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(ABSTRACT)

Obesity and relapse after dieting pose asignificant threat to an increasing number of
adultsin this country. Resistance to treatment and high relapse rates make this problem
frugtrating for patients and practitioners. There is limited research on relgpse causation;
research on socid and life circumstance factors is uncommon. Given the limitations of
exigting research, the purpose of this sudy was to investigate the naturd course of
obesity relgpse. A purposive sample of eight obese women, ages 31-57, was selected.
All of the women rdapsed at least one or more times throughout their lives. A quditative
study design was used to examine and integrate their attributions for relapse.

The qudlitative paradigm was sdlected because it dlowed for an inclusive study of
relgpse without confining the investigetion to a predetermined set of responses.
Information was gathered on contributory factors: physica, socia and psychologica, but
not limited to these areas. These factors were reported in a case study format. Verbatim
quotes were used to provide descriptive information and ingght into individua cases.
Cases were andyzed for main atributions; key words and phrases were used to develop
categories. Common themes were derived from these categories and examined across the

cases.



Conventiona wisdom about the factors, which contribute to obesity relapse, was
chalenged by this research study. Excess calories and decreased physicd activity were
not the only conditions that were contributory to the respondents’ relgpses. Diverse socid
and psychologica issues often combined with physical factors to dominate the
respondents’ attributions. The relgpse attribution themes commonly represented in the
case sudiesincluded: the impact of food redtriction, the impact of having persona choice
taken away, negative emations, physiologicd factors, lifestyle demands and the return to
familiar food habits.

Based on this study, it is recommended that obesity practitioners consider assessment
and treatment modadlities that are holistic. A paradigm shift away from traditional
gpproaches may be a necessary step in providing more effective treetment. Additiond

research, which focuses on life circumstances and obesity relapse, is needed.
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CHAPTER/|

INTRODUCTION AND STATEMENT OF THE PROBLEM

OVERVIEW

The subject of this dissertation is obesty rdapse. Understanding why peopleregain
lost weight is of particular concern since relagpse occurs often and has detrimental
consequences. Obesity predigposes individuals to a number of serious hedth problems,
including digbetes mdlitus, cardiovascular disease, and certain cancers. In addition to
these diseases, the psychologica falout from unsuccessful maintenance of weight loss
causes extreme persond distress for many people who struggle with obesity and its
legacy of relapse.

The nature of obesity is complex and its scope iswidespread. A large segment of the
adult population in the United States is obese and the percentage of this population has
increased over the last few decades. While overweight is defined as having a body mass
index of between 25 and 29.9, obesity istechnicdly defined as having a body mass index
of greater than or equal to 30 (Mokdad et a.,1999). It has also been defined as having a
body weight that is 120% of desirable weight for height (Dwyer, 1994). Using the
classfication of aBMI of 30 or above, recently published trend data from the Nationa
Hesdlth and Nutrition Examination Studies (NHANES) indicate that the prevalence of
obegity isincreasing in this country (Flegd et d.1998). These data show thet in the
United States the percentage of obesity increased from 14.5% during the period of 1976
to 22.5% during 1988 to 1994. These figures are unfortunate and defy the consderable

professond effort and money spent each year on this burgeoning problem.



At any onetime, tens of thousands of American adults are engaged in dieting
practices. However, postive trestment outcomes (which are defined as incdluding weight
loss maintenance, absence of weight cycling and improvement in clinica status and
quality of life) seem to eude both the practitioner and patient (Honig & Blackburn,
1994). The complexities of obesity and our incomplete understanding of al of the
etiologic factors may be contributory to the perpetuation of obesity and its refractory
nature (Honig & Blackburn, 1994).

The sde effects that often accompany obesity compound the problem since the
physiologica and psychologica consequences, which are attendant to being obese, are
serious in nature. The Expert Pand on the Identification, Evauation and Trestment of
Overweight and Obesity at the Nationd Heart Lung and Blood Ingtitute (1998), states
that overweight and obesity significantly increase an individua’ srisk for developing
hypertenson, dydipidemia, type 2 diabetes, coronary heart disease, stroke, gallbladder
disease, osteoarthritis, deep apnea and respiratory problems. Increased body weight is
also known to predispose women to breast and endometria cancers and to predispose
men to an increased risk for colon and prostate cancer (NHLBI, 1998). While the
consderable effects of excess body weight on morbidity have long been established the
impact on mortdlity has only recently been “rigoroudy estimated” (Allison et d., 1999).
Allison and colleagues (1999) estimated that among adults in the United States, 280,000
annud deaths were attributable to obesty.

Regarding psychologica consequences, thereis conflict in the fidd of psychology as
to whether psychologica problems accompany obesity. While psychologicd literature

falsto conclude that obesity increases aperson’srisk for developing psychologica



problems, clinica impressions often lead the practitioner to believe othewise (Reiff &
Reiff, 1997; Browndl & O'Neill, 1993). Our society places agreat ded of emphasison
thinness; obese people are discriminated againg in al areas of life, from romance to jobs
to insurance premiums (Sizer & Whitney, 2000). Furthermore, being obese in asociety
like ours that venerates the aesthetic idedl has been noted to have a negative impact on
those individuals who equate body shape with saf worth (Browndl & Wadden, 1991).
Fedings of guilt associated with not being able to completely control body weight can
often lead to perpetuation of obesity in someindividuads. Cyclicd dieting, followed by
weight gain and ultimately weight loss rdlgpse is often aresult of these fedings of

persond inefficacy regarding the weight loss struggle (Browndl & Wadden, 1991).

OBESTY RELAPSE

Thereislittle agreement on the exact definition of obesity rlapse; thisfact is
evidenced in the reviewed literature that followsin Chapter 11. In three of the research
aticles, relapse is characterized by the inability to gain control after bresking prescribed
diet rules or violating sdf-determined rules. However, the mgority of the articles
reviewed from both psychology and nutrition journds classify relgpse by weight gain
parameters.

Notwithstanding this lack of agreement on the exact standard that defines relapse,
leading obesity researchers agree that rel gpse after trestment completion remains an
inevitable consequence for most dieters (Hill & Wyaitt, 1999; Poston et d.,1999; Grillo,
Shiffman & Wing, 1993). While exact prevalence rates of obesity relgpse are unknown,

obesity researchers note that the statistics for weight relgpse after trestment are dismd.



According to Berkowitz (1994), there is a 36% regain of lost body weight in the fird year
following weight loss treetment. Astime elgpses, regain rates are even higher. Wadden
(1993) noted that after three to five years most people gain back dl of their lost weight.

The reasons that most people lose weight and then regain it continue to eude
researchers. In an atempt to understand this complex problem, Berkowitz (1994) notes
that relgpse can be conceptudized in various ways--- biologicaly and environmentaly.
According to this author, one of the more sdient biologica explanaions for rlgpseisthe
Body Weight Set Point Theory. This theory proposes that body weight is regulated very
carefully and that even when an individua is temporarily successful at lowering body
weight, the body will ways return to its [heavier] “basdine weight leve” (Berkowitz,
1994). Keesey and Hirvonen (1997) aso point to the viahility of thistheory and to the
possihility that the maintenance of obesity is affected by the defense of abody weight set
point. Excessve hyperplasaand alow resting metabolic rate are two physiologica
characterigtics often found in obese individuals. Both factors are thought to impact
relgpse by increasing the body weight set point and influencing the devel opment and
maintenance of the obese date (K eesey & Hirvonen 1997; Browndl & Wadden, 1992).
Hyperplasia, or the process of increasing fat cell numbers, isinfluentid becauseit is
thought to be intractable. Once developed, fat cell numbers are a permanent fixture of the
fat depot, making weight loss treatment that much more difficult (Brownell & Wadden,
1992). And, alowered metaboalic rate is thought to affect the maintenance of obesity by
facilitating regain after loss (Astrup et d., 1999).

In addition to physiologicd factors, the environment is dso thought to be astrong

determinant in the maintenance of obesity and reapse (Hill & Peters, 1998; Berkowitz,



1994; Brownell & Wadden, 1992). Food availahility, large portion sizes and decreased
physica activity are dl environmenta factors that have impacted the growing trend of
obesity in this country. In the United States, food which is high fat, inexpendve and
cdoricdly dense, is available dmost everywhere (Hill & Peters, 1998). The digtary trend
toward a higher fat diet has Sgnificance since excess caories from fat versus
carbohydrate or protein has been shown to be more quickly stored as body fat (Hill &
Peters, 1998; Coulston & Rock, 1994).

Not only have our food intake patterns changed but there has a so been a subsequent
declinein nationa physica activity habits. Occupationd changes that no longer require
physical labor, advances in trangportation and our reliance on labor saving devices have
contributed to a decrease in activity and a declinein caoric expenditure (Hill & Peters,
1998). Rippe (1998) reported that only 22% of adults in this country achieve the exercise
recommendation of 30 minutes per day proposed by the Healthy People 2000 standards.
Rippe (1998) and other researchers ( Foreyt & Poston,1998; Hill & Peters, 1998) have
linked this nationd “epidemic of inactivity” to obesity maintenance.

Despite cogent arguments for the impact of biology or the environment on the
maintenance of the obese state, no single theory can be offered to adequatdly explandl
of the “manifestations of obedty” (Mahan & Escott-Stump, 1996), or relgpse. Genetics,
culturd factors, and persond behaviors are dl thought to exert an influence on body
weight determination (Brownd| & Wadden, 1992; Brownd| & O’ Naeill, 1993).
However, al of the etiologica factors that influence obesity and rel gpse have yet to be
explored. Browndl and O’ Neill (1993) have suggested that perhaps the interplay of risk

factors on certain individuas or specific “life circumstances’ can account for obesity.



Unfortunately, research on life circumstances is misang from the scientific literature, yet
itisclear from clinical practice that a person’s life experiences srongly impact weight
higtory (Browndl & O'Neill, 1993). In addition to this missing piece of the puzzle on
obesity and relgpse, there is alack of information on the actual mechanism or natura
history of the dieter’ srelgpse. Thislack of information may be due to the fact that
relgpseis so individualy determined and that no reliable measures exist which assess

relapse and perceived loss of control (Brownell, et d., 1986).

STUDY RATIONALE

Obegity and relapse after dieting pose asignificant threat to an increasing number of
adultsin this country. Resistance to treatment and high rel gpse rates make this problem
frugtrating for patients and practitioners. The dismd prognosis for keeping weight off are
evidenced in the available Satistics. According to leading obesity researchers, most
people regain dl of their lost weight three to five years after dieting (Poston et d., 1999;
Wadden, 1993).

Beyond the few known contributors to the etiology of relapse, very littleis known
about the perpetuation of obesity and why people relapse back to original weight after
successful weight loss Little is known about the people who lose and regain weight
(Kayman et d., 1990), the actud mechanism of relapse (Brownell et d., 1986), or many
of the physicd, psychosocid and environmenta factors that contribute to its
development. And, with the exception of Kayman's study in 1990, there are no other

qualitative or quantitative studies that focus on the obese individua’ s attributions for



weight loss reapse. The limited amount of available information points up the need for a

more comprehensive understanding of obesity rel apse.

PURPOSE OF THISSTUDY

Given the limitations of existing research, the purpose of this study was to find out
more about the nature and substance of obesity relapse. Through a quditative design, this
study examined and integrated the in-depth descriptions of the experiences of eight
women who have rdlgpsed. Detailed descriptions were provided though the inclusion of
actual persona accounts. Through the processes of analysis (Chapter V) and cross-case
andyss (Chapter V1), these persond accounts alowed for the identification of common
themes that contributed to obesity relapse. In addition, this study was designed to focus
not only on physicd factors, but also the psychologica and life circumstance factors
associated with relgpse. Thistype of integrated research may assst patient and
practitioners by providing grester indght into a complex problem that is not dways

amenable to pat prescriptions for caloric reduction or obesity drugs.

OBJECTIVESOF THE STUDY

1. Toinvedigate the naturd course of obesity relgpse by asking eght women that
experienced relgpse to give their atributions for relapse and to tell their persond
stories of relapse.

2. To better understand key factors which were contributory to obesity relgpse through

use of aquditative research design.



3. Toassemble and report the information from each of the eight interviews into a case
study formet.

4. To andyze each of the cases and to identify significant patterns which were
contributory to obesity relapse.

5. Toandyze cross case smilarities and patterns and to construct these patterns or
themes into a conceptua framework in the cross-case analys's section.

6. To present recommendations for future obesity relapse treetment and research based

on a conceptua framework.

DEFINITION OF TERMS

Relapser: Study respondents who were obese, or had a body weight which was at least
120% of ided weight, and had previoudy lost and regained 25 pounds or more of their
weight at one or more times.

Attributions: Explanations or reasons given by the respondent as factorsin their relapse
experience.

Fadting Diet: Liquid or solid food diet plan that contained fewer than 1200 caories per
day.

Formal Diet Program: A commercid or medicaly supervised weight control program

that included routine weight checks. Some forma programs included medica follow-up
and nutrition education. However, thiswas not a prerequisite for classfication asa
formad diet program. This study dlassfied: Weight Watchers, 1Q Hedlth, Diet Center,

Nutri-System, Weight Loss Forever, Optifast and Caorad as forma diet programs.



Sdf-Desgned Diet: Weight loss diets or regimens that were created or designed by the

respondent.

Dichotomous View of Foods: A limited view of foods; a classfication of foods as good

or bad.



CHAPTER 11

REVIEW OF LITERATURE

The purpose of this chapter isto present an overview of existing information and
research on obesity relgpse, as well as information on current obesity treatment
recommendations. Table 1 (at the end of this chapter) provides asummary of the
research articles reviewed in-depth with respective definitions of relgpse. Research
aticlesin Table 1 are presented according to dates; beginning with Ance Key’swork in
1950 and ending with the Poston study which was published in 1999. In Table 1, the
mgority of the cited articles present data on femade relgpsers. This can be explained by
the fact that women are more likely than men to join weight control programs (Waolfe,
1992), therefore, more information is available on female dieters and their subsequent
relapse episodes. With regard to source and subject of the reviewed information, at least
haf of the regpse data that are available originate from psychology journds rather than
from nutrition journas. The focus of the cited psychology oriented research articlesis
not on calories or theimpact of nutrition on relapse, but rather on emotions or behaviors
associated with rlgpse. In many of the articles, nutritional and physicd factors, like
caoric intake or exercise, are downplayed asinfluentiad factorsin obesity relgpse.

In an effort to provide a complete overview of relapse, information is presented and
based on an integrated review of the research. Two proposed models are reviewed, the
Cognitive Behavioral Modd, which conceptuaizes the dynamics of the occurrence of
relgpse, and the Boundary Modd which offers possible reasons for uncontrollable esting.

Asafollow-up to these modds, information on factors associated with relapseis cited.

Factors such as negative and positive emotions, socia support, and achievement of a set

10



god weight are discussed. Findly, treatment information specificdly targeted to
nutritionists and hedlth practitioners, such as the recent recommendations of the National
Heart, Lung, and Blood Ingtitute’ s Expert Pand on the Identification, Evauation, and
Trestment of Overweight and Obesity in Adults (1998) and the Weight Management
Pogtion of the American Diegtetic Association, is highlighted in the find section of this

chapter.
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Tablel. Summary of Obesity Relapse Literature Review

Study Title Author; Concepts Study Study Format Comment
Relapse/ Identified Participants
Regain
Definition

TheBiology of | Keys, A., Food cravings, | 32 normd Conscientious | Study has

Human Brozek, J,, excessive weight young Objectors implications

Starvation Henschel, A., intake, and men. Mean participated in | for obese
Mickelsen, O., | preoccupation age25.5years | asemi- dieters that
Taylor, H.L. with food are (SD35years) | starvationdiet | choose semi-
(1950); artifactsof a agerange 20to | for 6 months, starvation
*rkkkkkkkkkk | gemi-starvation | 33 years. and 3 months regimens.
Relapseisnot | diet. rehabilitation. Cravings and
discussed in excessive
thiswork on intake post-
semi- regimen could
starvation, but be driving
documentation relapse.
illustrates the
phenomena

Determinants Rosenthal B.S. | Positive and 86 women, Interview study | Intrapersonal

of Initial & Marx, RD., | negative students and conducted 60- | (occurring

Relapse (1981); emotions staff who had 75 days post while aone)

Episodes FrkxFxkxxRxxx | influence participated in | weight control | vs.

Among Dieters | “Relapse relapse. a9 week program. Interpersonal
Episode” is weight loss Factors
defined asa program. Ages (occurring with
violation of not given other people)
the subject’s not as critical
self-imposed as emotions.
rules used to
govern their
food intake
and body
weight.

Maintenance of | Marston, A.R., | Eight key 47 formerly Tracked by Study gives

Successful & Criss, J. differences overweight, 9 mail additional

Weight Loss: (1984); between men and 38 guestionnaire support to the

Incidence and | *****x*x*x** | relgnsers and women; oneyear after premise that

Prediction Relapse maintainers; average age 37, | weight loss. people who
definition is maintai ners agerange (23- diet on their
based ontwo | takelonger to 74). own fare
standards: lose weight, better.
being lose more wt.,
overweight reach goal
(more than weight,

15% above exercise, not
desirable emotional
weight) at 1 eaters, fewer
year after sleep

weight loss disturbances.




Table 1.

Summary of Obesity Relapse Literature Review

effort; and
regaining 20%
or more of lost
weight one year

after dieting
Identification | Schlundt D.G., Negative 35 overweight Participants Also identifies
of HighRisk | Sbrocco, T. & emotions, individuals at kept a influence of
Situationsin a | Bdl, C. (1989); positive social least 20% continuous positive and
Behavioral *xkxkkx*AA*E | interactions, and | above IBW, 5 diary duringa | negative
Weight Loss | Authors physiological men and 30 10 week moods on
Program: concentrate on | craving big women; mean behavioral overeating.
Application describing high | three that age 37(S.D. 18 | weight control
of the Relapse | risk life precede dietary | years) program.
Prevention situationsthat | "slips" when
Model cause dietary engagedina

slips versus weight

describing full reduction

blown relapse. program.

“Slips’ are

defined asthe

violation of

self-imposed

dietary rules

during weight

reduction

programs.
Maintenance | Kayman. S.. Key differences | 108 women Open-ended Dieting on own
and Relapse Bruvold. W.. & | between recruited from interview again seenasa
After Weight | Stem J.S. maintainers, alarge HMO. questionnaire distinct
Lossin (1990); and relapsers: Maintainers lastingto 1.5 characteristic
Women: *xkxFRX*KKXF | relgpsers more n=30, relapsers | hours. of maintainers;
Behavioral Weight likely tojoin n=44, control eating in
Aspects. standards are wt. control n=34. Mean response to

used to define programs, use age 4l for negative

relapse. restrictive maintainers, emotionsis

Relapsers are dieting, eat due | and 47 for characteristic

noted to be at to negative relapsers. of relapsers.

least 20% or emotions, and

more overweght | lesslikely to

(usingthemid- | exercise, deal

point of the with problems

weight range and seek social

for medium support.

frame, 1959

Met. Life

tables), and

have previoudy

lost 20% or

more of their

weight
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Table 1.

Summary of Obesity Relapse Literature Review

one or more
times but
regained it.
Preventing Baum. JG., After 32 participants, Therapist Support after a
Relapsein ClakH.B., & participating in | 31 women, | supported weight control
Obesity Sandler J. aweight man, just group (n=15) | program or
Through (1991); control completed al12 receive 3 during
Posttreatment FHRkxk ok k kK k% program, week months maintenance
Maintenance Relapseisnot | patients behavioral additional period is
Systems: directly supported by a | weight control treatment integral to
Comparing defined, but it therapist program. Mean which keeping weight
Relative isimplied that (during age 39.9 years. includes off. Thiswas
Efficacy of relapseisthe mai ntenance) Assessed 3, 6, relapse supported by
Two Levelsof | process of not | aremore 12 months post prevention Perri'swork
Therapist maintaining successful than | weight booster (1994,1987,
Support weight loss those given program. sessions, 1995).
during follow- minimal mail/phone
up periods of support. contact; vs.
3,6, and 12 minimal
months support
posttreatment. receive
written
contact.
Long-Term Wolfe, B.L. Dieters who 254 clientsthat | Clients who People who
Maintenance (1992); achieve goal attended Jenny | completed a "reach
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RELAPSE MODELS: COGNITIVE BEHAVIORAL AND BOUNDARY MODELS

Cognitive Behavioral Model. Some of the available literature on obesity relgpse has

focused on addictions and the smilarities between dieting and addictive problems.

Marlatt and Gordon (1985) proposed that the behavioral and thought processes preceding

and following a dietary relgpse may be smilar to those processesinvolved in drug or

other addictive relgpses (Grillo, Shiffman & Wing, 1993). They conceptudize rdapsein

their Cognitive Behaviord Mode as a process which occurs after an individua has set up

her own ligt of rules about acceptable dieting behavior (Marlatt & Gordon, 1985;

Browndl et d., 1986). In their modd, relgpse is proposed to occur when the individua

has maintained some control over the addictive substance, subsequently encounters a

high risk stuation and does not have effective coping skills to ded with the Stuation.

These researchers hypothesize that, due to alack of skills or alack of confidence about

abilities, the dieter is unable to adhere to food restriction rules and consequently overests.

Once this behavior occurs, the relapse-prone individua tendsto fedl a decreased sense of
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sdf-efficacy and negetively labds the digtary lapse as aviolation of sdf-imposed rules.
This process, known as the abstinence violation effect, often leads to total discarding of
sdf-regulation which results in relapse to overesting or other addictive substance abuse
(Browndl et d., 1986).

Boundary Modd. The concept of an abstinence violation effect, or a “what the hell”
mindset in dieters who are otherwise restrained in eating habits, was dso explored by
Herman and Polivy (1984). They used milkshakes and ice cream to test the egting
patterns of dieters and nondieters. In their sudies, participants who had consumed a set
preload of milkshake were asked to rate the taste of three different flavors of ice cream.
Herman and Polivy (1984) observed that the non-dieters naturaly regulated their intake
and ae lessice cream as the preloads of milkshake increased. However, dieters did not
and were more likely to est greater amounts of ice cream with increasing amounts of
preload.

The Boundary Model of normal esting and restrained eating patterns was based on
these milkshake findings. Herman and Polivy (1984) theorized that the normd eater was
more likely to et in response to hunger and stopped when satiated. On the other hand,
the dieter or restrained eater tended to be hungrier before she began eating and was not as
quickly satisted asthe normal ester. In an effort to contral this heightened hunger level
and to redtrict intake, dietersrestrained eaters tend to set an artificid limit or boundary on
how much food is permissible. These intake restrictions tend to ignore the body’ s hunger
level and as aresult, are potentiad traps for the dieter. Asaso seenin the Cognitive
Behavior Modd, once the dieter bresks these artificia restrictions, he or sheis more

likely to lose control and overeat (Polivy, 1996; Berg, 1996; Herman & Polivy, 1984).
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HIGH RISK CIRCUMSTANCESPRECIPITATING RELAPSE

Additiona research exploring concepts related to both the Boundary Modd and the
Cognitive Behavioral Modd was conducted by Rosenthd and Marx (1981). They
attempted to analyze the “high risk” circumstances that precipitated relapse episodes for
femde dieters. Relapse episodes, as defined in Table 1, were basicaly determined by the
dieter and were based on her perception of violating salf-imposed rules governing food
intake and weight.

In Rosentha and Marx’ s questionnaire-based study, 86 femae college students and
daff participants were interviewed 60 to 75 days after participating in a nine-week
behaviora weight control program. The program was conducted a a university in the
Northwest; the name of the University was not disclosed. Unfortunately, specific
characteristics about the weight control program were not included in this article. Details
about the behavior modification curriculum, the exact diet and exercise precriptions
were omitted. Calorie levels were not mentioned, nor was there discussion by the authors
of their reasons for sdecting a single gender participant pool. This study was conducted
with two samples of women who had been through the identical program. Sample one
had 36 participants and sample two had 50 participants.

All of the study participants were interviewed after completion of the weight control
program. Subjects in both samples were asked if they were more likely to have relgpse
eating episodes when they were adone or when they were with other people. Study
subjects were dso asked to identify the main reason for their uncontrolled egting. Results

from the first sample of 36 dieters did not provide convincing evidence that arelapse was
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more likely to occur when a dieter was alone. Of the 36 dieters, 28 relapsed and of these
relapsers, 48% reported experiencing a rel apse episode when alone compared to 52%
who noted that they relgpsed when they were with other people. Results were different in
sample two, which contained 43 subjects. In this sample, the mgority of women (61%)
reported being aone when they had arelgpse episode. Eating aone was highlighted asa

definite characteridtic in this group of relgpsers.

HIGH RISK SITUATIONS FOR RELAPSING: EMOTIONS

Negative and pogtive emotiona states emerged as the two most significant reasons
for overegting in both of the samplesin Rosenthal and Marx’s (1981) study. When the
dieters were aone negative emotions such as, depression, boredom and anxiety
accounted for the mgority of eating episodesin both groups. On the other hand, when
the dieters were with other people, positive emotions accounted for the mgority of
relapse eating episodes. Respondents reported that being with other people “ evoked
pleasant fedings and loosened restraint” on eating (Rosenthal & Marx, 1981). Data
collected from sample two aso indicated that 63% of the relapse episodes occurred after
5:00 PM and that the mgjority of these episodes (65%) took place a homeor in a
restaurant.

Rosentha and Marx’ s research and the Cognitive Behaviord Model and the Boundary
Mode have contributed to our knowledge of relapse by providing aclearer understanding
of ‘out of control eating’ and the possible thoughts and actions associated with high risk
gtuations. However, their conceptudizations are not definitive. Referring to the

Cognitive Behaviora Modd, Brownell and colleagues (1986) noted that, although it does
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enable us to see that there may be anumber of different factors precipitating high risk
relgpse stuations, this sngle model cannot account for other physica or environmentd
factors that may beinvolved in ardapse. This point is demondirated in Rosenthd’s and
Marx’s (1981) results, which show that relgpse can also occur in response to pleasant
socid Stuations and is not exclusively evoked by negetive “high risk” scenarios.

Recognizing the need to learn more about high risk Situations, as well as to conduct
prospective research on the course of relgpse in overweight people, Schiundt and
colleagues (1989) attempted to identify Stuations that precipitated digtary dipsin
overweight study participants. Thirty-five individuds, (30 femae and 5 mae) who were
at least 20% above ided body weight participated in this study. Participants kept a
continuous record of their eating behaviors during their tenrweek enrollment in a
behaviord weight control program at Vanderbilt University. All subjects recorded
standard food diary information, including date, time, eating location, people present,
hunger rating and caloric intake. In addition, they aso recorded their emotiond state
before esting, whether the meal was planned or unplanned and if overesting took place.
Further details on the behaviora weight control format, caorie levels or specific diet plan
information was not given in thisresearch article. 1t was only noted that the subjects
followed the Rotation Diet (Katahn, 1986). The article did note that dietary dipswere
caculated based on the operationd definition that a“dip’ was an unplanned eating
episode which violated the individud’ s self-determined dieting rules (Schlundt et .,
1989).

In Schlundt’s study (1989) data collected from food diaries after ten weeks on the

Rotation Diet showed that negative emotions, poditive socid interactions and
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physiologica cravings emerged as the three basic high risk categories preceding dietary
dips. Pogtive socid interactions were shown to be more likely to precipitate overeating
when the following variables were present: being with family or friends, egting a a
restaurant or socid event, eating lunch, dinner or a snack and being in a positive mood.
All of these individud factors were aso found to be additive in power, that is, the more
factors present, the greater the chance that the individual would dip and overeat.

Negetive emotions most likely to combine to influence adip included being aone,
usualy a home or in the car and being in aneutra or negative mood. Neutra or
negative mood was not defined in this sudy. Findly, these results indicated that hunger
combines with either positive socia Stuations or negative emotions and exacerbates
overeating (Schlundt et a., 1989). No atempt was made in this study to correlate caoric
intake levels with unplanned esting episodes.

Emotion-related eating has aso been found to be characteristic of relgpsersin other
studies. Marston and Criss (1984) noted that dieters who relapsed were more likely to
engage in emotiona eating when compared to dieters who maintained their body weight
loss. With the goa of attempting to predict relapse, Marston and Criss (1984) tracked 47
formerly overweight people by mail questionnaire for one year after they successfully
lost weight. Volunteersfor this tracking project were recruited through ads placed in
newspapers in the Bay Areaof Cdifornia. Nine men and 38 women, in the age range of
23 to 74 years, with an average age of 37, participated in thisstudy. All participants
responded to an initid questionnaire and to follow-up questionnaires every three to four
months for a year following weight loss. Thefirg questionnaire was divided into five

parts and contained 12 questions on weight history and weight loss efforts, 27 questions
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on weight maintenance experiences, afive-item mood scae, 17 questions pertaining to
life events and stress and the remaining questions were devoted to perceived support by a
spouse or sgnificant other. Thisfina questionnaire section dso included a maritd

conflict scae for married participants.

After 12 to 24 months of follow-up, 58% of the 47 participants were classfied as
weight loss “maintainers’ and 42% as “rdgpsers” Rdapse in this sudy was defined as
regaining twenty percent or more of weight lost (Table 1). Comparisons between the
questionnaire responses of maintainers and relgpsers were examined. Sixty comparisons
of initial questionnaire responses were made between the two groups. Exact scores
comparing differences between the relgpsers and maintainers were not reported in this
atide. All itemswere tested with a chi square gatidtic; chi-sguare satistics were
reported for each of the variables. Using an dphaleve of 0.05, eight of the comparisons
were determined to be sgnificant. The eight Sgnificant and discriminating differences
between the maintainers and relgpsers included the following: dieters who maintained
their weights had initidly lost more than rel gpsers, took more time to reach goa, were
more likely to reach god on previous occasions, had more overweight spouses, reported
fewer deep disturbances and were less likely to be emotiond eaters. Thisarticle did not
provide information of whether emotiond egting was in response to negative or pogtive
emotions.

A questionnaire study conducted by Kayman and colleagues (1990), involving femae
recruits from the Kaiser Permanente Health Maintenance Organization, also showed that
emotions impacted egting, or that “ negetive life events’ particularly precipitated

relgpsing. The study included only femae HMO members, 44 (41%) of the recruits were



classfied as relapsers (see Table 1), 30 (28%) were classified as weight loss maintainers
(maintained lossfor at least two years), and aso included was a control group of 34
(31%) women who dways stayed at an average weight. In response to the study
question, which probed reasons for gaining weight, 77% of the relgpsers reported that
they had regained weight in response to a negetive life event. While examples of these
events were not specified, the researchers indicated that these events were significant
enough in the individud’ s life to make it difficult for them to fix “specid foods’ or to
exercise (Kayman et a., 1990). The content or caorie vaue of specid foods was not
indicated in the body of the research article. Specia foods were smply noted to be diet
foods. Detalls of the exact dieting regimen of the relgpsers and maintainers were not
mentioned in the body of the research article.

Contrary to these studies, Klem and colleagues (1997) reported that “life triggering
events,” which were not dways positive, influenced successful weight loss and
maintenance in the mgority of the men and women enrolled in the Nationd Weight
Control Regigtry. Thisregidry isthe largest known study of successful weight loss
maintainers. The registry includes 629 women and 155 men who have logt an average of
30 kg and maintained a required weight loss of 13.6 kg for five years. According to the
results of Klem's questionnaire study (1997), 77% of 598 registrants reported that life
events or triggers preceded weight loss. Women and men were equaly likely to report
these events. Thirty—two percent of the sample (n=598), reported that amedica “trigger”
(e.g., deep gpnea, varicose veins, low back pain) or an emotiond trigger (husband |eft
marriage because of subject’ s body weight), preceded weight loss. Men were more likely

to attribute weight lossto amedical trigger (47.2% versus 28.8% in women.) \WWomen
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were more likely to attribute weight loss to an emotiond event (34.7% versus 20.3% in

men).

ADDITIONAL PSYHOLOGICAL CORRELATESOF WEIGHT FLUCTUATION

Another investigation related to the subject of emotions and rel gpse focused on the
characterigtics of individuals who experienced weight fluctuation. Foreyt and colleagues
(1995) attempted to determine the psychologica corrdates of weight fluctuationin a
study sample of norma weight and obese subjects. Weight fluctuation was defined in
this article as frequently losing and regaining weight. This study was undertaken to test
four hypotheses that were determined to be relative to weight fluctuation regardless of
weight status. The four hypotheses tested concerned whether those individuas who
fluctuated in weight would exhibit: a) less well-being, b) more depression, ¢) less edting
sdf-efficacy, and d) more life stress than people who did not fluctuate.

The study sample consisted of 497 subjects. There were gpproximately 50 subjectsin
each age and sex category with the age categories spanning five decades from age 20 to
60+ years. Normd weight and obese participants were included in each sex and age
category. Obesity was defined in this study as being 120% of ideal body weight as stated
in the 1959 Metropolitan Life Insurance Company Height and Weight Tables. The mean
age of the subjects was 44 years, the mean weight for the obese subjects was 137.3%
IBW and the mean weight for normal subjects was 104.5% IBW.

Five psychologica questionnaires were administered to the study population at the
time of the initid assessment and one-year later. These questionnaires included: the

Brownd| Weight Cycling Questionnaire, the Generd Well-Being Schedule, the Center
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for Epidemiologicd Studies Depression Scale, the Eating Sdlf- Efficacy Scde and the
Schedule of Recent Experience (measurement of stressful life events). In addition to
these measures, body weight was assessed at the beginning of the study and one-year
later.

WEél-being and depression were assessed through the use of the Generd Well-Bang
Scale, a questionnaire developed by the National Center for Hedth Statistics. Questions
were targeted at determining the respondent’ s nervousness, depression, stress, sdif-
control, body complaints, thinking, fatigue and mental hedlth history. Well-being was
based on the absence of symptoms. Depression was aso assessed through use of the
Center for Epidemiological Studies-Depression Scale. Questions were directed at how
the participant felt the week prior to the study. A single score was given to the
respondents in this 20-item questionnaire; a score higher than 16 indicated sgnificant
depression. Eating sdf-efficacy, or the ability to control overeding in high-risk
gtuations, was measured by the Eating Sdlf-Efficacy Scae, a sdlf-report questionnaire.

The results provided evidence for the origina hypotheses. 1t was found that
independent of body weight, non-fluctuators scored higher on the Generd Well-Being
scae than fluctuators. Greater sdlf-efficacy scores and lower stress levels were dso
reported in the group that did not fluctuate in weight.

At the one year assessment, the following body weight classifications were used to
report results, subjects were classfied as“maintainers’ if they stayed within five pounds
of their initid weight, “gainers’ if they were five pounds heavier and “losers’ if they logt

five pounds after one year (Foreyt, et d., 1995). Subjects were further classfied as
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fluctuators or non-fluctuators based on historica sdlf-report after one year post-
assessment.

The study results indicated that across dl weight change categories of maintenance,
gain and loss, obese women and men were more likely to fluctuate than norma weight
men and women. Consequently, fluctuators were sgnificantly lesslikdly to be weight
maintainers and more likely to be weight gainers than those individuas who did not
fluctuate. More of the subjects who reported themsalves to be nondieters were noted to
maintain weight (73.9% were classfied as maintainers in the nondiet group), when
compared to those who reported that they were mild dieters (61.8% classified as
maintainers in the mild diet group) or severe dieters (only 49% were classfied as
maintainers in the severe diet group). Huctuation in weight was aso noted to be strongly
associated with negative psychologica attributesin both normal and obese weight
individuas

Poston and colleagues (1999) recently studied persondity traits and their impact on
weight loss and maintenance. These researchers used the Karolinska Scale of Persondlity
to measure stable persondity traits and to predict if there was an association between
these traits and weight loss and maintenance in obese patients.

The Karolinska Scale of Persondity (KSP) is a sdf-report persondity questionnaire
that is designed to measure 15 aspects of persondity: psychic anxiety, sométic anxiety,
muscular tengon, impulsiveness, monotony avoidance, socidization, socid desirability,
psychastenia, detachment, indirect aggression, verba aggression, irritability, suspicion,
guilt, and inhibition of aggresson. None of these measures was defined or explained

any further in the body of the research article.
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The KSP was administered to 102 obese subjects prior to an eight-week cognitive-
behaviord weight control program. Eighty femaes with amean age of 42.7 + 10.7 SD
years and 22 maes with amean age of 43.6 + 12.5 SD years participated. A BMI of 30 or
greater was required for participation in this sudy. The mean basdine weight for the
group was 109.2 + 18.5 kg with amean BMI of 38.6 + 5.6. Separate weights for maes
and femal es were not reported.

The weight control program consisted of a prescribed 1000 cdorie diet, physical
training and cognitive-behaviord techniques for weight management. The subjects were
weighed at the end of trestment and again at the three and twelve-month follow-up.
Subjects were classified as relapsersif they gained weight a the twelve-month follow-up
assessment. Subjects were classified as nonrdgpsers if they maintained their weight loss
or continued to lose weight at the twel ve-month follow-up.

The results showed that at the twelve-month follow-up, 52 of the subjects were
classfied as rdapsers and 50 were classified as nonrelgpsers. However, & this twelve-
month follow-up period, the KSP score and its measure of persondity traits failed to be

predictive of weight loss or weight maintenance in study subjects.

SOCIAL SUPPORT

A difference was observed by Kayman et d. (1990) between weight loss maintainers
and relgpsersin the practice of seeking socia support. When comparing women who
maintained their weight loss to those who regained weight, Kayman (1990) found that

when dedling with life problems, 70% of maintainers (n=30) were more likely to seek
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socid support from family and friends. Fewer relapsers (38%, n=44) used available
socid support.

Socid support, consisting of continued contact with aweight control therapist after the
conclusion of forma trestment, has aso been found to be acritical factor in keeping
weight off by Baum et d. (1991). Baum and associates (1991) compared the
effectiveness of continued weight control therapist contact versus minimal contact after
the conclusion of atwelve-week weight control program. Thirty-two subjects (31
femdesand 1 mde) who had previoudy completed a twelve-week cognitive behaviora
treatment and aerobic exercise program were matched on the basis of weight loss and
assigned to one of the two maintenance conditions. All subjects were assessed for weight
daus at threg, sx, and twelve months following the completion of the initid weight
control program.

The initid twelve week program was conducted by psychology doctord students at
the University of South Florida and was based on the LEARN Program for Weight
Control written by Browndll (1987). During the course of the first twelve weeks,
participants attended weekly sessions that were three hoursin duration. The first forty-
five minutes encompassed a didactic presentation which focused on key topicsin
LEARN including, lifestyle, exercise, atitude, relationship, and nutrition. The remainder
of the weekly sessions was devoted to group discussions, food and record checking and
forty-five minutes of exercise. Information on caoric intake was not given in the body of
the research article. Further details about the nutritional adequacy of the caorie limited

diets or about program content were aso excluded.
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After the conclusion of the twelve-week program, some of the participants were
assigned to receive continued therapist support. This therapist supported maintenance
condition was a multicomponent trestment program that lasted for three months and
consisted of four relgpse prevention booster sessions, mail and phone contact and
feedback sessons. The term “booster” is commonly used in weight control programsto
denote weight control information that was previoudy taught and is then repeated, for
example, preplanning of medlsto prevent overeating and rlapsing. Basic components of
the educationa booster sessons are given in the information that follows.

Extra time and support was provided by psychology doctoral studentsin the therapist
supported trestment. These student therapists conducted the booster sessons and
provided dl of the mail and phone contact. The booster sessions consisted of: helping
participants to identify Stuations that were high risk for relgpse, training participantsin
problem solving skills, assgting in role playing and teaching cognitive skill development
to ded with “setbacks’ (Baum et a, 1991). Subjects stayed in weekly contact with
therapists by mail and therapists contacted subjects by phone when booster sessions were
not scheduled. Therapists dso provided written feedback about weight changes
following the assessment sessons at three, Sx and twelve months pogt-initid weight
control treatment. Subjectsin the minima support contact group only received mail and
written contact from the therapists during the three months of maintenance and the
follow-up assessment periods. They were not contacted by phone nor did they receive

the four relapse prevention booster sessions that were provided to the other treatment

group.
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The results of the above comparison study on thergpist support indicated that the
participants in the thergpist support condition (n=15) continued to lose weight for six
months following the initia weight control treatment. However, the participantsin the
minima support group (n=17) regained weight during the sx months following
treatment. At twelve months post-trestment, a greater percentage of those in the therapist
supported group continued to lose weight when compared to the minimal support group
(13% versus 0%) and aso maintained their weight losses (46.6% versus 20%).

The importance of extended thergpist contact in weight loss maintenance was al'so
documented in studies conducted by Perri (1993,1984,1987). Perri et a. (1993) theorized
that continued thergpist contact might assist some overweight people in remaining
vigilant about exercise and eating habits. Perri (1995) postulated that clients who remain
in contact with psychologica thergpists dso tend to maintain weight 1oss because they
benefit from continued problem solving Strategies, as well as positive motivation to

continue with along “battle with obesity.”

FORMAL DIET PROGRAMS

Beyond the psychosocid differences pointed out in thisreview, other behaviora
digtinctions have been reported in the research comparing relapsers to weight loss
maintainers. Marston and Criss' work (1984) noted that people who maintained their
weight losses were lesslikely to join formd diet programs. Ther sample, consisted of 47
formally overweight subjects (38 women and 9 men); 40% of thistota sample logt their
weight in formal diet programs, the mgority attended Weight Watchers and one subject

attended a physician run program. However, 60% of their sample dieted independently



and did not join forma programs. Schacter (1982) and Kayman et a. (1990) corroborated
thisfinding. Both of these researchers noted that people who diet on their own fared
better than those who sought professiona trestment. Kayman (1990) found that women
who maintained their weight losses for two years or more were more likely to devise a
persond diet plan thet fit their lifestyle. These maintainers usudly consumed alow fat,
reduced sugar intake and combined this regimen with increased exercise. Exact
information on fat gram intake or percentage of caories asfat was not provided. In
addition to amore prudent intake, when maintainers were compared to rel gpsers,
maintainers were aso found to be less likely to redtrict favorite foods. Forma dieting
with aredtrictive eating regimen was characteristic of the practices employed by
relgpsers. Relgpsers were more likely to use appetite suppressants and fasting or
restrictive formula diets.

