helped to ensure that, 

except for the spouse involvement material, both treatment 

groups received the same information. 

Procedures 

Treatment 

Both treatment groups received the same information, 

with the exception of the spouse involvement material. The 

subjects in the two treatment groups met for eight weekly 

sessions, each of which lasted approximately 60-90 minutes. 

The groups met separately since the couples training group 

covered naterial pertaining to spouse involvement. 

Each woman was required to deposit $60 with the 

experimenters, which was returned contingent on attendance 

during treatment and follow-up. The deposit consisted of 

eight checks in the amount of $5 each and two checks in the 

amount of $10 each. The $5 checks were returned for 

treatment attendance, and the $10 checks were returned for 

follow-up attendance. This was felt to be necessary since 

monetary contingencies improve treatment attendance. 
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thereby reducing subject attrition (Hagen, Foreyt, & 

Durham, 1976). 

General program. The first group sessions set the 

format for the remainder of the sessions. Each subject was 

weighed at the beginning of each session, and a $5 check 

was returned. After the weigh-ins, the experimenter led a 

lecture/discussion group. The topics in the lectures had 

two main emphases. The main focus was on the importance of 

exercising to obtain and maintain weight loss. Bailey's 

(1978) book, Fit or Fat. was assigned to each subject, and 

the discussions revolved around the topics covered in this 

book. 

Subjects were instructed to begin an exercise program; 

they were to exercise for at least 20 minutes per day, five 

days per week. Since walking seems to be the least 

aversive exercise for most people (Gwinup, 1975; Martin & 

Dubbert, 1983), the experimenter suggested to all subjects 

that they use it as their mode of exercise, although any 

aerobic exercise was acceptable. 

The second focus regarded the caloric intake of the 

subjects. Members were instructed to decrease their 

caloric intake so that they were ingesting less calories 

yet maintaining good nutrition. The number of calories 

that the subjects consumed each day was determined by 

multiplying their pretreatment weight by seven, and the 

resulting number was the number of calories that the 
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subject was allowed per day (Pearce et al., 1981). 

Subjects weighing less that 143 pounds were instructed to 

eat 1000 calories of food per day rather than using the 

above index. 

The subjects received a diet plan which corresponded 

to the number of calories that they were recommended to eat 

each day (Pinkerton, 1983; See Appendix D). The subjects 

were able to choose the specific foods that they wanted 

from a food list which accompanied the diet plan (See 

Appendlx E). In order to ensure that the subjects consumed 

the appropriate number of portions for their caloric level, 

a checklist was provided for each day of the week (See 

Appendix F). 

In addition to the diet plan and checklist, the 

subjects in the experimental groups received two charts. 

One chart required the subjects to record the amount of 

time that they exercised and their pulse rate at the end of 

the exercise period (See Appendix G). The other chart was 

a checklist to determine compliance with the behaviors that 

the program advocated and to ascertain if the spouses in 

the CT group were following the prescribed treatment 

behaviors (See Appendix H). At each meeting, the charts 

were collected and the experimenter discussed any/all 

problems or difficulties which the subjects encountered. 

The subjects then received blank charts to complete for the 

next session. 
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During the follow-up sessions, the subjects received 

their $10 checks for attending, were weighed, and their 

skinfold measurements and percent fat estiraates were 

assessed. 

Couples training group. The CT group followed the 

general program with the addition of spouse involvement in 

all aspects of the study. At the meetings, the 

experimenter stressed the importance of the spouses' 

behavior on the subjects' weight loss. The spouses were 

instructed to praise rather than to criticize their wives 

and not to tempt them with forbidden food (e.g., eating 

such foods in their presence). The spouses also were 

instructed to exercise with their wives in order to help 

sustain their raotivation to lose weight. 

In addition, spouses corapleted a checklist sirailar to 

the subjects' checklist, which appraised their behavior and 

the subjects' behavior (See Appendix I). The checklist was 

completed each day, and the spouses brought their checklist 

to every meeting. 

The spouses' attendance was mandatory for each 

meeting. If a spouse did not attend a meeting, the $5 

deposit was forfeited, even though the subject attended. 

The spouses' attendance was not required at the follow-ups, 

however. 

SubJect-alone group. This group followed the general 

program format. Although these subjects' spouses agreed to 
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participate, the subjects were told that their spouses' 

participation was not required. To ensure that their 

spouses inadvertently did not participate in the exercise 

aspect, the experimenter explained to the subjects that 

they were required to exercise alone. 

De ayed-treatment control group. This group was told 

that the weight reduction groups were full, but that they 

would be able to participate in a second program after the 

termination of the first groups' treatment. In order for 

them to participate at the later date, they were required 

to be assessed at pre- and posttreatment. 

Dependent Measures 

Weight change assessment. Three methods of assessing 

weight change were utllized. First, an estimate of percent 

fat was obtained at pretreatment, posttreatment and one-

and three-months after the termination of treatraent. 

Second, the experimenter recorded via tape measure the 

subjects' upper arm, waist and thigh measurements at the 

same intervals as above. These three measurements were 

summed to form a composite inch, or tape measurement. 

Third, total body welght change was determined by recording 

the subjects' weight on a calibrated doctor's office scale. 

The subjects' weight was obtained at pretreatment, 

posttreatment, and at one- and three-month follow-ups. 
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While all three groups were assessed, the DTC group was 

only assessed at pre- and posttreatment. 

Marital satisfaction and psychological assessment. 

Three questionnaires were administered. First, since It 

was hypothesized that marital satisfaction would be 

greatest for the CT group, the experimenter administered 

the Marital Satisfaction Inventory (MSI; Snyder, 1979) to 

all subjects at pre- and posttreatraent. The MSI consists 

of 280 items which raake up 11 scales. Only two of these 

scales, global distress and sexual dissatisfaction, were 

analyzed since they were relevant to this study. 

Second, all participants corapleted the Positive 

Feelings Questionnaire (PFQ; O'Leary, Fincham & Turkewitz, 

1983). The PFQ is a 17-item questionnaire that assesses 

positive affect toward the spouse. The first eight 

questions assess the general attitude toward the spouse 

while the last nine questions deal with the sexual attitude 

toward the spouse. Only questions nine through 17 were 

analyzed since these questions refer to a couple's sexual 

satisfaction—an area believed to be affected by weight 

loss. 

Finally. subjects completed the Weight Locus of 

Control Scale (WLOC; Saltzer, 1979). The WLOC was given in 

order to determine if an internal locus of control leads to 

a greater weight change. 
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Results 

Pretreatment Anal.vses 

After the subjects were assigned to one of the three 

conditions, a one-way analysis of variance (ANOVA) was 

performed in order to determine whether there were 

significant differences in weight between the groups. The 

ANOVA revealed that there were no significant differences 

between groups (Table 1). 

Attrition 

Of the 48 persons who began the program, 31 (62X) 

completed the treatment phase. Of those who terminated 

(defined as four or more absences), six (35X) were from the 

SA group, five (29X) were from the CT group and five (29%) 

were from the DTC group. The groups did not significantly 

differ with respect to rate of attrition. The weight 

dependent measures and the MSI scores of the dropouts and 

participants were compared to determine if differences 

existed between dropouts and participants. The means and 

standard deviations for both groups are listed in Table 2. 

An ANOVA was computed for the pretest weight change 

measures and the pretest MSI scores. Table 3 lists the 

ANOVA results for the weight change measures, The dropouts 

were significantly heavier than the particlpants and had a 

significantly greater composite inch measurement than the 

partlcipants. There was no difference in the percent fat 
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Table 1 

Analysis of Variance of Pretreatment 
Differences For Weight 

Source df MS 

Groups 

Error 

Total 

2 

41 

42 

1871.6 

944.03 

1.98 
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Table 2 

Means and Standard Deviations for 
Dropouts and Participants 

Dependent 

Heasure 

Dropouts 

X SD 

Participants 

X SD 

Welght 

Tape 

Heasurement 

X Fat 

HSI 

6DS 

SEX 

198.0 37.40 

78.9 8.90 

42.5 4.10 

16.7 11.35 

8.5 3.95 

169.0 26.20 

73.8 6.70 

41.7 3.50 

11.0 10.47 

7.9 5.83 



Table 3 

Analyses of Variance Comparing Dropouts to 
Participants on Weight Dependent Heasures 

20 

Dependent Source 

Heasure 

df HS 

Weight 

Tape 

Heasurement 

% Fat 

Groups 

Error 

Total 

Groups 

Error 

Total 

Groups 

Error 

Total 

1 

42 

43 

1 

41 

42 

1 

36 

37 

7838.17 

889.53 

221.19 

54.20 

4.77 

13.16 

8.81* 

36 

*£ < .004 **EL < .04 
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estimate. The dropouts were also not significantly 

different from the participants on their HSI-GDS and their 

HSI-SEX scores (Table 4). However, as a group, the 

dropouts scored higher (which corresponds to greater 

distress) than the participants on both scales. The WLOC 

scores of the dropouts were not significantly correlated 

with their weight, inch, and percent fat measurements. 

Experiraenter Bias Analvses 

Ratings by subjects. In order to ensure that the 

experimenter was not biased toward either experimental 

group, all participants were given a questionnaire and 

asked to rate the experimenter on several dimensions (See 

Appendix J). There were no significant differences in 

these ratings (Table 6). 

Ratings by independent Judges. Two undergraduate 

psychology students rated audio tapes from the meetings in 

order to determine if the experimenter was biased toward 

either experimental condition. The raters were blind to 

the experiraental hypotheses and had been trained prior to 

their rating of the experimental tapes. The tapes were 

scored at alternate 30-second intervals. The dimensions 

were frequency of speech disturbances, overall warmth 

exhibited by the experimenter, nuraber of times the 

experimenter praised the group, loudness of the 
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Table 4 

Analyses of Variance Comparing Dropouts to 
Participants on the MSI 

Dependent Source 

Measure 

df MS 

MSI-GDS 

HSI-SEX 

Groups 

Error 

Total 

Groups 

Error 

Total 

1 

38 

39 

1 

40 

41 

327.92 

113.68 

2.68 

29.93 

2.88 



23 

Table 5 

Experimenter Bias Analysis of Variance 
Participants' Self-Reports 

Source df HS 

Groups 

Error 

Total 

1 

18 

19 

4.05 

13.69 

30 
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experimenter's voice and the experiraenter's voice 

intonation (See Appendix K). The dimensions were frequency 

of speech disturbances, overall warmth exhibited by the 

experimenter, number of times the experimenter praised the 

group, loudness of the experimenter's voice and the 

experimentere's voice intonation. The raters had an 

overall interrater reliability coefficient of .89. An 

ANOVA revealed no significant differences for speech 

disturbances, for overall warmth, and for praise. The 

raters did, however, score the experimenter as being 

significantly louder in the SA group and as having a more 

emotional voice intonation in the CT group (Table 6). 

These dimensions appear to be less important than overall 

warrath and nuraber of praises. Since the exerimenter was 

rated as being biased on one dimension for each 

experimental condition, the experimenter did not appear to 

evidence bias toward either group. 

Posttreatraent Analyses 

The means and the standard deviations of the dependent 

measures for pretest, posttest, and the two follow-up 

periods are listed in Table 7. Analyses of covariance were 

performed on the weight change dependent measures using the 

pretest scores as covariates. As Table 8 indicates, no 

signiflcant differences existed between the groups for 

weight and percentage fat. However, the SA and CT groups 
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Table 6 

Analysis of Variance for Experimenter Bias 
Data From Trained Raters 

Dependent 

Heasure 

Speech 

Warmth 

Praise 

Loudness 

Intonation 

Source 

Groups 

Error 

Total 

Groups 

Error 

Total 

Groups 

Error 

Total 

Groups 

Error 

Total 

Groups 

Error 

Total 

df 

1 

208 

209 

1 

209 

210 

1 

209 

210 

1 

211 

212 

1 

208 

209 

HS 

7.39 

2.97 

.57 

.35 

.03 

.13 

6.60 

.13 

2.90 

.29 

F 

2.49 

1.61 

.19 

60.02* 

9.8** 

*E< .0001 **£< .002 
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Table 7 

Heans and Standard Deviations 
for Dependent Heasures 

Heasures: 

Pretest 
CT-X 
CT-SD 

SA-X 
SA-SD 

DT-X 
DT-SD 

Posttest 
CT-X 
CT-SD 

SA-X 
SA-SD 

DT-X 
DT-SD 

1-month FU 
CT-X 
CT-SD 

SA-X 
SA-SD 

3-month FU 
CT-X 
CT-SD 

SA-X 
SA-SD 

Note. PF=X 

PF 

42.9 
3,1 

39.9 
3.3 

48.2 
3.3 

43.3 
3.1 

40.6 
2.8 

44,2 
4.0 

42.9 
3.1 

40.6 
3.5 

43.7 
2.9 

40.6 
3.2 

TH 

74.6 
6.8 

69.6 
4.9 

77-1 
6.5 

69.9 
5.9 

66.6 
4.9 

76.3 
6.9 

70.3 
6.3 

65.8 
4.8 

70.3 
6.6 

64.3 
4.5 

BW 

166 
24 

157 
19 

189 
33 

164 
25 

153 
18 

190 
32 

164 
26 

151 
19 

166 
27 

152 
21 

HSI-GD 

12.5 
11.8 

9.1 
7.8 

11.1 
11.8 

12.4 
12.6 

10.0 
12.5 

14.5 
14.0 

— 

— 

— 

— 

fat; TP=tape measurement; BW= 

HSI-SD 

8.6 
6.8 

6.4 
5.2 

8.8 
5.7 

9.5 
7.9 

4.9 
4.1 

8.8 
6.2 

— 

• ~ " ~ 

— 

— 

body weight; 
HSI-GD=global distress; MSI-SD=sexual dissatisfaction 
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Table 8 

Posttest Analyses of Covariance 
for Weight Dependent Measures 

Dependent 

Measure 

Weight 

Tape 

Measureraent 

X Fat 

*E.< .007 

Source 

Model 

Error 

Total 

Groups 

Pretest 

Model 

Error 

Total 

Groups 

Pretest 

Model 

Error 

Total 

Groups 

Pretest 

df 

3 

28 

31 

2 

1 

3 

26 

29 

2 

1 

3 

26 

29 

2 

1 

MS 

8744.13 

14.27 

394.42 

8.45 

95.01 

2.83 

F 

612.57 

2.54 

1338.48 

46.70 

5.96* 

84.07 

33.55 

1.21 

75.70 
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did differ significantly from the DTC group on the 

composite tape measurement, but they did not differ 

significantly from one another. The participants' scores 

on the MSI-SEX scale and on the HSI-GDS scale were also 

analyzed using an ANCOVA. As Table 9 indicates, the groups 

did not differ significantly on either scales. Further, an 

ANCOVA was computed for the nine PFQ questions and these 

analyses were nonsignificant also (Table 10). The 

subjects' scores on the WLOC were correlated as a group 

with their weight, tape measurement and percent fat losses. 

The subjects' self-reported locus of control was not highly 

correlated with the three types of weight change. 

Couples Training versus SubJect 
Alone Analyses 

Since the posttreatment analyses revealed that the 

experimental groups were superior to the DTC group on the 

tape dependent measure, the CT and SA groups were analyzed 

separately. Analyses of covariance with repeated measures 

were performed coraparing the CT and SA groups frora the 

posttest through the one- and three-month follow-ups on the 

weight dependent measures. The results demonstrated that 

the CT and the SA groups did not differ significantly on 

their composite tape measurement, their weight or their 

percentage fat estimate (Table 11). 
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Table 9 

Analysis of Variance for 
HSI-GDS and MSI-SEX 

Dependent 

Heasure 

HSI-GDS 

HSI-SEX 

Source 

Hodel 

Error 

Total 

Groups 

Pretest 

Hodel 

Error 

Total 

Groups 

Pretest 

df 

3 

28 

31 

2 

1 

3 

26 

29 

2 

1 

HS 

1193.49 

51.63 

301.58 

12.04 

F 

23.12 

.63 

67.29 

25.04 

.66 

63.38 
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Table 10 

Analyses of Covariance for Positive 
Feelings Questionnaire 

Dependent 

Measure 

Source df HS 

Positive 

Feelings-

Question 9 

Positive 

Feelings-

Question 10 

Hodel 

Error 

Total 

Groups 

Pretest 

Hodel 

Error 

Total 

Groups 

Pretest 

3 

26 

29 

2 

1 

3 

27 

30 

2 

1 

3.93 

.51 

2.59 

.29 

7.76 

1.83 

15.59 

8.78 

1.77 

15.45 
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Dependent 

Heasure 

Source df HS 

Positive 

Feelings-

Question 11 

Positive 

Feelings-

Question 12 

Hodel 

Error 

Total 

Groups 

Pretest 

Hodel 

Error 

Total 

Groups 

Pretest 

3 

26 

29 

2 

1 

3 

26 

29 

2 

1 

5.51 

.48 

2.37 

.52 

11.48 

.02 

31.26 

4.54 

2.66 

6.01 
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Table 10 Continued 

Dependent Source df HS 

Heasure 

Positive 

Feelings-

Question 13 

Positive 

Feelings-

Question 14 

Hodel 

Error 

Total 

Groups 

Pretest 

Model 

Error 

Total 

Groups 

Pretest 

3 

26 

29 

2 

1 

3 

26 

29 

2 

1 

5.66 

.97 

1.16 

.92 

5.84 

.40 

12.56 

1.26 

1.46 

.84 
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Dependent 

Heasure 

Source df HS 

Positive 

Feelings-

Question 15 

Positive 

Feelings-

Question 16 

Hodel 

Error 

Total 

Groups 

Pretest 

Hodel 

Error 

Total 

Groups 

Pretest 

3 

26 

29 

2 

1 

3 

26 

29 

2 

1 

9.46 

1.29 

7.90 

.80 

7.34 

.81 

15.49 

9.80 

1.68 

24.21 
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Dependent 

Heasure 

Positive 

Feelings-

Question 17 

Source 

Hodel 

Error 

Total 

Groups 

Pretest 

df 

3 

26 

29 

2 

1 

HS 

8.93 

.37 

F 

8.93 

1.27 

22.38 
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Analyses of Covariance With Repeated Heasures 
for Weight Change Measures 

35 

Dependent 

Measure 

Weight 

Tape 

Measurement 

Source 

Hodel 

Error 

Total 

Groups 

Pretest 

Time 

Group*Time 

Hodel 

Error 

Total 

Groups 

Pretest 

Time 

Group*Time 

df 

24 

41 

65 

1 

19 

2 

2 

24 

41 

65 

1 

19 

2 

2 

HS 

1390.71 

9.68 

84.75 

3.61 

F 

194.89 

1.33 

166.68 

1.22 

.51 

23.43 

.01 

24.51 

1.53 

3.00 
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Table 11 Continued 

Dependent Source df MS F 

Measure 

% Fat Model 25 25.98 18.14 Model 

Error 

Total 

Groups 

Pretest 

Time 

Group*Time 

25 

40 

65 

1 

20 

2 

2 

25.98 

1.43 

.01 

18.46 

.62 

.68 



CHAPTER III 

DISCUSSION 

The purpose of this study was to evaluate the effects 

of spouse involvement on weight change and marital 

satisfaction. Overall, the results showed that the 

inclusion of the husband in the behavioral weight 

management program does little to facilitate weight loss. 

