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CHAPTER I

INTRODUCTION

Context of the Study

Newer definitions of nursing practice make the utilization of the
most recent scientific advances of allied disciplines both an oppor-
tunity and an obligation to the individual practitioner. One such ad-
vance has been in the technology of closed circuit television which has
made it both practical and available. Recent years have also seen a
renewed interest in the psychotherapeutic approach known as behavior
modification in a variety of disorders. The superiority of this mode
has been especially evident in the treatment of eating disorders
(Stunkard, 1972). It seems particularly important that nurses know
of these developments in that leadership for the use of behavior modi-
fication in the treatment of obesity has largely come from the allied
disciplines of psychology and social work. The present study will
describe a method developed to teach cardio-vascular patients how to
change their eating habits and thus lose weight. Videotape replay was
used to facilitate the teaching therapy.

The use of closed circuit television in patient therapy and student
teaching has been described in the literature. Closed circuit tele-

vision was used in the rehabilitation of cardiac patients as early as
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1965. The therapeutic usefulness of encouraging cardiac patients to
express the emotional feelings surrounding their illness was investi-
gated by a group at Duke University (Verwoert, Nowlin, and Agnello,
1965). Schools of nursing have been enthusiastic about the use of
closed circuit television particularly in instruction of specialized
nursing skills (Quiring, 1972). It would seem reasonable that the
next stepisfor nursestoexplore the use of this powerful tool in patient
teaching situations.

At the 1972 A. N. A. Convention, Virginia Cleland singled out
six goals for the reorganization of the nursing care system. One of
these goals was increased utilization by the nursing profession of the
behavioral sciences. Cleland states that out of the kind of conceptuali-
zation and abstract thinking of nurses who have been involved in this
field has come a great deal of nursing theory that has increased the
quality of nuArsing (Cleland, 1972).

The application of operant techniques to nursing problems has
been reported by several authors (O'Neil, Whitney, 1966 and Fowler,
Fordyce, and Bernie, 1969). The focus of operant learning theory
is on observable behavior and environmental events. Thus operant
learning theory offers nursing the opportunity to evaluate the effects
of specified nursing functions on individual patients. Functional
analysis of behavior into its component parts of stimulus, response,

and consequences allows for the demonstration of the variables



affecting the individual and his particular problem. A more scientific
approach can then be taken in the nurse-patient relationship to solve
patients' problems. The operant learning theory also relates well to
the newer definitions of nursing function as is illustrated in the 1973
Oregon Nurse Practice Act (Oregon Nursing Association, 1973). It
reads as follows:

The practice of nursing means the diagnosing and

treating human responses to actual or potential health

problems through such services as identification there of

health teaching, health counseling and providing care

supportive to or restorative of life and well being and

executing medical regimens prescribed by a licensed or

otherwise legally authorized physician or dentist.

Primary responsibility for the prevention and treatment of
obesity would appear to be an appropriate function for nursing and one
that has not been fully recognized. Perhaps one reason has been the
heretofore predominant view that overeating was only a symptom of a
deeper disturbance and thus treatment should consist of a complete
restructuring of the personality (Kaplan and Kaplan, 1957). Therapy
then would be the province of the psychiatrist. Reports in the litera-
ture of dieting success or failure have given little attention to specific
techniques for changing eating behavior. The role of the nurse in the
treatment of obesity in the past has been that of helping the patient to

understand and carry out the doctor's diet order and influencing the

patient in his family's food choices through an educational approach.



The public health nurse has also used her knowledge of nutrition to
observe community nutrition problems closely and has used this in-
formation to evaluate family or individual food habits and again
through diet education to correct the eating choices (Mitchell,
Rynbergen, Anderson, and Dibble, 1968). The learning theory
approach to the problem of obesity would neither focus on overeating
as a symptom of an underlying emotional problem nor as a problem
that could be corrected through an intellectual approach. Operant
learning theory focuses on overeating as alearned behavior, acted
out in response to specific environmental cues and maintained by its
immediate consequences.

The choice of the therapy of behavior modification has social
and moral implications. It is declared by its advocates as ''a highly
advanced science as rigorous as any part of biology dealing with the
organism as a whole' (Skinner, 1973, p. 26). Opponents to the be-
havioristic approach suggest, however, that manipulation of the
environment regards man as a kind of automaton, without free will,
or simply, as a manipulated object. B. F. Skinner has responded
to this criticism by saying:

I simply ask my reader to consider the possibility

that human behavior is always controlled, and by condi-

tions which we are slowly coming to understand. = As I have

noted, control does not mean physical restraint or manipu-

lation in the etymological sense. The behavioral scientist
simply changes the environment in such a way that behavior



is changed. The literature of freedom and dignity has

not been concerned with freeing man from control but

merely changing the kind of control (Skinner, 1973, p.

263).

In changing the "kind'" of control, Skinner refers to changing the pre-
dominantly negative control that has conditioned the problematic
behavior. Positive reinforcement is then scheduled to maintain a
positive behavior change.

In summary, operant learning theory was seen to offer nurses
the op‘portunitybto become more effective practitioners in the pre-
vention and treatment of one of the major health problems today,
obesity, By becoming behavioral engineers, they could then effec-
tively lead individual patients through a problem solving system to
change eating habits and restore more optimum health. In addition,

closed circuit television would be explored as a tool to promote the

patient becoming a keen cbserver of his own behavior.

Scope of the Problem

Introduction and Definition

Overnutrition is a major problem in the developed countries of
the world today and obesity is its clearest manifestation (Salans and
Wise, 1970). Overweight is defined as body weight in excess of an
ideal weight, based on height- and sex-specific standards. Over-

weight can result from excess accumulation of bone, muscle, fat,



or more rarely, fluid, Almost everyone who is more than 20 percent
overweight is also overfat, or obese (Dwyer, Feldman, and Meyer,
1970). Tables of height- and sex-specific standards are limited in
their ability to accurately describe the amount of individual adiposity;

therefore, these tables are used as a guide rather than exact values.

Prevalence

There are no statistics for the general prevalence and incidence
of overweight and obesity in the total population. However, some
sources have provided data on some populations. Statistics from the
U. S. Public Health Service indicate that over half of all adult men
and 40 percent of all adult women are overweight (Jolliffe, 1962).

The most recent available data concerning the incidence of over-
weight persons in specific age groups is presented in the following

table,

Table 1. Percent of Males and Females Overweight in Certain Age Groups in the General Population.

Age Males Females
(years) Overweight Overweight
10% 20% 10% 20%

(in percent)

20-29 19 12 11 12
30-39 28 25 16 25
40-49 28 32 19 40
50-59 29 34 21 46
60-69 28 29 23 45

Note: Adapted from Metropolitan Life Insurance Co., New York. Frequency of overweight and
underweight, Statistical Bulletin 41:4, Jan. 1960.



The effect of this widespread problem on individual health is
significant. Actuarial tables show a negative correlation between
overweight and longevity. Mortality in 15 to 69 year old men was
shown to be one-third greater in those who were 20 percent or more
overweight, than in those considered ""'standard risks.'" Among men
10 percent or more overweight, mortality was one-fifth greater.
Overweight women have somewhat lower excess mortality rates.

The conditions associated with the excess mortality of men 20
percent or more overweight are, in the order of their frequency:
diabetes, diseases of the digestive system, cerebral hemorrhage,
and heart disease. In women, heart disease displaces diseases of
the digestive system in the order of diseases associated with excess
mortality (Statistical Bulletin, Metropolitan Life Insurance Co.,
1960). Moriyama, Krueger and Stamler (1971) report that excess
mortality in individuals who are obese and have cardiovascular
disease is as high as 43 percent for men and 51 percent for women.

Conversely, weight reduction has been shown to have a favor-
able effect on longevity. The rate of mortality has been shown to go
down after excess weight has been lost. The following figure shows
that the rate of mortality for the insured policyholders who reduce
their weight fall well below that for the entire group of overweight

policyholders from which they are drawn,
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Figure 1. Mortality of overweight men subsequent to weight reduction and to all overweight men. .

NOTE: Adapted from Statistic Bulletin, Metropolitan Life Insurance Co., 41: March, 1960.

Some medical researchers have found that in obese persons
there are at least transitory abnormalities of almost every body
function (Solomon, 1971). Noteworthy are the correlations between
excess weight and the development or adverse effect on hypertension,
stillbirth and complications of pregnancy, diabetes mellitus, gall-
bladder disease, gout, respiratory difficulties, kidney disease,
glandular dysfunction and malnutrition. Surgical risk is increased
significantly by obesity.

As a focus for the present study it became apparent to the in-

vestigator that for one segment of patients, the cardiovascular group,



loss of weight is not only desirable but an absolute necessity. For
this reason an investigation was carried out to determine the need in
this particular group of patients. A clinic at the University of Oregon
Medical School that deals exclusively with the evaluation of cardio-
vascular patients (CVE Clinic) was chosen for the investigation.

The total population of 1,038 patients followed by the Cardio-
vascular Evaluation Clinic was divided into four groups. Group A
consisted of those patients with a diagnosis of atherosclerotic heart
disease (ASHD), including those who had had surgery (272 patients).
Group B consisted of those patients with a diagnosis of valvular
disease (VHD), again including those who had had surgical repair
(612 patients). The third group, Group C, contained those patients
diagnosed with congenital defects (CHD) (138 patients). The remain-
ing small number of patients diagnosed with rheumatic heart disease
without valvular dysfunction, aneurysms and ideopathic cardiomegaly
were not included in the study, A random sample was drawn to study
from the total population. The latest weight recorded on the medical
record of thepatients included in the sample was compared to the
mean desirable weight for age, height, and sex reported in the 1969
U. S. Department of Agriculture Table for Desirable Weights.

Results of this study are shown in Table 2.
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Table 2. Percentages of Patients Underweight, Average Weight and Overweight Followed by the
Cardiovascular Clinic.

Underweight Normal Overweight

Sseony 20% 10% +, -10% 10% 209%

N Atherosclerotic Heart Disease
N=27 0 0 56 15 29

B Valvular Heart Disease
N=61 2 8 46 23 21

c Congenital Heart Disease
N=14 0 0 35 29 35.:5
Totals o 2.7 45.8 22 28.5

The incidence of overweight in the male population of the CVE
clinic (Table 3) reflects thatfound inthe general population {Tablel). The
largest number of overweight males was also found in the age group
most often affected by heart disease. More overweight males were
found in the after-40 age group than in the general population. The
present study also indicates an increased incidence of overweight
(10 percent or more) in the male population 20-29 years of age. The
mean age for each group was: Group A (ASHD), 54.4 years; Group
B (VHD), 46.7 years; and Group C (CHD), 38 years. Thus, the
larger number of overweight males in the younger population were
shown to be found in the CHD group. In females, incidence of excess
weight in all categories is markedly above the incidence of overweight

in the general population.
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Table 3. Percent of Males and Females Overweight in Certain Age Groups in the CVE Clinic.

Males Females
Age Overweight Overweight
10% 20% 10% 20%

(in percent)

20-29 50 20 33.3 33.3
30-39 0 0 38 23
40-49 44 44 79 44
50-59 40 20 42 15
60- 45 27 50 35.5

Psychological Impact of Obesity

In addition to the physiological dysfunction caused by the excess
accumulation of fat, obesity is important because of its psychological
effect. Obesity has been described by the American Psychological
Association as the most neglected physical disability today. One
physician author states that even physicians appear to have a ''con-
temptuous regard' for the obese (Kurland, 1970). Mass media and
advertising reflect the ideal of a slim, attractive physique. Little
wonder overweight persons report feelings of shame, inadequacy,
infériority and guilt, Patterns of behavior are established that
maintain and perpetuate the individual's problem with weight states
Korman (1972). These behaviors include: never take your coat off,

avoid turnstiles, reduce activity and social contacts, never eat in
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public, avoid running, and always say, "I am losing weight'" (Korman,

1972).

Statement of Problem

The scope of the problem of obesity is of such proportions that
it is a cause for genuine concern. Life insurance studies indicate
that those who are overweight run a greater risk of illness and early
death than those of desirable weights. Overweight persons who re-
duce their weight increase their chances for a longer life. As a
focus for the present study the investigator determined that there
existed a marked increase in excess weight in the CVE clinic seg-
ment of cardiovascular patients than existed in the general popula-
tion. Psychological problems allied with obesity include social
isolation and embarrassment. Unfortunately for the overweight

person, societal influences act to maintain problematic behaviors.



CHAPTER II

PHYSIOLOGICAL ASPECTS

Mechanisms of Fat Storage and Mobilization

Introduction

To more adequately assess therapeutic programs for weight
loss and to meet patient needs, this investigator found it helpful to
review the physiological processes involved in the accumulation of fat.
For those who may also be interested in this information, a descrip-
tion of the mechanisms involved in the storage of lipid in fat cells and
the mobilization of lipid from the fat cell back into the blood stream
is included. The roles played by body build and internal and external

regulatory mechanisms are also discussed briefly.

Fat Cells

Obesity is-a matter of energy balance. A dysequilibrium must
exist for obesity to develop and to be maintained. This is always the
result of taking in more calories from food stuffs than is burned up in
energy expenditure. The cell content of the adipose cells and the
number of fat cells an individual has are both influenced by this

chronic process of overeating., However, in some forms of human
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obesity, inherited or acquired abnormalities of adipose cell function
may magnify even a relatively small caloric imbalance (Seltzer, 1972).

Adipocytes are derived from connective tissue cells, the num-
ber of cells formed being related to feeding during late gestation, in
the first year of life and perhaps in early adolescence (Hirsh, 1972).
Once adipose cells are formed the number of cells remains constant,
only the size of the cells change.

The essential feature of the adipose cell is its massive content
of neutral lipid. Eighty percent of the liquid weight of the fat cell is
lipid; water contributes 17 percent and small amounts of glycogen,
protein, nucleic acids; and other organic substances make up the
remainder. Over 95 percent of the lipid content is triglyceride. The
lipid that is stored in the adipocyte comes from two sources; the cir-
culating plasma triglyceride and from the synthesis of fatty acids

from glucose,

Storage of Fat

The transfer of the circulating plasma lipid into the adipose cell
is described by Hallenberg and Angel (1972) as being accomplished
through a series of enzyme catalyzed reactions. The transfer takes
place in four steps: (1) the hydrolysis of the lipoprotein triglyceride
by a specific lipase synthesized by the adipose cell; (2) transport of

the released fatty acid into the cell; (3) esterification of these fatty
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acids, reforming triglyceride; and (4) storage of the triglyceride

molecule in the storage vacuole.

Lipoprotein Triglyceride (In Plasma)

Lipoprotein Lipase (Step One) o N .
// (Step Three) T
Fatty Acid + Glycerophosphate \\\
[ 5

3 Fatty Acid
+ i \
Triglyceride

Glycerol (Step Two)
(Step Four) \

-

ADIPOSE CELL

Figure 2. Storage of lipid in the adipose cell from circulating triglyceride.
NOTE: Figures 2-7 adapted from Hollenburg and Angel, Adipose Tissue Metabolism, Med. Clinics

No. Am. 56:1083-1094. 1972,

The ability of the glycerol to accept fatty acids in ester linkage

(step four) occurs only when the phosphorylated derivative of glycerol,

glycerophosphate, is available. In a fat cell, glycerophosphate must

be derived almost entirely from glucose. Thus the rate of glucose

metabolism in the adipose cell determines the rate that glycerophos-

phate is generated.

-
7 Ty
Insulin Acetyl CoA N
Glucose Glucose 6-P ——— __i_ \\\
/ Glycerophosphate \
- ADIPOSE CELL
Figure 3. CGlycerophosphate for esterfication of fatty acids by the fat cell must be derived from

glucose metabolism in the fat cell.
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The second mechanism involved in lipid accumulation in adipose
tissue involves the in-cell synthesis of long-chain fatty acids from
glucose. Insulin augments the entry and the utilization of glucose,
the metabolism of which results in the production of acetyl Co A which
is then incorporated into long-chain fatty acids. The fatty acids are
then esterified with glycerophosphate forming triglyceride that is

transferred to the storage vacuole.

e ADIPOSE CELL =
////
4 Glucose-6-P
Plasma Glucose Ve i
i »
(Mechanism Opg) Fatty Acid ———— Acetyl CoA
N
3 Aci \

. . b --'—Ci,c}/ = - = F\‘\.A. ¥ Glycer*ophosphate \
Lipoprotein . i \\
iI‘nglycende Glycerol Tibglaseanide /
in Plasma /

\ to
(Mechanism Two) \ Storage Vacuole
\\ //

Figure 4. Plasma triglyceride transfer to stored triglyceride (Mechanism One).

The manufacture of glycerophosphate derived from glucose metabolism resulting in in-cell
synthesis of triglyceride from the long chain fatty acids derived from glucose metabolism

(Mechanism Two).

Both of the above processes for the storage of triglyceride
(lipid) in the fat cell are markedly affected by a decrease in calorie
intake. For instance, not only does fasting lower the uptake of

glucose by the'adipose cells, thus decreasing fatty acids and
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glycerophosphate synthesis, it may also reduce the rate of the in-
corporation of the circulating plasma triglyceride by a decrease in
the production of the lipoprotein lipase that is produced by the adipose

cell needed for the hydrolysis of the plasma lipoprotein.

Mobilization of Fat Cell Content

The physiological problem then in weight reduction, or adipose
cell size reduction, becomes how to mobilize the stored lipid from
the adipose tissue, It is known that during periods of insulin de=~
ficiency brought about by calorie deprivation or under the influence
of a variety of hormones, stored lipid is converted to a form that
passes out of the adipose cell and is available to other cells as a
source of energy. The lipid released from the adipose cell is in the
form of free fatty acids and once released is bound to plasma albumin

and can readily be extracted by a variety of tissues.

o ~.

/" ADIPOSE CELL \

Stored Active Glycerol Free
Triglyceride Lipase —— + /
(lipolysis) Free Fatty Acid Serum
Albumin

Figure 5. Mobilization of stored triglyceride by lipolysis to free fatty acids which then become bound
to albumin molecules in the serum.
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The adipose tissue lipase that catalyzes the lipolysis consists
of triglyceride lipase and a monoglyceride lipase. Although all the
exact mechanisms are not yet known about the many hormonal influ-
ences, the activity of the triglyceride lipase has been shown
(Hollenberg and Angel, 1972 and Salans and Wise, 1970). Triglycer-
ide lipase can become activated when exposed to critical concentra-
tions of a derivative of ATP called 3'5' adenosine monophosphate or
cyclic AMP. It is known also that epinephrine and norepinephrine,
catecholoamines, ACTH, and growth hormone have an effect on the
activity of adipose tissue triglyceride lipase and thus have lipid

mobilization properties.

Serum
o S lbumin
// Free Fatty Acid —
4 /
. 1 1
Triglyceride in e Active Lipase Glycero \
/ Storage
/ Influenced by:
’\ 3'§' cyclic AMP
i :
Inactive Lipase &7 .eplneplln‘lne .
\ \‘\\\‘:‘ norephinephrine
\ X‘ catecholamines /
N ““ACTH Y,
Ty growth hormone
E - ADIPOSE CELL L=

Figure 6. The hormonal influence on the activation of triglyceride lipase.

- Another mechanism regulating the plasma concentration of free
fatty acids is the re-esterification of the free fatty acids to glycero-

phosphate in the adipose tissue where it would then be returned to
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storage. Thus there are two opposing reactions, the hydrolysis of

triglyceride and the re-esterificationof the fatty acid products of

hydrolysis.
///' s ‘\\\\
7 Ty
o B
Glucose Glucose 6-P g
/ / \\\
' Glycerophosphate N

Acid bound Free Fatty Acids
to Albumin \ ¥ Triglyceride to

X/Glycerol — _./// Storage

iz " Active Lipase

/ (esterfication) . \
Free Fatty \ A
\
/\
/
/

\ Inactive Lipase /
\ \Hormon Influences

\

\ of Insulin deficiency
ald ADIPOSE CELL

——

Figure 7. Mechanism for the mobilization of triglyceride from storage to the serum for availability
to other tissues and the opposing reaction that would return the free fatty acid to storage
through its re-esterification.

The flux of the lipid across the adipose cell has great impor-
tance to the overweight individual who can regulate these mechanisms
by what and how much food stuffs he eats. The effect of a high carbo-
hydrate intake is to: (1) increase insulin levels and to decrease
concentrations of plasma growth hormone, Plasma triglyceride is
then assimilated into fat cells by activation of lipoprotein lipase and
rapid generation of glycerophosphate from glucose. These mechan-

isms greatly influence the accumulation of lipid in the adipose cell.
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(2) Increased glucose intake accelerates fatty acid synthesis and
further increases lipid storage in fat cells. (3) Fat mobilization is
inhibited by the inhibiting effect of an increased concentration of
insulin on the triglyceride lipase with the rapid production of glycero-
phosphate leading to the esterificationof the free fatty acids and re-
storage of the triglyceride into the storage vacuole. (4) Low levels
of growth hormone reduce this hormonal influence on triglyceride
lipase, again reducing lipid mobilization. The sum of the influence
of a high carbohydrate, high glucose diet is to facilitate the accumu-
lation of lipid in the adipose cells, thus increasing the mass of
adiposity.

Fasting or reducing caloric intake has the effect of mobilizing
lipid from the adipose storage vacuole or to prevent its accumulation:
(1) tissue lipase is stimulated by rising concentrations of growth
hormones increasing lipolysis; (2) re~esterification of the free fatty
acids in fat cells is reduced by reduction in glycerophosphate; (3)
assimulation of plasma triglyceride is reduced by low lipoprotein
lipase activity and by limited production of glycerophosphate; (4) the
rate of in-cell synthesis of fatty acids is lowered by a reduced rate
of glucose entry into the adipose cell. The sum effect is a decrease
in size or contraction of the adipose cell and a reduction in the mass

of adiposity.
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Obesity and Body Type

The obese differ from the non-obese in morphologic character-
istics other than the degree of adiposity. Adult obese women and
obese adolescent girls were found to have a remarkably similar body
build or somatotype. Apart from their excess adiposity, the obese
were considerably less ectomorphic, and more mesomorphic than the
comparison groups of ""normal’’ populations (Seltzer and Mayer, 1969).
Anthroporphic somatic ratings are made in terms of three basis com-
ponents: endomorphy, mesomorphy, and ectomorphy. Endomorphy
rates softness and roundness; the obese rate very high on the com-
ponent of endomorphy. Mesomorphy describes a combination of bone
and muscle development, and is rated strongly in the obese indicating
a bone-muscle mass above average development. What is striking
in the obese is the extremely low degree of ectomorphy, the compon-
ent describing linearity, fragility, and attenuation. It is also re-
ported that obese men and women have greater anterioposterior chest
dimensions. Seltzer and Meyer (1969) state that, ''There appears to
be a fundamental relationship between body build and obesity apart

from the accumulation of excess fat' (p. 458).
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Regulation of Food Intake

The question arises, then, what leads this predominately endo-
morphic-mesomorphic individual to consistently take in more foods
or the wrong kinds of food stuffs to maintain the thermodynamic
disequilibrium. In the non-obese "normal" population weight remains
fairly constant. This leads physiologists to surmise that a regula-
tory mechanism exists within the brain to maintain the balance
between caloric needs and caloric expenditure, so that body weight
remains within normal limits (Debons and Krimsky, 1972).

The regulation of food intake appears to be complex,
resting on cerebral and extracerebral components. An
essential component is a pair of centers situated in the
ventromedial area of the hypothalamus which act as satiety
"brakes' on more lateral symmetric centers that appar-
ently are otherwise constantly activated (Meyer, 1960,

p. 66),

The hypothalamusislocated at the base of the skull, near the
pituitary gland. The lateral area facilitates feeding by reflexes
promoting feeding: contractions of an empty stomach, a cold en-
vironment, and a lowered blood sugar; while the medial area inhibits
such reflexes. Mayer (1960) and his associates have demonstrated
that glucose receptor cells appear to be activated in the ventromedial
area that inhibit feeding., Other inhibiting influences signaling suf-

ficiency of food intake include distention of the stomach, a warm

environment, medications such as amphetamines, dehydration and
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exercise. Many of the mechanisms of amphetamines and exercise are
not well understood. The mechanism of the cerebral component,
emanating from the frontal lobes of the cortex, for instance in the
case of stomach distention, is the connection via the vagus nerve and
medulla with the stomach.

Hunger may be described as a desire to eat based largely upon
physiological reactions to food depletion (Kaplan and Kaplan, 1957).
However, this is only part of the mechanism involved in food intake.
It is known that hunger sensations arising from an empty stomach
are not an absolute requirement for the existence of a desire to eat.
Experimentation has been done showing that food intake is not de-
creased by cutting both vagi, the splanchnics, orby total or partial
gastrectomy. It is also known that decorticated dogs and anencephalic
infants will swallow food when it is placed in their mouths (Kaplan

and Kaplan, 1957).

The Role of Conditioning

The role of learning or conditioning in connection with physio-
logical and psychological stimuli is beginning to receive more atten-
tion in explaining the desire to eat, especially for the obese. The
learned desire for food is called appetite. Appetite is a pleasant
sensation associated with sights and odors of food, in contrast to

hunger, an essential unpleasant sensation of stomach contractions,
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irritability and fatigability. It is abnormal appetite, aroused by
cortically mediated stimuli such as the sights, thoughts and feelings,
that some authors feel is responsible for almost all eating problems,
with the exception of those with demonstrated trauma to the hypothal-
mus and endocrine disorders (Meyer, 1960). It has been postulated
that the obese in fact override the regulating mechanism of the
hypothalmus. A normal individual who may see food is able to
respond from internal cues of not being hungry (it's not time to eat);
however, the obese individual disregards internal cues almost en-
tirely and responds to the conditioning. kThus the obese eat in situa-
tions associated with boredom, anxiety, watching television, or
simply because it is available.