This difference between formd and self-designed programs has not been corroborated
in larger and more recent study samples. Information reported from the Nationa Weight
Control Registry (Klem et d., 1997) on individuals who have been successful with long-
term weight loss maintenance is not reflective of the previoudy cited research on forma
program attendance. In thisregistry of 629 women and 155 men who have lost an
average of 30 kg and maintained a required minimum weight loss of 13.6 kg for five

years, 55% attended forma programs and 45% dieted on their own.
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GOAL WEIGHT

Reaching god weight has been found to be an additional behaviora distinction
between maintainers and relgpsers. Marston and Criss (1984) and Wolfe (1992) noted
that reaching god weight was a key factor in weight maintenance. Dieters who reached a
sdf-determined goa were noted in Wolfe' s (1992) study to be more likely to maintain
their weight loss at |east one year after treatment.

In astudy of Jenny Craig participants, Wolfe (1992) investigated the possibility that
poor weight lass maintenance may be attributable to the failure to achieve goa weight.
Through use of amail survey, Wolfe (1992) studied a group of 254 clients who had
completed the Jenny Craig program. Women represented the mgority in the sample,
with 206 women and 48 males responding. The author noted that the significantly larger
number of female participants was consgstent with the “typica enrollment patterns of the
[Jenny Craig] program” (Wolfe, 1992).

Only those individuas who reached god weight and had perceived themsdves as
having successfully completed aweight control program were included. The subjects
determined god weights with guidance from a computer program, which referenced the
1959 Metropoalitan Life height and weight charts. The average weight loss for the subjects
immediately after trestment completion was 33.83 pounds (SD=16.7).

Results indicated that, based on self-determined god's and sdf-reported data, 82% of
the study participants stayed within 10% of their god weights one year after treatment.
Average weight lossin a one year follow-up was 27.47 pounds (SD=18.28). When the
gricter criterion of the 1959 Metropolitan Life charts was used to determine weight loss

maintenance, 57.2% of the sample maintained their losses.
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These results have led the author to suggest that relgpse may be the “artifact of
premature trestment completion,” or attributable to leaving aweight control program
before reaching a set god (Wolfe, 1992). Based on these findings Wolfe (1992) dso
proposes that the individua achievement of losing to a personaly meaningful body
weight may positively impact weight |oss success after trestment completion.
Ultimately, overweight or obese people who are encouraged to finish aweight control
program with a persondly sgnificant weight loss may be more successful in preventing

relapse.

EXERCISE/PHYSICAL ACTIVITY

Exercise or physicd activity has emerged as another factor in the lifestyle differences
between those individua s who maintain their weight losses and those who regain. This
difference was reveded by Marston and Criss (1984) and further corroborated by
Kayman et d., (1990). A much smaller percentage of relapsers were noted by Kayman
(1990) to engage in exercise to lose or maintain weight. Only 34% of relapsers exercised
regularly when compared with 90% of the weight loss maintainers and 82% of the norma
weight control participants. Hauss and associates (1994), however, did not see this
differencein their study. According to these researchers, no differences were found in the
duration of physicd activity engaged in by maintainers versus regainers.

While the practice of engaging in routine exercise or physica activity seemsto be
very promising for weight loss maintenance, there are few studies that point conclusively
to the long-term effects (Miller, 1999). Thisis due to the fact that follow-up dataiis scanty

(Miller 1999). Neverthelessin ameta-andyss of 25 years of exercise research, the



positive effects of exercise on weight loss maintenance were noted (Miller, 1997).
Miller' sresearch (1997) dong with data from the Nationd Weight Control registry of
successful weight loss maintainers indicated that exercise may be critica to maintenance
(Miller, 1999). The documentation on the exercise habits of the large sample (n= 784) of
successful weight loss maintainers enrolled in the Nationd Weight Control Regisiry
(Klemm, 1997) was noteworthy because exercise was an integrd part of weight
maintenance for alarge percentage of the registry. Seventy-two percent of the registry
(71% of women, n=629; 79% of men, n=155) met or exceeded the exercise
recommendations put forth by the American College of Sports Medicine (Klemet d.,
1997). These recommendations call for aweekly minimum physica activity expenditure
of 1000 calories. In addition, over 50% of the registry exercised to meet the American
College of Sports Medicine' s optima exercise goa of a 2000-caorie weekly physica

activity expenditure.

CALORIC RESTRICTION

Congtant vigilance about food, as well as self-imposed cadoric redtriction, is part of life
for many dieters. Asdemondirated in research cited earlier by Herman and Polivy
(1984), cdoric redtriction seems to preci pitate uncontrolled eating in otherwise controlled
dieters. A more recent review of the literature on food restriction showed that starvation
and sdf-imposed dieting often led to bingeing and food preoccupation (Polivy, 1996).
The intengty of this response wasinitialy reported in the semina research carried out by
Keyset d. (1950). Keysand colleagues examined theimpact of semi-garvation on

norma weight conscientious objectors during World War I1. Although this research does



not specificaly study the effects of caoric restriction on obese individudls, it il has
tremendous implications for obese relapsers.

The god of this series of investigations, known as the Minnesota Experiments, was to
study human tarvation. These experiments were undertaken in an effort to better plan
relief measures for war victims and victims of famine. Keys and fellow researchers
documented the physiologica and psychologicd problems encountered by 32 norma
weight men during Sx months of semi-starvation and &t least three months of
rehabilitation. The conditions of semi-garvation are briefly reviewed in the following
paragraph.

For a six-month period, Keys and colleagues experimentaly induced semi-gtarvation
intheir subjects. An average weight loss of 24 percent was induced in each of the study
participants. In order to produce thislevel of weight loss, individua caoric adjusments
were made for each of the Sudy participants. The average daily intake during this Sx-
month period of semi-garvation was 1570 caories, which was comprised of 50 grams of
protein and 30 grams of fat. Subjects received two meals a day, one med a 8:30AM and
the second medl a 5:00PM. Only three rotating menus were repeated during the course
of the Sx-month semi-starvation period. Whole wheat bread, potatoes, cereal and large
amounts of turnips and cabbage congtituted the mgor components of the diet. Meats and
dairy products were noted to comprise only asmall percentage of the daily caories.
Beyond the specification that meet and dairy comprised asmal percentage of the diet,
there was no further information given in the body of the research about the exact number

of ounces of mest or cheese. It was smply noted that the amounts were sparse and that



this diet was specificaly designed to mimic the diets consumed in famine stricken aress
of Europe before and after the Second World War.

Excessive Intake as an Aftermath of Semi-starvation. After being subjected to Sx
months of semi-gtarvation, al 32 of the men were rehabilitated or re-fed and followed for
aperiod of 33 weeks. Physiological and psychological information was collected and
reported. Most of the psychological information regarding the impact of semi-garvation
was acquired through a self-report questionnaire. The results from the questionnaire
indicated that during the twelfth week of rehabilitation, the period when the men were
restored to abasa calorie level or abasal level plus 400, 800 or 1200 cdories, the
continued desire for more food was found to be one of the long-lagting effects of semi-
garvation. Even those men on the highest calorie level had a persistent desire to eet. Not
until week 33 of rehabilitation, did the self-rating scores indicate that this desire subsided,
and that the men eventudly returned to normd eating an appetite patterns. Despite this
eventua return to normal egting habits, these study results have significance for the obese
relapser because they point to the persistence of food cravings even when adequate
caories are being consumed.

One possihility suggested by these findingsis that there may be acritical period for
relagpse risk for the modern day dieter. Dieters who moderately or severdly restrict solid
food calories, or those who use very low caorie liquid fasts for extended periods of time,
may aso experience these food cravings long after the set dieting period. ‘Cravings or
the continued desire for more food even when hunger has been satisfied may be driving

the relapse. More research is needed in this area



Besides the previoudy listed side effects, Keys et d. (1950) reported other physical
and psychologica consequences attendant to semi-starvation. At week 13 of
rehabilitation, when dl of the subjects were released from dietary restrictions, the
researchers noted that the subjects ate more food than their bodies could handle and
severa suffered from headaches, nausea, gastrointestingl distress and degplessness.
Based on the written reports collected from the men who participated in this sudy, Keys
and colleagues (1950) indicated that some of the men had unfounded fears that food
would not be available to them or would be confiscated before they had a chance to est.
Accordingly, the researchers surmised that these irrationd fears probably caused many to
et excessve amnounts, more than they could redlly tolerate a one sitting. A
preoccupation with food, as well as excessive intake persisted for many of the men. Even
at 20 weeks or five months after the semi-starvation diet was completed, 11 out of the 27
subjects noted that food was an important concern and a centrd to ther interests. This
interest and extreme attentiveness to food was much grester than before the experiment.
Some of the men became interested in cooking and baking, one reported enjoying grocery
shopping and one of the subjects based his job selection on whether he could easily
obtain food. Unfortunately, additiona persond attributions for these behaviord patterns
were not explored any further by Keys. It took up until week 33 of rehabilitation of the
men' s attitudes about food to return to normd; at week 33, the mgjority of those
interviewed (10 out of 14) reported that they were esting norma amounts of food during
medls.

Exploring the phenomenon of food craving following dietary redriction is of

particular relevance to this dissertation. To date little research has been conducted to
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examine the possibility that uncontrollable eating in obese people coming off of restricted
diets may be attributable to a host of factors. Redtriction, whether moderate or stringent,
may precipitate unexplored behaviors and egting patterns. Knowledge of such behaviors

may prove to be helpful to the development of effective obesity trestment.

CURRENT RECOMMENDATIONS FOR OBESITY TREATMENT

The NHLBI, National, Heart, Lung and Blood Institute (NHL BI) of the National

Institutes of Health (NIH) Obesity Guidelines. NIH recently published overweight and

obesity treatment guiddines (NHLBI, 1998). These guidelines are noted to be evidence

based, that is, based on areview of the most effective examples of obesity research

conducted from 1980 to 1997. Asaresult of this evidence-based review, treatment

recommendations were proposed and part of atwo-step process that includes assessment

and treestment management. These clinica guidelines are directed towards primary care

physicians versus amultidisciplinary team of exercise physologid, dietitian/nutritionist

and psychologist. NIH recommended the following assessment and treatment steps.

NIH - Assessment. The practitioner is advised to make a determination of the patient’s

degree of overweight and risk status. A number of physiologicd factors are

recommended for inclusion in this assessment: body mass index, waist circumference,

risk status with regard to established cardiovascular disease and other obesity associated

diseases, such as diabetes mdllitus, osteoarthritis, and gynecologica abnormalities.

Assessment of patient motivation isthe fina part of this recommended assessment.
Assessment of patient motivation isthe only socid or psychological factor thet is

consdered part of this evauation. Included in this assessment is the determination of the



fallowing: the petients reasons for wanting to lose weight; a previous history of

successful and unsuccessful weight |oss; whether a support system exigts; attitude
towards physcd activity; ability to engage in physicd activity; underganding of the
physical risks of obesity; time avallability for weight loss; financid consderations
(NHLBI, 1998). Aspart of this assessment, the practitioner is encouraged to help
increase a patient’s motivation to lose weight by describing the risks of untrested obesity
and the strategies to assst with weight loss.

NIH - Treatment. With regard to the trestment of overweight and obesity, NIH
proposed the following gods: (1) a aminimum, prevention of further weight gain; (2)
reduction of body weight; and (3) maintenance of alower body weight over time. The
NIH pand aso encouraged collaboration on the part of clinician and patient in devising
weight loss gods. If maintenance is not chosen, the panel recommended an initid
reduction of 10% of body weight a arate of one to two pounds weight loss per week for
the obese patient. Thiswould entail acaoric deficit of 500 to 1000 caories per day.

Specific drategies that are recommended for weight loss by the pand include: diet
therapy, physica activity, behavior therapy, combined therapy, pharmacotherapy, and
weight loss surgery. Individua treatment planning which consders the diversity of the
patient population is encouraged.

NIH recommends that the diet prescription take into account the overweight status of
the patient, nonethel ess a generalized recommendation of 1,000 to a 1,200-caorie diet is
advised for women and a 1,200 to a 1,500-calorie diet for men. They dso advisealow
fat diet with no more than 30% of daily caories as dietary fa. Further reductionsin fat

are recommended if the patient has cardiovascular disease.
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The NIH pand recognized physica activity as an important component of weight loss
therapy. It is recommended that physicd activity beinitiated dowly with a gradud
increase in intensity. Three days aweek of waking or svimming a a dow pace for 30
minutesisinitialy encouraged. Petients are then advised to build up to 45 minutes of
exercise on afive-day aweek basis. Walking is advocated because of its “ safety and
accessibility” (NHLBI, 1998).

Behaviord therapy which incorporates the use of stimulus control, the recording of
egting and exercise habits, stress management, problem solving, contingency
management, cognitive restructuring and socia support are advocated (NHLBI, 1998).
Thereis no specification of exactly which staff member in this medical modd should
conduct the behaviora therapy component.

Combined therapy which incorporates alow caorie diet, behavior therapy and
physicd activity is recommended by the pand as the most effective means of weight loss
and weight loss maintenance. This combination of Strategies is recommended for at least
agx-month period before the physician considers the use of pharmacotherapy.

Phamacotherapy, or the use of drugs to control appetite and weight gain, is
recommended as an adjunct to diet therapy and physical activity for some patients. Those
patients who have a BMI of 30 or greater and no hedlth risks, and those with aBMI of 27
to 29.9 who have risk factors, such as hypertension, coronary heart disease, type 2
diabetes and deep apnea, are gppropriate candidates for thistherapy. Sibutramineis

specifically recommended and physicians are cautioned to monitor for efficacy and

sifety.



Thefind trestment drategy that is advocated by the pand isweight loss surgery. Itis
recommended only for the severely obese with BMIs of greater than or equal to 40, as
well asthose with BMIs of greater than or equal to 35 with comorbid physical conditions.
Gastrointestinal surgery, which entails gadtric regtriction, or gastric bypass surgery are
the two interventions that are presented as options for the patient who is motivated and is
not at risk for these surgical procedures.

Weight Management: Position of the American Dietetic Association (ADA). The
NIH guiddines, which were dso presented in the American Dietetic Association Journd
in 1998, were not reflective of an integrated and multidisciplinary gpproach for weight
management previoudy endorsed by the ADA. The American Dietetic Association
espoused more of amultidisciplinary approach in its position paper on weight
management in 1997. While the position paper was directed towards dietitians, it aso
encouraged ateam gpproach with the collaborative kills of physicians, psychotherapists
and exercise physiologists. Furthermore, the position paper acknowledged the need to
refocus the god of obesty trestment from weight loss done to “weight management” or
the achievement of “the best weight possible in the context of overal hedth” (ADA,
1997). Reduced disease risk and improvements in overdl energy and well being were
proposed as paramount gods of this management.

The concept of well being is just one treatment god difference between NIH and
ADA. In addition to the promotion of well-being, the ADA promoted weight control
programs, which incorporated lifestyle modifications and the following: (1) agradud
change to a hedthful eating style with increased intake of whole grains, fruits, and

vegetables, (2) anonredtrictive approach to eating based on internal regulation of food
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(hunger and stiety); and (3) gradua increaseto at least 30 minutes of enjoyable physica
activity each day (ADA, 1997). Redriction and deprivation are noted to be directly
opposed to the gods set forth by the ADA. However, NIH still encouraged retrictive
cdoric intake for weight lossin its guiddines.

The ADA did not strictly endorse traditiond trestments for weight control, including
very low caorie diets, behavior therapy for fewer than 40 weeks and pharmocotherapy.
These gpproaches were noted to be ineffective at producing long-term weight loss results
and were not advocated. However, very low caorie diets, pharmacotherapy and surgery
were not ruled out and recommended when appropriate as short-term adjunctive therapies
for extreme obesity. Guidelines on Assessment, Methods of Treatment, Consent, and
Maintenance are briefly included and presented in the following section.

ADA - Assessment. It isrecommended that the assessment be carried out by a qudified
dietetics professond or other hedlth care professonds prior to setting weight and
trestment goals. The term “other hedth care professond” is not defined in this paper.
Determination of physiological contributors and environmental causes of obedity are
proposed to be key to this assessment. A medical examination by aphysicianisaso
recommended so that risks, complications and organic causes of obesity can be assessed.
A strong focusis placed oninterviewing by the dietitian to determine the behaviord,
psychologica and nutritional factors that may be contributing to obesity. Assessment and
referra for eating and mood disordersis encouraged. Findly, aweight history and
assessment of the patient’ s readiness to change are recommended as part of this process.

If there is evidence of binge eating, weight cycling or other psychologica problems, it is

&



suggested that the patient be referred to a psychotherapist. Specific psychologica
assessment interview tools are not recommended for the dietitian’s use.

ADA - Consent. Before trestment begins, the patient is asked to commit to alifetime of
making pogtive lifestyle changes that include egting, physicd activity and the

maintenance of a support system.

ADA - Methods. Behavioral Goals. It isrecommended that the patient be asssted with
adopting a hedthy diet, which is balanced, low fat, high fiber and individualy tailored.
Cdorie leve prescriptions are not made; the ADA only recommends an energy leve that
does not exceed energy expenditure. Furthermore, it is advised that weight lossis

gradud and maintained for a least Sx to twelve months. Thirty minutes of moderate
activity are recommended each day.

ADA - Methods: Psychological Goals. Itisadvised that cognitive-behaviora methods
be incorporated into the behaviora treatment. Hedlth professionds are strongly
encouraged to help patients achieve amore hedthy attitude about food and to refocus
their efforts on improving sdf-esteem and body image.

ADA — Maintenance: Follow-up for long-term maintenance is suggested. Patients who
exercise regularly, use socid support to maintain heglthy egting and exercise habits,

handle lgpses as minor setbacks and view these lifestyle behaviord changes as permanent
regimens are noted to be the most successful a sustaining weight loss for more than one

year. Exact relgpse prevention techniques for the dietitian to use are not given in the body

of this position paper.



OBESITY TREATMENT: CONTROVERSY

The American Dietetic Association (ADA) does not clearly state on its website or in
itsjournd, which of these guiddines, NIH or the ADA position paper, it is sanctioning.
Unfortunately, many dietitiang/nutritionists who rely on the ADA trade journd and its
website for educationa updates may be confused and unsure of what is optimal trestment
for the obese individud. Should the much broader and multidisciplinary approach of the
position paper be accepted, should NIH guidelines be implemented, or are there more
effective obesty and relgpse treatment options that are not included in ether of these
guidelines? Some dietetics professionds are making their own decisons.

Despite the authority with which the federa guiddines and the position paper have
been presented, there seems to be division amongst nutrition professionas about their
practicality and effectiveness. Most of the controversy surrounds the NIH guiddines.
While afew dietitiang/nutritionists helped to write the NIH guiddines and have published
articles on how to implement them (Van Horn et d., 1998), other dietitians criticize the
guidelines and embrace awelght management approach which issmilar to the ADA
position paper. Others advocate a more extreme approach that includes the concept of
Sze acceptance. According to critics of the NIH guidelines, the didactic and traditional
approaches that are advocated by the guidelines congtitute a setback in the area of obesity
management (Ikeda, et a., 1999). These criticisms are based on the contention that NIH
is promoting treatment modalities that have not been successful in the long-term. Critics
like nutritionist Joann |keda a the University of Cdiforniaat Berkdey and her

colleagues (1999), bolster their contentions by reporting that the large mgjority of people



who have lost weight in the formd treatment programs with strategies recommended by
the NIH regain their weight within five to seven years.

Nutrition practitioners aso pinpoint the NIH recommendation of alow caorie diet as
afaling. The ineffectud nature of low caorie dieting and restrained egting practicesis
noted to be evidenced by dismd results--- alarge proportion of the population aready
engages in these practices with results which are harmful and usualy unsuccessful (lkeda
et a., 1999). NIH's continued focus on body weight, body fat and BMI versus overal
fitnessis adso subject to criticism by these professonds and others. The god of
achieving hedlth and fitness versus thinness at any cost is broached by ADA’s position
paper, but actively advocated by Ikeda (1999) and others (Berg, 1998; Parham, 1999;
Gaesser & Krating, 2000). These practitioners believe that it istime for the obesity
trestment model to be revised.

Parham (1999) and Berg (1998) promote the concept of body size acceptance.
According to Parham, body size acceptance is not denid of the hedlth risks of obesity but
atreatment focus that takes emphasis away from extreme denderness as agoa for
obesity manegement. Instead, positive changes in hedlth behaviors are stressed. Such
changes, like the adoption of increased physica activity, are thought to be an outcome of
the process of size and sdlf-acceptance counseling. Obeseindividuds may belesslikely
to enter in negative patterns of behavior and to castigate themselves for not achieving an
unredigtic weight god, if they are taught to focus on hedth versus a skinny and
unachievable weight. Parham (1999) posits that Sze acceptance may ultimately be the

foundation for work towards modest weight loss and improvementsin overdl hedth.



Furthermore, she notes that weight gain is not associated with short-term gainsin body
satisfaction (Parham, 1999).

Many other nutritionists who know the struggles of the repeat dieter have dso
supported the need for a new approach to obesity treatment. Ellyn Satter (Babcock,1999),
who is aregistered dietician and psychotherapist, counsels many “dieting causdities.”
These “ causdities’ are characterized as people who have tried and repeatedly failed at
dieting. According to Satter (Babcock, 1999) the only way for many of these overweight
and obese clients to succeed at taking control of their weight is by focusing on hedlthy

lifestyle changes versus weight |oss.

SUMMARY OF LITERATURE REVIEW

In summary, many critica factors are associated with relgpse following aweight loss
diet. Available literature links the occurrence of obesity relgpse to factors, such as
emotions, failure to reach god weight, lack of socid support, decreased physical activity
and redtricted intake. Although there isimportant research on obesity relapse that
provides us with some of the fundamenta eements associated with its occurrence,
current research fails to provide a clear mode or mechanism by which dieting relgpse
takes place. Unitil relapse is better understood, effective preventive measure cannot be
defined. Current obesity trestment models seem to be reflective of our deficit in
understanding relgpse. Obesity trestment remains controversid and inadequate for many

professionals and patients.



CHAPTER 111

METHODOLOGY

The purpose of this sudy was to find out more about the nature and substance of
obesity rdgpsein women. Through a quditative design, this sudy examined and
integrated the in-depth experiences of eight women who relapsed. In-depth descriptions
of relgpse were provided through the inclusion of actua persona accounts or case
gudies. The case studies were analyzed for common themes and patterns that were
contributory to obesity relgpse. These cross case themes were presented in a conceptual
framework; this format was chosen in order to permit a better understanding of the
problem of relapse.

The quditative paradigm was sdected because it dlowed for an inclusive study of
relgpse without confining the investigation to a predetermined set of responses or
categories of anayss. Unlike Kayman's (1990) semi-qualitetive design, this current
study design does not restrict answersto any of the critical questions about attributions
for relgpse. A quantitative design was not chosen because this process would require the
use of standardized methods and would limit the extensve and varied experiences of the
respondents by forcing afit into predetermined categories (Patton, 1990).

The quditative design included the following components: (&) purposive sampling; (b)
in-depth interviewing with the god of obtaining exemplar events and detalled
descriptions of relgpse from women who have experienced rel apse; (c) case study
reporting to richly portray each of the credible ‘stories’; and, (d) inductive andysis of the
themes or common patterns that tie the individua experience of relgpse together and help

to congtruct aframework which alows for better understanding of the problem of relapse.
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This study was approved by the University Indtitutional Review Board for Research
Involving Human Subjects a Virginia Polytechnic Inditute and State University. The

IRB gpprova form isincluded in Appendix A.

SAMPLING RECRUITMENT AND SELECTION

Significant efforts were made to recruit ten respondents. After thirteen months of
recruitment and interviewing, from November 1998 to December 1999, eight rather than
ten women were recruited and included in this project. The dissertation committee
chairperson sanctioned the final number of respondents.

Recruitment was first implemented through 1Q Hedlth, aworksite wellness program
and private weight control center at the University of Virginia Appendix B containsa
L etter to Potential Respondents and a letter of endorsement from the program manager,
Rebecca Reeve, Ph.D. 1Q Hedth staff referred five potentia respondents, however, only
three had lost and regained enough weight to be considered appropriate referrds.  All
three of the |Q Hedlth referrals were first contacted by phone, only one agreed to be
interviewed. Thefirg referra was not receptive, the second referra indicated interest but
dtated that her husband was very ill and that she was could not take time to participate,
and the third referral was extremely interested and participated.

Additiona recruitment was implemented by advertisng at the loca Weight Watcher
meseting Site, advertising through the Wellness Center, which isaphyscan’ s officein
Charlottesville and advertising at the loca TOPS diet group. In addition to these efforts,
the researcher attempted to solicit recruits through the head nurse practitioner at the

Women's Center at the University of Virginiaand lead staff members of the chronic



disease and nutrition departments of the Thomas Jefferson Hedth Didtrict. Recruitment
through these sources did not prove to be fruitful. Instead, the remaining seven referrds
were recruited by other professiona colleagues (anutritionist a Universty of Virginia
and a psychotherapist in private practice), recruited by friends or gpproached and
recruited by the researcher.

Within one to two days of referrd, al of the potentid interviewees were contacted by
phone. All were told the purpose of the study and if they requested more information,
they were sent the protocol (see Appendix C). Four preliminary questions were asked of
dl thereferrds. ther age, whether they relapsed and their current body weight and
height. Relapse was defined as having previoudy lost and regained 25 pounds or more of
body weight at one or more times throughout life. No restriction was placed on the time
period for the relapse event.

This study aso required that the respondents be obese a the time of the interview, or
have a body weight which was 120% of ided weight. The formulato caculate ided body
weight for women was based on the alowance of 100 pounds for five feet and five
pounds for each additional inch above five fedt.

Interview arrangements for dl, except one interviewee, were made within one week of
phone contact. Because of scheduling problems one recruit was interviewed

gpproximately 1 month after contact.

PURPOSIVE STUDY SAMPLE

A purposive study sample of 8 women, ages 31 to 57 was chosen. This sample was

defined as purposve because the informants were chosen in an intentiona manner. All of
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the informants or respondents were women, in a middle age range, had experienced
obesity relgpse and were willing to share information about their experiences for anin-
depth study. Six of the respondents were Caucasian and two were African American
women. Five of the women were married, two were unmarried but living with their long-
term boyfriends and one was sngle.

Women who were dieting at the time of the interview, but till met the criteriafor
relgpse were included in this sudy. Although, the origind proposa caled for the
selection of non-dieting recruits, it was discovered during the process of recruitment and
interviewing that only those women who were in the process of losing weight were
willing to talk about previous experiences of weight loss failure. Thisinformation was
cited in many of the case sudies (Chapter 1V) in the section entitled, Why the

Respondent Participated. All of the eight respondents included in this sudy were trying

to lose weight. Three of the respondents chose not to use the word dieting to describe
their weight loss efforts. Instead, they described the fact that they were focusing on
achieving alower body weight and improving their hedth status through increased
physicd activity and hedthy edting.

Findly, this purposive sample was confined to women because of the researcher’s
interest in investigating relgpse attributions that are specific to women in this society.
Men were not selected because the researcher is of the opinion that obese men do not
experience the same degree of socid pressure and discrimination that is often shown
towards obese women. Pregnant women were also excluded from this study because a
clear differentiation needed to made between weight gain and obesity caused by

pregnancy and weight gain that was attributable to the obesity relgpse process.



DATA COLLECTION AND ANALYSIS

Data collection and andyss are not independent processesin quditative research
design. While data collection actudly entailed the process of interviewing, informal
andysis of the respondent was aso conducted during the interview. Handwritten
assessment notes taken during and after the interview condtituted part of the initia
research design. Immediate review of audiotapes, verbatim review of the interview
transcript and notes to the methodologica |og were additiona analyss steps that
intertwined with data collection. Thus, andys's was ongoing and occurred during the
process of data collection. Details of the interview setting and procedure, field
notes/methodological 1og, transcriptions, case sudy development, case anadlysis and cross
case analyssfallow.

I nterview Setting. Participants were encouraged to pick an interview setting that would
be private, convenient and comfortable. One respondent selected her private office, one
respondent asked to be interviewed at home and the remaining six respondents were
interviewed in private at the researcher’ s home. Participants were asked to dlow two
hours for the complete interview. Participants were told that the interview would be audio
taped and asked if they had any objections to this process.

Interview Procedure and Interview Guide. Prior to the beginning of the interview,
participants were asked to Sgn the informed consent form (see Appendix D). Thisform
specified that confidentiaity would be preserved during the documentation and reporting
process. The consent form detailed the fact that the identity of each of the respondents

would remain confidentia throughout the research project. Each of the respondents was
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asked to sdlect a pseudonym, which was used for the recorded interview, the transcription
and the reporting process in this dissertation. The consent form stated that the interview
tapes and transcribed documents would only be available to the transcriber, the doctora
committee and the peer debriefer.

Prior to the interview, respondents were asked if they objected to the researcher taking
handwritten notes. They were dso told that they would receive a copy of the verbatim
transcript. Respondents were asked to read the transcript and make any necessary
corrections. They were dso informed that they would receive their completed case Sudy.
They were asked to correct it for any inaccuracies and to make sure that the case study
accurately portrayed the information they provided and their story of relapse. The
researcher asked the respondents to return their comments within one to two weeks after
receiving their case study.

An openended interview was used to explore each of the participant’ s thoughts and
feelings about the process of obesity relgpse. In this open-ended interview, a group of
questions was used to guide the interview. Respondents were not provided with alimited
and predetermined set of responses to each question. Instead, respondents were free to
respond in any manner they chose. The open-ended questions, which were entitled asthe
Interview Guide, Table 2, appear at the end of this chapter.

According to Patton (1990), open-ended interviewing is considered to be an effective
way to obtain individua perspectives. Opening and nortthreatening questions, such as
the first question, “Would you tell me about yoursdf?’ were included to help establish
rapport and alow the interviewee to respond fregly. In thisinterview process, if body

welght was not mentioned during the response, the next follow-up question was designed
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to reflect back on what was previoudy stated and to sensitively explore weight history.

In addition to developing rapport, the open-ended interview dialog was selected because
it asssted with enchancing the communication level between the respondent and the
interviewer. By careful listening and reflecting back on critica comments and

attributions given for regpse, the interviewer was able to facilitate in-depth exploration

of the respondent’ s relevant thoughts and fedings. A limitation of this process was that
some respondents would not fee comfortable talking about al of the factorsthat played a
part in ther relgpse or that they would be unable to recdl al of the issuesinvolved in

their rel gpse experience.

The Interview Guide (Table 2) was aso used because it provided a set of “basdine’
guiding questions, which were asked of dl of the respondents. (The only exception was
the question pertaining to children. This question was not asked of the one respondent
who was single and had no children.) Many of these questions were based on previous
relgpse sudies. The researcher wasinterested in finding out if the topic areasidentified in
the rel gpse research had relevance for any of the relgpsersin this investigation.

The interview, however, was not limited to the topic areas contained in the Interview
Guide. The emergent design alowed for the incluson and incorporation of unique points
or comments of a respondent to be probed and, if gppropriate, built into the interviews
that followed. Modifications to the interview guide, such as, “Do you warnt to tell me
more about that issue?’ or “ Do you think your father’ sillness affected your weight loss
efforts?’ were typica of the changes that were made on an individud interview basis.
The emergent design also dlowed for the probing of unique issues. For example, one of

the respondents noted that she classified foods in good and bad categories (dichotomous



food dassfication). Asaresult of thisemerging issue, dl of the respondents were asked
if they dso dassfied foods in this manner.

The key question included in the Interview Guide was. “How do you think you
regained the weight that you lost?’ In each interview, sgnificant time was spent on this
probe since the respondent’ s main atributions were stated within the context of this
response. Because of the sengitive nature of this question and the topic of obesity and
relapse, care was taken by the researcher not to probe further when the respondent
indicated that they had no more to add, or indicated that they preferred not to discuss a
topic.

The interview was ended after the respondent had answered dl of the questions and
had areached a point of “saturation.” This was a point where the respondent became
repetitive and reiterated information already discussed. This repetition sgnded a
conclusion and provided a means for the researcher to double check accuracy of collected
data. Inal cases, the respondents also acknowledged the conclusion of theinterview by
indicating that they had no more information to add.

Field Notesand Methodological Log. All of the audiotapes and handwritten notes were
reviewed immediately following the interview. The researcher aso recorded informdl
notesin anotebook after each of the interviews. The “field notesmethodological 1og”
contained the researcher’ s basic observations and impressions of the respondent.
Information on demographics and other key factors was noted. Additional thoughts and
observations that occurred throughout the entire research process were aso jotted down
inthislog. Many key aspects of these notes were used for the compilation of the case

studies and case analyses.



Transcriptions. Transcriptions were made of dl the audiotaped interviews. The
researcher compared audiotapes to transcripts and reviewed each transcript to ensure that
it contained the verbatim recorded interview. The informant was also asked to review the
transcript for accuracy. These steps were important for the rigor of the design and for the
identification of emergent issues. Thisreview asssted the researcher in identifying other
factors or issues that may affect relgpse and enabled the emergent design to develop.
Case Study Development. Verbatim data from each of the transcripts was reviewed
repestedly through the case study formulation, compared to the audiotape, summarized
and reported in a case study format (see Chapter 1V). Careful and repested review of the
datawas carried out in order to assure accuracy in the final case study report. A case
study was generated for each of the eight interviewees. The case studies included an in-
depth and thorough explanation of the problem of relgpse astold by the
respondent/interviewee. Each of the case studies was presented as a holistic and
descriptive persona account of the individua respondents. Unique experiences of each of
the women were provided through direct quotes and details of influentid factors that
played apart in their obesity relapse.

Basic information on age, maritd status, weight, weight history, dieting attempts, was
contained in the case studies. Answersto each of the Interview Guide questions (Table 2)
were dso included. Finaly, emergent information, which was aresult of the qualitetive
design, was contained in dl of the case sudies.

Content Analysis. The data gathered from the open-ended interviews was individualy
presented in the case andysis section (Chapter V). Content analysis was used to

summarize the digtinct attributions that were emphasized by the respondent as being



influentid in their relapse experiences. The researcher’ s observations and interpretations
were included in this analysis process. The content anaysis procedure described by
Covert (1977) and later by Patton (1990) was employed. Word clusters and phrases from
the interview transcripts were used to code the information and develop acommon
category system. Categories of main reasons or attributions for relgpsing were then

devel oped and used to analyze and define each of the cases. The following categories
emerged: Physiologica Factors, Negative Influence of Practitioners, Food and Drink
Habits, Food Cravings, Decreased Physical Activity, Negative Emotions, Pogtive
Emotions, Freedom from Regtrictive Dieting, False Sense of Security, Low Sdf-Esteem,
Pogitive Body Image, Cultural Acceptance, Family Responsibilities and Demands, Sexud
Abuse, Parental Push to Diet, Rebellious Overedting, Appetite, Sleep Disturbances, Work
Demands, Lack of Mativation. While some of the categories were reflective of the
Interview Guide topic areas (Table 2), many of the categories emerged as unique
reflections of the individud’s story of relapse. The development or evolution of these
topics to categories and then to themes is represented in Table 3 (see Chapter V). Table 3
provides alig of interview guide topic aress, categories used in the case andysis and
themes that were developed to represent the common themes in the cross-case andysis.
Cross-Case Analysis. The cross-case andys's examined the common themes or patterns
that emerged asinfluentid in the obesity relgpse experiences of the respondents.
Categories from the case analyses were used to develop common themes for relapse
attributions across the cases. Based on these common themes, a conceptua framework of
relapse attributions was developed. This framework was used to generate a better

understanding of obesity relgpse. The themes which were commonly represented in the



case sudies were: 1) the impact of food restriction, 2) the impact of having persond
choice taken away, 3) negative emations, 4) physiologica factors, 5) lifestyle demands
and 6) return to familiar food habits. Negative or divergent patterns were aso described

in this section.

ENHANCING QUALITY AND CREDIBILITY OF THE QUALITATIVE DESIGN

Interna and externd vdidity, religbility and objectivity are the conventiond criteria
for establishing trustworthiness in a quantitative sudy. In qualitative research these
conventiond formulations are replaced with concepts which are appropriate for the
qualitative paradigm, and aso establish the trustworthiness of the project (Lincoln &
Guba, 1985). Lincoln and Guba (1985) have proposed that credibility (in place of
internd vdidity), transferability (in place of externd vdidity), dependability (in place of
reliability), and confirmability (in place of objectivity) be used to establish and enhance
the qudity of the research design. All of these concepts have been incorporated into this

research design to enhance the trustworthiness of the project.

CREDIBILITY

The criterion of establishing trustworthiness in quditative research is demongtrated
when the researcher produces credible data. The following techniques, which were
suggested by Lincoln and Guba (1985) to improve credibility, were used in this study:
peer debriefing and member checking.

Peer Debriefing. Peer debriefing involves enligting the help of peers who have

experience in the area of research that is under study. Peer debriefers are used to review
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the data, to check case studies and to verify and confirm the researcher’ s representation
of the collected information. These reviews function in contralling the researcher’ s bias
during data interpretation. Rebecca Reeve, Ph.D., program manager at |Q Hedth, a
worksite wellness and behaviord weight control program a the University of Virginia,
was the peer debriefer for this research project. Dr. Reeve reviewed dl transcripts and all
case studies. She aso reviewed and provided input for the case andysis and cross-case
andysis sections.

Dr. Reeve gave recommendations on how to organize the case andys's and provided
other helpful suggestions for the written dissertation. She suggested that | insert research
citations in the literature review that discussed popular standards of obesity trestment
practice. Mogt importantly she reviewed and then corroborated my assessment of the
cases.

Member Checking. Member checking is an additiond step that is used to establish
trustworthiness or credibility. As suggested by Lincoln & Guba (1985) typed transcripts
and case studies should be shared with the respondent so that the respondent can check
that the case is accurate and correctly represented. Member checking was implemented
in this research study. All of the respondents were asked to confirm that their interview
data (transcribed responses, direct quotes) and case studies were correctly represented.

None of the respondents seemed interested in reviewing their transcripts; there were
no comments or corrections to these documents. The case studies were returned with very

few comments or corrections.



TRANSFERABILITY

Transferability in quditative research refers to the applicability of the data. One of the
main goals of quditative research isto produce data that are applicable or meaningful and
fits the experience(s) of the reader. Trandferability or gpplicability isincreased in
qualitative research by making sure that a sufficient amount of “thick description” is
included in the study (Lincoln & Guba, 1985). This research study attempted to include
thishigh leve of description through its use of quotes and contextua information that

demondtrated life issues and experiences that were unique to each of the respondents.

CONFIRMABILITY AND DEPENDABILITY THROUGH AUDITING

The practice of auditing is an additionad method used in quditative research to
demondtrate confirmability and dependability of the sudy. According to Lincoln &
Guba (1985), auditing is ameans of insuring congstency and authenticating the process
of quaitative research. In this study, each step of the research process has been kept on
file for possble audit. The researcher’ s audit trail includes: (a) the research design and
purpose as outlined in the proposd; (b) methodological notations of the researcher’s
perspective (contained in amethodologica |og); (c) identification and sdection of
respondents; (d) transcripts and audiotapes, () corrected case studies; (f) notes from
meetings with the peer debriefer; (g) notes and comments from meetings with committee
chair and co-chair. Thisaudit trail wasimplemented as ameans of enhancing the

credibility of this research and increasing the quality of this dissertation.
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RESEARCHER ASINSTRUMENT

Unlike the quantitative paradigm, in quditative inquiry, the researcher isthe primary
insrument. According to Lincoln and Guba (1985) and Patton (1990), the qualitative
paradigm relies on the rigorous thinking of the researcher and higher gbility to rdate with
thick and accurate description dl of the detail of the collected data. Lincoln and Guba
(1985) note that human characteristics of responsiveness and adaptability enhance the
concept of the researcher asinstrument. They point out that the human has capabilities to
understand the dimensions of collected information and to make thisinformetion more
explicit. In addition, they note that the human is adaptable and can smultaneoudy
collect and assmilae information. Such flexibility is key to the quaitative desgn since it
dlows for the incorporation of emergent information.

Refinement of the research indrument is dso an important feature in the quantitative
and quditative invedtigative paradigms. In quditative sudies, refinement entails the
development of skills and techniques necessary to conduct arigorous, trustworthy and
credible study. Prior to undertaking this study on relapse, the researcher prepared through
graduate study in quditative anadlysis and through implementation of a pilot project on
relgpse. The pilot project dlowed the researcher to practice and hone skillsin
interviewing, case study development and andyds. In addition to this preparation, the
researcher has been employed in the field of nutrition and dietetics for the past 20 years.
The mgority of her professond practice time has involved counsdling and trestment of
obesity and other chronic diseases. Appendix E provides additiona information on the

researcher and her interest in obesity relapse.



Table 2.

Interview Guide

Literature Review Citation

Interview Guide Questions

Background Questions:

Please tell me alittle bit about yourself.

Based on what you told me, let’ stalk alittle about your
weight history and dieting background...

Would you comment specifically on when you became
overweight?

Comment on the diets you have been on over the years,
and whether you were on aliquid diet or other plan with
fewer than 1200 kcal per day.

Can you tell me specifically about your daily intake
while on these diets?

Were there specific foods that were difficult to avoid?
Comment on whether you have participated in formal
weight loss programs.

Comment on the number of times that you lost and
regained weight.

What was your lowest body weight after your most
recent dieting effort?

Y our current age, martial status, and weight?

No citation

(Please note that, if during the course of the background
guestions the interviewee does not address the specific

factors listed below, each of the following questions will

be posed.)

How do you think you regained the weight you lost?

Finding from studies by Keys, et al., (1950)
point to the problem encountered up to 33
weeks after the end of caloric restriction---
excessiveintake, cravings, and food
preoccupation persist even when food is
plentiful. Caloric restriction and subsequent
overeating is also apart of Herman and Polivy’s
(1984) theory of restrained eating.