Although the subjects in the two treatment groups differed 

significantly from the control groups with respect to the 

nuraber of inches lost, they did not differ from the control 

condition on the other dependent measures of weight, 

percent fat estimate, marital satisfaction and locus of 

control. This finding is not too surprising given that 

both experimental groups were engaged in an exercise 

program which would lead to inch loss rather than weight 

loss. 

One hypothesis to account for the finding that spouse 

involvement per se does not enhance weight loss may be the 

role of the reinforcing agent. Unlike the spouses who 

attended the sessions and were instructed to reinforce 

their wives for appropriate behaviors, the spouses of the 

subjects who attended alone were not given such 

instructions. Perhaps the subjects attending alone 

learned that they were the ones responsible 

37 
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to reinforce themselves, and in effect, both groups 

received reinforcement. 

During the course of the three-month follow-up period, 

members of the CT group returned nearly to their 

pretreatment weight, but their number of inches had only 

increased slightly. The SA group, on the other hand, 

continued to lose inches desplte a slight increase of 

weight. These patterns are corroborated by the subjects' 

self-reported adherence to the walking and diet program. 

At the one-month follow-up, all members in the SA group and 

slightly more than half of the CT group admitted that they 

continued to follow the prescribed eating and exercise 

behaviors. A more dramatic change occurred at the 

three-month follow-up. While nearly all members of the SA 

group contlnued to eat appropriately and exercise, only ten 

percent of the CT group did so. Although self-reports may 

be biased in a socially desirable manner, the relapse rates 

concur with the findings. If as speculated earlier, the CT 

group did not learn to self-reinforce, then the frequency 

of program behaviors among members would diminish as the 

husbands ceased to praise them. This would suggest that in 

the absence of booster sessions and reinforcement, the 

incentives and motivation to lose weight decreased. A 

second explanation may be that the spouses in the CT group 

somehow sabotaged their wives' weight loss endeavors. In a 

questionnaire administered at pretreatment, spouses 
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indicated that they doubted their wives' abilities to lose 

weight and maintain their weight loss. These spouses, due 

to their participation throughout the program, may have 

been more aware than the spouses of the SA group of the 

specific factors and program behaviors. A third 

explanation may be that the spouses were not an effective 

source of reinforcement for the wives. The wives in the CT 

group raay not have valued their spouses' reinforcement as 

highly as the experimenter had speculated. Other sources 

of reinforcement may be more salient to the wives and thus, 

may lead to greater weight loss and better maintenance of 

that weight loss. 

The lack of a significant difference between the CT 

and SA groups on the Marital Satisfaction Inventory and on 

the Positive Feelings Questionnaire may be due to several 

factors. One explanation is that the treatment program may 

have been too short (i.e,, eight weeks) for any positive 

change to occur, A second hypothesis is based on anecdotal 

data from spouses in the CT group. Although all spouses 

agreed to participate, the majority of them complained 

about having to attend sessions and having to exercise with 

their wives. In fact, many of the husbands refused to 

exercise with their wives. Despite their agreement to 

participate, they did not do so in actual practice. This 

suggests that spouse participation may not have had a 

positive impact on the relationship simply due to the 
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spouses' negative attitudes. A third hypothesis is that 

there may have been a ceiling effect for the subjects' 

scores on the MSI and PFQ, The subjects reported a high 

level of satisfaction with their marital relationships at 

the pretest assessment, suggesting that a higher degree of 

satisfaction would have been difficult to obtain since the 

subjects were already satisfied with their spouses, 

Interestingly, scores on the WLOC did not correlate 

with the weight change dependent measures for either the 

experimental subjects or for the dropouts. This 

contradicts the findings from two studies which found that 

subjects with higher internal locus of control (ILOC) 

concerning weight change evidenced greater weight loss than 

subjects with lower ILOC (Chambliss & Murray, 1979; 

Weinberg, Hughes, Criteli, England, & Jackson, 1984). One 

explanation to account for this contradiction is that 

subjects in these two studies were given positive feedback 

concerning their weight loss locus of control which may 

have facilitated positive self-attributions, leading to 

greater weight loss. The subjects in the present study 

merely completed the WLOC questionnaire and were not given 

feedback concerning their self-efficacy, The subjects' 

scores on the WLOC prompts a second hypothesis since almost 

all subjects, regardless of how much they changed on the 

weight measures, reported having a high internal locus of 

control for weight. This suggests that positive 
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attributions are insufficient for weight loss and that 

other attributions are important as well. 

Finally, one interesting observation became apparent 

as the sessions progressed. Although no measures were 

taken, the experimenter observed attitudinal and behavioral 

differences between the two treatment groups. The subjects 

in the SA group appeared to be more cohesive, friendlier, 

and more supportive than the CT subjects. At each meeting, 

the SA subjects were more talkative and personable, 

learning the other subjects' names and life circumstances. 

At posttest, they requested a roster of names and telephone 

numbers in order to keep in contact with fellow members. 

The CT group, on the other hand, appeared less supportive 

of one another, and these subjects did not learn the names 

of other members. The couples tended to stay in dyads, 

usually not communicating with other couples unless they 

knew them prior to the program. It appeared to the 

experimenter that the spouses' presence may have been 

detrimental to group process. 

Although this study shed some light on spouse 

involvement in a weight loss program, it also created new 

avenues for future research. Several variables need to be 

investigated in future studies. One variable involves the 

role of the spouse's attitude during and after the 

treatment program. In this study, the spouses appeared to 

have a negative attitude about attending sessions. 
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Spouses' cognitions and attitudes regarding their 

participation and their wives' weight loss need to be 

assessed more precisely in order to determine their effect 

on their partners' weight loss attempts. A second variable 

that deserves attention is self-attribution concerning 

weight loss. Internal locus of control does not appear to 

be the sole attribution facilitating weight loss, and the 

other attributions may contribute more to successful weight 

change. A third variable that needs further attention is 

the effectiveness of the spouse as a mediator of 

reinforcement. Researchers have been assuming that spouse 

reward and attention for weight change are important to the 

wives' weight loss. However, other sources of 

reinforcement may have a greater impact, and thus, these 

sources need to be elucidated. A fourth variable requiring 

further probing is the characteristics of dropouts and 

failures. Perhaps as we begin to study the characteristics 

of successful and unsuccessful dieters, we will discover 

which subjects are likely to lose weight and raaintain their 

weight loss. Finally, future research should assess the 

effects of group process on weight loss. Since nearly all 

weight loss prograras incorporate a group format, it is 

important to identify factors which promote group cohesion, 

support, and progress. Unfortunately, this aspect is given 

little attention by authors. The combined expertise of 

psychologists, physiologists, nutritionists, researchers. 
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and others may someday help to alleviate this health risk, 

which will likely continue to be a major disorder for many 

years to come. 
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Spouse Involvement in Behavioral 
Weight Reduction Programs 

Obesity affects approximately 15 to 30 percent of all 

Americans (Bray, 1979; Van Itallie, 1979). It is not 

merely a cosmetic problem for it has been associated with 

increased risk for such diseases as hypertension, 

myocardial infarction in men, angina pectoris, diabetes, 

renal disease, appendicitis, gallstones, pneumonia, and for 

morbidly obese persons, premature mortality (Allen & 

Quigley, 1977; Stewart, Brook & Kane, 1980). Despite this 

relationship and the finding that dieting behavior has 

increased in the past 20 years, the average weight of male 

and female Americans has increased steadily over the past 

20 years (Garner, Garfinkel, Schwartz & Thompson, 1980). 

Obviously, some sort of a discrepancy exists because while 

more people are dieting, the average weight of Americans is 

increasing. 

It cannot be assumed that the dieters are the ones 

losing weight and the non-dieters are the ones gaining 

weight. The proliferation of diet books and the search for 

the successful diet raay reflect the difficulty that most 

people experience in losing and maintaining weight loss 

(Johnson, 1983). Consequently, professionals have long 

been interested in devising successful weight loss programs 

for previously unsuccessful dieters. However, this 

endeavor has not been wholly successful. 



54 

Originally, individual psychotherapy was the 

treatment of choice, and sessions focused on the obese 

person's reasons for overeating. However, the success rate 

using traditional psychotherapy was unirapressive (Stunkard 

& Penick, 1979). With the publication of Stuart's (1967) 

article and increased popularity of behavior therapy, 

researchers began to refine the behavioral procedures to 

the obese population. The raore successful behavioral 

procedures typically used are self-monitoring of weight, 

bites, eating habits and/or caloric intake; 

self-reinforcement and/or self-punishment; reinforcement 

and/or punishment by others; situational management; 

standard setting; and monetary contingencies (Abramson, 

1977; Stunkard & Penick, 1979). In addition to these 

procedures, later studies advocated that both increased 

physical activity and spouse involvement enhanced not only 

weight loss but maintenance as well. The rationale for 

including spouses is based on two hypotheses. First, the 

obese can alter more easily their eating habits if their 

spouses are cooperative (e.g., if the spouses do not bring 

forbidden food into the home). Second, the spouses may 

sabotage their obese spouses' dieting efforts. Since their 

partner's weight loss raay feel threatening in some manner, 

the non-dieting spouses will either knowingly or 

unknowingly undermine the dieting atterapts of the obese 

spouse. It is not uncommon for marital discord and sexual 
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problems to occur after one spouse has lost a great amount 

of weight, for obesity may be a stabilizing factor in 

marriages with overweight spouses (Neill, Marshall, & Yale, 

1978; Marshall & Neill, 1977). Even though the subjects in 

this study were obese spouses who had undergone intestinal 

bypass surgery, the effects may be quite similar for 

spouses involved in behavioral reducing programs. 

Until recently, exercise has been deemphasized or 

excluded in behavioral weight loss programs (Dahlkoetter, 

Callahan, & Linton, 1979; Stalonas, Johnson, & Christ, 

1978), Recently. however, researchers have devoted more 

attention to the central role which exercise exerts in 

permanent weight loss (cf,, Dahlkoetter et al,, 1979). 

The purpose of this section is to review and evaluate 

the empirical evidence of spouse participation and exercise 

on the effectiveness of behavioral treatment packages for 

obesity. Such an examination of methodological variables 

and long-term effectiveness is necessary in order to 

determine the state of the art and to outline the 

directions for future studies. In order to accomplish this 

goal, this review will examine first the studies which have 

focused on significant other or spouse participation. 

Second, the studies which have investigated the 

Physiological effects of exercise on the body will be 

reviewed. Following this, research studies which included 

exercise as an integral part of a weight reduction program 
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will be evaluated. Finally, the results of the review will 

provide suggestions for future research. 

Significant Other or Spouse 
Involvement 

Two groups of researchers (Rodriguez & Sandler, 1981; 

Zitter & Freraouw, 1978) have investigated the effects of 

including a significant other in weight loss programs. A 

significant other is defined as a friend or family meraber 

who is active in the treatment process. 

Rodgriguez and Sandler (1981) required that the obese 

subjects in their study enlist the aid of a significant 

other who ate at least two meals a day with them. During 

one training session, the significant others learn to 

observe and record the eating activities of their obese 

partner- Two experimental groups were employed which 

differed in that one group was required to deposit ten 

valuable items (e.g., favorite photographs, sentimental 

objects) which were returned contingent on changes in 

eating habits. The second experimental group was required 

to deposit one valuable which was returned contingent on 

attendance at all ten sessions. When the two conditions 

were compared to an attention-placebo group, the group 

which was required to deposit the ten valuable items lost 

significantly more absolute weight than the other two 

groups. Further, this group maintained their weight loss 
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at a six-raonth follow-up period. Since the other two 

groups did not differ significantly. the involvement of the 

significant other was not as an important component as was 

the use of the contingency contracts in producing weight 

loss. 

Individual and partner (i.e., friends) treatment 

programs were compared to a minimal treatment control group 

(Zitter & Fremouw, 1978). Members of the individual 

treatment group were rewarded monetarily for weight loss 

and attendance at their group meetings. Members of the 

partners treatment group were rewarded for their own as 

well as for their partner's weight loss and attendance. At 

posttest, both experimental groups were superior to the 

control group in terms of weight loss. At six-month 

follow-up, however, the partner consequation group had 

returned to pretreatment weight. The subjects provided 

anecdotal data to suggest that the partners convinced each 

other to deviate from their appropriate eating patterns. 

Hence, partner participation was detrimental to long-term 

maintenance. 

Taken together, the two studies suggest that 

participation by significant others produces little or no 

results. Spouse involvement looks somewhat more promising. 

One of the first studies to address the issue of spouse 

participation, Rosenthal (1975) compared three experimental 

conditions: (1) husband involvement (HI) in which the 
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husband was required to attend all sessions; (2) partial 

husband involvement (PHI) whereby the husband was required 

to attend the first four sessions; and (3) no husband 

involvement (NHI). Subjects met biweekly for eight 

sessions and were required to read the Stuart and Davis 

(1972) book, Slim Chance in a Fat World. The treatment 

sessions consisted of short lecture/discussions, daily 

weigh-ins, and introductions to behavioral techniques 

designed to decrease inappropriate eating behaviors and 

increase activity level. In the HI and PHI conditions, the 

subjects discussed the husbands' role in helping their 

wives to lose weight. After the fourth session, the 

husbands in the PHI group were no longer required to 

attend. The husbands in the HI group continued in the 

program and were given further suggestions on how to help 

facilitate their wives' weight loss. At posttest, all 

three groups had lost a significant amount of weight. 

Overall, the two groups that had husband participation (HI 

and PHI) were more effective than the wives alone group, 

yet no differences existed between fuU and partial 

participation. Wives in the HI group rated their husbands 

as more helpful and supportive than wives in the NHI group. 

A three-year foUow-up questionnaire, however, indicated 

that subjects gained a small amount of weight despite their 

improved eating habits (Rosenthal et al., 1980). The 

weight loss of the subjects in the husband participating 
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groups was no longer significantly different from the 

subjects whose spouses did not participate. Further, all 

groups rated their husbands as less helpful than they had 

previously reported. Thus. the effects engendered by 

husband involveraent in the earlier study had dissipated. 

Since subjects underestimate their weights when responding 

to a questionnaire (Charney, Goodman, McBride, Lyon, & 

Pratt, 1976), one cannot be certain that the weights 

reported are accurate. 

Lantz's (1977) study on spouse involvement is 

strikingly similar to Rosenthal's (1975) study. He, too, 

used only obese women who were randomly assigned to one of 

three groups: husband absent (HA), husband contracting 

(HC), or husband not contracting (HNC). Each group met for 

11 weekly sessions. The women in the HA group attended 

alone, whereas the husbands of the women in the two other 

groups attended every meeting. The difference between the 

two husband participation groups was that the husbands in 

the HC group were coached and participated actively in the 

planning and implementation of their wives' weight loss 

programs, while the husbands in the HNC group were neither 

coached nor involved actively. The format of the program 

consisted of self-monitoring daily weight, eating, and 

activity for two weeks; treatment for three weeks; and a 

one-year maintenance period. During treatment, the 

subjects were taught to modify eating and exercise habits. 
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Similar to the Rosenthal (1975) study, the results 

deraonstrated a significantly greater weight loss for the 

husband-contracting subjects. At the one-year follow-up, 

however, the HA and HC groups had lost significantly more 

weight than the HNC group. Lantz concluded that simply 

having the husbands attend the sessions may, in fact, be 

more detrimental than the husbands not attending the 

sessions at all. 

Two studies utilized formats similar to the above 

reports (Brownell, Heckerman, Westlake, Hayes & Monti, 

1978; Pearce, Le Bow, & Orchard, 1981). Brownell et al. 

(1978) assigned male and female subjects to either 

cooperative spouse-couples training (CT), cooperative 

spouse-subject alone (SA), and non-cooperative spouse 

(NCS). The CT and SA groups were similar in that the 

spouses of the subjects in those groups had agreed to 

participate. The SA group was formed when the 

experimenters renotified the spouses of this group and 

instructed them that they would not need to attend the 

sessions while the husbands in the NCS group refused to 

participate. Each subject met weekly for ten, 90-minute 

sessions and deposited $150 for the treatment phase, $50 of 

which was refunded for perfect attendance. Following 

treatment, the subjects also were required to attend six 

monthly maintenance sessions and to deposit $60, $30 of 

which was refunded for maintenance session attendance. 
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Treatment sessions consisted of instruction and discussion 

of self-monitoring of caloric intake and habit change, 

self-reinforcement, the use of positive self-stateraents, 

realistic goal setting, exercise raanagement, incompatible 

behavior programming, and nutritional management. The 

spouses in the CT group were instructed to model 

appropriate eating behaviors and to reward habit change 

rather than direct weight loss. In addition, both spouses 

and subjects were instructed to rautually raonitor each other 

to ascertain if each was complying with the program.' At 

each session, all subjects were weighed and given a 

behavior score, which reflected the degree to which the 

subject complied with the behavioral regimen, Results 

showed that there were no differences between groups at 

posttest. The one significant correlation was found within 

the CT group; that is, the spouses" behavioral self-report 

and the subjects' rating of their spouses' behavior was 

significant. Significant differences were obtained at the 

three- and six-month follow-up period. Members in the CT 

group lost significantly more weight than the other two 

conditions; these conditions did not differ significantly 

from one another. 