In an effort to determine how the obese respond to food differ-
ently than the non-obese, Schacter and his associates examined the
existing literature on the behaviors of obese human subjects and
animals who had become obese as the result of damage to the central-
medial nuclei of the hypothalamus. He terms this the ''science of
analogy,'" (Schacter, 1971); interested persons are referred to his
paper for the specific information verifying his conclusions. Schacter
described twelve similar behavior characteristics in obese humans
and rats:

(1) they both eat more good tasting food than '""normals'';

(2) they eat less bad tasting food;



(3)
(4)
(5)
(6)
(7)

(8)

(9)

(10)

(11)

(12)
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they eat slightly, not considerably, more than '""normals'';
they eat fewer meals per day;
they eat more per meal;
they eat more rapidly than do their normal counterparts;
they differ emotionally; are more easily startled, are
overemotional, more irritable;
they are markedly less active than their counterparts;
when food is easy to get at, they eat more than '"normals, "
when food is hard to get at fat subjects eat less than
"normals'’;
obese humans and animals choose the easiest way of
eating;
they do not regulate food intake but continue to eat even
when they are preloaded with solids; but
they do regulate food intake when preloaded with liquids

(Schachter, 1971).

Schachter concludes from these observations that eating of the

obese seemed unrelated to any internal visceral state, but is de-

termined by external food-relevant cues, such as sight, smell, and

taste of food, and its availability,

For normal humans these factors clearly interact

with the internal state to affect what, when, and how much
he eats, based on physiological hunger. To the obese,
the internal state is irrelevant (Schachter, 1971, p. 143).
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He suggests that the obese are '"stimulus-bound, "

Research has thus shown that adiposity is a complicated prob-
lem., It has not answered the crucial question, however, how does the
imbalance between caloric intake and energy expenditure, the thermo-
dynamic dysequilibrium, develop in persons? There are at least two
fundamental views of why people develop excess fat. They differ in
important ways. Meyer and others look at adiposity as being, in
most cases, an internally controlled, physiological phenomenon
(Meyer, 1968 and Solomon, 1971), Schachter suggests that the obese
person is controlled by food related stimuli and relies on sensory
information rather than internal signals (Schachter, 1971), Whoever
is right, adiposity remains a fundamental problem of surplus energy.
This surplus energy, states Meyer, can only build up in three ways:
(1) one eats more than a normal amount of food; {(2) one eats a normal
amount, but doesn't get enough exercise to burn up the energy that he
takes in; (3) or one has a metabolic disorder which speeds up the
rate at which his body accumulates fat tissue or slows down the rate
at which his body mobilizes fat, or both (Meyer and Thomas, 1973).
(Metabolic disorders account for only a very small percentage of
obesities., They are left out of this discussion for that reason, not
because they are not important. The reader is referred to Meyer,
1968 or Solomon, 1971, for more information on specific metabolic

disorders).
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The Cardio-Respiratory Problem in Obesity

Introduction

The focus of the present study was upon patients who had been
diagnosed as having a cardiovascular problem. For this reason the
significance of excess adiposity on the cardio-respiratory system was
also reviewed.

Excess adipose tissue is frequently associated with cardio-res-
piratory problems that range from minor symptoms to full blown
cardiac failure. Eighty-four percent of the obese have dyspnea and
some degree of orthopnea. Many have periodic breathing, especially
when asleep. Fifty percent of the obese report somnolence and
narcolepsy. Plasma volume is frequently increased in that the fat
deposits and the blood supply to this extra tissue is sufficiently iarge
to necessitate a high cardiac output even at rest (Wilson and Wilson,

1969).

The Respiratory Problem

Successive changes in pulmonary function are progressive as
adiposity accumulates. Plethora, hypoxia, and diminished lung
volume are relatively early signs of the increased work of breathing.
Hypercapnia and pulmonary hypertension appear later and in the more

morbid cases of obesity. The increased work of breathing is the
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result of a reduction in the compliance of the extrapulmonary struc-
tures, the thoracic cage, the diaphragm, and the abdominal wall,
rather than any intrinsic lung pathology. There is concomitantly an
increased frequency of breathing and a reduced tidal volume. Arterial
hypoxia is present in approximately two-thirds of all patients with
simple obesity (Cherniack, 1972). The compliance of the respiratory
system is reduced even more in the obese individual when in a re-
cumbent position and gives rise to symptoms of orthopnea. The
increased body mass also requires an increase in oxygen consumption
and carbon dioxide production. These requirements are met with an
increase in the minute ventilation, cardiac stroke volume, and car-
diac output.

The exact mechanism that results in the underventilation of the
lung and the increased cardiac output is not agreed upon by all
authors. It has been postulated that the control system in the medulla

that maintains the arterial pCO, at about 40 mm Hg. in normal in-

2
dividuals, is affected by the prolonged increased concentrations of

C.O2 in the underprofused lung and leads to a diminished sensitivity

of the respiratory center potentiating the hypoxia and hypercapnia.

The Vascular Problem

The mechanisms underlying the often enlarged heart associated

with the obese are also undefined. Chernick (1972) suggests that
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since hypoxia results in pulmonary vasoconstriction, it might be ex-
pected that the resultant increase in pulmonary vascular resistance
could play a role in the increased size of the heart. Alexander (1966)
also states he believes that in

grossly overweight individuals the myocardial hypertrophy

and reduced ventricular compliance derive largely from

the increased cardiac work load resulting in a rise in

left ventricular filling pressure and pulmonary hyper-

tension. Later, as progressive hypertrophy itself com-

promises myocardial contractility and the work load of

the heart remains augmented, cardiac failure supervenes

(Alexander, 1966, p. 1411),
Many of these manifestations disappear with weight reduction and are
therefore assumed to be related to obesity. However, there are no
correlations between severity of symptoms and the amount of excess
weight or between the severity of symptoms and the extent to which
the cardiorespiratory system is compromised. The added stress of
an increased work of breathing and increased the work load of the

heart on an already compromised cardiorespiratory system can then

be seen as the very serious health problem that it is.

Obesity and Hypertension

The occurrence of a large amount of adiposity is also known to
contribute to other high risk factors in heart disease. Among these

is hypertension. The reduction of weight in hypertension of even a
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modest amount results in a fall of blood pressure often to normal

levels (Robinson, 1972; Alexander, 1966).

Dietary Problem

The relationship between the dietary ingestion of cholesterol
and triglycerides and its effect on the cardiovascular system was
also a consideration in the selection of patients for this clinical trial.
As it is well known, the atherosclerotic process that gives rise to
coronary heart disease has a causal relationship to an increased level
of cholesterol in blood plasma. The Framingham Heart Study showed
that adiposity characterized the young Framingham male with
coronary heart disease and was directly correlated with angina
pectoris, coronary insufficiency, and sudden death, even though no
direct relationship was found between obesity and myocardial in-
farction (Damon, Damon, Harpending, and Kannel, 1969). The
progressive accumulation of cholesterol-containing fatty material on
the inside surfaces of the blood vessels results in the narrowing and
loss of compliance of the affected vessels., The amount of lipid
material deposited is in proportion to the circulating lipids in the
plasma. Of importance, too, is the amount of cholesterol produced
in the body in response to a high blood glucose level. Dietary ad-

herence to a low cholesterol, well balanced diet and the inclusion of
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exercise are of known benefit in the reduction of cholesterol levels

in the blood.

Exercise

In answer to the question, what are the two most important
things I can do to prevent a heart attack, Dr. Neil Solomon states
that exercise and the relief of undue stress are very important fac-
tors in the prevention of heart disease (Solomon, 1971). Exercise
has been shown to improve carbohydrate metabolism and cut down
cholesterol levels in the blood. Although body weight has not been
shown to be significantly affected by exercise (Stuart, 1972); daily
exercise will alter the body form, increasing muscle mass and de-
creasing body fat. More exercise can then be taken, and physical
fitness increased. Mortality rate has been reduced about 50 percent
in patients who have coronary heart disease and have become physi-
cally fit (Solomon, 1971), Large amounts of unusual exercise have
accounted for deaths, however (Cooper, 1970) and exercise programs

should be increased slowly and carried out under medical supervision.

Summary

!

A review of the physiological stress on the ""'normal' individual

who is also obese brings into sharper focus the stress upon the
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already compromised cardiovascular system of the cardiac patient.
An increased work of breathing is concomitant with an increased work
load of the heart. Hypertension, a high carbohydrate diet, and lack
of exercise are commonly associated with obesity and further contri-
bute to the cardiovascular problems,

It would appear to this nurse investigator that the obese car-
diovascular patient population would be an appropriate focus for the
present study. Also, the theoretical and clinical background of a
nurse would appear, to this investigator, to be a particular asset in
dealing with the dietary and exercise considerations peculiar to the

cardiac patient,



CHAPTER III

TREATMENT APPROACHES: A
REVIEW OF LITERATURE

Current Therapeutic Approaches

to Treatment

The next issue undertaken was to review current literature re-
garding the treatment of obesity. The literature written during the
most recent five-year period was chosen to include in a summary
and is presented in Table 4. Representative studies from this sum-
mary of current therapies are included in the following narrative.

Table 4 indicates that there are several modalities of therapy
available that appear to be relatively successful in effecting weight
loss. Efficacy of treatment modes are shown in case studies and
experimental studies. Experimental studies include specific treat-
ment modes versus no treatment controls and focus treatments in
comparison to other recognized treatment modalities. The relative
success of treatment must also be judged by its ability to effect con-
tinued long term weight loss or maintenance. Charles Ferster and
his associates (1962), pioneers in the treatment of obesity consisting
of self-control of eating, suggest that long-term maintenance is the
central issue of a treatment modality (Ferster, Nurnberger, and

Levitt, 1962).



82uLoHIUbIS 18211511015 104 PB1ST) BIED SOIEIPU| 11

<t
o 1ybrom jeapi 18ao spunod pp | 15es; je Ayensm ‘9saqo Ajssoub sareoipuy -
payodas Jou sayeaipuj YN
dn-moyjo4 sayeaipuy N o4
(50" d)
108)48 1ued ju
-Bis e panatyoe T3 (gorenuay)
sisA|eue uoidoidiAylaip 1£61
YN atenbs 14D, « M 9 4 8¢ €e oqage|d + ,2weD 181Q,, ¢3 ¥ 4 214 £ +,9wen 1, I3 '3°Y 'a19oN
(G0°0%d) T3 uey (ubBisap 18n0-550.40) 131p
B9A1108}9 du1ow 191 9140182 000 1L 81410je2 QOO | + Aliep
dN  ApuesyiuBis I3, symogy 9Ll 8l 8l jonuog 3 ] 8l 81 "B pg auiweinyusy T3 () Apmg
49441p JoU
pip ¥3 ‘£33
(200 >d) ¥3 ueys
8A1108}}8 aiowl
Anuesyiubis €5
{1t00°0>d
100°0>d '50°0>d) (1) Apmg
1uspIng b3 €3 T3 ueyp 8 WN LI ogade|d Y3 181p 0L61
11118 109})8 BA1108148 840t 6L HN Z1L  Ajep wb g'| uiwionap £3 aLofed pO0L + Apep ‘e 1
wsuneas) T3 symgg  Apuesipubis T3, Mg vy 4N 0L Atep "wb g'g ulsonsyy ¢3 v'llL "N 0L Bw og suiweinjuey iy "Y'y ‘uosmeq
(60°0=9)
w1341p Ajjeon
-si3e1s 10U sdnoub 8961
oM} 4O X udami 8lp 181p al10{ed 0001 + T '49|pueg

N -8Q 8OUAIB 4 M g S°LL YN €l 8110|E3 OO0 + 0g8deld T3 8'9L "N i ‘B 0g ‘ulwiogusyd T3 g g Avsuiboy
AdVHIHL DNHAa

dn-mojjo4 polied juswiiead | poliad spunod N N sajqeleN spunod N N ajqenen BB A

1e sy|nsay ni4 10 s)jnsay |etal .w x| % B x| mq loymny
2 & 3 g 2 3
Ay 3 Koy o
$2 g4 g

dN-MOT104 SdNOoY 9 NOSIYVJINOD dNOYO IVINIWIHIAIXI

€261-8961 — ALISIE0 40 LNINLVIHL IHL HOd SIIdVHIHL LN3IHHEND 40 AHVWANS "+ 3719Vl



35

T3 ueyp
BAI128)48 B10W Aj (uBisap 1870-55017) (xei8puogy) ZL61
HN  ueayuubis I3, symyp g HN  HN ogeoeld T3 £g e ot aulwesnpusy 13 e 38 gy ‘aja
*SSOUBNIL
D349 UBIDIS
~-Auyd ut uon
-eLIEA PBMOUS
"pauley T3 uey . TL6l
-U1BW 153448 91109448 Bl0W A| {sulipexaq) NERE]
jusuneal)  symp aueouBis T3, My L'z vz ze ogaoelq 3 9 6z Zf auiweydweonxsq g “r *punaig
5q] O ueyt
8U0W 150| %G
$q| g uelyy
2J0W 150} %z T3
sqj o ueuy
aJouw 150| %0 |
sq1 07 ueys
aJow 150| %ge:lg
‘el3 wi paunaso dnoig)
$3850§ 15838940 supwelaydwy 9
23 uey dnoug ploJAyL q zi61
BAI10844 BI0W A dnoug sieubig e ‘I ‘n8iq
UN  -ueoylufis T3, smpy HN HN  69C1 ueld pooy 23 N  UN  60bL dnoin jiig 191g T3 ® UM Jaysy
“WOJ AdVHIHL 9NHA
dn-mo)jo4 pousd judWIeal ] pouaqd spunog N N sajqerien spunog N N ajqeriep 1eap
1e sj|nsey n4d $0 synsay jelsj .W b4 (] w P-4 MU L°£ﬂ=<
2 2 E g 3
g ] c- o
S5 5 S5 5
85 & LI |
dN-MOT7704 SdNOYH NOSIHVYJINOD dNOYHD TYLNIWIHIA4dX3

{panunjuo)) £261-8961 — ALISIE0 40 LNIWLVIHL FHL HOL STIdVHIHL LNIHHND 40 AHVAWNS ¥ 318VL



~0

23]
8qt O ueyy
QI0W 150} %€ |
$504
‘1M paulel {wsiuospiesadAy
-ulew 9/ pue ‘uonad
spunod o -ap wnissejod ol 8961
ueyl aJow 8np %Gg Ul BlWaps sAep g1 A ‘U0SI9A|
psuieb 9,08 siEsA g :suonesldwo))  sAepQl 8suoN HN YN ¢l ‘isey onznadesayy Iy g ) ‘uuewasy
‘S50
1M U oness
840M %97
*IM 350t 01
panuiuod %2 sAep 9} "191p d110|eD
M jeniu) 03 sAep . 008-009 ‘sAep p| 8961
psuinlas %0G siesA g gLl 3UON ¢l 144 )74 ‘1sey onnadessy) I3 071 ‘PuBliD
NOILVAHVYILS
J1LN3advd3IHL
asoonib 1daoxa
s1uaipaibul aanoe
5 ou Bujuiejuoo 1ng
$3 xg3s0) T3 191p dLI0[eD £9'f ze 79 Tgseawes ijonuocy 73
v3 xg 150} I3 1A% G 09 00Z1-008 :semodiim S3 Apued paey jo
y8am aad €3 xz 1s0| Ig (yuessasddns ayadde 481unod WLIOJ 8] Ul SUIUBHIA
Sqi 2°C 40 18yr8bol cE'Y 6l 29 13A0) q:mQEmum SaAv ¥3 ‘8uiajed ‘auledozuaq cLBl
‘lane ue 850| 1nd sdnoub Jayjo (8ulipazuag} s1e)ns + @soonib :ueld VD ‘yosnug
orwoslz  sowg 11e xg 150 I3 SYM '8 GZ z9 autwelaydweonxaq €3 2l €5 29 |oi1uog dynaddy I3 B MDD ‘aInDoN
o) AdvdHIHL SNdHa
dn-mojjo4y poued Juowieas) pouad spunod N N sa|qelen spunod N N s|genep Iea A
1B s}|nsey n+d 4O s)nsey feut T X % T x| mu loyiny
a8 3 w & 3
£ T B 2
2 ) =
g8 g g8 2
dN-MO1704 SdNOHD NOSIdVJNOD dNOHD TVLNINIHILXT

(panunuo?) £/61-896L — ALISIE0 40 LNIWLVIHL FHL HOH SAIAVHIHL LNIHHND 40 AHVANNNS b 379VL



o~

on
"M paulebrsid ¢ “1udl 491HED "qBYaL Uk 1M ZL6L
SSO| "W pauley -1ea.] 8yl ysiuty 03 {Bapi JO %GZ Wiyym ‘1e 18
-uiew ‘s1d g SIA Z ajge a1am 'sad gy HN BUON HN ct 14 01 1sey onnaderayy I3 “q P oaunpy
("3d | ‘edysiouswe
“3d | ‘sianu ' TAjiep (1w ues|
-Ajod ‘1d | ‘sis 'swib gg| o0
-optoe drjoqezaw AW | G°0 panisdal 0L6L
sq} ‘sowl “s1d ¢ ‘dley jo BWog 'sAep DL L-v1 S ‘wioJispe)
£g uteb X 61-G 5SO| i5108}48 8pIG) Lol = QUON ¢'S6 YN 0z "ane’isej onnadesayy T3 7 "D ‘ylooy
T3 ueyy {(xXg-1
dn-mojjoy 1se4 paiesds. 'sid g)
w3} buo) "18ip 8110183 QUL 0L61L
Ut aAI109y8 ‘ow /- SPOY1aW [RUOIIUBAUODD -008 uayl 'sAep g “3°3 ‘uasuaboly
aJou ou ﬁm_ ‘sow Og sAep 01 ford 6c Ie ‘uoneAlels oy <3 122 3% 2 9F ‘uoneasels a19|dwon i3 12 "H ‘sobeey
“Jusul
-1eau] 40 1nO
paddosp %8z ("11own
‘$$800N$ JWOS feoibojoyoAsd
paadiyor %9t pailodas siay10
AL Uk tIwm ‘1sey BuLinp sis 13p
1usuwileasiasd -oyoAsd pioueied 2110189 Q00 L-009 0461 ‘6961
papaaoxa Jo 'sow e padojasep 'id | sAep gg uay) ‘sAep gg-g v 4 ‘oduig
paulebal 949G 05-L :suonesldwo)) ANy ETIN] ‘L9 FA (<7 ‘isej onnadessyy f3 g ‘pAQ ‘uosuemg
"M [eIIUT O} sAep sAep gz abesane 8961
pauinial %001 ‘souw p| orolL UON L'9¢ £ SC ‘1se} annadetay) T3 " 18 ysinDoepy
‘JUCH NOILVAHVYLS
JLLN3dVHIHL
dn-mojjo4  poueg uawleal | pouad spunogd N N se|qetiep spunod N N s|qeuRA FLEYY
e sjjnsay nd 0 s3nsay e T X mw T x| % oyiny
2 5 3 ¢3S B
e € £ %
— ) 4 @
g g 58 &
dN-MO1104 SdNOHYO NOSIHVYdiNDD dNOYD TVLININIHIIXT

(panunuo)) £261-8961 — ALISIE0 40 INIWLVIHL IHL HOS STIdVHIHL LNIHHND 4O AHYYWNANS ¥ 3749VL



lee}
o

syiesp g
CAljeniop
M |edpl
40 "sqj og W
-Y1im 0] 5SSO} auilsajul
‘IM paulel *SAA JjeWS 3Yy1 JO “SwWd
-le spushy %“e 01 09 Inq |je jo ssedAq LLB1L
-ed 40 %9 M9 auoN dn 16  0Zl: ‘iunysoooounfer I3 'V'd ‘uowieg
aulsaiul
o jlews 841 40 %06 1461
e’sqj Q| O d1ed uey) a1ow Jo ssedAq 1°H ‘oduep
HN @yl le sq| Lg 31507 sow g SUON (015 l [ ‘wunys jesjiounfer 13 8 "H ‘pPlemyang
(wnaj
sayoul || 01 wn
'SIA -unfef jo sayoul | |} 1461
UN %l 8UoN 0oL L [ wnys [eajolunfar 3 MT “yYoseelg
NOILNIAHILNI
AV2I0HUNS
‘alow
10 '5q| 02
4O SSO| IM {1lun aieo
e pey %8¢ ¢3 |ewiuiw ‘uoliendod
810w 10 'sq) (uon uelpU|) 181p 31I0(ED Zi61
0Z J0 S50| "IM  "SOW 9 $3M -ona1sul ALR18Ip) t1udw Q0G| + "S)M £-g 1By e 1a
e pey %5y '3 any e 0L+ HN 52} -abeuew (puonuaauoy T3 oee 1S LL  pesiasadns Ajesipapy I3 "IN 'sienaig
‘10D NOILVAHVYLS
J1LN3dvd3IHL
dn-mojjo4 poiiad juawlesij pouad  spunod N N SA|GBLIBA spunod N N ajqelien ABBA
1B S1|nsey n4 30 syjnsay Jery X % B Xl mv aoyiny
0 3 2 & 3
£ 32 £- B
$7 2 €8 2
o a 3 a
dO-MO1104 SdNOYD NOSIHVJINOD dNOYO TVINIWIHIIXT

(panunuo)) £261-8961 — ALISIE0 40 LNINLVIHL IHL HO- SIIdVHIHL LNIHHND 40 AHVANANS "+ 319V.L



o
o

(siuessaid
-dns a1118dde
INOYLM % LE)

sjuessaiddns a1nad
-de swos ‘Loddns

$SO}
‘1M paulel (109438 wia1-Buoy ueidisAyd ‘Buiyas 1L6L
-uleWw %Z9 A | Moys 01 Apnig) ‘sow £ auop 6'€lL Oz /19 -unoo jeuonuany I3 ‘H ’‘[1anoT
$SOJ le} Ja3ea.ib
‘a1e1 AJanooau
Ja18q “Y'H Aep/fuiw og zL6l
YN paseaioap :lg 'sow g B'EE  HN 9 dnour) 8s1218%a-uopy T3 0 HN 9 weliboid astorexgy Ig WIN J2tIuy
AS10HIXT B ONITISNNOD AHVYLIIA
‘NOILVONAT ‘HOVOHddY TYNOILIQVHL
('aysaieLl ) 1d ) :AlljeLIOW Mm_ AunuL
$SO| 1M X "SOW pz sid g :Anjeniow T3 -U0D [BUIIS3IUI-0115E6
(Y3) ‘sqf €5 ulglulew 03 jauueyd
50§ 1M X 3 ueys 8inieaund 191eaib ‘wo G| YoBWOIS 8yl 4O %06 £L61
(13)'sqj 001 BujBesnoous yum yonod aui1seb jjews 1e181p 8y} sapnjoxa '3°3 ‘uosep
$SO| "M X ‘sow gzt asow pabpnl I3 Sow g I [e1e} 9qg saysiuiny :Aisejdolisery T3 19 +zZ1 0SLx :ssedAq ouisen Ig 1?0 ‘usuy
'suones
-jdwoo o1
anp uolsinal
pasinbai *s1d ¢ 8Q} 2°C $$01 M X 'sIA ©
%9 :Aljenop 'Sq} 9P $8O) M X s1Ag €6l unys |espiounfar €L61
'Sq| GL ssOf I X SiA 01 Q178 5801 WM X AL 8uonN 66’0y  9S1 [4 unys ajooounfer I3 1838 "HT “auheg
o) NOLLNIA
-43L1NI TVIIDHNS
dn-mojjo4 poued Juawieal | pouad spunod N N sajqele A spunod N N s|qenepn Jed A
e s3nsay n4d 10 s1|nsay Jenj .m x| % ° x| % oyiny
~ g ~ g
gr 3 g 3
2. 0 ] Y ]
g6 B A
dN-MmO1104 SdNOHD NOSIHVJINDD dNOYD TVYLNINIHIIXT
(panunjuod) £261-8961 — ALISIE0 40 LNIWLVIYL 3HL HOL S3IdVHIHL LNIHHND 50 AHVANNS "+ 319V.L



40

'Pa10u SPoOy
PauoILpuod-ucu
JO @E1Ul Ul
aSBAIIY) “JUBW
-1eai] JO pud 18
ssa| ‘gj Og & 01
paseasoul uayy
M yIgy Ag tsq)

fuiuoiy
-ipuood souepioay T3

8961
‘d'r ‘1Ad104

B VM ‘Apauuay

HN 8 01 dn 150 'Id "M ZZ BuUON o€ L Lx
DONINOILIGNOD
IAISHIAVY NOILVYII4IQON HOIAVHAESE
‘1m pauteb
91 (%EE) OL
SSO| 1M 251019%a
pauielulew ‘wstjogelaw
(%0L) € 'ABojolsAyd uo rA4:1}
aso| o} $84N108{ ‘1SIUOIL]L ‘12 18
"1U03 (%/G) 8L  ‘sow g o 1so] 'sid |y sowl © BUON A e i -nu Aq Buljasunon T3 ‘H ‘uam3op
aiow Jo
*$q] OZ 150 %QE {13 se awes (dno.B)
M 8Y1 |BLIB1RW) LUOI3ONIIS 9S10JaX8 “UIW Q| + ZL6L
N 150| sdnoJb ylog  ‘sow g P61  HN Z -ut Alejalp jenpialpu] <3 0z HN 0¢ uonannsui Aselaiq g AP [118le7g)
1U0) JS10HIX3 B ONITISNNOI AHVLIIG
‘NOILYINA3 :HOVOHddY TVNOILIGVHL
dn-mojjo4 poued Juawiead | polsad  spunog N N ssjqelien spunog N N a|geen 1A
1€ s)ynsey n4 JO s} nsay et L] x| Mu T X oD Joyiny
» & 3 w 3 3
= i o i .wﬂ
- 0 m =0 4
g8 g 8¢ g
dN-MO11704d SdNOYY NOSIHVJANOD dNOYO TVLININIHIIXT