Cultural food question is based on my interest.

How did fasting diets or caloric restrictions affect your
relapse?

Would you comment on your appetite after you came off
your diet?

How do you think your cultural food preferences
influenced relapse?

Emergent design question

Do you have alist of good foods and bad foods?

The impact of positive and negative emotions
on eating has been identified in studies by
Rosenthal & Marx (1981), Schlundt, et d.,
(1989), and Kayman et al., (1990). Foreyt, et
al., (1995) also noted that people who weight
cycleare more likely to have negative
psychological attributes.

How did emotions (negative or positive) influence your
relapse?
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Table 2.

Interview Guide

Literature Review Citation

Interview Guide Question

Attendance at formalized programs was
associated with relapse in two of the reviewed
citations— Marston & Criss (1984), and
Kayman et d., (1990).

Question to be posed only to those that attended formal
programs ...

How do you think attendance at aformal weight control
program positively or negatively influenced your
relapse?

Wolfe (1992) theorizes that reaching a self-
determined goal weight or having a perception
of success influences maintenance efforts.
Schlundt, et al., (1989) also propose the
concept of reaching goal weight as one of the
key difference between maintainers and
relapsers. Maintainersreach goal.

Would you comment on whether you completed a
weight control program or self-initiated diet and got
down to a personally meaningful body weight?

How did the achievement or non-achievement of a self-
determined weight goal impact your relapse experience?

Relapsers were noted to be less likely to
exercise than maintainersin research by
Marston & Criss (1984), and Kayman et al .,
(1990).

Would you comment on your physical activity habits
before and during relapse?

A social support system, therapist and or
friends and family, was deemed to be important
to maintenance of weight lossin anumber of
the referenced articles— Perri (1984, 1987,
1995), Kayman et a., (1990) Baum et al.,

(1991).

Please tell me about your support system. How do you
think weight control therapists, family and friends
helped or hindered during weight loss and rel apse?

Poor body image was identified as a distinct
characteristic of relapsersin Kayman, et al.,
(1990).

How do you think your view of your own body
influenced your relapse?

Disturbed sleep was noted to be more common
among relapsers by Marston & Criss (1984).

Please comment on your sleep patterns.

No citation, author interest.

If employed, how did work influence relapse?

No citation, author interest.

For the interviewees who have been pregnant, and have
not addressed the influence of pregnancy on relapse, the
following will be asked: How do you think pregnancy
influenced relapse?

How do you think caring for children hasinfluenced
relapse?

Why did you agree to participate in this study?
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CHAPTER IV
CASE STUDIES
This chapter presents the case studies for dl of eight study participants. The data,
which were collected from the interviews and notes, were summarized and reported in a
case study format. Each of the case studies includes an in-depth explanation of the
problem of relapse astold by the respondents. The Interview Guide (Table 2) was used to
organize the presented information; however, the respondents were not restricted to the
open-ended topic areas of the guide. They were free to comment about any factor that
may have been influentid in their obesity relgpse occurrence. The unique attributions of
al of the women are provided through direct quotes and details of theinfluentia factors
that played a part in their relapse experiences. In an effort to portray respondentsin an
accurate manner, quotes were left unedited. Editing was used only on occasion to help

clarify information provided in the quoted Statements.

CASE STUDY:GEORGE

George was an out-going and gregarious woman who agreed to be interviewed after
she was referred by one of my nutrition colleagues. Her sdlection of the pseudonym
“George’ wastdling of a persondity that appeared upbeat and friendly. George wasa
57-year-old, Caucasian woman who was married with three grown children and a
menagerie of dogs, cats and ponies. George commented that al of the members of her
family including her petswere a a*“perfect” body weight. Unlike her family members,
George had struggled with weight loss and gain for more than 25 years. Her attributions

for weight gain over this extended period were complicated. The respondent’s



predominant attributions about her body weight revolved around her strong fedingsthat a
dow metabalic rate resulting from yo-yo dieting had contributed to her obesity. She
believed that she had the disease of morbid obesity and this disease was not dways
responsive to her dieting attempts. In spite of this belief, she o pointed to earlier times
in her life when environmentd factors like raising children made it easy to overest or
fedings of depresson may have caused her to “ self-medicate with food.” These
environmental and psychologica reasons, however, congtitute a smdler part of why

George thought she has regained lost weight

DIETING BACKGROUND

George noted that her predisposition for being heavier sarted early inlife. She
described hersdlf as being chunky as a child and recdled that she was overweight most of
her life except for periods when she was dancing professondly. She danced for five
years from the age of 14 until the age of 19. Pregnancy and the postpartum periods were
aso times when George noted that her weight was “under control.” Although her weight
was high during these times, and she characterized hersdf as“fat,” she noted that she did
not gain additiond weight after the pregnancies. During each of the three pregnancies
George gained “exactly 25 pounds’ and would lose this extraweight when her babies
were about three weeks old. Her first pregnancy was at age of 23 and her last pregnancy
was at the age of 29.

George did not become what she terms “ chronicaly obese’ until her thirties. When
asked what she weighed at that age, she indicated that she thought she was about 160
pounds. She described feding asif she “hit thewall,” at that weight. She was 63 inches

in stature and was technicaly consdered obese.



Her recollection of exact weights and ages was not totally clear. After making this
assertion about when she became obese, she stated that she was not sure of these figures.
During afallow-up, George was asked to recount body weight history again, she
indicated that she weighed anywhere from 135 to 190 pounds when she was in her
thirties. Her sef-reported weight at the time of the interview was 200 pounds. She has
maintained this weight for the past 10 years.

According to George, she has been on many diets throughout the past 25 to 30 years.
When asked about specific diet names and plans, she commented, “Y ou nameit, I’'ve
beenonit” Included in her list were three separate occasions when she was on the liquid
protein modified fasting diet sponsored by the Universty of Virginia. Each of the fagting
regimes consisted of a 12-week regime on a high protein liquid intake of fewer than 400
cdoriesdaly. All of her additiond dieting regimes conssted of an average cdoric intake
of 700 calories or fewer. She asserted that she was unable to lose on adiet thet contained
more than 700 calories.

“| did the protein diet, | don’'t mean the one at the hospital, | did the one with what's
his name? Stillman?1 did Stillman. ...Yeah, I've donethem dl. I’ ve done Weight
Watchers...| haven't done too much on the fad diets, like grapefruit diets and things
like that. And, | found that protein and water diets were the most successful in terms
of my comfort level.”

The respondent explained that when she first tried the protein sparing modified fasting
diet a the Universty of Virginiain the early 1980s, she lost 50 pounds. Again, she noted
that she was unable to remember her exact body weight prior to thisloss. However, she
remembered the significant 50-pound loss. Fifty pounds was the most weight she has

ever lost on adiet. A physcian a the university’s Department of Internal Medicine

medicaly supervised thisfast. There were no nutrition counseling sessions before, during



or after the initid fasting session of 12 weeks. George described thisfirg fasting
experience as her “success story.”  Unfortunatdly, she was unable or unwilling to
remember how long it took her to gain back her weight.

She lost only 30 pounds on her second fast. According to George, this loss was not
much, but was the highest tota weight lossin her weight control group. Unlike her first
try with fasting, she was supervised by a physician and aso counsded by a nutritionist.
Findly, the third and most recent time that George fasted was in 1992; she fasted after
she had an angioplasty operation. She characterized this as the least successful of dl
three attempts and as the only negetive experience she had a the University’ s formalized
welght loss program. Part of the negative experience she encountered was with one of
the education session co-leaders, aphysician’s assistant. He was brought into the
counsdling group sessions to help facilitate group discussion. George described her last
and least successful fasting experience:

“...Andthethird timel didit, | did not chest oneiota because by thistime | had
learned my regain lesson and the whole works. After three months of it, | lost about
eight poundstotal and that was with exercise. And, then | had that wretched counselor
who was with Optifast. He was terrible and should not have been dlowed to do it,
a leest with me. But, | had to Stay there because we only had four people in my
group, then their sessons would have been meaningless, they would have been too
few [inthegroup]. And, why | cared about them | don’t know because it was costing
me afortune. | find that very interesting about myself.”

Thiswasthe firg timein the interview that | thought George was able to pinpoint a
possible tangible deterrent to her success at weight loss. She made the following
additiona comments:

“He was somehow brought into counsdling, whether he had any degrees or not, |
don’t know, but he was dedling with a bunch of women who were alot smarter than

he was, and he never gathered that. And, he could not understand why they weren’t
needy and grateful to him, but they were just thinking circles around him.”



Although the respondent described this practitioner as obtrusive and ineffective, she
did not redly link this person with her attributions for relgpse. When asked if she felt
that her negative experience with this practitioner precipitated any relapsing, she noted
that she did not think so. Overdl, this experience had not redly tainted her viewpoint
about fasting. George assarted thet if her health would alow her to do so and her heart
would not be damaged, she would “go on one tomorrow.” This she mused was because
she would “like to be aredly shgpdy old woman.”

Most of George' s discussion about her dieting history focused on the fasting programs
she attended a the University of Virginia She did not comment much about her fedings
or experiences while at Weight Watchers or any of the other salf-initiated diets she went
on over the years. However, she noted the fact that she used the drug Redux for about a
month. She came off this drug after reading about it and being warned of its harmful
effects by her private physician. Finaly, during the course of our discussion on dieting
history, George stated that she put herself on adiet amilar to the Pritikin diet for atwo-
month period after she had her angioplasty. She stopped this stringent regime after two
months because she did not lose any weight. This diet, she dso thought, “sent her
cholesterol and triglycerides off the chart.”

During the time of the interview George was “not counting caories,” instead she was
trying to regtrict her food intake and to exercise more. Her efforts were directed at
achieving a hedlthy lifestyle and preventing exacerbation of current hedth problems. In
addition to heart disease, she indicated that she had been diagnosed with Type 2 Diabetes

Mdlitus.
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Since her angioplagty, her husband has been actively helping her. He exercises with
her and does al of the cooking. She quipped, “Heis making me eat these brown twiggy
things, that | hate” This comment was made in alightheartedly manner. In generd,
George sdiscussion of her husband relayed fedings of genuine fondness. She thought
that his culinary help has prevented her from gaining any additiond weight. She
explained:

“I mean, | just eat what he makes, and | love it because I’ ve hated cooking my
entire lifeand I’ ve cooked for 37 years. ...So I’m excited not to have to dedl with the
food, | loveit. I'm even willing to tolerate his cooking which is not great, but that
helps. ...Every fa person should have awife. That'swhy men lose, you know, ther
wives cook for them and worry about them dropping dead. And, that’s probably how |
I’ve managed not to gain, aswdll, because I'm just egting what he gives me.”

George' s husband’ s support was referred to again when we discussed exercise and the
topic of support in generd. Thisand later ssgments of the interview pointed to the
integrd part that her family was playing in preventing any further weight gain.

MAIN ATTRIBUTIONSFOR REL APSE

The respondent was unable to gve amethodica history of her successve weight
relgpses. However, she had initidly asserted that her she experienced two rel gpses: when
shelost and regained 50 pounds on her first fast and 30 pounds on her second fast.
According to her, there were no redly long periods of rdlgpsing. Instead, she Sated that
her regain was dmost immediate, particularly after fasting.

“Even awet |ettuce leaf will put weight on. ...Now I'm not excusing the fact thet
you fall back into patterns. ... | think it’s not that fat people eat more, but

| think that they do move alot less than other people, which again | think is

something that is set in their body.”

When asked about additiona attributions for relgpsing, George continued to point to
physicd factors and redlizations about the nature of her body. George explained that she

had come to redize in the last ten years that she would never be thin. Although she



acknowledged that, “ There has been alot of eating and what have you on my part,” she
never delved into this aspect of her attributions even when asked. However, she Sated
that she thought that her body weight was geneticdly determined and “not in my control
totdly.” She ducidated thisissue by describing the time after her angioplasty when she
quit smoking, started exercising twice aday and went on astringent “admost Pritikin diet”
for atwo month period. Despite these efforts, she reported that the Pritikin diet was not
effective in lowering her blood cholesterol and triglyceride counts. In amatter-of -fact
way George stated that she had come to believe that when she attempted to lose weight
she just gained more, and this she attributed to a dowed metabolic rate from so many
years of dieting. In many regards, her likelihood of developing “morbid obesity” wasa
certainty according to George. She described this inclination in the following paragraph.
“...But now that even medica science is coming around to look at when you're
morbidly obese, such as| am, obesity is one thing, that could be lazy, that could be
t.v., that could be bonbons. Morbid obesity isadisease, it'sachronic disease. ...And,
it goes part and parcel with heart disease and diabetes and dl those others. So, | don't

think in my whole lifeif | had been fighting this, | would have dowed it down, but |
certainly would not have eiminated it. It would have caught up with me & some

point.”

Even though George' s main attributions for weight regain revolved around her strong
belief about her physiologica predisposition to a disease, she did not disregard the impact
that psychologica factors play in relgpse for others. Nevertheless, these factors were
assigned less of acentra role in causing her regain. While probing her atributions for
relapse, George wavered just alittle and told me that she was not redlly sure why people
gained back weight. She questioned if the relapse was due to how the body responded to

the weight loss and dieting, or whether it was due to the fact that after afast the initid
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rapid regain made people fed guilty. This guilt she thought might cause “ sdlf-medicating
with food.”

Mos of the interview was in the third person. At one point, George persondized her
answers by telling me that she did not deny the fact that psychologica factors, like
depression, played arolein her relapse. Y et, she concluded that for her it was more of an
80:20 proposition with the physiologica factors playing the larger part in her regain. As
part of this discussion, George aso told me important psychologica and socid issues
about her earlier life. She believed that her earlier experiences of low sdlf-esteem and
being raised in fogter care, “Freud would love to blame the fat on.” She was unwilling,
however, to accept these reasons for her weight regain, especidly in the most recent padt,
when she fdlt arenewed sense of sdlf-esteem and confidence,

When George reviewed her case study she commented on the vagueness of her
answers. She dso asserted that she felt eating, lack of exercise and emotions had
influenced her regain. But, she did not eaborate on any of these factors by providing

additional comments to her case study.

FASTING DIETSAND RELAPSE

The questions posed during this part of the interview were amed at finding out if
fagting influenced relgpse by affecting appetite and cravings. Although enhanced appetite
was not identified as an issue for George, she consdered the entire period after fasting as
problematic. The mogt difficult part was the task of severdy redtricting hersdf to regular
food. It was much easier for her to drink aformulathan limit her intake to 700 caories of
solid food.

“But to actudly have to count or watch what you et is o time-consuming and

unfriendly. Y ou know, it'sredly not--- it’slike you have cancer and haveto go dl
day, which some people do, and think of nothing else but cancer. Y ou know, it’s not
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positive, it doesn't matter if you're losing weight, it’s not positive. Some other system

Is being stressed because of it. So, yeah, oh | would fast in aflash before I'd re-do a

700 calorie diet.”

Part of the reason that George did not think that her gppetite after fasting was
increased was due to the fact that for most of her life she did not know whét it felt like to
be full. The feding of not being satiated was dways the norm for her. Therefore, fasting
did not noticeably increase appetite. Only in the past few years has she noticed a
sensation of fullness after egting. This she ascribed to her diabetes medication.

Our interview discussion on gppetite and craving flowed into the topic of deprivation.
For George, being overweight made her fed a sense of deprivation. She offered an
example when she noted that deprivation could be as smple as not being able to eat
dessert when everyone else was indulging. Deprivation conjured up other fedings for
George. Being “fat,” as George s0 often referred to her obesity, felt like deprivation
because it was “isolating and conspicuous.” Her additiond feglings of deprivation came
from wishing that she could be like other people and not have to worry about weight.

When | asked if a sense of isolation or fegling conspicuous contributed to George's

relgpse, she indicated that she did not think so.

CULTURAL FOODSAND REL APSE

Cultura food preferences did not redly figure in George' s account of relgpse. She
noted that she started cooking for hersdf and her half-sster when she was eight years old.
Although she described her cuisine, macaroni and cheese and beef stew in acan, as
typifying “ Archie Bunker culture,” George stated that she could “overeat blanched

broccoli just as much as Wonder bread”.
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DICHOTOMOUSVIEW OF FOODS

George noted that she had a dichotomous view of foods. She had alist in her mind of
what was good food and what was bad food. Apples were good and butter was bad. She
aso noted that her view extended to the belief that, “If it tastes good | must spit it out
becauseit is bad!”

NEGATIVE AND POSTIVE EMOTIONS

George responded that she thought both negative and positive emotion could influence
weight relapse. She reflected that being in a positive or good mood was not a guarantee
that you would not relgpse. In spite of these ddliberations on emotions, she did not point
to fedings asimpacting her relgpse during this part of the interview. A more important
issue for her was “feding avoid” after fasting. When she was asked to eaborate on this

at the follow-up interview, she indicated that she was not sure what she meant.

GOAL WEIGHT ACHIEVEMENT

Fifty pounds was George' s largest weight loss. When asked if she thought this loss
was important, George hesitated and indicated that she thought it was important but did
not consider the loss “an achievement” like having ababy. For her having children more
closdly defined a persona sense of achievement. She conceded that she felt good about
the weight loss but could not devate this atainment to the satus of a sgnificant
accomplishment. This 50-pound loss did not get her to agod weight. Overdl, George
does not think that her failure to achieve a specified god caused her to relgpse.

Nevertheless, this weight loss did give George “afeding of freedom”. She ascribed
thisfedling to the fact that she looked more like others and did not stand out in a crowd

because she was fat. Furthermore, she thought that when people noticed her they were

72



doing so because of whom she was rather than what she looked like. Thiskind of pogtive
attention was freedom in George' s view.

PHYSICAL ACTIVITY HABITSAND RELAPSE

George was not redly sure if her exercise was any different before or after her
periods of relgpse. During afollow-up conversation she reiterated the fact that she had
aways didiked exercise and did not engagein it often. She presently has aroutine of
aerobics and weight lifting, which she does five times aweek.

There were periods in her life when she felt depressed and during these periods she
described hersdf as sedentary. By sedentary, George explained that she was il active
in her day to day life. She cooked, did the grocery shopping, and drove her children to
their various activities, however, planned exercise like aerobic activity, was not part of
her routine. When asked how long these periods lasted, George noted that she had
aways had a depressive personality, so she was unable to provide the answer in exact
years.

SUPPORT SYSTEM

Friends and family corstituted George' s support system. George noted that she had
many friends and she attributed this to her “compulsively compliant persondity.” She
explained that she went out of her way to get people to like her. And athough she found
thisto be a strange part of her persondity, she was able to Sate that there were very few
people that didiked her. Ultimately, George noted that she could not help but fed a sense
of support from the many people she had befriended. Nonethel ess, friends were not
described as influentid in heping her with her weight loss efforts.

Her family’ s support seemed to be much more essentid to her efforts at obtaining

improved hedth. She reiterated her earlier positive statements about her husband and
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indicated how terrificaly supportive her entire family was over the years. In avery
factud manner, she qudified her comments about their assstance by ating, “Mostly
they know how unhappy | am.”

Some parts of our earlier discussions about weight control therapists and their support
or lack of support were repeated. Again during this discussion, George recounted only
two situations where she encountered ineffective therapists. Their impact on relgpsing
was not a consderation for her. She explained that she remained compliant and continued
to attend weight control sessons despite problems she may have had with the therapists
ingengitivity or ineffectiveness. She deliberated further on this issue and then commented
that at the time she may have just repressed her fedlings about therapist incompetence.
And as aresult, she thought that their actions did not affect her efforts.

BODY IMAGE

George was not able to comment on whether body image affected her weight relapse.

S_EEP PATTERNS

Up until nine years ago, George reported that she never dept more than four hours a
night. She credited her recent improved deep patterns to the medications she was placed
on for her hedth problems. George stated,” | deep well, | livewdl, | think well, I'm
happy.” Since the change in her degp habits, she dso commented that her body weight
has remained rlaively steady with minor fluctuations of no more than three pounds.
When asked, nonetheless, what she weighed nine years ago, she noted that her weight

was lower.

WORK AND REL APSE

George viewed work in a positive manner because work had helped her to be more

sdf-confident. Until recently, George commented that she characterized herself
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predominantly as“fat.” Shefdt thisin spite of the fact that she had a number scholagtic
and professiond achievements and had aways been employed in top-level positions. Her
present job has helped her to understand that her intelligence and crestivity were definite
attributes of her persondity.

“Working probably made me care again. | don't know but | get so much postive
feedback in my current position, probably more than I’ ve ever had in my whole life,
mainly because I’ ve put myself in a position where there are alot of people around
me. And, I’m meeting new people each day, and | get such positive feedback that it
doesn’'t make me fed less unhappy about being fat, but it does make me understand
that that’s only a component of me, it'snot al of me. ...I mean, I'm just sarting to see
that | have something else besidesfat.”

RAISING CHILDREN

The respondent stated that she definitely loved her children and “adored parenting.”
Her devotion and affection for her family were evident when she talked about them. She
noted, however, that the only time she found child-rearing to be boring was when her
children carried on protracted conversations which began and ended with the question
“Why?" Overdl, raisng children seemed to be physicaly rather than emotionaly
demanding for her.

“It'sjust you, the kid and the peanut butter. The kid only eats a bite, so you finish
that off. |1 mean, | think thereisalot of that. And, you'retired dl the time. And you
can't diet when you're tired because you have no energy to bring to the task a hand
whichis, ‘Just Say No'.”

WHY THE RESPONDENT PARTICIPATED

George gave a number of very frank reasonsfor her participation in this interview.
Included was the fact that dthough she doubted that the mechanisms of obesity and
relgpse would be fully discovered, she was interested in helping out science by providing
truthful information. She also asserted that she wanted to help because she was referred

by afriend, and she was after dl “compulsively compliant”.
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However, George' s main reason for participating was not for the sake of science.
Ultimately, George noted that she participated because she wanted to show me that she
was not afraid to talk about her weight. Her defensiveness seemed to be prompted by the
fact that she felt asif she was hominated to participate because she was a“failure” Her

frankness made me sensitive and cautious about future recruitment for this study.

CASE STUDY: SUE

I knew that Sue had been on and off diets for years, and | asked her if shewould
consder being interviewed. She was dightly hesitant at first, but after | shared the
protocol with her, she waswilling to talk about her history of obesity relgpse. The maor
reason that she agreed to participate was because she thought that just talking about her
previous experiences might help her with current dieting efforts.

Sue was 46-years old at the time of the interview and weighed 265 pounds. Thiswas
obese for her short sature of 63 inches. Sueis a Caucasian woman who ismarried with
two grown daughters. Sue has been dieting for the last thirty years and during thistime
she has lost and regained over four hundred pounds. In spite of her poor success rate, she
seemed relaxed and ready to talk to me about her relgpse history. | sensed that her ease

might be due to her new found success with a current weight loss diet.

DIETING BACKGROUND

Sue was not able to identify a particular age when she became overweight. Instead,
sheindicated that she was overweight throughout her childhood. She clearly recalled that
she began dieting when she was 15. At this age, her weight was 220. Within one year’s
time, however, Sue successfully dieted down to 140 pounds. She remained at 140 when

she graduated high school e the age of 16. Her weight loss, neverthel ess, was not

76



sustained for avery long period and began to creep back over the next two-year period.
This relgpse started soon after high school graduation when she moved away from home
and began a new job. Sue noted that her new lifestyle Situation was not conducive to
dieting. Part of the problem was that she socidized more with friends and it was “hard to
stay on adiet, travel and do what you want to do.”

Marriage and pregnancy aso seemed to further complicate Sue sweight problems. At
the age of 18, one year after she arted working, she married her first husband. Her
commitment to staying thin waned further during the marriage. She attributed her lack of
motivation to what she identified as a mistaken notion that her husband would love her &
any weight. Significant backdiding on her part led to weight gain during the first two
years of the marriage. By the time she was 19, and pregnant with her firgt child, she
weighed 250 pounds.

According to Sue, her first marriage lasted for nine years, and it was not a happy
union. During this time, she went through a cycle of relgpse, weight loss and repest
relgpse. On avery disenchanted note, Sue commented about her initia expectations of
marriage and her rebound weight gain:

“...Then got married and got off my diet again because | figured that once you
have somebody...you don't have to stay on diets any more because you can do what
you want to do aslong as you' ve got that specid person. They should stick with you
no maiter what.”

Although she commented about not staying on diets while married, she did diet a
number of times over those nine years. Sue liked the Weight Watchers format and went

on her own verson of aWeight Watchers 1200-calorie diet soon after the birth of her

firgt child. Her weight had reached 250 pounds after this pregnancy, however, one year



postpartum she lost back down to 140 pounds. Sue was about twenty years old at the
time of this second mgjor weight loss.

Thisweight loss was not sustained for very long and in dightly over ayear, she had
relgpsed again and was back to 220 pounds. Notwithstanding this relapse, Sue continued
to diet intermittently throughout her twenties and into her mid-thirties. Whilein her mid-
twenties she met and married her second husband. He was described as aloving
companion who was not judgmenta about Sue's weight. In spite of his acceptance of her
body weight, Sue continued to go on and off diets. She indicated that amogt al of the
diets she placed hersdlf on throughout her life were based on the Weight Weatcher’'s
program and entailed 1200 to 1400 caloriesaday. There were, however, two exceptions
to her typica Weight Watcher regime. When she was about 23 years old, Sue tried atwo-
week water and fruit fast. Shelost and quickly regained ten pounds on this sdf-designed
fast. And, the second exception was when she followed the NutriSystem diet for a Sx-
month period in 1981/82 when she wasin her early thirties. Sue lost 60 poundsin six
months on the NutriSystem diet. This program was described as a pre-packaged food plan
that was supplemented with diuretics and vitamin and minerals. Sue was unaware of the
cdorie levd of thisregimen.

But the weight loss following the NutriSystem plan was aso aloss that she could not
maintain. According to Sue, after being on the program for sx months, she could not
handle it. She was unable to tolerate the packaged food and the supplementa laxatives
and diuretics made her fed weak. Within six months, Sue was back to her usud weight of

250 to 260 pounds,
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Despite these periodic weight losses and on-going dieting attempts, she noted that for
aperiod of time she was unable to grictly adhere to any dieting regime. None of her
endeavors were effective in the long term. Her weight returned to 220-260 range during
most of her twenties and thirties. When asked to summarize the number of times she
dieted during thistime period, she noted:

“I went back to Weight Watchers. I’ ve been there about five times, on and off. A
month here, I’d stay for sx months, get off, maybe go off for another month, then get
back on, because | couldn’t get back into it. ...I did NutriSystem for sx months...|
lost 30 poundsin 30 days. | was losing a pound a day, which was great, but as soon as
you get off of it, you go right back to the same thing because if you don't sick withit,
the weight will come back.”

As Sue got dightly older, she did not give up her desire to be athinner person. In
1990, at the age of 38, Sue went on the TOPS (Take off Pounds Sensibly) diet plan. She
was decidedly more enthusiastic when she recdled being involved with this program.

Part of her enthusiasm was because she was so successful and was crowned “weight loss
champion.” Sue explained that after being on this program for one year, shelost atota

of 130 pounds, or one-hdf her body weight, and reached alow of 130 pounds. This
accomplishment earned her the TOPS organization title as“Virginia' s Weight Loss
Champion.”

Aspects of the TOPS program had particular apped for Sue. This program was not
taught by a nutritionist or other weight control specidit; instead overweight peers, under
the auspices of TOPS, ran the weekly meetings. Sue' s enthusiasm about the TOPS
program was in part due to thisinformal nature and built-in peer support. All dieters were
provided with a “buddy” who was available by phone to offer encouragement when

digting got difficut. In addition to this support, the more loosely structured food plan dso

gppeded to her. Calorie controlled diet plans were not individudly prescribed. Instead,
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Sue noted that information on arange of nutritionally balanced caorie limited diets was
distributed and participants made their own decision about which level to follow.
Exercise was aso encouraged. Sue indicated that she kept her cdorielevd at 1200 for a
12-month period and lost 130 pounds.

Unfortunately, the TOPS championship was not a* happy ever after’ ending to her
weight struggle. Within one year’ stime, she repeated her relgpse pattern and regained al
of her lost weight. At the age of 40, she was back to her usua weight of 260 pounds.

Sue went back on her Weight Watchers 1200-1400 caorie diet in January of 1999,
and gtarted attending the TOPS support group in March of 1999. According to the
interviewee, her latest weight loss effort was going to be her last because sheis
determined not to relgpse again. She reported that she logt weight steadily since the
beginning of the year. Thistime, her determination seemed to be fuded by her
physician’s admonitions about her hedlth, as well as her own desire to be a hedthier yet
thinner woman.

MAIN ATTRIBUTIONS FOR RELAPSE

Based on Sue' s history of dieting, there were many times when she lost and regained
25 pounds or more of her body weight. As she indicated, the first relgpse occurred
approximately two and one-haf years after her first weight loss diet when she was
approximately 19 years old, 1 year after her post-partum diet when she was 21 years old,
sx months after her NutriSystem diet at gpproximately 30 years old, and findly at the
age of 40, one year after her TOPS championship.

Suesinitid atributions for al of her relapses involved what she described as

“socidizing.” Sue liked to go out with her friends and have a good time. Socidizing



amost dways entailed drinking acohol. Caorie counting was clearly out of the question

once acohol loosened her restraint. She stated:

“It wasn't necessarily the food that getsit, because | went out alot drinking. You
have a beer here and amixed drink there, and like | said, | didn't eet awhole lot. But
I"d drink with friends, and the more acohol you drank, it seemed like the more
cdories| was putting in. ...Even though it’ slight beer, it dill putsit back on.”

Besides pinpointing acohol as a contributor to her relapses, Sue described playing a
“five pound” mind game.

“...I fdtlikel had log dl the weight and now | had time to play with it. Usudly
you could say that you' ve got five pounds to play with. Well, | felt that five pounds
would be dl | wanted. But | kept esting and eating and going out and doing things
with my friends. And | started drinking, of course, the dcohol will put it on
redly fast, and | just started doing that. And, that’s what happened, and | just lodt it.
| gaveit up; | just didn't care anymore. | got to do what | wanted to do.”

Although Sue initidly described excessive drinking and esting as being associated
with positive moods, she aso stated that there were periodsin her life when she was so
stressed out, she drank and ate by hersdlf to relieve stress. Her attributions for her most
recent relapse in 1992 were associated with such negative emotions brought about by
difficulties she had dedling with her youngest daughter. She described part of her daily
scenario:

“My youngest child, we had alot of problemswith her, you know school and stuff.

And | gtarted putting on the weight with her. ...Y ou work everyday, come home, and
then there are problems. And, you try to handle them yoursdf, you can’'t. And then
you just give up and say, ‘ Okay, I’'m just going to have amixed drink or a couple of

mixed drinks. And then you st down and eat a pizza by yourself, or whatever you
wanted to eat and [you] don’'t worry about it.”

Her (second) hushand' s unconditiona acceptance also seemed to function asa
contributor in her last two relapses. Sue stated that when she was fedling stressed and
darted eating, the belief that her husband was “dways going to be there, no matter what ”

was part of her response of “not caring any more” about dieting.
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Findly, in addition to the impact that positive and negative emotions had on dl of
Sue s relapses, physicd factors played arole when she regained her weight after the
Nutri System diet. She was Smply unable to endure how weak and sickly shefdt on this
diet. Because of this wesakness, she came off of the diet and stated that she quickly
regained her lost weight.

FASTING DIETSAND RELAPSE

Although Sue' s Nutri System diet sounded like a fasting diet with fewer than 1200
caories, Sue did not include this experience in her responses when she discussed fasting
diets. She noted that she only fasted once and that was for abrief period on a self-
designed diet. Her fast lasted 14 days and it consisted of fruit, crackers, water and
purgetives. She stated that the cdoric level of her fast was gpproximately 1000 cdoriesa
day. Sue noted that she lost 10 pounds after this fast, but had to stop because she felt so
week and was fearful that she would get “hooked” on laxatives and diuretics.

After this brief fast she regained her weight quickly. She attributed this rgpid regain to
the fact that after the fast she had extreme food cravings and a heightened appetite.

“| craved ice cream, but then got back into [eating] pastas too, because | love
paghetti. | like pastaand sauces and | like macaroni and cheese. ...And then | got
into pizza, too. | got hooked back into pizza. | would st down and eat two or three
dices and before you know it, the pizzais gone.”

According to the respondent, afeeling of defeet precipitated by the fact that she had
deprived hersalf unnecessarily aso caused excessive egting following thisfast. This

experience has cured Sue of the desire to ever fast again. According to Sue, one dieting

fact was now certain, fasting was unhedthy and undesirable in her book.
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CULTURAL FOODSAND REL APSE

Sues grew up in the South and her culturd food heritage included lots of fried and
fatty foods. Fried chicken, sausage, bacon, homemade bread and fresh corn were typical
foods that she ate while growing up. However, these foods were not the food choices that
she prepared after she left her parent’s home. In fact, the respondent did not think that
higher fat Southern cuisine necessarily influenced her relapses. Sue noted that she had
changed her food choices and cooking style along time ago. If she ate bacon, she noted
that she was careful to only prepare turkey bacon or sausage. Baking and broiling rather
than frying were dso her preferred methods of cooking.

When Sue overate she tended to select foods that did not typify Southern cuisine.
Pizza, pasta with heavy sauices, and ice cream were her downfall. These were not foods

that characterized her mother’ s cuisine.

DICHOTOMOUSVIEW OF FOODS

Sue was the first respondent to bring up the issue of good and bad classification of
foods or that she had a dichotomous view of foods. This categorization was not Sated to

be contributory to her relgpse problems.

NEGATIVE AND POSTIVE EMOTIONS

Negative and positive emotions were both identified as contributors to Sue' s relapse
problems. Sue liked to “party and to socidize’ and these positive fedings often got her
into trouble because she would over eat and drink. While both postive and negative
emotions seemed to be at play in her relgpse problems, negative emotions prevailed in the
relgpse scenarios that she described.

In only one Stuation did a negative life Stuation contribute to weight loss and that was

largdy due to the fact that Sue did not have money to eat. This Situation occurred



immediately following her divorce when she was forced to leave home and to support
hersalf and one of her daughters. For ayear, she lived in amotel room and worked asa
waitress. Her body weight was lower than it had been for a number of years because she
did not have enough money to feed her child and hersalf. However, as soon as she was
financidly secure, she sarted to gain weight.

The power of negative emations, neverthedless, seemed to be more of an influentia
factor in her latest relgpse. Sue referred to her sressful family life and the difficulty she
had coping with her troubled 21-year-old daughter. Her daughter relied on Sue and her
husband for emotiond and financial support. This reliance caused agreat dedl of stress.

“It's very hard when you have to raise two families. ...You have to make sure she
gets to work or the baby gets to the gitter...and that’ s very stressful because sheisold
enough to take care of hersdf. And, we are not getting any younger, we need time for
ourselves. It's bad for areationship...then | get stressed out because | don’t want to

talk to her or | fed guilty if | don’'t do it. And, then | get to eating, | St down and |
may have adrink.”

According to Sue, the emotionad drain from these circumstances took atoll on her
hedlth. As part of her new diet resolution, Sue was trying to cope with her life Situation
by taking better care of herself and by worrying less. Health and happiness were two life

conditions that she wanted in the upcoming yesar.

GOAL WEIGHT ACHIEVEMENT

The respondent had achieved her god weight anumber of times throughout the years.
Reaching her goa of between 135 to 145 pounds dways made her fed “wonderful.” She
fdt this way after receiving the TOPS championship and described this sensation asif she
was “on top on theworld.” Although this dation and ultimate feding of achievement
were redities for Sue, they did not prevent her from relgosing. Attainment of her god

weight was now powerful enough to keep her from regaining. Soon after she reached



god, Sue noted that she relapsed because of “alot of persona problems.” These

problems she acknowledged were related to the Stuation with her daughter.

PHYSICAL ACTIVITY HABITSAND RELAPSE

Sue tended to exercise when she was losing weight, but would stop when she was
relgpsing. During her weight loss periods, exercise conssted of stationary biking and
walking five times aweek or more. However, this routine was only an established part of
her dieting lifestyle. As soon as Sue was off the bandwagon and relapsing she would stop
her physical activity. According to Sue, exercising seemed to be “awadte of time’ when
she was “ eating and putting the weight back on.” She honestly commented that she
“didn’t worry about it anymore,” instead she would “just come home and look &t t.v.”

SUPPORT SYSTEM

The respondent commented that her support system consisted of her friends, co-
workers and her husband. Sue counted on their support when she was dieting. She loved
to recelve compliments on her gppearance when she was losing weight. Compliments and
praise bolstered her resolve to lose. Although she commented that her primary reason for
her current diet was to improve her hedlth, she dso described how gratifying it felt when
people noticed how good she looked. This recognition made her fed asif she was “back
on track” and “was going to be dl right.”

Part of the reason that Sue thought she relapsed in 1991, after she lost down to 130
pounds was that people stopped naticing her achievement. Thislack of acknowledgement
played apart in her rlapse. Sue noted that the fact that “nobody redlly cared” whether
she was thin or overweight may have contributed to her overeating.

Throughout the years, Sue has relied on the support of her second husband. She

thought that he truly cared about her weight control struggles and tried to help. At the



time of the interview, he was digting with her and was dso helping out by bringing low
fat foods into the household. Although Sue portrayed her second husband as supportive,
she dso commented that his support would come in the form of admonishments about
hedlth. According to the respondent, her husband would often state:
“¢You'redoing it for yoursdf, don't do it for me. And if you put the weight back
on, you know it' s going to be your hedlth. And there’' snothing | can do. | can't Sit you
down and tie you to a chair and force feed you. You haveto do it by yoursdlf.””
Even though his message sounded confusing, Sue did not think that her husband ever
tried to sabotage her efforts. In al ways, Sue fdlt that her husband was a supportive
partner who had “been with her through thick and thin.”

On the other hand, weight control counsalors and staff at Weight Watchers were not
thought to have much influence on her weight satus. Fellow dieters were much more
influentid. In fact, Sue noted that she loved to go to TOPS because the dieters there

provided her with lots of positive support and praise. The weekly prize for the largest

weight loss was dso an inducement to attend meetings.
BODY IMAGE

The respondent’ s concept of her body image influenced her throughout periods of
weight loss and relgpse. Sue loved to see an image of athinner woman in the mirror. This
positive image helped her to stay motivated. However, a negative image was al'so
powerful. Her negative view of hersalf when she was relgpsing and gaining weight
intengfied her problems. Sue commented that when she was in aweight-gaining phase,
the image of herself as a bigger woman would often make her depressed. 1t was avicious

cycle and according to Sue, “The more depressed | get, | think the more | eat.”



Although anger and disgppointment would aso serve as motivators for weight loss, it
seemed asif negative factors like depresson would often subvert her efforts at trying to

lose.

SLEEP PATTERNS

On the average, Sue dept five hours each night. This limited amount was typica for

her. In fact, Sue commented that if she dept more than this or took anap, shefelt ill.

WORK AND RELAPSE

Work was stressful for Sue because she had unlimited access to food. She commented
that she liked the people that she worked with and aso liked her boss, but the food
availability presented unique problems for her. Breskfast, lunch and unlimited snacks
were provided by her employer, and athough this would be viewed as a perk by some,
Sue found this stuation difficult. It took additiond resolve to ded with the availability of

food at work and her existent body weight struggles.

RAISING CHILDREN

Motherhood and raising young children were not consdered to be contributors to
Sue s early relapse problems. Sue noted that there were stressful timesimmediately
following her divorce when she was a Sngle mother raising a daughter. However, caring
for her children did not exert an influence on her weight relgpses. In fact, Sue tended to
maintain her weight in alower range of 170 to 175 pounds when her children were
toddlers. It isonly in the recent past that the burden of family respongbilities has
impacted her and her body weight status. The stress of shouldering the burden of her

youngest daughter’s problems often led to overeating and drinking.
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WHY THE RESPONDENT PARTICIPATED

Sue participated because she wanted to help me out and because she stated that she
liked me. In addition, she noted that she participated because she found it helpful to tak
about the issues surrounding her previous rel gose experiences. Ultimately, she was
hopeful that some of her redlizations would help her with her current god to lose weight

and dtay thin.

CASE STUDY: EILEEN

Eileen contacted me after being told about this dissertation project by her
psychothergpist. She was quite enthusiastic about being interviewed. When | met Eileen |
thought she gppeared rather young for her age. She was a 53-year-old Caucasan woman
who had long blond hair. Graying temples and wrinkles around her eyes were the only
features that betrayed her otherwise youthful appearance. As part of her background,
Eileen included the fact that she was living with her boyfriend. She dso noted that she
had raised two sons. She was estranged from her oldest son and her youngest son was
killed in a biking accident when he wasin his early teens.

Eileen was soft spoken and gentle in manner. These characteristics seemed to be
perfect for her profession as a daycare worker for elderly people. Although Eileen
appeared to be shy, on one hand, she was dlso self-assured. On the day of the interview,
she asked in an assartive manner if she could see the interview questions before the
interview began. She wanted to review them before she sSgned the participation
agreement. Eileen perused the interview guide before we started, seemed satisfied and

began taking without hesitation.



DIETING BACKGROUND

Eileen explained that she has been heavy most of her life. She started putting on
weight when she was around eight years old, and except for abrief period, remained
heavy into her adult years. She recalled that throughout her childhood her mother pushed
her to lose weight. Her mother tried to cgjole her with the tired adage, “If only you would
lose weight.... you have such a pretty face.” Eileen recollected thet at the early age of 8
or 9, her mother placed her on a series of diets and even took her to see doctors who gave
her diet medications for weight loss. Despite such concerted effort by her mother, Eileen
described dl of her mother’ s attempts as futile. Eileen observed that ultimately she
lacked motivation, and because of her indifferent attitude, she was not successful at
losng weight. The only time that she could remember not being heavy was for about one
year when she was a senior in high school. She recounted that at the time her mother
pushed her to diet and took her to a doctor who gave her “some kind of shots.” Eileen
seemed to be afairly passive recipient of this weight loss regime until she discovered
teenage boys. This discovery seemed to happen concurrently with her weight loss. She
noted that for the first time she was “ somewhat motivated,” but even this period was
short lived.