Pearce et al. (1981) randomly assigned married female 

subjects to one of five experimental conditions: (1) 

cooperative spouse (CS), (2) wives alone (WA), (3) 

nonparticipating spouse (NPS), (4) alternative treatment 
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(AT), and (5) delayed treatment control (DT). Husbands in 

the CS group were required to attend all sessions, while 

the husbands of the WA group were not allowed to attend any 

sessions. The spouses of the NPS group were told 

specifically not to participate in their wives• program and 

not to sabotage their wives' efforts. The AT group focused 

on past behavior (e.g., previous weight loss attempts) and 

was not exposed to any behavioral principles. All 

experimental groups met weekly for ten, 60-minute sessions, 

The subjects were instructed to decrease their caloric 

intake and were given a book listing the raean energy 

expenditures for various activities, The CS group learned 

various behavioral techniques such as self-monitoring, 

self-reinforceraent, imagery techniques, stimulus control 

and behavioral management methods (cf. Stuart & Davis, 

1972). Husbands were given identical instructions and 

self-monitoring methods as did the spouses in the Brownell 

et al. (1978) study. Further, husbands were asked to 

participate in the exercise aspect of the program. The WA 

and NPS learned the sarae behavioral techniques with the 

exception of the spouse cooperation raaterial in that they 

were told to self-monitor and to monitor unobtrusively 

their spouses' behavior- Posttest results revealed that 

there were no differences in weight. The CS group had a 

aignificantly higher spouse behavior score than the two 

other behavioral groups. The three groups did not differ 
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significantly on subject behavior score, calorie score 

(number of calories consumed daily minus the prescribed 

calorie level) or subject activity score (derived by 

summing the number of calories expended through activity 

per day). Correlations between weight loss and the subject 

behavior, spouse behavior, calorie and subject activity 

scores revealed few significant correlations. Only the CS 

condition's weight reduction quotient (Feinstein, 1959) 

differed significantly from the alternative treatment at 

the three-, six-, and 12-raonth follow-ups, although it did 

not differ significantly from the other two groups at any 

of the follow-ups. One exception to this was that at the 

12-month follow-up, the CS group did differ significantly 

from the WA group on the weight reduction quotient. 

Using an approach unique to spouse involvement studies 

by delaying spouse participation until after an initial 

treatment period, Matson (1977) reported an uncontrolled 

case study of a middle-aged obese woman. Following a 

15-week baseline period, the subject was instructed to 

self-monitor her weight and to restructure environmental 

conditions (e.g., eat only at raeal times at the kitchen 

table). During this time, she lost a miniraal amount of 

weight. The next phase of treatment involved the subject's 

husband who was instructed to positively reinforce and to 

avoid criticism of her- She lost a significant amount of 

weight (39 pounds) during this ten-week period. At 90-week 
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follow-up, the subject had lost an additional four pounds. 

Although one must be tentative in drawing conclusions from 

an uncontrolled case study, the greater weight loss which 

occurred during the spouse participation phase suggests 

that therapists need not only to encourage spouse support 

but must also address subtle, critical behaviors. 

A controlled, long-term study was undertaken by 

Murphy, Williamson, Buxton, Moody and Abscher (1982). A 2 

(spouse vs. no spouse) x 2 (one- or two-party contingency 

contract) design was employed. In the one-party 

contingency contract condition, obese subjects were 

responsible for self-control, self-reinforcement, and 

self-punishment; whereas in the two-party contingency 

contract condition, the spouses were in charge of control, 

reinforcement, and punishment. Murphy et al. also included 

a supportive, attention-placebo group. When compared to a 

waiting-list control (WLC) group at posttest, all five 

experimental groups lost significantly raore weight but did 

not differ significantly from one another- Long-term 

results indicate that spouse participation did have a 

differential effect, even though this effect was not 

present at posttreatment. The type of contingency contract 

did not make a significant difference at either posttest or 

follow-up periods. 

Although the results of the previous studies 

demonstrate that spouse participation enhances weight loss. 
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conflicting data exists (Black & Lantz, 1984; Brownell & 

Stunkard, 1981; Dubbert & Wilson, 1984; O'Neil, Currey, 

Hirsch, Riddle, Taylor, Malcolra & Sexauer, 1979; Saccone & 

Israel, 1980; Weisz & Bucher, 1980; Wilson & Brownell, 

1978). 

Weisz and Bucher (1980) randomly assigned overweight 

woraen from stratified blocks of degree overweight to three 

treatraent groups: self-control group with spouses (SC), 

couples group (C), or untreated control group (UC). The 

two treatment groups differed in that the husbands in the C 

group were instructed to respond positively to their wives' 

weight control efforts. The husbands in the SC group were 

required only to attend the sessions, while the wives 

reinforced themselves. All subjects, including subjects in 

the UC group, were given eating and Exercise Diaries. The 

treated groups met for six, weekly, one-hour sessions and 

for a two-month follow-up session. Both experimental 

groups were given essentially the same instructions and 

learned the behavioral procedures of self-monitoring, 

contracting, and stimulus control. Each session was 

devoted to weighing each subject, collecting and reviewing 

the diaries and contracts (made with the spouses in the 

couples condition), discussing difficulties, and presenting 

new material. At posttest and at follow-up, the C and the 

SC groups lost significantly more weight than the UC group, 

although they did not differ from one another. In contrast 
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to Lantz (1977), active spouse participation appears to be 

no more effective than mere attendance at the treatment 

sessions. An equally important finding is that at posttest 

and at follow-up, the C group showed significant 

improvement on both depression (as measured by the Beck 

Depression Inventory; Beck, Ward, Mendelson, Mock & 

Erbaugh, 1961) and marital measures (as assessed by the 

Short Harital Adjustraent Test; Locke & Wallace, 1959). 

Thus, spouse participation seems to have positive effects 

on mood and marital relationships in addition to promoting 

weight loss. 

The effects of both pharmacological agents and couples 

training on weight loss were compared (Brownell & Stunkard, 

1981). The spouse conditions were identical to those in 

the Brownell et al. (1978) study and consisted of 

cooperative spouse-couples training (CT), cooperative 

spouse-subject alone (SA), and uncooperative spouse-subject 

alone (UCS). In addition, the subjects were randoraly 

assigned to either a raedication or a no-medication 

condition. The medication was fenfluramine hydrochloride, 

an appetite suppresant. Each group met weekly for 16, 

90-minute sessions; during the one-year maintenance phase, 

each group met every other month, The subjects were 

instructed in self-monitoring of caloric intake and habit 

change, stimulus control, nutrition, exercise, 

reinforcement, attitude restructuring, social support, and 
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eating behavior- Spouses were instructed to be supportive 

and to reinforce their spouses' weight loss attempts, Both 

spouses and subjects engaged in mutual monitoring, All 

subjects were required to pay three dollars per session in 

addition to a $35 deposit, of which $20 was refundable for 

attendance during treatment and $15 was refundable for 

follow-up attendance, Both the Locke-Wallace Marital 

Adjustment Test and the BDI were administered before and 

directly after treatment, The BDI was also administered at 

one-year follow-up, While all treatments produced a 

significant weight loss, no significant differences were 

found between the treatments, Subjects receiving the 

fenfluramine hydrochloride had a rapid relapse and regained 

almost all of the weight that they had lost, Subjects in 

the no-raedication groups also had regained weight at 

follow-up, yet they regained a smaller percentage of their 

lost weight than the subjects in the medication condition, 

In the CT condition, subjects with obese spouses lost more 

weight than subjects with non-obese spouses. Obese spouses 

also lost a significant amount of weight, and at one-year 

follow-up, their net weight loss was greater than the 

subjects' net weight loss. At follow-up, the three spouse 

conditions did not differ and little change was noted on 

psychological and marital measures. Hence, Brownell and 

Stunkard (1981) concluded that pharmocotherapy was not 

effective in promoting long-term weight loss and that while 
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spouse involveraent was not detrimental to the treatment 

process, it did not prove to be raore effective than the 

subject attending sessions alone. 

Saccone and Israel (1978) examined the effects of 

experimenter- versus significant other-(i.e., husband) 

controlled reinforcement for either weight loss or eating 

behavior change. Subjects in the four experimental groups 

lost significantly more weight than subjects in the control 

group. The husband was no more effective than the 

therapist as a mediator of reinforcement. However, husband 

reinforcement for habit change did lead to greater weight 

loss than therapist reinforcement for habit change, 

although the results were not significant. 

Black and Lantz (1984) also investigated husband- or 

experimenter-mediated reinforcement to deterraine which type 

of reinforcement led to greater weight change, They 

assigned 36 married women to one of three groups: husband 

absent (HA), husband not contracting (HNC), and husband 

contracting (HC), In the HA and HNC conditions, the 

experimenter was responsible for rewarding the subjects 

when they obtained their weight and behavior goals, In the 

HC condition, husbands rewarded their wives for appropriate 

behavior change. In addition, the husbands in the HC group 

were encouraged to be very supportive of their wives, while 

the husbands in the HNC group merely attended the meetings 

and did not receive special instructions. The program 
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consisted of weekly meetings which emphasized changing 

eating and activity habits (cf. Stuart & Davis, 1972). At 

posttest, the groups did not differ significantly, but at 

the one-year follow-up, the subjects in the HA group lost 

significantly more weight than the HNC group. The HA 

condition was not superior to the HC group, however. 

Dubbert and Wilson (1984) compared two levels of 

spouse involvement (couple vs. individual) and two levels 

of goal-setting (proximal vs. distal). This study is 

unusual in that following an initial four-week orientation 

period, the subjects were randomly assigned and then seen 

either individually or with their spouses for the next 15 

weeks. During the four-week orientation, subjects were 

given basic information regarding exercise, dieting, 

nutrition, record keeping and goal-setting. The subjects 

then met once per week for 15-20 minutes for three weeks 

and every other week thereafter. Subjects in the 

individual condition met with a therapist to discuss their 

problems. While the therapist instructed subjects on 

weight loss strategies, he/she did not discuss how the 

subjects could elicit support from their spouses, Subjects 

in the couple condition did receive this information and 

spouses were given suggestions on how they could be more 

supportive as well as instructed to set daily or weekly 

weight-loss goals. At posttreatment and six-month 

follow-up, the subjects lost an average of 17 pounds. 
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although there were no significant difference between the 

two spouse treatments and goal-setting conditions. 

Wilson and Brownell (1978) included family members 

(all but three were spouses) in their behavioral treatment 

program. They corapared faraily raember attending versus 

no-family meraber attending and found no differences at 

posttreatraent or at follow-ups. The authors posited that 

the lack of differences between groups may be due to the 

absence of measures to assess the family merabers' 

cooperation with the prograra. 

O'Neil et al. (1977) recruited subjects who corapleted 

a university-based behavioral weight reduction prograra 

during the previous year and asked thera to complete a 

questionnaire pertaining to their current weight and eating 

habits. Subjects who attended sessions alone were matched 

with the couples subjects on the basis of sex, time elapsed 

since completion of session, age, percent overweight at 

outset of session, age of onset of obesity, and 

socioeconoraic status. Results revealed that spouse 

involvement had no effect on weight loss, which the authors 

attributed to the fact that the spouses were involved 

passively during the program. Although this conclusion is 

similar to that of Lantz (1977), it contradicts Weisz and 

Butcher's (1980) study which found no difference regarding 

degree of spouse participation. 
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Critique of Significant Other or 
Spouse Involvement Studies 

The conflicting results frora the above studies make it 

difficult to draw any definitive conclusions regarding the 

effects of including the spouse in weight reduction 

programs given the exi-îting methodological problems (See 

Table 12). These problems are outlined below. 

Experimental groups. One criticism of the studies 

reviewed is that the authors provide little information 

describing the procedures for the various treatment 

conditions, It is unclear in several studies how the 

conditions vary from one another (e,g,, Dubbert & Wilson, 

1984; Weisz & Bucher, 1980; Zitter & Fremouw, 1978). 

Further, many of the studies do not assess the spouses' 

attitudes concerning their obese spouses' weight loss 

(e.g., Black & Lantz, 1984; Brownell et al., 1978; Hurphy 

et al., 1982). The spouses' attitudes may be critical to 

the success of the obese spouses. 

Control groups. Many of the studies reviewed do not 

include a control condition (e.g., Lantz, 1977; Matson, 

1977). Consequently, it is unclear whether participation 

in treatment is better than no treatment. More 

importantly, though, control groups should be used whenever 

an investigator is interested in examining specific 

treatraent components. 
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Author(s) Yr. Published Groups Control? Components 

Black & 

Lantz 

Brownel1 

et al. 

Brownell & 

Stunkard 

Dubbert & 

Wilson 

Lantz 

1984 

1978 

1981 

1984 

1977 

HA 

HNC 

HC 

CT 

SA 

NCS 

CT 

SA 

NCS 

M 

NM 

C-P 

C-D 

I-P 

I-D 

HA 

HNC 

HC 

No Reward 

Monitoring 

Stiraulus 

control 

No Reward 

Modeling 

Monitoring 

Goal-setting 

No Self-raonitor 

Stimulus 

control 

Reward 

No Goal-setting 

Self-monitor 

Social reward 

No Self-monitor 

Stimulus 

control 
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Table 12 Continued 

Author(s) Yr- Published Groups Control? Components 

Matson 1977 

Murphy et 

al. 

O'Neil et 

al. 

Pearce et 

al. 

1982 

1977 

1981 

Rodriguez 1981 

& Sandler 

Rosenthal 1980 

SI 

NSI 

SIC 

SSC 

SAI 

SAS 

AP 

SA 

SI 

CS 

WA 

NPS 

AT 

HC 

H 

NHI 

PHI 

HI 

No Self-monitor 

Stimulus 

control 

Yes Self-monitor 

Self-reward 

Social reward 

Stimulus 

control 

No Self-monitor 

Stimulus 

control 

Intake mod. 

Yes Self-monitor 

Self-reward 

Imagery 

Social reward 

Yes Self-monitor 

Contracting 

No Positive & 

negative 

reward 

Shaping 
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Table 12 Continued 

Author(s) Yr- Published Groups Control? Components 

Saccone 

& Israel 

Weisz & 

Bucher 

Wilson & 

Brownel1 

1978 

Zitter & 

Freraouw 

1980 

1978 

1978 

PO 

TWL 

TWB 

SOWL 

SOEB 

SC 

C 

FMP 

FMA 

WP 

WOP 

Yes 

Yes 

No 

Yes 

Stimulus 

control 

Self-monitor 

Self-monitor 

Contracting 

Stimulus 

control 

Positive & 

negative 

reward 

Monitoring 

Self-monitor 

Reward 
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Author(s) Duration Measures Intervals 

Black & 

Lantz 

Brownel1 

et al. 

Brownel1 

& Stunkard 

Dubbert & 

Wilson 

Lantz 

10 

10 

16 

19 

5 

weeks 

weeks 

weeks 

weeks 

weeks 

Weight 

Weight 

WRI 

X OW 

Weight 

WRI 

HAT 

BDI 

Weight 

% OW 

X Fat 

HAT 

Weight 

Pre, post 

1-yr FU 

Pre, post 

3-mth FU 

6-mth FU 

Pre, post 

12-mth FU 

Pre, post 

3-rath FU 

6-mth FU 

Pre, post 

Hatson 

Hurphy et 

al. 

29 weeks 

11 weeks 

8 weeks 

booster 

Weight 

Weight 

% OW 

% Fat 

WRI 

1-yr FU 

Pre, post 

Pre, post 

12 & 26-

wk FU 

1 & 2-yr 

FU 
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Table 12 Cpntinued 

Author(s) Duration Heasures Intervals 

O'Neil et 

al. 

Pearce et 

al. 

Rodriguez 

& Sandler 

Rosenthal 

Saccone & 

Israel 

Weisz & 

Bucher 

Wilson & 

Brownel1 

12 

10> 

10 

16 

8 

6 

8 

weeks 

weeks 

weeks 

mttgs 

weeks 

weeks 

weeks 

Weight 

Weight 

change 

% of wt 

loss, WRI 

WRI 

Weight 

X loss 

Weight 

SHF 

Weight 

Weight 

% OW 

SHAT 

BDI 

Weight 

WRI 

Pre, post 

Pre, post 

3-mth FU 

6-mth FU 

12-mth FU 

Pre, post 

2-mth FU 

6-mth FU 

Pre, post 

3-yr FU 

Pre, post 

Pre, post 

2-mth FU 

Pre, post 

3 & 6-mth FU 
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Table 12 Continued 

Author(s) Duration Heasures Intervals 

Zitter & 7 weeks Weight Pre, post 

Fremouw WRI e-wk FU 

e-mth FU 

Note, See text for explanation of group formats. 
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Behavioral components, Hany of the studies reviewed 

failed to provide a clear description of the behavioral 

components (e.g., Pearce et al., 1981; Rosenthal et al., 

1980). Simply listing several behavioral techniques 

without a description of the specific procedures makes it 

difficult for fellow researchers to design replication 

studies. In some instances, for example, authors referred 

to their treatment protocol as a modified version yet 

failed to describe the revisions (e.g., Murphy et al., 

1982; O'Neil et al., 1979). 

Treatment duration. From the studies reviewed, it is 

evident that the treatraent duration varied greatly. For 

example, Lantz (1977) offered a five-week program whereas 

Matson (1977) reported a 29-week program. While for the 

raost part groups met on a weekly basis, one of the more 

commonly-sited studies incorporated a bimonthly format 

(i.e., Rosenthal, 1980), 

Dependent measures. Another problem with behavioral 

studies concerns the dependent measures. Typically, weight 

change is measured by weight loss, percentage of 

pretreatment weight lost and/or a weight reduction index 

(e.g., Brownell et al., 1978). These raeasures do not take 

into account the percent fat lost by the subject but refer 

to the total body weight. These total body weight measures 

are misleading, especially if the subjects engage in 

Physical activity as a part of their reduction program. 
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Since muscle weighs more than fat, these subjects may be 

losing a relatively sraall amount of total weight, yet they 

may actually be losing a relatively large amount of fat, 

One dangerous aspect of eraphasizing total body weight loss 

is that subjects may resort to drastic measures to lose 

weight before a session, This is especially true if the 

subjects are rewarded or punished contingent on the amount 

of weight lost or gained. Hence, the percent fat estiraate 

would alleviate this problem since severe dieting reduces 

lean body mass as well as fat. Thus, last minute dieting 

would not result in the desired effects. 

A further concern is the marital dependent measures. 

Since one of the underlying hypotheses governing spouse 

involvement studies is that weight loss may be threatening 

to a marriage, a couple's marital satisfaction would seem 

to be an important aspect of the weight loss prograra. 

However, not all studies have employed an assessment device 

to measure satisfaction (e.g., Pearce et al., 1981; Saccone 

& Israel, 1978). Marital adjustment raeasures adrainistered 

at pre- and posttreatraent raay very well predict which 

subjects will maintain their weight losses and which 

subjects will relapse. 

Assessment intervals. The assessment intervals also 

vary greatly among the studies reviewed. Hatson (1977) 

reports data from pre- and posttreatment while Rosenthal 

(1980) assessed subjects three years after treatment. 



80 

Several studies do not report long-term follow-up data 

(e.g., Saccone & Israel, 1978; Weisz & Bucher, 1980). 

Three- or six-week follow-ups are insufficient because the 

obese may be able to sustain their motivation to lose 

weight for that length of time. Follow-ups of three months 

and longer are necessary in order to assess the true 

success of the program. The Rosenthal (1975) study is a 

good example of how a program appears at first glance to be 

successful because of the short-term follow-up, but when a 

long-term follow-up is attempted, the results may not be as 

favorable as was first thought (Rosenthal et al., 1980). 

Obesity for most subjects has been a long-term problera, and 

consequently, relapse after treatraent is not inconceivable 

considering the long-standing nature of their obesity. 