(penunuo3) £61-8961 — ALISIEO 40 LNIWLVIHL IHL HOL SAIdVHIHL LNIHHND 40 AHVAWNS v I19V.L



41

€3 wouy

J9141p 10U PIp
I3 fisyro yoeo
wouy 1351p 10U
pip €3 23 13
wouy Ajpuedijiu
-Bis pauayyip €3

dn T ’lg :suesw
-Mmojjoy ou :¥3 juswieaJy jsod
pauiel JO 1591 §,uedsuUn()
-utew :€3 (100" > d) jued
sq| 0°C -143ubis Ajybiy sj0J1u02 juBwWIeal oN P3
uref mm x °3 1084§9 1usuwneall 90°L gl g1 Adeiayl o1j108ds-uopy £3 sajdioutsd Buiuaies|
.wn_l_m.w T3 :souenien 906 oz 0z aunssald |R120S 1uelado uo paseq 8961
uebmx I3 - sowg jo sisAjleuy .,  sow g s0°e ford 0z ‘suoie1oadxa aalnsod?y £801L -1 gl Jusunealy (gaodg I3 grrwiBysisiopm
ONILV3 40
TOH.LNOD 473S *NOILVII41G0IN HOIAVYHIE
Jua13)
-Hp Ajjean
-511815 10N
Qi geL (50°0>d
uieb m x I3 '200°0=4) LL6L
sq1 16 193440 1uedyyiubis Bus ‘H'M ‘Apauuady|
ssopm x T3 sowy  epenely I3, simp oL HN 9 (1041u02) dnoub gdO4 T3 el 9 9 -uolpuoD ansiany I3 B dr ‘1Aai104
o) SNINOLLIANOD
JAISHIAV ‘NOILVIIHdITGON HOIAVHIE
dn-mojjo4 polied luawilead | pollad spunod N N sa|qelen spunod N N ajqelsen aee A
e synsay n4d 40 s1{nsay jeri) B Xl mu T X n0u oyny
gz & -y Y
o - [y -
- g Gia g
dN-MOT104d SdNOHD NOSIHVJNOD dNOYD TVAININIHIAXI

( panuijuoD) £261- 8961 — ALISIE0 40 INIWLVIHL JHL HOH SAIdVHIHL LNIHHND 40 AHVWNNS v I19VL



42

‘dnoJb

L3 uj uoneiea
1e846) "1uedl jiubis
Ajjeonsnels ou

sdnoub uaamiag 99 HN 6 Adesayy uon 0461
HN  90UBIBJHIP LRSI, 4 UN YN 6 dnoub jeuonuaauon T3 Gl  HN 1L -ed1jIpoyy Jotneyag T3 ‘M ‘uewdiyg
€3 ueys aniy
-09449 di0W
23 pue Iz
pauteruiew ‘3 HN YN Gt I3 se aweg T3
as0] 3 ueyy “wm atow HN YN -7} 5]041U09 Juawieas) oN b3 uon 6961
oruoo 13 ‘sow g 1s0) £323°T3 symyp UN WN  GL Adeiayrisip :jeuonipei] €3 HN HN S -e21JIpoy 101neyag 3 DT ‘uewbuop
$SO| 1M But 6961
pauieiulepy A | ‘sow £ auop Ge L 1 -uociipuo? uesadg I3 "[e "18 ") ‘8100
€3 uey Buiuoipuos
BA1108)48 aI0W A| g anrsianpe 1dnoub
-ueaiyubis T3°1g 1A 8 -qns + L3 se sweg T3
(100" >d
‘61°6=)
t3'13 404
‘SIM m luswiealdy awles Jo souenun
-1sod pue -a.d -UOD PAIOLUOUL-}|BS
*5q| 9 s50| udaIM1ag 109448 |0J1U03 SnINWNIS 6961
w x 23 T3 sow /-9 wedubls, ,  SM QL 9c HN 8 {041u0D Juswless) oN €3 501l L g :sanbiuyoe) jueisdQ I3 "IN “SiieH
\
‘ol ONILY3 40
TOHLNOD 4738 ‘NOILVIHH4 IO HOIAYHIY
dn-mojjo4 pouad uauneas j pouad spunog N N sajgee spunog N N ajqerien 1BBA
1B synsey n4d jo synsey reup g Xl 2 B X o Joyny
e s 3 e 3 3
g5 ) Sa a
g4 B b i
dN-MOTI04 SdNOY O NOSIdEVYdWOD dNOYO TVININIHILX3S
(panunuod) £261-8961L — ALISIE0 40 LNIWLVYIHL JHL HOH SIIdVHIHL LNIHHND 40 AHYIWANS "+ 319V.L



©
<

sqf Lz . “1m pauleb 3 as10J8xa ‘uon
850 .~.>>.m 3 imf'sq) | o (uB1sap 18A0 §5047)) -onusul Asejaip ‘Bul LL6L
- .HMM_XmHmw sow g aeslecmasor Iy symgp  ueb € as1049xa + Buuueid 1a1q T3 e -uonIpuo Juessdy I3 g’y ‘uemg
ajqeliea
alow Apued
-1J)ubis sdnoib
23'T3 uyssol 'yy
(S10°0=d)
3sa1 Aujiqe
-qoud 10exd Jayst4
¥3°€3 ueys "sq|
$Q] G} $50] 0 19A0 53550 €3 se swes b3
m y vg'Eg ‘1M 10} BA1308} sjuessasddns ayiad UN = I3 se awes 23
.mn_MN 550| -}9 810w Aplued -de ‘uonionJisul 181p Ade Adesayy dnoub 1L61
wx T3’y sowg -pubis 3'lg, . sowg Q' 4N Ll -19410ydAsd 8ailloddng €3 YN Ly  ’senbiuyoslluessdp '3  ‘je-18 'g g “yoiuay
(500 > &
€3 ueyy
1ybram Apoq
(0" > d) 1uaasad Je1ealb
13 uep Ajpueaijiubis 150
alow sso| 23’3 “dnosb
01 papuay Zg Aue ul syyBiam
(600 >d) luauwieasl-isod Butdaay paooas ‘Bu)
€3 ueyy siow pue -a1d usamy uteB -u81si| ‘uoIIIINU Inoge 1261
Apueaijiu -8Q saoua1ayyip GL ! 9 uollewlojul cuonusny €3 sanbiuyss Buiuies) ‘9D ‘Jsunig
-B1s1s01 T3°Tg  -sow gy UBILIUBIS ONy .  'SYM Z] ¥'EL S L wenuo) 3 L ¢i 3uesado :jonuod yjeg I3 B8’ ‘sluey
ue) ONILY3I 40
TOHLNOD 4735 :SNOILVII41QON HOIAVHIS
dn-mojjog poliag UL LT pouad spunog N N S3jqelen N N ajqeuen BN
1E s}ynsey n4d JO s}nsey el T Xl i e oyny
25 3 o & 3
£z ® Ex g
28§ 78 &
dN-MO7104 SdNOYD NOSIHVdINOD dNOHD IVLININIYIIXI

(penunuo)) £261-8961 — ALISIE0 40 LNIWLVIHL JHL HOH S3IdVHIHL LNIHHNO 40 AYVYWWNS "+ I19V.L



<

=
) [E0X)Y
doLo’'vi=m sdnoJb
'90°'z=Y '3 1uBLIIEdI] Ul
uey: asow SSOf "1Mm 1sa3-1s0d as1y 3
as0] 01 pa pue -a1d usemy L'6 L 0L -1axa+ I3seawes’y T £L61L
-puay ¢33 -8q s80UBIRY P ’ senbiu '$°3 “1aneqiiey
ueyl m M_opﬂ sour £ 1u2olpuBIS ONL  SIM L 20+ S 9 oqaoejd-uoiually €3 69 6 ) -4981 jonju0dyeg I3 R HA 'stueH
1s0| ¢g3’'lg
{go">=d)
53 ueyy
$50} 401846
Alruedigiu
|m_m pey MW**
sq1¢°e
ss0} M X 53
'sqt G5
$50] 1M X 3 , (Gzo" > =d)
a1 0°CL 53'v3 uey: asow A 91 1083
ssoj m X €3 Apuesijiubis + dnoub uoiewoyu) S3
sq gL 180| £323' 13 g § 103 + buponuoyy yes Y3
ss0] 1m X T3 ‘SuesWl yuauieall 1283 + 1uawys! (1083} €L6l
*sq| mﬂp L 40 uosiiedwod FAL] HN [ -und jag + piemal-y|ag €3 53nbiuyaa) |011L02 |B 18
$801 1M X I3 sowy ey uewnapn,, ‘ow | &€ Zl 1083 +uswysiund-yag 23 9 HN 4} snInWwns aaljoayg g TN “Asuoyepy
550j J81e846 ayy
pey I3 -ssoj (uB1sap J8A0-55017)) paj|0JIu0d 131udW
paulejuiew ‘1M paonpoad 1UBWIBDIO LB -uadxa Yy sapd ziBl
$8550| A SOW G yioqg Ty pue Iz sym gy v 9 I P8Jj0J1u02 s81uBWIadXxg T3 oL [¢] ’ -jound josuoa-yjag Tg 'S ‘l1eH
e ONILY3 40
TOHLNOD 4713S 'SNOILVII4dIAON HOIAVHIE
dn-mojjo4 polsad jJuswieal | pouiad  spunod N N sajqerien spunog N N sjqeren IT-YN
e s}jnsay nd JO sy nsay [eti} B x| % .m x| nou woyiny
g 3 L
T = > o= &
dN-MOT71104 SdNOY D NOSIHVYJNOD dNOHO TVININIYHIAXT

(panu13u0)) £261-8961 — ALISIE0 40 INIWLVIHL IHL HOS SAIdVHIHL LNIHHND 40 AHVIWNNS b I18VL



L

<t
(Lo>d'giL/z {go">d
=ip ‘g°L=d) ‘BLIT=4P )
1109449 '59'¢=4) I3 218 ‘5811258610
1uswiean 10} 108443 ulews 30 834nos ‘Asuow 8961
wesijiu e pameys souel 0 [ L {lo11u09) Ajuo1aig €3 1504 's1d ‘1uaw “d ‘ondn
-615 e pamoyg oWl | -1BA O SISAjRUY ‘S3M 9 ] a L Adesay] dnoig T3 6 ' L -a2103uiel anneban Iy @ "oy ‘ziewey
|BS19A
-84 J0 uoll
-BOIpUl OU— M sad 'sqi 3 ajejul 9140jed Jo
UMOP Pamo|s — 1M eI }01u09 snjd-jusw 8961
SSO| JO aiey HN 10 9%0Z 150} “1d sow g auoy 201 L . -9316u181 anlsod g P ‘pieussg
1NINIJHOINITH INIDNILNOD
a314103dS ‘NOLLYII41a0N HOIAYHIE
Bunioenuad Asuabun
Zvr'9 ZL T -u00 + 93 se sweg L3
|OJFUOD SAAWIRS pue
wawabeuew [eioF
LL'8 9 L -ARYAq + S se sweg 93
'sql #9°¢ “18n8) 100 D =d uole
ss0| am x L3 1e i3'T3 wouy 09's L 1L -xejan 4 Y3 seaweg S3
sq] £8°'8 pasayp L3'Sg'vg HOISIaAR D1jOq
sso| wm X 73 (GO0 > =d) 05'8 zL el -wiAs + €3 se aweg ty
sq| 8£'9 T3'l3 sueaw o Buipiesal ayelul
sso| MM X §3 uosyiedwoo 1sa1 0g's cl 1 ouees 4+ I'gseaweg €3 €L6L
sq| QL L sbuey apdiyny Buipsosal 1219
ssopmmx Vg symg M3 S, ueouNQg M 0+ ZL vl s|josuod wawiean oN 83 500+ I el -1|8s ‘1ybram Ajreq T3 Y "MAzouewoy
o) ONILY3 40
TOHLNOD 4713S ‘SNOILYII41ON HOIAVHIY
dn-mo|jo4 potiag juawileas | pouaq Spunog N N sajqelIen spunod N N ajgeriep Jes A
o
1e s3insey nd 30 sy nsay el 7 xI % .m WA_ mu ioyiny
) 3 - 3
e -1 s @ ,mu-w
=AY o =i
T3 & A
d-MO1704 SdNOHO NOSIHVLINOD dNOYD TVLINIWIYIIX3I

(penunuoD) £261-8961 — ALISIE0 40 LNIWLVIHL IHL HOH STIdVHIHL LNIHHND 40 AHVAWNS ‘v 318VL



46

(10" >d) 3ueoipiu
-B1s sdnoub usamy
-9Q "SIM uesw

sqQj 1°Z JO "ane 1sai-150d pue -aid Buiuiea ‘s|1xs |e1o0s
pauteBai g ugamiaq uosyied Buluieiy ‘asiolexa “1a1p ‘sanbiu
‘0] | ‘eAe -WOD 104 doURiIRA ‘S|11YS | 21005 ‘as1019xa -4a9) 1wessdo jusw ¢LBl
pauiebas I3 SoWw gz -09 j0 sisAjeuy 29 oL 0l ‘181p 'sanbiuyoey 1ueredo C3 0y oL 11 -8Beuew jenioesiuon fg | ‘uewoy)
ssO] gl oL
yoe? 1e pamau
-84 SeM 10B4IUQYD 2l61
$q[ 0€ 150{ 34 8UON og¢ 3 l wenuoy I3 ‘1818 ‘W ‘Houig
‘49410 Yoes wo.y
Jagpp roupip T3
pue I3 (10°> d
‘60" > d) €3
uey) 550| 4918946 A| (pPanunuog)
-tueoiyiubis 2313 8961
1159 abuey d ‘andny
8|diyjny s,ueoung RO ‘ZiewieH
JU0) 1 NJWIDHOLANITH LNIDNILNOD
Q314123dS *NOILYDId IGO0 HOIAVHIE
dn-mojjo4 potiad juaweal | spunod N N sa|qelie A spunogd N N a|qeriep ) 1ea A
je s} nsay nd }0 syjnsay B x| o 3 xI % joyrny
»E g i 3
o 5 e k-1
59 B -] g
8 4 g 8 @ 8
dN-MO1104 SdNOYD NOSIHVJINOD dNOHO TVLINIWHIdX3

(panunuod) £261-8961 — ALISIE0 40 INIWLVIHL IHL HOH SIIdVHIHL LNIHHND 40 AHVWWNS "¢ 319Vl



47

(10°0 > =d

'8z z=4P) €3 pue

{£3't3) usamy
-8q 1ueslyiubig

700 >=d
'8TE=4P) S[N
-uelIMaN AQ
‘€3 wouy 1uesiyiubls 10U (104209}
Ajpueoyytubis <3 pue I3 ssoy €8 HN 1 juawilealy winwiuyy €3 {1udw ZL61
PaJsLIP Yiog A UBBLU UBDM) BWanI0y -92.104u1a.1 aalebau) W ‘uoIsIE
tgpuely,, ‘sowg -aqaoualapd,, SHMyp 1'g 4N Gl -uIsyY 9ANISOY 148n00 T3 IR 4N ¥l ‘uoneziusuas uanog Ig 1 "g ‘ouuepy
(§L/T
(900" >d =P ¥9'Z=4)
P 1uesipubisiou
¥1/T=1p & A
‘6L 'B=d) 3 pue [ 3 ussmi
g -3q $3DUBIBYHIP
& amisig 1g ueaw Jo wM:m:mS
sl 6° 0 SISAjeuy ,
$50] Im X €3 €3 wouy
54 £ 18331 10U pIp T3 L+ HN 9 $(041u00 pajeau-uop €3
sso| 3m X 3 (o1 >d) €3 1yBram o} asuodsal 2L61L
8] £} | SSOf Jano 1uedtyiubis |RIINAU 4 UOIleXe[ds g ‘wwy
wmx ., mimg AjeuBiew Iz,  symg S S 9 {1011u02) uonuany 3 9’6 9 9 uonezisuss 1anog I3 B "H 1 ‘epuer
NOILVZILISN3S
1H3IA0D :NOILVII41IA0N HOIAVYHIA
dn-mojjo4 pouag jJuswileas | pouad spunod N N se|gelie spunog N N a|qenep TN
je s} nsay ni 30 sjnsay el w P o w » Mu Joyimny
22 I3 23 3
(op e o T
s 8 ) s 2 2
afe - o o
dN-MO1104 SdNOYD NOSIHVJIINOD dNOHO TVYININIHIIXT

(panunjuod) €/61-8961 — ALiS3E0 40 LNIWLYIHL IHL HOH SIidVHIHL LNIHHND 4O AHVAWNS v 319V.L



00
<+

uolleulwal bul
-AMOjj0y sdnoub
yloq ui ujeb

uol1sabbns 2130u

IM—10Ine T3 ueyy 418846 SHM Buidaay eiep + uolssnasip -dAy yam |, uones LZ61
40 Uol1BAlBSQO °N x gz ssol mm g cl-t e L 8 dnoub ‘jonuo)1aig %3 ¢ol 0c (074 -npa onnadesay] ,, T3 ‘18132 3 oM
SISONdAH
‘18y10
Sq1 ¢9°L yoea wouy A
uieb “ym X 3 -1uedyyiubis s8111p Adesayy
SGEZ9'L 1ou pip €3°23°13 6Ll 8L 8l |esoineyag dnoin T3
uef I1m x €3 (107> =d)
'sql eg” -¥3 ueys sso|
$SOf "I X 3 ‘v alow Ajpued juesado Burzijnn
‘sql 0G° L -tj1ubis panaiyoe 81l e Ge ]0J1u09 Judwieasl oN g |enuew ualliim e jo 0i61L
uebam x 13 sy €323 l3,, mLL 0GL 8L 8L 31981u00 4 ( T3) jenuepy €3 ozL 8L 8l asn :Adesayionqig I3 7'y ‘usben
AdVHIHLOITAIg ‘NOILYDI4dIQ0ON HOIAVYHIS
(0" >d’Lg/L
=JP L£'9=4)
{1uawireas bur
-inp abueya yum
sutjaseq BuLinp
abueyo jo uostied
-LUO2) Sainseaw
peieada. uoy soue ZL61L
pauiel -1ieA JO SISA|BUE Buiuotipuos anisiane 01 ‘uoibuliey
-UleW $SO| 'IpN TSOW 10308y 8IBUIS, . 'SYM QL auop 66 oL gl  :uollezilsuas 1@a0] I3 ®'D°a ‘Aeninpy
‘WO NOILLYZILISN3S
143IA0D :NOILVIIdIQOW HOIAVYH3E
) dn-mojj04 poliag juswleas] polsdd  spunogd N N se|qetien spunod N N ajqerien 1BIA
1B Ss}jnsey e 3O s)|nsey lera} o o oyiny
L i 0§
es 3 Ec 3
gz & Zz 7
L LR
dN-MOT1104 SdNOYOD NOSIHVJNOD dNOYD TV.LNINIHIdXT

(panunuod) £261-8961 — ALISIE0 40 LNIWLVIHL JHL HOd SIIdVHIHL LNIHHND 40 AHVWWNS v I19vl



49

For the purposes of this paper, a distinction was made between
therapies that are primarily therapist controlled and therapies that
are primarily aimed at increasing subject control. Therapeutic
situations, mostly controlled by the therapist, fall into the general
categories of hospital based therapeutic starvation, surgical pro-
cedures and weight loss through the use of ''diet pills.' Situations
that are more subject controlled are low calorie diets, dietary educa-
tion programs, exercise programs, and behavior modification tech-
niques. It must also be understood that these categories cannot be
viewed as rigid. For instance, in many of the behavioral programs
such as aversive conditioning and planned contingency management,
the therapist's role is predominant in the early part of treatment
until conditioning has taken place. It is then the subject's motivation
that maintains the conditioning. Or, on the other hand, in thera-
peutic starvation and surgical reconstruction of the stomach or small
intestine, it is hoped that after the surgical procedure the subject
will assume control of therapy with some sort of modification of his

diet,

Predominantly Therapist Controlled

Drug Therapy

A variety of drugs have been used in the treatment of obesity.
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Included are drugs to suppress appetite, alter the rate of basal
metabolism, decrease storage of fat in cells, decrease gastric ab-
sorption of carbohydrate, preload the stomach, increase the rate of
the passage of food stuffs through the intestine, increasc water loss,
and decrease anxiety. The appropriateness of using a pharmacologi-
cal agent to treat a condition seen to most often have its roots in
social custom, psychological conflict, and poor eating habits, is
controversial. Most authors agree that only a small proportion of
obesities can be definitely related to glandular problems that are
correctable with medication (Solomon, 1971 and Meyer, 1968),
Amphetamines have particularly been pointed out for their wide mis-
use (Penick, 1970, Ruedy and Anderson, 1970).

Amphetamines and close derivatives are the most commonly
used drugs in the treatment of obesity. They are used for their
anorexiant properties, although the way in which they work is not
clearly understood. Meyer and his associates (1968) indicate
amphetamines may stimulate the ventromedial (satiety) center in the
hypothalamus, Other authors attribute the effect to central nervous
system stimulation which distracts the subject from eating while
increasing physical activity, Experimental studies show modest suc-
cess of amphetamine groups compared with placebo groups (Table 4).
Freund, Krupp and Goodenough (1971) who tested this medication

using different physicians as therapists state that the effectiveness of
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drug treatment is also related to the physician's ability to keep
patients in treatment. This seems to indicate that loss of weight is
not motivation enough for patients to continue in treatment but a
particular kind of physician support is also necessary.

Ordinarily the effective duration of amphetamine treatment is
about a month to six weeks (Meyer, 1968). Amphetamines may be
useful at the onset of a reducing program while the patient is being
re-educated and accustomed to the use of a prescribed diet. It is at
this point that the long term value of amphetamines breaks down.
Studies reporting the use of this therapy do not go on to say just how
this re-education is done.

Other medications useful because of their anorectic effect in-
clude aminophylline, digitalis, and a drug widely used in Great
Britain, fenfluramine. Fenfluramine is chemically related to the
well-known anorexigenic drugs, but may also have an additional effect
of enhancing muscle uptake of glucose and mobilize fat from some kinds
of fat cells (Parfitt, 1973). Another author, however, has challenged
the validity of the "glycolytic' action of fenfluramine (Garrow, 1972).

Bulk preparations such as methyl cellulose, are sometimes
recommended in the hope that they will produce a feeling of satiety.
They appear to have little success and there is no physiological basis
for their use. Schachter, in his work on eating following preloading

with food versus eating following preloading liquids, would seem to
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indicate that water would be more effective than a bulk preparation,
No studies have been done in this area, however.

Biguanides, Phenformin, Dibotin, (D.B.I.) and Metformin
(Glucophage) have been reported to induce weight loss in some obese
non-diabetic patients (Roginsky and Sandler, 1968). Part of this loss
appears to be due to an anorectic effect (Anderson, 1972) but
biguanides also cause slight reduction in the gastro-intestinal absorp-
‘tion of carbohydrate and markedly reduces the fasting and post glucose
intake hyperinsulinism which so often accompanies obesity and in-
creases fat storage. Roginsky states that phenformin has a particu-
lar influential effect on those who are obese and have a demonstrated
carbohydrate intolerance, He also states that carbohydrate intoler-
ance does occur with great frequency in human obesity (Rogisky and
Sandler, 1968).

Glucose, in the form of hard candy, and in combination with
benzocaine, caffeine and vitamins, was tried clinically by McClure
and Brush (1973). Her rationale was that giving an allowable oral
agent to "orally active' subjects would reduce snacking behavior when
they were depressed, tired, or anxious. Five months, after the
trial period of four weeks, she found that the experimental group
(the appetite suppressant candy preparation) lost twice as much as a
matched group who were given amphetamines, three times as much

R
as a matched group using AYDS™, an over-the-counter appetite
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suppressant, and six times as much as a group using will-power and
an 800-1200 calorie diet.

Giving thyroid hormone to obese patients has been a common
practice for many years. The aim of treatment is to increase basal
metabolism and energy output and theoretically to promote lipolysis
by potentiating the effect of epinephrine. Probably only about eight
percent of patients suffer from a thyroid malfunction (Solomon, 1971).
Great care should be taken before a diagnosis of hypothyrodism is
diagnosed and acted upon (Meyer, 1968),

A debate has been raging for more than a dozen years concern-
ing the value of human gonodotropin (HCG) with a 500 calorie diet in
the treatment of obesity. One of its proponents, Dr. Harry Gusman,
claims he has been using this method of treatment over a period of
ten years and has treated well over 2,500 patients of both sexes, aged
fifteen to seventy-five years. Although no double bind studies or
experimental studies were done, he claims:

Ninety percent of patients were able to receive some

benefit from the treatment, sixty to seventy percent

were able to reach their desired weight, the majority

of patients claimed the treatment was easier to follow

than other diets, patients experienced a sense of

euphoria on the diet, and that the most markedly suc-

cessful dieters were among those most obese (Guzman,

1969, p: 686).