“I just sort of went dong for the ride because she had been bugging me ever since |
garted gaining weight. ... So, for my senior year | lost weight. That was aso the year
that | quit getting good grades and discovered that there were boys. So that [weight
loss| was basically for one year.”

Eileen’ sweight problems returned soon after her senior year. Againg her father’ s will
Eileen decided not to go to college. Instead, she met and married her first husband at the

age of 19. Six months after she married, Eileen became pregnant. Pregnancy was the

dart of sgnificant and intractable weight problems. During thisfirst pregnancy a age 20,
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she gained 70 pounds. Shelost only 30 pounds of this excess weight in a short
postpartum period. One year later, Eileen was pregnant again. This pregnancy
compounded her existing weight problems. She gained even more weight with the
second pregnancy and never managed to lose it successfully. Because of her excess
weight gain and elevated blood pressure, each of the pregnancies was high risk. Eileen
was diagnosed with toxemia on both occasions.

Although she had gained excessve weight a an early age, Eileen maintained that
she was not motivated to lose it. Her dieting background during adulthood wasfilled with
many haf-hearted attempts at weight loss. She commented:

“| did diet every now and then when | would have a doctor who would bug me
about it. So, | would lose maybe five or ten pounds and then go to another doctor. |
wasn't motivated at dl to lose weight. It, food, was pretty much my only comfort.
And, then being a young mother, being poor, and having a husband who was a jerk,

they just dl added up to me not being motivated & al. | didn't have any good fedings
at al aout mysdf. | didn’'t know why. | just figured | was crazy like people told me.”

Some of the diets she tried were more memorable than the occasiond efforts
previoudy explained. Eileen went on two liquid protein fasts and logt significant
amounts of weight. Her first fast was in 1980 when she put herself on the Cambridge diet.
The Cambridge diet was aliquid protein sparing modified fasting formula that contained
adaily amount of gpproximately 600 caories. Eileen stayed on thisfast for “four, five,
ax months’ until her supplies “petered out.” Eileen explained that shewasdso a
distributor for Cambridge, but she stopped sdlling this formula diet around the same time
shetook hersdf off the regimen. After being on the Cambridge formulafor severd
months, her weight went from 250 pounds to 200 pounds.

In 1993, thirteen years after her Cambridge fasting diet, Eileen tried another fasting

diet cdled Optifast. The daily cdoric content of the Optifast liquid diet was higher than



the Cambridge diet and had approximately 800 caories. She obtained this formula from
awelness center in aneighboring town. Even though this fasting program was billed as
medicaly supervised, Eileen commented that she never saw a doctor during the entire
four to five month period that she was on the fast. This program did not have aformd
nutrition education component nor provide psychology counsding. Eileen noted that she
went weekly, was weighed by a‘counsdor’ and paid her money for more formula.

Eileen lost 50 to 60 pounds on the Optifast regimen and weighed 200 pounds &t the
end of thisfast. In comparison to any of the other diets she had been on, Eileen described
feding much more motivated when she was engaged in fasting. However, soon after she
stopped drinking the Optifast formula, she quickly regained the weight. Thisalso
happened after the Cambridge diet in 1980. She returned to 250 pounds on both
occasions, aweight that she identified as a body weight set point.

In addition to these more notable fasts, she placed hersdf on many popular diets. She
was on the Weight Watcher diet for six weeks and then lost motivation. Shetried
innumerable diet plans, but the names of so many of these diets seemed to escape her.
Part of the memory lapse may have been attributable to the fact that she was unable to
maintain any of these regimens for more than avery brief period. “I just never was
motivated, | was motivated to sart, but | wasn't motivated to finish.” Her recal of exact
dieting routines, weight loss, food or caorie limitations was aso vague. Eileen
summarized her weight and dieting history by stating, “I’ ve pretty much been heavy dl
my life” At thetime of theinterview Eileen was 247 pounds and measured 62 inchesin

height.
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MAIN ATTRIBUTIONS FOR REL APSE

When Eileen was asked why she thought she lost motivation and rel gpsed after the
Cambridge and Optifast diets, her explanations and subsequent attributions for these two
weight rlapses were intense. She explained that through psychologica therapy she had
become aware that she had been molested as avery small child by her grandfather and
then later by ateenage baby-dtter. According to Eileen, childhood sexud abuse,
compounded by demanding parents and along history of involvement in abusive
relationships, laid the groundwork for alife of being overweight. She frankly had a fear
of being thin and attractive. Eileen hit her highest weight of 286 pounds, 14 years ago,
right before she entered psychotherapy. While discussing her parents and their influence
on her, she sated the following:

“And, 0 | got mixed messages from my parents, such as, ‘ Clean your plate ....

‘Why is she gaining so much weight?’ ...And, there was my father [he] did things

like--- 1 brought home an al A report card one time and | was so excited abot it...

and | waswaiting to get this humongous hug, and * Oh thisis so wonderful.” And,

Daddy looked at it, and he patted my shoulder, and he turned around to walk away,

and he sad, *Wadll, good, now next time you can get dl A+s.” So, | pretty much

learned that | wasn't perfect, and | wasn't worthy.”

Eileen described her tendency in adult life to play out these early-learned fedings of
being told she was not “worthy.” She explained that she had entered into physicaly and
verbdly abusve rdationships with men which “reinforced al the things thet | felt about
mysdf.” Her higory of being sexudly abused had aso exacerbated her problems. She
stated that she used her “body for armor to keep people away and to keep men away.”
These fears played a part in her subsequent weight gain after both of the fasts.

“...When somebody, amale, would say something like, ‘“Well, gosh darn it, you're
looking redlly good now,” and it was just like, *Oops, | don’'t want to do that, | don’t
want aman to act that way towards me.” So those times, when aman saysthat to

me...and that would trigger al those old tapes, and | would go get apizza. And, it
would gtart dl over again, ‘Hurry up put it back on. Put it back on. Hurry up and put

92



it back on.” | didn’t understand, but | certainly should have known better. I’'m not
stupid.”

FASTING DIETSAND RELAPSE

Eileen did not think that the fasting diets influenced her relgpose. She had not
experienced increased gppetite or food cravings after coming off of the two fasting
regimes. Furthermore, she did not think that the abbsence or presence of any of the
counsdlors during her Optifast diet influenced her weight loss or subsequent relapse. The
weight gain she thought before and following these diets was due to anumber of other
factors. Included in these factors, were lack of motivation and an “addictive’ responseto
food.

“...And s0 | would cook something that tasted so good that there was a certain
amount of abuzz that | would get. ...I felt more at peace | guess. It would sort of
cam, wel| probably anesthetize [me]. ...And then the more | ate, the more satiated |
would become, or then | would be real deepy and go to deep.”

In addition to these stated problems, the reintroduction of solid food after afast was
difficult for her. According to Eileen, it was much easier for her to drink protein formula
and not ded with food. It was difficult to eet limited amounts of “redl food.” Besdes
these factors, Eileen stated that she had alifestyle that was contributory to weight gain.
She socidized agreat ded after sheleft her first husband. Although Eileen identified

acohal drinking as another contributor to excessive caoric intake, she thought, “food

was the mgjor thing” when it came to why she relapsed.

CULTURAL FOODSAND REL APSE

Cooking and eating heavy German cuisine were both enjoyable parts of Eileen's
food culture. She noted that she was introduced to German cooking when she was ill
very young. According to the respondent, by the time she was eight years old, she had

aready received her first cookbook and was cooking. When she discussed the cultura
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and socid influence of family on food habits, she fondly remembered that her
grandmother would cook for three weeks before a holiday. Eileen loved her grandmother

and her cooking style seemed to be atribute to her.

“I liked cooking, | liked egting. | mean, everybody would st around the table for a

long time and edt, talk and vigt. My grandmother, my father’s mother, wasthe
only person who redly gave me unconditiond love, and I’ ve emulated her in alot of
ways. ...And, soinalot of ways| wanted to be like her. And, | guess| did, | sort
of followed in alot of her footsteps.”

DICHOTOMOUSVIEW OF FOODS

Eileen noted that she did not have a dichotomous view of foods. She did not have a

mentd list of good and bad foods.

NEGATIVE AND POSTIVE EMOTIONS

According to Eileen, emotions influenced her eating “more than anything dse” She
identified both positive and negative emotions as being linked to her problems with
overedting. Earlier in the interview, Eileen dluded to the fact that she frequently overate
when she was in a happy mood and socidizing. Y et, when asked specificaly about the
impact of emations on intake, she indicated that she also used food to ded with her
negdivefedings. In an atempt to illusrate just how powerful she thought her emotions
were on influencing her egting, she described atime when she conducted persona
research on how infrequently she felt the physiologica sensation of hunger.

“...I practicaly had to not egt anything for two days so | could fed food hunger
because | didn’'t know what it waslike. ... | was aways S0 busy egting for other
reasons, | wanted a hug, or | was sad, or | was lonely, or | was happy, or whatever.

...l think | just learned to use food whenever there' s afeding there of some kind of
dress coming up--- to just est it down. Eat it down. Eat it away.”

GOAL WEIGHT ACHIEVEMENT

Eileen did not set god weights during her two mgor fagting diets. Just “losing the

weight” was important to her. And, while losing 50 pounds or more on two occasions



made her fed “good,” failing to achieve ided weight made her fed defeated. She
described, her fedings after the firgt fast of “working redly hard” to lose to 200 pounds,
and her frudration at till having “so far to go” to get to an ided weight. Eileen thought
that her perfectionigt attitude made the task of losing al her excess weight daunting.
Perfectionism and her unresolved fear of thinness, she fet, chipped away at her
perseverance and caused her to give up on further weight loss.

PHYSICAL ACTIVITY HABITSAND REL APSE

Eileen did not make physicd activity part of her daly routine. Even when she was
losing weight on the fagting diets, she did not exercise. According to her, “Exercise was
not anything that ever crossed my mind.” Only in the past year has she been engaging in
aregular routine of physcd activity. Her changein attitude towards exercise was largely
due to hedlth conditions. She was diagnosed with hypertension and digbetes and exercise
has hel ped to keep both of these medical problems under control. She noted that her
weight dropped to 227 pounds after afew months of exercisng and contralling her
intake. However, she was back to 247 pounds at the time of the interview. She was
unsure about why she had regained 20 pounds; in part she thought that it might be
associated with feding “scared.”  She attributed her most recent anxiety to the fact that
she was éttracted to aman in her exercise class. This attraction caused stress because she

was worried and afraid about leaving her current relationship.

SUPPORT SYSTEM

Eileen thought that her relationship with her boyfriend was aso part of her overesting.
She noted that he was not a very “warm person” and thet their relationship was troubled.
Asaresult of her boyfriend’s alcohol abuse, she had previoudy endured physicd

violence. Even though he stopped drinking and the abuse had stopped, Eileen struggled



with conflicted fedings towards him. When she discussed the issue of his support, Eileen
described her struggle and the slence that characterized her home life.

“And he stopped drinking, and he redlly doestry, blesshisheart. | have acertain
amount of guilt about wanting to end the relationship because heredly hastried hard.
| fed bad that | didn’t leave him when he was begting the hdll out of me. Y ou know,
here heis, he'sredly trying, and he' s doing what he can. And he sgot his
limitations. ...He doesn’t understand concepts. He doesn’t understand when | talk to
him about, well, used to talk to him about thergpy. So, our house is pretty sllent. The
only thing we talk about is the dog.”

Regarding support for weight loss, Eileen found her boyfriend to be neither postive
nor negative in his support of her efforts. “Losng weight has not ever, ever, ever, ever,
been an issue with him,” she noted. In generd, support from other family members was
negative or non-existent. Her brother, who was the remaining close family member, was
described as nonsupportive about weight, her lifestyle, or her relationships.

Eileen described her exercise group and her psychotherapist as being two sources of
positive support for her. This poditive support was relatively novel to Eileen and
something that she was learning to get accustomed to and trust. She commented that she
gtill had to get used to people being nice for no reason. Ultimately, she noted that the
support of her group and therapist was helping to “make it easier.” Both sources seemed

to be asssting her with persond gods of achieving physica and emotiond well being.

BODY IMAGE

Although she never redly thought about it before, Eileen responded that she did not
think that her body image influenced her to lose weight or regain. She stated bluntly,
“I’ve dways had a bad, non-loving, non-accepting body image.” On a conscious leve she
was not able to identify if these fedings contributed to her body weight statusin any way.
Only in the recent past has Eileen noticed adight attractiveness in her body shape.

This appreciation was dtributable to her weight lifting efforts and better body definition.



The improvements she saw in her arm and caf muscle seemed to be particularly
gratifying. She commented that she was able to pass amirror and admire her caves, or

flex her arm muscles and fed proud.

SLEEP PATTERNS

Until recently, atypical night’s deep for Eileen was eight to ten hours. She has never
been deep deprived. Furthermore, she did not think that there was discernible difference
in deep patterns when she was losing weight or gaining. At the time of the interview, she
noted that she needed less deep because of her increased physical activity.

WORK AND RELAPSE

Occasiona boredom rather than stress seemed to characterize fedings that Eileen had
about her job. She was employed as a daycare worker for the elderly and she commented
that she “likes the dderly and their stories, but they dso degp alot.” Their excess
deeping made her fed bored. While she did not react to boredom by overesting at work,
sometimes when she went home in alistless state of mind, shewould overindulgein
food. The sight and smell of high fat foods prepared by her boyfriend tended to

exacerbate the effect of boredom by also heightening her appetite

RAISING CHILDREN

When we discussed the topic of caring for children and the possible influence of this
factor on relapse, Eileen indicated that she did not think that raising children exerted
much of an influence on her weight regain. She again pointed to her history of sexua
abuse and the subsequent problems and felings that abuse caused in her adult life.
Through her psychologica therapy sessons, Eileen was able to uncover the damaging
effects of her history and to work on recovery. She thought that before she started

therapy, the “ garbled insde suff” and fedings of “low sdf-esteem” contributed to the
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overedting. The stresses of raising children paed in comparison to al of the other
problems and bad fedings she was dedling with a the time.

WHY THE RESPONDENT PARTICIPATED

Eileen seemed to look upon participation in this dissertation project as an opportunity.
Shetold methat for the longest time shefdt asif she did not have anything to offer
others. Nonetheless, she has changed her view of herself and hoped that she could help
people by sharing her experiences. She thought that her intuitive knowledge and her
persond account might assst younger women who may have smilar problems. Eileen
thought that perhaps her disclosure about sexual abuse and itsimpact on her eating and
body weight would help save time and anguish for a younger womean just beginning to
ded with comparable difficulties. Findly, she saw vaue in participating in a project that
would inform people about obesity relapse. She was hopeful that it would enlighten some
doctors who might oversmplify obesity relapse. For Eileen, relgpse was more complex

than eating too many caories.

CASE STUDY: REBECCA

| met Rebecca through a mutud friend about five years ago. As| got to know her,
she shared the fact that she had attended 1Q Hedlth, the forma weight control program, a
the University of VirginiaMedica Center. Over the years, Rebecca aso shared her
continued interest in nutrition and weight loss. Rebecca knew about my project and
when | asked her to be a participant, she was quite willing to beinterviewed. At thetime
of heinterview, Rebecca was 47 years old and was working on losing weight. She
weighed 203 pounds and was 66-1/2inches tall. Additional aspects of her profile included

the fact that she was a married Caucasian woman with two young teenage daughters.



DIETING BACKGROUND

Rebecca recdled that up until the age of five shewasa“skinny” child. According to
her, from the age of five years and throughout most of her childhood, she had
been overweight and unhappy about it. At the age of five, she commented, “I just got fat
and they couldn’t figureit out.” However as she got older, she figured out away to “fix”
her stuation. Rebeccaindicated that she purged from the age of 12 until 28 to help her
control her weight. She commented:

“I have been overweight ever since | can remember and unhappy about it ever
sncel canremember. | started fixing that myself, secretly when | was 12 years old,
by making mysdf throw up. | didn’t recognize it as anything bad. | thought it was a
pretty good idea.”

As early as adolescence, Rebecca was aso given diet pillsto control her weight
Rebecca remembered that her pediatrician put her on adrug called Preluden when she
was about 12 years old. She noted that she took Preluden intermittently until her last year
in college. Rebecca recalled that she weighed 165 as a senior in high school, but weighed
less than that through college. Her weight fluctuated between 129 and 145 pounds
through college; this lower range was in part due to the use of Preluden.

“...My mother said | was so unhappy as a seventh grader. ... Apparently |
ballooned at puberty into 180, and | was five-foot two. So, that’s pretty
hefty. We were having a hard time finding clothes. ...So she took me to the doctor,
my pediatrician and he prescribed diet pills a--- | was ether twelve or thirteen. And
frankly, | took diet pills on and off until my senior yeer in college. That was the way |
fixed my weight. And then, when | was a senior in college, they took that particular
diet pill off the market. Apparently it was very dangerous. ...And, | have been
sruggling with my weight ever snce. | mean the diet pills redly worked dong with
the other strange things | was doing to stay skinny. The period of my lifewhere | fed
like | was skinny was from senior year in high school through college. 1 was skinny,
but | was taking diuretics, laxatives, diet pills, and puking.”

At avery early age, Rebecca had a great ded of experience with other dieting aides. In

the mid-1960s, her mother put her on Seago and Metracd, liquid low caorie medl



replacements. Rebecca quipped, “Y eah, that’ s what my mother’ s remedy was, to get me
to drink these liquid things dl thetime; | was sarving dl the time as a child.”

In addition to these diet products, there were many other reducing diets that Rebecca
tried throughout the years. According to the respondent, she did “any name diet that was
popular” and so many diets that she could not begin to remember them al. However, her
experience on the Weight Watchers diet did stand out in her memory. She attended this
program twice and was accompanied by her mother on both occasons. Sheaso
followed the Weight Watchers written diet off and on from the age of 12 through college.

Rebeccarecdled that when she first went to this program she was a teenager and she
“hated it.” Her averson for Weight Watchers was due to the fact that she fet out of
place because she was younger than many of the other participants. The program’s
caoric redrictions and smpligtic format aso compounded her negetive view. She
remembered that she was given adiet with adaily caoric level between 1000 and 1200
caories. In Rebeccd s current view, this limitation was clearly “outrageous.”

Despite this very low caorie level, Rebecca attempted to stick with this diet
throughout her school years and into her late twenties. In fact, if she was not on the
Weight Watchers diet plan, she was on some other popular variation of a 1000-calorie
diet. Her dieting o entailed aregular routine of vomiting. Rebecca noted that she
“worked with her weight” through her mid-to late twenties and managed to maintain
between 155 to 165 pounds. Although this body weight was relaively low, she was il
unhappy with her body. She commented:

“I went through my twenties, | married young. | was 23, 24 when | got married. |
went through that period il sort of working with my weight, kind of going between

155 and 165, and unhappy. | mean, I'd go to cocktail parties and stand by the food
and stuff my face and then come home and throw up. So, you' re thinking, ‘When are
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you going to stop that? Y ou're a married woman.” And, so those little messages

would go through my heed like, *Y ou know thisis good as a child. | mean, thiswas

okay when you didn’t have any better sense, but you' re supposed to grow up a some
point and take respongbility.’”

In her eyes, aswell asin the eyes of many of the people who knew her, she was more
beautiful when she was dender. According to Rebecca, “People would go nuts over me
evary timel log weight.” Given this pogtive reinforcement, Rebecca continued to do
whatever it took to stay thin. At onetime, her desire for thinness even clouded her
perspective about life. She explained:

“I got up to about 175 pounds and got redlly, redly sck. That'swhen | had atumor
on my parathyroid. | had to lose akidney as aresult of the cacium. | had a stroke
and was in the hospitd for two and a hdf months and got out weighing 146 pounds.
And, believeit or nat, | thought everything was worth it because | logt dl that weight.
| couldn’'t believeit! I'd stand in front of the mirror and I’d go, ‘Oh, my God, I’'m so
glad | got sck.” | mean, what aweirdo! ...They put me on the scaleswhen | |€ft the
hospita and swear to God, it waslike, *All right.””

Although being skinny was gratifying, degp down Rebecca worried that her purging
contributed to her iliness. Because of her concern over her hedlth, she was prompted to
stop vomiting at the age of 28. She commented about her decison:

“...I remember the doctor coming inand | said, ‘I have a confesson to make. |
make mysdf throw-up. Hasthis caused this [problem] in any way, shape or form? |
mean isthiswhy I'm so 9ck? And he sad, ‘We don't know why you're so sick.
Certainly that hasn't helped your hedlth at dl, but | can't say that your tumor was
caused by bulimia’” ...I don’t even think they had aword for it then, or if they did they
didn't useit.”

It was difficult for Rebeccato maintain her weight at 146 pounds after she stopped
purging. Within one year of her recuperation her weight crept back up to 160 pounds.
Rebecca recollected that her attempts at weight control were more difficult not only
because she was no longer purging, but because she had aso become pregnant. She

remembered that she did not control her esting by dieting or purging when she was
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pregnant and by the end of her pregnancy she gained over 40 pounds. She was 200
pounds after the delivery. This was the highest she had ever weighed and this fact
prompted her to go back to Weight Watchers.

Unfortunately, the Weight Watcher’s program had not improved that much since her
teen years. The biggest frustration for Rebecca was the fact that Weight Watcher' s staff
st extremely unreasonable weight loss goas for her. An additional setback wasthe
program’ s tendency to take control away from the dieter.

“...Mother again was with me, she said, *Oh, they even alow you asnack.” And |
waslike, ‘I don't likethis. | don't like [being told] what isalowed.” ... weighedin, |
think | reached their first god. And the thing that made me mad & the very beginning
was they set thisunredistic god for me, and | felt, you know, ‘Why am | doing this?
I’'m never going to weigh 150 or 40." | mean | think they even set 145, and | knew
\t/;/gtat it would take me to weigh 145. | mean | would never get there, so | gave up on
The goal weight of 145 was aweight that Rebecca had achieved as a younger college

sudent; maintaining this weight often involved extreme measures. Only if she used diet
pills, laxatives, diuretics and vomiting could she Say at 145. At the age of 29, Rebecca
was no longer willing to take those unhedthy chances. She dropped out of Weight
Watchers after two weeks and decided to diet on her own. Within two years, Rebecca
eventudly lost from 200 poundsto 175 pounds.

Even though Rebecca inherently knew that 145 pounds was an extremey skinny and
unregligtic weight goal, she continued to compare her body weight status of 175 pounds
to this unachievable and artificia parameter. In her view, 175 pounds was still too heavy
and not acceptable. She remembered being surprised by a compliment from an office

secretary, who said to her, “You look fantadtic, | want to weigh that.” She was stunned
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because for such along period in her life she was advised that she should weigh so much
less. Quite frankly she thought the woman who paid her the compliment was “insane.”

Rebecca maintained her weight at 175 pounds for three years. However, a the age of
33, she became pregnant with her second child. Although she was able to carefully
control her weight and gained only 23 pounds during this pregnancy, it was difficult to
lose weight after she had her baby. Her body was increasingly resistant to weight loss. It
took Rebeccatwo yearsto get her weight down to 188 pounds and it seemed impossible
for her to get below this weight. She recdled that she was discouraged and thet at times
she “jugt did not have the energy to try.” She would diet for aweek or so using the
Scarsdale diet, but then lose momentum. Her weight would go up and down and then she
would “do ablitz,” eating roast beef, tomatoes and onions for aday or try some other
Scarsdae menu for aslong as she could stick with it. The Scarsdale plan promised a 20-
pound loss in 14 days, but Rebecca was not able to go that long. She decided that she
had enough and should see a nutritioni<t.

“So | went to see my obgtetrician’ swife who isanutritionist. And, | would weigh
in every week, and she gave me a diet where there were portions, and she set the goals
at one or two pounds a week and she wanted me to weigh 150 pounds. And, now that
I look back onit, | think she was Sicker than | was because she was red strict and she
scolded me. | loved it. | mean, it'salmost like | loved it because | wanted someone to
be redly pissed & mefor being fat.”

Rebecca consulted with this nutritionist for one year and lost down to 163 pounds. At
age 38, she weighed more than her counsdor wanted her to weigh, but she felt good
about her weight status. Y et, maintenance of this status was short-lived because of
ggnificant life changes that occurred soon after she lost weight. Rebecca s husband
decided to change jobs and relocate the family. She described the negative impact of the

decison and what ensued after the move.
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“And | was wearing dl these redlly neet clothes. And then my husband decided to
move to [name of town], and it just completely whacked me out. | did not want to
move. | had agrest job, you know, | wasfinaly where | wanted to be weight wise,
and we moved, and | just said, ‘[Expletive], | am not going to diet any more. You
know, what isthe point of trying to control your life when you don't have any
control? ...So we moved up here, and | stepped on the scaes for the first time in four
months and | was back to 188. And just really had not dieted. ...I waslike, ‘1 just
can't do this.” Just, you know, depressed, redly having a hard time making the
trangtion here”

Prompted by the redization that she needed to ded with her new life and aweight
relapse, Rebecca consulted with her physician. She decided to seek treatment for
depresson and weight gain. As aresult, she joined the weight control program, 1Q
Hedth, at the Univerdty of Virginia. She also went on medication to treet her depression.

Things looked up for Rebecca after she made these changesin her life. She had avery
positive experience at |Q Hedth. To a great extent, this positive experience seemed to be
due to the program’ s nutritionist. She was described as very different from her
obstetrician’ s wife and characterized as “very reasonable and non-judgmentd.”
According to Rebecca, 1Q Hedlth's nutritionist showed her “awhole new way of thinking
about food.” By amply using the Food Guide Pyramid, limiting fat, and keeping records
with afood diary, Rebecca noted that she was able to lose weight. This smple plan not
only helped with the loss, it demonsirated to her that she could est up to 2100 calories
each day and Hill lose weight. When Rebecca joined 1Q Hedlth in March of 1993, she
weighed 205 pounds; by September 1993, she was down to 180 pounds.

However, soon after she lost this weight, Rebecca s brother-in law died. Thistragedy
affected her deeply and she noted that she just gave up on dieting and trying to “control”
her life. Her misfortune was compounded by hedlth problems that made dieting much

more undesirable.
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Over the years Rebecca has learned to ded with the misfortunes and problems of life.
Since her father’ s death in January of 1999, she has decided to lose weight again. Her
reasons for trying again were based on a desire to improve her hedth and longevity.
Hedlth rather than a concentration on weight loss and appearance seemed to be amore
effective motivator for Rebecca At the time of the interview, she was counting her
Pyramid servings and had successfully lost from 212 to 203 pounds. She also noted that
she was gpproaching life differently. She was trying to acknowledge thet life was full of
tragedies, but that life was meant to be lived to itsfullest. Rebecca s changein attitude
and outlook seemed to be helping in her latest efforts to dedl with relapse.

MAIN ATTRIBUTIONS FOR RELAPSE

Asindicated in her dieting background, Rebecca had lost weight and rel gpsed many
times throughout her life. Although many of her responses about relgpse reflect her
varied experiences, she tended to concentrate on two more recent relapses. Her most
recent rel apse experiences occurred right after she moved to a new town and following
the degth of her brother-in-law.

From the start, Rebecca was able to give reasons for why she relgpsed without much
hesitation. Her firgt response was succinct, “ The pendulum would swing the other way
you know, | would stop starving mysdlf and make up for it.” Earlier in the interview she
had made reference to what she meant by this statement and the consequences of her
redtrictive eating, she noted:

“Wadll, you know, when | was on these kinds of diets, dl the foodsthat | loved, |
avoided. | mean you couldn’t have potato chips, donuts, or alcohal. ...And, | was just
religious. But, I'd poop out by about ---1 could never makeit to two weeks. I'd
poop out by ten days because | would have lost seven or eight pounds, and I'd say,
‘Oh, thisis great.” Of coursg, it was dl water, you know. And, now when anybody

tellsme, you know, ‘Y ou can't havethis” I'm like, ‘[Expletive] I'm not going to be
on that diet then, I’m not going to do that because | got to have some of my foods.””
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Emotiond eating was the second attribution that Rebecca gave for relapse. She sated,
“Every timel gained, every time | gained a bunch of weight, it had something to do with
amgor life change” Rebeccawas referring to anumber of tragedies and illnessesin her
life that made her fed asif “she had no contral.” Within the last twenty years Rebecca
had been faced with three mgor illnesses and the deeths of two of her close relatives, her
brother-in law and her father. These events and her feding of powerlessness over them
often resulted in her abandoning her effortsto diet. “1 just think | can’t control any of
this, so I'll eat.”

She dso thought that the unrealistic weight god's that had been set for her over the
years were also contributory to her rlapses. After dl thistime and so many dieting
attempits, she gill wonders what would be a hedthy and “reasonable’” weight for her.
Her inability to reach unreasonable expectations set by program personnel had caused her
to “giveup.”

Lack of exercise was an additiond attribution that Rebecca associated with relapse.
She was very open about the fact that she found it difficult to make physica activity part
of her routine. She commented quite frankly:

“I don't exercise enough you know. I’'m not an active person. | mean | haveto
redly say, ‘Gotothegym.” | remember you said you parked far away so that you
could walk. 1 would never do that, but you know I’ ve started doing it lately.”
Nevertheless, not dl of her regain was atributed to these reasons. Rebecca thought

that there might be some physiologicd factors driving her weight and appetite. Rebecca
remembered that when she was younger she would eat the same amount or less as her
classmates and still gain weight. Perhgps strong genetic influences accounted for her

weight, she did not know.
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“Yeah, it dways seemed like | waan't egting anything that anybody € se wasn't
eding. But it dways made me fat, particularly in high school. I'd watch these girls

just stuff their faces and they were skinny, but | didn’t see them al day long everyday.

.30, | don’'t know.”

She commented that her appetite mechanism seemed to be stronger than most people's
are and just harder to control. She observed that one of her daughters dso had abig
gppetite and wondered if thisran in the family. Rebecca questioned if their strong
appetite was some kind of “obsessive-compulsion thing with food.”

FASTING DIETSAND RELAPSE

Rebecca stated that the mgjority of diets she had been on were in the range of 1000 to
1200 caories. The only time she remembered going below this amount was right before
she was married. She had gained weight after she bought her wedding dress and her
mother strongly suggested that she do something drastic to get back to 149 pounds.

“And we went out and got awedding dressand it just fit. And, then | Sarted
partying, drinking you know ...and whenever | drank, I’d eat alittle more. Mother
kept saying, ‘Y ou know that wedding dress is not going to fit you unless you watch it
because | can see that you putting on alittle bit of weight.” ...\We went out and bought
thisred, liquid stuff. We went to some, you know, deszy placeto get it like
Hollywood Diets or whatever, and then you could have an apple or a grapefruit or
something. And, | got down to | think it was 151 when | got married.”

This concoction was sickening to Rebecca, fortunately she stayed on it for just a week.
Although her liquid fasting experience was brief, she noted that she was “ dbsolutely
garving” afterwards. She did not identify particular food cravings after she stopped
fadting, nevertheless, she commented that the fast impacted her esting and that she
resumed her pre-fagting eting pattern.

“You don't learn anything, they’ re easier than dieting because you don't have to

make any decisons. But then when you finish you have to make decisons, you il

make dl the stupid ones, or you kind of go the other way, ‘Ooh, | haven't had cake
for [solong].””
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CULTURAL FOODSAND REL APSE

Rebecca did not think that cultural foods had an impact on her weight relapse. She did
not cook Southern regional foods and did not think that these foods contributed to her
regain. While ethnic or culturd preferences were not identified as contributory, Rebecca
thought that large quantities of low fat foods were what made her gain.

DICHOTOMOUSVIEW OF FOODS

Rebecca noted that she had a dichotomous view of foods. She did not indicate that this

view impacted relapse.

NEGATIVE AND POSTIVE EMOTIONS

Rebecca identified negative rather than positive emotions as influencing her overegting
behavior. The tragic loss of her brother-in-law and persona experiences with sudden and
mgor illnesses had dl influenced her fedings about dieting. During these unsettling
times, she seemed to fed that dl control had been stripped from her and efforts at trying
to control food were futile.

“..Thesetragedies, | fed like I’ ve had more than my share of them. ...And, | just
think 1 can’t control any of this, so I'll eat. ... And positive [emotiong], I'll celebrate
with food, postivethings. But | fed most positive when things are in their little
boxes, like, my weight is okay, you know, my marriage is okay, dl the people | love
areokay. Andthen| just fed like, God, lifeis great! And, if one of those things go
askew, and that’swhen | est. Not when it sdl going right.”

GOAL WEIGHT ACHIEVEMENT

Throughout the years, Rebecca had achieved some of the weight loss gods that were
et for her. She remembered that she felt successful after dieting at |Q Hedlth and losing
down to 180 pounds. Rebecca, nevertheless, viewed this achievement as a“ double-
edged sword” because it often precipitated a false sense of security about weight status.

She explained how this achievement affected her:
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“When | achieveit, | go, ‘Oh, gosh, | cango out and live again. | can et like a
regular person.” And | apparently don’t. | eat more than aregular person. ...t creeps
up, you know. Because thislast time with [1Q Hedth nutritionist] you know | redly
fdt like...I had learned something, and | was doing dl theright things, but | think my
brother-in law died, | started drinking more. | got in ared dump emotionaly. And |
don't think 1 was mindful of what | wasdoing. You know, | don't think | paid enough
attention to [weight] because the next time | weighed, it waslike, ‘“How did | do
that?”

Not achieving her goa weight seemed to be equally problematic. According to
Rebecca, not getting to agod just reinforced her negative saf-talk. She often told hersdlf,
“You are unable to look like a human being, like everybody else” When Rebecca
reflected on this sdf-talk, she recognized that she was being unredistic. However, it was
difficult for her to free hersdf of this notion because, she remarked, “But that’s what you

havein your head.”

PHYSICAL ACTIVITY HABITSAND RELAPSE

Limited physica activity was afactor that Rebecca acknowledged as being part of her
relapse problem. She portrayed herself as not being a very active person. She had to
conscioudy put exerciseinto her routine when she was trying to lose weight. During her
involvement with 1Q Hedlth in 1993, she joined agym and was exercisng routindy for
40 minutes a day, four to five days aweek. This regimen lasted for about six months but
ended when her brother-in-law died. She explained that exercise had not become part of
her routine because she was often “derailed” by day- to-day busy life or by feding
depressed.

Another reason that exercise was not part of Rebecca’ s routine was because it was
never emphasized in any of the formal or magazine adopted diets she had tried before

1993. 1Q Hedth wasthe first weight loss program to include exercise as a treatment
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component. Food and cdorie limitations were the sole focus of her other diet programs.

SUPPORT SYSTEM

During her weight loss and gain experiences, family, friends, and hedlth professonas
varied in the degree of support that they provided. Ostensibly, Rebecca s mother seemed
to provide positive support for her to lose weight. However, Rebecca observed that the
early encouragement that her mother provided may have been mixed up with her
mother’s own fedings about being an overweght woman.

“...And weight was abig issue. | was the fattest of the children and my parents did
not like how they looked, and so they were *Oh, don't end up like us. Lose weight.’
And she [mother] said that | was so miserable, she took me for the diet pills, but |
don’t remember that. ...I don't remember being so miserable that she had to take me
for diet pills. | think that was some of her and some of me.”

On the other hand, she thought her father was a*“sexigt” about body weight. He
preferred skinny woman and seemed to only compliment Rebecca when she was thin. His
negative view of her overweight may have exerted an influence on her dieting throughout
her teen and early adulthood years. She remembered overhearing him talking to her
mother and comparing her to one of her teenage friends. Rebecca recalled that he said
that she was “s0 fat and ugly, she would never get married.” When she confronted her
father he denied meaning what he said. Neverthdess, hiswords propelled a mgor weight
loss.

“...I wasfifteen, but, believe me, | logt aton of weight. And when | came home from
collegeweighing 129 ... ‘God' he just kept saying, ‘God damn, you' re beauttiful,
God,” you know, just ecstatic. And after, you know, | would aways struggle around,
but | was doing pretty good. But after the babies were born, he never gave mea
compliment again. He never said, ‘Boy you look nice,” you know, or anything like
that.”

While she summed up her parent’ s influence on weight loss as being basicdly “non-

supportive,” her description of her husbhand' s influence was different. He was not
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judgmenta about her body weight and was depicted as aloving person. According to
Rebecca, he loved her a any weight and seemed neutrd in his support of weight loss.
Sometimes he would sabotage her diet efforts, yet she thought it was because he was also
overweight and periodicaly felt guilty about not dieting. She, nonetheless, had learned to
dedl with this problem by just assertively saying “no” to his offers of food or drink.
Overall, Rebecca did not see sabotage as an issue and characterized her husband as being
avery loving and wonderful person.

Nutrition professionds and weight control program staff provided amix of negative
and pogtive influences on her body weight status. As previoudy indicated, the program
personnel a Weight Watchers were thought to be influentia in subverting Rebecca s
achievement of weight loss because they st ridiculoudy low weight loss gods. On the
other hand, the two nutritionists she worked with had opposing philosophies and
influences. Their gpproaches to weight lossimpacted her in different ways. Thefirgt
nutritionist she consulted with was punitive in her goproach, set unredistic godss, and
intimidated Rebecca. Although she lost weight successfully during their consultation
period, Rebecca was regularly scolded if she did not meet weekly weight loss targets.
This dietitian’s gpproach was basicaly disrespectful. Her unethical style incited defiance
rather than cooperation from Rebecca

Contrary to this gpproach, the nutritionist a 1Q Hedth was friendly, non-threstening,
and did not act “superior” to her client. One of the mogt critical things she imparted was
her healthy view about food. This nutritionist helped Rebecca to understand that food
should not be viewed as “good or bad.” This lesson seemed to set Rebecca free from a

lifelong way of thinking about food in a dichotomous manner. Findly, this practitioner
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was helpful because she avoided setting unredistic weight loss gods for Rebecca. Her
approach was much more democratic; she took account of weight loss “milestones’ and
together they set goals based on Rebecca s desire to maintain her loss or to lose more.
BODY IMAGE

Rebecca’ s view of her body had evolved over the years. She thought that her negative
view of her body had influenced her rlgpsing in the past. However, did not talk much
about thisfact or embellish this response. Instead, she talked about her newer sense of
sef and body image. Her hedlthier sense of body image had developed over time. As she
matured, she learned how to love her body and appearance regardless of her weight. She
attributed this change, in part, to the nutritionist at 1Q Hedlth. This practitioner had
helped her to see that she was attractive regardless of her weight. She a0 attributed this
change to her own persona growth. She stated:

“But this other nutritionist really impacted in a postive way. | learned alot about
my relationships. | actudly find mysdlf atractive even at thisweight. ...I mean, men
gill flirt with me. | just fed like, ‘Hey, I’'m abig girl, okay.” ...I went to a party the
other night with another woman who was skinny, you know, had the model look. And,
this guy waks up to us, and you could see him light up when he saw me. He came up,
kissed me and then the woman next to me said, ‘Oh, don't | get akiss? ...And, he was
real awkward, and he kissed her. ...Y ou seeit does’t have anything to do with whét |

look like, it swho | am. And, she taught methat. | don't know if she taught me that,
but I ve learned that.”

S_EEP PATTERNS

Sleep was not a problem for the respondent. On the average, she dept seven to eight
hours anight. At times, her degp was restless but her ngpping made up any deficit in
deep. Rebecca noted that she napped every afternoon because her antidepressant made

her deepy.
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WORK AND RELAPSE

Of dl possble factors at the workplace, “other women” exerted the most influence on
weight gain. She observed that she has ways worked with women and “they hate meto
loseweight.” Whenever she disrupted the equilibrium by losing weight, office sabotage
would kick-in. She commented on atypical office scenario:

“Yeah, I'll get down and then people will go, ‘Oh, look, | brought you some

food. And, it samost like, ‘Wedon't likeit.” It'slike Oprah. Y ou know, people

don't like it when she gets skinny. ...So you dmost fed thisickiness, you know,

‘Okay, yeah, I'm on adiet, ded withit.” ...And, I’ ve dways worked with women, and

I’ve found that unlike men, who give you dl this positive attention when you lose

weight, women can be redlly intimidated by it.”

These negdtive fedings from co-workers were a definite challenge to Rebecca because
she commented that she often wanted everyone to like her. Accepting food offerswas
oneway to avoid negative fedings a work. She reflected on how stressful this Stuation
could be and its influence on her eating, and commented, “I'll fal right back into it, and
think, ‘Whew."”

RAISING CHILDREN

After the ddivery of her firgt child, Rebecca experienced depression. She was not sure
if this was due to the stroke she had the year before, or due to postpartum depression. In
any event, she noted that staying home for a six-month period with her first baby seemed
to further exacerbate her despondency. While her down moods may have influenced
overegting, Rebecca thought that her acquired habit of eating her own medls and egting
again whenever her children did, accounted for her weight struggles when her children
were smdl. This particular habit, contributed to excessve intake and intermittent weight

gain during those years.
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WHY THE RESPONDENT PARTICIPATED

Rebecca participated because she thought it was interesting to talk about her
experiences with weight loss. Each time she talked about her weight she noted that she
learned something more. At one time she began to write a book about her weight
experiences. She abandoned the project because she thought that the story line was
limited, nevertheless, she till thought that the topic of food and weight were of
sgnificant importance. Food, in particular, had dways been a compelling force in her
life. She noted that both of her daughters struggled with their weight and that the
interview process made her think about her experiences as a child. These recollections
helped to emphasize the importance of not giving negeative messages about body weight
to her children or withholding affection from them because of body weight issues.

Finally, she participated because she was curious to seeif her participation and the
process would lead her to finding out something new about herself or weight. Overdl,
she indicated that she was happy with the discoveries that she made during the interview.
Rebecca commented that she heard herself say positive things about her life, her body
and her family. She dso redized how much of an impact the 1Q hedth nutritionist made

on her. At the end of the interview al of these redizations seemed satisfying to Rebecca.