Outcome. Given the above problems, outcomes from 

these studies are difficult to interpret. Further, it is 

difficult to compare the results across studies as a means 

of support for the treatment packages. 

Exercise 

Physiological Effects of Exercise 

The word exercise in this paper refers specifically to 

aerobic exercise. Briefly defined, aerobic exercise is 

activity (i.e., fast walking) which raises the pulse 

moderately for an extended period of time and involves a 

large muscle group (Hartin & Dubbert, 1983). Anaerobic 
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exercise, on the other hand, is a very low intensity 

activity, (e.g., housework) or very high intensity activity 

that lasts for a short period of time, (e.g., basketball) 

(Bailey, 1978). The most important difference between the 

two types of exercise is the effect of each on fat. 

Although both activities expend energy, anaerobic exercise 

utilizes carbohydrates as an energy substrate, whereas 

aerobic exercise utilizes fats and carbohydrates. In other 

words, only aerobic exercise expends stored fat and is 

suitable for fat loss (Ragg, 1979). 

Host behavioral programs eraphasize that learned, 

inappropriate eating behaviors are the major contributing 

factors to obesity (cf, Stuart & Davis, 1972), Three 

widely-held misconceptions perpetuate this view, The first 

misconception is that obese persons become and stay fat 

because they ingest more calories than lean persons 

(Bailey. 1978), Second, it is believed that individuals 

must exercise an extensive period of time in order to lose 

a sraall amount of weight (Hayer, 1959). Third, it was 

thought that exercise increases a person's feelings of 

hunger; and thus, after exercising, the person eats more, 

which offsets the effects of exercising. Research has 

disputed all three assumptions for obese persons may 

actually eat less than their leaner counterparts. However, 

lean persons exercise more than do obese individuals 

(Bailey, 1978; Chirico & Stunkard, 1960; Franklin & 
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Rubenfire, 1980). Bradfield and Jourdan (1972) found that 

the obese women who they studied were uniformly inactive 

and that their raean energy expenditure per day was close to 

their energy expenditures at rest. Consequently, eating 

too much may not be the problem but rather, the problem may 

stem from exercising too little. Thus, an increase in 

energy expenditure is warranted. 

The positive effects of exercising not only extend 

beyond the exercising period but are also cumulative (Allen 

& Quigley, 1977; Bailey. 1978; Franklin & Rubenfire, 1980; 

Hayer, 1959). Exercising causes an increase in energy 

expenditure both during and after the exercising period. 

This increase in energy expenditure does not lead to a 

concomitant increase in caloric intake, however- In fact, 

light-to-moderate exercise may actually lead to a decrease 

in caloric intake (AUen & Quigley, 1977; BJorntorp, 1976; 

Durrant, Royston, & Wloch, 1982; Thompson et al., 1982; 

Woo, Garrow, & Pi-Sunyer, 1982a; Woo et al., 1982b). Hayer 

(1959) discovered a curvilinear relationship between 

caloric intake and exercise. The most sendentary and the 

most active persons in his study had the highest caloric 

intake, whereas moderately active persons had moderate 

caloric intakes. Thus, if obese persons increase their 

activity level, their caloric intake will probably remain 

unchanged or decrease. 
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Researchers have become increasingly interested in the 

physiological effects of diet and exercise on the human 

body. Chronic dieting has several negative effects on the 

body. First, when obese persons restrict their caloric 

intake, weight loss occurs until they reach what is 

commonly referred to as dieter's plateau, which is the 

point at which the person no longer loses weight despite a 

minimal caloric intake. The culprit of this weight 

stabilization is that the body's basal metabolic rate (BMR) 

decreases to meet the decrease in caloric intake (Bailey, 

1978; Thompson et al., 1982). BMR is the miniraum level of 

energy needed to sustain the body's vital functions. Bray 

(1969) found that during a three-week period of caloric 

restriction (450 calories per day), the BMR of obese woraen 

decreased by 15 percent. Even though the women ate less 

and lost weight, their BMR was slower than before they 

began their diet, A second negative effect of dieting on 

the body is that it decreases the body's thermic response 

to food (thermogenesis) and the energy used in performing a 

task (Thompson et al., 1982). In other words, the body 

burns up less calories than it did previously, Third, 

dieting causes a decrease in lean body mass (LBM) as well 

as in fat (Bailey. 1978; Zuti & Golding, 1976). 

Consequently, the amount of fat allowable for good health 

(12-1855 of the total body weight for raen, and 18-22X for 

women) decreases as the lean body raass decreases. For 
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example, a woman with 96 pounds lean body mass can have 24 

pounds of fat and be considered healthy, whereas a woman 

with 86 pounds lean body mass can only have 21 pounds of 

fat to be considered healthy. 

The implications of these findings are serious. 

Paradoxically, the obese individual actually may increase 

his/her susceptibility to obesity by dieting. The dieting 

process slows their BMR and decreases thermogenesis while, 

at the same time, decreases their lean body mass. This raay 

be one hypothesis to account for the high relapse rate 

araong dieters. Exercising, on the other hand, offsets the 

negative effects described above. Exercising increases the 

body's BHR and thermogenesis and hence, the body burns up 

more calories. This increase in BMR is sustained for 

several hours after exercise (Thompson et al., 1982). 

Further, fat is lost through exercise and not lean body 

mass. In fact, lean body mass actually increases because 

muscle tissue increases as the obese become more active 

(Bailey, 1978; Lewis et al., 1976; Zuti & Golding, 1976). 

This increase in LBM is important for two reasons. First, 

the amount of fat allowable for good health increases as 

lean body raass increases, and second, lean body mass is 

three times as active metabolically as fat tissue which 

accounts for the increase in BMR (Thompson et al., 1982). 

When combined with restricted caloric intake, exercise 

is an ideal means of fat loss since it counteracts the 
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negative effects of dieting. Thus, fat is lost at an even 

greater rate than if the person were exercising without a 

concomitant reduction of calories (Martin & Dubbert, 1983). 

The question arises, then-how long and how hard must a 

person exercise to obtain the benefits of aerobic exercise? 

An exercise period of at least 20 minutes at an intensity 

in which the individual is able to raaintain a normal 

conversation throughout the activity is necessary for the 

aerobic effects to occur (Thompson et al., 1982). Bailey 

(1978) lists a table of heart rates for males and females 

of varying ages which he states must be attained and 

maintained for 12 rainutes for the exercise to qualify as 

aerobic exercise. This chart eliminates the ambiguity of 

the normal conversation test; a test which often leads 

people to exercise at too low of an intensity. Bailey 

(1978) stresses the point that exercising at too high an 

intensity is Just as ineffective in ridding the body of fat 

as exercising at too low of an intensity. 

From the studies cited above, it is clear that 

exercise has real and important effects on the body. Since 

these effects have a direct relationship to excess fat 

loss, they indicate that exercise needs to be included in 

weight reduction prograras. 
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Exercise Studies 

The few studies eraphasizing exercise as a means for 

weight (fat) loss have been very encouraging. Gwinup 

(1975) investigated the effects of exercise alone on weight 

loss. Women accustoraed to a sedentary lifestyle were 

instructed to initiate a walking program whereby they 

walked for at least 30 minutes per day, five days per week. 

Subjects were told explicitly not to keep a record of the 

foods that they ate and not to count calories. One year 

after the women began the program, the 11 remaining 

subjects lost at least ten pounds (M=22 pounds). By the 

end of the program, the women were walking at least one 

hour per day. Thus, without a concomitant decrease in food 

intake, the subjects had to exercise for long periods of 

time each day in order to achieve their weight loss. 

Kukkonen, Rauramaa, Siitonen, and Hanninen (1982) also 

studied the effects of exercise alone on weight loss. They 

prescribed an individualized training program to their 

subjects, and they met with them every six weeks to monitor 

their progress. Ninety-five persons (41 raales and 54 

females) completed the 17-raonth study- The weight loss for 

both men (M=10.e SD=1.8) and women (M=7.3, SD=1.3) was 

statistically significant. These weight losses are 

comparable to weight losses in traditional behavioral 

programs, Probably the most notable aspect of this program 

is that the evercise protocol was loosely organized whereby 
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the subjects were allowed to choose their own type of 

physical activity. In addition, the subjects were 

monitored less frequently than traditional programs which 

usually require weekly sessions. Thus, this study seems to 

demonstrate that exercise can lead to significant weight 

loss, and that an organized, weekly program may not be 

necessary in order for subjects to lose weight. 

The effects of exercise alone on six sedentary obese 

men were studied in a program which consisted of 16 weeks 

of walking on a treadmill for 90 rainutes, five tiraes per 

week (Leon, Conrad, Hunninghake, & Serfass, 1979). Since 

the treadraill had the capacity to accoramodate 

simultaneously nine people, three to six men usually walked 

together- Initially, the subjects walked for 15 rainutes, 

but the exercise time was increased to three, 30-minute 

exercise periods. After 16 weeks, subjects had significant 

reductions in total body weight, percentage fat, and fat 

weight. 

Several researchers have studied the combined effects 

of exercise and caloric restriction on weight change 

(Buskirk, Thompson, Lutwak, & Whedon, 1963; Lewis et al., 

1976). Buskirk et al. (1963) varied the levels of caloric 

intake and intensity of exercise of six subjects. The 

length of the program varied and ranged frora ten to 78 

weeks. Although no data regarding weight change were 

provided, the raean weight loss for the subjects was 43.34 
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pounds. The least amount of weight that a subject lost was 

31 pounds. Although these results are superior to 

traditional behavior reduction programs, they must be 

accepted with caution since the researchers did not employ 

a control condition nor did they randomly vary the levels 

of caloric intake or exercise. 

Lewis et al. (1976) increased the physical activity of 

22 obese women by prescribing a twice-weekly Jog/walking 

program and a calisthenics class. While raost of the 

subjects initially alternated between walking and Jogging 

the 2.5 mile course, by the end of the 17-week program, 

nearly all were Jogging the entire distance. On two other 

days of the week, the women met for a one-hour calisthenics 

class, designed to increase the subjects' flexibility- One 

day during the week, the women attended a weight reduction 

class, wherein they discussed issues relating to overeating 

and weight loss. Although the women were not given a 

specific diet plan to follow, they voluntarily decreased 

their caloric intake to what the experimenters referred to 

as a moderate level, At posttreatment, the women evidenced 

significant losses on absolute weight loss and on fat 

weight loss and a nonsignificant increase in leah body 

weight. 

Other researchers compared behavioral programs 

combining exercise and caloric restriction with prograras 

stressing caloric restriction only (Dahlkoetter et al., 
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1979; Duddleston & Bennion, 1970; Harris & Hallbauer, 1973; 

Stalonas et al., 1978; Zuti & Golding, 1976). Duddleston 

and Bennion (1970) randomly assigned 12 subjects to one of 

four conditions: (1) diet and exercise, (2) diet only, (3) 

exercise only, or (4) neither diet nor exercise. The diet 

was a 1200-calorie diet based on the food exchanges used in 

calculating diabetic diets. All subjects in the diet 

conditions ate lunch and dinner together but prepared a 

standardized breakfast on their own. The exercise program 

consisted of one-hour sessions on a treadmill and 

stationary bicycle, four days per week. At the termination 

of the six-week program, all subjects, except for the 

control condition, experienced a weight loss. Although no 

statistical analyses were provided, the exercise and diet 

group had a mean weight loss of 15.3 pounds; the diet group 

had a mean weight loss of 14.1 pounds; the exercise only 

had a mean weight loss of 3.5 pounds; and the control 

condition had a mean weight increase of one pound. Thus, 

exercise in combination with a reducing diet led to better 

weight loss, although it is unknown if this weight loss was 

statistically significant. 

Dahlkoetter et al. (1979) randomly assigned 44 female 

subjects to four conditions similar to those in the 

previous study. The three experimental groups were 

required to attend eight weekly. one-hour group meetings. 

The exercise only group discussed issues related to 
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exercise (e.g., ways to increase daily activity level) for 

the first 30 minutes and then exercise as a group for the 

remaining 30 minutes. The diet group discussed ways to 

change their eating habits. They were taught to become 

raore aware of their eating cues, to substitute other 

activities for eating, and to decrease their intake level. 

The combination group received a combined package of the 

procedures described for the two groups above. The control 

subjects were told that all groups were full and that they 

would have to wait eight weeks for treatment. At 

posttreatment, all experimental groups lost significantly 

more weight than the control group, and the combination 

group lost significantly more weight than the other two 

treated groups. At the eight-week follow-up, the 

combination group continued to lose significantly more 

weight than the other treatment groups, wheras the latter 

groups simply maintained their posttreatment weight losses. 

Zuti and Golding (1976) randomly assigned 25 females 

to either a diet group, an exercise group, or a combination 

group. Unfortunately, a control group was not employed. 

for a 24-day baseline period, subjects recorded daily all 

food and liquid intake and were weighed three times per 

week. The experimenters used this information to determine 

each subjecfs caloric intake. The subjects in the 

exercise only group maintained their previous caloric 

intake level, yet increased their caloric expenditure by 



91 

500 calories per day. The combination group raembers 

decreased their intake by 250 calories and increased their 

caloric expenditure by 250 calories. All women were 

required to keep a record of their eating activities and 

had an equal caloric deficit for the duration of the 

16-week program. The exercise and combination groups 

participated in a one-hour, five-days-per-week exercise 

class designed to expend 250 calories, which was sufficient 

for the corabination group. Women in the exercise condition 

were further required to walk in order to expend another 

250 calories. Although at posttreatment, the three groups 

did not differ significantly on weight loss, they did so on 

density, percent fat, and lean body weight. The 

combination and the exercise groups were superior to the 

dieting group on the density and on the percent 

fat measures; however, they were not significantly 

different from one another- In addition, the combination 

and the exercise groups both had a slight increase in lean 

body weight, whereas the dieting group had a slight 

decrease, although none of these differences were 

statistically significant, It should be noted, however, 

that the combination group was superior to the exercise 

group on three of the four weight change measures (except 

lean body weight) even though the differences were not 

significant statistically-



92 

Harris and Hallbauer (1980) incorporated the exercise 

component in a weight loss program emphasizing self-control 

and contracting techniques. Forty-six subjects (35 

females, 11 males) were assigned to one of three 

conditions: self-control/contract (SC), 

self-control/contract/exercise (SCE), or attention-placebo 

(AP). All subjects met for 12-weekly, one-hour sessions. 

The two experimental groups discussed techniques to 

increase self-control (e.g., the use of positive and 

negative reinforcement, the removal of eating provoking 

stimuli). Subjects were instructed to decrease food intake 

necessary to lose two pounds per week. In addition, all 

subjects declared the amount of weight they each would like 

to lose and assigned a monetary value to each pound. The 

total amount of money was deposited with the experimenters 

and was returned contingent on weight loss. The SCE group 

differed from the SC group only in that they were 

instructed to begin a regular exercise program (e.g., 

walking). The AP group discussed dieting problems and kept 

records of caloric intake, yet they were not given specific 

recommenclations or techniques to implement. Results at 

posttreatment showed no significant differences between 

groups. At seven-month foUow-up, however, the 

experimental groups lost more weight than the control 

group, and the SCE group lost significantly more weight 

than the SC group. 
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Stalonas, Johnson, and Christ (1978) also studied the 

use of contingency and exercise in a weight loss program. 

They employed four experimental groups; the basic program 

(BP); the basic program plus exercise and contingency 

components (PEC); the basic program plus exercise (PE); and 

the basic program plus contingency components (PC). The 

basic program required the subjects to attend ten weekly. 

one-hour sessions in which they were exposed to information 

concerning behavioral tasks (e.g., monitoring all 

information related to eating; planning a balanced diet; 

eating at specific times, places, and situations and 

graphing the use of program behaviors). The exercise 

component required subjects to choose and begin a regular 

form of exercise which increased gradually their daily 

caloric expenditure from 150 kcalories to 400 kcalories. 

The contingency component consisted of instructing the 

subjects to use self-reinforcement for adherence to 

appropriate behaviors. In addition, each subject deposited 

ten dollars with the experimenters, which was returned 

contingent on attendance at each session. The average 

attendance for the subjects was nine sessions. While 

neither the contingency management not exercise produced 

significant results, all groups lost a significant amount 

of weight at posttreatraent, which was raaintained or 

improved upon by all groups at three-month follow-up. At 

one-year follow-up, however, the BP group had gained 
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weight, whereas the PEC, PE, and PC groups maintained or 

increased their weight loss. At posttreatment and at 

follow-ups, those subjects in the PE group had greater 

weight losses than the other three groups, although these 

analyses were nonsignificant. 

Although several weight loss studies did not focus 

specifically on the effects of exercise, they do address 

relevant data concerning maintenance of weight loss. 

Specifically, findings indicate that subjects who exercised 

at a moderate level during and after their weight loss 

program lost more weight at posttreatment and better 

maintained their weight loss than subjects who were less 

physically active during and after treatment (Gormally & 

Rardin, 1981; Graham, Taylor, Hovell, & Siegel, 1983; 

Katahn, Pleas, Thadcrey, & Wallston, 1982). 

Taken together, these studies indicate that exercise 

can facilitate not only the loss of weight but its 

maintenance as well. Dieting, by itself, can have serious 

negative effects on the dieter's body; effects which are 

not engendered when exercise is combined with dieting. 

Thus, exercise is an important component that needs to be 

included in future behavioral weight loss programs. 

While the absolute weight losses which are given in 

exercise studies seem comparable to those weight losses 

achieved in non-exercise programs, these figures can be 

misleading. The weight loss achieved by subjects in 
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exercise and/or diet programs is, in fact, actually 

superior to the weight loss of subjects in typical 

behavioral programs since exercising increases lean body 

mass. Although the subjects may not lose a large amount of 

total body weight, they do lose weight which consists 

largely of fat. Subjects in the typical behavioral 

programs which eraphasize dieting do not increase their lean 

body mass; rather, they lose lean as well as fat weight. 

Thus, the subjects in the exercise prorams have a better 

lean to fat ratio even though their total body weight loss 

is coraparable to the total body weight loss in non-exercise 

studies, 

Critique of Exercise Studies 

Studies which have included the exercise component 

have methodological problems that require amelioration (See 

Table 13), These issues will be discussed below. 

Experimental conditions. One issue in exercise 

studies is that some researchers do not randomly assign 

subjects to the experimental conditions (e.g., Buskirk et 

al., 1963; Harris & Hallbauer, 1973). Non-randomization 

can result in differential treatraent effects that are due 

soley to pretreatment differences. Hence, the conclusion 

that a particular treatment group is superior to another 

may be false. 
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Table 13 

Exercise Studies 

Author(s) Yr. Published Groups Control? Components 

Buskirk 

et al. 

Dahlkoetter 

et al. 

Duddleston 

& Bennion 

Gwinup 

Harris & 

HalIbauer 

Kukkonen 

et al. 