Albrink (1969), however, raised some questions concerning the re-

ported successful use of HCG: First, does the HCG bring about the
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weight loss through the mobilization of what Dr. Gusman calls
"abnormal fat" or is its effect to decrease hunger, or is the loss of
weight due simply to the 500 calorie diet which is also low in carbo-
hydrate, known to reduce hunger feelings. A study by Sohar (1959)
appears to indicate that HCG plus diet did not effect more weight loss
than did diet alone. Secondly, Dr, Albrink questions the long term
usefulness of HCG treatment. Patients are required to take repeated
courses of treatments consisting of daily injections of HCG for six
days a week, plus have daily conferences with the physician concern-
ing the previous day's diet. The third question she raises is the
possible mechanism of action of chronic gonodotropin in obesity.

She states, ''It could be due to a direct lipolytic effect on the adipose
tissue, an indirect effect on the hypothalamus or an effect on the
gonadal hormones possibly released under its influence'' (Albrink,
1969, p. 682).

She concludes by saying that while many possible effects of
HCG on obesity might be entertained, at the moment the burden of
proof that it does anything at all is on the shoulders of its proponents.
Even if some effect is conclusively shown it will more likely be on
theoretically interest rather than a practical tool for the life-long
treatment of obesity (Albrink, 1969).

Laxatives have been given in the hope that speeding food stuffs

through the digestive tract would prevent the uptake of nutrients by
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the small intestine. This is uncomfortable at best and dangerous at
its worst. Large amounts of fluids and electrolytes can also be lost
this way and bring about an electrolyte imbalance.

Other drugs that have been given include diuretics and anti-
anxiety drugs. Asher and Dietz (1972) studied the relative effective-
ness of some of these '"diet pills' in a controlled clinical study
including a large number of subjects (Table 4). Asher reports that
all patients in the '"'diet pill groups:" digitalis group, thyroid group,
and amphetamine group, lost significantly more weight than the
"literature group'' which stressed a specific food plan. Of the 1409
patients starting in the diet pill groups, 38 percent lost twenty pounds
or more and 10 percent lost forty pounds or more. In the literature
group containing 1269 patients, 24 percent lost twenty pounds or more
and 5 percent were able to lose forty pounds or more. Two other ob-
servations that Asher makes are that the use of thyroid (4 gr. a day)
was shown to be useful in the best percentage of forty pound losers
and that digitalis has no apparent effect on weight loss.

In summary, drugs appear to be useful when used specifically
and after careful screening of the patient for physiological or psy-
chological disorders. It is most effective given over a relatively
short period of time to produce successful weight loss, encouraging
and reinforcing the patient to maintain that loss through the use of a

low calorie diet.
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Therapeutic Starvation

Prolonged total starvation is a comparatively recent therapy
and is used primarily in the severely obsese, those 100 pounds over
their ideal weight. Subjects are typically hospitalized and no caloric
intake is provided while intake of fluids, vitamins, and electrolyte
replacement are maintained. Physical activity is usually encouraged.
Three major techniques are used: short term - up to two weeks, in-
termittent and prolonged. A review of the literature describing clini-
cal trials of these techniques, indicate that all produce rapid weight
loss, usually approximately one pound per day. Attrition rates are
high even while in the hospital and follow-up indicates that ideal
weights are not reached and weight loss is not maintained (McEwen,
Jacobson and Buttrum, 1972). In a follow-up study composed of twenty-
five patients who had been starvedin a hospital for twenty-five days, it
was found that most of the patients had regained the weight lost in the
hospital. Of thefifteen patientsfollowed forfourteen months in an out-
patient facility, only four weighed less than they did before fasting. The
one patient who did make a strenuous and partially successful effort
became so depressed he needed psychiatric help (McEwen, et al.,
1972). Similar results are reported by other authors (Swanson and
Dinillo, 1969 and 1970 and Hermann and Iverson, 1968). Moreover,
while psychological distress is unusual during short term and inter-
mittent fasting, prolonged starvation can be accompanied by tension,
perceptual changes and hostile-aggressive behavior (Swanson and

Dinello, 1968). Severe psychiatric disturbances have also been
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reported following self-induced '"crash' weight loss (Robinson and
Winnek, 1972). Some studies have also reported physical distur-
bances ranging from loss of hair to peripheral neuropathy and liver
disease (Rooth and Carlstrom, 1970).

It must be concluded that a reduction of the obese state is not
alone sufficient motivation for continued restriction of food intake and
that clinical trials of this method to date strongly suggest that com-
plete starvation is of little value in the long term management of

obesity.

Intestinal and Gastric Surgery

The jejuno-ileostomy bypass procedure has been reported
frequently in the medical literature for the past several years. As
early as 1954, a procedure with 90 percent jejuno-ileoal bypass with
end-to-end anastomosis 4 cms from the ileocecal valve was done
by Kremen, Linner and Tulson. The bypassed small bowel was
anastomosed to the ascending colon. In more recent years several
other intestinal procedures and some gastric bypasses and gastro-
plasties have been done. While stating that intestinal bypass pro-
cedure for the treatment of the morbidly obese is a ""very acceptable
procedure’ (Payne, Dewind, Schwab and Kern, 1973, p. 422), the .
authors stress the importance of adhering to rigid criteria for the

selection of patients. Patients must be at least 100 pounds overweight,
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have tried all other methods of weight reduction and failed, and they
should not be over fifty years of age. Additionally, each patient must
be emotionally stable and willing to cooperate. The medical record
should be documented to insure follow-up. Finally, patients should
be worked up and followed by an internist or an endocrinologist who
understands the serious metabolic changes that take place following
the intestinal bypass, particularly in relation to the liver changes.
The surgery itself should be done by a surgeon who does them often
and in major facilities (Payne, et al., 1973). The malabsorption
syndrome resulting from the operation that brings about the loss of
weight can also bring about protein malnutrition and development of
fatty liver and occasional peripheral neuropathy and other signs of
vitamin deficiency. Calcium loss may be excessive. Diarrhea,
dehydration, and renal stones may all be complications and may
result in a need to restore the continuity of the intestine. The criti-
cal period exists for the first one or two years following the bypass
surgery when the weight loss is occurring most rapidly. Once a
plateau at a lower weight level is reached, these dangers are less
frequent, A representative example of this procedure is that -
reported by Payne, et al., 1973. One hundred sixty-five intes-
tinal shunts were performed over a sixteen year period. Both short
and long term weight losses were shown to be satisfactory. Four

patients required restoration of continuity due to complications, and
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sixteen patients required revision of the bypass to gain maximum
benefit. The overall mortality related to the bypass surgery was
six percent, which compared to the excess mortality due to untreated
obesity does not seem unusually high.

Another, potentially reversible operation, called gastic bypass,
limits food intake but allows more normal digestion and absorption
(Printen and Mason, 1973). In patients who were 100 pounds over-
weight, one-third were able to lose 100 pounds, and one-third lost
more than fifty pounds. While gastric bypass is a more difficult
operation to perform, the patients lose fat without as great a risk of
malnutrition and complications as that associated with intestinal by-
pass. The gastroplasty procedure maintains continuity of the stomach
through a greater curvature tube and provides a smaller pouch of
stomach and from which food is emptied into the small intestine.

In a clinical trial it was considered less effective than gastric bypass
(Table 4).

In summary, clinical trials seem to indicate that intestinal and
gastric shunt surgery is an acceptable procedure for the massively
obese patient for whom all other treatment measures have failed,
providing rigid criteria are met., Significant weight loss commences
almost immediately and in most cases reaches a reasonable level.

Certain side effects, such as diarrhea can be expected and other more
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serious complications that should be closely watched for include liver

failure, dehydration and electrolyte imbalance.

Psychotherapies Aimed at Increasing
Subject Control

Fducation, Dietary Counseling, and Exercise

Dietary regimens and nutritional re-education, combined with
an exhortation to increase exercise have been helpful to some patients
with a moderate amount of obesity. However, these procedures are
seen as generally ineffective for those who are grossly overweight.
Coupled with the component of '"physician support, " studies such as
that reported by Levelle (1971) give the impression that control of
these variables does have a positive effect on weight control (Table 4).
More studies, however, use this approach as the comparison variable
or term it the "traditional approach.' The problem of transfer from
the external control supplied by the visit to the physician, to internal

controls of the client, has been difficult.

Behavior Modification Techniques

The principles of learning through selective reinforcement
popularized by Skinner and formed into the psychotherapy of behavior
modification, comprise many of the studies reviewed in the summary

of recent literature. Many of the studies presented in Table 4 make
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use of a variety of behavioral procedures in a comprehensive pro-
gram. However, for the sake of reviewing the main components of
different experimental and case studies, six different types of treat-
ment have been identified: (1) aversive conditioning; (2) self-control
of eating; (3) specified contingent reinforcement; (4) covert sensiti-
zation; (5) self-use of operant procedure via biblio-therapy and other
procedures; and (6) suggestion,

The term reinforcement refers to any stimulus which "increases
the probability of a response when it is used continuously with or
immediately after the response' (Cautela, 1970, p. 33). A rein-
forcing stimulus may be given in any of three ways: (1) externally,
transferred to the central nervous system via external receptors
such as food, music, smiling, praise (therapist controlled contingent
reinforcement); (2) by direct stimulation of the external receptors
such as electric shock or a noxious odor (aversive conditioning);

(3) or the stimulus may be presented by instructing the subject to

initiate "mediational processes,' such as thinking or imagery (covert

sensitization).

Aversive Conditioning

An early example of directly applied reinforcement to modify
eating behavior is that of Moss in 1924, The experimenter paired

vinegar consumption with a clicking noise. The conditioned stimulus
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was then presented with a food (orange juice) and it was found to
inhibit the subject from taking the food (Abranson, 1973). Further,
Wolpe (1954) paired electric shock with the image of particular for-
bidden food in the treatment of one obese woman. After five sessions,
she felt free of the problematic foods.

Presented in Table 4 is the aversive conditioning study of
Kennedy and Foreyt (1968). These authors paired the smells of
desirable foods with a noxious odor in the treatment of one grossly
obese female. The procedure was to collect a hierarchy of foods
the subject desired or draved for, including such things as candy,
puddings, cakes and so forth and, while the subject was wearing an
oxygen mask, the smell of one of the desired foods was presented.

At a predetermined signal, the stopcock was switched and noxious

gas was blown in. This procedure was repeated approximately twenty
minutes during forty-one conditioning sessions over a twenty-two
week period. The subject was found to lose at a relatively slow and
small rate. She reached her lowest point at the end of thirteen weeks
(38 pounds) and then regained to the overall weight loss of thirty-
three pounds., It was also noted that she had increased her intake of
other non-conditioned foods and that attempts to increase the amount
of time in exercise met with only modest success. In 1971 these
same authors conducted a controlled study using this same procedure

and compared its effects with a control group comprised of members
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of TOPS (Take Off Pounds Sensibly). At the end of nine weeks, the
aversive conditioning groups average weight loss (13.3 pounds) was
significantly greater than that of the control group (1.0 pounds).

At the four month follow-up the experimental groups had continued to
lose (9.17 pounds) while the control group had gained (1. 33 pounds)
(Kennedy and Foreyt, 1971).

In another study by Harris (1969) of a treatment designed to
enable subjects to lose weight through self-monitoring techniques,
aversive conditioning was added to one of the treatment sub-groups.
No additional effects due to the sessions of aversive conditioning
could be demonstrated.

Aversive conditioning appears to be best used in cases of
particular food cravings. Reflecting that aversive conditioning was
one of the first behavioral methods applied to the treatment of obesity,
there are relatively few studies in literature reporting its use and
little evidence that aversive techniques, used solely, is effective

methods of treatment for obesity.

Self-Control of Eating

Four principles are involved in the utilization of operant princi-
ples involved in treatment programs focusing on self-control of eating
procedures. They include: (1) a description of the behavior to be

controlled; (2) modification and control of the discriminatory stimuli
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governing eating; (3) development of techniques to control the act of
eating; and (4) prompt reinforcement of behaviors that delay or con-
trol eating (Stunkard, .1972). The theoretical framework was des-
cribed by Ferster, Nurnberger, and Levitt in 1965 and has been
developed by numerous authors since that time, Stunkard 'points out
that the use of these principles have been a turning point in the out-
patient treatment of obesity:

It has, in the past been fairly easy to assess any
outpatient treatment for obesity because the results have
been so uniformly poor and the treatments themselves
so obviously inadequate. (Inpatient treatment, with its
potential for greater control of the patient has of course
been more successful in weight reduction. Its usefulness
has been limited, however, by the almost invariable
regaining of weight after discharge.) Ihave summarized
my own and my colleague's results with outpatient
treatment quite simply; most obese persons will not
stay in treatment for obesity and of those who do stay
in treatment, most will not lose weight, Of those who
do lose weight, most will regain it. Attrition rates vary
between twenty percent and eighty percent. Only twenty-
five percent of those who enter treatment lose as much
as twenty pounds, ounly five percent as much as forty
pounds. Against this background, the results obtained
by Ferster, et al., whose subjects averaged weight losses
of only ten pounds, must be considered poor. Against this
same background, moreover, the significance of a report
on "Behavioral Control of Overeating' is at once apparent.
For in this report, Stuart, using a treatment program
based on Ferster, et al.'s described the best results yet
obtained in the outpatient treatment of obesity (Stunkard,
‘1972, p. 391).

Stuart (1965) describes a step by step program based both on

Ferster's operant procedures and incorporating respondent techniques.
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Stuart describes the purpose of the program as aimed at '"building
the skill of the patient in being his own contingency manager' (Stuart,
1965, p. 357). After applying this program over a twelve month
period to eight patients, Stuart reported the greatest weight losses
to that date in the outpatient treatment of obesity. At present only
Wollersheim's results are as good. Three of the original sample
lost more than forty pounds and six lost more than thirty pounds.
Stuart treated his patients individually. In more recent reports,
Stuart (1971) and Stuart and Davis (1972) have expanded these tech-
niques to include a three~pronged approach: self-control of eating,
diet, and exercise.

Three experimental studies have been reported by Harris
(1969), Harris and Bruner (1971) and Harris and Hallbauer (1973)
comparing the effects of self-control techniques, a contract system,
and exercise. Although results of weight loss in subjects were not
as high as those quoted by Stuart, Harris consistently found self-
control techniques clearly superior to no treatment control groups
(1969). Contract management attracted few participants and pro-
duced short terfn weight loss but not long term loss (1971). The
addition of exercise to a program of self control effected greater
weight loss than the group dealing with eating behavior only (Harris,

1973).
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An often quoted study is that of Wollersheim (1968). In a care-
fully controlled experimental design, Wollersheim attempted to
disentangle the contributions of various treatments for obesity. Four
conditions were established: (1) focal treatment, behavioral; (2) non-
specific therapy, discussion of '""underlying motives'' and ''personality
make-up''; (3) social pressure, an attempt to replicate the procedures
of weight reduction clubs such as TOPS; and (4) a control group who
were promised treatment at a later time. All treatment groups
produced significant weight losses. However, treatment and follow-
up comparisons revealed the focal behavioral group was superior.

All subjects in the behavioral group lost nine or more pounds as con-
trasted with twenty-five percent of the social pressure group, forty
percent of the non-specific group and only six percent of the control
group. Fifty percent of the behavioral group still met this criterion
at follow-up.

Wollersheim and Harris both included subjects in their studies
who were slightly to moderately obese. One other representative
study in this group is that of Penick, Filion, ¥Fox, and Stunkard (1971)
who report the effects of the behavioral approach compared with
traditional group therapy on severely obese subjects (seventy-eight
percent). Experimenter biases were partially controlled by using
therapists who had strong clinical backgrounds in the procedures they

were using, Two findings were noted: weight losses for the
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behavioral groups (24 and 13 pounds) were greater than for the con-
trol groups (13 and 11 pounds); and there was a far greater variability
of results in the behavior modification groups.

The systematic self-presentation of reinforcement was studied
by Mahoney (1973, 1974), To a basic program of self-control tech-
niques, conditions of self-punishment and self-reward, self-monitor-
ing, and information were added. Self-reward plus self-punishment
added to the self-control techniques were found somewhat less effec-
tive than self-control techniques alone at the end of the four week
treatment period, but were the more successful treatment at the
follow-up. Again in the later study she compared: (1) self-reward
for weight loss; (2) self-reward for eating habits improvement; (3)
self-monitoring of eating habits and weights; and (4) a delayed treat-
ment control group. In this attempt to clarify the short term and the
enduring effects of self-monitoring and self-reinforcing influences
she found that self-monitoring has an initial marked effect on weight
loss. However, eight weeks of continuous self-monitoring failed to
produce significant overall improvement in weight reduction,
Secondly, subjects who rewarded themselves for altering daily eating
habits rather than simply for weight loss maintained greater weight
loss. The marked effect of self-monitoring has also been mentioned
by other authors (Johnson and White, 1971; Romanczk, Tracey,

Wilson, and Thorpe, 1973).
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Specified Contingent Reinforcement

In contrast to self-reinforcement, planned and specified rein-
forcement is supplied by the therapist contingent upon the subject's
achieving the reward. Bernard (1968) reported a case study in which
the subject, a grossly obese, institutionalized, schizophrenic female,
lost 102 pounds, at a relatively stable rate, over a six month period
of time, through the use of tokens given for adherence to an 1800
calorie diet, These tokens were then exchanged for "walkout
privileges, '’ telephone calls, recreation, movies, and even the rental
of a private room. The status gained from the patient's ""earning
power' served to maintain the desired behavior by acting as a power-
ful secondary reinforcer.

Again in an institutional setting, Harmatz and Lupuc (1968)
compared the effectiveness of behavior modification condition of
specified contingent reinforcement by controlling the subjects allotted
monetary source for cigarettes, beverages, supplies, etc., con-
tingent upon subjects' loss of weight, The comparison conditions
were: (l) group therapy, where the subjects were under social
pressure to lose weight and were socially reinforced for weight loss;
and (2) a control group on a diet. The findings indicated that both
behavior modification and group therapy groups produced weight loss

(nine pounds and six pounds, respectively). However, the behavior
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modification group continued to lose weight during follow-up while the
group therapy subjects regained the weight they had lost.

While these studies appear to indicate that token reinforcement
systems are effective, their application outside an institutional setting
presents practical problems. The use of a contract system between
the therapist and subject is one attempt to maintain effective control
of reinforcement on an outpatient basis and involves an exchange of
rewards between two parties contingent upon the behavior of the other.
Korman states that these ""structured social arrangements for the
successful execution of the contractual contingencies increases both
the sources of reinforcement and the opportunity for monitoring
behavioral change during treatment' (Korman, 1972, p. 27).

Dinoff, Richard, and Colwick (1972) report a case study in which
a ten year old emotionally disturbed boy, in a partially controlled
setting of a summer camp, was able to lose thirty pounds in a seven
week period of time through the use of a contract that was renewed at
every ten pound weight loss,

An outpatient experimental study, reported by Korman (1972)
compared a comprehensive behavioral program including operant
techniques, diet, exercise, and social skills training, alone, and
with the addition of contractual management. While both groups pro-
duced weight loss, the contractual management added to a compre-

hensive behavioral program, was found to produce significantly



70
greater loss at the end of the treatment. At the end of the follow-up
the experimental group had regained less weight (ave. 1 pound) than
the control group (ave. 2 pounds).

The accountability of contracts, defining the specific behavioral
tasks involved in carrying out a behavioral program, rather than
weight loss only, have the advantage of being able to provide immedi-
ate positive reinforcement. A problem in the long term effect of
therapist planned reinforcement for weight loss only is that patients
may not find sufficient reinforcement in their natural environment to
maintain a reduction in weight. Certainly other treatment modalities
such as therapeutic starvation have demonstrated that weight loss

alone is not sufficient reinforcement to maintain a weight loss.

~ Y o o
LOVETL OEnsS1ilzZzation

The behavioral procedures designated by Cautela as '"covert, "
because the response and reinforcing stimuli are presented in the
imagination, has also found use in the treatment of obesity. Typically,
the patient is taught to relax, and a therapist vividly presents scenes
in which the patient approaches forbidden foods, becomes nauseous
and vomits. Interdispersed with these scenes are scenes in which the
patient approaches the target food, felt nauseous, retreated and im-

mediately felt a sense of relief (Cautela, 1970).
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Some early experimental tests (1971) of this procedure were
judged to produce small weight losses or losses equal to those of
modified systematic desensitization groups and groups taught relaxa-
tion techniques (Meynen, 1970), Lick and Bootgen (1971) compared
covert sensitization to no treatment control groups and found similar
results. Three more recent studies indicate that in combination with
other procedures this technique may be useful (Table 4),

Janda and Rimm (1972) compared covert sensitization to two
control groups (relaxation and neutral response to eating) and a non-
treated control group. Although significant differences were found
between the treatment conditions and the no-treatment group, no
significant differences were found between treatment groups at the
end of treatment., At six weeks follow-up, however, a significant
effect was found for the covert sensitization group. A positive rela-
tionship was noted between reported distress to the imagined scenes
and weight loss.

Manna and Marston (1972) compared covert reinforcement with-
out aversive scenes to the typical covert sensitization procedure.
Again the difference between treatment and no-treatment groups was
significant, although the differences between treatment groups were
not. The covert reinforcement group without aversive scenes, how-

ever, while not significantly different, subjects did lose more weight.
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A covert sensitization condition compared to no treatment controls
was also reported by Murray and Harrington (1972) and significant
weight loss by the covert sensitization group at the end of treatment,
and follow-up was demonstrated.

Covert sensitization is found to consistently effect significantly
more weight loss than no-treatment controls, but amounts of weight
loss is less than self-control procedures. It is more difficult to show
that covert sensitization is significantly better than attention-control
groups. Reinforcement directly applied as aversive conditioning or
indirectly applied as covert reinforcement are successful in conjunc-
tion with other self-control techniques. Practically, to effectively
sensitize subjects to a large number of different problem foods and

situations would take a considerable amount of time.

Bibliotherapy and Other Therapies

Hagen (1970) who acted as one of the therapists in the study
reported by Wollersheim, compared Wollersheim's behavioral pro-
gram with a group who used a written manual utilizing the same
operant learning principles, and a group combining contact with bio-
therapy. Again, all treatment conditions were significantly better
than non-treatment controls. Because the treatment groups did not

differ significantly from each other, Hagen concluded that
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bibliotherapy alone was as effective in effecting weight loss as thera-
pist contact behavioral groups.

Another interesting technique related to behavior modification
is described by Gygi, Saslow, Sengstake and Weitman (1973). Gygi
and associates compared the use of a self-confrontation procedure
with a comparison group who used a self-directed program for general
relationship improvement (HDI). The procedure is described as ''the
programmed rehearsal of a personal problem by one person alone,
for a five minute period; the rehearsal being as vivid as possible,
intellectually, emotionally, visually, and physically" (Gygi, et al.
1973, p. 315). The planned "time out" periods were used as an
alternative to eating in response to the desire to eat and were found
to change the character of the feelings, thoughts, and sensations.
Results showed that self-confrontation was an effective tool for short
term weight loss in moderately obese people. No follow-up report

was made,

Suggestion

Wick and others describe the usefulness of providing ''thera-
peutic education” and suggestion while the client is in a state of
relaxation or hypnosis. The sessions as described by Hartman
(1969) included weight and dietary reporting and free ventilation

before hypnosis. Group hypnosis was then induced and appropriate
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suggestions were given for correcting poor eating habits. Wick,
Sigman, and Kline (1971) emphasize the necessity of continuous in-
volvement of the patient in this type of therapeutic education not only
to achieve weight loss but for its maintenance. It was found by Wick

and his associates that weight gains were '"shockingly high'' in the
weeks following termination of the groups.

The multifaceted treatment ""package'' of many of the behavioral
studies led Romanczyk, et al. (1973) to a comparative analysis of the
effectiveness and limitations of the major components included in
behavior modification programs. In the study, a "'sequential dis-
mantling'' strategy was used in which the techniques of a typical, full,
therapy program were systematically removed one at a time, Addi-
tionally, all the therapists who participated in the experiment had
impressive experience in the application of behavioral treatment
programs. Groups included: (1) no treatment controls; (2) daily
weight self-recording, in which students plotted daily weights on a
graph and were given written nutritional information; (3) daily weight
and caloric intake self-recording, in which students were additionally
asked to keep running cumulative totals of all food and beverages;

(4) self-monitoring, symbolic aversion, relaxation, in which students
were additionally given muscle relaxation training; (5) self-monitoring,
symbolic aversion, relaxation, behavioral management and stimulus

control instruction, in which students additionally participated in a
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program modeled after Stuart (1969, 1971); and (6) self-monitoring,
and contingency contracting, in which students were additionally
asked to deposit money with the experimenters that was returned to
them contingent upon weight loss. The major finding of the study was
that self-monitoring of daily caloric intake was effective in producing
short-term weight loss. Although results were in the predicted
direction, none of the other treatment groups are significantly more
effective than self-monitoring alone. While self-monitoring was more
effective for initial weight loss, the possibility remained that a full
complement of behavioral treatments would be superior for long-term
maintenance,

A second study was done to test this possibility. An informa-
tion, self-monitoring, and relaxation group was compared to a second
group of subjects who used self-monitoring, information, relaxation,
behavioral management and stimulus control instructions, and
symbolic aversion. The results again confirmed the efficacy of self-
monitoring. In contrast to the previous study, however, the addition
of other self-control methods resulted in a statistically significant
greater treatment effect than that obtained with self-monitoring, both

at three and twelve week follow-ups.
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Summary

In summary, the observation made by Stunkard that programs
based on behavioral techniques show consistently good results,
appears to be confirmed by reviewing literature in this period of five
years. The ability to produce weight loss by use of self-monitoring
procedures, aversive conditioning, covert sensitization and specified
contingent reinforcement have all been shown. It would appear,
however, that results emanating from broad behavioral programs
like those of Stuart, Wollersheim, and Penick show greater weight
losses and maintenance of weight reduction. Findings such as that
of Romanczyk substantiate this observation.