CASE STUDY: ERICA

| was an infrequent vigitor to Erical sworkplace, but | noticed that she had logt weight
sncemy last vist. When | asked her if she was dieting, she enthusiagticaly told me
about her Metabolife diet. 1 thought she might be a candidate for my study because she

was S0 open. When | gpproached her and asked if she would be willing to participatein

114



my research project, she wasimmediately receptive and willing to share her digting
experiences.

DIETING BACKGROUND

Ericarecalled that she became overweight around the age of 12. She commented that
she was " adways husky,” but by the age of 12, she sarted having problems finding
clothesto wear. Her weight went up to about 150 pounds during this time. Although her
weight had increased during adolescence, it wasn't until she was 16 that she sarted
dieting. Her first diet was salf-designed and according to Ericait involved “watching her
calories, carbohydrates and fat intake.” She noted that the reason she decided to create
her own diet rather than seek a doctor’ s help was because she did not like the idea of a
doctor telling her what she could or could not have to egt. In addition to watching
caories, the respondent commented that she, “basically cut out alot of junk foods. candy,
cookies thet type of thing.”

Erica atempted to stick with this regimen for an extended time; however, she found it
difficult because she did not like counting caories. She aso noted that she was “too
young to really care about her weight or what others thought about her.” Erica sayed
with her firgt dieting effort for about six to eight months. The respondent concluded that
this diet routine was not successful because her weight did not remain stable and
fluctuated anywhere from 125 to 150 until she was about 18.

By the time Ericawas 18, she was more determined to lose weight and to keep from
regaining. Part of this determination came from being a little older and more concerned
about what people thought about her looks. A budding romantic relationship was an
additional incentive for her to lose. She stated, “| started fedling better about myself and

| wanted to get rid of theweight.” Erica decided to design her own diet and to stick with
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it until she was successful. Without too much difficulty, she noted that shelost downto a
weight range of 125 to 130 pounds and stayed there from the age of 18 until she was
about 25 years old. Her sdf-desgned diet was alittle different than her first weight
control attempt because it did not involve counting calories. According to Erica, she did
not count calories or diminate foods, she smply cut down on what she ae. She
emphasized the fact that she “cut back” rather than “cut out” foods.

The respondent indicated that during this Six to seven year period there were brief
lapses where she would gain weight because she would get depressed and eat. However,
she had agreat ded of resolve and managed to get back with her dieting routine after
these lapses. Erica commented, “I had set my mind when | wasin my early twenties...|
was probably 125, 130 and | kept it there for along time until | hit [age] 25.”

Around the age of 25, Ericanoted that she gained up to 178 pounds. Sheinitialy
associated this gain with ahappier period in her life. “1 gained up to aout 178 and | was
bascaly comfortable with life, happy with life, and just hgppy with mysdf.” When the
respondent was asked to elaborate about this later in the interview, she noted the
fallowing:

“... wasin ardationship, happy with the reationship. The person accepted me for
who | was and theway | looked. So, | was happy with myself. But once | got more
involved in the relationship, | wanted to go back down some, and of course, thiswas
in my late twenties, early thirties”

Asthe rdationship progressed, her sense of comfort changed, and she again tried losing
weight when she was 29 to 30 years old. Ericadid not comment further on what
precipitated this discomfort in her life.

During this period of dieting, she noted that she used Dexatrim and Slim Fast for a

brief time. She discontinued the use of these diet aids because they made her “too jittery,
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too nervous,” and she resumed her saif-designed dieting plan. This plan merdly entailed
“cutting back” on large portions. 1t was effective for her and she commented that within
12 months time she lost down to 150-155 pounds. This weight loss was maintained for a
few months until she became pregnant a the age of 31. When Erica became pregnant she
stopped dieting because she felt strongly that dieting would not be healthy for her baby.
Her weight quickly returned to 178 pounds during the firgt trimester of her pregnancy.

Ericagained from 178 to about 250 pounds during the course of her pregnancy. She
remarked that some of the gain was due to heeding common advice from friends and
family about how pregnant women should eat. She recdlled that they would tell her,
“*You can eat anything you want and as much as you want during pregnancy.”” Although
she acknowledged that she knew that overeating was not a good idea, she kept on telling
hersdf that she would take the weight off after the baby was born. When she reflected
back on this period in her life, she noted that after she had her son things changed. She
absolutely wanted to lose weight. Her renewed desire to lose weight this time was
precipitated by her redization that it was important to stay hedthy for her new baby. The
added responsibility of anew child and the demands that accompanied motherhood made
the god of achieving hedth and longevity more important to Erica. Approximately one
year after she ddlivered her baby she tried the commercia weight loss program caled
Weight Loss Forever. She was 32 years old and weighed 200 pounds at the start of this
diet.

The Weight Loss Forever plan included a high protein diet which was supplemented
with herbs. Ericarecaled that the plan required her to eat only from alist of permissble

foods, but she was unable to remember exactly which foods were recommended or other
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details about the program. She did not know the exact caoric count of this plan because
caoric content was not emphasized in this program. During a period of one and a half
months, while on this program, shelost 10 to 14 pounds. Her weight went down to a
range of 188 t0192 pounds. Although she was successful in this brief period of time, the
respondent discontinued the program because it was “just too expensive.” After atwo to
three month hiatus without dieting, Erica regained weight and was back to 198-202
pounds.

Her bresk from dieting lasted for only afew months. By July of 1997 and dmost three
months after her Weight Loss Forever experience, she was again trying to diet. Thistime
shetried the Caorad program. Her decision to take Caorad was influenced by the
convenience of obtaining the product. Calorad, aweight loss supplement, was sold at her
office and distributed by an in-house weight control counselor. Erica stayed with Calorad
for a®gx to eght-month” interval and she lost the 14 pounds that she had regained after
she quit Weight Loss Forever.

Despite the convenience of Cdorad, she did not remain with this regimen for along
time because the program became monotonous. According to the respondent, she “got
bored” with taking the diet aide and felt inconvenienced by the program’ s gtrict
prescription on when the supplement was to be taken. Although her involvement was
brief and her experience less than enjoyable, Ericadid not regain her lost weight after
quitting the Calorad program. Her weight remained in the range between 188 and 192
pounds. Her will to maintain her weight loss and to be healthy for her young child kept
her on the weight loss path. In April of 1999, at the age of 34, the respondent Started

taking a new diet supplement called Metabolife. Since she started taking Metabolife, she
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has logt 15 pounds and reported that she has gone down seven pants sizes and two shirt
gzes. Her weight at the time of the interview, August of 1999, was 177 pounds. Her
height is sixty-four inches and her goal was to weigh between 130 to 140 pounds. Other
demographic details included thet fact that Ericais a Caucasian woman, who liveswith
her boyfriend and israising her three-year-old son.

MAIN ATTRIBUTIONS FOR REL APSE

There were periodsin Erica s teenage years where she fluctuated in weight from 125
t0150 pounds. There were aso distinct times when she regpsed, these included: at the
age of 25, when she regained from 130 to 178 pounds, at the sart of her pregnancy when
her weight went from 150 pounds back to 178, and finaly at one year postpartum, when
she weighed 200 pounds. When Erica considered these periods of relapse, she was
concise about her atributions for regaining weight.

“Wel, I think back, in my teen-age years, | gained because | just fdlt like | didn’t
care. You know, | was going to schoal, | was hanging out with friends. | didn’t care
if people liked theway | looked or not. And on in my twenties, probably in my
middle, between my early and middle twenties, | think | gained because of depresson.
I would get depressed about a boyfriend and breaking up, or something would happen
in the family, and | would just eat everything in sight. And then before you know it, |
had gained back everything | had lost. And then of course, when | got pregnant with
my son, everybody tellsyou, ‘ Eat what you want. Y ou can eat anything you wart,
and you can eat as much as you want.” And, | took advantage of that. | did. | ate
everything in 9ght. Because | fdt, ‘Oh, I'll lose it after | have him.” Wdll, it wasn't
that easy.”

Throughout the course of the interview, Erica confirmed these main attributions,
particularly, when she talked about the impact of emotions on her weight gain.

FASTING DIETSAND RELAPSE

Ericawas not sure if any of her sdf-designed diet plans or any of the commercid
weight loss diets she tried had fewer than 1200 caories. According to Erica, the only

fasting regimen she had ever been on was dso sdf-designed. The respondent indicated
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that when she was about 27 or 28 years old, she put hersdf on an dl liquid fast for three
days. Her decision to fast was caused by the “break-up’ of aromantic reationship. Erica
went for three days without eating and “lived on soft drinks and coffee.” When asked to
comment on her appetite after her three day fast she stated:

“ | went back to eating ...1 found out | couldn’t eat as much. | would start egting
something, and | would ether fed sick a my somach or | would start fedling full. I'd
fed likewdl I’ ve had enough. So | would kind of, you know, back off of it. But |
didn’t redly pick up atrue appetite, probably, for about aweek after that.”
Hamburgers and french fries were specifically cited by Erica as foods that she craved

after she came off of her fast. When asked earlier in the interview if she had cravings or
difficulty avoiding certain foods while on any of the commercid weight loss programs or
any of her sdif-designed diets, Ericarecaled that she had some difficulty sticking with
Weight Loss Forever. She associated part of the problem with her mother’ s good cooking
and the congtant availability of baked breads, baked desserts and fried foods. She
remembered having to tell hersdlf that “Y ou can have one cookie and that’sit.” Erica
added that she does not have the same food cravings or temptations with her current
Metabolife diet. Shefedsasif she can eat when and what she wants. The best part of this
diet regimen for her isthat it has helped her to naturdly limit her intake.

CULTURAL FOODS AND RELAPSE

Erica commented that she was raised on her mother’s country cooking. Potatoes,
homemade bread and beans and fried foods congtituted the mainstay of her dietary intake
when she was growing up. She, however, did not think that these particuar foods
contributed to her relapsing.

“ No matter what kind of food it was, you know, if it was something fried, baked
potatoes, mashed potatoes, bread, whatever it was, just having the will power to push

yoursdf away. ...My family was raised [with] Y ou eat what you want.” And if you
didn’t get enough, it’s your own fault. So, | would eat anything. It didn’t matter what |



ate; | wouldn't stop a one helping.”

DICHOTOMOUSVIEW OF FOODS

The respondent did not have a dichotomous view of foods. She thought that it was her
will power or lack of it that made the difference when it came to gaining or regaining
weight.

NEGATIVE AND POSTIVE EMOTIONS

Although Ericahad gated earlier in the interview that when she gained weight at the
age of 25 it was dtributable to feding comfortable with her love relationship, she had
additiona comments when she was asked about emotions and their effect on body
weight. Both positive and negative emations seemed to influence her overesting,
particularly in her earlier years, she noted:

“I had very low sdf-esteem as ateenager and in my early twenties, and if | was
dating somebody, and we broke up, it devastated me. ...Then | felt like, well, | wasn't
worth much, so I’d eat whatever | wanted. And then there was one guy | dated for
like nine years off and on, and it waslike | would get comfortable in that relationship,
and eat. So, my weight in my early and mid-twenties was going up and down
because | was happy with the relationship. But then if something happened to us, |
would kind of dack up on the food for aday or two, and then everything would be
okay, and then I’d eat again. And with my low self esteem....the boyfriend at the time
would tell me, he was abig body builder, and he would aways say[when] I'd go to eat
apiece of bread or a cookie or something, and he would say, ‘Well you are going to
gain five pounds from that” Waell, I'd eet it anyway. I’d look at him and say, ‘ | don’t
cae’ I'deatitanyway. Soitwas, you know, | had the negative and the positive no
meatter. There were times, no matter which one, whether | was down or whether | was
up, I'd eat. | didn't like people telling me | can’'t have thisor ‘Y ou're going to gain
weight fromthat.” So, I'd eat whatever, no matter what kind of emotion | wasin, I'd
eat whatever | wanted.”

Erica acknowledged that the negative fedlings brought about by her resentment over
being controlled played a definite part in her past relapse. Y et, emotions no longer
impacted her in the sameway. As she has matured and developed a different perspective,

she was able to handle the emotions and the food.
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“Now of course, with my age now and theway | look at things, and the way | think
about things, | know how to handle it if an emergency happens, or something gets me
down now, | don't eet like | used to. | find mysdf backing away from food to where
I’ll belike, ‘I'm not hungry, | don’'t want anything.’”

GOAL WEIGHT ACHIEVEMENT

There was a seven-year period in Erica slife where she had achieved and maintained

her god weight of 125 to 130 pounds. Achievement of this god helped her to maintain a

desirable body weight and not regain for avery long time. She described her achievement

and her fedlings about her success.

“ It made me fed better about myself. | liked theway | looked. Of course, when
you' re ateenager and you' re in your early twenties, sometimes you care about what
other people think about the way you look. And there s the dating scene. And alot of
it'sbad in our society--- alot of men these days, even back then, they don’'t wart afat
girlfriend. And, back then, that’sthe way | fdt. | waslike, ‘1 want aboyfriend.” ...
didn’t want to be by mysdlf. And that helped me reach my god, and | wanted to
maintain that, and | know with my body sructure, | couldn’t go much lower because it

wouldn't look right. And like | said, between 125 —130, at that age, was good for me.
Yeah, and | liked that.”

PHYSICAL ACTIVITY HABITSAND RELAPSE

Physicd activity was never part of Erical s daily routine. Walking was one activity that
Ericaloved, but she acknowledged that she could not find time in her day to do it. She
only exercised regularly for abrief period, when shewas 24 to 25 years old. Thisinterva
was an exception; generdly her activity remained minima during periods of both weight
lossand gain. She commented:

“ ...l was about 24, 25 maybe, | started going to agym. | Sarted working out with
weights. | started working out on the exercise machines. | waslosng my weight. |
was aso toning up. And, | aso did that because of the relationship | wasin, and then
| got to the point where | was bored with thet. | fdlt like | was not doing it for myself,
| was doing it for somebody ese. So that was the only time up to this point ill, |
don't exercise”



SUPPORT SYSTEM

Cdorad was the only program that provided counseling support to Erica. Minimd
support was furnished by Weight Loss Forever. This support conssted of weekly cals
from one of the “ladiesin the office” The ladies, or non-professond saff, would cdl to
check on her generd progress. Neither Weight Loss Forever nor Caorad entailed weekly
educationd sessons or group counsdling sessions. When Erica was asked to comment on
her thoughts about the level of support provided by the Caorad counselor, she indicated
that the counsdor was “very supportive’ but that she did not rely on it as a means of

support.

“...You know the support isnice, but | don't fed like personaly that | need it
because | got it set in my mind, and when | put on my clothes, it'slike | know | can do
this. So, itisnice, but | don't think that | redly need it, persondly.”

The support that was provided by the Calorad counsel or appeared to consst of
reminders to follow program rules and regulations. There were constant admonitions to
weigh, measure and abide by the set times for adminigtration. Erica described the
interaction to be tiresome:

“...With the measuring that you' re supposed to do, if | didn’t do that, she would
tell me, “Well, that's part of that. Y ou' re supposed to do that.” So, it was like she was
tapping my hand for not doing thet. ...I did it religioudy; | did it for the first month.
Then | got tired of it. | sad, ‘I’'m tired of measuring mysdlf dl thetime, | cantell in
my clothes’ ...That was part of the program with the Calorad, and | jugt, | think that's
part of what got me bored with it too and made me stop that.”

Throughout periods of dieting, the support given by family and friends also varied in
its degree of helpfulness. Family was not consstent about praising her weight loss
progress and tended to be concerned when she ate smaller amounts than usua. Often

their concern manfested itsdlf as offerings of more food and this made it more difficult

for Ericato maintain her resolve.



“ ... They have made little comments like, “Well, you look nice, and you' ve redly
lost the weight. You look good.” But | don't hear it that much. | hear more from my
friendsthan | do family, asfar asmy weight loss. | have a couple of peoplein my
family who are supportive about it and tell me, “Well, you look nice, and you' ve redly
lost the weight.” And they get concerned if we St down for ameal and | don’t eat
much, or if | say, ‘“Wel, I'm not hungry.” They might say, ‘Wdl what’swrong? Are
you okay? They can't accept the fact that I'm trying to make myself, you know,
improve mysdf.”

Ericadid not characterize her fiancé as nonsupportive, but she noted that he did not
want her to lose too much weight. She thought his concern was due to the fact that
trouble began in his previous rdationship when his partner lost weight. Nevertheless,
Ericadid not think that her fiancé tried to undermine her dieting efforts. In fact,
throughout the interview she expressed such resolve to get to her god, that it was difficult
not to believe that her determination would prevail over any outside fear or influence.

Friends, especidly her co-worker, provided her with the most positive and consistent
support. Overdl, the respondent thought that in the past two to three years that her friends
had helped the most by supporting her weight loss achievements.

BODY IMAGE

Erica’s viewpoint about her body image influenced her to lose weight throughout the
years. The bathroom mirror and her assessment of how she looked, acted as an impetus
for her to lose weight. Overdl, her negative view pushed her to continue to diet rather
than to lose faith and rel gpse. She commented:

“ ...When | would have my clothes off and bein front of amirror, | did not like the
way | looked. That would help influence me to start doing something about it. But as
far as putting the weight back on, there was no influence, as far as any part of my
body, to put it back on, because | don't like the way it looks.”

She conceded that she was currently not as critical about her image, but alarger body
image il mativated her to improve hersdlf through dieting. Erica stated, “1 can accept

myself now, but | know | want to do better.”
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S_EEP PATTERNS

The respondent reported that throughout most of her adult life, she dept eight to ten
hours each night. Sleep deprivation was not a problem. However, in the past 2 months,
she had problems with interrupted and restless deep. Erica attributed part of her
interrupted deep to the fact that she had to urinate more often during the night. She
linked this problem with her increased liquid intake on the Metabolife diet. She so

associated her restlessness with stress and worry.

WORK AND RELAPSE

Erica portrayed work as avery postive environment. Thiswas mainly due to the fact
that her officemate was dso a very supportive friend. Her co-worker encouraged her to
lose weight and has been Erica s main advocate. Her patients and boss aso provided her
with recognition for her current weight loss accomplishment.  She commented on her co-
worker and on her work Stuation:

“...I've been on my job aimost three years now, and she hastold me before, ‘1 wish
| hed taken a picture of you when you first sarted here and now.” Sheis dwaystelling
me, ‘Y ou need to buy some new clothes, your clothes are getting too big.”  She makes
ajokeout of it. She makes mefed good about it. ...Weare just very close friends
snce | garted working. And, she has been abig influence, abig hedptome. And
even some of the patients, | have, they come and they’relike, *Oh, | can’t believe how
much weight you logt.” So, that helps. | don’t think there is any negative; even my
boss made a comment one day about the weight loss, told me how nice | looked. |
don't think there is any negetive at work asfar asthe weight loss.”

On occasion there was some negative stress at Erica swork environment. Although
Ericadid not elaborate on what produced tension at work, she did note thet it caused her
to snack. Her snacking, however, seemed to be infrequent. Erica commented that she and
her co-worker had cut back on unplanned eating in the last Six months. Part of this cutting
back was ddliberate because they both wanted to control excess eating, and part was due

to being busy and not having time to est.
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RAISING CHILDREN

Child rearing exerted a positive influence on Erica sweight Satus. She Sated a
number of times throughout the interview that she wanted to be hedlthy so that she could
take care of her son and see him grow up.

“S0, | fed likethat [raising a child] has heped meto losetheweight. ...I want to
be around to see him graduate high schoal. | want to see him carry on with hislife,
and | know if | continue to be heavy, and you know, the high blood pressure and dll
that kind of stuff, I might not be around. And, | want to be there for him, so | know |
need to take care of mysdf.”

Ericadid not deny that there was stress involved with raisng a child, however, she chose

not to deal with her stress by overeating.

WHY THE RESPONDENT PARTICIPATED

According to the respondent, her fedings and thoughts about her own weight had
evolved over the years. This maturation of her thoughts contributed to her ability to
participate in this study. Erica commented that as a younger person she might have been
embarrassed to talk about her weight gain and loss. Now that she was older and
succeeding with weight loss, she felt comfortable about discussing her weight history.

This comfort was one of the reasons why she participated. 1n addition to these fedings,
Erica participated because she thought that more people needed to understand what it was
like to be heavy in a society, which she characterized as“rough.” “Unlessyou' ve been

heavy, you don't understand,” she said.

CASE STUDY: SHELLEY

A friend recruited Shelley for the obesity relapse interview. Shelley knew little about
my project or me, but when | phoned her she was friendly and indicated that she was

willing to be interviewed. From the start, she was quite enthusiastic about participating
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and scheduled to talk with me afew days after our initia phone contact. At the time of
the interview, Shelley was 31 years old, 231 pounds and sixty-six inchestdl. Shewasa

sngle working woman of African —American descent.

DIETING BACKGROUND

According to Shelley she had been overweight from as far back as she could
remember in childhood. Not until most recently, however, has her weight been anissue
for her. Her current concerns about health and prevention of disease have bolstered her
latest efforts to lose weight.

Despite her obese size, Shelley did not have a negative attitude about her weight. She
aways felt good about her gppearance and close friends and family reinforced her
positive outlook. Shelley commented that her friends, family, or others might have
referred to her as“big-boned” or “hedthy-woman,” but she did not find this
objectionable. She had a hedlthy outlook and her weight did not become an issue for her
until shewas 19 yearsold. The circumstances that surrounded thisfirst diet were clearly
unusud. In the following passage, the interviewee candidly recalled that her sole reason
for sarting her first diet was because her cousin enrolled her at Diet Center and paid for
al of her trestment.

“The only reason | did Diet Center at the time was because my cousin was
encouraging me, ‘Well, why don't you go? I’'m willing to pay for it.” Because| could
never afford to go to Diet Center. And, the only reason | went [was] because she
encouraged me to go and she was offering to pay for it. Other than that | probably
wouldn't have. | never had any bad comments. No one ever said, ‘Gally, you're big.’
| was aways, how did they phraseit, ‘big-boned’ or ‘hedthy woman.” ...So,

nothing that was said to me was very offensive or made me want to change or want to
be different.”

Despite the unusua circumstances of her Diet Center enrollment, and the fact that

Shdlley did not initiate this weight loss effort, she lost 60 pounds. Within one year' stime,
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her weight went from 200 poundsto an dl timelow of 140 pounds. The interviewee
attributed her success to the fact that she weighed in each day and was * accounting to
someone.” She also thought that she succeeded because she had anaturd inclination to
do well when she put her mind to accomplishing atask. Thisindination seemed to assst
her even if losng weight was not her idea from the dart.

“ | knew the next day | had to go in, and S0 if | ate something that | shouldn’t
have | know that they’re going to know that. And, | was dways that type of person
who wanted to do well and didn’t like to hear, * Ah, well you know, that’s not redl
good.” | dways wanted to hear, ‘ That's good.””

Although she was successful a losing her weight, Shelley’ s vigilance diminished
amost as soon as she moved away from Arizona and the Diet Center. At the age of 21,
one year after she lost her weight, Shelley relgpsed completely. She regained dl of her
lost weight and more. The respondent recaled that a number of things accounted for her
regain. Key reasons, which sheinitidly cited as causing her regain, included: her return
to her family in Virginia, her mother’s good cooking and her view of her body.

There were very few dieting attempts after her Diet Center experience. According to
Shdlley, her digting atemptsin the nine-year period (1988-1997) following Diet Center
were |less than ambitious. She attempted to diet on her own shortly after her relapse by
using some of the foods and techniques that she was taught by the center’ s saff. Shetried
to choose foods carefully, and if she snacked, she ate pre-packaged Weight Watchers
snacks. Neverthdess, this regimen did not produce any remarkable weight loss results.

In addition to the previoudy described self-designed diet, Shelley tried a grapefruit
diet. She commented that she was unsuccessful with this plan and did not stick with it for

very long because she “didn’t care too much for grapefruit.” Sightly more memorable to

the interviewee was her trid enrollment in Weight Loss Forever. 1n 1994, Shelley tried

128



this commercid weight loss plan. She came off of this routine after the program’s “free
month promotiond” expired. The respondent could not recal any of the Weight Loss
Forever regimen, she could only remember that she took * supplements’ during the
month that she was enrolled. Her efforts were short lived, and as aresult, the actua
weight loss results were not noteworthy.

Three years past before she became serious about weight 1oss; she had reached 270
pounds and in winter of 1997, she decided to join the loca recreation center. During the
interview, Shdley did not daborate on her renewed initiative to lose weight. Although,
she did mention that her father had suffered kidney falure that year, Shelly did not
associate her father’ sillness with her renewed interest in weight loss. Her extremely high
body weight seemed to be her sole motivation.

Unlike her Diet Center experience, her exercise regimen at the recreation center was
sdf-initiated. She routinely took aerobics classes and played volleybdl. While she did
not deliberately diet, she found that she naturdly limited her evening med intake because
she was too busy exercisng. Shelley exercised for dmost atwo-hour period for three or
more days aweek and logt 25 pounds in six-months. Her weight went down to 245
pounds. Thisweight, however, was not maintained. Shelley regained her weight when
she stopped exercisng. In the six-month period following her last exercise class, she
relgpsed back to her origina body weight of 270 pounds.

In January of 1999, Shelley decided again to try to lose weight. Her physician
prompted her decision when he advised her that she redlly needed to reduce her weight
because of her compromised hedlth. Shelley took his advice because she respected and

trusted him asamedicd practitioner. According to Shelley, her physician knew her and



her family and had some ingight into factors that were preventing Shelley from achieving
overal hedth. He sent her to counseling and encouraged her to exercise. Shelley was
receptive to his recommendations and has continued to follow his advice.

At thetime of our interview, in late October 1999, Shelley described herself as being
more serious about her weight loss attempts. Part of her renewed initiative gppeared to be
associated with a better persond understanding of why she overate. This understanding
was in part attributable to her experience with psychologica counsding. Her counsdor
helped her understand more about herself and how to dedl with her negative emotions.
Shelley was dso exercisng and working with aregistered dietitian. Thisintegrated
approach to dealing with her weight has helped her lose pounds. In the tert month period
prior to the interview, Shelley had lost 40 pounds.

MAIN ATTRIBUTIONSFOR REL APSE

Shelley experienced a relgpse when she regained 60 pounds after attending the Diet
Center program, and when she regained 25 pounds after she stopped exercising at the
recregtion center. In the following comments, she addresses her atributions for her Diet
Center relgpse. Initidly she associated her weight gain with the fact that there was not a
Diet Center chainin Virginia. Her ambivaence about losing weight, however, ssemed to
be a bigger contributing factor.

“...1 didn’'t join another center. There was not the encouragement to continue with
this. ...l redly didn’'t want to do thisto start with. Y ou know, | was comfortable
where| was. S0, it was no big thing if | went back there. And then | guess probably
the biggest thing was, it was just that | moved away and | got out of the program
and didn’t continue with it.”

On the other hand, Shelley attributed her 25-pound rel gpse to her cessation of

exercise. She commented that she quit exercising because of her work schedule and the

tedium of her routine
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“ Jugt different things were going on. Work was getting busier. | had picked up an
extra part-time job. It was just that | no longer could fit it in my schedule. And, then
after awhile, it became monotonous. Y ou know, it was the same old thing. ...I"d play
volleybd| until about 9:30, 10 o' clock, usudly sx or seven games of volleybal. It just
got to be the same old routine.”

Emotions contributed to both of her relgpses. Food was a comfort to Shelley and
overegting was away for her to obtain comfort. The respondent candidly talked about
food and its ability to console her. In the following paragraph, dthough Shelley was
referring to her 1997 weight relapse, the consolation that food provided seemed to aso
apply to her relapsein 1990. She stated:

“ | remember going through emotiona and menta stress during thet time. A lot of
family issues, and boyfriends and that type of thing. And my comfort was dwaysto
edt. | felt better if | ate. If | got upset and my stomach was bothering me, I d est

because it would cam it down. So | think that’s another thing: it [food] was dways a
comfort for me.”

Shdlley taked more about the impact of emotions and egting when this specific question
was again brought up later in the interview. Her comments are included in the section on
emotions.

FASTING DIETSAND RELAPSE

The respondent was never on aliquid fasting diet and was unable to comment on
appetite or cravings after coming off of afasting regime. According to the respondent,
daly cdoric intake was not discussed at the Diet Center. She was unsure if the calorie
level was below 1200. Despite thisfact, she thought that the Diet Center diet plan
contributed to her relgpse in some ways because it was redtrictive and monotonousin
nature.

According to Shelley, the diet plan consisted of eating large amounts of lean high
protein foods like chicken and fish and unlimited quantities of fruit and most vegetables.

Certain foods, like bread, corn and tomatoes were restricted. When the respondent was
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asked if these restrictions affected her in any way, she noted that she did not reglly mind
the limitations on bread or red foods. However, after coming off of this diet, sweets
were the foods that she redly craved.

“Food, food, | never had a problem with. 1t's stuff like your chocolates and your
sweets. There were times where I’d want thet, crave that. And, if | couldn’t haveit, |
hed to find something, even if it was a Sweet brownie or abran muffin or something. |
had to have something that had that sweetnessto it. But asfar as any of the vegetables
or anything like that, it wasn't that | missed having them.”

The monotony of the diet so seemed to influence Shelley’ s relgpse. She commented on
this redtricted and tiresome regimen by gating the following:

“I think that it played apart init [relgpse]. | know things got to be monotonous or
boring or tiring. | remember edting ...the same foods every day because
sometimes it wasjug, | never was a crestive cook, So trying different recipes or
something alittle different was never me. So, usudly | was egting the same old stuff
...I missed having something fried...and I’'m sure that once, you know, that | was off
that diet ...just being able to eat and just to have that taste all over again in my mouth,
yeeh, | think that it had some effect on it [relgpse].”

Shelley indicated that her appetite was greater after Diet Center. She described
experiencing a sense of freedom and rebelliousness that added to her increased intake.
When she discussed her appetite after the diet, she noted:

“ | think it was greater only because | knew | could eat thismed. You know, ‘I'm
off that Diet Center. | don't have anyone to answer to. My cousin's not paying for it,
0| don't havetodoit. Yeah| want something, I’'mgoingto estit.” | didn’'t hold
back, | ateit. ...It'sadmost like, ‘I'm free now. | can do this. | can eat what | want to
eat dl over agan.””

CULTURAL FOODSAND RELAPSE

Shelley thought that culturd food preferences had a definite impact on her weight
relgpses. She described her culturd cuisine as condgting of “fried and fatty foods’
which she bdlieved contributed to her excessive intake. The fact that her mother dways
dieted, but then enjoyed preparing traditional Southern foods for her family, apparently

played arolein the development of her food preferences.
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“...And my mom she was dways oneto diet, dways on some sort of diet, even my
Sigter [was always on a diet]. Even today, they’ re on some sort of diet. My Sster’son
Herbdife, | believeit is, or Naturd Trim or something. But my mom is a professiona
cook, | mean, she knows how to cook the food the way it needed to be. But, it was
adways easer and it dways tastes better to fix it the good old-fashioned way, you
know.”
Earlier in the interview, the tie between family and rel gose had been pinpointed when
Shelley talked about the impact of returning home after living in Arizona. There seemed
to be some mixed fedings. The respondent aluded to both good and bad emotions.
Family members or family Situations were at times referred to as causing stress.
However, when she spoke of her mother’s“home,” the characterization of home and
mother was fondly portrayed. She Sated:

“And that'swhen | gtarted to gain the weight back because there was no Diet
Center. And just being a home and being with family and coming from afamily that
loved to cook, loved to eat, and it was aways there, and o | just was alway's egting.
S0, | gained the weight back.”

DICHOTOMOUSVIEW OF FOODS

The respondent noted that she did not have a good or bad view of foods. She thought
that potato chips and candy bars were “junk,” however, she did not think that there were
any foods that were bad for her. For Shelley, the issue that was more problematic was

the amount of food she ate. According to Shelley, “too much [food] is a problem.”

NEGATIVE AND POSTIVE EMOTIONS

Emotions played a part in the rdlagpse scenario for Shelley. Shelley pinpointed
negeative emotions and boredom as being influentid in her overegting. When she
commented about the influence of fedlings on eating, she talked about the effect of both
good and bad emotions and her typica reactions to them.

“I think usudly, it's a negative [emation] for me that causesmeto gain. Usudly

it'ssomething that is judt redly bothering me, getting me down, or even if I’'m bored.
If | don't have anything eseto do, if I'm ditting in the house and there' s nobody
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around...or [1] don’'t do something to occupy my mind, I'll eat.”

In the past ten months, Shelley noted that she was working on understanding why she
became “down.” She commented that her negative emotions were linked to trying to
change people, especidly family members. Y et, now that she has begun to accept others
and view thair differences in amore postive light, she reported that she was doing better
with her dieting efforts. Her outlook on being done has aso changed; as aresult, she was
not deding with fedings of boredom as often.

“I’'m more active. | do rappeling and try to get out and mountain climb. ...You

know those are the things that I’ ve always wanted to do, but never did them. And [l

am now ] redlizing that | didn’t have to have someone € se to make those things

happen, | can make them happen mysdlf. So, getting out and being more active and

kegping my mind occupied have helped awhole lot; instead of just Sitting around the
house and not having anything to do, which caused meto eat.”

GOAL WEIGHT ACHIEVEMENT

The respondent stated that she never achieved the goa weight set for her by Diet
Center gaff, yet she il ft asif she had been successful. Shelley commented that she
could not even remember what that goa was, nevertheless, she got down to asize 12 and
was satisfied. Her sense of accomplishment was evident in her satement:

“...] can't remember what my target weight was, but | wasat asize 12 and | felt
pretty good about it. | didn’'t careif | didn't lose anything €l se because never had |
been a asize 12 before except maybe was | was alittle child. ...It wasan
accomplishment. | knew | had dedlt with alarge amount of weight...and | did it. So
that was good enough to me. | knew how it fdt to beinasmal 12. And, | mean that
was good. It was anice feding.”

Astime went on, achievement of this sixty-pound weight loss was not enough of an
inducement for Shelley to keep from relgpsing. The respondent stated that at first she was
mindful of the fact that if she regained her weight she would no longer fit into dl of her
smaller clothes. Nevertheless, not fitting into smaller clothes seemed to be

inconsequential.

134



“...But over time, to meit was Hill like, * Okay, I’ ve been there before. I’ ve been
thissze before ... soit'sno big thing to go back toit.” 1t'slike a poor person who
becomes rich and they have to go back to being poor. It slike, ‘No big thing, because
I’ve been there before, | can handleit.” Whereas, arich person ... who has never been
poor...it would be alittle hard on them.”

The respondent did not comment on setting a god weight during her recrestion center
weight loss efforts.

PHYSICAL ACTIVITY HABITSAND RELAPSE

There was adidtinct decline in Shelley’ s activity after high school. Shelley noted that
throughout high school she was very active. She was on the high school track team and
aso played basketball. The respondent remembered that her weight stayed at 175 pounds
throughout her high school years. She aso recalled that she rapidly gained weight after
her graduation. One year later, when she was 19 years old, her weight was up to 200
pounds. Shelley attributed this gain to the fact that track and basketball were no longer
part of her routine,

Shedlley sarted the Diet Center soon after thisweight gain. She became physicaly
active again and jumped rope five days aweek for an hour or more. This activity |lasted
for only ayear, and corresponded with the duration of her attendance at Diet Center.
According to Shelley, she did not exercise throughout the period that she relgpsed, 1988-
1989. Bagcdly, she did not engage in any regular physical activity until she joined the
recreation center in the beginning of 1997. There was a nine-year period when she
remained physcdly inactive. 1n 1997, when she resumed exercising, Shelley played
volleybdl and did aerobics for atwo-hour period, three days or more per week. This
routine only lasted for Sx-months. She again entered a period of inactivity from mid-
1997 to late December 1998. In the ten-month period prior to the interview, January

1999 to October 1999, Shelley noted that she was physically active. She exercised two
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days aweek in aloca fitness club. Her two-hour routine combined weight lifting and
aerobics.

SUPPORT SYSTEM

The respondent had varying degrees of support throughout her two mgjor weight loss
periods. She had avery neutra or no view of the support provided by Diet Center staff.
The support consisted of congratulatory remarks for weekly weight loss. According to
Shdley this acknowledgment was important to her, but not meaningful in the long term.

The education program for weight loss maintenance at Diet Center dso had very little
impact on Shelley. She noted that she attended very few sessons after she achieved her
60-pound loss. Disnterest accounted for her lack of motivation.

“...ldidn't look at it [the maintenance program| as helping or hindering it [weight
losg. ... | just wasn'tinto dieting. | redly diditwanttodoit. | redly didn't fed like
| wanted to be there a those educationa programs. And the only reason | went was
because thiswas my cousn’smoney, and | felt like | had to go. And | knew she was
going to ask, ‘Didn’'t you go today? Didn’t you weigh in? So | did it because | had to
tell her, but | think that if | was serious about dieting, maybe it would have hel ped
me, but | wasn't serious about it.”

Shelley explained that her cousin’s support for her weight loss did not exert a positive
effect on her. Shelley felt controlled rather than supported by her cousin. According to
Shelley, her cousin never asked her if she was interested in weight loss. Instead, her
cousin just sgned her up and expected her to go to the Diet Center.

“...And, | just wasn't ready to diet at thetime. And so when | came home, | mean
she knew that | was gaining it back, but, it was ‘Oh, I'm home, | don’'t have to do
thisanymore.””

Part of Shelley’srelief came from her mother’ s acceptance. She noted that her mother,
“accepted her at any weight”. However, this acceptance was not an indicator of lack of
support for weight loss. Her mother played a supportive role in her latest diet and helped

by cooking lower fat foods for Shelley. The respondent commented that when she vidits
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at breakfast time on Saturday, her mother serves her fruit and yogurt. These foods
replace the usud fare of bacon and fried potatoes.

The respondent seemed to have more supporters than detractorsin her current weight
loss efforts. She described the nutritionist who presently counsels her as*wonderful”.

“And, ___ [nutritionist’ s name] has been wonderful, encouraging me. And |
have to answer to her dso, but thisis different now because | want to doit. Thisis
something | am working towards. 1've made up my mind that it’ stime for meto do it,
andI’'mgoingtodoit. So, having to answer to her and weighing in and checking with
her has been great.”

When Shelley was asked if there was a down Sde to her relationship with her
nutritionist, she responded that she did not have negative fedlings about their interactions.
Her only concern ssemmed from her fears of what would happen after she was no longer
accountable to the nutritionist.  She responded with some doubt in her voice, “When I'm
not able to see her and not ableto weigh in, will | just go back to eating what | want?’
Accountability was clearly important for Shelley.

In addition to the nutritionist, Shelley indicated that her family physician and
psychology counsdlor continued to provide positive support for her weight loss. Her
physician seemed to have a gentle way of mativating her to continue to lose weight.
According to Shelley, he never pushed her or admonished her, by saying, “* Oh, you've
got to lose weight.”” Instead, he subtlety asked about her weight loss progress and
encouraged her to work on it through smple activities like waking. Her psychology
counsealor aso “takes an interest” and routingy checked on her weight loss status and
reinforced her progress.

Friends were equally important for the support they provided. According to the

respondent, in the past and present, friends and co-workers have aways supported her

137



welight loss. Shelley recounted some of the typical comments she heard from co-workers.
Each of these comments was aboost to her efforts.

“My friends and co-workers, they’ ve been really good. Y ou know, telling me how
good | look and to, ‘Keep it up.” ...They’ve even gone walking with me on my lunch
break and tuff. So, that has been wonderful. | think the more support you have, the
more people tell you that you are doing good, or you' re looking good, that’ sabig
thing to you. It makes you fed good.”

BODY IMAGE

As described before, Shelley aways had a positive view of her body. She reiterated
her postive view when she discussed the influence of body image on weight loss and
relgpse. In effect, her body image did not propd her to lose weight.

“I don’'t remember looking down or bad on my body. | don’'t remember ever
saying, ‘ Oh the reason you can't get adate is because you are so big and overweight.’
| don’'t remember ever feding like that or thinking like that. 1I've dwaystried to dress
to accommodate my body, you know, not wearing anything too revealing or too tight.
So, | never looked on my body as being something negative.”

Her current 40 pound weight loss has smply made her fed more comfortable about
wearing short skirts.

“...S0, even now the only reason | look at my body being different is because of
the clothes | can wear. ...Some of the short skirtsthat I’ ve dways liked to wear, |
fed alittle more comfortable because | know I’m not going to show everything when
| bend over or something likethat. ...My body, | don’t look at it as being ugly
or bad, you know.”

S_EEP PATTERNS

Shelley dept eight hours or more each night. She tended to only have interrupted deep
when she was house Sitting.  This deep pattern was an infrequent pattern and associated

with degping in adifferent bed and in an unfamiliar s=tting.

WORK AND REL APSE

Shdley thought that her workload and the concomitant stress brought about by work

contributed to her inactivity and irregular med patterns. She recaled that when she
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relgpsed in 1997, both of these factors came into play. Lack of exercise and skipping
mesals were problems. Her busy schedule prevented her from esting regularly and from
eating baanced meds. She remembered that she typically skipped breskfagt, ate a heavy
lunch, snacked alot and then ate alate dinner or no dinner at dl. Meal skipping was not

mentioned as a contributing factor in her Diet Center relgpse.

WHY THE RESPONDENT PARTICIPATED

Shelley was cut and dry about her reasons for participating. She agreed to be
interviewed because she was doing so well with her current weight loss efforts. She
noted, “If | hadn’t been doing thiswdll with losing, | probably wouldn’t have talked to

you, but because | fed better about mysdlf, | don’'t mind talking about it.”

CASE STUDY: DONNA

A mutud friend referred Donnato me. When | first contacted her, she seemed to be a
little hesitant to talk about herself and dieting. However, she agreed to participate and
she asked if | would come to her home to conduct the interview. Donna was a 40-year-
old Caucasian woman who was married with two daughters. Her daughters were in tharr
early teens. At thetime of the interview in October of 1999, Donna was éttractively

dressed and carefully groomed. She was 67 inches and weighed 235 pounds.