Leon et 

al. 

Lewis et 

al. 

1963 

1979 

1970 

1975 

1973 

1982 

1979 

1976 

5F, IM 

E 

EH 

EEH 

D 

E 

DE 

IIF 

EB 

EBE 

54F, 41M 

6H 

22F 

No 

Yes 

Yes 

No 

Diet 

Exercise 

Diet 

Exercise 

Diet 

Exercise 

No 

Yes 

No 

No 

Walking 

Contracting 

Diet 

Exercise 

Walking 

Cross-

country 

skiing 

Walking 

Diet 

Exercise 
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Table 13 Continued 

Author(s) Yr- Published Groups Control? Components 

Stalonas 1978 

et al. 

Zuti & 

Goldihg 

1976 

PO 

PEC 

PE 

PC 

D 

E 

DE 

No Self-reward 

Self-denial 

Exercise 

Diet 

Stimulus 

control 

Imagery 

No Self-monitor 

Diet 

Exercise 
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Table 13 Continued 

Author(s) 

Buskirk et a 

Dahlkoetter 

et al, 

Duddleston 

& Bennion 

Gwinup 

Harris & 

HalIbauer 

Kukkonen 

et al, 

Leon et 

al. 

Lewis et 

al. 

Stalonas 

et al. 

Zuti & 

Golding 

Duration 

1. 30 wks 

8 wks 

6 wks 

eO-100 wks 

12 wks 

17 mths 

16 wks 

17 wks 

10 wks 

16 wks 

Measures 

Weight 

Weight 

X Fat 

Weight 

Weight 

Weight 

Weight 

Lean wt 

Fat wt 

X Fat 

Weight 

X Fat 

Weight 

Weight 

X Fat 

Intervals 

Pre, post 

Pre, post 

8-wk FU 

Pre, post 

Pre, post 

Pre, post 

7-mth FU 

Pre, post 

Pre, post 

Pre, post 

Pre, post 

3-mth FU 

1-yr FU 

Pre, post 

îîote.. See text for explanation of group formats. 
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Control groups. Several studies do not employ a 

control condition in their design (e.g., Gwinup, 1975; 

Kukkonen et al., 1982). Thus, the results obtained may be 

due to extraneous variables unrelated to the actual 

treatment. 

Behavioral components. As with the obesity review, 

authors do not describe fully the behavioral components 

that are utilized (e.g., Dahlkoetter et al., 1979; Kukkonen 

et al., 1982). Often, the diet and exercise are described 

only as self-deterrained or raoderate which is clearly 

inadequate (e.g., Lewis et al., 1976). 

Treatment duration. Treatment duration varied 

greatly, ranging from six weeks (e.g., Duddleston & 

Bennion, 1970) to 100 weeks (e.g., Gwinup, 1975). In 

several studies, treatraent consists solely of instructing 

subjects to begin an exercise/diet program and then 

monitoring the subjects' progress (e.g., Gwinup, 1975; 

Kukkonen et al., 1982). Hence, it is unclear whether the 

weight change was produced by treatment or by other 

variables. 

Dependent measures. Often, researchers do not include 

percent fat estimate as a dependent measure (e.g., Harris & 

Hallbauer, 1973). Absolute weight is inadequate in an 

exercise program as the sole indication of weight change. 

Aa...̂ .....n.̂ nf. mtervals. Assessment intervals vary frora 

pre- to posttreatment to 100-weeks foUow-up. Another 



100 

problem with exercise studies is the lack of follow-up data 

available. Often, experimenters fail to assess weight 

changes in the subjects after posttreatment (e.g., Leon et 

al., 1979; Zuti & Golding, 1976). Obesity, for raost 

subjects, has been a recurrent problem so follow-up data on 

programs including exercise is sorely needed. 

Future Research 

In light of the studies cited, several areas of 

research on weight loss programs need to be studied. Most 

importantly, researchers need to deemphasize the use of 

techniques that focus on controlling overeating. However, 

they should not abandon self-monitoring and other methods 

of regulating eating altogether- Instead, researchers 

should use the behavioral techniques to decrease caloric 

intake, in conjunction with activities that would increase 

caloric expenditure. The role of exercise in weight loss 

has long been ignored, and researchers should correct this 

oversight. 

In addition, research should focus on those techniques 

which have proven to be the most effective for producing 

weight loss and continue to study various combinations of 

these effective methods. Ideally, researchers can discover 

which combinations are the most effective in producing and 

maintaining weight loss. 
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Finally, research should emphasize spouse 

participation in both the eating and exercise aspect of the 

study of the program as well. By including the exercise 

component, the researcher would be addressing a relatively 

new aspect of weight reduction programs coupled with the 

spouse involvement aspect. 

Even though a wealth of literature on behavioral 

weight reduction programs exists» the need for more sound 

research cannot be stressed enough. Obesity is a health 

hazard, and effective means must be discovered to combat 

it. Otherwise, the lifespan of a large number of people 

will be dramatically shortened and/or the quality of life 

of many people will be less than optimal. 



APPENDIX B 

CONSENT FORM 

102 



103 

I hereby give my consent for participation in the project 
entitled, nvolvement in a Behavioral Weight Reduction 
Program. I understand that the person responsible fcr this 
project if Dr. June Chiodo, Assistant Professor of 
Psychology, 117K Psychology Department, Texas Tech 
University, 742-3737. 

It has been explained to me that this project has the 
following objective: to enable the subjects to lose weight 
and maintain that weight loss through the development of a 
regular exercise program and a wel 1-balanced diet. 

Julie Ewing is the authorized project representative of Dr-
June Chiodo, and she has (1) explained the procedures to be 
followed and explained those which are experimental; 
namely, that prior to, during and following treatraent I 
will be asked to complete several questionnaires concerning 
my exercise and eating habits and my marital relationship; 
(2) stated that the risks for the participants are sore and 
pulled muscles, and fatigue if they follow the prescribed 
treatment in the study; (3) stated that I may decline to 
have my data (weight measurements, marital information) 
used in the study while continuing the program without 
penalty or may withdraw completely at any time; and (4) 
described the benefits that may result from this program, 
including weight loss and raaintenance of that weight loss. 

I have been assured that personal information about me 
obtained from questionnaires will be used for research 
purposes only, will be coded numberically to insure 
anonymity, will be known only to the experimenter and will 
remain COMPLETELY CONFIDENTIAL. I have also been assured 
that my participation in this study will remain 
ANONYMOUS AND CONFIDENTIAL. 

Dr- June Chiodo, or her representative, Julie Ewing, have 
agreed to answer any inquiries that I may have concerning 
the procedures related to this project and have inforraed me 
that I raay contact the Texas Tech University Institutional 
Review Board for the Protection of Human Subjects by 
writing them in care of the Office of Research Services, 
Texas Tech University, Lubbock, Texas 79409, or by calling 
742-3884, 

If this research project causes any physical injury to 
participants in this project, treatment is not necessarily 
available at Texas Tech University or the Student Health 
Center, nor is there necessarily any insurance carried by 
the University or its personnel applicable to cover any 
such injury. Financial compensation for any such injury 
must be provided through the participant's own insurance 
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policy, Further information about these matters may be 
obtained from Dr- J. Knox Jones, Jr., Vice President for 
Research and Graduate Studies 742-2152, Room 118, 
Adrainistration Building, Texas Tech University, Lubbock, 
Texas 79409. 

I understand that my participation in this project does not 
insure that I will lose weight or that I will maintain the 
weight lost or that I will necessarily derive any 
therapeutic benefit. I understand that I may discontinue 
this study at any time I choose without penalty. 

Signature of Participant 

Date 

Signature of Project Director or her 
Authorized Representative 

Date 

Signature of Witness to Oral 
Presentation 

Date 
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This manual includes instructions for groups that meet with 
or without spouses. Spouse instruction material will be 
preceded by the statement SPOUSE INVOLVEMENT ONLY. Each 
treatment session will follow the basic format of: 

I. Weigh-in and raonitoring of 
subjects' charts-30 minutes. 

II. Lecturette/discussion-30-50 
minutes. 

III. Questions-10 minutes. 
IV. Group exercise-Sessions V. VI, 

VII. 

OUTLINE 
Session I 

I. Weigh all subjects and return deposits. 

II. Introductions 
A. Introduce self and assistant 
B. Hembers introduce themselves to others. 

III. Purpose of the program 
A. Help merabers lose weight 
B. Help raerabers continue and/or maintain their 

weight loss after treatment 
C. SPOUSE INVOLVEMENT ONLY-Teach spouses how to 

help their dieting partner 

IV. Basic emphases of the program 
A. Exercise as a means of weight loss 
B. Reducing diet as an adjunct to exercise 

V. Responsibilities 
A, Leader: 

1, Attend all sessions including follow-ups 
2, Convey information 
3. Answer all questions (during treatment) 
4. Provide support, encouragement, & 

enthusiasra 
B. Group raerabers 

1. Attend all sessions and follow-ups 
2. Read "Fit or Fat" 
3. Follow prescribed behaviors 
4. Coraplete required forms 
5. Discuss problems or difficulties 

VI, Innoculation Procedure 

VII. General Procedures 
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A. Weigh, assess forms, & return deposits 
B. Lecturette/discussion 
C. Questions 
D. Sessions V, VI, VII-Group exercise 

VIII. Hand out forms 
A. menus 
B. food lists 
C. calorie checklists 
D. exercise checklists 
E. behaviors checklists 

IX. Explain forms 
A. Henus 

1. How were the caloric levels determined 
B. Food lists 

1. Explain food groups and portions 
2. Give hints 

C. Calorie checklists 
D. Exercise checklists 
E. Behavior checklists 

1. Subjects' checklist 
2. SPOUSE INVOLVEMENT CHECKLIST 

X- Exercise 
A, What types of exercise will/won't work 

1, Define aerobic exercise 
2, Define isotonic exercise 
3, Define anaerobic exercise 

B, Choosing an exercise 
1. walking 
2. Jogging 
3. swimming 
4. stair climbing 
5. stationary running 
6. stationary bicycle 

C, How long & hard should you exercise 
1, 20 minutes-5 times per week 
2, Pulse rate recommended-the chart 

XI, Hints about exercising 
A. Warra-up 

1. trunk circling 
2. toe touching 
3. side leg-raise 
4. sit-ups 
5. side bends 
6. calf rauscle stretching 
7- achilles stretching 

B. Stretch reflex 
C. Cool down 
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1. Stretching 
2. Fainting; sudden change in temperature 

D. Exercising and Meals 
1. Two hours after 
2. One hour before 

E, Appropriate clothing 
1. Loose cotton shirt/shoes 
2. Comfortable shoes 

3. No sweatwear 

XII. Pulse-taking 

XIII. Questions 

XIV. End Session 
A. Thank subjects 
B. SPOUSE INVOLVEMENT ONLY-thank and praise 

spouses 

Session II 

I. Weigh, assess forms, and return deposits 

II. Coramon myths about obesity 
A. Fat people eat more than skinny people 
B. Fat people have no willpower 
C. Overweight=overfat; Skinny people don't have 

fat 
D. Daily activity=exercise 

III. Why diets fail 
A. The dieter's perspective 

1. Self-starvation 
2. Dieter's plateau 
3. Post-diet weight gain 

B. The body's perspective 
1. BMR-define and describe 
2. Thermogenesis-define and describe 
3. Fat and lean body mass 

V. Why does exercise work? 
A. I n c r e a s e s BMR 
B. I n c r e a s e s thermogenes is 
C. I n c r e a s e s LBM and d e c r e a s e s f a t 
D. D e c r e a s e s and maintains a p p e t i t e 

VI. Why e x e r c i s e and d i e t ? 
A. Speeds up f a t l o s s 
B. O f f s e t s n e g a t i v e e f f e c t s of d i e t i n g 
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VII, SPOUSE INVOLVEMENT ONLY-How to help your spouse 
A, Encouragement 
B, Decrease criticism 
C, Reward appropriate behavior 
D, Exercise regularly with spouse 
E, Act as supporter not corapetitor 
F, Don't tempt her with forbidden food 

VIII. Questions 

Sessions III 

I. When to exercise 
A. Horning 

1. Pros: 
a. wakes you up 
b. gets it over with 

2. Cons: 
a, may tire you out 
b, may have to get up early 

B. Noon 
1, Pros: 

a, may boost energy for afternoon 
2, Cons: 

a, may not leave time for lunch 
b, SPOUSE INVOLVEMENT ONLY-spouse may 

not be able to exercise then 
C. Evening 

1. Pros: 
a. raay help you sleep/relax 
b. SPOUSE INVOLVEMENT ONLY-may be a 

good time for spouse 
2. Cons: 

a. may wake you up 
b. may prefer to sit in the evening 

II. Health Benefits 
A. Breathe easier 
B. Lower pulse 
C. Increase # and size of blood vessels 
D. Better circulation 
E. Hore blood circulating 
F. Builds muscles 

III. Know your capacity 
A. Signs of overdoing 

1. Tightness in chest 
2. Severe breathlessness 
3. Light-headedness 
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4. Dizziness 
5. Losing control of muscles 
6. Nausea 

B. Heart rate 
1. 10 beats > or < than ideal 
2. 5 minutes after exercise-pulse > 120 
3. 10 rainutes after exercise-pulse > 100 

C. Breathing 
1. 10 minutes after exercise-out of breath 

IV. Questions 

Session IV 

I. Weigh, assess forms and return deposits 

II. Stop and Start Conditioning 
A. Rest 2 days/week 
B. < 3 days/week-conditioning lost 
C. 1 day/week-may be dangerous 

III. Female Problems 
A. Wear support bra 
B. Exercise during period 

1. No physical damage 
2. May help cramps 
3. Heavy flow and pain-skip a day or 2 

IV. When not to exercise 
A. When you're sick 
B. When you've had little sleep 

V. Hints about eating 
A. Eat slower 
B. Eat in one place 
C. Eat and only eat 
D. Put tempting foods out of sight 
E. Avoid situations that might lead to cheating. 
F. Learn to say no to others 

VI. Other modes of exercising (not aerobic) 
A. Walk to store/work 
B. Park car farther from destination 
C. Climb stairs rather than elevator 
D. Begin or continue recreational activities 

VII. Problems with exercise 
A. Injuries 
B. Vacations 
C. Lack of motivation 
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E. Bad Weather 

VIII. Questions 

Session V, VI, and VII 

I. Weigh, assess forms and return deposits 

II. Group exercise 
A. Warm-up-5 minutes 
B. Walk-30 minutes 
C. Cool down and stretching-5 minutes 

Session VIII 

I. Weigh, assess forms and return deposits 

II. Cautionary notes 

A. Decrease in reinforcement 
B. Lack of motivation 
C. Boredom 

III. Follow-up format (1- and 3-months after session) 
A. Weigh, assess body fat and assess composite 

measurement 
B. Provide alternate diet (higher calorie) 
C. Return deposits 

IV. Assess dependent measures 
A. Weight 
B. Percent fat 
C. Composite measurement 
D. HSI 
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Specific Instructions 

Session I 

I. Weigh all subjects and return deposits 

II. Introductions 

I first want to say that I'm very happy to see all of 
you here. I am excited about this program, and I hope you 
are also. Let me reintroduce rayself-Hy name is Julie 
Ewing, and I'ra a third year doctoral student in the 
clinical psychology program at Texas Tech. My assistant's 
name is Corlis Pate, and she works at the TTHSC. She will 
be in charge of weighing all participants and helping me 
assess the charts that I'll be asking you to fill out. But 
more about that later. Right now, I'd like to go around 
the room and have each person introduce herself/(himself 
for SPOUSE INVOLVEMENT) and have each person tell why 
she/(he for S.I.) is here. 

III. Purpose of the program 

This program has been devised to serve several 
purposes. One purpose, and the raost important one, is to 
help the participants to lose weight. A second purpose is 
to teach you information that will enable you to continue 
to lose weight or maintain your weight loss once the 
program is over. SPOUSE INVOLVEMENT ONLY-A third purpose 
involves you husbands. I want to show you how to help your 
spouse lose weight and maintain her weight loss, 

IV. Basic emphases of the program 

This program is different from most weight programs 
in that the primary emphasis is on exercise and its 
role in weight loss. Now I know that for raost people, the 
word exercise should be considered a four-letter word. I 
hope to show you, however, that exercise is a vital part of 
successful weight loss and that it is not so terrible as 
raost people make it out to be. We will also be using a 
reducing diet, but it will be used as a supplement to your 
exercise program rather than a primary emphasis. Because 
this approach is relatively different from other programs, 
there will be a large amount of inforraation given in the 
first 4 sessions. Thus, it raay be a little bit confusing 
for some of you at first, but if you attend the sessions 
and read Fit or Fat you should get the hang of it. 
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V. Responsibilities 

I believe that each and every one of you can lose 
weight and keep this weight off. However, this cannot be 
accomplished unless both you and I fulfill certain 
responsibilities to the program. I see my Job as being: 
to attend all sessions, including the follow-ups: con-
veying the necessary information to help you lose weight; 
answer all questions; and to provide support and 
enthusiasm. I see your responsibilities as being to: 
attend all sessions and follow-ups; read Fit or Fat: follow 
prescribed behaviors; complete the required forms; and 
to discuss any problems or difficulties that your're 
having. 

VI. Innoculation Procedure 

After talking to many of you over the phone, I realized 
that almost all of you have tried every dieting procedure 
possible to lose weight. Since trying to lose weight can 
be very unpleasant, I'm sure that we all have come up with 
pretty good excuses for going off our diets or for not 
exercising. I'd like to have you tell me some of your 
excuses. WRITE THEM ON BOARD. Okay, now can you come up 
with some possible arguraents against these excuses. WRITE 
THEM ON BOARD. Good. What I want you to do is try and 
keep these arguments in mind while you're in this 
program. Undoubtedly, they will come up-now you have sorae 
ammunition to combat these excuses with. 