Some of the problems that are apparent f{rom a review of studies
relating to treatment of obesity were highlighted in compiling the
summary table (Table 4) and have also been mentioned by Stunkard,
Feinstein and Abramson. One of the difficulties in evaluating the
reported results of clinical trials of therapies for obesity is that they
have little uniformity. Results are often reported in such a way that
comparison of the results with other studies is impossible. The
dependent variable most often reported is average mean weight loss
per patient during the length of the trial period. This was the method
adopted in the table. Stunkard and McLaren (1959) have suggested

using as a criteria of reporting, the percentage of patients losing 20
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pounds or more and the percentage losing 40 pounds or more. Other
authors have adopted this method (Asher and Deitz). Asher, et al.
(1972) also suggest the adoption of Trulson, Walsh, and Casco's
criteria for success which includes the percentages of those success-
ful in losing 10, 15, 20, 25, 30, and 35 pounds, in different weight
categories. Both of these methods include data from all starting
subjects and objectively report individual accomplishment. A plea
is also made by Feinstein (1961) that patients be measured after the
study and again after some follow-up interval, He also contends that
double blind studies should be done to eliminate bias of personnel or
clients enthusiasm about a new form of treatment. Notable of studies
that have made some attempt to control this variable are those of
Penick (1970) and Romanczyk (1973).

Other additional factors that may influence treatment outcome
have been pointed out by Abramson (1973). They include sex, age,
and external sources of reinforcement, Harris (1969) suggests that
data appear to indicate that the program (self-monitoring techniques)
may have been more successful for males than for females (Hall,
1972). She suggests that the relatively poor results of self-control
techniques in her study may have been due to the relatively greater
age of subjects. ''Failure to attend to social reinforcement factors,"
states Stuart, ''may in effect ask the overeater to modify his behavior

while the pathogenic shaping influences continue to operate unchecked"
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(Stuart, 1972, p. 32). Stundkard (1972) states that length of time the
subject has been obese, age of onset, and the degree of obesity may
also effect the patient's ability to benefit from a weight reduction
program.

Finally, behavioral programs should be seen not only as an end
in themselves, but as an appropriate approach to problems of obesity
even with these subjects who require surgical or other intervention.
The loss of weight in itself has not been shown to be sufficiently rein-
forcing to maintain weight loss. Relearning of eating habits is basic
to all regimens of intervention and it would appear that behavior
modification procedures is the one method that specifically deals with

the reshaping of faulty eating habits.

Environmental Control of Problematic Eating

Review of the literature reporting current therapies for the
treatment of obesity confirmed the behavior modification principles
to overeating as a reasonable and hopeful approach. The influences
of the environment to maintain and reinforce the cycle of eating and
keeping the overweight individual in a perpetual state of positive
caloric balance are mentioned in both studies dealing with obesity as
a personality problem and those dealing with overeating as a behav-
ioral problem. Dr. Phillip White, Secretary of the Council of Foods

and Nutrition, of the American Medical Association, attributes the
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sociological factors of changing eating patterns as a factor in main-
taining problematic eating patterns. Dr. White states that society
has moved towards "individualized unstructured modes of eating,"
and has become '"a mini-meal, snacking society.'" Meanwhile, labor
saving devices and sedentary activities decrease the expenditure of
energy.

It has been suggested by Stuart and Davis (1972) that the way
environmental influences affect eating practices can be conceptualized
in two ways.

The conceptualization of the mode of environmental influence

by psychodynamic theories has been symbolized by Stuart as follows:

Personality > Behavior S Consequences
e.g. low esteem, e.g. selecting high e.g. high blood
tension, etc. calorie foods, eating sugar level,
large amounts of these social ostracism,
foods at frequent inter- etc.
vals

Stuart then goes on to say that intervention into the personality prob-
lems with all its "affective and cognitive implications' would logically
change the problematic behavior. ''Regrettably, efforts to use this
approach in the treatment of overeating have met with less success
than hoped for' (Stuart, 1972, p. 43). Stuart has devised a second
model using the same basic elements as the psychodynamic model,

however, the point of entry for intervention is different:
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Behavior v Consequences .. Thoughts,

A feelings
e. g, underexercising, e.g. weight gain, re- e.g. sense of low
through double parking sulting in loss of self-esteem and
in front of the store. mobility depression

Using this approach Stuart states it is not necessary to isolate
the psychodynamic forces, although he does not deny that they may
exist. Rather, efforts are directed at the immediate change of
eating behavior by changing the situations in which the problematic
eating occurs and the direct manipulation of behavior itself. A
positive change in eating practice, then can be expected to lead to a
change in thoughts and feelings about oneself.

To increase the probability that positive behavior occurs, the
environment is structured in such a way to give prompt and continuous
reinforcement of a magnitude great enough to sustain the new behavior.

A systematic detailed program for the environmental manage-
ment of problematic eating based upon work done by Stuart,
Wollersheim, and other behavior modification programs will be des-

cribed in this study.

Videotape Replay to Enhance Learning

Introduction

The therapeutic setting that would allow for the most optimum

learning was carefully considered. One tool that was found useful by
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several authors to accelerate learning is the use of videotape replay.
Normal Kagan (1969) at Michigan State University developed a method
to better train counselors or therapists that he termed Interpersonal
Recall Process (IRP). A counselor and a client conducted a counsel-
ing interview which was video-taped, Immediately after the interview
was concluded, the counselor left the room and a second counselor,
the "interrogator' (who had previous training in how to encourage
participant recall) entered the room. A playback of the interview
was conducted. Either the interrogator or the client could stop the
playback as often as he wanted to discuss client-recalled feelings or
elaborate on meanings. While this procedure was begun with the
intent to better educate counselors, it was noted that the client fre-
quently gained insight as well and that the clients' progress in therapy
was accelerated, Kagan identified four characteristics of client
behavior that indicated client progress or growth.

1. The client admits his own discomfort. This charac-
‘teristic is the clients motivation to change, including
recognition on his part of his responsibility for his own
condition,

Z. The client commits himself to change. The client
is cooperative with the counselor, he decides he wants
to change, is willing to deal with his problem, and faces
the consequences of changing.

3. Clients who progress in counseling typically seem to
learn to perceive more of the stimuli which surround
them, and to better identify and differentiate their emo-
tions ‘and reactions to these stimuli; thus, the clients

differentiate stimuli. [ Kagan states that this character-
istic is perhaps the most important. ]
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4. The fourth characteristic is behavior change. The

client behaves differently within the counseling situation,

redefining his relationship with this counselor. He also

reports changed behavior outside the counseling dyad, in

the real world., The client behaves differently. (Kagan,

et al., 1969, p. 309)

Kagan attributes the accelerated client growth of clients in-
volved in IRP to be due to the client becoming the observer of his own
behavior, and the ability of the IRP process to review where break-
down in the teaching-learning process occurs.

Blount and Pederson (1970) report a study that demonstrates
the effect of teacher's viewing themselves on videotape and its posi-
tive effect on the teachers self-concept. Subjects in teams of three
were randomly assigned to a video playback condition or a non-video
playback condition. All subjects then taught a seven minute lesson
which was videotaped. The subjects who viewed their own teaching
and then filled out the research instruments scored higher in
measures of body-cathexis (sense of identification with screen image
of self), self-concept, public self, self assurance and flexibility,
among other variables, than subjects who did the questionnaires
without the video playback., While the differences were not signifi-
cant, this author states the difference was significantly consistent

and would indicate that immediate feedback of one's performance has

a positive effect on self-concept,
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Viewing oneself appears to have a ''self-confronting'' effect on
the viewer. In a study to determine the relationships between obesity
and body-image, Katz (1969) found that obese subjects consistently
underestimated their actual weights and that when viewing themselves
on closed circuit television, white obese subjects had a more nega-
tive body image attitude than Negro obese females who recognized
their overweight condition, yet liked themselves, He hypothesized
that the self-confrontation of video tape replay could enhance, inten-
sify, or change subjects' self-perception and their body-image atti-
tudes.

Alger and Hogan (1969) describe short and long range effects of
the use of video tape replay. They emphasize that data being viewed
are objective data and eliminates the personal bias of either the client
or the counselor. Both the client and the counselor have an equal
opportunity to participate in assessing changes in behaviors and there
is increased recall of all that happens in a therapy session which the

video tape captures in both content and context. There is an impact

1 !

of viewing one's own image and behavior and having a '"second chance'
to make more clear and direct thoughts and actions. Since neither
the client nor the therapist can manipulate what is being viewed on
the screen, there is a separation of the participating self, and the

observing self, leading to equal involvement in the problem solving

components of therapy. Over a period of time the self-confrontation
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effect of the visual image of one's self, Alger states, tends to de-
crease and there is an increase in the ability to become an observer
of one's own behavior. Used over a period of time, there is also an
increasing awareness of behavior change and an awareness that differ-
ent cues at different times often produce totally different experiences
that show clients evidence of the range of possible adaptive behaviors.
The evidence of how behavior has changed seen by viewing a video
tape made earlier in therapy has a reinforcing influence to maintain
behavior change. Alger concludes by saying that ''video tape enables
behavior to be seen in terms of an interpersonal system. ... Insight
gained from becoming an observer of one's own behavior provides
insight that is meaningful and lasting' (Alger and Hogan, 1969, p. 94).

Instant replays of family scenes have been used to teach parents
of hyperkinetic children to cope with the secondary behavior problems
that accompany this condition. The approach was found remarkably
successful. The children followed for one year and treated with this
procedure did well after only five sessions and results of twenty more
patients followed for six months also appeared favorable (Furman
and Feighner, 1972). The focus of treatment was to first make par-
ents aware of the significant lack of positive reinforcement they gave
the child, and then teach by modeling how this reinforcement could

be given, The author states that ''this method is not for everybody.
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Only those parents with enough ego strength to tolerate critical com-
ments are considered suitable for this sort of approach'" (Furman,
1972, p. 1219).

The impact of immediate feedback has been pointed out by
studies and discussions concerning the increased use of video tape
replay as an instructional medium for teaching nursing care
(Rockwell, 1971; Quiring, 1972). Other, very practical reasons, to
record nursing care for instructional use on video tape are given by
Chow (1971).

1. Economy; video tape used on a relatively low-cost

recorder can be erased and reused. 2. Compactness;

the equipment is relatively compact and its use easily

learned. 3. Continuity; the record of patient care can

be reviewed over a length of time. 4, Analytic tool;

the tape can be played back repeatedly to identify,

classify, and quantify the nurse-patient interaction with

accuracy and precision and can also be given to an inde-

pendent observer for the same analysis. 5. Interview
supplement; the nurse herself can observe her nursing
interaction, stimulating her own recall and aid in

increasing the quality of her nursing care (Chow, 1971,

p. 1490).

The components of teacher strategy, learner strategy, and the
affective components that may increase or decrease the effectiveness
of learning taking place in the patient-teaching, client-counseling
interaction have been described. Video tape replay has been shown
to have a positive effect in that the participants in the teaching-

learning situation have the opportunity to become observers of their

own behavior. The ability to be a participant-observer of one's own
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behavior increases the effectiveness of communication, increases
self-awareness and self-concept and brings about observable be-
havioral changes has been described in the literature.

It has also been pointed out that the video tape replay is a prac-

tical tool, easily learned and of a relatively low cost.

Purpose of the Study

Five components emerge from the review of literature surround-
ing the problem and management of obesity and videotape replay.

1. Obesity is a prevalent and serious health problem. There
is an increased incidence of persons overweight in the population of
the Cardiovascular Evaluation Clinic. The stress of excess weight
on an already compromised cardio-vascular system is serious.

2. Outpatient therapeutic programs based on behavior modifi-
cation principles show consistently good results.

3. There is a need for dietary re-education in general and for
dietary counseling in relation to heart disease.

4, Exercise has both a direct effect on energy balance and
cholesterol levels in the blood and an indirect effect of increasing
physical fitness in the treatment of obesity.

5. Closed circuit television can be used to greatly enhance the

client-therapist interaction.
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Therefore, this study was undertaken for the purpose of re-
porting on the following:

A, Development of a treatment program utilizing several well-
known useful behavioral components and incorporating the use of
videotape replay. This broad approach included the situational
control of eating, nutritional education and direct manipulation of the
dietary intake, and evaluation of the clients present level of exercise
preliminary to the instigation of a systematic exercise program.

B. The clinical trial of the treatment approach on two patient
subjects. The subjects chosen were from a larger clinical popula-
tion with a medical disease entity for whom treatment is known to be

complicated by excess adiposity.
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CHAPTER IV

METHODOLOGY

Introduction

This study was designed to describe the clinical trial of a
comprehensive behavioral program for weight reduction which in-
corporated the use of videotape replay. It was conceptualized as a
necessary initial step, which would help obese individuals lose
weight, while further developing the method and procedure for use in
clinical practice and for further investigation.

Abdellah gives three specific aims for research in nursing:

(1) to discover new facts, or descriptive research; (2) to

discover the relationship among facts, explanatory re-

search; and (3) to develop methods, tools, products, or

procedures for conducting further research and for use

in clinical practice, methodological research (Abdellah

and Levine, 1965, p. 422),

Further, Lindemann has stressed that nursing is a '"practice’ dis-
cipline and the only valid reason for research in nursing is to improve
the practice of nursing (Lindemann, 1973). The present investigation
falls into the category of methodological research, It fulfills
Abdellah's third aim of nursing research in that its purpose is to

develop a tool for use in nursing practice which can be further tested

against other clinical nursing modalities. The program is described
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in terms of its effect on the control of weight in two obese cardiac
surgery patients,

A need for the establishment of a program for weight reduction
in the selected clinical population has been established and is shown
in Table 3 (page 9). Reduction in adiposity clearly increases both the

length (Table 2, page 7) and quality of life.

Preliminary Work Done by the Investigator

For the purpose of identifying and clarifying the issues surround-
ing the application of operant principles and videotape replay to the
treatment of obesity, a partially developed procedure was used pre-
liminarily with three subjects. The first two subjects were two
female secretaries (L. B. and L, W.) who had learned of the inves-
tigator's interest in weight control and related their desire to enter
such a program. The subjects were seen together for approximately
45 minutes, two times a week for twelve weeks. Content of the
sessions included instigation of self-monitoring of eating and exercise
behaviors, videotape replay of part of each session with discussion
about environmental cues to eating, feelings about themselves, and
generally ""how the program was going.' An evaluation was done
following the end of the twelve week period. One subject reported
that she found the program helpful and was losing weight on an aver-

age of two pounds each week. The other subject, however, expressed
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lack of involvement and discouragement because she had been unable
tob meet her goal of weight loss. As a result the program was changed
to include: (1) a specific number of structured teaching-therapy
sessions; (2) lesson plans and goal sheets were instigated; (3) rein-
forcement was identified and made contingent upon positive eating
practices; and (4) attention, by the therapist, to weight loss was
minimized. Both subjects agreed to begin the program again from
the beginning, and progressed systematically through the modifica-
tion of antecedents to eating, the manipulation of the eating response,
and the identification and contingent application of reinforcement.

The two subjects and the investigator met together at weekly
intervals for another six months. Subjects were then seen individually
for an additional one to four months. The problem of the lack of a
natural environment that would provide immediate positive rein-
forcement was noted in one subject who was single and lived alone.
For this reason, a contractual system was established with the
subject and consisting of the signing of a contract between the subject
and one other person, The contract stated that $10.00 would be
deposited at the beginning of each month by the subject to be refunded
contingent upon the loss of a specified amount of weight. Weight loss
was thought by the subject to be directly related to her ability to use
the techniques of the program. If no weight was lost the money was

given to a charity. The subject found it helpful to be monitored and
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reinforced in this way. The role of the subject's natural environ-
ment to reinforce the subject's progress was identified as an im-
portant variable. It was postulated that a social reinforcer from the
client's own social system to give immediate positive reinforcement
and to monitor the subject's progress would be a helpful addition to
a weight control program,

Another experiment was conducted with a third secretary (L.C.).
Upon request, the husband of this subject agreed to come to each
session to learn the role of a social reinforcer. Weekly two hour
sessions were conducted for a twelve week period with biweekly
sessions for an additional twelve weeks, The program of treatment
was the same as that described for the previous two subjects except
it included attention to ways the husband could reinforce his wife's
adherence to the program,

The use of videotape replay and a designated social reinforcer
appeared to the investigator to be valuable adjuncts to a compre-
hensive program of weight control utilizing operant techniques.

Weight loss of these three preliminary subjects is shown in Figure 8.



92

260

240 —

220 .

200

Weight in Pounds

180

160

140

\ L.B. (24 years)

\ s \ -38#

.T— e

;& L. K. (43 yeams)
\ — T e e
.

Tl
R

L.W. (32 years)

I Indicates end of

v treatment
| | ] | | | |
1 3 5 7 9 11 13
Months
Figure 8. Weight loss of three preliminary subjects.
Design

N

-354#

~20#

_ -35#
15 17

The general design and procedure is presented in Figure 9.

Both client families received the same treatment program. Treat-

ment progressed through four phases: the pre-treatment period,

a period of continuous contact, a 'pex:iod of infrequent contact, and

finally, a period of complete therapist withdrawal.

ment period lasted one week.

The pre-treat-

It was conducted to determine the

appropriateness of the procedure for the prospective clients and to

give the client families sufficient time to decide whether or not they
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wished to participate. The continuous contact phase consisted of six
weekly sessions of teaching-therapy including: the functional analysis
of the clients eating behavior and manipulation of his natural environ-
ment to greatly increase the probability that positive eating practices
would occur; instruction and manipulation of dietary intake; and the
instigation of an exercise program. The treatment period was divided
into two six-week periods. Following the initial six weeks of teaching-
therapy sessions, biweekly progress to infrequent contact occurred.

In this manner, the effect of therapist and therapy reinforcement
could be gradually faded while further defining and reinforcing the
client's use of the program. The final phase consisted of twelve weeks

of no contact, followed by contact for follow-up assessment.

Subjects

The focus of the present clinical investigation on cardiovascular
‘patients was made known to the physicians of the CVE clinic through
the use of a letter. Two prospective families were referred to this
investigator as possible candidates for participation in this study.

The criteria for acceptance in the program were that the person was
an adult cardiac patient who had a physician directive to lose weight
and was willing to attend the scheduled sessions accompanied by a

significant other person.
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The rationale and treatment procedures, including the com-
mitment of time, were described to the clients during the preliminary
session. The opportunity was then given each client to make a de-
cision as to his willingness to participate. This also gave the
investigator sufficient time to determine if for some obvious reason
the program would not be appropriate for the client. Details are

described under pre-treatment phase.

Subject No, 1

Mr., J. B. was a white, married, 51 year old male, who was
being followed in the CVE clinic post aortic valve replacement in
1963, and again in 1968. Mr. J. B. had a history of congenital valve
disease with deformity and stenosis of the aortic valve. Mr. J. B,
had one previous loss of weight through dieting just prior to his first
hospitalization in 1963. He was at his lowest adult weight at that
time and weighed 200 pounds. Prior to surgery, Mr. J. B. hadbeena
successful steel mill worker, At the time of the program he worked
at the same mill at the switch board. His motivation to begin a
weight reduction program was to improve his '"marginal class I"
functional rating so that he could resume his former position as a
heavy laborer. Resuming his former position would increase his

retirement income. He also stated he preferred to work at heavy
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labor and derived satisfaction from being told he had been ''the best
steel worker the mill ever had."

Mr. J. B, was 5'11" tall and at the beginning of the program
weighed 243 pounds. The weight criteria, based on the U. S. Depart-
ment of Agriculture Publication 547, Table of Desirable Weights, and
estimating Mr. J. B. to have a medium to large bone structure,

indicates that he was 48.4 percent over his desirable weight.

Subject No., 2

Mr, H. C. was a 60 year old white, married male, also being
followed by the C. V. E. clinic post aortic valve replacement., His
was done in 1965. The stenotic aortic valve was replaced with a
Starr-Edwards prosthesis to reverse increasing congestive heart
failure with accompanied angina. A postoperative embolic episode
had left Mr, H. C. with a right hemiplegia. Mr, H. C. was a re-
tired counselor and part-time minister. He had always been heavy,
even as a youth, but excess weight only began to be a problem to him
when he began to have cardiac symptoms. He had one successful
weight loss of twenty pounds in 1969 by self-regulation of diet during
a six-month period. He maintained that weight loss for one year and
then regained all but eight pounds back. Mr. H. C. was also 5'11"

tall and weighed 227 pounds at the beginning of the program. By the
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U. S. Department of Agriculture criteria for desirable weights and

approximating H, C. to have a medium frame, he was 39 percent

overweight.

Table 5. Overview of Two Patients Treated in Study.

Subject Age Sex Diagnosis Percent
Neo. Overweight
1(J. B.) 51 Male Aortic valve
repl. '63 & '68 48. 4
2 (H. C.) 60 Male Aortic valve
rep. 1965 39.3
Assessment Instruments
Table 6. Assessment Instruments.
Instrument Purpose Administered

Bathroom Scale

Acceptance of Self and
Others (Berger, 1952)

Evaluation of Treatment
Form

Measure change in weight

To measure attitude
change in subjects pre-
and post-treatment

To determine subjects'
perception about the amount
of transfer into natural
environment of the behavioral
principles

Self-administered:
Baseline, daily during
treatment, follow-up

Pre- and post~treatment

At follow-up

Bathroom Scales

Each client weighed daily on his own bathroom scale and re-

corded his weight on data collection sheets and later on a graph.
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One client, Mr. J. B., changed scales during the program; the
-change due to the different scale is noted on the chart. Minimal
attention was given to amount of weight change. Rather, it was con-
sidered to be a natural result of changes in eating behavior and in-

creased caloric expenditure through exercise.

Berger Scale for Acceptance of Self and Others (See Appendix C)

This scale was developed to evaluate what has been clinically
accepted: that an acceptance of self is related to acceptance of
others. Conversely, it has been suggested that a failure to love
one's self is accompanied by a hostility towards others. It was felt
to be important to determine these relationships in the teaching
situation dependent upon the subject and his spouse becoming in-
creasingly mutually supporting of each other. Further, Blunt and
Peterson (1970) have suggested that viewing one's self on videotape
has the effect of enhancing self-esteem. This scale was given to
give some preliminary impressions of the effect of the present treat-
ment program on self-acceptance and acceptance of others.

The Berger Acceptance of Self and Others instrument is really
two scales, one to measure attitude toward self and one to measure
attitude toward others. It is administered as a single test. Charac-
teristics of a self-accepting person as defined by this instrument are

one who is able to accept praise and criticism, considers himself
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a worthy person, relies on internal values as guides for behavior,
does not regard himself as abnormal and is not unusually shy or self-
conscious. A person accepting of others is characterized as one who
does not reject, hate, or judge others whose behavior or standards
differ from his own, sees others as equal and worthy, takes an active
interest in others and has a desire for satisfactory relationships with
others (Berger, 1952, p. 778-780).

Fach client and his wife was asked to respond to each item by
entering a ""1'" for ""not at all true of myself,' a '"2" for "slightly true
of myself," a '"3" for "about half-way true of myself,' a ''4" for
"mostly true of myself," and a ""5" for "true of myself.'"" The score
for any item ranged from 1 to 5. An item expressing a positive
attitude toward self or others was given 5 points to a response ''true
of myself, ' 4 points for ''mostly true of myself,' and continues in a
similar fashion. The direction of scoring is reversed for negatively
worded items. A total score for each scale is computed by summing
the item scores for all items on that scale. A high score indicates
a favorable attitude toward self or others (Shaw and Wright, 1967,

p. 432).

The scales have been found to have satisfactory matched-half
reliability when tested on five groups ranging in size from 18 - 183,
These were reported to be .894 or better for the self-acceptance

scale for all but one group, which was .746. Similar reliabilities
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were found for the acceptance-of-others scale (.776 to .884), The
Spearman-Brown formula was then used to estimate whole-test
reliability (Berger, 1965, p. 779-780; Shaw and Wright, 1967, o 9
432). Considerable evidence has also been found in favor of the
scales validity. Construct validity was determined comparing

scores of subjects who wrote paragraphs describing attitudes towards
self and others with the scale and by comparisons between different
groups. Pearson product-moment correlation of validity determined
by freely writing of attitudes given ratings, and scores, were .897
for self-acceptance and . 727 for acceptance of others. Both of these
correlations were significantly greater than zero. The second
approach to validity involved comparisons between groups: stutterers
with non-stutterers (p < .06) on self-acceptance scale; group of
prisoners with college students (p < .02), acceptance of others scale;
and finally speech rehabilitation groups with a clinical assistant group.
All correlated scores were found significant with the exception of the
speech rehabilitation and clinical assistant group (Shaw and Wright,

1967, p. 433),

Subjective Evaluation of Treatment Program

The Subjective Evaluation of Treatment Scale was devised by
the investigator. The purpose was to determine, from the clients’

perspective, the helpfulness of the treatment program. Two aspects
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were covered: the amount of transfer into the natural environment
of the behavioral principles covered during the teaching-therapy
sessions, and what the patients felt were the most and least helpful
aspects of the program. The scale included four open-ended ques-
tions and one question asking the client to rate himself on a scale of
1 -5. Space 5 indicating the client was presently using the program
'"'all the time''; space 4 "mostly all the time''; space 3 ""about half the
time''; space 2, 'less than half the time''; and space 1, '"'not any of
the time, "

A high score was thought to be indicative of the clients' in-
corporation of the techniques learned during the teaching sessions
into his everyday life.

Assessment of weight was done at the beginning of the baseline
period, at pre- and post-treatment period, and at follow-up. The
Berger Scale for Acceptance of Self and Others was administered
pre- and post-treatment. The evaluation questionnaire was given at

follow-up.