DIETING BACKGROUND

Donna s struggle with weight started in childhood; at the beginning of the interview,
she noted that she had been overweight since she was an adolescent. The respondent
recalled that when she was 12 years old she began dieting. The concept of dieting at this
age was not novel because according to Donna her mother was dways dieting. Donna's

attempts, therefore, at following the same carbohydrate restricted regimen seemed
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naturd. Even though it had been along time, Donna was able to recal some of the
particulars of her first diet. She remembered that the diet restricted her carbohydrate
intake to lessthan 60 gramsaday. The most important part of what she remembered was
the fact that she was successful on thisdiet. She stayed on the diet for only abrief period
of time, about one and a half months, but she went from asize 16 to asize 14. (Donna did
not recal her weight before this diet, she was only aware of her clothing size)) Donna
noted that she weighed 145 pounds after dieting and maintained this loss until she
graduated from high school.

Overdl, the respondent’ s weight regain after her first diet was agradua process.
When Donnafirg started regaining she linked “dating and not paying as much attention
to cadories’ asinfluentid factors. Donna remembered that at the time of her wedding,
when she was 22 years old, she was up to 180 pounds. While her weight did fluctuate
somewhat over time, it seemed to return to this set point weight of 180 until shewasin
her late twenties. She noted that while she weighed 210 pounds at the beginning of her
firgt pregnancy, a age 27, she lost weight during gestation and ended up weighing 180
pounds again after her child's ddivery.

Gradudly over the course of the next three years, while she was railsing young
children, Donna gained about thirty pounds. Doma recalled these years and commented,
“And that’ sthe point that | paid no attention to intake and just grew steedily until | was
210 when my second daughter was born.”  The respondent noted that her experience with
welght gain during the second pregnancy was smilar to the firgt pregnancy. She did not

gain much weight during the second pregnancy, but maintained this higher weight of 210
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pounds after delivery. She stayed at thisweight for the next two years, from age 29 until
about age 31.

When she reflected on this earlier period in her life, she noted that she was very busy
raising children and chose not to focus on her weight. Later onin the interview, Donna
also commented that her decision not to diet was compounded by feglings of resentment
over the pressure her mother exerted on her to lose weight. Her decision not to diet was
her way of rebdlling againgt this pressure. Nevertheless, Donna remarked that as she
“matured” she no longer harbored resentment towards her mother’ s efforts. When she
was in her early thirties she decided to diet again.

Donna joined NutriSystem when she was 31; her weight was till holding in the range
of 210-215 pounds & the time of her enrollment. She stayed with this program for Six
months and was successful a weight loss. However, in retrospect she seemed to have
mixed feelings about the program. On one hand it brought her success, but on the other
hand the program was too good to be true. Donna commented, “ It was almost too easy,
when they package it up and say, “*You can edt just thisduring the day.”” Y €, the
smplicity may have contributed to her success; Donnalogt atota of 35 poundsin Six
months. She was back to her usua weight of 180 pounds.

The respondent moved to a new town soon after shelost weight. This was the end of
her association with NutriSystem.  The fact that the program was * horribly expensive”’
and did not hep her “make permanent changes in her egting habits’ werein part why she
did not continue with NutriSystem in her new town. In aperiod of 12 to 18 months after

she | eft the program, Donna noted that she had relgpsed and gained back 35 pounds. As

141



time went on, she gained more. NutriSystem was her last full dieting attempt before her
most recent effort in 1999,

When Donnawas relgpsing she was unaware of her exact weight. She explained that
she did not have scales to measure her gain. Donna aso described fedling a bit rebellious
and perhaps liberated about no longer dieting.

“It was pretty gradual. It took another 12 months to gain that back, maybe as much
as 18 [months]. Didn't even focus on weight. Matter of fact, didn’t even own apair
of scales. It was kind of like, ‘Accept meas| am, type of attitude.”

It has taken amost ten years for Donnato develop arenewed interest in weight loss.
Part of her motivation comes from her twin sster who has been successfully losing
weight on Metabolife, an herba weight loss supplement. In August of 1999, with her
physician’s approval, she aso started taking Metabolife. She weighed 260 pounds prior
to garting Metabolife. However, in dightly less than three months time, from the
beginning of August to late October 1999, Donnalost 25 pounds. She weighed 235
pounds when she interviewed, and for the firgt timein along period, she was motivated
to lose weight.

MAIN ATTRIBUTIONS FOR REL APSE

During the age period of 18 to 22 years, the respondent experienced her fird relapse;
her weight went from 145 to 180 pounds. The respondent relapsed again after her
NutriSystem diet; she lost and regained 35 pounds. In both instances, Donna associated
her poor food choices and food habits with weight gain. She attributed her return to usua
foods and dietary habits as causative factors in her relapses.

“Wadll, actudly | think the cause of both were the same: going back to the same
starch heavy diets that we were brought up on. And, once you stop egting either the

Speciaty meds that we would fix with my mom or the prepackaged stuff, the bottom

lineisthat if you don't change your actud egting habits...you' Il continualy bounce
back. And, | think it findly hit me with NutriSystem....actudly that’s the main reason
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I quit. If 1 can't learn to eat normaly or more intelligently it wouldn’t do me any good
inthelong run.”

Donna adso thought that a decrease in her physica activity after she graduated from

high school and after she had her daughters was a contributing factor in her two cited

relgpses.

“...Moving, becoming reestablished in a new community, aswell astaking time
off from my career [were reasons for gain]. Until the girls got into schoal, | think |
did more reading and not as much activity. They were too big to take hiking with
backpacks and stuff, so we redlly stopped that portion. We till did alot of physica
things, but not the 20-mile hikes that we would do every other weekend, or hiking the
Appdachian Trall, that type of suff. We no longer had timefor it.”

Along with decreased activity, other sgnificant lifestyle changes accounted for Donna's

attributions for relgpse after the Nutri System diet. A move away from the Nutri System

program and her home, dong with ahiatus in her career, interrupted many aspects of her

usud life, When Donnawas asked if her move to a new town aso caused emotiona

gress, she was forthright in her answer.

“Definitey. When we made the decison to move to [town name] it was
one of those redlly dark periods. And having never experienced those, | don’'t know, it
was a combination of not getting a promotion that | had earned and having two small
children, and my husband working some redly interesting hours, and we were & the
point that | really wasn't going to moveto [ town'sname]. Thegirlsand | were going
to stay, and it was literaly aweek before the move we decided, and during that time,
iswhen | really went up to or stayed up at 210.”

FASTING DIETSAND RELAPSE

The respondent had not been on aliquid fasting diet. She did, however, experience a

sense of deprivation while on digting regimens. Donna commented about the restrictive

nature of dieting and how that made her fed.

“I think if you' re trying to watch what you eat, you don't and you fal off the
wagon, you don't forgive yoursdlf. And, thet feeds guilt, and it just makesit that much
worse. ‘ Go ahead and finish that bag of cookiesif it's open and you' ve aready done
the deed. Why not continue? ...And, | think if you think you are depriving yoursdf,
it makes you want something more, and you are not going to stop and fix yoursdf a
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sdlad, you're going to grab the candy bar. It'seader; it's convenient. And, it satisfies
you for that bit until you reach for the other one.”

Despite her experience with deprivation, Donna recaled that immediately after
coming off of the NutriSystem diet, she was satiated with smadler amounts of food. This
effect, neverthdess, did not last for along time. The respondent noted that her appetite
“reverted back” in ashort period of time.

Physica problems were aso noted to be part of the consequences of both of Donna's
dieting efforts. In each case, when Donnalost mgjor amounts of weight, her menstrud
period was interrupted for extended periods of time. This physiologicd aftermath was
clearly disturbing for her. She described her subsequent visitsto her doctor and the

associated medica examinations asa* scary, scary, time.”

CULTURAL FOODSAND RELAPSE

Cultura food choices and family food customs played a part in development of habits
which Donna associated with weight gain and relgpse.
“My family was never, well, never high income. And the mgjority of medls
conssted of red meet and starch. And, being from alarge family, onething | did
know was that we ate extremely fast. ...Even on Thanksgiving, everybody was up
from the table in 15 minutes. ...And, it'staken years, literaly, to dow down to where
you redize when you're full, and you can say, ‘ That'sit,” versuslooking at thet roll
[and saying], ‘It'sgoing to go to waste,” and eating it. But | guess awareness did not
come until 230 pounds. It did take awhile and alot of dissatisfaction to redly stop
and think what you were doing.”
According to Donna, she learned other unhealthy habits from her large family. She
remarked that when she was growing up, it was a common practice to pile up your plate
when food was passed around the table. Thisbasicaly was a survivad tactic snce second
helpingswererare. “It [food] smply did not come back around,” she Stated.

Donna aso commented that when she was growing up, her family frequently ate red

meet, they did not consume many fresh vegetables, and they drank whole milk. Although
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she has made a conscious effort to change these eating choices, it has taken time.
“Because | used to think that if milk wasn't whole, you shouldn’t drink it, and now two

percent is okay; o it does change with time.”

DICHOTOMOUSVIEW OF FOODS

The respondent acknowledged that she did have alist of foods that she thought were
good versus bad foods. She viewed potatoes, breads, gravies, red meats, processed foods
and soda as “bad foods.” Pastas she thought were “borderling” and coffee was basicaly
good. As mentioned to in a previous section on cultural food patterns, some of Donna's
views of specific food items changed with time. Red meets, whole milk, and canned
vegetables, for example, used to be on her list of accepted foods. Much of this acceptance
had to do with her family’s culturd food choices. Fresh vegetables, two percent milk and

very little red meet are now part of her list of acceptable food choices.

NEGATIVE AND POSTIVE EMOTIONS

Donna thought that negative emotions were more likely to adversaly influence eating
and relgpse. Pogitive fedings, on the other hand, she thought helped with diet adherence.

“ ...Whenever you're upsat, part of the cycleisto give yourself comfort. And, that
comfort food could be mashed potatoes and gravy. ...Y ou search out the comforts
which you have known before. That certainly playsapart. ...And, if you are redly up
and going, it's so much easier to feel good about running out to the garden, and
picking afresh cucumber, and making anice cucumber [sdad]. It's definitely that you
have more energy when you are positive and go to the bother of fixing something
nice”

GOAL WEIGHT ACHIEVEMENT

The respondent indicated that she had never reached a goa weight during her history

of dieting. However, she thought that not achieving agod weight made it eeser to

judtify relapsing.
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PHYSICAL ACTIVITY HABITSAND RELAPSE

Most of Donna' s early adult lifeinvolved plenty of physicd activity. As she
mentioned, this activity declined after she had children. She stated:

“And we d dways be hiking, biking, and we were avid swvimmers. When | have
tried to write down the activities, it gets more sporadic with age, but especidly
through the firg, through [child's name] birth, it was definitdy, & least five milesa
day [I would] ride the bike. It wasavery big focus. A lot of our dating was hiking
and bowling, very, very active. And, that redlly didn’t change until after [second
child’s name] was born, but we till carried [first child’s name] on a backpack and
we d go hiking with the Boy Scouts.”

It was also easier for the respondent to engage in physicd activity when she was
losing weight. She was less likely to exercise when she wasin a negative cycle and
ganing.

“It' salot easier to go out and do jump rope with the girlsand [I am] more willing
to put on roller blades, you know, stuff that you stop when you sart feding
uncomfortable. ...Your activity increases, and you fed better about yoursdlf, so you
take more care of yoursdlf. It'sagood cycleto bein.”

In the padt, congderations like the weether aso influenced Donna s activity habits.
Donna mentioned that seasond activity was very much part of their routine. If the
weether was cold, she was more likely to just walk around the block or just avoid taking
the kids out. Popping a big bag of popcorn and watching amovie often took the place of
physicd activity when the weether was inclement.

For the last 18 months, however, Donna has engaged in regular physica activity. She
bikes, plays basketball or walks five times aweek for at least an hour. According to the
respondent, the results of her increased activity were gpparent in the last two months. She
thought that her exercise routine in combination with the Metabolife supplement was

redly making adifference in her weight loss.
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SUPPORT SYSTEM

Donna had both positive and negative support over the years for her weight loss
efforts. The professional staff a Nutri System provided her with positive support. She
recalled that they offered praise when she lost weight and were appropriately sympathetic
when she did not lose. Donna viewed both responses as influencing her progressin a
positive way.

Donnawas not aregular attendee at the educational component of the NutriSystem
program. Therefore, the educational component did not stand out in her mind asbeing
influentia with diet adherence or her motivation leve.

Immediate family members, husband and daughters, were dso characterized as
supportive. Their support seemed to be viewed in relationship to their acceptance of
Donna s leaner med preparation. In reference to her husband, she stated, “He's pretty
good about egting whatever you put in front of him.” She explained that her children dso
accepted the changes she has made over the past five months in family med preparation.
They were stisfied with diet modifications that included lighter medl's conggting of
sdlads, soups, and lean stews. Their acceptance of this change helped Donna adhere to
her diet and provided additiona encouragement for her to continue to lose weight.

Her twin sster has also provided positive support. Donna and her Sster regularly
communicated by e-mail and shared their weight loss progress. Her sister’ s support was
“excting” and “definitely reinforcing,” according to Donna.

While most of her current support was positive, Donna explained that in the past, her
mother exerted a negative influence when it cameto dieting. A large part of the negative
influence had to do with her mother’s persona struggle with weight loss and relapse. Her

preoccupation, as wel as her falure, was influentid in Donna s opinion about digting.
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“...My mom had started me on diets way back when. One of the big negative
thingsistha’ s the only thing she ever wantsto talk about. ...l was so resentful that
that was the only thing she would talk about. 1 think that’s one of the reasonswhy |
didn’t try any dieting for that long a period of time...if that's al she can talk about,
then she needed to find something ese. And, | would turn the subject around which
didn’'t help me, but | guessthat | had looked for support there, but there redly wasn't
[any support]. ...Either you tried to keep up with her or you didn't. ‘It never worked
for her so why would it work for me? [I had that] type of attitude.”

The mixed messages that Donna received about food and dieting were equally
confounding. Donna explained that her mother’ s advice about dieting was often paired
with offers of high caorie foods.

“...1 mean she would be talking about diet and setting the stuff on the table and
say, “You know, you shouldn’t egt this, it is bad for you.” ‘Well, I’'m going to eat
three of these because she said it was bad for you.” ...And [l was| just looking for
acceptance. And, if she wasn't willing to accept me as | am, why keep trying to
changeit? Part of that was emotiona immaturity.”

This rebellion lagted for along time. Donna commented that she was 30 years old before
sheinitiated dieting again. Past instances of diet sabotage from her mother-in-law were
aso briefly mentioned. Her sabotage, which was manifested by continuous offers of
food, was no longer a problem for Donna. The respondent noted that she was able to
successtully ignore atempts a subversion from her mother-in-law.

BODY IMAGE

Donnadid not think that her body image affected her weight loss or relapse.

SLEEP PATTERNS

During the past 15 years Donna has struggled with deep gpnea. She dept for only two
hours anight for eight years. This pattern was physcaly detrimentd; the respondent
noted that she was unable to function normaly and struggled with extreme fatigue.

Donna associated her last “legp in weight” with this degping problem. She drank so
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many sweetened caffeinated beverages to stay awake that she thought these were a
contributory factor in her gain.
For the past nine months, Donna has received treatment for her deep apnea. At the

time of the interview she was degping an average of seven to eight hours each night.

RAISING CHILDREN

Caring for children and making adjustments to their food demands exerted an
influence on Donna's egting lifestyle. She noted that when her children were young, she
had more high caorie foods around the house. The accessihility of these foods dong
with changes in choices influenced relgpse by affecting Donna s egting behavior.

“...They're so0 energetic, and you keep more stuff around. Like | would never have
white bread in the house except they don’t like wheet bread. There are certain things |
would get up and fix--- French toast. ...Asyour’re fixing for them, you est the same

thing. You try and guide them, but a the same point, you get tired and you make
them thet grilled cheese sandwich with three types of cheese.”

WORK AND RELAPSE

Donnadid not pinpoint work-related stress as a factor in overesating. However, she did
note that after the NutriSystem diet, socid factors at work contributed to overesting.
According to Doma, during her first year on her new job, she would often go out to
lunch with her work mates because she wanted to fit in and to be accepted by the group.
The respondent thought that esting out led to excess intake because many restaurant
medlswere high caorie fast food items. She dso thought that her tendency to eat
everything on the plate contributed to a pattern of excessve intake.

Donna has not continued with this practice of eating fast food medls at lunchtime. She
has been at her job for awhile and no longer needs the same sense of camaraderie with

her co-workers. Part of this she attributes to maturity and a well-rounded life outside of
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work. She noted that she has findly acclimated to her ‘new’ town and has developed
fulfilling rlationships in her new community.

WHY THE RESPONDENT PARTICIPATED

Donnawas asked to participate in this study by one of her co-workers. Her co-worker
was a0 dieting and was supportive of Donna' s efforts. Donna noted that she agreed
because of thiswoman’ s support and friendship. She aso agreed because she hoped that
she would benefit from involvement in the sudy. According to Donna, she wasfindly at
apoint where she was open to finding out more information about weight loss and she

was hoping for sometips.

CASE STUDY:STEPHANIE

Stephanie became involved in this project after we met at a party and discovered that
we had a common interest in nutrition and weight loss. After afew minutes of chitchdt, |
told her about my dissertation project and my search for participants; sheimmediately
indicated her receptiveness to being interviewed. According to Stephanie, weight loss and
weight gain struggles were completely familiar to her. She had her own story about
relgpse and was open to sharing thisinformation. | called her a couple of days after we
met and we arranged our interview.

Stephanieisatal woman, 71 inchesin height, and is of African American descent. At
the time of the interview, December 1999, Stephanie weighed 205 pounds. She was 43
years old and married with two children.

DIETING BACKGROUND

Stephanie, unlike most of the women previoudy interviewed, was not overweight asa

child. Her problems with weight gain began after her first pregnancy, approximately 13
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years ago. She gained 50 pounds during her pregnancy in 1986 and since that time has
struggled with excess body weight. Up until 13 years ago, she had dways maintained a
perfectly hedthy weight in the range of 165 to 170 pounds. Now if she did not diet, her
weight systematicaly returned to 210 to 215 pounds. This was the weight she reached at
the end of her first pregnancy and seemed to be a body weight set point. Despite her
body’ s comfortable set point level, she wanted to get back to her usud weight and has
been dieting on an intermittent basis since 1986. Sometimes her weight |oss attempts
were full blown, like enrollment in commercid weight loss programs, and other times her
efforts were what Stephanie referred to as “little attemptsin between”.

Her first diet started afew months after her first child was born. She and her husband
went on this weight reduction regimen together and stayed with it for about a month. It
was aweight loss diet that she heard about at her office. The diet entailed esting chicken
and lots of vegetables each day but restricted bread and fruit intake. The respondent
recalled that for some odd reason the diet also emphasized consumption of string beans
and beets. According to Stephanie, the daily caorie level was not severely reduced and
averaged approximately 1700 calories.

The respondent stayed on this diet for only a month. Many factors like abusy lifestyle,
work, and asmall child prevented her from continuing. After this short period of dieting,
shelost 10 pounds and weighed 200. Notwithstanding her decision to stop this routine,
she noted that she did not stop dieting dtogether. According to the respondent, she
adways made an atempt at “managing her weight” because her medica history of high
blood pressure and high cholesterol served as constant reminders to her not to gain too

much weight.
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There were many small dieting attempts after 1986. However, Stephanie noted that
she did not start back in full force until 1991, when her husband went off to fight in the
Gulf War. She joined the Diet Center while her husband was gone. This diet seemed to fit
her lifestyle.

“...What | liked about it, | think, was even though you were supplemented, and
you were given aligt of things that you could est, they had specific products that you
could buy for snacks. ...And, during that time my husband was away in Saudi Arabia,
s0 | didn’t have any distractions about what to cook and how to cook it, so | could be
focused on just that.”

Thisdiet routine suited Stephanie and she was quite successful; in three monthstime
her weight went from 210 pounds to 185 pounds, just ten pounds away from her usua
college weight. As she recaled specifics of the Diet Center diet, she noted that she took
lots of vitamin pills, particularly B vitamins. However, she was not quite sure about the
other supplements she took. She was aware that her caloric intake was approximately
2000 calories aday. With regard to other aspects of the program, educationa support was
limited. Weigh-ins and videotapes comprised the bulk of the formal education and
support component.

The respondent maintained her weight loss for three to four months. However,
gpproximatdy four months into her weight maintenance, her husband returned from the
Gulf War. Asaresult of his return, Stephanie remembered “falling back into some of the
same old patterns.”  Old habits, her husband’ s food demands and a return to her usua
lifestyle were dl identified as reasons for weight relgpse.

She tried to control her weight from 1991 to 1999; in spite of her efforts, she relgpsed
to 230 pounds. Thisweight gain propelled her to join Weight Weatchersin January of

1999. The Weight Watchers program worked for Stephanie, she commented that she
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logt over 31 poundsin sx months of engaging in “faithful participation.” She attributed
her success to Weight Watcher' s food exchange or point system. It helped her learn to
manage food.

“...My weakness is sweets, and | don’'t care what, | just have to have them: a piece
of cake, amuffin or something like that. So that [point system] did help me to manage
them alot better because | wasn't deprived of it. | would just have to eat more fruits
or more something else to compensate for that.”

Even though Stephanie attributed so many positive characteristics to this program, she
noted that after 6 months she “abandoned “ Weight Watchers and just “got off track.” At
that point in the interview, Stephanie did not give any additiona reasonsfor quitting
Weight Watchers.

In October of 1999, three months after her Weight Watcher’'s diet, Stephanie was back
on aworksite weight control program that was sponsored by her new employer. The
worksite diet was called the Joe Dylan Program. It was a high protein/ low carbohydrate
diet that included two protein shakes containing vitamin and minerd supplements and
one high protein/low carbohydrate medl per day. Plenty of fruit was encouraged for in-
between snacks. Stephanie did not know how many calories were in this prescribed plan,
but thought that the caorie level was probably very low.

Initidly she noted that she was doubtful about this diet because it was so rigid.
However, Joe Dylan, who pitched the program to her and her workmates, made an
impression on her. She decided to try the plan because of thisimpact and commented
about her decison:

“...And | was skeptical about his program because it isso rigid, but at the same
time the results were unbelievable. Now of course thismanislike 60 some years old
and two percent body fat, which | know is not possible for me. ...I do enjoy some

things and esting is one of them, so I'm not prepared to drink shakes for the rest of my
life. But what he was saying about sugars and how they affect you did make alot of
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senseto me. So, | was willing to try that, because, again, the concern for blood

pressure, cholesteral. | know that weight management will make a difference even

though | have to take the medication for the blood pressure.
...S0, | was heditant about it because of the lactose intolerance problem that | have.

And his shakes are based on that, but since | can get lactose-free milk, | was willing to

gveitatry. And, I've met with alot of successwith it. I've logt in thet time period

about 17 to 18 pounds.”

At the time of the interview, Christmas week 1999, Stephanie was back down to 200
pounds. She was fedling alittle apprehensive about the holiday season because of dl of
the additional celebrations and associated food contacts. Y e, she told me that she was
ready to get back on track. She hoped that the interview process would help restart her
momentum and put her in the right direction again.

MAIN ATTRIBUTIONS FOR RELAPSE

Based on actud weight loss and regain, Stephanie relapsed once, and that was after
the Diet Center diet. Her weight went from 210 to 185 pounds and then rebounded to 230
pounds. Stephanie lost 31 pounds on the Weight Watchers Diet, but only regained 17
pounds; thiswas not considered arelgpse. In spite of the technica definition of relapse
used for this protocol, smilar factors influenced her gain after Diet Center and Weight
Waetchers. Family lifestyle and cultural food choices were asserted by Stephanie to be the
primary reasons for her relgpse after the Diet Center diet and her weight gain after the
Weight Watchers diet. Stephanie listed reasons for her relgpse in the following
comments.

“| think the biggest oneiisjugt my family’slifestyle, primarily. Y ou know,

my husband likes old-time, old-fashioned cooking, and for black folks that usudly

means grease, fat, and loads of it. So, that isamgor issue for me. | haveto actudly

just block al that out and prepare things that are healthy for me and hopefully start

integrating that into the medl for the entire family. Now that is going to be avery
chdlenging thing to do, but for us dl to be successful a this, | think that’sit.”
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Stephanie dso thought that her career was aculprit in her weight gain. In three
months after quitting Weight Watchers, she explained that she had quickly put back 17 to
18 pounds. Much of this regain she thought was attributable to her previous job.

“The other [reason] isjust the type of career that | have. It opensitself up for alot
of evening meds, evening dinners. ...During Weight Watchers, even
though | logt the weight early in the program. .| was very much involved in the
budget process, which meant meds dl during the day, dl during the night, that |
didn’'t prepare and had no control over. The dternative would have been just as bad:
running to a Burger King or aMacdondd' s or somewhere because there wasn't
enough time between work and starting out for another meeting to go home and

prepare.”
After citing these mgor reasons as contributing factors to her relapse, Stephanie
asserted that her initid attribution about culturd factors was predominant in her relgpse.

“...But againit’s cultura more than anything e'se for me. Brought up in the South,
you know, you' re loaded down with fried thisand .. .certain foods, you know, white
rice. | know when | fixed brown rice for the firgt time, they went, *What isthat?”

FASTING DIETSAND RELAPSE

The Joe Dylan diet was the firgt fagting diet that Stephanie had ever tried. She drank a
shake for breskfast and lunch and then had a med at dinner. She was unsure of the totdl
cdoric leve but thought it was probably “very low.” All of her previous digting
regimens included three solid food meals and contained more than 1200 calories each
day. Stephanie voiced some concerns about this fasting routine:

“...1 think that when you' re deprived of certain things, when they start creeping
back into you diet, then pretty soon they’ re going to become the maingtay of the diet.
So, I'm ahit cautious with the Joe Dylan Diet because it iS S0 redtrictive.”

Stephanie experienced food cravings on dl of her weight reducing diets. This effect
existed regardless of the caoric leve or fasting nature of the diet. Stephanie described

how these cravings affected weight gain and relapse.

“ Wdl, with dl of them, | think, once you get to the point where you say, ‘I’ ve got
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thislicked now,” you might maintain for a couple of weeks, and then the cravings.

...I think more of the things that you shouldn’t et you egt; just brings[it] on

more and more and more. And suddenly you find yourself back to where you were

before.”

“Staying off track” was an integrd part of the problem that Stephanie described. Once off
the dieting track, she found it hard to get back. Part of the difficulty she encountered had
to do with some of her sdlf-tak. Shewould tdll hersdf that she would exercise more if
she ate too much, but getting to the gym seemed to pose another obstacle.

While Stephanie knew the down side of deprivation; she aso knew how good it felt
to loseweight. She was willing to stick with the Joe Dylan Plan because she appreciated
the benefit of quick results. Although Weight Watchers was less redtrictive, it had its
setbacks. Hitting aweight plateau was one of them.

“...1 think | am probably more successful with diets where I’m not
redtricted...maybe[it ig] just the constant reminders of the good things to eat and how
to manage it, like Weight Watchers. If | had continued with Weight Watchers, |
probably would have been able to maintain...but it's those plateaus too, you know,
where you get to a certain point and you just stay there no matter what you eet or what
you don't eat.”

Aswe talked, Stephanie focused more on the issue of hitting aweight plateau and its
impact on relgpse. The fact that she could not get below an unyieding weight caused her
to lose motivation and to eventudly quit Weight Watchers. In addition to the initia
attributions that she had about relapse, Stephanie added “loss of motivation” to her

reasons for relgpse.

CULTURAL FOODSAND RELAPSE

The respondent identified cultura influences as impacting her relapse problem. Fried
foods and higher fat foods were preferences that she had to contend with each time she

dieted. She did not add much to this topic beyond saying that, in spite of any diet
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regtriction, certain food preferences ran deep. “1 will eat fried fish regardless of what Joe

Dylan or anybody says.”

DICHOTOMOUSVIEW OF FOODS

The respondent had a definite list of “good and bad” foods. According to Stephanie
certain cuts of bedf, like rib-eye steaks, were high on her list of *“bad foods.” Cheese,
yeadt rolls, cakes with lots of icing and sodas were dso included in thislig. She
characterized fruits, vegetables, chicken breagts, turkey and turkey breasts, and seafood
as “good foods.”

NEGATIVE AND POSTIVE EMOTIONS

Stephanie thought that there was a correlation between negative emotions and
overeating. Stress frequently caused her to eat too much. Nevertheless, these “ binges’
were often abbreviated by her self-tak and images of her obese great aunt. Her menta
images of how she would look if she continued to “binge’ often counteracted her
overegting. Sherecaled that images of her overweight aunt often prevented her from
totaly faling off the dieting wagon.

“Wadll, | think there sadirect correlation for me at least. Under very high stress
Stuations you tend to eet. But at the sametime, I'll get to a point where ...something
will trigger indde of me and say, * Y ou have the propensty to be alot larger than
what you are, and if you continue to eat and egt like this, you are going to become a
very hugewoman.” And, that is something that has been in my mind probably asa
child because | had an aunt, or great aunt, who was very, very large. And, | look alot
like her. So everybody would dways tease m, ‘Wel, you're going to be as big as
Aunt s0 and s0.” So that has dways been in my mind and triggers me, and it's
probably my grestest fear that | will be.”

The preventive effect conjured up by images of her aunt did not totally diminish the

influence of stress on her eating. Stress was till pinpointed as * having a tremendous

effect” on Stephani€’ s ability to “manage’ her weight. When she was busy or had
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deadlines a work, it became more difficult for her to control her eating habits. Stephanie
was hopeful that she would change this pattern and handle the Stress at her new job
because it was not asintense as her previous job. The flexibility of her new job and the
benefit of awellness program had dready aleviated her previous problems,

Unlike negeative emotions, positive emotions made Stephanie fed good and were not
noted to be contributory to overeating. Positive fedings gave her a sense of contral.
Stephanie explained that positive thoughts and emotions made her smply fed good about
being “in contral of thisyo-yo.”

GOAL WEIGHT ACHIEVEMENT

Stephanie achieved her set weight god of 185 pounds after attending the Diet Center;
she did not achieve agoa after the Weight Watchers program. According to the
respondent, not achieving goa made it easier to relapse.

“Wdll, by not doing it certainly led to relgpse. Again it’ s what hgppens when you
get to those plateaus, as | understand it, and if | can’t break that plateau and see a
decrease, then I’'m not motivated to continue with it. | may get to the point of saying,
‘Well thisisthebest | cando.” ...And be comfortable with that, and with that comes
fdling into the same old trgps again, and next thing you know [Stephanie
uses a sound to demondrate faling].”

Although getting to a god made Stephanie fed good, it wasn't enough to prevent relapse.
“Wédl certainly, when | got down to the 185, | fdt extremely good. And even when

| got down to 199 on the Weight Watchers[diet], | felt good because there' sa
definite difference in my gppearance. Y egh, clothesfit better. You fed better. People
comment and compliment you on how you look. So, the relapse happens and
sometimes it’s not enough to necessarily make me stop doing what | know | should
not be doing until 1 get to ancther leve again. Then I'll say, “Whup, too much.””
In each ingtance, with Diet Center and Weight Watchers, Stephanie regained after a

three to 9x month period. As she noted, regaining to a certain “level,” or the relgpse itsdlf

often pushed her to get back on the dieting bandwagon. Criticism from her husband aso
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played arole in resumption of her weight loss efforts. Stephanie commented that her
overweight husband would cdl her “‘Fat Momma’” She noted that his name-calling

made her so mad that it was enough to “turn her around” dieting-wise.

PHYSICAL ACTIVITY HABITSAND RELAPSE

Activity was dways part of Stephanie’ s earlier lifestyle; she routindy exercised until
she had her firg child. The birth of her new baby changed her priorities. According to
Stephanie, her new baby added a dimension to her life which made it difficult for her
continue to take care of hersdif.

“...Pre-pregnancy | was very active...| played tennis, rode a bicycle, worked out
in the gym, on the track and so forth. Al of that spilled over from my college
experiences. After the baby was born dl of that stopped. But, there just Smply wasn't
enough time, or | didn’t make the time, you know, to look after mysdlf. | had this
brand new baby here, knew nothing about mothering, and [was|completely refocused
on taking care of her.”

The respondent’ s physicd activity did not resume until after the birth of her second
child in 1988 when she was 32 years old. She started walking with her husband on the
local track and did this three times aweek for afew months. Unfortunately, her renewed
exercise routine was short lived.

“...But that didn’t last too long because family just, you know, when you are
working and you've got afamily to take care of, it just takes away alot of that time.
Or, to restate it | guess, it causes you to refocus on family as opposed to sdif.”

As Stephani€’ s children got older, she was able to “focus’ on hersdlf alittle more and
she became more active. Although she did not maintain a set exercise routine for along
time, she managed to have interva's where she would get more physica activity. These
times tended to correspond more with periods of relgpse than with weight loss. She
commented that while she did not exercise during her attendance at Diet Center, she did

gart working out after she had completed Diet Center and was gaining weight. Exercise
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was her solution to reversing weight gain. Y et, she became discouraged because she
found that athough she firmed up, it did not reverse her pattern of gaining.

“When | was relgpsing and going back up, then | started exercising. ...l won't
cdl it ahedth club, but & agym, | would go rdigioudy. And it helped, but it wasn't
substantial weight losslike | had with the Diet Center. What it actudly ended up
being was more firming back up. .... | exercised for quite aperiod of time. | think it
was Sx or seven months. ...And, | redly didn’'t want to go back to the Diet Center.
There | had to show up, you know, with the weight back on. So, | just didn’t want to
do that. That’swhy | didn’t.”

The respondent explained that she was “too embarrassed to go back” to Diet Center
after she had gained weight. She never returned. She engaged in very little activity during
the next five-year period between her Diet Center and Weight Watchers diets. Stephanie
attributed part of her lack of exercise to back problems. She had tried doing aerobics and
smilar activity but stopped because of her back.

In early Fal of 1999, towards the end of her Weight Watchers diet, Stephanie began to
exercise again. She was motivated to do so because she was beginning to gain back
weight. She was a so encouraged to do so by the employee wellness program. For the
firg time, she was successfully combining exercise, aerobics and weight lifting, with a
weight reduction diet. The pro-wellness stance of her current job also helped her to

adhere to a three times aweek schedule of exercise.

SUPPORT SYSTEM

Stephanie identified her husband and her family as her primary support system. She
relied on her children, ages 11 and 13, to tell her the “truth” about her weight. She
characterized them as being very honest. Their observations about her weight served asa
gauge of her progress and therefore were helpful. According to Stephanie their remarks
kept her on track with her diet. Her husband aso provided positive support when she

was logng weight. But at times when she was gaining, his remarks, were a source of
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aggravation. Despite this aggravation, Stephanie was able to handle negetive support.
Ultimately, criticism was something she seemed to take in stride; it did not cause her to
rebel and then overeat. It helped to push her to succeed. And, when she succeeded all
members of the family were positive in their support.

“My support system focuses primarily on my husband and my family. Y ou know
children will tell you the truth, so they will tdll you, ‘W, you relosng weight. You
look good, Mommy.” Or, ‘Mommy you' ve gotten a little fatter, haven't you? ...So, |
gauge, | guess, where I am depending on their comments. ...My husband tends to
tease alot, and it redly aggravates me when he cals me ‘Mama Cass.” Now, that
redlly tears me up, but that sort of spurs you to lose, and then when | start losing, don’t
say anything about Mama Cass. And, he/ll make mention of ‘Well, it looks like you
areloang weight.””

The respondent commented that her husband'’ s criticisms ended when she was losing
weight. It appeared that he was careful not to have the tables turned on him since he did
not want to be reminded about his own struggles with weight. * See he does't say too
much when I’'m losing because he' s probably thinking I'm going to drag him into it,” she
commented good-naturedly.

Stephanie had other sources of support from family and friends. The support that
Stephanie received from her mother was uncomplicated and a source of pure postive
reinforcement. Stephanie explained that her mother used to be a very petite but was now
obese. Whenever she noticed that Stephanie was losing, she complimented her and
according to the respondent, she said, “* Gosh, you' ve lost weight, tell me what you
did?” Her comments dways motivated and inspired Stephanie to succeed. Friends and
co-workers were dso positive in their support. Unsolicited comments about her improved
appearance a so provided aboogt in the positive direction.

The impact of the support provided by weight loss programsin the past varied.

According to Stephanie, Diet Center had alimited educationa and support Situation. It
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was more of acommercia business where support was limited to aweigh-in and apat on
the back. Extended education or motivation was just not part of that program, and
therefore not something that she relied on for continued success with her maintenance of
weight loss. Weight Watchers, on the other hand, provided Stephanie with education,
motivation and support. The respondent thought that these elements of the Weight
Watchers program were critica to success.

“ Wel with Weight Waichers... when | would stop going to the participant
sessions, that caused me to just probably stay off track.... | think if | had continued to
go to those sessons where you get alot of motivation, you hear about what other
people have been able to accomplish, and you're saying, ‘Wdll, that is me, because
I’ve logt one pound or two pounds or three pounds.” ...And then there san
educational component, and you could share recipes and experiences and things like

that, so that in and of itself just kept you motivated, kept you on track. ...Yeah, | need
the motivation. Because if | don't [get it] | will relapse, that’ s been proven, shown.”

BODY IMAGE

Body image was afactor that Stephanie definitely thought played arolein her weight
control vigilance. She was tuned in to when she was gaining and losing by smply
looking at her reflection in amirror. She explained that the mirror served as another
“gauge’ of her body weight. An extraroll of fat around her somach or fullness of her
face was enough to get her back to dieting.

“If 1 seeit, then I'll say, *Oh well, I’ ve got to do something before it expands.’
Now | used to always have a problem with my face, you know. When | was down to

185, my face was very dim. And even throughout these processes [referring to her
current fadt] it has't gotten as dim asit was. ...So, that’s also ameasure, to seeit’'s

puffiness.”
While extra body fat and fear of looking like her aunt were enough to trigger her to
continue to lose weight, the respondent did not think that negative body images ever
caused the opposite effect. A negative image did not discourage her and lead to

overedting.
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S_EEP PATTERNS

With the exception of the last few months, Stephanie noted that she had restless and
interrupted deep for the past 5 years. She attributed her restless deep to her own snoring
and her husband’ swork schedule. Her snoring frequently startled her and caused her to
rouse and then have irregular deep. Her hushand’ s night shift schedule dso influenced
her deep habits, she was more likely to stay up late when she was home done. During
this 5-year period when she was experiencing these deep difficulties her weight increased
to her maximum of 230 pounds.

RAISING CHILDREN

Pregnancy was the start of Stephanie’ sweight problems. She had two children and
with each pregnancy, she had difficulty getting back to her pre-pregnancy weight.
However, beyond the accompanying physiologica aspects of pregnancy, the demands of
caring for children dso influenced Stephani€’ s body weight status. As she explained, her
total “focus’ was on her children’s care. Her own exercise needs and overdl health needs
took a backsest to the demands of her children.

“ Well, it' s very easy to relgpse when you are caring for kids because you are
totaly, at least | wastotaly, focused on their care and not on my care. It' s very easy
with young children to do that. ...But it does take you completely out of your routine,
and it's very easy to snack with them. ...Everybody wantsto go to MacDonad' s or
wants French fries, and you just go on and on.”

Stephanie reflected on this Situation and wished that she had established hedthier
snacking and food habits for her children and herself. It sounded asif she dways had
good intertions, but just not enough time to seek out solutions. Now that her children

were older and she had more time, she was able to take better care of hersdf.
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WORK AND RELAPSE

Work compounded Stephani€ s busy lifestyle in the past. The demands of the job and
long work hours were difficult in many ways. She explained that not only was there stress
and alack of timeto exercise but that food was part of the work environment. There were
S0 many evening meetings where snack foods and catered med's were provided; avoiding
food was difficult.

“Thaose particular jobs did not afford you the kind of benefit that | have thistime
with thisjob, whichisto exercise. But the lifestyle was quite different. It was
demanding, very stressful, alot of night meetings where dinner was served and good
foodlafound you dl the time, and sodas and cookies and dl kinds of stuff during these
meetings.”

Although the environment seemed to sabotage Stephani€’ s efforts to lose weight, she
did not think that her co-workers were not supportive. She had avery postive view of
past and current workmates. In her previous jobs, she noted that she exercised with
friends from work and that her boss attended Weight Watchers with her for a brief period.
Her boss remained supportive of her weight loss even after he dropped out of the
program. In her current job, many of her co-workers were involved in the Joe Dylan
program, and as a group, they provided support and motivation for each other.

WHY THE RESPONDENT PARTICIPATED

Stephanie believed that she would benefit from this project by just “hearing” hersdf
talk about her own experiences with relgpse. She dso agreed to be involved with the
project because she hoped she would pick up helpful information and tidbits on weight

|oss maintenance.
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CHAPTER YV

CASE STUDY ANALYSS

The case sudy andysisisareview of the eight accounts of relgpse. Thisandysis
elucidates the individua nature of obesity reapse and adso demondrates the diverse
agoects of the problem. This andyss summarizes the distinct attributions that were
emphasized by the respondents and focuses on the main attributions offered by the
respondent as being influentid in their rlgose. The andysis dso includes the author’s
observations and interpretations. These observations are not intended to be afinal
interpretation of obesity relgpse, but rather to offer further exploration of the relgpse
experience.

Main attributions are organized into categoriesin thisanalysis. These categories are
based on key phrases and ideas that came forth from the respondents during the
interview. “Negative Emotions’ and “Food or Drink Habits’ are examples of some of the
mgor categories that were used in the analysis to organize attributions given for relgpse.

A complete ligt of dl categoriesis provided in Table 3 at the end of this chapter.

Table 3 wasincluded in order to show how the categories were developed and
organized. Thistable providesalig of the origina categories that were used in the case
studies (Chapter 1V); the case study categories were based on the Interview Guide
guestions and one emergent category (dichotomous foods). Table 3 aso providesalist of
categories used in this case andysis chapter. These categories were devel oped after the
interview and case study content was analyzed for main relgpse atributions. As
suggested by Covert (1977) and Patton (1990), word clusters, phrases and concepts from

the respondents were used to develop categories for each of the cases. For example, “Low
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Sdf-Esteem” was noted by a number of the respondents to be a major reason for their
relgpse. Thus, their words and main atribution, Low Sdlf-Esteem, was used as a
category. Categories were repeatedly refined to encapsul ate phrases or concepts that
represented a Smilar attribution across different cases. The category, Negative Influence
of Practitioners, illugtrates this process. It was derived from comments and concepts of
various respondents about the treetment received and relaionship with weight control
counsglors.