VII. General Procedures 

I want to give you a general idea of the procedures 
that we will be following during our treatment sessions. 
When you first arrive, my assistant will weigh you, and we 
will then look at the forms that you will have filled out 
during the previous week. We will see if you are following 
the prescribed behaviors or if you are having any 
difficulties with the procedures. After everyone has been 
weighed and talked to, I will discuss with you some 
informatlon that is iraportant to weight loss. The 
information that we w i U be discussing will also be 
reviewed in the Fit or Fat book. That way, you can not 
only hear it in the sessions but also read it on your own. 
After the discussion, you will be encouraged to ask 
questions about the material. Please feel free to ask 
questions; otherwise I will not know if you understand what 
I'm telling you. 
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VIII. Hand out forms 

Now I'm going to hand out the forms that I mentioned 
before. Don't be discouraged because it will look a lot 
harder than it actually is. This first form is what I call 
a menu. It lists the foods that you are allowed to eat 
each day. You may notice that you do not have the same one 
as your neighbor- This is because the amount of calories 
that you are allowed to eat each day was determined by 
multiplying your present weight by 7. If you 
weigh 180, then you'11 have a 1200 calorie menu since it 
is the closest amount to 1260. Let me give the 2nd form, 
and I'll explain how this diet will work. This form, 
lists a variety of foods, which are divided into the 
food groups that they belong to. Each food item has a 
measurement on the right side of the page. These 
raeasureraents represent what we will refer to as a portion, 
Hany of you may have been on a diet like this-it is called 
an exchange diet. An exchange diet is better than most 
diets because you don't have to count calories and you 
are able to pick the foods that you want to eat rather than 
having them prescribed to you. For you who haven' t 
been on a diet like this, let me briefly explain how it 
works. Say, for example, you are on a 1000 calorie diet. 
For breakfast, according to your menu, you are allowed 1 
milk, 1 fruit portion, 1 starch portion, 2 meat portions 
and 1 fat portion. You will go to your food list and 
determine what you want to eat. In the railk group, you can 
have 1 C. of skim milk, In the fruit group, you can have 1 
C, of fresh cranberries, In the starch group, you can eat 
1 slice of toasted bread, In the meat group, you are 
allowed 2 portions so you can choose 1 meat item and have 2 
times the amount listed (For ex,, 2 oz, of fresh ham) or 
you can have 2 different items (For example, 1 oz, of fresh 
ham and 1/4 c. low-fat cottage cheese). Then as a fat, you 
can have 2 tsp. of low-calorie margarine. For lunch, you 
would do the same thing—look at your menu to see what food 
groups you can choose from and then use the food lists to 
determine what and how much you can have. One important 
point to make is that you will need to use the low-fat meat 
list for 2 of your 3 meat portions daily. This is so that 
you will not be eating too much fat, which can be bad for 
your heart. For some of you, these menus look like a lot 
of food. For others, it may look like bird portions. Hy 
suggestion for those of you in the latter category is that 
when you look over the food lists, choose the foods that 
have the largest amount per portion. For example, in the 
fruit group, one portion of apple=l/2 apple whereas 1 
portion of cranberries=l cup. You get the same amount of 
calories in a larger portion. Another hint that I can give 
is to eat what is listed for each raeal and to not trade 
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around food items frora one meal to another. I suggest this 
because what will probably happen is that you will tell 
yourself-Oh, I'll have 2 starches for breakfast instead of 
one-I'll use a starch from lunch, and then when lunchtime 
comes around, you will wish that you hadn't traded one of 
your starches. Host people tend to skip breakfast and 
eat a light lunch and then a heavy dinner. This is 
counter to weight loss since you will be sleeping on 
all that food, whereas if you had eaten the regular meals 
for breakfast and lunch, your body would have had some time 
to use up that energy. The next form that I will give you 
is a checklist to ensure that you do eat all ycur 
portions each day. I suggest that you put the checklist up 
on the refrigerator and check off the food portions at each 
meal, This will help serve as a reminder so that you won't 
eat the wrong portions each day. 

The next chart is to record when and how you exercised 
each day- If you notice, there is a place to record what 
type of exercise you used, how long you exercised, 
and what your pulse rate was at the end of the exercise 
period, There is also a place for you to list any problems 
that you encountered. I will explain more about the 
exercises that you can do and about your pulse rate. 

The final chart is to allow you to record whether or 
not you are following the prescribed behaviors. This is to 
help us ensure that you are doing everything to let 
this program work for you. Although at first glance this 
seems like a lot of work, the checklists should only take 
you a few minutes of your time every day. Also, you will 
very quickly begin to learn what and how raany portions to 
eat at each meal, so you will not need to use your menus as 
much. 
SPOUSE INVOLVEHENT ONLY-You men will also be asked to fill 
out a form which will be used to assess if you are doing 
the prescribed behaviors also. It is similar to 
your wive's checklist, but it pertains to behaviors that I 
will be discussing later- For the first week, you will 
be required to answer to questions pertaining to exercise. 

IX. Exercise 

Now let's talk about exercises. There are several 
different types of exercises, only one of which is suited 
specifically for weight loss. The three types that I will 
be discussing are aerobic, isotonic, and anaerobic. You 
have probably heard of the term aerobic exercises because 
they are becoming very popular these days. However, most 
people don't know exactly what aerobic exercises are, 
Aerobic exercise uses a large muscle group and raises the 
pulse rate raoderately over an period of time. Jogging 
and swimming are examples of a potentially aerobic 
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exercise. I say potentially because these exercises don't 
qualify as aerobic unless the person engages in them 
for 20 minutes. 

A second type of exercise which is really popular is 
isotonic exercise. Examples of isotonic exercises are 
weight lifting and calisthenics. Although both forms of 
exercise do use a major muscle group, they are not aerobic 
because they do not raise the pulse rate to a moderate 
level and keep it at that level for an extended time 
period, A third type of exercise is closest to aerobic 
exercise, but it still is not as effective. This type is 
called anaerobic. Anaerobic exercise is high intensity 
exercis, in which the pulse rate goes up and down rather 
than staying at a moderate intensity for an extended 
period, Sprint running and basketball are considered 
anaerobic because they are stop and start exercises. I 
want to point out that I'm not saying that calisthenics and 
anaerobic exercise are not good for you, but they are not 
as effective a means of fat loss as aerobic exercise is. I 
will be discussing the biological reasons for the 
importance of exercise in our next session. 

You can probably guess that I want you to begin an 
aerobic exercise routine as a part of your weight loss 
prograra. However, it will be your choice as to which 
exercise you choose. Examples of possible choices are: 
walking, Jogging, swimming, stair climbing, stationary 
running, and stationary bicycling. I personally would 
recommend that you begin a walking program. I suggest this 
for two reasons: 1) everyone knows how to walk, so you 
don't have to learn it and 2) walking causes the least 
amount of injuries and is generally less aversive for 
people. You can choose whichever one you want, but studies 
have shown that those people who walk rather than do some 
form of exercise (especially Jogging) are more likely to 
continue their exercise program. 

As I mentioned before, in order for exercise to be 
considered aerobic, it must be done continuously for at 
least 20 minutes. I want you to begin exercising for 20 
minutes-5 days per week. As you get used to it, you 
may want to increase the amount of time you walk, as this 
will increase the amount of fat you will lose. 

A very important, if not crucial, aspect of aerobic 
exercise is your pulse rate. Studies have shown that each 
person has an optimal exercise pulse rate and that if the 
person's pulse is 10 beats lower than that rate, she is not 
doing aerobic exercise. If her pulse is 10 beats higher 
than that rate, she is not doing aerobic exercise. This 
pulse rate is determined by age and resting pulse 
rate. Since we do not know your resting pulse rate I have 
estimated what your aerobic pulse rate should be. However. 
I want you to take your pulse rate this week while watching 
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t.v. so that we can individualize it for each person. For 
this week, use the pulse rate that I have written on 
your exercise checklist. 

X. Hints about exercising 

Since you are beginning a program, which will 
be new to many, if not all of you, I am going to give you 
some hints on how to avoid injury and discomfort. It is 
very important to warm-up before exercising since your body 
will not be used to the stress. I'm going to quickly 
demonstrate several warm-up exercises. DEMONSTRATE TRUNK 
CIRCLING, TOE TOUCHING, SIDE LEG-RAISE, SIDE BENDS, 
CALF HUSCLE STRETCHING, AND ACHILLES STRETCHING. Do 
10 of each of these exercises. Be cautious, though, when 
you do these exercises. I see so many people raaking the 
mistake of boucing while they do these exercises, That is 
very wrong. Our muscles have a reflex called the stretch 
reflex, which is where the muscle tightens to prevent harm 
If you bounce when you are stretching, the stretch 
reflex will go into effect and your muscles will end up 
tighter than they were before you began stretching. So, 
Just hold your stretches for several seconds rather than 
bouncing. 

It is equally important to stretch out after exercise 
When you finish an exercise period, walk around slowly 
until you are less winded. Then use the same exercises 
that you stretched out with. Do not, for any reasons 
Just flop down on the ground or into a chair because 
there is a good chance that you will faint. Also, don't go 
from one extreme temperature to another, e.g., from hot to 
cold, because this may lead to fainting also. Another hint 
concerns exercising and eating. If you plan to exercise 
very close to a meal, wait 2 hours after a raeal and 
exercise at least 1 hour before a meal. This will prevent 
cramping from occurring. 

Finally, a last hint about clothing. Wear loose, 
comfortable cotton shirts and shorts. If you are 
Jogging/walking, then you will need shoes with a 
good arch support. I suggest investing in a good pair 
of running shoes. Last, do not wear those suits that are 
designed to make you sweat. This does not help you to lose 
fat, and it may actually strain your heart unduly. 

XI. Pulse-taking 

Now, I want us all to practice taking our pulse. You 
will need to do this during and after exercising to ensure 
that you are not over- or underdoing it. Find a pulse 
point, either your wrist or up on your neck. Count the 
beats that occur in six seconds and multiply that 
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number by ten. To practice, we will all step in place for 
one minute and then take our pulses. SUBJECTS STEP 
FOR ONE HINUTE & I WILL START AND STOP THEIR PULSE COUNT. 
This should give you an idea how you will have to exercise 
to raise your pulse to the recommended exercise 
pulse rate. Some of you will have to exercise slowly; 
others may have to exercise quicker. You have to tailor 
your exercise program individually to you. SPOUSE 
INVOLVEHENT ONLY-Spouses-you will have to go at your wives' 
pace rather than your own. You will not be helping her 
if you push her faster than she needs to go. Be 
her supporter, not her competitor- SUBJECT ALONE ONLY-one 
thing that I want to emphasize is-do not exercise with your 
husband. Research has shown that wives who exercise with 
their husbands push themselves too hard and do not get the 
aerobic effect. Thus, they are not really reaping the 
benefits of their exercise program. 

XII. Know your capacity 

As you continue your program, you will need to 
increase the amount of time you exercise, However, it is 
important not to push yourself too hard, Here are 
some signs that you're overdoing it, 1) tightness in your 
chest; 2) severe breathlessness; 3) light-headedness; 4) 
dizziness; 5) losing control of your muscles; & 6) nausea 
There are also ways to tell if you've overdone it by 
monitoring your pulse rate. As I mentioned before, you 
don't want your pulse to be 10 beats more than your optiraal 
exercise heart rate. Check your heart rate 5 minutes 
after you've stopped exercising; if it's greater than 120 
beats per minute, you're overdoing it. If, after 10 
minutes, your pulse is not under 100 beats per minute, you 
have overdone it. Your breathing can also signal that 
you're exercising too hard. If, after 10 minutes, you are 
still out of breath, you need to decrease the intensity at 
which you are exercising. 

These signals are of crucial importance. If you are 
exercising too hard, not only will you not be losing fat, 
but you run the risk of seriously damaging your muscles and 
organs. Do not kiU yourself under the guise of 
exercising. 

XIII. Questions 

XIV. End Session 
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Sessions II 

I. Weigh, assess forms, and return deposits 

II. Comraon myths about obesity 

I want to start out this session by talking about the 
comraon myths about obesity. The first myth that I want to 
dispel is that fat people eat more than skinny people. 
Research has shown that th^s isn't true. Think about 
your situation. Can you think of friends or family 
who eat like pigs yet never seem to gain an ounce? I 
know I can. How come they eat so much and stay so slender 
looking? Another myth is that fat people have no willpower 
That is false also. Hany overweight people eat like 
birds and still have a weight problem, so it can't be like 
they are weak persons as people would have you believe. 
Already, I think you can see some inconsistencies with what 
the party line has been saying for years. I'll be 
discussing this further later. 

A third myth is that overweight=overfat. What 
I mean by that is that if you weigh more than what a weight 
chart says you should weigh, then you have too much fat on 
you. This isn't true either. Take, for instance, a very 
well-muscled football player. According to some weight 
chart, he may weigh 20 pounds over what he should weigh. 
Are you going to tell him that he's fat? So, some 
people may weigh quite a lot, but not be overfat. 

A final myth is that activity=exercise. Many people 
get upset when I tell them that they need to exercise. 
They say-I get plenty of exercise-I chase after the kids 
all day long, clean the house, and cook the meals; Don't 
tell me I don't get exercise, What these women do is to 
equate exhaustion with having exercised, However, they are 
merely working specific muscles for limited time periods, 
And most importantly, they are not working their most vital 
muscle-the heart, 

So, what does all this mean, It means that you aren't 
a big pig; you need to think of obesity as overfat, not 
overweight; and that housework or office work does not 
equal exercise. 

III. Why diets fail 

Okay, for years you've been told that your weight 
problem is due to your lack of willpower and your 
overeating. So, what did you do? You dieted. However, I 
would be willing to bet that you probably didn't know that 
by dieting you were actually increasing your chances of 
gaining weight in the future. Let's look at what happens 
when you diet as a means for weight loss. 
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First, frora your perspective. When most people go on 
a diet, they starve themselves. They eat little 
candies, take diet pills or drink a liquid that's supposed 
to taste like a milkshake but never does. Sure, 
they'll lose weight until they get to some point and then 
all the sudden the weight loss will stop. This is known as 
the dieter's plateau. So, you have 2 choices. You can 
starve yourself even more to get the weight loss going 
or you can stop the diet and start eating as you normally 
would. If you choose the latter, a funny thing (or not so 
funny thing) happens. The amount of food that used to not 
make you gain weight, now makes you gain weight. Have you 
wondered why this is? 

Well, there's an explanation for this. First, I'll 
have to define some terms though. One term is basal 
metabolic rate. BMR is the speed at which our bodies 
burn up energy or calories in order for our organs to 
function. You raay have heard someone say-I can eat all 
foods because I have a fast raetabolism. Well, this is 
partly true. People with high metabolic rates use up more 
energy and thus, need more energy than person's with slow 
metabolic rates. Most people think that you're born 
with a certain metabolic rate and that this rate cannot be 
changed. Well, this Just isn't true. In fact, every time 
that you've dieted, you've slowed down your BMR. When 
you diet, your body responds to the decreased 
energy intake (eating) by slowing down your raetabolism 
Whereas before your body may have needed 2500 
calories to function properly, it adjusts so that it can 
function properly on only 1500 calories. Thus, it 
becomes more efficient and doesn't waste any of the energy 
as it did before. This is great if you're on a desert 
island, but it isn't too great if you're trying to lose 
weight. Since your body has adjusted to fewer calories 
what happens when you go back to your old eating habits? 
Well, you're taking in 1000 calories more than your 
body needs. So, it gets stored as fat. That's why people 
gain weight after they've been on a diet. They've actually 
made it easier for them to get fat. Another term is 
thermogenesis. This term refers to the body's reaction 
to food. After a raeal, your body responds to the raeal by 
becoming warmer, which uses calories. Well, when you diet, 
thermogenesis is reduced and thus, your body uses up less 
calories because it isn't getting as warm. Once again, 
dieting leads your body to burn up less calories. 

Finally, let's look at what you actually lose when 
you're losing weight. Your body is made up of fat, and it 
is made up of bones, rauscles, organs, etc, The nonfat 
components of your body are called lean body mass. When 
you lose weight, you lose not only fat; you also lose lean 
body mass. You may be thinking-wel1, who cares if I lose 
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muscle-women don't need muscle anyway- Well, women do need 
muscle, and I'll tell you why. Muscle is much more active 
metabolically than fat, which means that the more muscle 
you have, the more energy your body needs in order to 
function. If you do not regain the muscle that you've lost 
from dieting, your body will need even less energy than 
before to function properly. 

V. Why does exercise work? 

Now that I've discouraged you about dieting, let rae 
tell you why exercise is so good for you. One effect of 
exercising is that it increases your metabolic 
rate. So, even if you have slowed down your metabolisra by 
dieting, exercise can speed your metabolic rate up. This 
means that you will be able to eat more food but not gain 
weight. Exercise also increases thermogenesis. So, your 
body responds to food by getting warmer than it did before, 
thus, using up more energy. Exercise also increases rauscle 
while decreasing fat. Unlike dieting, exercise causes only 
a loss in fat, not in rauscle. Once again, your body will 
need more energy to maintain the higher percent of muscle 
mass. Finally, exercise will help to decrease or maintain 
your appetite, not increase it as many people believe. 
Exercise tends to depress your appetite, so you will not 
end up feeling starved after an exercise session. 

VI. Why exercise and diet? 

Considering all the negative things that I've said 
about dieting, you may be wondering why I would recommend 
dieting in this program. Dieting combined with exercise 
speeds up fat loss much quicker than if you were Just 
dieting or exercising. A second reason is that exercise 
helps to offset the negative effects caused by dieting 
alone. Consequently, you will not be increasing your 
chances of becoming fat if you increase the number of 
calories that you eat. 

VII. SPOUSE INVOLVEMENT ONLY-How to help your spouse 

Well, spouses, now I want to talk specifically to you. 
You can be a great help to your wives while they're in this 
program. I know that you want your wives to accomplish 
their goals so that they not only look better but feel 
better also. There are several ways for you to help your 
wives. First and foremost, encourage your wives to follow 
the prograra. This encouragement should be expressed in 
praise not criticism. If she diets and exercises 
each day. tell her how proud you are of her. However, if 
she doesn't do what she's supposed to, do not criticize 
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her. Comments like-Boy, you don't have any willpower 
do you?-are not helpful at all. You can also help 
her by exercising with her regularly. Please remember, 
you're there to help her, not to corapete with her, Also, 
don't tempt her with fcirbidden food, This isn't to say 
that 
you have to give up your goodies; Just try to be discreet 
when you are eating them, You've probably noticed that on 
your's and on one of your wives' questionnaires, 
there is a place to note if you are exercising and if you 
are praising or criticizing her- Your behavior will be as-
sessed by yourselves and by your spouses to ensure that 
you're following instructions. 

VIII. Questions 
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Session III 

I. When to exercise 

Since I'ra hoping that you will continue your exercise 
program for many years, I think that it will be helpful for 
you to establish a regular exercise time. There are pros 
and cons to the different times of the day to exercise, 
and I want to discuss them with you. Some people enjoy 
exercising in the morning. AM exercising can help wake 
you up, and if you're not thrilled at the prospect, it's 
a good way to get it over with. The disadvantages are that 
you may feel tired after morning exercise, and you may have 
to wake up earlier than you normally would in order to get 
your exercise in. 

Some people prefer to exercise at noon because they 
feel better for the rest of the day- However, noon 
exercising may not leave time for lunch, if you work. 
SPOUSE INVOLVEMENT ONLY-another disadvantage is that your 
spouses may not be able to arrange their schedule so that 
they can exercise with you. 