Videotape Procedure

The first twenty minutes of each session was recorded on
videotape. During this time the client read aloud the data he had
recorded on data collection sheets the previous week., Additional

comments by the client's wife were encouraged. The tape was
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stopped and rewound by the technician who had been doing the re-
cording in Room 2 (See Figure 10). The tape was then brought into
the interview room and put on a recorder and the monitor turned on,
While viewing the tape each participant: client, spouse, and investi-
gator, wrote their observations concerning the specific kinds of in-

v
formation asked for on the work sheet. (See Appendix D)., Verbal
interruptions of the tape were also encouraged. Objectives for the
use of the videotape replay were to:

(1) define the assets and problematic situations and inter-
actional patterns from objective material;

(2) clarify points that were not clear;

(3) point out ways the family member could be an effective
reinforcer or ways she was being an effective reinforcer;

(4) provide reinforcing feedback to the client and his spouse;
(5) enable the subject to gain benefit from self-confrontive
effect of videotape;

(6) provide repetition to increase learning;

(7) provide the opportunity to deal with feeling states and
communication problems as they arose. Assuming that it is
difficult to deal with two areas: content and process, simul-
taneously reviewing the material provided an opportunity to
separate the two. It was also assumed that unresolved feeling

states make the learning process more difficult.
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Figure 10. General set up of the interview room and Room II. A: Subject;
B: Wife of Subject; C: Interviewer (Investigator); D: Recorder;
E: T.V. Monitor; F: One way mirror; G: Camera; H: Recorder;
I: Technician,

The Treatment Program

Pretreatment Phase

Subjects were contacted by telephone and personal interview
and arrangements were made for a pretreatment introductory session.
The objectives of the pretreatment session were to:
(1) allow the prospective participants time to become ac-
quainted with the therapist, therapy setting, and rationale of
treatment;
(2) do a diet history to determine clients' motivation, previous
dieting history, and any complicating medical, emotional, or
socio-economic problems;

(3) introduce the videotape replay tool;
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(4) instruct the clients in the use of the baseline data gather-

ing form;

(5) upon the decision of the client families to participate,

complete all the necessary forms and the assessment instru-

ment.

All the material was covered and the forms completed (See
Appendix B for Diet History Form, Videotape Permit Form, Consent
to Participate Form). Clients were instructed in the use of the base-
line data gathering form and were asked to record baseline data,
while not changing their eating in any way, for seven days (See
Appendix D). They were asked to bring these data with them to the
first treatment session the following week. Arrangements were
made to see Mr., and Mrs. J. B. on each Wednesday from 10 a. m.
to 12 noon or from 3:30 to 5:30 p. m. depending on the client's
working schedule. Treatment sessions for Mr. and Mrs. H, C.
were arranged for Tuesdays from 10 a, m. to 12 noon each week.

All sessions were conducted in the Learning Resources Center at
the University of Oregon School of Nursing.

The pretreatment session was videotaped. Client families
were introduced to the technician doing the videotaping and were
encouraged to explore and familiarize themselves with the camera
and recorder in the room behind the one way mirror, and the re-

corder and monitor in the interview room.
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A copy of Slim Chance in a Fat World (Stuart and Davis, 1972)

was given to each family to read and further acquaint themselves with
the rationale upon which the treatment program was based.
Both clients and their wives appeared interested and enthu-

siastic about beginning the treatment program.

Treatment Phase

The twelve week treatment program was divided into two six
week periods., A period of six weekly teaching-therapy sessions
(continuous contact), was followed by six weeks of monitoring and

reinforcing at infrequent intervals (on demand contact),

OUTLINE OF TREATMENT SESSIONS: Weeks 2 - 7

TREATMENT SESSION I - Antecedents:
Environmental Cues to Eating

I.  Self-monitoring report (approximately 20 minutes)
The client read aloud from the data collection forms all the
information he had recorded concerning his eating and exercise

activities (Appendix D).

™
&

Antecedents to eating (approximately 5 - 10 minutes)

A. Overview of the purposeforidentifying those situations that
happen just prior to or concurrent with eating

B. Instructions in the use of the sessions' work sheet (Appendix

E)



53

6.
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Replay and discussion of videotape (Approximately 30 minutes)
A, Observations concerning eating
1. Number of times eating occurred
2. Where eating occurred, posture when eating, recurrent
themes
3. . Activities associated with eating
Goal sheet (approximately 15 minutes) (See Appendix F)
A, Suggestions to narrow the stimuli to eating
1. Eat in one place and position, use specific eating uten-
sils, schedule when eating will occur
B. Suggestion to interrupt chaining in eating
1. Make eating a pure activity
C. Identification of cues that signal or reinforce control of
eating
1. Identify situations the wife can reinforce by making
positive reinforcing statements
2. Model a neutral response to deviations and failures
3. Identify ways wife can monitor client's eating
4. List of suggestions that may help eliminate or suppress
environmental cues to eating
D. Identification of exercise goal for the week
Kinds and amounts of foods being eaten (approximately 5 minutes)

Instructions in the use of work sheet number 2 (Appendix E)
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7. Videotape replay and discussion (approximately 30 minutes)
A. Kinds of foods eaten, recurrent themes
B. Size of portions
C. Identification of situations where positive eating practices
occurred
D. Identification of situations that were positively reinforced
E. Any other observations

Comments, Subject No. 1. Mr. J. B. reported that he did not

understand the use of the data collection sheets. However, he had
kept very good records in most all the categories on small cards.
Mrs. J. B. expressed concern that they had not done their homework
"correctly.' It was also noted that Mrs. J, B. made apologetic
remarks concerning her ability to complete worksheets and to be of
any help. Mr. J. B. expressed satisfaction about his ability to
collect data.

Information gathered upon replay included: (1) Mr. J. B.
rotated between a day and an evening shift, making their eating
schedule confusing; (2) frequency of eating: six days he ate two
meals per day, one day he ate only one, he drank up to 30 cups of
coffee a day, and the first meal of every day was skipped; (3) eating
most often occurred sitting when at work and often standing when at
home and in front of the TV; (4) recurrent themes of kinds of foods

eaten included fried eggs (2-3), toast (3 slices), hash brown potatoes
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and often a large slice of ham. Finally, (5) it became apparent that
though Mr. J. B. had not been released to do heavy manual labor,
he was working from three to five 30 minutes spells at the mill lifting
heavy steel from a roller. He was also coming home from work and
working into the night painting the inside of their house. These
bursts of excessive energy output were spasmodic.

As Mr., J. B. filled in his goal sheet for the week, he indicated
he would limit the places eating could occur to the dining room while
at work and at the kitchen table when at home. Further, he would
eat only when sitting, and with a particular place setting. A schedule
for eating times allowing for both day and swing shifts was devised.
It included three meals plus one snack. He included an exercise goal
of a specified amount of walking up steps. Mrs. J. B.'s goal was to
try to prepare the meals on schedule, look up caloric amounts for
Mr, J. B. and to gently remind Mr. J. B. of his eating goals. It
was observed by all participants that by recording the food eaten it
had served to greatly decrease the amount of food eaten by Mr. J. B.
during the week.

Comments, Subject No, 2. Mr. H. C. had brought one day's

monitoring data to the session and those data had been recorded by
Mrs. H. C. The session was conducted in the typical manner, how-

ever, using the material that was available.
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Observations included: (l) eating normally occurred in the
living room on trays and often was associated with watching television
or visiting with friends; and (2) the amounts and choices of foods were
largely controlled by Mrs. H. C., who was also trying to lose weight.
(She regularly attended TOPS.)

The interaction during replay revealed that Mr. H. C. was
highly controlling in the home situation. He further stated that while
he could see a rationale for eating in the kitchen and making eating
a '"pure activity,' he did not wish to change his eating situation at that
point. Mr. H., C.'s goals for the week included: (1) making a
schedule of when eating could occur which included three meals and
one snack; (2) elimination of prepackaged TV dinners; and (3) bringing
a small plate to church social dinners and taking no second helpings.
An exercise geal of walking and indoor rowing was recorded. Mr,

H. C. asked that Mrs. H. C. reinforce his refraining from second
portions by reminding him at the beginning of the meal 'this helping
is it." She agreed to do this. (Worksheets and goal sheets for each
session are included in Appendices E and F.)
TREATMENT SESSION II - Antecedents:
Interactional Cues to Eating
1. Self-monitoring report (20 minutes)

Z. Antecedents to eating, interactional cues to eating (10 minutes)
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B.
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Overview of the purpose for identifying moods and feeling
that precede or are concurrent with eating

Instructions in the use of the sessions' work sheet

Replay and discussion of videotape (45 minutes)

A,

B.

E.

Areas that give the greatest problems

Moods and feeling associated with times eating occurred
The event that brought about that feeling

Can that event be eliminated? Can its effect be decreased?
Can something else be substituted when that happens ?

Other observations

Goal sheet (30 minutes)

A,

B.

b8

Identification of accomplishments already made

Introduction to form for recording the times problematic
eating is resisted (Form for Times Eating is Resisted,

See Appendix D)

Introduction to new form for monitoring daily eating (Appen-
dix D)

Specific client goals in relation to interactional cues to eating

Identification of client exercise goal for the week

Identification of way for wife to reinforce client's positive

eating practices.

Comments: Subject No, 1. Mr, J. B. again brought to the

session very complete data on the Data Gathering Form of the week's
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eating and exercise activities. He obviously felt good about his ability
to keep records and his decrease in weight. During video replay the
feelings of both Mrs. J. B. and the client about Mrs. J. B.'s acute
problem of sleeplessness and depression were discussed. Mrs,

J. B.'s psychological problem wés noted also to relate to the many
meals eaten away from home, or picked up from "quick-fix" restau-
rants such as Taco House, Kentucky Fried Chicken, food machines at
work, and so forth. It not noted by Mr. J. B. that the Chinese food
eaten during the week was the result of a lack of honest communica-
tion between the two of them. Mr, J. B. suggested to his wife,
"From now on, if you don't want something, say so, and if I don't
want it I'll say so; let's be honest with each other."

The client was noted to have included a fruit for breakfast with
his coffee and felt good about his accomplishment stating, "I may get
to like it."" Mr. J. B. was noted again to have consumed an extraor-
dinarily large amount of coffee. A plan was devised to help Mr. J. B.
resist food from food machines at work (a low frequency behavior)
by substituting a cup of coffee when he had an urge to get the food.
The client was asked to try the plan for a week. It was also suggested
that he increase his caloric intake during scheduled eating times in
view of his high energy expenditure and feelings of hunger. No spe-
cific exercise goal was made, however, the client was encouraged to

continue the good job of recording carefully his energy expenditure.
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To assist Mrs. J. B. in fixing meals at home, it was suggested
to her that she keep a list throughout the week of things that would
make it easier‘for her to fix meals, i.e. grocery shopping, knowing
what to fix and so forth. Her reply was, "It's just that I'm so tired."
At this point, Mrs, J. B. looked to her husband who did not respond
to her but looked down at the floor,

It was speculated by this investigator that the frequency with
which Mrs. J. B.'s sleep problem was brought up during the sessions
were indicative of a long standing psychological problem. It was
noted that she was being seen at regular intervals by a psychiatrist
for these symptoms. This investigator made the decision that the
focus during the present therapy program would be to reinforce Mrs.
J. B. strongly for any active role she played in Mr. J. B.'s program
and to encourage mutual reinforcement between the two of them.
Investigation into the causes of Mrs. J. B.'s more involved problems
would only be done in relation to the therapy goals of the weight reduc-
tion program.

Comments: Subject No, 2. Mr. H., C, began the session by

reporting that they had progressed in limiting the kinds of foods
served to guests Qhen they came by for coffee. Record keeping was
again done by Mrs, H, C. During the replay of the videotape, Mr.

H. C. made the comment in relation to getting the needed information

on the sessions' work sheet, ""I've got to watch what I eat,' His
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comment led to a discussion of how this could best be accomplished.
Included in the discussion was the long history of a behavior pattern
where Mrs. H, C. felt it her duty, even though a ""burden,'! (Mrs,

H. C.'s word) to take care of all of Mr. H. C.'s eating needs, in-
cluding his need to lose weight. The positive and negative aspects
and feelings of such an interactional pattern were examined.

This investigator noted that Mr. H. C. remained in control of
situations both in the home and in the teaching sessions largely by
passive resistance. By not responding to distractive comments made
by Mr. H. C., the researcher noted that the frequency of the distrac-
tions sharply decreased. This attempt was recognized by Mr. H. C.
and were interpreted by him to show that the investigator was '"really
interested in helping him achieve his goals, "

Mr. H. C. identified that tempting foods were often confronted
while shopping, an activity frequently used for both diversion and
exercise. Mr. H. C, suggested shopping from a list would be helpful
in reducing the effect of this cue. The specific goal for the week
included keeping a record of the times Mr. H. C. succeeded in stay-
ing within his caloric limit. Mrs. H. C. suggested that she would
continue to reinforce her husband's successes verbally, also continue

to help him find caloric amounts for foods.
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TREATMENT SESSION III - Antecedents:
States of Deprivation

Self-monitoring report (20 minutes)

Antecedents to eating, control for states of energy, food, and

stimulus deprivation

A, Overview of purpose for identifying states of being deprived
when the value of food is automatically increased and patient
is more likely to eat

B. Instructions in the use of the sessions' work sheet (5 minutes)

Replay and discussion of videotape (45 minutes)

A. Examples of times when especially hungry and probable cause

B. Examples of times especially fatigued and probable cause

C. Examples of being bored, emotionally upset or uneasy

Goal sheet (3 minutes)

A. Re-explanation and examples of what is meant by states of
deprivation

B. Calculation of average caloric intake versus the average
caloric expenditure to determine if client is getting sufficient
calories

C. Goals in relation to caloric intake versus energy expenditure,
optimum amount of rest, non-food alternatives to eating when
stimulus deprivation is present.

D. Goal for social reinforcer
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Comments, Subject No, 1. Mr. J. B. came to this session

alone, stating his wife was sorry to miss the session, but remained
home because she had the flu. In reviewing his data for times of
energy deprivation, Mr. J. B. observed that he usually got sufficient
sleep, but did get tired occasionally while at work and when working
with his mobile home and boat. Lack of sufficient non-food interests
did not appear to be a problem at this point. During videotape replay
of this session, Mr. J. B. offered at length his feelings and concerns
during and since his open heart surgeries in 1963 and 1965, He re-
lated his concern that what had happened to him was somehow related
to his wife's present problem of depressipn. He also stated he felt a
need to protect himself at all times (always kept a length of chain with
him) and an inability to control his feelings of "instant anger.' This
was the only session he ventilated freely and at length about feeling
states, It was noted that Mr. J. B. had not substituted cups of coffee
for times he felt a need to eat. However, he began to count the num-
ber of cups of coffee per day and found he could decrease coffee con-
sumption in this way.

Mr, 7. B.‘ was urged to increase his caloric intake to at least
1300 calories per day and it was shown to him from the calculation
of his specific caloric need that he would lose at least 2 - 3 pounds

each week at his present level of energy expenditure.
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Comments, Subject No. 2. At the beginning of the session it

was evident that Mr. H. C.'s attitude toward record keeping had
changed. He began to read his well kept and complete data proudly,
pointing out his successes. He denied, however, that he felt deprived
in any fashion and stated he was mostly interested in changing social
eating practices. Upon replay of the videotape the phrase from the
data relating Mr. H. C.'s ""agonizing experience with hunger'' was
examined for its predisposing cause. Mrs. H. C. helped greatly in
urging Mr. H. C. to explore ideas of how to handle times when ''you
just want to throw in the towel'" (quote from Mrs. H, C.). Mr. H., C.
stated he would do an activity outside such as go for a walk or work
on his car. Food and energy deprivation were reviewed and it was
noted that meals were being eaten regularly and were sufficient
calorically to prevent hunger. Exercise and social reinforcement
goals remained the same and were recorded.
TREATMENT SESSION IV - The Eating
Response and Consequences
1. Self-monitoring report (20 minutes)
2. Response, manipulation of eating itself
A. Overview of rationale
1, To instruct the client that he can control the way he eats
in much the same way that he has manipulated the en-

vironment to help control when, where, and how much
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he eats
2., Slow the pace of eating
3. Enjoy what is eaten more
Consequences of eating
A. Overview of purpose in identifying and increasing positive
consequences to positive eating practices
1, Introduction to feedback of own behavior via daily eating,
exercise, and weight graph (see Appendix D)
Replay and discussion of videotape (45 minutes)
A, Identification of events that set the stage for desirable eating
B. Identification of events that follow positive eating practices
C. Who controls those events, self or other
Goal sheet (15 minutes)
A. Written explanation of antecedents, response, and conse-
quences in regard to eating
B. Suggestions for slowing the eating response
C. Practice in recording on the daily eating, exercise and
weight graph.
D. Assignment to read about token reinforcement systems in

Stuart and Davis, Slim Chance in a Fat World, pp. 32-37,

E. Review of exercise level

F. Review of social reinforcement goals
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Comments, Subject No. 1. The focus of this session was to

identify the positive practices that the clients had acquired and to
identify the situations that were working well for them, particularly
in relation to the role of the wife as social reinforcer. Positively
reinforcing and monitoring the client's progress by.the wife of the
subject was conceived to be one of the major cues to positive eating
practices. It was also important in changing the natural environment
of the subject in such a way as to maintain positive eating behaviors.
Mrs. J. B. identified that maintaining caloric limits in the lunches
she fixed for her husband and her assistance in keeping records were
helpful, Mr. J. B. complimented her for her assistance.

Comment, Subject No. 2. Mr. H. C. had become increasingly

involved in his program and was asking less assistance from Mrs.
H. C. During video replay in this session an eating situation that
had been nicely handled was discussed. It was noted that Mr. and Mrs.
H. C, were mutually reinforcing each other, she for her good planning
of meals, and he for assuming the responsibility to weigh and measure
his own intake. It was also noted that Mr. H. C. was cuing others
of his desire to maintain positive eating practices.

For both clients a graph was made during the session, using the
data from the previous week. Goals for the week were devised in

relation to the keeping of the graph.
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TREATMENT SESSION V - Nutrition
1. Videotapes on nutrition played and discussed
A. Review of basic food groups
B. Information about the effect of cholesterol, triglycerides,
glucose and fats in the diet
C. Explanation of exchange food plan and use of plastic folder1
(Appendix page D)
D. Assignment of caloric intake value consistent with a weight
loss of approximately 2 pounds per week
E. Evaluation of the level of subject and spouse understanding
through the use of programmed test
¥, DPractice recording dietary intake on exchange food plan folder

Comments: Subjects No. 1 and No. 2. Stuart and Davis (1972)

make the point that the best way to replace a problematic cue is to
replace it with a strong cue to positive eating (p. 99). For this reason
attention was given to influencing and educating the client families

in positive food choices. This session was conducted in a lecture-
discussion mode using videotapes made earlier by two dietitians
presenting material on basic nutrition and nutrition and heart disease.

The informal manner of the discussion allowed for replay of difficult

1
' ’ Z'I‘he Exchange Food Plan and Programmed Test were taken

from Richard Stuart and Barbara Davis, Slim Chance in a Fat Worid,
Research Press Co., Champaign, Illinois, 1972,
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portions and stopping the tape frequently prompted questions and dis-
cussion of points of interest to the clients. The information concern-
ing the relationship between dietary ingestion of cholesterol and blood
levels of cholesterol was of interest to Mr. J. B, He noted that
although he was on a cholesterol lowering medication he had continued
to consume large numbers of eggs and shell fish. Both Mrs. J. B.
and Mrs., H. C. were already using polyunsaturated oils and this was
reinforced. Mr. H. C,'s special needs for increased amounts of
potassium and decreased sodium intake were recorded on the goal
sheet in terms of foods that were most desirable for him. Dietary
information presented by "authorities' in the field of nutrition ap-
peared to have a highly persuasive effect and was well received.

The programmed test was done well by both client families.
Included were questions such as:

An energy deficit of approximately 3,500 calories
will result in the loss of one pound of body fat for energy.
This deficit may be established through a decrease in
caloric intake an increase in energy expenditure, or a
combination of the two. If you wish to lose one pound
of body fat in a week your total daily food intake must be

calories less than you actually need. Answer: 500
(Stuart and Davis, 1972, p. 152),

Other questions related to recognizing the amounts and kinds of foods
included in each type of food exchange category.
Both clients were found to be keeping the daily food, exercise,

and weight graph. It was further suggested that an adoption of a token
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exchange system to increase positive reinforcement might be tried.
Mr. J. B. stated that when he wished some new article he would
simply ''go out and buy it"” and that earning things he wanted by way
of tokens would not be meaningful to him. Mr. H, C. stated that the
reciprocally reinforcing system established between him and his wife
was more rewarding to him than the earning of material things.

Food intake from the previous week was recorded on the food
exchange plan folder to make certain each client understood the ex-
change concept. Daily recording of eating and exercise behavior was
then phased out. Clients were urged to maintain self-monitoring
behavior by use of the exchange food plan folder for immediate feed-
back, and the daily eating, exercise and weight graph for daily

feedback of his progress.

TREATMENT SESSION VI - Exercise
1. Self-monitoring report (verbal) (approximately 20 minutes)
A. Review of daily graph and exchange food plan folder
1. Attention to number of minutes of moderate exercise
each day
2, Exercise Program
A. Overview of the purpose of planning an exercise program

and how the exercise behavior will be maintained (reinforced)
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3. Replay and discussion of videotape (40 minutes)

A, To review the purpose of the session

B. Apply to clients' own situation
4. Goal sheet (45 minutes)

A, Assessment of number of calories the client is expending in

moderate or heavy exercise (ave/day)

B. Suggestions to implement and maintain exercise program

C. Client exercise program
5. Plan for fading of therapy sessions

A, Additional sessions - further apart

B. Reporting by mail

C. Plan for follow-up session

Comments: Subject No. 1. Mr, J. B. maintained a high level

of energy expenditure through-out the time of the teaching sessions.
Because he was classified as a marginal functional Class I cardiac
patient, one important aspect in relation to energy expenditure was
considered to be evaluation of the average amount of energy expended
in exercise. The focus of this session was to plan for a consistent
and even amount of additional activity each day. These activities
could then be maintained into the fall and winter months and help
prevent damage from periodic heavy exercise. Some interest was
shown by Mr, J. B. in a graduated program in swimming and station-

ary cycling. A program based on Copper's (1970) The New Aerobics
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was suggested to him. Since no plan was implemented it was agreed
that this would be one aspect to discuss again during one of the two
follow-up sessions.

Comments: Subject No. 2. Mr., H, C. informed this researcher

that this session would be the last session that he and his wife could
attend because plans had been made for an extended summer vacation.
Mr. H. C. had become more interested in exercise intellectually and
read several articles on the subject. He had increased walking and
light physical exercise (exercise level 3, expending approximately
1.4 calories per pound body weight per hour) from an average of one
hour per day to four to six hours per day. He also reported feeling
better generally, He stated he wished to set up a regular exercise

program after the summer vacation.

MONITORING AND MAINTENANCE: Weeks 8 - 13

It was considered important by the investigator that the
client families withdraw from the teaching-therapy sessions gradu-
ally. The therapy sessions were felt to be reinforcing in them-
selves as they provided time and attention for self-monitoring be-
haviors, maintaining desirable eating practices, and for reinforcing
the social reinforcer. Subjects were told that sessions would be
arranged at their request. Mr. and Mrs, J. B, arranged for two

sessions during this last half of the 12 week treatment period at
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intervals of two and four weeks apart. A system of reporting via mail
was devised for both subjects. Weekly written reports of the subject's
weight, number of days per week caloric intake was maintained at
their optimum level, and number of days per week that at least an
hour of moderate exercise was engaged in was sent by the clients to
the investigator.

The two additional sessions with Mr. and Mrs. J. B. reviewed
progress in the maintenance of a continued reduction in caloric intake
and record keeping. Mr. J. B. was found to be maintaining his
earlier weight loss and keeping good records. A plan was devised by
Mr. and Mrs. J. B. to walk together each evening on a regular basis,
This was generally unsuccessful. The time and energy needed to
involve oneself in the present treatment program were reported by
Mr, J. B. at the last session. . His feeling was acknowledged by the

researcher and he was complimented on his effort.

Summary of the Treatment Program

The twelve week treatment program was conducted in two
phases: a period of continuous contact at weekly intervals for six
weeks was followed by six weeks of infrequent contact at the client's
discretion and monitoring via mailed reports. The general model
of treatment during the weekly contact period followed that suggested

by Stuart and Davis (1972). Environmental and interactional situations
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that acted as cues for problematic eating were identified in order to
eliminate the cue or suppress the effect of the cue on the individual,
States of deprivation, when the strength of the eating response
normally increases, were controlled. Meanwhile, situations that
cued positive eating practices were also identified. The strength of
the desirable eating practice response was increased by manipulation
of the client's environment to bring about more frequent and more
immediate positive consequences for positive eating behavior. There
were two major components of strengthening positive cues to eating.
These were to teach a member of the client's own family to positively
reinforce desirable practices and to give information regarding posi-
tive food choices. Negative consequences included weighing four
times a day to bring the ultimate"consequence (overweight) nearer
the intake of food. Weighing also became a positive consequence as
the clients' weight was reduced.

Record keeping by the client provided necessary feedback that
acted to reinforce the clients' desirable practices and provided the
informational content for the teaching sessions. Dietary education
was conducted and an optimum caloric intake food plan was instigated
that allowed each client to expect to lose an average of two pounds
per week. Exercise was assessed throughout and an exercise regi-

men was introduced.
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Posttreatment Phase

No contact was made with the client families following the end
of the treatment period. They were seen by the investigator for a
short period approximately six months later at the time of a regularly
scheduled CVE Clinic appointment. At this time weight was noted and

they completed the Evaluation of Treatment Form.