Table 3 dso lists the common themes/patterns that were identified as contributory to
obesity relgpse. All of these common themes are discussed in the cross-case analys's
(Chapter VI). These themes represent the common ideas present in agrouping of Smilar
categories. For example, case andys's categories such as, parenta push to dit,
rebellious overegting, negative influence of practitioners, and sexud abuse al possessed
acommon eemert which entailed the loss of persona choice. These categories were

subsumed under the identified theme: Impact of Having Persona Choice Taken Away.

This theme was identified as one of the common themes that fit in the relgpse scenarios
of six of the eight respondents. Table 3 and the cross-case analysis (Chapter V1) provide

acomplete list of the Sx themes commonly represented in the case analyss,

CASE ANALYSS: GEORGE

George' sinterview responses were contradictory. She often talked in incomplete
sentences, jumped from topic to topic and seemed reluctant to delve into her attributions
beyond those that were genetic/physiological. | struggled with my own frudiration at not

getting a straight answer from the respondent, but as | went back to her tape and reread
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the transcript numerous times, my frustration was replaced with a better understanding of
George. Shefdt asif she had been blamed for her obesity and dso stigmatized by it; the
interview was influenced by her experience.

PHYSOLOGICAL FACTORS,

Throughout the case study George seemed intent on ascribing her history of relgpse
predominantly to physiological factors. She noted that, except for brief periods, she was
aways chunky as achild. Furthermore, she associated her “morbid obesity” with a
higory of “yo-yo dieting and adow metabolic rate” Despite this stance, her dlusonsto
overegting, depression, and other viable causes came out frequently.

“...However, it sbeen in the last ten years and alot of eating and what have you on
my part, and adso discoveriesin the field of medicinethat | seethat I’ m probably
never going to bethin. And, | think it's genetic...but | think thet it's not in my control
totaly. And the only contral that | have on it now isto keep from gaining more.”

Although her statements were sprinkled with conflicting concepts, such as overeating
versus genetic predisposition, George was not willing to explain the overesting
contradiction when | asked her directly.

The possibility that her obesity and subsequent rel gpses were largely due to genetic
factors was a fird a plausble argument. George' sweight history bore out convincing
facts. She was “chunky” throughout most of her childhood. She dso had three
pregnancies that could have reset her body weight set point and put her at further risk for
future weight control problems. In my assessment, she had many physiologica markers;
however, she aso aluded to factors that were not solely genetic or physiologica. Her
gory, like many of the others, was not one-dimensond.

It became gpparent after listening to George for over two hours that she dso had many

factorsthat contributed to relgpse. On our first encounter, she was not ready to talk about
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any circumstances which would indicate persond responsbility. George made flegting
references to depression, low sdlf-esteem, overeating, inactivity, and many other factors,
but assgned each of these less of an important role in her relgpses. Geneticsand adow
metabolic rate, she maintained, were the mgjor cause of her relapses.
Many of her comments were in the third person--- they were aways about ‘ other’
obese people. | struggled with dl of this confusing information, yet George laid her
cards out on the table. She stated frankly:
“And a least intellectudly, | don't think thisis my fault. 1’m probably more
content in my life than I’ ve ever been. | used to be aterrible depressve ...and I'm not
suggesting for amoment that | don’t hate being fat. | think being fat in this society is
as bad as being, as difficult as being crippled, as being black, as being retarded. |
mean, | think you pretty much get the same flack. And the only difference, in fact, it
might have been worse because at |east people don’t blame you for that.”
Clearly, alot of her avoidance could be explained by her own admissons. the stigma of
obesity, her desire not to be “blamed” and her sense that she was asked to interview
because shewas a“falure”
“I mean, if | had said no, it would have suggested that | was feding badly about
being fat, which | am. By nominating me to do the sudy meansI’'m afailure. ...It'sto
protect me from mysdf. ‘I’ll show you, | don't care.” That's probably why | did it--- a

safe guess.”

NEGATIVE INFLUENCE OF PRACTITIONERS

Given George' s fedings about being “blamed” or a“falure,” it eventualy became
gpparent to me why it was difficult for her to openly address persond factors that may
have influenced her rlapse. Her experience with aweight counsdlor illustrated her
indignation and her reticence. She denied that aweight control counsdlor influenced her
weight gatus, yet his possible influence on her weight loss and morae were afocus of
her interview. In my observation, he may have hampered her progress. She noted:

“...And, thethird time| did it [fasted], and | did not cheet one iota because by this
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time | had learned my regain lesson and the whole works. After 3 months of it, | lost
about 8 pounds total, and that was with exercise, and then | had that wretched
counsalor who was with Ogptifast. He was terrible and should not have been dlowed
todoit, at least with me. ...He was somehow brought into counsding, whether he
had any degrees or not | don’t know, but he was deding with a bunch of women who
were awhole lot smarter than he was, and he never gathered that. And he couldn’t
understand why they weren’t needy and grateful to him, but they were thinking circles
around him.”

FOOD OR DRINK HABITS; DECREASED PHYS CAL ACTIVITY; NEGATIVE EMOTIONS

In spite of these setbacks and her initid reserve, George did acknowledge other factors
besides physiologica onesthat contributed to her relgpse experience. This
acknowledgement came about when we had two more encounters after the interview. We
met briefly when | delivered the case study to her and then again when we talked on the
phone about the draft. Her reaction to the case was conflicted, “it seemed to be al mixed
up,” but she was not redly ready to set it Sraight. She penciled in some of her thoughts
about why she regained weight. Sheincluded overegting, emotions and lack of exercise
but did not elaborate on how or why when asked. Her correction to include emotions and
overegting were surprising to me because throughout the interview she portrayed these
factors as playing asmall part in her relgpse. | was dso surprised because, while she
initidly characterized hersdlf asa*” depressve,” she was hestant to associate negative
emotions with her relgpse experience. However, some of her early suspicions and
reticence may have abated after my second contact with her. She was willing to dlow
that other factors besides physiological ones played apart in her relapse, yet resstant to
any further probing. | had to respect the boundaries she drew.

Despite some oblique responses, when | reflected on George's case, | redized that she
had provided ample information and given me vauable ingght into obesity treatment.

What she had shared could conceivably help other practitioners.
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Basically, George was not ready to acknowledge a significant part of her rolein
weight gain. Thismay have been part of her relgpse problem. Direct acknowledgment,
may have helped her to lose some of her weight and keep it off. She was dso resentful
about migtrestment by aweight control counselor. Her story and this resentment made it
clear that an ineffectud thergpist can hamper weight loss and have a far-reaching affect
on the course of relapse. Findly, her remarks about failure, blame and prgjudice were
aso powerful and relevant to her overdl story of relapse. It brought up the need for
nutritionists/counsdors to be aware of sengtive areas when tregting overweight clients.
Pat recommendations to take an aerobics class or go to the gym may be very difficult for
the client who feds stigmatized by overweight and too sdf-conscious to start working

out.

CASE ANALYSIS: SUE

Sue was an open book when it came to describing her experiences with relapse. She
had aways been overweight and dieting was part of her lifestyle. Therefore, talking
about hersdlf and diets was easy. Her firg serious diet started when she was 15 years old.
At 15, and three more times throughout her adult life, shelost close to one hundred
pounds. Sue was only 46 years old, and in her lifetime she had dready gained and lost
amost 400 pounds.

As Sue taked, it was evident thet al of the good fedlings associated with losng
weight were terrific motivators, however, these factors were not enough to prevent regain
of weight. There seemed to be other powerful factorsin her life that caused her to overeat

and drink and to give up on her waking program. The stress of caring for her family
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members and the depression that came dong with this respongbility, afase sense of
security about her weight loss, and a desire to be free were al effective deterrents to
weight loss maintenance.

FREEDOM FROM RESTRICTIVE DIETING; FOOD CRAVINGS; PHYSIOLOGICAL

FACTORS

Sue frequently commented about her desire for freedom and it was expressed in her
habit of “socidizing” and “doing what she wanted” after she lost weight. All of the diets
she was on entailed some type of caoric deprivation. Her average cdoric intake was
usudly 1200 cadories aday and typicdly emphasized forbidden foods. Sue' s desireto
break free and no longer be food or alcohol deprived seemed to be a natural aftermath of
this type of deprivation. After coming off of her diet regimes, she tried to control her
cravings by dlowing hersdlf to gain alimited amount of weght after each successtul
dieting effort. However, this plan dways backfired.

Sue' s attributions for relgpse did not focus on physiologica factors. However, |
thought that these factors might have been an integra part of her relgpse problems. She
was overweight/obese since childhood and she aso gained 110 pounds during her first

pregnancy.

FALSE SENSE OF SECURITY: FOOD OR DRINK HABITS

She noted that she dways played afive to ten pound gambling game &fter shelost a
lot of weight. This game was brought on by afase sense of security about her large
weight loss and afaulty notion that she could start egting and drinking again without
maor consequence. Nevertheless, her intake of food and acohol aways exceeded a

moderate amount. Both potentiated aloss of restraint, leading to alapse and ultimately an
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irreversble relapse. In the following quote, Sue described her behavior after afast, her
‘gambling’ pattern and her lapse.

“I was edting ice cream alot, not alittle bit, but by the pint because | redly craved
ice cream. So, it was like, ‘Okay, now | can do it. I’ ve lost ten pounds, now | can eat
it But, | put it back on red fast.”

Although she had learned the lessons of this gamble too many times, she persisted in
taking chances. In another instance, Sue commented on regaining after she lost 120
pounds on her TOPS diet. The mind games she played and her desire to be free, figured
prominently in her explanation.

“...I fdtlikel hed logt dl the weight and now | had timeto play with it. Usudly
you could say that you got five poundsto play with. Wdl, | fdt like five pounds
would be al that | wanted, but | kept esting and eating and going out and doing things
with my friends, and | sarted drinking. And, of course, the dcohal will put it on
redly fast, and | just started doing that. And, that’s what happened, and | just logt it. |
gaveit up; | didn’'t care anymore. | got to do what | wanted to do.”

Her desire for freedom seemed to extend to her belief that unconditional love was a
way for her to overeat and live without consequence. Freedom and a false sense of
security dso came from her view that once you had a* specid person” in your life, “you
could do what you wanted.” And, “doing what you wanted” adways seemed to trandate
into overesting and drinking. Sue noted:

“...Then got married and got off my diet because | figured that once you have
somebody...you don't have to stay on diets any more because you can do what you
want to do aslong as you have that specid person. They should stick with you no
matter what.”

LOW SEL F-ESTEEM; POOR BODY IMAGE

In her first marriage, Sue seemed to be naively disgppointed by the fact that her
husband did not unconditionaly accept her body weight. However, her second husband
did “stick by” throughout many fluctugtions in her weight. While his unconditiona

acceptance gave her the freedom to eat and drink, Sue was left with an inherent conflict.
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She did not seem to approve of being overweight and this struggle appeared to be a factor
in her relgpse higtory.

Sue' s conflict about body image and her low salf-esteem gppeared to drive her dieting
efforts. A need for gpprova from friends was an additiona impetus for dieting. Her
Sruggles with weight gain seemed to betied into her own desiresto be free, yet her
dieting behavior was driven by a desire to look good and to be acknowledged for her
gppearance and weight loss accomplishment. When Sue discussed her relgpse after her
TOPS diet, she commented that she ate and drank more because of disappointment in
hersdf and feding depressed about regaining.

“And | fed bad because | look in the mirror and | redize how much weight I’ ve
actualy put on. And, it makes me even more depressed. And, then I’ll go and get a
big shirt, and put it on, and then it looks like I've lost weight or I’'m hiding it. So, |
fed okay. So, it'slike, *Okay, now | can go do what | want to do. | can go out
partying tonight.” ...But then you take it off; it'sthere. And, it makes you more
depressed. And the more depressed | get, | think the more | eat.”

NEGATIVE EMOTIONS FAMILY RESPONS BILITIESAND DEMANDS

Negative emotions, such as depresson and siress, played alarge part in her numerous
relapses. When she was obese, she linked her depression with her sdlf-image. But, to a
great extent, her depression and stress were precipitated by her family Stuation. Sue
described how her worries over her twenty-one year old daughter contributed to her
relapsein 1990:

“...Wehad alot of problemswith her, you know, school and stuff. And, | sarted
putting on the weight with her, being stressed out, didn’t care. Y ou work everyday,
come home, and there are problems. And, you try to handle them yourself and you
can't. And then you give up and say, ‘Okay, I’'m going to have amixed drink or a
couple of mixed drinks.” And, [you] st down and eat a pizza by yoursdf.”

Sue' s daughter has continued to rely on Sue and her husband for financid and

emotiona support. Sue has been a primary caregiver for over twenty years and has had a
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difficult time assarting her own needs.  Sheisnow raising her grandson and ultimately
has the respongibility of trying to keep two families together. At times, this burden
seemed to be overwhdming for her. She fdt guilty for feding anger and resentment
towards her daughter. Sue literaly swallowed her fedings and turned to acohol and food
to ease her stress.

Stress management, physica activity, assertiveness and food moderation versus
rediriction were topics that Sue never mentioned as being highlighted in any of the forma
weight control programs that she attended. In my assessment dl of these would have
assiged her in weight loss maintenance. One could only dream of the possible difference

it would makein her lifeif alittle bit of dl of the above were broached.

CASE ANALYSIS EILEEN

When | met Eileen | thought that there was something distinctly girlish and vulnerable
about this 53-year-old woman. Y et, she was aso assertive and purposeful about her
reasons for participating in this study. She agreed to participate because she had a unique
story of rlapse. Her relgpse and attributions were associated with a history of sexua
abuse. She commented that events which led to relapse, had little to do with alack of
“will power.” As her story unfolded it was clear that few of my interview probes would
help trigger anything close to Eileen’s attributions. None of the common factorslike
raisng children or diet deprivation touched her reasons for regain. On the other hand, fear
of being atractive and the use of food and drink for comfort were her primary

attributions for relgpse.
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SEXUAL ABUSE: PHYSOLOGICAL FACTORS

Eileen was referred to me by her psychotherapist. Her candor and ability to talk about
her life experiences seemed to be influenced by the progress she was making in her
therapy. Sexud abuse, by her grandfather and afamily friend, had serioudy affected
every aspect of her life. Weight gain at the age of eight years was just one manifestation
of this mistreatment. Serious obesity and reapse in adulthood were additiona inddible
marks of this abuse.

Eileen did not focus on her excessve weight gain during her two pregnancies.
Neverthdess, this physiologica factor seemed to aso contribute to her rel gpse problem.
For over forty years or more, Eileen had been on innumerable diets. On two occasons
she was very successful, she lost between 50 and 60 pounds in 1980 and lost about the
same amount again in 1994. Notwithstanding these weight loss achievements, she
quickly relgpsed after both of these diets. After her first relgpse, she noted that she
naively chalked her regain up to a“lack of mativation.” Only after a considerable period
of time did Eileen redlize that both rel gpses happened purposely. According to Eileen, her
introgpection came from the last 14 years of continuous psychologica therapy. Through
this counsdling work, she began to understand her motivations and why weight regain
was s0 easy for her. Fear was one of her biggest impediments. She commented:

“ | mean | obvioudy have not been motivated out of fear. | mean, I'm afraid. . .both
timesthat | started to put weight back on was when somebody, a mae, would say
something like, “Well, gosh darn it, you're redlly looking good now. And it
was just like, ‘Oops, | don’t want to do that, | don’t want a man to act that way toward
me.” ...When aman saysthat to me...that would just trigger dl the old tapes, and |
would go get apizza. And, then it would start dl over again, ‘Hurry up put it back on.

Put it back on. Hurry up and put it back on.” | didn’t understand, but | certainly should
have known better. I’'m not stupid.”
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LOW SELF-ESTEEM

Her andogy of usng her body “as armor” aso highlighted her uncomfortable fedings
about being norma weight. In this passage she referred to the fact that her father’s
expectations and her history of abuse compounded her self-esteemn problem as an adullt.

“...S0, | pretty much learned that | wasn't perfect and that | wasn't worthy, and
then through my adult life by making bad choicesin men, | reinforced dl those ideas
that | had about mysdf. | wasin very physcdly and verbdly abusve rdationships,
which reinforced dl of the thingsthet | felt about mysdlf. ...I am till usng my body
as armor to keep people away and to keep men away.”

FOOD OR DRINK HABITS

Overesating and drinking were not only away to protect hersdf from interested men,
but so away to “comfort” and “anesthetize’ hersdlf from the series of physicaly and
emotiondly abusive relaionships that were referred to in the previous passage. Her need
to protect, comfort and anesthetize hersalf combined with her love of cooking and
socidizing. All of these factors made weight gain and relgpse a certainty.

“ I’'magood cook, and part of it isjust because | started so young. ...l

didn’t think | had any aress of crestivity...that was one of the ways it came out.

And, so | would cook something that tasted so good there was a certain

amount of abuzz that | would get. ...I felt more a peace | guess. It would sort of

cam, well, probably anesthetize. ...And, then the more | ate, the more satiated |

would become, or then | would be real deepy and go to deep.”

Eileen’s own introspection and knowledge of why she faled at weight maintenance
fadilitated thisandyss. Although many of the respondents were open and honest about
their Stuations, few had thought much about their own motives and reasons for repest
failure. Eileen seemed to be on target about her problems, yet she was il struggling
with a solution. These struggles were evident when she commented about her recent loss

and quick regain of 20 pounds. A fear of looking too attractive and her fear of leaving her
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current relationship al came into play to sabotage her. It seemed asif the only way she
could convince hersdlf to lose weight was to concentrate on the hedlthy effect of weight
loss on her high blood pressure or digbetes.

Superficid andysis of her case could lead to the conclusion that inactivity, overegting
and drinking caused her relgpses. Technicdly that istrue, but the age-old equation of
‘cdoriesin versus caoriesout’ isfar too amplistic an explanation for Eileen's case. Her
history of sexua abuse and its long lasting effect on her sdf-esteem, body image and her
body weight cannot be dismissed. This case study provides additiond ingght for nutrition
practitioners who may chose to chak al weight gain up to “too many caories and not
enough exercise” Clearly, in indances where sexua abuseis part of the client’s history,
nutritionists and dlied practitioners need to be attuned to the possibility that abuseisa
factor. Nutritionists need to become educated to carefully explore other non-food-related

reasons for weight gain and to offer constructive assistance.

CASE ANALYS S: REBECCA

Rebecca was overweight since shewas a child. From aphysical and emotiona
standpoint, her strong familia history of overweight made her struggles even more
difficult. Both of her parents were overweight and they had a strong desire for her to be
thin. They smply did not want her to “end up” like them, and so they encouraged her to
lose weight. Rebecca learned a avery early age not only how to diet, but that parental
love and acceptance were tied to her body weight. Her rel gpse story evolved from this
early scenario. Rebecca s own introspection, her professiona training as a counsdor and

her honesty enabled her to quickly identify factors that were contributed to her relapse
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gory. Powerful factors like restrictive dieting, afase sense of security, food cravings and
struggles with “loss of control” added up to alife long problem with overweight and
relapse. Her acute gppetite, a substantia weight gain after her first pregnancy and lack of
exercise clearly potentiated the struggle.

PHYSOLOGICAL FACTORS; PARENTAL PUSH TO DIET

Rebecca' s mother influenced her dieting practices a avery early age. When she was
12 years old, her mother took her to the pediatrician for adiet pill prescription. Rebecca
took diet pillsfrom the age of 12 until she wasin her mid-twenties. Her mother aso
encouraged other dieting methods when she was young and gave Rebecca liquid med
replacements, Seago and Metracal. Asayoung child, Rebecca became skillful at losing
weight and made the gppropriate adaptations to insure that she stayed thin. She
discovered that diet pills and purging were the guaranteed way to control an otherwise
untenable weight problem.

“ | have been overweight ever snce | can remember and unhappy about it ever
snce | can remember. | Sarted fixing that mysalf when | was 12 years old by
meking mysdf throw up. | didn’t recognize it as anything bad. | thought it was a
pretty good idea.

...My mother said | was unhappy as an adolescent. | don’t remember how painful
it was, but she said | was so unhappy as a seventh grader. Apparently, | had ballooned
at puberty into 180, and | was five-foot two, so that’s pretty hefty. ....So, she took me
to the doctor’s, my pediatrician, and he prescribed diet pillsat--- | was ether twelve
or thirteen. And, frankly | took diet pills on and off until my senior year in college.

...I mean the diet pillsredly worked, dong with other strange things | was doing
to stay skinny. The period of lifewhere fed like | was skinny was from senior year
in high school through college. | was skinny, but | was teking diuretics, laxatives, diet
pills and puking.”

Rebecca was able to sustain the routine that she had established to stay thin until her
late twenties. When she experienced a serious iliness a the age of 28, she decided to
rglect unnaturad methods of weight control. Her desire to have a hedthy pregnancy ayear

later further prevented her from taking diet pills or purging. Rebecca never turned back
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on her decison to stay hedlthy. But there were body weight consequences. She gained
from 146 pounds at age 28 to 200 pounds after her first pregnancy. After her second
pregnancy, at age 33, and numerous weight control attempts, her weight fluctuated
between alow of 163 and a high of 212 pounds. Although pregnancy was not given asa
main attribution for relapse, this physiologica factor seemed to contribute to her weight
struggles. Despite concerted weight control efforts after her first pregnancy, it was
difficult for her to get back to her pre-pregnancy weight. At the time of the interview, she
was dmost 47 years old and she weighed 203 pounds. Rebecca s battle with weight
control continued.

FREEDOM FROM RESTRICTIVE DIETING: FOOD CRAVINGS, REBEL L10OUS

OVEREATING

Throughout her life, there dways seemed to be a parenta push behind Rebecca's
dieting attempts. Rebecca s mother accompanied her to Weight Watchers on two
occasions. She viewed this ostensible support with mixed fedings and commented, “My
mother was aways there for me in agood and bad way because | aways fdlt sheloved
me more if | was skinny.” Her father aso seemed to love and praise her more when she
was thin. He could be very critica and rejecting of her body size, however, he approved
when shewas dender. She commented, “ And, when | came home from college weighing
129, ‘God,” hejust kept saying, ‘God damn you' re beautiful.””

Although the parentd praise that came aong with success influenced Rebecca s desire
to be thin, it may have dso aroused afeding of resstance in Rebecca. She never stated
that she used food or her body weight to ddiberately fight back againgt her parent’s
desirefor her to be thin. However, she acknowledged ressting any forma weight control

program or counsalor that took freedom and food choice decisions away from her. And,
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amogt every diet or weight control program did so. Most of her diets entailed a gtrict
regimen of certain foods and a severely limited daily caloric level of 1000-1200 calories.
Initidly a Weight Watcher’' s she was ingtructed to stay on a 1000-1200 calorie diet. Not
only did Rebecca think that the format was smpligtic and slly but that the food limitation
was “outrageous.” When Rebecca was asked to identify her attributions for relgpse she
was able to point to factors like deprivation, a fase sense of security and rebellion.

“Well you know, when | was on these kinds of diets, al of the foodsthat | loved |
avoided. | mean you couldn’t have potato chips, donuts, or alcohal. ...And | was just
religious. But I'd poop out by about---1 could never make it to two weeks. | “d poop
out by ten days because | would have lost seven or eight pounds and I'd say, * Oh, this
isgreat.” Of, course, it was al water, you know. And, now when anybody tells me,
you know, ‘You can't havethis’ I'm like, ‘[Expletive] I’'m not going to be on that diet
then, I’'m not going to do that because | got to have some of my foods.””

NEGATIVE INFLUENCE OF PRACTITIONERS

Throughout most of her dieting experiences Rebecca worked with weight control
counsdlors who advocated deprivation. Thiswas evident in the information that she
relayed about her Weight Watchers and was most obvious when she talked about her
first experience with anutritionist. Rebecca commented:

“So | went to see my obgtetrician’ swifewho isanutritionist. And | would weigh

in every week, and she gave me a diet where there were portions, and she set the goals

at one or two pounds aweek and she wanted me to weigh 150 pounds. And, now that

I look back onit, I think she was sicker than | was becauise she was red gtrict and she

scolded me. | loved it. | mean, it'samost like | loved it because | wanted someone to

be redly pissed & mefor being fat.”

When she enrolled in 1Q Health in 1993, Rebecca had her first experience with a
nutritionist who was respectful and reasonable. This combination of attributes helped
Rebeccalose weight. Rebecca noted that the nutritionist did not prescribe a severe
cdorielevd, classfy foods as“good or bad,” or focus on deprivation. She Ssmply

encouraged a balanced and moderate intake of 2100 caories a day and worked with

180



Rebecca on setting small attainable weight gods. In addition, she advocated physica
activity that was enjoyable. This practitioner’s gpproach helped Rebeccato lose from

205 to between 183 t0180 pounds.

FAL SE SENSE OF SECURITY: FOOD OR DRINK HABITS

While overegting and rebellion were obvious reactions to her deprivation, afase sense
of security after loang weight dso caused problems. A return to her usua overeting
habits also caused weight gain. Rebecca addressed these issues in the following quote
about weight loss achievement.

“It’'s like adouble edged sword. When | achieveit | go, ‘Oh gosh, | can go out and

| can eat like aregular person.” And, | gpparently don't, | eat more than aregular
person.”

NEGATIVE EMOTIONS FAMILY RESPONSBILITIESAND DEMANDS

Losing weight and keeping it off seemed to Signify a sense of control for Rebecca
From early adolescence, she learned that her bulimia was an assured way of mantaining
alevd of control. Now that she no longer engaged in purging, control was more difficult
to attain and maintenance of weight loss was dways at stake. Rebecca observed that
every time that she gained mgor amounts of weight in her life, it had something to do
with amgor life change and not feding in control. 1lness and tragedies seemed to be
part of her life and to influence her emotiona status. Rebecca recounted that within less
than 20 years she had suffered a stroke, had been diagnosed with melanoma and hed
other maadies like gallbladder disease and a hiatal hernia. Occurrences of illness and
tragedy also affected her immediate family. Her hushand had a heart atack in hismid-
thirties, her brother-in law died a very premature death and her father had just died.

“Yeah, these tragedies, | mean | fed like | have had more than my share of them.

These huge. ... like somebody cuts you off at the knees. And, | just think, | just can’t
control any of this, so I'll eat.”
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Negative emotions, brought about by feding asif others were taking away her control,
or that she smply had no control over life'stragedies, caused Rebeccato overeat and
relapse on two occasions. At age 38, and soon after losing 35 pounds, her husband
decided to change jobs and move to anew town. This caused a significant amount of
upheavd in her life.

“And | waswearing dl these redlly neat clothes. And then my husband decided to
move to [name of town] and it just completely whacked me out. | did not want to
move. | had agreat job, you know, | wasfindly where | wanted to be weight wise,
and we moved, and | just said, ‘[Expletive], | am not going to diet anymore.””
Negative emotions like depression, which was brought on by the sudden degth of her

brother-in—{aw, dso made her give up on trying to control her life. After losng 25
pounds at 1Q Hedlth in 1993, Rebecca again rel apsed.

“...1 remember saying, ‘1 cannot do dl this’ So, | just gained it al back, and that
was easy because 183 is so closeto 200 anyway. ...l got into area dump
emotiondly, and | don't think | was mindful of what | was doing. Y ou know | don't
think | was paying attention to [weight] because then the next time | weighed, it was
like, “How did | do that?”

DECREASED PHYSICAL ACTIVITY; APPETITE

Rebecca dso believed that her naturd inclination not to exercise and her strong
gppetite contributed to the development and maintenance of her overweight status. 1Q
Hedth was the only weight control program that emphasized the importance of physica
activity. Over the course of 35 years of dieting, she only maintained a steedy routine of
exercise for 6 months.

Rebecca thought that perhaps her overweight was linked to a“ strong appetite
mechanism.” She recalled that when she was a younger child in boarding school she

would compare her intake to other girls. It seemed asif she would eat the same or less
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than her classmates, and gtill gain weight. Both of these factors, inactivity and a strong
appetite, scemed to exacerbate her weight problems.

By the conclusion of the interview Rebecca acknowledged problems related to her
relgpses and noted that instead of “dieting,” she was working on achieving a hedthy body
datus by focusing on moderation and trying to cope with the highs and lows of life. A
few of the women in this sudy had articulated a imilar sance, which involved a
concentration on hedth versus dieting. The god to achieve health seemed to be less

punitive than dieting and a more forceful motivetor.

CASE ANALYSIS: ERICA

Erica s sory of relgpse seemed to be the most uncomplicated. She openly identified
emotions and her weight gain during pregnancy as her main atributions for relapse. She,
like the mgority of women interviewed, had a predispostion for overweight. Ericanoted
that she was “husky” from the age of 12. However, she did not initiate her first diet until
shewas 16 yearsold. Part of her reluctance to diet had to do with being ateen and being
ahit rebdllious. She stated that she smply did not care what other people thought about
her appearance. When she was dightly older, 18 years old, she decided to stick with her
own s designed dieting routine.  Self-consciousness and aromantic interest influenced
her decision. Ericalost from 150 pounds and maintained a norma body weight of 125
pounds until her mid-twenties.

For the past nine years, from age 25 to 34, Erica has fluctuated between alow of 125
to ahigh of over 200 pounds. Her attributions for relgpse are both physiologica and

psychologicd. Erica pointed to alarge pregnancy weight gain, and the power of both
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positive and negative emotions on her body weight status. Overeating, as a means of

rebellion, was adso part of her earlier relgpse problems.

POSITIVE EMOTIONS

“Being comfortable with life, happy with life and just hgppy with mysdf,” were dl of
the factors that Ericafirst associated with a relapse when she was 25 years old.
Apparently she fdt secure with her romantic relationship and weight gain was not an
issue. This comfort level and initial acceptance by her boyfriend may have contributed to
her lowering her usua guard about food and dieting. Her weight fluctuated during a
seventyear period from 125 pounds to 178 pounds.

“...So my weight in my early to mid-twenties was going up and down because |
was happy with the rlationship. But then if something happened to us, | would kind
of dack up on the food for aday or two and then everything would be okay, and then
I"d et again.”

REBELLIOUSOVEREATING:; L OW SEL F-ESTEEM

Although good fedings may have influenced her rlapse, Ericadso overate asa
means of rebdlion. She clearly ressted when others tried to enforce control over food.
Sherecalled that she rebelled when she was 16 and her physician tried to enforce calorie
counting and a grict food regimen. She aso rebdled again in her mid-twenties, when her
boyfriend tried to oversee her intake.

“...And with my low sdf-esteem...the boyfriend at the time...he was

abig body builder and he would dways say, I’d go edt a piece of bread or a cookie or

something, and he would say, *Well, you are going to gain 5 pounds from that.” Well

I'd et it anyway. I'dlook a him and say, ‘| don't care” 1'd eet it anyway.

... didn't like people teling me | can't havethisor, ‘Y ou're going to gain weight

from that.” So, I'd eat whatever, no matter what kind of emotion [mood] | wasin, I'd

eat whatever | wanted.”

Rebellion was not limited to these two instances. When she worked with the Caorad diet

counselor in 1997, she became discouraged because she fdt asif she was dways being
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“tapped on the hand” to comply with unimportant program components. Ultimately,
Erica quit the program because of the counsdor’ s authoritarian technique.

Exercise was never an integrd part of her lifestyle or her weight control regimens. In
only one instance, right before her relapse a the age of 25, did she regularly go to the
gym and lift weights. But this routine was short lived because of her didike of outsde
control. She redlized that she was exercising for her boyfriend. “1 fet like | was not doing
it for mysdf, | was doing it for somebody else”

NEGATIVE EMOTIONS

The respondent dated for lengthy periods but never married. At the time of the
interview she was involved in a more stable relationship and a marriage was planned for
Spring of 2000. Up until this point, it appeared asif her relationships were not secure and
this factor realy impacted Ericals emotiona status and eating behavior. Negetive
emotions like low salf-esteem and depression, brought about by “bresking up” with a
boyfriend frequently set the stage for overeating habits and relgpses.

“I hed very low self esteemn as ateenager and in my early twenties. And if | was
dating somebody and we broke up, it devastated me. ... Then | fdt like, well, | wasn't
worth much, so I'd eat whatever | wanted. ...Wadll, | think back on my [early] teenage
years, | gained because | just Tt like | didn't care if people liked the way | looked or
not. Andoninmy twenties...I think | gained because of depression. | would get
depressed about a boyfriend and breaking up or something would happen in the
family, and | would eat everything in Sght. And before you know it, | had gained
back everything | had lost.”

FREEDOM FROM RESTRICTIVE DIETING; PHYSOLOGICAL FACTORS

The respondent attributed her more recent struggles with relgpse to a 72- pound
weight gain during pregnancy at the age of 31. Two years after her ddivery, her weight
hovered in the 200-pound zone. Only in the past year, has she managed to maintain her

weight in her pre-pregnancy range of 170 pounds. Erica noted that when she became
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pregnant at the age of 31, she heeded common advice to “est for two.” The desireto be
free from her usua vigilance about food and dieting may have contributed to overeeting
agang her own better judgment.

“And then, of course when | got pregnant with my son, everybody tells you, ‘ Eat
what you want. Y ou can eat anything you want, and you can eat as much as you
want.” And | took advantage of that; | did. | ate everything in Site, because | fdt, ‘Oh,
I'll loseit after | have him.” Well, it wasn't that essy.”

At the time of the interview, Erica was enjoying success on her Metabolife diet.
Rebdlion, fluctuating emations, and ingtability in relationships were no longer part of her
daily life. She even viewed her dif differently, “ | fed better about mysdf.” She
attributed her age and maturity to her new outlook. Her new outlook and resolve to
succeed with weight loss also had alot to do with her young child. Erica expressed the
fact that she had aresponghility to be there for him. Living along and hedthy life was

the best way she knew to fulfill that duty.

CASE ANALYSIS SHELLEY

Shelley was the youngest interviewee, 31 years old, and the first of the two African
American study participants. In comparison to most of the participants, dieting was not
part of her life sory until later when shewas 19 years old. Her short dieting history had a
lot to do with culturd and persona acceptance of her overweight tatus. At the time of
the interview she was only on her third serious diet. In contrast to most of the
interviewees, her digting activity was infrequent. She was dieting & the time of the
interview and after ten months, she had lost 40 pounds and weighed 231 pounds.

In spite of her very large size, Shelley accepted hersdf. This self-acceptance was

unusual, and yet dso part of why shefirst relgpsed. However, sdf-acceptance did not
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work aonein contributing to her first rlgose. Other issues, like physica inactivity,
cultura factors, aneed to be free from redrictive dieting, negative emotions, and dieting
ambivaence affected relapse.

Although sdf-acceptance dso influenced the failure of her second dieting attempt, her
attributions were a bit more complicated when it came to this relapse. The factors that
played arolein this regain involved her cessation of physica activity and emotiona

issues. Loneliness, boredom and a stressful lifestyle were dl powerful contributors.

POSTIVE BODY IMAGE; PHYSIOLOGICAL FACTORS, PUSHED TO DIET

From aculturd standpoint, Shelley’ s body weight status was dways acceptable. She
grew up in asmdl town and was surrounded by close family and neighbors who accepted
her body weight and did not discriminate againgt her. Sherecalled that she was the
largest child in grammar school and that she was overweight throughout high school.
However, she aso noted that she never felt bad or self-conscious about her body. And
when she dieted at the age of 19, it was only because she was pushed to do so by her
cousin. Her cousin signed her up to attend the Diet Center in Arizona, she commented:

“...And the only reason | went [was| because she encouraged me to go and she was
offering to pay for it. Other than that | probably wouldn't have. | never had any bad
comments. No one ever said, ‘Golly, you'rebig.” | was aways, how did they phrase
it, ‘big boned’ or a‘hedthy woman.’ ...So, nothing that was said to me was very

offensve or made me want to change or want to be different.”

When Shelley relayed this story she did not seem to harbor any resentment towards
her cousin. She smply noted that she attended the program, was very successful and lost
60 pounds within ayear. However, as soon as she moved away from her cousin, she

regained her weight. Within one year, at the age of 21, she put back al 60 pounds and

maybe some more. Part of the relgpse, from 140 pounds to 200 pounds, was clearly due
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to the fact that she liked hersdlf as she was and did not have a say in her program

enrollment.

FREEDOM FROM RESTRICTIVE DIETING; REBEL LIOUS OVEREATING: CUL TURAL

ACCEPTANCE

Her upbringing and cultura heritage had alot to do with her relapse. Although she
half- heartedly reasoned that the inaccessibility of another Diet Center in Virginia
contributed to her relapse, many of her statements pointed to her geographic distance
from her cousin and her dosenessto home asinfluentia in her relgpse. 1n the quote
below, Shelley commented about her gppetite after the Diet Center diet and again referred
to her desire to be free from dieting and her cousin’sinfluence.

“I think it [appetite] was greater only because | knew | could et thismed. You
know, ‘I’m off that Diet Center, | don't have anyone to answer to. My cousin’s not
paying for it, so | don't haveto doit. Yeah | want something, I’'m going to eet it.’ |
didn't hold back, | ateit. ...It' samost like, ‘I'm free now. | can do this, | can eat what
| want to eet al over again.””

Shelley aso referred to the impact of her cousin’s control and her rebellious response
when she talked about her rlgpse in this statement:

“...If she had said, * Do you want to go? I’ ll pay for it.” Or, ‘If you decideto go, I'll
help you.” That’s one thing, but to actudly--- | mean she just sgned me up, and then |
was expected to go, and | was expected to do it. And | just really wasn't ready to diet
at that time. And, so when | came home, | mean she knew | was gaining it back, but it

was, ‘Oh, I’'m home. | don’'t have to do this anymore.’”

FOOD OR DRINK HABITS; FOOD CRAVINGS

The comfort and acceptance at home nurtured her physicaly and psychologicdly.

Home cooked foods and family acceptance were asignificant part of her relgpse.

“And that' swhen | started to gain weight back becauise there was no Diet Center.
And just being at home and being with family and coming from afamily thet loved to
cook, loved to eat, and it was dwaysthere, and | just was dways egting. So |
gained the weight back.”
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Her culturd food heritage was something that she could not give up easlly. Fried
foods thet her mother prepared were quite different than the low caorie/high protein diet
that was prescribed when she attended the Diet Center. Shelley’ s food preferences and
food cravings were deterrents to weight control. Shelley thought that the restricted and
tiresome food regimen was part of her rel gpse problem.

“...S0, usudly | was edting the same old stuff. ...l missed having something
fried...and I'm sure that once, you know, thet | was off thet diet...just being ableto
eat and just to have that taste dl over again in my mouth, yeah; | do think it had some
effect on it [relapse].”

DECREASED PHYSICAL ACTIVITY

Shelley stopped her daily jump rope routine when she moved back to Virginia When
she returned home, she did not engage in regular physica activity for an extended time
period. Shelley’s second serious atempt at weight loss was amost nine years after her
first relapse. In 1997, she decided to exercise and did so for asix-months. She did not
change her food choices, but noted that she often skipped dinner because she was busy
exercisng and did not take time to prepare this med. Asaresult of this active routine,
shelogt 25 pounds. However, she stopped exercisng amogt as soon as she lost her
weight and put it dl back in the Sx-month period that followed. Shelley noted that she
amply got bored with volleybal; her strenuous work schedule dso deterred her from
continuing with activity.

NEGATIVE EMOTIONS

Food “was dways a comfort” to Shelley. Shelley recalled that her second relgpse of
25 pounds had a lot more to do with emotiona factors.
“I remember going through emotiona and mental stress during thet time. A ot of
family issues and boyfriends and that type of thing. And my comfort was always to

edt. | felt better if | ate. If | got upset and my stomach was bothering me, I'd eat
because it would calm me down.
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Besides the negative emotions brought on by relationships or family stress, boredom and
londliness were key factorsin Shelley’s overegting.
“...Usudly it is negative [emotions] for me that cause meto gain. Usudly it's
something thet is just redly bothering me, getting me down; or even if I'm bored, if

| don't have anything eseto do. If I’'m gtting in the house and there' s nobody

around...and soif | don’t watch televison or don’t do something to occupy my mind,

I'll eat.”

Much of Shdlley’s current success with dieting had to do with changing al of the key
contributors to previous relgpses. Now that she was older and dieting for hedlth, body
image did not decrease her motivation and cause dieting ambivaence. She has sought
psychologica and nutritiona counseling. Psychologica counsding has helped her to
dedl with stressful and negative issues in life without using food as her crutch.

Nutritional counsding has taught her more about food moderation. Findly, exercise was

now a permanent part of her lifestyle, as well as a solution to boredom and loneliness.

CASE ANALYSIS: DONNA

One of the main reasons that Donna agreed to be interviewed was because a mutua
friend had referred her to me. In addition to this reason for participation, Donna noted
that she wanted to pick up sometips on weight loss. | do not think Donnawould have
agreed to be interviewed if success was not part of her current story. She gppeared very
private and a bit reserved at fird, but the referral from our friend helped to establish a
sense of trust and rapport. In thisinstance and al others, the establishment of my
trustworthiness was critical because of the private and senditive nature of relapse.
Donna s relgpse entailed factors like rebdlion, significant lifestyle changes and deep

disturbances. It dso involved persond failure, and that was not easy for her to talk abouit.
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PHYS OLOGICAL FACTORS; PARENTAL PUSH TO DIET

Donnaremembered that overweight was part of her story since early childhood. She
recalled that her first diet, at the age of 12, was sdif-initisted. She followed the same diet
that her mother was on at the time. This diet, unlike her attempts theresfter, was
characterized by the word “joy.”

“...Andif | remember correctly, your god wasto get less than 60 carbohydrates a
day. And, of course at that age | redly didn’t know what that meant. ...Mom and |

would fix gpecid medsjust for oursaves versus egting with the whole family. That
was part of the joy of doing it. And | remember that | wasfarly successful.”