Finally, some people prefer to exercise at night. 
For many people, this is a great way to relax and they find 
that they sleep better if they've Just exercisied, SPOUSE 
INVOLVEMENT ONLY-another advantage is that this may be the 
only time when your spouse can exercise with you, Now for 
the problem-night exercise does make some people tense 
rather than relaxed. If you are that type, then skip 
it at night. Also some people Just prefer to sit and 
watch t.v. in the evening and would rather not go out. 

Whatever your preference, if you haven't already done 
so, pick a regular tirae. This will make it more 
difficult to forget about exercising or to make excuses 
about not having time to exercise. 

II. Health benefits 

Although we've discussed the benefits of exercising 
and weight loss, exercise has other benefits as well. 
One benefit is that regular exercise helps you to breathe 
easier because the muscles in the chest wall will be 
stronger. Your heart will also beat more strongly and pump 
more blood with each stroke. In other words, your pulse 
rate will decrease. Let me give you an example. It's not 
uncommon for a healthy, non-exercising woman to have a 
resting heart rate of 80 beats per minute. If that woman 
began to exercise regularly, her pulse rate could decrease 
to 50 beats per minute. Over an 8-hour sleep period, an 
out-of-shape woman's heart would beat 38,400 times whereas 
the in-shape woman's heart would beat 24.000 times. Thus, 
the heart of woman who is out-of-shape will have to beat 
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over 14,000 more times to pump the same amount of blood. 
The chances are good that the wel1-exercised woman has a 
heart that will last longer than a non-exercising woman. 

Another plus is that exercising increases the number 
and size of blood vessels that transport blood to your body 
tissue, which enriches all tissue with more oxygen. The 
more oxygen the tissue gets, the healthier it is. 
Exercising helps the blood circulate efficiently in your 
body. which can help to lower your blood pressure. Last, 
exercise helps to build up sleek, not bulky muscles, which 
will give you the appearance of having a trim, healthy 
body. 

IV. Questions 
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Session IV 

I. Weigh, assess forms and return deposits 

II. Stop and start conditioning 

In today's session, I want to discuss some problems 
that you may encounter during your program and some 
additional hints about eating and exercising. Often when 
people get into exercising, they think that if 5 days is 
good for you, 6 or 7 days per week is better- This is 
wrong. Your body needs a rest period so that your muscles 
are not stressed too much. If you exercise too much, 
you're actually tearing down muscle. On the other 
hand, if you exercise less than 3 days per week, 
the effects of exercise are lost. Further, if you exercise 
only 1 day per week, this is worse than not exercising at 
all. In fact, you are risking your health because your 
heart will not be used to exercise, and it will be strained 
much more than if you were exercising regularly. 

III. Female problems 

Next, I want to discuss purely female problems. One, 
if you're not already wearing a good support bra while you 
exercise, get one. Not only will it be more comfortable, 
but it keeps the breast tissue from being damaged. Another 
issue is menstruation. There's no reason not to exercise 
during your period. It will have no negative effects on 
your body, and it raay even help decrease cramping. But 
if your flow is very heavy and you have bad pains, skip a 
day or two. 

IV. When not to exercise 

Although I've made it sound like you should 
exercise rain or shine, there are times when you shouldn't 
exercise. When sick, it is best not to exercise until 
you are fully recovered. The reason for this is that your 
resistance is slow when you're sick and exercising will 
decrease this resistance even more. However, if your 
illness (like a cold) keeps going on and on, you might ask 
your doctor what he/she thinks about light exercising. 
Another time when it's best not to exercise is if you've 
lost a lot of sleep. Skip exercising that day and get some 
rest instead. Then exercise the next day-

V. Hints about eating 

Now I want to give you some basic hints about eating. 
Even though I mentioned before that overeating is not the 
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sole cause of gaining weight, these hints are designed to 
encourage healthy, more enjoyable meals. In this day and 
age, people seem to inhale their food rather than eating 
it. If you're one of those types, slow down so that 
you can enjoy your meal. Slowing down your eating 
also lets you feel full while eating less food. It is also 
helpful to eat in one place in the house and use that place 
for eating only. How often do we sit by the t.v. 
munching on chips or drinking soda even when we don't feel 
really hungry? We do this because we associate eating with 
t.v, watching. Not only are we eating greasy Junk food, 
which isn't good for us, but we are ignoring the fact that 
we don't even feel hungry. Also, try to do only eating at 
the kitchen table. The more activities that you do at the 
kitchen table, the more activities will become associated 
with eating. So when you engage in the activities later, 
even away frora the kitchen table, you feel like eating even 
if you're not hungry. Another helpful hint is to keep all 
tempting foods out of sight. That way you won't be tempted 
to cheat on your diet. You should also try to avoid 
situations that will lead to overeating. I don't want you 
to become a social recluse, but if you are going to a party 
where there is food, eat before you go. That way. the 
temptation won't be as great. Finally, learn to say 
no to others when they offer you food. Often, well-meaning 
friends and relatives off us goodies, and of course, 
we don't want to hurt their feelings, However, I doubt 
that these people will go into a major depression if you 
told them you are trying to lose weight, 

VI, Other modes of exercising 

Besides your regular aerobic exercising, you can also 
decrease your weight be engaging in other types of 
exercise, Let me point out that this type of exercise 
won't get rid of stored fat, but it will work off calories 
that haven't converted to store fat yet, Essentially, 
these suggestions revolve around giving up some of life's 
modern conveniences. For instance, try walking to 
work or to the store rather than taking your car- If you 
have to take your car, park it away from your destination 
than you usually do and walk a greater distance. Climb 
stairs rather than taking the elevator. A final suggestion 
is to begin or continue any recreational activities that 
you are interested in such as tennis, bowling, etc. 

VII. Problems with exercise 

The chances are very good that there will be times 
other than when you are sick when you won't exercise. One 
such instance is when you are injured. I suggest that if 
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you do get injured to change, if it's possible, to another 
type of aerobic exercise, e.g., from walking to swimming. 
Another time will be on vacations. Even the most loyal 
exerciser raay not continue her routine while away from 
horae. This is fine as long as you get right back into it 
when you get home because the longer you miss exercising 
the greater the likelihood of giving it up for good. 
Sometimes you will Just not feel like exercising. We 
all will experience problems with motivation from time to 
time. If you really are tired of exercising, do one of two 
things. Either switch to another exercise for variety or 
lay off exercising for a week or two. As I mentioned, 
don't let it go for too long. Within a month of quiting 
exercise, you will have lost 80X of your conditioning. 
So it will be like starting over again. I know for myself, 
I don't want to have to go through the initial stages of 
exercising again if I don't have to. Finally. weather 
here in Lubbock can be very unpredictable and may not be 
conducive to exercising. If the weather is bad for 
a time, I would suggest changing your exercise, at least 
for a short time, or do the same exercise only do it in an 
indoor place, e.g., walking at South Plains Mall. 

Whatever the reason for stopping your exercise 
fight against your desire to quit. Admit that you have 
weaknesses like everyone else and then go on. If you 
start thinking that you've failed because you've laid 
off for a while, you'11 never get back at it. 

VIII, Questions 

Session V, VI, and VII 

I. Weigh, assess forms and return deposits 

II. Group exercise 

A. Warm-up-5 minutes 

B. Exercise-30 minutes 

During the first few minutes of exercising, I will 
stop the group and have each member take here (His in SI) 
pulse to ensure that the members are not walking too fast. 

C. Cool-down-5 rainutes. 
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Session VIII 

I. Weigh, assess forms and return deposits 

II. Cautionary notes 

I want to congratulate you all for completing this 
phase of your weight loss program. You should all be proud 
of yourselves. However, I want to warn you about what may 
lie ahead for you. During treatment you have been around 
others who want to lose weight and have had people 
compliment you. In other words, you've been in a 
very good situation since you've been around motivated 
and complimentary people. I'm sure in past weight 
loss attempts you've had the experience that at the start 
of your weight loss program, you got a lot of positive 
attention. However, as your diet went on, that attention 
probably lessened or stopped altogether, That may 
happen again. Since the attention will lessen and since 
you're not going to be around a group of people who 
are trying to lose weight. your motivation for exercising 
may decrease. I urge you to fight this off 
as hard as you can. One way to do this is to think-who 
am I losing weight for anyway? Are you losing 
weight for your husband or family or are you losing weight 
so your friends will compliment you? If these are your 
reasons, you' 11 have a tough time once the attention stops. 
How about taking the attitude-I'm losing weight for 
rayself-so that I'll look and feel better for myself- If 
you take this attitude, you won't be so affected when 
the attention decreases. Another problem will probably be 
boredom. You're bound to get tired of doing the same thing 
day in and day out. You can combat this boredom, 
though. Try out new exercises or new places to do your 
exeroisee. Perhaps, do ycîur e ercieee at a different time 
of the day. By changing the exercise or environment, you 
won't get so bored so easily. 

III. Follow-up format (1- and 3-months after sessions) 

The last thing that I want to talk about before I give 
you a form to fill out and before we take your 
measurements is what the format for the follow-up sessions 
will be like. As I told you at the beginning of the 
program, at 1- and 3-months from this date, I will contact 
you about coming back in. When you come in, we will take 
your weight, composite measurement and your percent body 
fat. At that time, if you have reached your weight goal or 
simply want to increase your caloric intake, I'll give you 
an alternate menu. Then I will return your deposits. 
SPOUSE INVOLVEMENT ONLY-husbands don't have to attend these 
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meetings. These follow-ups are very important because we 
need to ensure that you are not exercising too rauch or too 
hard. I will not be giving a lecturette, so the follow-ups 
should not take too long. 

Anyway, I want to thank you for coming and for your 
cooperation. I want to wish you luck in your weight 
loss endeavors, and I am looking forward to meeting with 
you 1- and 3-months from now. At this time, I think that 
you should all give yourself a big hand. 

IV. Assess dependent measures 

Now, my assistant and I will begin to take your 
weights, your percent fat, and your composite measurements. 
While we are doing this, would you please complete the MSI 
that I am going to pass out to you. 
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1000 CALORIES 

BREAKFAST 

Hilk 
Fruit 
Starch 
Heat* 

Fat 

LUNCH 

# OF PORTIONS 

1 
1 
1 
2 

Free vegetable 
Fruit 
C. 
Starch 

Heat* 

Fat 

DINNER 

Vegetable 
Fruit 
Starch 
Heat* 
Fat 

any 
1 

2 

2 

1 

1 
1 
1 
2 
1 

SAMPLE HEALS 

Skim milk-1 C. 
Fresh cranberries-1 C. 
Bread, toasted-1 slice 
Fresh ham-1 oz. 
Low-fat cottage cheese 

1/4 C. 
Hargarine, low-calorie 

2 tsp. 

Romaine lettuce 
Fresh strawberries-3/4 

Small baked potato-1 
Corn-1/3 C. 
Hardboiled egg-1 
Broiled chicken-1 oz. 
Hargarine, low-calorie 

2 tsp. 

Broccoli-1/2 C. 
Blackberries-1/2 C. 
English muffin-1/2 
Porterhouse beef-2 oz. 
Hargarine, low-calorie 

2 tsp. 

SNACK 

Fruit 1 Apple-1/2 

*Use low-fat meat for 2 of your 3 meat portions daily. 
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BREAKFAST 

Milk 
Fruit 
Starch 
Heat* 

Fat 

LUNCH 

1200 CALORIES 

# OF PORTIONS 

1 
1 
1 
2 

SAMPLE HEALS 

Skim Milk-1 C. 
Fresh cranberries-1 C. 
Bread, toasted-1 slice 
Fresh ham-1 oz. 
Low-fat cottage cheese 

1/4 C. 
Margarine, low-calorie 

2 tsp. 

Free vegetable 
Fruit 
C. 
Starch 

Heat* 

Fat 

DINNER 

Vegetable 
Fruit 
Starch 
Heat* 
Fat 

any 
1 

2 

2 

1 

1 
1 
2 
2 
2 

Romaine lettuce 
Fresh strawberries-3/4 

Small baked potato-1 
Corn-1/3 C. 
Hardboiled egg-1 
Broiled chicken-1 oz. 
Margarine, low-calorie 

2 tsp. 

Broccoli-1/2 C. 
Blackberries-1/2 C, 
Bagel-1 whole 
Porterhouse beef-2 oz, 
Margarine, low-calorie 

2 tsp, 
Cream cheese-1 T. 

SNACK 

Hilk 
Fruit 

1 
1 

Skim milk-1 C. 
Apple Juice-1/3 C. 

*Use low-fat meat for 2 of your 3 portions daily. 
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BREAKFAST 

Hilk 
Fruit 
Starch 
Heat* 
Fat 

# OF PORTIONS 

1 
1 
2 
2 
1 

SAMPLE MEALS 

Skim milk-1 C. 
Fresh cranberries-1 C. 
Wheat toast-2 slices 
Fresh ham-2 oz. 
Margarine, low-calorie 

2 tsp. 

LUNCH 

Free vegetable 
Fruit 
Starch 
Heat* 
Fat 

any 
2 
2 
2 
2 

Romaine lettuce 
Grapes-24 
Bread-2 slices 
Sliced ham-2 oz. 
Mayonnaise-2 tsp. 

DINNER 

Vegetable 
Fruit 
Starch 
Meat* 
Fat 

1 
2 
2 
2 
2 

Broccoli-1/2 C. 
Blackberries-1 C. 
Bagel-1 whole 
Porterhouse beef-2 oz. 
Margarine, low-calorie 

2 tsp. 
Cream cheese-1 T. 

SNACK 

Hilk 
Fruit 

1 
1 

Skim milk-1 C. 
Apple Juice-1/3 C. 

*Use low-fat meat for 2 of your 3 meat portions daily. 
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BREAKFAST 

Hilk 
Fruit 
Starch 

Heat* 

Fat 

1600 CALORIES 

# OF PORTIONS SAMPLE MEALS 

1 
1 
3 

Skim milk-1 C. 
Fresh cranberries-1 C. 
2 waffles;l/4 C. 

Grapenuts 
Sausage-1 oz. 
Low-fat cottage cheese 

1/4 C, 

LUNCH 

Free vegetable 
Fruit 
Starch 
Heat* 

Fat 

DINNER 

Vegetable 
Fruit 
Starch 
Heat* 
Fat 

any 
2 
2 
3 

2 

1 
2 
2 
3 
2 

Romaine lettuce 
Grapes-24 
Bread-2 slices 
Sliced ham-2 oz. 
Skim Amer. cheese-1 oz. 
Hayonnaise-2 tsp. 

Broccoli-1/2 C. 
Blackberries-1 C. 
Bagel-1 whole 
Broiled chicken-3 oz. 
Cream cheese-1 T. 
(one reserved for snack) 

SNACK 

Hilk 
Fruit 

1 
1 

Skim milk-1 C, 
Strawberries-3/4 C. 
w/light cream-2 T, 

*Use low-fat meats for 2 of your 3 daily portions. 
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1800 CALORIES 

BREAKFAST 

Hilk 
Fruit 
Starch 

Meat* 

Fat 

LUNCH 

# OF PORTIONS 

1 
1 
3 

2 

2 

SAMPLE MEALS 

Skim milk-1 C, 
Fresh cranberries-1 C, 
2 waffles;l/4 C. 

Grapenuts 
Low-fat cottage cheese 

1/2 C. 
Hargarine, low-calorie 

2 tsp.; reserve 1 
for snack 

Free vegetable 
Fruit 
Starch 

Meat* 

Fat 

any 
3 
3 

3 

2 

Romaine lettuce 
Grapes-3e 
Bread-2 slices 
Baked potato-1 
Ham-2 oz. 
Skim Amer. cheese-1 oz. 
Hayonnaise-1 tsp. 
Hargarine, low-calorie 

2 tsp. 

DINNER 

Vegetable 
Fruit 
Starch 
Heat* 
Fat 

2 
2 
3 
3 
2 

Broccoli-1 C, 
Blackberries-1 C, 
Bagel-1-1/2 
Broiled chicken-3 
Cream cheese-2 T, 

oz. 

SNACK 

Hilk 
Fruit 

1 
1 

Skim railk-1 C, 
Strawberries-3/4 C. 

*Use low-fat meats for 2 of your 3 meat portions daily. 
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BREAKFAST 

Milk 
Fruit 
Starch 
Meat 
Fat 

LUNCH 

2000 CALORIES 

tt OF PORTIONS 

1 
1 
3 
2 
2 

SAMPLE MEALS 

Skim milk-1 C, 
Cranberries-l C. 
3 waffles 
Cottage cheese-1/2 C. 
Margarine, low-calorie 

2 tsp. 

Free veget 
Fruit 
Starch 

Meat* 

Fat 

DINNER 

Hilk 
Vegetable 
Fruit 
Starch 
Heat* 
Fat 

able any 
3 
3 

3 

3 

1 
2 
2 
3 
3 
3 

Romaine lettuce 
Grapes-3e 
Bread-2 slices 
Sm. baked potato 
Ham-2 oz.; Skim 

Amer- cheese-1 oz. 
Margarine, low-calorie 

2 tsp. 

Skim milk-1 C. 
Broccoli-1 C. 
Blackberries-1 C. 
Bagel-1-1/2 
Broiled chicken-3 oz. 
Cream cheese-2 T. 
Margarine, low-calorie 

2 tsp. 

SNACK 

Hilk 
Fruit 

1 
1 

Skim milk-1 C. 
Strawberries-3/4 C. 
Lt. cream-2 T. 

*Use low-fat meats for 2 of your 3 meat portions daily. 
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Milk Group 

Per serving: Carbohydrates-12 grams; Protein-8 grams; 
Fat-trace; 80 calories; Vitamins and minerals-Calcium, 
phosphorus, protein, some B vitamins, vitamins A & D and 
some magnesium. 

Nonfat 
skim or nonfat ^ Q 
canned evaporated skim 1/2 c. 
powdered nonfat dry milk 

(before adding liquid) 1/3 c. 
plain yogurt made from skim milk i C. 

Low fat (Omit 1 Fat for each serving) 
low-fat milk, 98% fat free 1 c. 
low-fat buttermilk 1 c. 
plain yogurt made from low-fat milk 1 C. 

Full fat (Omit 2 Fats for each serving) 
whole milk 1/2 C. 
goat's milk 1/2 C. 
canned evaporated whole milk 1/4 C. 
powdered dry milk 

(before adding liquid) 1/6 C. 
plain yogurt made from whole milk 1/2 C. 

Fruit Group 

Per serving: Carbohydrates-10 grams; 40 calories 
Variety of vitamins and minerals; fiber; citrus 
fruits are the best source of Vitamin C. Fruit must 
be fresh or canned/frozen without sugar. 

Berries 
blackberries 1/2 C. 
blueberries 1/2 C. 
boysenberries 1/2 C. 
cranberries 1 C. 
raspberries 1/2 C. 
strawberries 3/4 C. 