CHAPTER V

RESULTS AND DISC USSION

Introduction

The present multifaceted program was a behavioral approach
to obesity. The implications are that the problematic eating behaviors
are maintained by the interaction of the individual and the relevant
persons and situations in his environment. The focus of therapy was
to identify and employ those same social situations to become bene-
ficial to the client in such a way that weight would be lost. The
development of the program and the procedure applied to a client
population of associated high risk disease has been described. Re-
sults of the present study will be discussed in terms of the general
effectiveness of the program, differences noted in clients' eating
behaviors, problems encountered, and aspects that may make the

procedure more effective in the future.

Participation

All treatment times for the continuous contact phase were
scheduled at the preliminary assessment session. During the six
weeks initial teaching sessions of the treatment time, there were no

changes or cancellations and only one person, Mrs. J. B. did not
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attend every session. This almost perfect attendance rate reflects
the interest and the involvement of the patient families in the present

study.

The Effect of Treatment on Weight Change

The goal of the treatment program was to effect weight loss.
The changes in weight and the rate of weight reduction are represented
in Table 7. Mr. J. B. attained a weight loss of twenty-five pounds, a
reduction of 14,7 percent; and Mr, H., C. attained a weight loss of
twenty pounds, a change of 12,3 percent, by the end of the three-
month treatment period. Stuart and Davis (1972) state a weight loss
of one to two pounds per week is safe and desirable, The rate of
weight loss averaged 1.7 pounds per week for Mr. H, C. and two
pounds per week for Mr, J. B. At follow-up, three months following
completion of the trial period, Mr. J. B. had regained one pound

while Mr. H. C. continued to lose up to ten pounds,

Table 7. Weight Change During Treatment and Follow-Up.

Baseline Treatment Follow-up
Subject Weight Pre Post Weight Percent Weight
Pounds % Overweight Loss Overweight Loss or
Pounds Gain
Mr. J. B. 243 48.4 33,7 25 33.8 +1

Mr. H. C. 227 39. 3 27.0 20 14.7 -10
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The effect of the present treatment upon weight loss can also be
seen in relation to the patient's previous weight and dietary history.
while being followed at the hospital where the study was conducted
(Figure 11 and 12 and Figure 13 and 14). The hospital charts of both
patients revealed that admonitions to lose weight had been given by
physicians several times during the years previous to the interven-
tion of the present study. Mr. J, B. had made no concerted attempt
to "'diet, ' however, did lose weight following a second replacement
of the aortic valve in 1969. By "watching his diet," Mr. H. C.
successfully lost twenty pounds in 1969, later to regain all but eight

of the twenty pounds,
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Figure 14. Weight change during treatment and follow-up (H. C.).

Rate and amount of weight change compared favorably with
some of the best results reported in the literature (Wollersheim,
1968, Stuart, 1967, and Penick, 1970). Stuart re‘r:)orted an average
weight loss per patient over twelve months of 36,25 pounds or an
average of 9, 06 pounds for three months. Wollersk}eim reported her
subjects lost an average of 10, 33 pounds per three months. Her
findings, she states, '""are the most carefully validated and successful
results obtained by the psychological treatment of obesity to date''
(Wollersheim, 1968, p. 472). The clients in the two case studies

presented lost an average of 22.5 pounds per three month period.
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This may suggest that the addition of videotape replay to a behavioral
program modeled after that of Stuart and Wollersheim may make the
program stronger. It should also be noted that like Stuart's subjects,
the sample was representative of obese persons who had been obese
since childhood or adolescence, were of predominately mesomorphic
body structure, had considerable degree of obesity, and had had
previous attempts at weight loss. It should be noted however that
both patients were highly motivated and attuned to expecting sophisti-
cated medical care from the University health care system. Mr.
H. C. and his wife traveled 100 miles once a week to attend each
session. Mr. J. B. was highly motivated in relation to his work
goals. Both clients in this study were men. Harris (1969) found
some tentative evidence to show that perhaps men "are more likely
to lose weight than women independent of original weight" (Harris,
1969, p. 266). Most studies have dealt with predominately women
(Wollersheim, Penick, Stuart). The effect of sex on this experi-

mental treatment needs further investigation.

Change in Fating Behavior

Since the focus of the therapy involved changing eating habits,
an important question is whether or not changes in eating practices
could be demonstrated. Since no assessment instrument was used,

only inferences of change in behavior can be made. (An instrument



133
to assess change in eating patterns behavior is in preparation by
J. P. Wollersheim but was not available for use in this study.) One
measure that strongly reflects the cueing and reinforcement of
positive eating practices was the patients' self-monitoring behavior,
Figure 15 representsthe number of days per week each client moni-
tored his eating behavior through the use of a monitoring form,
graph or by marking an exchange plan on a plastic folder. Figure 15
indicates that the self~monitoring behavior of Mr. J. B. was con-
sistently high until the point of his vacation from work when he dis-
continued mailing weekly data reports to the researcher. Record
keeping behavior demonstrated by Mr. H. C. improved from none at
all in the first two weeks to be consistently high during the rest of
the initial teaching sessions. It then became spasmodic. Weeks
when self-monitoring behavior was high were associated with a de-
crease in weight and later to the maintenance of weight loss. The
acquisition of self-monitoring behavior was one of the most obvious
behavior changes noted. The formal recording of aspects of eating
behavior such as frequency, rate, and associated events brought
about an awareness of his own behavior to which each client was
highly reactive. Further, Johnson and White (1971) suggest that
""studies in learning have clearly demonstrated that knowledge of
results can have important behavioral effects' (Johnson and White,

1971, p. 488). One such effect appears to be information feedback
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and self-evaluation. Mahoney (1973) and Romanczyk, et al. (1973)

report findings that self-monitoring techniques are more effective
than all other behavioral procedures in producing immediate weight
loss. The sharp initial decrease in intake by the clients in the study
probably reflects this effect, along with that of a change in the kind

of food eaten. A decrease in carbohydrate foods and concurrent loss

of fluids is a common finding in most dieting procedures.
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One other strong cue to positive eating practices and for the

maintenance of those practices was instruction concerning optimum

quality and quantity of positive food choices. Figure 16 appears to
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indicate that weight loss can be shown graphically to relate to a
maintenance of a decreased caloric intake and an increased expendi-
ture through activity.

This part of the program's focus was on initiating a calorically
balanced diet containing no less that fourteen percent protein,
(excluding foods high in cholesterol), thirty percent fat, (with a de-
crease in saturated fats), and fifty-six percent carbohydrates. The
relationship of glucose to the production of cholesterol and to reduce
the availability of its caloric content for the accumulation of adiposity
was stressed, Apart from being nutritionally balanced, an adequate
amount of protein was emphasized for its effect on satiety (Yudkin,
1972). Also, a portion of the caloric content of protein is used in its
own metabolism leaving a smaller amount to contribute to adiposity
(Stuart, 1971). A mild restriction of sodium, allowing some salt in
cooking, but no salty foods and no salt on the table, and foods high
in potassium were included for Mr., H, C. who had associated
dysrhythmia and hypertension. The evidence of increased incidence
of certain cardiovascular disease to a high intake of glucose was
related.

Another component in the present treatment program was
physical activity., The.patients in the study differed in that one patient
averaged a moderate to high physical activity level while the other

patient averaged from low to moderate. The intake of large amounts
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of food following strenuous periods of work by Mr, J. B, was con-
trasted by a decline of food intake shown by Mr. H. C. as he moved
from low to moderate levels of activity, The assessment of the
clients' energy expenditure through physical activity was used in the
calculation of the optimum caloric intake and to bring into the clients'
awareness what his physical activity needs might be. In the future use
of this program, an exercise regimen, prescribed and programmed to
individual tolerance and systematically reinforced would greatly
improve the clients' control of this component of the program. Also,
there are impressive reasons why operantly reconditioning exercise
behavior is important: (1) vigorous activity has been demonstrated to
lower levels of certain fats circulating in the blood (Oscai, Patterson,
Bogard, Bick, and Rothermel, 1972); (2) high blood pressure is
associated with cardiovascular disease and physical exercise may
exert a helpful benefit in this condition; (3) exercise may exert a
directly beneficial effect on the arteries and vessels of the heart as
well as developing extra circulation routes or increasing circulation
(Copper, 1970; and finally, (4) patients report an increased sense of
well being that is related to physical activity,

How the Present Study Was Different
From Other Behavioral Studies

Videotape replay was incorporated into the treatment program

to facilitate the teaching therapy and to specifically train the client's
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wife to be an effective social reinforcer. No other study was found in
literature that had used this approach. The background for the use
of this tool developed primarily from studies done by Kagan who found
that involvement of clients in-the videotape replay process greatly
accelerated and enhanced learning,

An instrument to measure client progress and a comparative
study without social reinforcement training would be desirable during
the future use of this program. Subjective observations concerning
the use of videotape replay include: (1) it keeps the therapy situation
objective, problem solving is done, not around what someone ''thinks"
is going on, but what can be seen, heard, or is written down; (2)
client families often point out information about their own behavior
that the researcher would not have been aware was important and
would ordinarily have missed; (3) client families are remarkably
casual and at ease around the use of the equipment; (4) early in the
therapy clients were found to write down their observations while later
they freely stopped the replay to offer comments verbally; (5) video
replay is a powerful reinforcer, e.g. reading an account of daily
recording of data for twenty minutes, and the ability to view an early
film and note the change in body form; (6) it is a relatively easy and
versatile tool to use for both the client and the researcher; and (7)

it helped to make the sessions interesting for all participants.
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Berger Acceptance of Self and Other Scale

The purpose of including this measurement instrument was to
determine if a relationship could be demonstrated between the present
behavioral program which included viewing oneself on videotape and
attitudes towards self and attitudes towards others. It was assumed
that a more positive attitude towards oneself and thus towards others
would have a beneficial effect on 1earning and maintaining new be-
haviors in relation to eating.

Berger presents the means and standard deviation scores for
various gfoups upon which this scale was tested for validity and

reliability,

Table 8. Means and Standard Deviations for the Various Groups,

Self-Acceptance Acceptance of Others
Group
N Mean SD Mean SD

Day-Session College

Students 183 135.50 22.36 105. 15 14. 38
Evening-Session College

Students 38 142.63 13. 43 106. 39 14. 87
Prisoners 33 128. 45 23.09 101. 30 12.89
Stutterers 38 141. 36 27.70 111.45 10.79
Speech Problems at Univ.

of Pittsburgh 7 116. 43 11. 30 98. 00 10. 90
Adult Class at Y. M.C. A. 18 128.77 26.57 112. 38 11.83
Counselees 3 102.00 10.71 100. 33 7.45

Note: Reprinted from Berger, E., "The Relationship Between Expressed Acceptance of Self and
Expressed Acceptance of Others," Journal of Abnormal and Social Psychology. 47:782, 1952,
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To show changes in acceptance of self and others, pre- and

post-test scores were compared.

Table 9. Means and Standard Deviation for Subjects and Wives.

Self-Acceptance Acceptance of Others
Administered N=4 Mean sD Mean SD
Pretreatment 138.25 12.57 108. 25 10. 68
Posttreatment 133. 25 16.58 112.00 9.08

Patient and wives scores on the Berger Self and Others Scales
were noted to correspond with those of the '"Adult Class at Y.M.C. A, "
This group, tested by Berger, could be assumed to be on a similar
age to the subjects of the present study.

No firm conclusions can be drawn from the small sample tested.
However, subject and wives pre- and post-treatment scores were
found to change very little as the result of the three month treatment

program,

Evaluation of Treatment by Subjects

This instrument was administered to gain information about how
the clients viewed the program and if they felt they were continuing
to use techniques (self-monitoring, stimulus control, and contingent
reinforcement), that had been taught in the program, The clients

responded that they adhered to these techniques '"about half of the
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time,' and "most all the time.'" In both cases, self-monitoring of
foods eaten and their caloric values were reported as the most useful
aspect of the program and the major change in their eating behavior.
Mr. J, B. stated all aspects were helpful. He further felt that no
change in exercise habits had occurred. The distance and expense of
travel was reported by Mr. H. C. as the least liked aspect and that
exercise habits had changed in that he "tried for more exercise."

Follow-up data confirmed the clients' subjective feelings. One
client had maintained weight loss while the other client had lost an
additional ten pounds. The maintenance of weight loss and continued
weight loss may imply some long-term success., One client came to
within 14.7 percent of his ideal weight. This put him into the over-
weight other than the obese category. His total weight loss repre-
sented a loss of one-half, or thirty-three, of the sixty-four pounds he
was overweight. The other client had gained one pound during follow-
up and was still 33.1 percent or fifty-six pounds over his ideal weight.
This researcher strongly agrees with Wollersheim's results concern-
ing further treatment. Therapists who participated in her study
reported 83 percent of the treated subjects could profit from further
treatment for weight reduction (Wollersheim, 1968). However, it is
hoped the successful result of treatment may serve to motivate the
client to continue weight loss first because significant changes oc-

curred within the natural environment during the treatment program
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and secondly a change in body form and size was significantly notice-
able to envoke comments from family and friends that could reinforce
the client to continue weight loss.

The present study supported observations made by Romanczky,
et al. (1973) and others that a multifaceted approach is a useful mode

of treatment in moderately obese patients.



CHAPTER VI

SUMMARY, CONCLUSIONS, AND
RECOMMENDATIONS

Summary

This study was concerned with the development of a teaching
method and procedure to be used clinically by nurses or others in
the treatment of obesity., A review of the literature revealed that
while obesity is the result of multiple psychological and socio-cultural
and physiological etiologies, the common characteristic that con-
sistently distinguishes the obese from the non-obese is overeating.
Further, Schachter (1971) has demonstrated that eating behaviors
unique to the obese can be identified and are notably stimulus con-
trolled. A comprehensive review of therapies for the treatment of
obesity in the most recent five years support this observation;
therapies based on stimulus control with contingency reinforcement
have been consistently successful in effecting weight loss.

The primary objective of this study was to develop a multi-
faceted behavioral program, utilizing guidelines suggested by Stuart
(1972) and Wollersheim (1969). Unique to the present study was the
replay via videotape of part of each session to enhance patient

learning.



144

The clinical population chosen for the focus of the study was
from a cardiovascular clinic. The need for the development of a
weight reduction program was based on an increased incidence of
individuals in the clinic population more than ten percent over their
ideal weights. Overweight associated with cardiac disease greatly
increased risk of mortality.

In developing the treatment program the following areas were
included: a functional analysis of eating into its component parts of
antecedents to eating, characteristics of the behavior itself, and
consequences to eating; nutritional educational in general and in rela-
tion to cardiac disease; and exercise. The teaching sessions included
reporting of data collected through the previous week, making obser-
vations from that data, and devising goals for the following week.

The treatment design consisted of three phases: baseline,
treatment, and follow-up. The treatment phase included six weeks
of continuous contact for weekly teaching-therapy sessions, followed
by six weeks infrequent contact for review and monitoring. Weight
assessment was done pre- and post-treatment and at the three month
follow-up. An attitudinal scale was administered pre- and post-treat-
ment. A subjective evaluation questionnaire was given at the end of
follow-up.

Both clients lost more than twenty pounds.  Average rate of

weight loss was 1.7 to 2 pounds per week. At follow-up, one client
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had regained one pound while the second client had continued to lose
an additional ten pounds. There were few signs of reversal at follow-
up. Problematic cues to eating, particularly the situationally con-
trolled ingestion of large amounts of carbohydrate foods, were
markedly decreased in both clients. One client reported feelings of
hunger through much of the treatment period. This was thought to
be from a too severe cutback in caloric intake. Self-monitoring
procedures were effective for both clients and were maintained at
follow-up. The effectiveness of the social reinforcement training of
the client's spouse was judged particularly helpful in one client who
showed continued weight loss after the end of treatment. Videotape
replay was effective in building record keeping behavior and teaching
self-observation of interactional styles, producing cooperative prob-

lem solving, in relation to goals, and evaluation.

Conclusions

The purpose of the present study has been described in terms of
Abdellah's third aim in nursing research; to develop tools and methods
for clinical practice and further research (Abdellah and Levine, 1965).
A teaching procedure was developed utilizing learning principles and
incorporating video replay. The method was found to effect weight
loss of an optimum rate during the clinical trial on the two case studies

presented. In part, the method is a replication of work reported by
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Stuart and Davis (1972) and Wollersheim (1969); however, the applica-
tion of videotape replay and specific lesson plans and goals for each
teaching session were unique to the present program and apparently
made a typical behavioral program stronger.

One of the questions left unanswered in this and many other
behavioral studies is whether or not the behavior change is lasting.
Reference has been made to what Ferster (1962) has called the central
issue of weight reduction programs, the adoption into the client's own
repertoire, control, that is continuously available and used, to main-
tain a reduced and stable weight. Further, Watson and Harp (1972)
suggest that one of the most common reasons for failure in modifica-

"shaping. ' Long-termfollow-up

tion of behavior is the lack of adequate
of the two case studies presented and the development of procedures
aimed specifically at the variables that arise during the years follow-
ing treatment programs is desirable.

The methodology developed was beneficial in that the systematic
progression of the analysis and control of eating behavior allowed for
maximum use of the therapy time. It was apparent from attendance
and participation that interest and cooperation were maintained.
Initial therapy-treatment time was considerable for both client and

therapist; however, once the teaching sessions were completed, only

a minimal amount of time was required for monitoring maintenance.
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The participation of the client's wife added in every way, both during
the treatment phase and later in the transfer of learning into the
natural environment.

No conclusion can be reached about change in self and other
attitudes. The Berger Self and Others Scale appears to be an appro-
priate instrument, however, for further investigation into this vari-
‘able. Patients and wives scores were similar to those reported by
Berger (1952) for similar age groups. Stuart (1972) described the
model of behavioral intervention as: antecedent situation —yeating —
consequence situation — feelings about self, The nature of the
changes in the feelings towards oneself would be an important ques-
tion to further explore and measure and may be useful in predicting
the need for further treatment.

Neither subject was involved in a regular exercise program at
the end of treatment or follow-up. The instigation of routine exercise
was clearly the weakest component of the present program. A pro-
grammed and contingently reinforced program of exercise, after the
baseline evaluation is made, is of primary importance in the further

use of the present program.

Recommendations

The following recommendations are suggested by this investi-

gator.
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1. The present treatment program be further developed in
relation to the exercise component,

2. A high priority should be placed on the instigation of the
present program or a similar behavioral program for the cardiac and
other high risk populations at the hospital where the study was con-
ducted. No regularly scheduled program now exists to this investi-
gator's knowledge. Further, the techniques involved in teaching
self-control and contingency management need to be shared with other
disciplines, such as dietitians, who often have a primary role in
treating overweight patients.

3. Long-term follow-up of behaviorally oriented programs
would be the most meaningful addition to the present body of knowledge
‘using this mode of treatment.

4, The use of a well-devised tool to measure specific eating
behavior change would greatly facilitate the evaluation of the effects
of a behavioral program.

5. The effect of the videotape tool needs further investigation
to determine the variables that either add or detract from treatment.
This could best be done in well controlled clinical studies.

6. The program also needs to be tested in a group versus
individual situation.

In conclusion, beyond its specific contribution to this re-

searcher's knowledge and skill concerning appropriate nursing
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intervention in the treatment of obesity, this methodological study
represents an attempt to contribute to a more sophisticated nursing
approach to patient teaching. The treatment model could also be
explored in other complex chronic problematic behaviors that directly

or indirectly contribute to the optimum well-being of patients,
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8205 S. W. Brookridge Street
Portland, Oregon 97225
November 13, 1972

J. David Bristow, M., D,

Project Program Director

University of Oregon Medical School
Hospital

3181 S.W. Sam Jackson Park Road

Portland, Oregon 97201

Dear Dr. Bristow:

In partial fulfillment of the requirements for a Master degree in
Nursing at the University of Oregon School of Nursing, I am under-
taking a study to determine the effects of the incorporation of video-
tape feedback with the application of behavior modification principles
to the treatment of obesity.

I would appreciate your interest and approval in using as participants
in this study individuals now being treated through the cardiovascular:
clinic. There is also a need to collaborate with you on specific points
of treatment, i.e, diet and exercise. Would you grant me a personal
interview of approximately one hour to discuss the participants with
you.

The hospital and the participants will not be identified; without
written permission.

A self-addressed envelope is enclosed for your response indicating
your approval of the use of your cardio-vascular patients in this
study and a time for the interview.

Upon completion, a copy of this study will be placed in the library at
the University of Oregon Medical School.

Yours truly,

Elizabeth S. Duncan
292 -4521

Enclosures (2)
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3181 SW. Sam Jackson Park Road Portland, Oregon 97201

Area Code 503 225-8311

“University of Oregon Medical 5t chool

DEPARTMENT OF MEDICINE

Dear

It has come to my attention through the cardiovascular evaluation
clinic that your medical condition has necessitated a major change
in eating and exercise habits. It has been my experience as a
nurse that this directive is often difficult for patients to carry out.
During this past year I have become increasingly interested in this
problem and have devised a program using learning principles and
closed circuit television that persons with a problem similar to
yours have found very useful.

I am now in the situation of making this information available to a
select group of patients. Part of the project will be to describe and
document the effectiveness of this program in a research project.
Your name and all other information will be handled confidentially
and will be used only for scientific publication or professional teach-
ing programs, ‘

The program is designed to teach you to know how to lose weight and
to keep it off. However, it is not just another ''diet''. Rather the
emphasis will be the introduction of specific techniques that will help
to retrain your eating and exercise habits. Although you will probably
recognize these techniques as a systemized common sense approach,
this program results from years of research in the problems of
overeating. You may be saying, "But I know what I need to do
already, " or ''I have tried and I just can't'. The main thrust of this
program is to help you develop the motivation necessary to maintain
life-long good eating and exercise habits.

I will be consulting with the physician caring for you as to the specific
dietary and exercise regimen best for you and I will report your
progress to him.,
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To qualify for this program you only need to have the available time
and have a member of your immediate family who is willing to go
through the program with you. I will be making a phone call to you
during the week of April 9-13, to set up a meeting to discuss this
with you further if you are interested.

Yours truly,

ﬁ% hovrterr, RV .

Betty Duncan, R.N,
Graduate Student in Nursing

I have endorsed this study and encourage your participation in it.

Vs o

J. David Bristow, M. D,
Project Program Director
Cardiac Evaluation Clinic
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May 22, 1973

Joseph Bilboa, M. D.
5055 North Greeley
Portland, Oregon 97217

Dear Doctor Bilboa:

A patient of yours, Mr. J. D. was referred to me by the cardio-
vascular evaluation clinic at the University of Oregon Medical School
as a prospective participant for a study I am doing in regard to weight
reduction and control. I have seen Mr. and Mrs. for three
times and find that during the week of 5-9-73 to 5-15-73 he consumed
an average of 1048 calories per day and used up with activity approxi-
mately 4937 calories per day. During that same period he lost five
pounds. According to my calculations, at that level of activity, he
ought to lose two poiinds per week on a 1400 calorie diet.

The purpose of this letter is to inform you of the objectives and con-
tent of this study (see the enclosed abstract), to request your coop -
eration by assenting to Mr. participation as appropriate medical
treatment, and to request specific instructions as to level of caloric
intake, dietary restrictions, and exercise level that you would like to
see Mr, maintain. ‘

At the completion of these teaching sessions, I would be happy to
send to you a summary of Mr, progress.

Yours truly,

Elizabeth S. Duncan, R.N.

Graduate Student

University of Oregon School
of Nursing

jfb
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May 22, 1973

Lowell Johnson, M., D,

Group Health Cooperative of Puget
Sound (Olympia Branch)

200 Fifteenth Avenue East

Seattle, Washington

Dear Doctor Johnson:

A patient of yours, Mr. Harold was referred to me by the
cardiovascular clinic at the University of Oregon Medical School as
a prospective participant for a study I am doing in regard to weight
reduction and control. I have seen Mr. and Mrs. on five
different occasions and have ascertained that at his present level of
activity, Mr, should continue to lose 2 - 3 pounds per week on
a 1000 calorie diet.

The purpose of this letter is to inform you of the objectives and con-
tent of this study (see the enclosed abstract), to request your coop-
eration by assenting to Mr. participation, and to request
specific instructions as to level of caloric intake, dietary restrictions,
and exercise level that you would like to see Mr. maintain,

At the completion of these teaching sessions, I would be happy to send
you a summary of Mr, progress.

Yours truly,

Elizabeth S. Duncan, R.N.

Graduate Student

University of Oregon School
of Nursing

jfb
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GROUP HEALTH MEDICAL CENTER

OLYMPIA MEDICAL STAFF
700 NorTH LiLLy RoAD, 456-1700
OLYMPIA, WASHINGTON 98506

June 8, 1973

Elizabeth S. Duncan, R.N.

Graduate Student

University of Oregon School of Nursing
Department of Psychiatry

3181 S.W. Sam Jackson Park Road
Portland, Oregon 97201

Re: Study project involving Mr. Harold G.
Dear Ms. Duncan:

Thank you for your letters and abstract of your proposed study. I

believe Mr. would be a good reliable candidate for your study.

The 1000 calorie diet should be satisfactory. I think it would be
useful to have a set of electrolytes and uric acid level along with
his prothrombin time sometime at about three or four weeks into the
study and again at two months into the study if he is maintained on
the 1000 calorie diet. The sodium intake would necessarily have to
be somewhat limited to approximately two grams daily. This should
not be difficult at all on a 1000 calorie diet.

The exercise level that Mr. would be able to maintain would
be very much dependent on his own personal abilities. As you know,
he had a cerebral vascular complication resulting in a hemiparesis
which modifies his walking ability. Walking, however, should be his
most strenuous activity. He could maintain this within his own
limits of toleration.

All this, of course, is dependent on Mr. agreeability to
following in the study. I think it would be very much to his cardio-
vascular benefit. The laboratory work to which I referred could be
done in our clinic at no charge to him. I suspect there would be

a charge if it were done in your clinic. I'd be happy to see Mr.
Carlson at any time during the study.

Thank you again for your letter, and I'll be loocking forward to
hearing from you again at the completion of your data collection and
evaluation.

Yours sincerely,

v Internal Medicine

PS g{" e ia.(a:.i"«'(c‘\“}’ L‘J,_«_,,l( Lows, ‘{<m‘_.' ‘,’C‘_& roe<. otz / l‘; e e /)/ ¢ o
LEJ/bon

cc: Harold G.

T
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Psychiatry Outpatient Department
University of Oregon Medical School
3181 S. W. Sam Jackson Park Road
Portland, Oregon 97201

November 13, 1972

Research Press Company
CFSP.O. Box 3177
Champaign, Illinois 61820

Dear Publisher:

In partial fulfillment of the requirements for a Master degree in
Nursing at the University of Oregon School of Nursing, I am under-
taking a study to determine the effects of the incorporation of video-
tape replay to the application of the specific plan of behavior treat-
ment as outlined by Stuart and Harris in their book, Slim Chance in
a Fat World,

This letter is a request for permission to reproduce from the before
mentioned book, forms, graphs, and charts needed to collect the
baseline data for this therapy.

Yours truly,

Elizabeth S. Duncan
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Research Press Company

2612 NORTH MATTIS AVENUE - CHAMPAIGN, ILLINOIS 61820 - (217) 352-3273

November 21, 1972

Ms. Elizabeth S. Duncan

Psychiatry Outpatient Department
University of Oregon Medical School
3181 S.W. Sam Jackson Park Rd.
Portland, OR 97201

Dear Ms. Duncan:

Research Press is pleased to give you permission to use graphs
and charts from Stuart and Davis' Silim Chance in a Fat World.

Sincerely,

RESEARCH PRESS COMPANY

Ann Wendel
Senior Editor

AW:stw
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October 10, 1973

Cardio Vascular Evaluation Clinic
University of Oregon Medical School
3181 S, W. Sam Jackson Park Road
Portland, Oregon 97201

RE: Mr. J. D.

Thank you for the opportunity to work with Mr., J. D. in an
effort to reduce this clients excess weight and promote more positive
eating and exercise habits. Mr. and Mrs. attended six weekly
two-hour sessions from 5-5-73 to 6-13-73 and two follow-up sessions
during the initial treatment time of three months. The approach was
four-pronged: 1) psychological, the situational management of eating
through the application of behavior modification principles and the
use of video tape replay; 2) nutritional, the teaching of acceptable
food choices in relation to weight loss and cardiac disease; 3)
exercise, the evaluation of Mr, average exercise level; 4) the
use of Mrs, as a positive reinforcing influence to support and
cooperate in Mr. program,

He progressed well and lost from 243 pounds to 216 pounds. Three
months following the end of the initial treatment period he was found
to have maintained all but one pound of his weight loss.

Yours truly,

Mrs. Elizabeth Duncan, R. N,
Graduate Student in Nursing

jfb

cc: Dr. Bilboa
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October 10, 1973

Cardio Vascular Evaluation Clinic
University of Oregon Medical School
3181 S.W. Sam Jackson Park Road
Portland, Oregon 97201

Regarding: Mr. . H. .

Thank you for the opportunity to work with Mr. H. in an effort
to reduce this clients excess weight and promote more positive eating
and exercise habits. Mr, and Mrs. attended six weekly two
hour sessions from 4-24-73 to 5-29-73. A four pronged approach
was applied: 1. a psychological approach, the situational manage-
ment of eating through the application of behavior modification
principles and the use of video tape replay; 2. nutritional approach,
the teaching of acceptable food choices in relation to loss of weight
and to cardiac disease; 3. an exercise approach, the evaluation of
Mr, average exercise level and an increase in time and amount;
4, the use of Mrs. a positive reinforcing influence to support
and cooperate in Mr, program,

Mr. progressed well, and as a result his weight went from
227 pounds on 4-24-73 to 209 on 5-29-73., He was followed by mail
for an additional six weeks and reported on 7-3-73 a weight of 207
pounds.

Yours truly,

Mrs. Elizabeth Duncan, R.N.
Graduate Student in Nursing

cct Dr. L. Johnson
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APPENDIX B

Consent to Participate Forms
and

History Form



172

PERMIT FORM FOR THE STUDY OF VIDEOTAPE FEEDBACK
AS A TEACHING TOOL IN THE TREATMENT OF EXCESS WEIGHT

I agree to participate in this study to develop and research a
method to reduce and control excess body weight. I understand that
the loss of excess body weight will be beneficial to my health.

I have been informed as to the nature of the tasks expected of
me during this investigation. These include: 1) relating my eating
and exercise habits by means of written data and personal interviews
which will be videotaped; 2) attending teaching sessions once a week
for one and one-half to two hours for a series of six sessions, and
then as it is judged necessary by me or the researcher, for a total
treatment period ot three months. Should I desire to continue some
treatment after the before-mentioned period this could be arranged
with the investigator; and 3) to procure, and assent to a member of
my immediate family to attend each session with me. I further con-
sent to and authorize the production of videotape recordings of each
therapy session. I understand closed circuit television to be an
essential part of this teaching therapy. Information that I divulge
will be handled confidentially and will be used only for scientific
publication or professional teaching programs. Thereby, my
identity will not be revealed.

The purpose of this study is to apply certain learning principles
clinically to a group of individuals who would benefit particularly from
the reduction of excess weight. It is hoped that knowledge acquired
from this investigation will be useful in the treatment of other

individuals with similar problems.
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N

I understand that I may withdraw my consent and discontinue
participation in this study at any time without fear of impairment of
the medical care I receive.

Mrs. Duncan has offered to answer any question I might have

about the procedure I am submitting to.

Signed

Date

Place
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Date Bldg. Fl. Rm.
UNIVERSITY OF MEDICAL
HOSPITALS AND CLINICS
Unit Ne.
AUDIO-VISUAL AUTHORIZATION PERMIT Rarie
Birthdate
Project Neo.

In the interests of science and the furtherance of medicine, and for other valuable

considerations, I , Unit No.

consent to and authorize the taking of photographs and motion pictures and the production
of closed eircuit television programs, video tape recordings and other visual and auditory
recordings of me by the University of Oregon Medical School Hospitals and Clinics and
their employes and agents. I authorize such materials to be used, without restriction as
to time, in medical teaching programs, scientific and medical publications, and non-
commercial media. I further authorize the use of my name in connection with these
materials. I release the University of Oregon Medical School Hospitals and Clinics and
their employes and agents from any responsibility in this matter and understand that no
payment is to be made to me on account of my participation in the activities hereby per-

mitted.

Signature

In consideration of the above-referenced materials being used for
medical and scientific purposes and for other valuable considerations
I hereby consent to the foregoing release by

6.0A

Signature of Parent or Guardian

Witness

Date

Doctor
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IDENTIF YING DATA AND HISTORY FORM

Name Unit No. Date

Age Race Marital Status: S M W. D Sex: M F

Residence (city, state) Tel:
Occupation Referral Source
Weight Height - Ideal Weight % Overweight Goal

How does it happen that the patient is seeking help with the weight

problem at this time?

Is the objective a short term or long term objective?

Patient!'s own words: " "

When did the patient first become overweight?

Has the patient ever been at an ideal weight since that time

How has the patient tried to lose weight before?

What has worked for the patient before?

What would have to change in the patient's life to be able to lose

weight now?

What in the patient's life would make it difficult to stay with a weight

reduction program?

Emotionally?

Socio-economically?

Environmentally?

Medically?

Is the patient on any medication?

Name of medication Reason

Who in the patient's family would help him lose weight?
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APPENDIX C

Assessment Instruments



177

EVALUATION FORM

If you are willing, would you make a frank statement about the most

useful aspect of the program for weight loss in which you participated:

the least helpful aspect:

What is the major difference in your eating habits now?

What is the major difference in your exercise habits now?

Have you been able to continue using the program on your own?
Respond by marking the one phase that describes best your answer:

1, None of the time
Liess than half the time
Half the time

Most of the time

TG W N

All the time

Thank you,

Betty Duncan, R.N.
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APPENDIX D

Data Collection Forms
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BERGER ATTITUDE INVENTORY

This is a study of some of your attitudes. Of course, there is no right answer for any statement. The
best answer is what you feel is true of yourself,

You are to respond to each question in the answer column according to the following scheme:

Not at all Slightly About halfway  Mostly True of g: @ = og E»%
true of my- true of true of myself true of myself ; ?’," % g o
self myself myself R ; N
L
Remember, the best answer is the one which applies to you. =} g = [ |2
|
=N = |8 -::mb
cli
2
i I'd like it if I could find someone who would tell me how to solve my i

personal problems,

s 1 don't question my worth as a person, even if I think others do.

3. I can be comfortable with all varieties of people--from the highest to the
lowest.

4, I can become so absorbbed in the work I'm doing that it doesn't bother me not

to have any intimate friends.

Se I don't approve of spending time and energy in doing things for other people.
I believe in looking to my family and myself more and letting others shift
for themselves,

6. When people say nice things about me, I find it difficult to believe they really
mean it. [ think maybe they're kidding me or just aren't being sincere,

7 If ‘there is any criticism or anyone says anything about me, I just can't take it.

8. I don't say much at social affairs because I'm afraid that people will criticize
me or laugh if [ say the wrong thing,

9. I realize that I'm not living very effectively but I just don't believe that I've
got it in me to use my energies in better w ays.

10, I don't approve of doing favors for people. If you're too agreeable they'll
take advantage of you,

i, I look on most of the feelings and impulses I have toward people as being
gquite natural and acceptable.

g2 Something inside me just won't let me be satisfied with any job I've done--if
it turns out well, I get a very smug feeling that this is beneath me, I shouldn't
be satisfied with this, this isn't a fair test.

13, I feel different from other people. I'd like to have the feeling of security that
comes from knowing I'm not too different from others,

i4. I'm afraid for people that I like to find out what I'm really like for fear
they'd be disappointed in me.
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15, I am frequently bothered by feelings of inferiority.

16. Because of other people, I haven't been able to achieve as much as I would
have,

17 I am quite shy and self-conscious in social situations.

18, In order to get along and be liked, I tend to be what people expect me to be
rather than anvything else,

19. I usually ignore the feelings of others when I'm accomplishing some important
end,

20, I seem to have a real inmer strength in handling things. I'm on a pretty solid
foundation and it makes me pretty sure of myself.

21, There's no sense in compromising., When people have values I don't like, I
just don't care to have much to do with them,

22, The person you marry may not be perfect, but I believe in trying to get him
{or her) to change along desirable lines,

23; I see no objection to stepping on other people's toes a little if it'll help get me
what I want in life.

24, I feel self-conscious when I'm with people who have a superior position to
mine in business or at school.

25, I try to get people to do what I want them to do, in one way or another.

26. 1 often tell people what they should do when they're having trouble in making
a decision.

27, I enjoy_myself most when I'm alone, away from other people.

28, I think I'm neurotic or something,

29, I feel neither above nor below the people I meet,

30. Sometimes people misunderstand me when I try to keep them from making
mistakes that could have an important effect on their lives,

3l Very often I don't try to be friendly with people because I think they won't
like me.

32.  There are very few times when I compliment people for their talents or jobs
they've done,

33 I enjoy doing little favors for people even if I don't know them well.

34, I feel that I'm a person of worth, on an egual plane with others,
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35, I can't avoid feeling guilty about the way I feel toward certain people in my
life,
36. I prefer to be alone rather than have close friendships with any of the people
around me,
37. I'm not afraid of meeting new people. I feel thatI'm a worthwhile person and
there's no reason why they should dislike me.
38. I sort of only half-believe in myself.
39, I seldom worry about other people. I'm really pretty self~centered.
40. I'm very sensitive, People say things and I have a tendency to think they're
criticizing me or insulting me in some way and later when I think of it, they
may not have meant anything like that at all,
41. I think I have certain abilities and other people say so too, but I wonder if I'm
not giving them an importance way beyond what they deserve.
42, I feel confident that I can do something about the problems that may arise in
the future.
43. 1 believe that people should get credit for their accomplishments, but I very
seldom come across work that deserves praise.,
44, When someone asks for advice about some personal problem, I'm most likely
to say, "It's up to vou to decide, ' rather than tell him what he should do.
45, I guess ] put on a show to impress people. I know I'm not the person I
pretend to be.
46, I feel that for the most part one has to fight his way through life. That means
that people who stand in the way will be hurt,
47, I can'thelp feeling superior {or inferior) to most of the people I know.
48. I do not worry or condemn myself if other people pass judgment against me.
49. 1 don't hesitate to urge people to live by the same high set of values which I
have for myzelf.
50. I can be friendly with people who do things which I consider wrong .
51 . I don't feel very normal, but I want to feel normal.
52, WhenI'm in a group I usually don't say much for fear of saying the wrong thing.
53, I have a tendency to sidestep my problems,
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54. If people are weak and inefficient I'm inclined to take advantage of them. I
believe you must be strong to achieve your goals.

55. U'm easily irritated by people who argue with me.

56. WhenI'm dealing with younger persons, I expect them to do what I tell them.

57. 1 don't see much point to doing things for others unless they can do you some
good later on.

58. Even when people do think well of me, I feel sort of guilty because I know I
must be fooling them--that if I were really to be myself they wouldn't think
well of me,

59. I feel that I'm on the same level as other people and that helps to establish
good relations with them. 2

60. If someone I know is having difficulty in working things out for himself, I like
to tell him what to do.

61, I feel that people are apt to react differently to me than they would
normally react to other people.

62. I live too much by other pgople's standards.

63. When I have to address a group, I get self-conscious and have difficulty saying
things well.

64. If I didn't always have such hard luck, I'd accomplish much more than I have.
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BASELINE DATA MONITORING FORM

Date: Name:

Weights:  before breakfast
before lunch
before dinner
at bedtime

]

Comments about the day in general:

% B e P 5 Comgl ents Alon(e; or (1%. ) !

Time Food, Drink & Am’t Calories | Where Posture | Mood (letter)| with whom |Activity | Min

12 am
1 am
2 am

[=X ko]

~

10
11

12

1 pm

(S0 - (VI

o oo |\ o

10

11 pm

Total: Total:
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GUIDE TO THE USE OF THE BASELINE MONITORING FORM

Column A.

Column B.

Column C,

Column D.
Column E.

Column F.

Column G.

Column H.

Circle the time when food was eaten.

The name of the food or drink taken, and the amount,
i.e., 1/2 cup, 1 om., etc.

The number of calories in that amount of food or drink.
Total the number for each day.

Where the eating occurred, i.e., home, kitchen, etc.
Indicate whether it was eaten while standing, sitting, etc.

The feeling before the food was eaten; chart the letter
that best describes the feeling state and add any
explanative comments,

Anxious

Bored

Tired

Depressed

Angry

Neutral

Hungry (especially)

°

D REP e

Were you alone or with someone and indicate who that
someone was.

Below are listed five levels of activity. Indicate which
level of activity was engaged in by number, or you may
use a word to describe the activity.

1. This is essentially the basal rate of metabolism
plus some allowance for turning over and getting up
and down. It will also serve to indicate the number
of hours of sleep or rest each day. This uses .4
calories per pound body weight per hour.

2. This is normal activity while sitting, reading,
driving a car, and including normal outdoor activity
such as standing and walking in limited areas and
moving from one room to another. This uses .7
calories per pound body weight per hour,




Column I,
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In this category are such things as purposeful
walking, largely outdoors, occupational activity
involved in light physical work, normal housework,
light gardening and carpentry, and activities
sitting down that require vigorous are movements.
This uses 1.4 calories per pound body weight per
hour.

This includes heavy housework, heavy gardening,
cycling 5-9.5 mi. per hour, dancing using a fast
step, stationary cycling at a moderate rate, tennis,
walking fast and golfing.

This uses 2.8 calories per pound body weight per
hour,

This category includes vigorous exercise such as
calisthenics, climbing up and down stairs, cycling
(12 mi. /hr.) handball, paddleball, skipping rope,
jogging, swimming (40 yd, /min.) skiing, running
and playing football.

This uses 4 calories per pound body weight per hour.

Write the number of minutes or hours involved in each

category. Total each day by multiplying calories ex-

penditure in that category times your weight, times
the number of hours during the day you were involved
in that category of activity., Make a total for all the
categories, ¥

*This is an average minimal estimate,



190

APPENDIX E

Work and Goal Sheets
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Goal Sheet, Session I

Name

These suggestions will help to eliminate some of the environ-

mental cues (signals or situations) that are associated with eating.

Arrange to eat in one room only.

When I am at home I will eat

At work I will eat

Arrange to eat in one place in that room. Set that place each
time you eat anything with a placemat, plate, gilver, goblet,
and napkin. Sit down before you eat.

Schedule when you will eat and eat only at those times.

Time Meal or snack Place the meal or snackwillbeallowed

The following suggestions will help you gain control over cues

that precede eating that cannot be entirely eliminated. KEspecially the

sight and smell of food itself.

4,
5;
6.

Buy non-fattening foods.
Shop from a grocery list and only after you have eaten a meal.
If you have to buy problem foods, keep them out of reach and

out of sight, Some of the problem foods I can identify are




194

7. Make sure foods you eat need preparation. It helps if they take
a long time to eat.

8. Keep low calorie snacks ready in the refrigerator.

% Become familiar with different kinds of soda pop, including the
number of calories in each. Drink a low calorie soda pop
before going to a dinner party or restaurant to ''fool your
stomach. " Use water the same way.

10. Use a smaller place to make servings appear larger.

Further goals for this week are:

My exercise goal for this week is

As the "reinforcer, ' or '"helper, ' I will

Signed

Continue to fill out data collection sheets, and bring them to the
sessions.
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Goal Sheet: Session III

Date Name

There are three states of feeling deprived that have been shown
to be associated with problem eating.
I Food deprivation: when a person skips a meal he puts himself
in a state of being deprived that automatically increases the positive
value of food. He may then reward himself at a later time by over-
eating,

Plan when you will eat every meal.

2. Energy deprivation: fatigue and overeating are often associated.

Avoid fatigue due to lack of sufficient sleep.

Notice the deficit between food intake and energy expenditure. I eat

an average of calories, and use up an average of
calories a day in physical activity.
L8 Stimulus deprivation is boredom. Eating is often associated

with the lack of a specific interest at the time.

Keep available a number of nonfood activities capable of engaging

your interest, They may be social avocational, work, or exercise.

Goals:

Signed

Goal for the social reinforcer:

Signed
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Goal Sheet: Session IV

Date Name

The first part of this lesson deals with the behavior itself:
EATING. In the model we have been using it can also be referred to

as the response.

Antecedents Response Consequences

(Situations that (Intake of (Wt. gain or wt. loss, positive com-
signal a desire food) ments about behavior (or negative).
to eat) increased sense of self control,

monetary reward.)

These steps will help you slow down your eating:

1. Take small mouthfuls of food and chew the food completely,
tasting it thoroughly before swallowing.

2 While you are chewing, lay down the eating utensil for a few
seconds, and increase the interruption to 2-3 minutes. Congratulate
yourself on your sense of self-control.

3z Initiate conversation betWeen each 2 -3 mouthfuls of food; or if
you are alone, time yourself to make the meal last a designated num-
ber of minutes.

4. Leave a portion of each food on your plate.

5. When you finish the meal, go brush your teeth.

I have identified that signal positive eating practices

and appreciate my social reinforcer for

You can further increase immediate feedback about your program by
keeping a daily eating, exercise and daily weight graph. A sample

of such a graph will be given to you. Post it on your refrigerator so

others can see it and pat you on the back too. This graph will help

you in three ways:
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15 Help you keep track of how well you are following the
program.
2. Help you find out how well the program is working for

you and if any changes need to be made.

3. Serve as a constant ''pat on the back. "

Expect to keep such a graph always.

My exercise level is

I will monitor the posting of information on the daily graph.

Signed
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SESSION V

(This session was on nutrition. No work sheet
or goal sheet was used during the session due
to lack of sufficient time. A sample that could

be used is included.)
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SESSION V

AID IN DETERMINING OPTIMUM CALORIC INTAKE

IN ORDER TO LOSE APPROXIMATELY 2 POUNDS/WEEK

Total number of calories taken in through food in one week

caloric average /day

Total number of calories expended through activity + basal
metabolism (some calories are used in the metabolism of foods

also) caloric average /day

Number of pounds gained or lost

This represents calories (3, 500 per pound).

If you have lost, add 3,500 x number pounds lost to average
caloric intake per day. If you have gained, subtract 3,500 x

number pounds gained to average caloric intake per day.

This is the average caloric maintenance value to maintain your
present weight.at the present level of activity.

caloric average /day

What is the difference between the caloric intake and energy

expenditure?

How many pounds lost does it represent?

Now, if you want to lose two pounds per week, you need to
subtract 500 calories each day from the average caloric

maintenance value calculated in Step Six.
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Goal Sheet, Session V

Date
From the discussion on diet I learned
i. The amount of food I eat is (portions):
2. The number of calories I eat is:
£ The amount and kind of fat I am eating is:
4. The amount of sugar I am eating is:
5 My physician's restrictions on fat and sugar are:
6. I am eating too many empty calorie foods yes no
7. I am eating too many highly processed foods yes no
8. The amount of fruits and vegetables needs to be:
% I am eating a well-balanced diet yes no. This I know
because I eat meat exchanges, cereal exchanges,
milk exchanges, vegetable exchanges, fruit
exchanges, misc. exchanges.
10. Am I drinking an adequate amount of water in my diet?
11, Do I include alcohol in my diet? L
L2 My serum lipid level is:
13l My level of exercise is: e
Signed
I learned

Signed
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Goal Sheet, Session VI

Name EXERCISE Date

Exercise, or physical activity, is stressed for several reasons:

1. It will use up calories.

2 An optimum amount of physical activity has a dampering
effect on the appetite regulatory center in the brain.

3. Exercise has a direct effect of increasing muscular tone
and improving circulation.

How many calories do you burn up in light exercise, on an average,
each day? This category includes such things as purposeful walking,
largely outdoors, occupational activity involved in light physical work,
normal housework, light gardening and carpentry, and activities
sitting down that require vigorous arm movements.

av./day

Goal: av./day

How many calories do you burn up in moderate exercise, on the
average each day? Includes heavy housework, heavy gardening,
cycling 5-9 mi/hr, dancing a fast step, stationary cycling at a
moderate rate, tennis, walking fast.

av./day

Goal: av, /day

How many calories do you burn up in heavy exercise, on an average
each day? This category includes calisthenics, climbing up and down
stairs, cycling 12 mi/hr, handball, paddleball, skipping rope, jog-
ging, swimming 40 yds/min, skiing, and running.

av./day

Goals av,/day
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Suggestions to help you maintain your daily exercise pattern:

1. Find a partner (name of partner).

2 Start now so your exercise habit will be well developed
before you retire, weather changes, etc.

Je Who is going to help you maintain this very important
activity? (name and how)

THE EXERCISE PROGRAM:

Signed
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INSTRUCTION SHEET, SESSION VI

Date

The really rewarding consequence of your development of new
eating and exercise habits is probably the loss of weight. In this
program the small consistant loss of weight is emphasized., The loss
of weight then is a slow accomplishment, Your new behaviors will
not last unless you reward yourself in a meaningful way for your
development of self-control., For this reason you and the person
helping you are asked to devise a system of reinforcement.

My system of reinforcement is as follows:

Response Amount Reward

My exercise level is at

I will be the administration of the system of rewards.

Signed
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APPENDIX E

Raw Scores for the Berger Acceptance

of Self and Others Scale
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The purpose of this study was to develop a multifaceted behav-
ioral program to be used by nurses and others in the treatment of
obesity. Videotape replay of part of each session was unique to the
present study.,

The final goal of all learning theory approaches to weight
reduction is the attainment of control on the part of the subject so
that his eating behavior can be self-monitored, and thus self-
controlled. Stuart and Davis (1972) have suggested a variety of
mechanisms designed to limit the external stimuli which control the
eating response. These procedures were designed to make each
response discrete and consequently more amenable to control.

Utilizing these guidelines, the component of increased family

involvement was added. To conserve and maintain eating behavior
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change in the natural environment, the wife of the subject was
instructed in useful ways to become a powerful social reinforcer.
Videotape replay was used to focus on this aspect and throughout the
program to increase patient-family involvement,

A three month treatment period was divided into two phases.
An initial six weeks of continuous contact for the teaching-therapy
sessions was followed by six weeks of intermittent contact for
monitoring the subjects progress. Follow-up was conducted three
months following the end of the treatment period.

Literature concerning modes of therapy for obesity suggests
that weight reduction is a difficult task, Criteria for measurement
of successful weight loss suggests that the loss of more than twenty
pounds of body weight is rare, and maintenance of such a loss has
an even lower success rate (Stunkard 1959). The subjects in the two
case studies presented both lost twenty pounds or more. One subject
had lost an additional ten pounds at follow-up, while the other subject
reported a one pound weight gain., A comparison of Stunkards'
findings with that of the present study suggests this program was as
successful, and possibly superior to existing programs for the
control of obesity. Further, the amount of weight loss exhibited by
the subjects indicates the use of videotape replay is a useful adjunct
in a broad behavioral program to accelerate, facilitate, and

personalize learning.