Citrus Fruits 
grapefruit ^/2 
orange 1/2 small 
tangelo ^ medium 
tangerine ^ medium 

Dried Fruits 
apricots 4 halves 
dates 2 medium 
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figs 
peaches 
pears 
prunes 
raisins 

Fruit Juices 
apple 
cider 
cranberry 
grape 
grapefruit 
nectar 
orange 
papaya 
pineapple 
prune 

Melons 
cantaloupe 
honeydew 
watermelon 

Other Fruits 
apple 
applesauce 
apricots 
banana 
cherries 
grapes 
kiwi fruit 
kumquat 
mango 
nectarine 
papaw 
papaya 

peach 
pear 
persimmon 
pineapple 
slice 
plums 
plantain 
pomegranate 
quince 

1 
2 
2 
2 
2 

1/3 
1/3 
1/4 
1/4 
1/2 
1/3 
1/2 
1/3 
1/3 
1/4 

1/4 
1/8 

1 

1/2 
1/2 

2 
1/2 
10 
12 
1 
2 

1/2 
1 
1 

1/3 

medium 
halves 
halves 
raedium 
tsp. 

C. 
C. 
C. 
C. 
C. 
C, 
C, 
C. 
C. 
c. 

C. diced 

smal 1 
C. 
medium 
smal 1 
large 

medium 
large 
smal 1 
smal 1 
large 
medium 

or 1/2 small 
or 3/4 C. 

1 
1 
1 
1 

2 
1/3 
1/2 
1/3 

mediura 
medium 
medium 
round 

medium 
smal 1 
large 
C. 
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Starch Group 

Per serving: Carbohydrates-15 grams; Protein-2 grams; 
70 calories; Sources of iron and thiamine. Whole grain 
products are better sources of fiber than refined flour 
products. Starchy vegetables contain folacin 
and potassium. 

Breads 
bagel 
bread (loaf, average size slice) 

French, Italian, purapernickel 
raisin, rye, white, whole wheat 

biscuit, 2 in diameter (omit 1 Fat) 
breadcrumbs, dry 
cornbread, 2x2x1 in (omit 1 Fat serving) 
English muffin 
hamburger bun 
hot dog roll 
muffin, 2 in diameter 
pancake, 5x1/2 in (omit 1 Fat) 
pizza crust 
pie 
roll, plain 
taco shell 
tortilla, 6 in diameter 
waffle, 5x 1/2 in (omit 1 Fat) 
wheat, thin sliced 
Cereals 
barley 
bran, unprocessed 
bulgur, cooked 
cereal, cooked 
cereal, dry: 
All Bran 
Bran Chex 
Bran Flakes 
Cheerios 
Corn Chex 
Corn Flakes 
Grapenuts 
Life 
Oat Flakes 
Product 19 
Puffed rice 
Puffed Wheat 
Raisin Bran 
Rice Chex 
Rice Krispies 
Shredded Wheat 
Special K 

1/2 
1 

1 
3 
1 

1/2 
1/2 
1/2 

1 
1 

1/8 

1 
1 
1 
1 
2 

1-1/2 
1/4 
1/2 
1/2 

1/2 
1/2 
3/4 
3/4 
3/4 
3/4 
1/4 
1/2 
1/3 
3/4 

1-1/2 
1-1/2 

1/2 
3/4 
3/4 
1/2 

1 

smal 1 
slice 

T. 

medium 

smal 1 

slices 

T. 
C. 
C. 
C. 

C. 
C. 
C. 
C. 
C. 
C. 
C. 
C. 

c. 
c. 
c. 
c. 
c. 
c. 
c. 
c. 
c. 
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Total 
Wheat Chex 
Wheat Flakes 
Wheaties 
Chow Mein noodles 
cornmeal, dry 
f lour 
grits, cooked 
kasha, dry (buckwheat groats) 
pasta, coo'ced 
popcorn (air popped) 
rice or barley, cooked 
wheat gerra, plain 
Crackers 
arrowroot 
butter type, round (omit 1 Fat serving) 
graham 2-1/2 in square 
matzoth, 4x6 in 
melba toast 
oyster crackers 
pretzels, 3-1/8x1/8 in diameter 

small twisted 
rye wafers, 2x3-1/2 in 
saltines 
soda crackers, 2-1/2 in square 
wheat wafers, 2 in square 

Beans 
baked beans (without added fat) 
dried beans, cooked-red, soy. white, 

black-eyed, cow, split, lentils 

Starchy vegetables 
corn 
corn on the cob, 6 in ear 
lima beans 
mixed (carrots, corn, lima, peas) 
parsnips 
peas, green 
potato, white 
potato, white mashed 
pumpkin 
sweet potato or yam 

winter squash 
acorn 
butternut 
banana 

Prepared foods 
angel food cake 

3/4 
1/2 
3/4 
3/4 
1/2 

2 
2-1/2 

1/2 
2 

1/2 
3 

1/2 
1/4 

3 
5 
2 

1/2 
4 

20 
25 
6 
3 
6 
4 
3 

1/4 

1/2 

1/3 
1/2 
1/2 
1/2 
1/2 
1/2 

1 
1/2 

1 
1/2 

C. 
C. 
C. 
C. 
C. 
T. 
T. 
C. 
T. 
C. 
c. 
c. 
c. 

c. 

c. 

c. 

c. 
c. 
c. 
c. 
smal 1 
C. 
C. 
smal 1 

or 1/4 C 
1/2 C. 

1 sm. slice 
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or 1-1/2 in 
chips, potato or corn (omit 2 Fat) 15 
crepe, 6 in diameter (omit 1 Fat) 1 
ice milk 1/2 C. 
potatoes, french fried (omit 1 Fat serving) 8 
sherbet, fruit ice 1/2 C. 

Meat Group 

Sources of protein; many are good sources of iron, 
zinc, vitamin B12, and other B vitamins. Limit your 
intake of red meat, increasing instead poultry and 
fish. Red meat has higher levels of cholesterol. 
At least 2 of your 3 daily meat portions should come 
from the low fat group. Canned fish must be packed 
in water- Meats should be trimmed of all visible fat. 
Have beef trimmed before being ground. Cook without 
added fat (Pam or other no-stick cooking spray is okay). 

Low Fat 

Per serving: protein-7 grams; Fat-3 grams; 55 calories 

Beef 
chuck (not ground) 
dried beef 
flank steak (sirloin, tenderloin) 
plate skirt steak 
round (not ground) 
tripe 

Cheese 
cottage, dry or lowfat 
ricotta, part skim 
St. Otho Swiss 
low-fat cheeses, less than 5% butterfat 

Fish 
any, fresh or frozen 
fish or shellfish, canned 
sardines, drained 
shellfish, fresh or frozen 

Frog legs 

Lamb 
all cuts except breast and ground 

Pork 
leg 
fresh or smoked, all cuts 

1 
1 
1 
1 
1 
1 

1/4 
1 
1 
3 

1 
1 /4 

3 
1 

o z . 
o z . 
o z . 
o z . 
o z . 
o z . 

c. 
o z . 
o z . 
T, 

o z . 
C. 
medium 
o z . 

1 oz. 

1 oz. 

1 oz. 
1 oz. 
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Poultry (without skin) 
chicken 1 ^^^ 
hen 1 oz. 
pheasant 1 Q Z . 

turkey 1 Q Z . 

Rabbit 1 oz. 

Tofu (soybean curd) 2-1/2 oz. 

Veal 

all cuts except breast and ground 1 oz. 

Venison 1 oz. 

Medium Fat 

Per serving: Protein-7 grams; Fat-5 grams; 75 calories 

Beef 

corned beef 
porterhouse 
rib-eye 
T-bone 
tongue 
toploin 
Cheese 
cottage, creamed 
farmer's 
Neufchatel 
processed spread 
skim American 
skim mozzarella 
Eggs 

Organ Meats 
heart 
kidney 
liver 
sweetbreads 

Pork 
Canadian bacon 
ham (boiled, canned, country-style) 
loin (all chops, blade roast, rib half 

or whole, sirloin cutlets or ribs, 
toploin roast) 

shoulder arm picnic 

1 
1 
1 
1 
1 
1 

1/4 
1 
1 
1 
1 
1 

oz. 
oz. 
oz. 
oz. 
oz. 
oz. 

c. 
oz. 
oz. 
oz. 
oz. 
oz. 

1 
1 
1 
1 

1 
1 

1 
1 

oz 
oz 
oz 
oz 

oz 
oz 

oz 
oz 
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smoked pork shoulder (picnic, roll) i QZ. 

High Fat (Omit 1 Fat serving/serving) 

Per serving: Protein-7 grams; Fat-8 grams, 100 calories 

Beef 
brisket -
ground beef, commercial 1 ^^ 

Cheese 
American , 
.s. ,.v . 1 oz, 
Blue-Roquefort 1 ^^ 
brick 1 ^' 

X oz, 
Camembert 1 Q^ 
cheddar 1 ^^[ 
°°lby 1 oz. 
limburger 1 Q^. 
Parmesan 1 Q^, 
processed products 1 QZ. 
provolone 1 QZ. 
Roraano 1 QZ. 
Swiss 1 oz, 

Cold cuts 1 oz, 

Hot dog 1 

Lamb 

breast, ground 1 oz. 

Peanut Butter 1-1/2 T. 

Pork 
d e v i l e d hara 1 oz . 
l o i n (back r i b s , country pork) 1 oz . 
s p a r e r i b s 1 oz . 
Poultry 
capon 1 oz. 
duck (doraestic) 1 oz. 
goose 1 oz. 
Sausage 1 '^^-
Veal 
breast, ground 1 °^-



145 

Vegetable Group 

Per serving: Carbohydrates-5 grams; Protein-2 grams; 
25 calories; Dark green and deep yellow vegetables are 
excellent sources of Vitamin A. Vary your vegetable 
choices each day to get Vitamin C, folacin, and 86. 

Free: Eat these as often as you like. 
chickory 
chlnese cabbage 
endive 
escarole 

lettuce 
parsley 
radishes 

Restricted-serving equals 1/2 C. 
alfalfa sprouts 
artichoke (1 medium) 
asparagus 
bamboo shoots 
bean sprouts 
beans, green or wax 
beets 
broccoli 
brussel sprouts 
cabbage 
carrots (1/2 or 1 medium) 
cauliflower 
celery 
Chinese pea pods 
cucumber 
eggplant 
greens: 

beet 
chard 
collards 
dandelion 
kale 

or specified value. 
mustard gr-
spinach 
turnip 
leeks 
mushrooms 
okra-9 pods 
onions 
peppers 
pimentos 
rhubarb 
rutabagas 
sauerkraut 
squash: 

patty pan 
scallop 
summer 
zucchini 

tomato J. 
tomatoes 
turnips 
vege. Juice 
chestnuts 

Starchy vegetables included in the Starch Group. 

Fat Group 

Per serving: Fat-5 grams; 45 calories 
Measure carefuUy; all measurements are level, 
Use vegetable rather than animal fats. 

avocado, 4 in 
bacon 
bacon fat 
butter 

chocolate, unsweetened 

1/8 
1 strip 
1 tsp. 

1-1/2 tsp. 
or 1 pat 

2 tsp. 
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low calorie 

low calorie 

coconut, dried 
coconut milk 
cocoa, dry powder 
cream: 

half and half 
heavy 
heavy, whipped 
light 
nondairy 
sour 

cream cheese 
lard 
margarine 
margarine, 
mayonnaise 
mayonnaise, 
nuts: 

almonds 
macadamia 
peanuts 
pecans, large 
pistachios 
other 

oil 
olives 
salad dressing: 

blue cheese or Roquefort 
French 
Italian 
raayonnaise-type 
Russian 
Thousand Island 
tartar sauce 

2 
4 
3 

3 
1 
2 
2 
2 
2 
1 
1 

1-1/2 
2 
1 
2 

10 
3 

20 
2 

20 
6 
1 
5 

2 
1 
2 
1 
2 
2 
1 

or 1/3 oz 
T, 
tsp. 
T. 

T. 
T. 
T. 
T. 
T. 
T. 
T. 
tsp. 
tsp. 
tsp. 
tsp. 
tsp. 

whole 

whole 

tsp. 
smal 1 

tsp. 
T, 
tsp. 
T. 
tsp. 
tsp. 
T, 

Miscellaneous 

Per serving: 0 or negligible calories, 
Eat as desired (except where noted), 
artificial sweetener 
boullion, clear fat-free* or low-sodium 
club soda* or low-sodium or fat-free brands 
coffee** or decaffeinated coffee 
gelatin, sugar-free or unflavored 
gum, sugar-free 
herbs 
horseradish 
lemon 
lime 
mineral water 
mustard (use catsup sparingly) 
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pickles: dill or sour* 
soft drinks, sugar-free* ** 
spices 
tea** 
vinegar 
*High in salt; **High in caffeine-avoid these if possible 

Alcohol 
Count alcohol as a fat serving, Calories=0.8 x proof 
X ounces. Each 45 calories=l Fat serving. Dry wines 
and light beers are the best choices. Avoid liqueurs 
and sweet mixed drinks. 

HELPFUL HINTS 
1. Eat only the amount of foods on the diet. 
2. Do not skip meals. 
3. Do not eat between meals. 
4. Food should be measured. Use a standard 8-ounce 

measuring cup and a measuring teaspoon and tablespoon. 
6. You do not need to buy special foods; you can 

select your foods from the same foods purchased for 
the rest of the family. 
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1000 CALORIE CHECKLIST 

Breakfast 

Milk Starch 

Fruit Meat 

Lunch 

Free veg. Starch Meat Fat 

Fruit Starch Meat 

Dinner 

Vege. Starch Meat 

Fruit Meat Fat 

Snack 

Fruit 

Check these off every day! 
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1200 CALORIE CHECKLIST 

Breakfast 

Milk 

Fruit 

Lunuh 

Free veg. 

Fruit 

Starch 

Dinner 

Vege. 

Fruit 

Starch 

Snack 

Milk 

Starch 

Meat 

Starch 

Meat 

Starch 

Heat 

Heat 

Fruit 

Meat 

Fat 

Meat 

Fat 

Fat 

Fat 

Check these off every day! 
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1400 CALORIE CHECKLIST 

Breakfast 

Hilk 

Fruit 

Lunch 

Free veg. 

Fruit 

Fruit 

Dinner 

Vege. 

Fruit 

Fruit 

Snack 

Hilk 

Starch 

Starch 

Starch 

Starch 

Starch 

Starch 

Fruit 

Meat 

Meat 

Meat 

Meat 

Meat 

Meat 

Fat 

Fat 

Fat 

Fat 

Fat 

Check these off every day! 
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1600 CALORIE CHECKLIST 

Breakfast 

Milk 

Fruit 

Lunch 

Free veg. 

Fruit 

Fruit 

Dinner 

Vege. 

Fruit 

Fruit 

Snack 

Hilk 

Starch 

Starch 

Starch 

Starch 

Heat 

Starch 

Starch 

Heat 

Fruit 

Starch 

Meat 

Meat 

Heat 

Meat 

Meat 

Heat 

Fat 

Fat 

Fat 

Fat 

Fat 

Check these off every day! 
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1800 CALORIE CHECKLIST 

Breakfast 

Hilk 

Fruit Starch Meat Fat 

Starch Starch Meat Fat 

Lunch 

Free veg, Fruit 

Fruit Starch 

Fruit Starch 

Dinner 

Vege. Fruit 

Vege. Starch 

Fruit Starch 

Snack 

Milk Fruit 

Check these off every day! 

Starch 

Meat 

Meat 

Meat 

Fat 

Fat 

Starch 

Meat 

Meat 

Meat 

Fat 

Fat 
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2000 CALORIECHECKLIST 

Breakfast 

Hilk 

Fruit Starch Meat Fat 

Starch Starch Meat Fat 

Lunch 

Free veg. 

Fruit Starch Meat Fat 

Fruit Starch Meat Fat 

Fruit Starch Meat Fat 

Dinner 

Milk Fruit 

Vege. Starch Meat Fat 

Vege. Starch Meat Fat 

Fruit Starch Meat Fat 

Snack 

Milk Fruit 

Check these off every day! 
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Answer Each Type of Length of Pulse 
Question Daily Exercise Exercise 
If You Didn't (continuous 
Exercise That exercise) 
Day, Put Mark 
Through Box 

SUNDAY 

MONDAY 

TUESDAY 

WEDNESDAY 

THURSDAY 

FRIDAY 

SATURDAY 

List any problems here; 
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Daily Checklist SUN MON TUES WED THURS FRI SAT 
If Necessary, 
Write Comments 
Below. 

Did you exercise 
today? If not, 
explain reasons 
for not exercising. 

Was your pulse 
rate okay? Too 
high? Too low? 

Did you go off 
your diet? If 
yes, list extra 
foods eaten. 

Did your spouse 
praise you 
today? How 
many times? 

Did your spouse 
criticize you 
today? How 
many times? 

Write any additional comments here: 
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Daily Checklist SUN MON TUES WED THURS FRI SAT 
If Necessary, 
Write Comments 
Below. 

Did you exercise 
today? If not, 
explain reasons 
for not exercising. 

Was your pulse 
rate okay? Too 
high? Too low? 

Did you eat 
tempting foods 
in front of 
your wife? 

Did you praise 
your wife 
today? How 
many times? 

Did you 
criticize your 
wife today? 
How many times? 

Write any additional comments here: 
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FEEDBACK N THE LEADER 

Below are a list of descriptions. On the right of each 
description is a scale ranging from 1 to 5 (1 means that 
the leader did not have this quality and 5 means that the 
leader greatly had this quality). Circle the number 
which you feel best reflects your opinion of the LEADER. 

Not True 1 2 3 4 5 Very True 

Not True 1 2 3 4 5 Very True 

Not True 1 2 3 4 5 Very True 

Not True 1 2 3 4 5 Very True 

Not True 1 2 3 4 5 Very True 

Not True 1 2 3 4 5 Very True 

Not True 1 2 3 4 5 Very True 

Not True 1 2 3 4 5 Very True 

Not True 1 2 3 4 5 Very True 

Not True 1 2 3 4 5 Very True 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

Energetic 

Helpful 

Caring 

Active 

Cheerful 

Dependable 

Informative 

Enthusiastic 

Confident 

Thorough 
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Period # Circle each <• which best represents your 
assessment on the following dimensions: 

VOICE INTONATION: Flat 1 2 3 4 5 6 7 Emotional 

LOUDNESS OF VOICE: Loud 1 2 3 4 5 6 7 Soft 

SPEECH DISTURBANCES: Number * 

PRAISE: Number 

OVERALL COLDNESS 
VS. WARMTH Warm 1 2 3 4 5 6 7 Cold! 

*defined as # of ums, ahs, and long delays in speech 

îdefined as relaxed voice, rapport (Jokes, willingness 
to listen to and answer questions). 