Initidly, dieting with her mother may have been a“joy.” It may have aso been away
for Donnato get atention and approval. Notwithstanding Donnd s attempts, it apparently
was difficult to get her mother’s gpproval and distract her from her own self-absorption
and dieting obsession.

“...I was s0 resentful that that was the only thing that she would talk about. | think
that’s one of the reasonswhy | didn’t try any dieting for along period of time ...

[becausd] if that’s dl she can talk about, then she needed to find something else. And,

| would turn the subject around which didn’t help me, but | guessthat | had looked for

support there, but there redly wasn't [any support]. ...Either you tried to keep up
with her or you didn’t. ‘It never worked for her so why would it work for me? [I had
thet] type of attitude.”

REBEL LIOUSOVEREATING

It took awhile for Donnato disregard her mother’ s constant reminders to be careful
about what she ate. Problems with overeating did not seem to redly emerge until Donna
was an older teen. She was able to maintain her weight loss from her first diet a age 12
through to the age of 18, but she soon found that dating and the extra socidizing added
up to aweight gain. Her weight went from 145 pounds at the age of 18 to 180 pounds at

the age of 22.
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Having children exerted an additiona effect on her body weight status. She did not
gain any weight with her firg pregnancy but found that during athree yeer interva
between her firg child and her second pregnancy, her weight went up to 210. She stayed
at thistop weight of 210 until she was 31. Part of her resistance to getting this weight off
was precipitated by her mother’ s negative view of Donna s weight.

“...1 mean she would be talking about diet and st this stuff on the table and

say, “You know, you shouldn't edt this, it isbad for you.” *Wdll, I'm going to egt three

of these [because] she said it was bad for you.” ...And [l was| just looking for

acceptance. And, if shewasn't willing to accept me as| am, why keep trying to
change it?’

Donna admitted that her defiant view had alot to do with “emotiona immeaturity.”

In pite of this present day insght, she noted that this rebellion lasted until the age of 31,

and that was just nine years ago. Donnawas 40 years old at the time to the interview.

FOOD OR DRINK HABITS; DECREASED PHYSICAL ACTIVITY

Donna s weight increase from 145 to 210 also had alot to do with her changein
respongibilities and lifestyle. A mgor reduction in physicd activity after the birth of
Donnd s second child, when she was 29, exacerbated the problems that she already had
with keeping her weight down. Although, Donna and her husband remained active when
they had their firgt daughter, activity was difficult to maintain when they had two young
children in tow.

“And we' d dways be hiking, biking, and we were avid swimmers. When | have
tried to write down the activities it gets more sporadic with age, but especidly through
the firg, through [child's name] birth, it was definitely a least five milesaday [I
would] ride the bike. It was avery big focus. A lot of our dating was hiking and
bowling, very, very active. And, that redlly didn’t change until after [second child's
name] was born. But we still carried [first child’s name] on a backpack and we' d go
hiking with the Boy Scouts.”

Donna s food choices aso changed when her children came dong. Donna began to

cook and serve her children’sfood preferences. Their higher fat and calorie food choices
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were not conducive to maintaining a heathy weight. The convenience and availability of
these foods often outweighed Donna s efforts at fixing gppropriate hedlthy food items.
Problems with poor food choices persisted after she concluded her successful stint with
Nutri System when she was 31 years old. At the end of 6 months, she lost 35 pounds and
was back down to 180. Nevertheless, during the following 18 months, Donna returned to
her usud “garch heavy” diet. This program failed to help her change any of her usud

egting habits that she felt were contributory to her obesity.

NEGATIVE EMOTIONS, FAMILY RESPONS BILITIESAND DEMANDS

While decreases in activity and changesin food choices impacted her relapse after the
NutriSystem diet, family demands and negetive emotions aso influenced her weight
gain. Soon after her weight loss, her husband took a new job that required relocation to a
new town. Thiswasa"“dark period” in her life and atime when Donna noted that she felt
depressed. She was depressed about leaving her home, a good career and uprooting her
children. Relgpse came easily, eighteen months after reaching 180 pounds, she was back
to 215-210 pounds.

“...When we made the decison to move to [town’s name] it was one of those

redlly dark periods. And having never experienced those, | don’t know, it was a

combination of not getting the promotion that | had earned and having two small

children, and my husband working some redly interesting hours, and we were a the

point where | redlly wasn't going to move to [town’s name]. Thegirlsand | were

going to stay, and it was literally aweek before the move we decided, and during thet

time, iswhen | redly went up to or stayed up at 210.”

Moving caused ingability in many phases of her life. Donna noted that her activity
declined further during her adjustment period to her new home. Part of this adjustment
induded staying home with her children and not pursuing her career. She did not return

to work until her children were school age.

“...Moving, becoming reestablished in anew community, as wdl as, taking time of
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from my career until the girls got into schoal, | think | did more reading, and not as
much activity. They were too big to take hiking with backpacks and stuff. So we redly
stopped that portion. We Hill did alot of physica things, but not the 20-mile hikes
that we would do every other weekend, or hiking the Appaachian Trail, that type of
suff. We no longer had time for it.”

SLEEP DISTURBANCES

Seep disturbances coincided with Donna' s move and her relapse after the Nuitri-
System diet. For eight years, she suffered from deep gpnea and has only dept atotal of
two hours a night. Only in the past year has she dept through the night. These abnormal
deep patternsinfluenced her intake. Donna noted that she drank alot of sugary
caffeinated beverages with lots of calories. Her exercise attempts were often stymied by
sheer exhaudtion.

At the time of the interview, Donna had her degp gpnea under control and was
actively working on losing weight. She lost 25 pounds after two months on the
Metabolite diet. Unlike al of her previous attempts, she now had great support and
goprova from her close family. She not only had the help of her twin sster, who was
dieting dong with her; she dso had the aid of her husband and teenage daughters. Now
that her children were older, they asssted her by accepting the leaner medls that she
prepared. Their food demands no longer came before her food needs.

All of the other factors that were previoudy out of balance in her life were put back
into order. She has adjusted to her new town, has returned to work and has made close
friends. Findly, exercise was part of her lifestyle again. She has been biking, walking

and playing basketball for five to Sx days aweek for the past 18 months,
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CASE ANALYSIS: STEPHANIE

Stephanie was a 43 years old African American woman who was married with two
children. Her problems with weight gain began after the birth of her firgt child, dmost 14
years ago. In comparison to the other interviewees, Stephani€’ s dieting history was
relatively short, yet intensve. In the past nine years she joined three mgor commercid
weight control programs and has fluctuated between alow of 165 pounds and a high of
230 pounds.

Stephani€’ s regpse problems were integrally tied to her family and career. Asanew
wife and mother she focused “totaly” on her family’s needs and seemed to abandon her
own needs. With abusy career and children, her established exercise habits took a
backsedt to lifestyle demands. Stress, lifestyle habits and family demands seemed to exert
the strongest influence on her weight relapses. Other factors like loss of motivation

compounded Stephani€’ s chalenge to keep from relgpsing.

PHYSIOLOGICAL FACTORS

Stephanie had no difficulty maintaining anorma body weight prior to her first
pregnancy at the age of 29. Shewastall, with a stature 71 inches, and she weighed
between 165 and 170 pounds. After pregnancy, her weight reached 215 pounds. Her
attempts at returning to her pre-pregnancy weight were unsuccessful. By thetime she
delivered her second child, 11 years ago, her battle with weight control was a permanent
part of her life. She weighed 210 to 215 pounds and this seemed to be a body weight set-
point, as her body returned to this weight range whenever she stopped trying to control

her weight. Despite this fact, Stephanie did not offer pregnancy as a main attribution.
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FAMILY RESPONS BILITIESAND DEMANDS; FOOD OR DRINK HABITS; DECREASED

PHYSCAL ACTIVITY

Although the intense responsbilities of caregiving may have initidly been the reason
that Stephanie did not try to lose weight, lifestyle habits that were maintained after her
family and career grew definitely contributed to relapse problemsin 1991 and 1999. Not
only did her children place demands on her, her spouse also required alot of attention.
The negative influence of her hushand' s demands and her lack of assertiveness were
conveyed when Stephanie talked about her first rlapse. She commented that she was
ableto lose agreat ded of weight when her husband went off to fight in the Gulf War in
1991. Shelost 30 pounds in the three-month period that he was gone. She, however,
relgpsed within three months of his return and was back to 215 pounds.

“...When my husband returned back from Saudi Arabia... | was completely
focused on something ese now, on him and the family. And, | had to stop thinking
about [Stephanig].”

Besdes the attention that her husband required, there seemed to be a requirement that
she prepare foods in the way he preferred. Stephanie did not override his demands. His
requirements and her lack of assertiveness were definite deterrents to keeping weight off.
Old food habits were quickly resumed in the household. 1 started fdling right back into
some of the same patterns,” she commented.

On face value aone, the influence of cultural food choices and her husband's
preferences figured prominently in her relgpse. Y et, her inability to exert her persona
choices and power over family demands may have been the root of her relapse problem.

“I think the biggest one [attribution] isjust my family’s lifestyle, primarily. You
know my husband likes old-time, old-fashioned cooking, and for black folks that
usudly means, grease, fats and loads of it. ...But again, it's cultural more than

anything ese for me. Brought up in the South, you know, you are loaded down with
fried thisand ...certain foods, you know, white rice. | know when | fixed brown rice
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for the fird time, they went, ‘What isthis?”

WORK DEMANDSAND NEGATIVE EMOTIONS

The demands of a career also dtered the baance in Stephani€’ s life. She felt stressed
by the pace of her previous job and thought that it contributed to her most recent regain.
She wasreferring to 17 to 18 pounds that she lost and quickly regained in June of 1999
on Weight Watchers.

“The other [reason] isjust the type of career that | have. It opensitself up for alot
of evening meds, evening dinners. ...For example, during Weight Watchers, even
though | lost the weight early in the program. ...l was very involved in the budget
process, which meant medis al during the day, dl during the night, thet | didn’t
prepare and had no control over. The dternative would have been just as bad: running
to aBurger King or aMacDonad' s or somewhere because there wasn't enough time
between work and starting out for another meeting to go home and prepare.”

Stephanie again pinpointed stress as having an effect on her overegting when we
directly discussed emotions. She indicated that she would overeet to a point and then cut
it off because she did not want to look like one of her obese aunts. Nonetheless, the
negetive power of her aunt’simage was not enough to prevent her from repeatedly
overesting when under stress.

“I get triggered, and I'll eat. I'll eat on binges, and then I’ll stop because |

remember Aunt So and So. And, then, I'll say, *Okay, now it'stimeto [stop].” |
never really address the cause of the stress. Usudly, it’sjust work related.”

LOSSOF MOTIVATION

Stephanie required alot of persond and outside motivation to lose weight and to keep
from relgpaing. She was frank about her motivationa needs, “If | don't [get it] | will
relapse, that' s been proven, shown.”  She was specificaly referring to her experiencein
June of 1999 when she regained 18 pounds. She thought that while the Weight Weatcher’'s

program provided her with support, the plateau she reached at 199 pounds decreased her
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own sense of motivation. 1t was smply too difficult to get below an unyieding body
weight.

“...If 1 had continued with Weight Watchers, | probably would have been able to
maintain...but, it's those plateaus too, you know, where you get to a certain point and
you just stay there no matter what you egt or what you don’t eat. ...But the problem
comes when I’'m not losing the weight and il trying to stay motivated and making
the time to go back and, you know, it'sdmost like starting al over again.”

FALSE SENSE OF SECURITY:; FREEDOM FROM RESTRICTIVE DIETING; FOOD

CRAVINGS

Getting past a plateau and to aweight goad was problematic. Stephanie noted that
because she often felt deprived while dieting, food cravings and alaxness about food
choices seemed to follow her weight loss success.

“...Wédl, with dl of them, | think once you get to the point where you say, ‘I’ ve
got this licked now,” you might maintain for a couple of weeks, and then the cravings.
...I think more of the things that you shouldn’t et you eet; just brings [it] on more and
more and more. And, suddenly you find yoursdlf back to where you were before.”

SLEEP DISTURBANCES
For the past five years, Stephanie had problems desping. This may have been due to

an undiagnosed case of deep gpnea or to her hushand' s night schedule. While
Stephanie’ s weight increased to atop weight of 230 pounds during thistime, she did not
highlight deep disturbance as contributory to her relapse.

Since October of 1999, Stephanie has been involved with aworksite wellness and
weight control program. The fact that her work place alowed her time to exercise has
greaily dleviated her dilemma of trying to find time away from family to exercise. The
semi-fasting diet plan has dso been ahelp to Stephanie. She only eats one solid med a
day and drinks two liquid shakes. This may help temporarily by reducing the influence of
family and culturd food choices. In my opinion, Stephanie would greetly benefit from

learning and implementing assertiveness skills. Her greastest chalenge is to take control
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over her own life and to teach her family to honor her needs. These actionsin
conjunction with weight loss may be alonger lasting solution to the prevention of another

relapse.
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TABLE 3.

Category ldentification and Theme Development

Case Study Categories/Topics

Case Analysis Categories

Cross-Case Analysis Theme

Based on Interview Guide Questions:

- Dieting Background

- Main attributions for relapse

- Fasting, diets and relapse

- Cultural foods and relapse

* Dichotomous view of foods

- Negative and positive emotions

- Goal weight achievement

- Physical activity habits and relapse
- Support system

- Body image

- Sleep patterns

- Work and relapse

- Raising children

- Why the respondent participated

(* Emergent Category)

Based on respondents’ main
attributions (word clusters, concepts
used to develop categories):

- Physiological factors, included:
slow metabolic rate, childhood
overweight/obesity, pregnancy;

- Negative influence of practitioners;

- Food or drink habits, included:
cultural foods and relapse and
excessive food and alcohol intake;

- Food cravings;

- Decreased physical activity,
included: usual activity habits and
activity before and after relapse;

- Negative emotions, included:
stress, boredom, depression;

- Positive emotions;

- Freedom from restrictive dieting;
- False sense of security;

- Low self esteem;

- Positive body image.

- Cultural acceptance

- Family responsibilities and demands
- Sexual abuse

- Parental/family push to diet

- Rebellious overeating

- Appetite

- Sleep disturbance

- Work demands

- Loss of motivation

Based on Common Case Analysis
Categories. (Common categories

and conceptsincorporated into a
theme)

- Impact of food restrictions
incorporated:
freedom from restrictive dieting,
food cravings,
false sense of security.

- Impact of having personal choice
taken away
incorporated:
parental/family push to diet,
rebellious overeating,
negative influence of practitioners,
sexual abuse.

- Negative emotions:
Based on case analysis category,
which included:
stress, boredom, depression;
also incorporated: low self-esteem.

- Physiological factors:
Based on case analysis category,
which included:
childhood overweight/obesity,
pregnancy and slow metabolic rate;
also incorporated: decreased
physical activity and sleep
disturbances.

- Lifestyle demands
incorporated:
work demands and family
responsibilities and demands.

- Return to familiar food and drink
habits:
Based on case analysis category
which included: cultural foods and
relapse, and excessive food and
alcohol intake.




CHAPTER VI

CROSS CASE ANALYSISAND DISCUSSION

This cross-case andys's examines the common themes or patterns that emerged as
influentid in the obesity relgpse experiences of the respondents. The development of
common themes across cases rather than the formation of generaizations are the focus of
naturdigtic inquiry. The intent of theme development isto generate a better
understanding of the problem of obesity relgpse by providing insght based on
examindtion of patterns across cases. Themesin this sudy were derived from frequently
cited categoriesin the case analyss (Chapter V).  These categories were directly based
on respondent attributions and the researcher observations about the causation of obesity
relgpse. The relgpse attribution themes which were commonly represented in the case
sudieswere: 1) the impact of food redtriction, 2) the impact of having persona choice
taken away, 3) negative emotions 4) physiologica factors, 5) lifestyle demands, and 6)
return to familiar food habits. Table 3, in Chapter V, lists these themes and further

illustrates how these themes evolved.

IMPACT OF FOOD RESTRICTION

The impact of food restriction theme was derived from the category of responses that
included freedom from restrictive dieting, food cravings and a fase sense of security.
These categories were al incorporated under this theme and reflective of the respondents
reactions to redtrictive dieting experiences. Five of the eight respondents noted that after
dieting they wanted to be free of the redtrictionsinherent in their weight control diets.

Freedom from regtrictive dieting played a part in the relapse accounts of Sue, Rebecca,
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Erica, Shelley and Stephanie. Al five of these women commented on fedling deprived
because of dieting and having a greeter desire to eat what they wanted after they stopped
their restricted regimen. This sense of deprivation may have dso impacted pregnancy
weight gain for Rebecca and Erica. Both of these women noted that they gave themselves
freedom to eat asthey desired during thistime.

Dieting deprivation is not an unknown concept in the research literature. The impact
of dieting deprivation and the aftermath of this rediriction was examined by Ancel Keys
in 1950. Keyset d. (1950) found that even after his subjects were placed on ahigh
cdorie diet following a 6-month semi-starvation regimen, their desire to eat perssted. It
took up to 33 weeks for this preoccupation with food and heightened appetite to subside
in the mgority of Keys (1950) study participants. Excessive egting on the part of these
subjects was found to be attributable to their unfounded fears that food would not be
avallable or confiscated before they had a chance to edt.

The respondentsin this study did not mention fear of not obtaining food as afactor in
relgpsing, nevertheless, heightened gppetite and food cravings were noted as an aftermath
to their redtrictive dieting. The same five respondents, Sue, Rebecca, Erica, Shelley and
Stephanie indicated that they craved food or ate high calorie food favorites after they
came off of their weight control regimens.

Redtrictive dieting and the food cravings aso influenced risky eating behavior. Three
of the five respondents, Sue, Rebecca and Stephanie noted that after they lost weight,
they had afdse sense of security. This false sense seemed to compound their
uncontrolled eating and their desire to be free from redtrictionsinherent in dieting. Al

noted that they gave themsdlves permission to eat asmdl amount of the foods that they

202



craved and to relax a bit about their dieting restrictions. All three cases noted
experiencing an inability to control intake or to reverse this pattern of weight gain once
they eased their own sdf-regulation. This unchecked pattern was contributory to their
relapse problems. In their work on addictive behaviors, Marlatt and Gordon (1985)
identified and labeled this type of behavior as the “abstinence violation effect.” As
implied, abstinence violation behavior is characterized by the loss of control following

the violation of sdlf-imposed rules.

IMPACT OF HAVING PERSONAL CHOICE TAKEN AWAY

Six of the eight respondents associated their rel gpses with life experiences that
involved having persond choice or control taken away from them. Categories that were
subsumed under this theme included parenta or family push to diet, rebdlious
overegting, negative influence of practitioners and overeating in response to sexua abuse.
One or more aspects of this theme was present in the attributions of Rebecca, Eileen,
Erica, Donna, and Shelley and Stephanie.

In four of the cases, family, boyfriends or weight control therapists negatively
impacted dieting by usurping the respondent’ s control and choice. Rebecca, Erica,
Donna and Shelley dl discussed the influence of having weight control dieting imposed
upon them. Donna recounted the domineering influence of her mother on her early
dieting patterns and that she eventudly rebelled againgt her mother’ s preoccupation with
weight control. Her rebelion lasted wdll into adulthood and involved significant weight
gain. Rebecca aso rebelled, however, her rebellion was not directly aimed at her parents.

Although Rebecca s parents pushed her to diet for most of her life, she did not vocdize



overt resentment towards them. Her resistance was targeted againgt other authority
figures, such as weight control therapists. She tended to resist unreasonable food rules
and restrictions placed upon her by these practitioners. This resstance lasted for over
twenty years. The negative influence of practitioners was aso seen in George and
Erica's case sudies. However, the impact on relapse did not seem to be as powerful or
offered as mgjor attributions for relapse.

Although an authoritarian weight control counselor precipitated the end of the Caorad
diet regimen for Erica, this practitioner did not cause intentiona and rebellious
overeating. On the other hand, nagging from alongtime boyfriend did cause a negative
effect. Ericacommented that an old boyfriend would routindly try to regulate what she
ate. She noted that she would deliberately defy him by egting the foods that he would
caution her againg egting. Findly, Shelley aso rebelled, but not against her mother or a
boyfriend. Her rebelion was targeted against her cousin who pushed her to diet. Assoon
as she moved away from her cousin’s contralling influence, Shelley gained back al of
the 60 pounds that she had lost with the Diet Center plan.

Control issues extended beyond food and dieting for some of the women. Eileen’s
persona control was taken away when she was sexudly abused. Eileen experienced this
abuse as ayoung child and the repercussions of her abuse experiences were clearly part
of her attributions for relgpse. She desired to remain obese and sexudly unéattractivein
order to protect herself against unwanted sexud advances. In her words, food and drink
helped her to ded with her bad childhood memories and “anesthetize’ hersdf againgt a
long history of abusive relationships as an adult. It is dso possble that food and drink

gave her agngle areain her life that she done controlled.



Three of the women, Rebecca, Donna and Stephanie, dl experienced situations where
their husbands meade unilateral decisions about the course and future of their families.
They al conveyed the fact a they had very little control over these changes. Rebecca and
Donna recounted the fact that their husbands decided to change jobs and relocate the
family without ther full consent. Both of these women relgpsed following their
relocation.

Control was a significant theme in Rebecca s case study. Rebecca also commented
that her sense of not being able to control mgor tragic occurrences, like illness and degth
in her family, contributed to her relgpses.

Stephanie noted that she relagpsed after her husband returned from the Gulf War.
Following hisreturn, she was expected to cook in the traditiond high fat Southern way,
and to spend more time paying attention to his needs. Her new hedthy cooking and sdlf-
care habits were overtaken by her husband' s demands.

The subject of control and its possible influence on the development or maintenance
of obesity isdiscussed by Reiff and Reiff (1997) in their latest book on esting disorders.
These authors offer sdlient reasons for why psychologica factors can, in some cases, play
apart in the development of obesity. In their view, obesity along with anorexiaand
bulimia, is an eating disorder. They theorize that a “contralling environment” may bea
contributor in the development of these disorders. A controlling environment is defined
in the following example:

“The person either grows up in or marries into a Stuation in which shehasa
relationship with a parent or pouse who is a very controlling person. The only way
sheisableto surviveis by giving up her own identity while trying to please the other

person. Findly, she reaches a point where she finds this too painful and is no longer
willing to do it anymore, but does not know how to change.” (Relf and Reiff, 1997,p.4)



Reiff and Reiff explain (1997) that the individua who experiences this problematic
control situation usudly responds by looking outside of themselves for solutions to their
internal emotiona upheaval. According to these authors two paths can be chosen. The
firgt path directly applies to obesty and involves using food as a source of comfort and
sustenance to resolve problems. Food, for those so troubled, is viewed as “ consistent,
reliable and dwaysthere’ (Reff and Reiff, 1997). The person following this first path
finds that food provides comfort and can take away pain. Reiff and Reiff (1997) aso note
that this person will be at risk for the development of overweight or obesity due to
“compulsive egting.” The second path involves a concentration on the restriction of food
intake, bingeing, purging and weight loss. The person in the second path is more likely to

develop anorexia nervosa or bulimia nervosa. (Reiff and Reiff, 1997)

NEGATIVE EMOTIONS

Negative emotions, more often than positive emotions, impacted the relapse scenarios
of dl of the respondents. One or more negative emotion, like stress, depression, or low
sdf-esteem, played a part in relgpse of dl of the respondents. These identified factors,
gress, low sdf-esteem, loss of motivation and depression, were incorporated into the
development of the Negative Emotions theme.

George, Rebecca, Donna and Stephanie identified negative emotions as exclusvely
influencing weight relgpse. Eileen, Sue, Erica, and Shelley identified both positive and
negative emations as influencing their overeating and drinking habits, yet focused on

how they consumed food or food and drink more often to dedl with their negative
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Eileen “used” food whenever she had afeding that caused her to be stressed. Food
she commented was used to “egt it [stress| away.” Eileen ate or drank to forget about her
flashbacks of sexud abuse and to ded with physicaly abusive rdationshipsin her adult
life. Shedso used food to cope with fedings of low self-esteem.

Sueloved to “socialize’ and often overate and drank as aresult. Although her
inclination to “party” was a cause of her weight gain, her negative moods got her into
trouble more often. During her interview, she dwelled on the agpects of her life that
caused her to fed depressed. She noted that her life Stuation was depressing because she
had so many worries about her daughter. “ A couple of mixed drinks’ followed by a
whole pizza where often her remedy when she was “s0 stressed out.” Her sdlf-image was
aso destructive. Sue noted that she became “depressed” whenever she was gaining
weight and looked at herself in the mirror. She remarked about thisvicious cycle, “The
more depressed | get, themore | eat.” Negative life events also impacted Rebecca' s
weight relgpses. Each of the tragedies that she had endured usually entailed coping by
overegting and drinking.

Negative and positive emotions played apart in Erica s rel gpses. However, it seemed
that negative played a bigger role in her weight fluctuations. Negetive emations, like
depression and low-sdf esteem, were identified asinfluentid in her relgpse problems
throughout her teens and early twenties. Only a one point did positive emations, rather
than negative emotions, influence Erica s weight relgpse. Erica noted that when she was
25 years old, she was involved in a secure love relationship and her weight rebounded by

amost 50 pounds.
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Shelley identified the combination of stress and boredom as negatively affecting her
body weight. This respondent commented that during times of “emotiona and menta
stress,” she used food as a source of consolation. According to Shelley, * Food was
adways a comfort for me” Boredom aso figured into her overeating scenario. She tended
to et if she was a home done and had nothing to do.

Donna s relgpse after NutriSystem was precipitated by a“dark period” in her life. She
connected the mgor changesin her life and her husband' s new job as factors contributing
to her negative emotions. Stephanie dso identified negative emotions as impacting her
weight relgpse. She noted that stress from her busy lifestyle had a“tremendous’ effect
on her ability to “manage’ her weight. In addition to stress, loss of mativation played a
big part in Stephanie’ sweight gain after Diet Center and Weight Wetchers. George aso
identified “negative emotions’ asimpacting her relapses. However, she did not eaborate
on the specific emotions or fedings that caused her to relgpse.

Positive and negative emotions have been identified in the research literature as being
influentid in relgpse causation. Rosenthal and Marx (1981) documented that both
positive and negative emotions influenced rel gose after weight control. Negetive
emotions, like depression, boredom and anxiety, accounted for more relapse egting when
the dieter was done. Positive emations were more likely to influence relgpse edting in
socid settings when dieters were with other people. Schlundt, Sbrocco and Bell (1989)

aso note an amost equd effect of positive and negative emotions on “dietary dips”



PHYS OLOGICAL FACTORS

Background factors such as childhood obesity, intractable weight gain during
pregnancy, deep disturbance and decreased physica activity were subsumed under the
theme of physologicd factors. While al other themes were based on the main
attributions of the respondents, this theme was an exception. It included the respondents
main attribution about decreased physical activity, however, it dso incorporated the
researchers observations about other common physiologica factors which were not
typicaly offered as main attributions for rlgpse. Thisincluson was critica, Snce the
researcher felt that the possible role of other physiologica factorsin the development and
continuation of obesity relgpse in these respondents was of importance and could not be
disregarded.

Decreased physicd activity has been linked to the development and maintenance of
obesity by Rippe (1998) and other researchers (Foreyt & Poston, 1998; Hill &
Peters,1998). Decreased physical activity was the only physologicd atribution thet
figured prominently in the rel gpse episodes of four of the cases. Rebecca, Shelley, Donna
and Stephanie dl cited adecrease in their usua activity as contributory to their relgpse
problems. Stephanie indicated that there was a decrease in activity with her first relgpse
and highlighted how her activity level had changed while raising young children.

Sue and George acknowledged that they decreased activity when they were relgpsing,
however, neither of these respondents highlighted decreased activity as an important
factor in their relgpses. Eileen and Erica never incorporated exercise into their weight
control regimens and did not view a decrease in physicd activity asamgor attribution

for their relgpses.



Limited deep and deep disturbances were additiona physiologica factors that
affected four of the respondents. Nevertheless, only Donna highlighted deep disturbances
as problematic and associated lack of deep with relgpse. Donna suffered from deep
gpneafor aperiod of eight years and is currently being treated for this problem. Stephanie
had problems with interrupted deep for the five years. Her snoring and her husband' s late
night work schedule contributed to her limited deep. Stephani€’ s deep problems were
resolved at the time of the interview and she did not focus on deep as part of her relgpse
atributions. George dept four hours a night on the average until very recently. Sue dso
dept four to five hours each night and continued to do so. Stephanie, George and Sue did
not associate their limited deep with relgpse. Research on deep disturbance, and its
possible role in obesity maintenance, islimited. However, deep disturbances were
observed in subjects classified asrelapsersin astudy by Marston and Criss' (1984). In
this same study, weight loss maintainers had fewer problems with their deep patterns.

Physiologica factors, like childhood obesity and excessive weight gain during
pregnancy, were rarely given as mgjor atributions for relgpse. Notwithstanding this fact,
it isworth noting that childhood and pregnancy were two specific periods when the
magority of respondents indicated that they were overweight or began to have weight
control problems. Research literature on obesity development identifies the fact that
excessve hyperplasain childhood (Sizer & Whitney, 2000) and during other stages of
active weight gain, may be contributory to obesity maintenance (Brownel & Wadden,
1992).

Seven of the eight respondents indicated that they were overweight as children.

Stephanie was the only respondent who was norma weight as a child. Her weight control
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problems began with pregnancy. Weight gain during pregnancy aso seemed to
exacerbate relapse problems in five of the respondents: Sue, Eileen, Rebecca, Erica, and

Stephanie. Only Erica cited pregnancy as amain factor in her relgpse attributions.

LIFESTYLE DEMANDS

Work demands and family respongbilities and demands were incorporated into the
theme of lifestyle demands. Four of the respondents, Sue, Donna, Shelley and Stephanie,
noted that the demands of their families or the demands of work impacted their body
welghts. Sue was clear in her interview about the burden that her youngest daughter
placed on her. Many times the respongbility of caring for “two families” her immediate
family and her daughter and grandson, made her seek solace in food and drink.

Workload and associated stress were mgjor reasons that Shelley gained weight during
her second relapse. Because of excessive work, she discontinued her schedule of esting
regular meals and of frequent physicd activity. Both of these factors she thought
contributed to her relapse.

Donnadid not paint a burdensome picture of her family, nevertheless, she did note
that the demands of motherhood changed her exercise and eating lifestyle. She and her
husband had been avid hikers, bikers and swimmers up until the time their second
daughter was born. Their active lifestyle changed because they were no longer able to
accommodate young children and these sporting activities. Food choices aso changed
when Donna had a family with smdl children. Higher caorie food preferences of the
children replaced the hedthier fare that she typically ate. These lifestyle changes seemed

to predominate for a period of ten years or more until her children were preteens. Only
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recently have her children been supportive of lighter and hedthier meds. As aresult of
their support, Donna has aso started back with aroutine of biking and waking and
digting.

The chdlenge of providing nutritious meals while juggling a career and family has
been previoudy documented in work by Newell and colleagues (1985). Stephanie’ s life
exemplified this sruggle. Her family’ s lifestyle, in particular, her family’s preference for
“old-time, old-fashioned” Southern Cooking, presented a challenge to her efforts at
cooking and eating hedthfully. Beyond food, her husband and her children had other
requirements. Stephanie seemed asif she was soldly responsible for caring for everyone's
needs. She was required to pay attention to her husband, to shuttle the children to various
school activities, to cook or provide meas and to maintain an important career. Her life

was a baancing act and the expectations seemed overwheming.

RETURN TO FAMILIAR FOOD AND DRINK HABITS

The theme of return to familiar food and drink habits was derived the case andysi's
category of food and drink habits. Incorporated into this category were cultura foods and
relgpse and excessive food and dcohol intake. This theme entailed rel gpse atributions
that related to eating and drinking in avolitiona and pre-weight control manner. This
themeis digtinctly different from attributions that related to eating in response to
redrictive dieting and food cravings.

Seven of the eight respondents, George, Sue, Eileen, Rebecca, Shelley, Donna, and
Stephanie commented that they aso thought that they relapsed smply because they ate

too much. George included “ overegting” as one of her attributions for relgpse. Sue noted
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that she liked to “ party” and this included esting and drinking acoholic beverages. Eileen
commented that she loved to entertain and that she cooked and ate heavy German food.
Rebecca noted that she just had aredly big “appetite” Shelley loved her mother's
Southern cooking and recaled that eating her mother’ s wonderful cooking was part of
her relapse problem after her magjor weight loss at the Diet Center. Donna stated that a
“return to astarch heavy diet” after NutriSystern was contributory to her relapse. Findly,
Stephanie commented that after cooking for the family in the old traditiond way, she too
would “fal back into old eating habits.” This regression caused rapid weight relapse after
her Diet Center and Weight Watchers experiences.

The contribution of excess food and acohol caories to the development of obesity is
well documented. Sizer and Whitney (2000) note that weight gain isinevitable when an
individua eats more than they physically expend. Alcohol also exacerbates the weight
gan equation because it is eadly absorbed and converted to body fat for storage (Sizer

and Whitney (2000).

DIVERGENT CATEGORIES

The only categories that were not commonly represented and included in theme
development were Positive Body Image and Cultural Acceptance. These categories were
digtinct to Shelley’s case. Shelley was the only woman who attributed her first relgpse to
the fact that she had a positive view of her body and did not perceive hersaf as obese.
Shdlley’s close knit African- American community also accepted her obese Sze and this
cultura acceptance made it easier for her to relapse without any close socid

ramifications.
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EMERGENT DESIGN: DICHOTOMOUS VIEW OF FOODS

Sue was the first respondent to note that she viewed and categorized food as good and
bad. All of the other respondents were asked if they had asmilar view and it became part
of the emergent design. Six of the eight respondents noted that they did have this
dichotomous view. None of these respondents focused on this view asimpacting relapse.
However, this view may have potentiated the sense of fedling food restricted and

deprived and may have ultimately led to areturn to familiar food and drink habits.

WHY THE RESPONDENTS PARTICIPATED

All of the respondentsindicated that they were attempting to lose weight through
dieting or by focusing on hedthy lifestyle and physica activity habits. At the time of the
interview four of the women, Sue, Donna, Rebecca, Stephanie, noted that they
participated because they hoped that they would pick up dieting tips or bits of nutrition
information that would help them. Four of the women, Sue, Eileen, Rebecca and
Stephanie, thought that the interview process itsdf would help them gain ingght into
their previous problems. They hoped that thisingght would help with current dieting
efforts.

Two of the women, Eileen and Erica, participated because they hoped that other
people would benefit from their participation. Eileen was optimidtic thet through this
study other physicaly and sexudly abused young women would make the connection
between abuse and overeating. Eileen dso hoped that physicians and other medicaly

practitioners would gain ingght into obesity and relapse. Erica participated because she
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thought that through this study people might learn to be more understanding and less
discriminatory toward obese women.

Shelley noted that the only reason she participated was because she was doing so well
with her current dieting attempt and was not afraid to talk about hersdf. Ericareflected
this sentiment and stated that she would not have done this earlier in her life but now that
she was successful on her diet and older she was able to talk about her previous failure.
George aso participated because she wanted to show that she was not afraid or
embarrassed to tak about her obesity problems. Findly, George and dl of the other

women indicated that they aso participated because they wanted to smply help out.
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CHAPTER VII

SUMMARY AND CONCLUSIONSAND RECOMMENDATIONS

SUMMARY AND CONCLUSIONS

This quditative study reveded agreat ded about the problem of obesity rdlgpsein the
eight femae respondents. Conventiona wisdom concerning factors that contribute to
relgpse was challenged by the information presented in this study. According to the
respondents excess calories and decreased physica activity were not the only conditions
that were contributory to relapse. Y et, lack of ability at controlling dietary |gpses was not
necessarily at the core of their attributions. Instead, diverse socia and psychologica
issues combined with physica factors to dominate their attributions. The mgor themes
for relgpse that were commonly represented in this study were: the impact of food
regtriction, the impact of having persona choice taken away, negative emotions,
physiologicd factors, lifestyle demands and the return to familiar food habits.

Y ears of dieting deprivation and restrictions caused many of the respondents to fed
deprived both physicaly and emaotiondly, and these factors played a part in relapse. For
many of these participants, eating after frequent dietary restriction may not have been as
much amatter of powerlessness over food, asit was a psychologicd and physica
response to food restriction. Factors such asfdling below a natural weight range or
feding deprived may have lead someto eat in response to insatiable hunger or to have a
hei ghtened appetite and an obsession about food.

Powerlessness over certain life situations, rather than food, factored into three of the
additiona emerging themes that were presented in thisstudy. To an extent dl three

themes: the impact of having persond choice taken away, the impact of ademanding
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lifestyle and negative emotions, al entailed the respondents powerl essness over
ggnificant people or Stuaionsin their lives---mothers, husbands, boyfriends, children or
jobs. However, resolution of everyday problems and life Situations was not the focus of
the weight control diets that the mgjority followed. Most of the diets or programs that
were atended by the respondents were based on a medica modd for obesity treatment.
Physica causation, such as excessive caories, was usualy the common treatment target.
On occasion, inadequate physical activity was also addressed. Socid and psychological
factorsthat interfered with success a weight loss maintenance were not a focus.

In addition to these factors, the individua nature of obesity relgpse was clearly
highlighted in thisstudy. The interview and case study components of the qualitative
design dlowed each respondent to talk about their persona relapse problems and
attributions. Many important factors that would otherwise be lost to history because they
are not usudly the subjects of inquiry were revived and given avoice. The process of
bringing such persond factorsinto the spotlight through the interview and case study

may be key factorsin heding and prevention of further rel gpse problems.

RECOMMENDATIONS FOR TREATMENT AND FUTURE RESEARCH

The information that emerged from this study about obesity relgpse may be helpful to
women sruggling with relapse, aswell as obesity practitioners engaged in trestment. It
sheds new light on possible contributors to relgpse and offers a glimpse at relevant factors
that may need to be incorporated into treatment.

As noted, the methodologica tools, which included the open interview and the case

sudy, were helpful to respondents. Many of the women indicated that the open interview
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helped them to think about their relgpse problems and this reflection helped them to
obtain some personal understanding about relgpse causation. The case Sudies were dso
viewed as a hepful tool. Some of the respondents commented that suddenly their lifelong
struggles with weight control were clearer. Perhaps, this clarity will help with subsequent
weight control efforts and prevent them from repesting some of the same unsuccessful
patterns. Future studies incorporating these tools into obesity assessment and treatment
may prove to beinvauable.

Beyond the discovery of helpful methodologicd toals, the overdl study highlighted
the individua nature of obesity relgpse. It underscored the varied nature of relapse and
the fact that the body, mind and spirit are inextricably linked. Given this nature, it is
recommended that future obesity assessment and treatment be thorough and include
gpproaches that take account of the entire individual.

The ADA'’s position paper (1997) on weight management is agood Start because it
recommends a more integrated approach to deal with obesity assessment and trestment. It
isfirmly againg redtrictive dieting and embraces the concept of achieving and
maintaining a hedthy weight and physicad wellness. The ADA position paper, however,
gl places mgjor emphasis on the dititian as the key assessment and trestment manager.
To an extent, the ADA’ s position ignores the fact that dietitians may beill equipped to
assess obesity causation which is outside of the dietetic redlm, or to provide
psychological counsding for body image or low sdlf esteem.

More holigtic approaches are needed to help people manage obesity. Such approaches
have been recommended by Brownd| (1999), Brownell and O’ Neill (1993) and Foreyt

and Goodrick (1994). For example, during an obesity assessment, Brownell and O’ Nelll

218



(1993) advocate the use of questions pertaining to: life and work experiences, pressures
from others to lose weight, sdlf-esteem problems, support system and medica history.
The use of SHf-efficacy testing on weight loss maintenance is dso advocated. According
to these practitioners, beyond medica factors, socid and psychologica factors are critica
in determining if the obese client needs additiona psychologica support. This support is
viewed as important to overal success and weight |oss maintenance (Browndll &
O'Neill, 1993).

Information that was collected in this study on the impact of food restriction aso lent
support to the need for anew treatment approach to obesity. Some obesity experts have
cdled for a paradigm shift away from the focus of thinness a any cost to achievement of
a hedthy body weight and an active lifestyle. 1keda (1999) and colleague Satter
(Babcock, 1999), note that traditional didactic approaches espoused by NIH (1998) have
been unsuccessful. They bdieve that it istime for the hedlth professond to help obese
and overweight to be hedlthy regardless of weight loss. Other advocates for this
approach, Berg (1998) and Gaesser and Kratina (2000) have fostered this paradigm shift
because of the contention that dietary restriction increases food preoccupation and can
sabotage good intentions of egting and living hedthfully.

The problem of dieting deprivation, as seen in this study, may have been relieved if
more of the weight control regimens stressed physical activity, had established more
reasonable gods, and loosened restraints on caloric recommendations. A dhiftin
emphasis away from caorie restriction to inclusion of physicd activity may be one way
for relgpsers to seek a possible resolution to aweight control problem that has been

untenable. Adding physicd activity to one' s lifestyle may be afirgt step in empowerment.
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It also may be a means for those that cannot stop overeeting to compensate with a
behavior that has the pay back of improved physical and emotiona hedlth.
Nevertheless, from even a cursory examination of the mgor attributions for obesity
relgpse in this study, we are again reminded that obesity trestment, which is based solely
on physical modifications, may be grossy inadequate. Mot of the respondents werein
need or trestment that targeted the crux of their life circumstance problems. Assessment
and trestment of problems that were driving the overeating would have enhanced the
prognosis for these respondents. Furthermore, a treatment that combined lifestyle skills
like assartiveness training, conflict resolution, and stress management with physicd
activity traning and nutrition information could have enhanced relgpse prevention efforts
for many involved in this sudy. A multidimensiona approach that employed a
psychologigt, nutritionist and exercise physiologist would gppear to be beneficid.
Trestment administered solely by anutritionist or dietitian is not recommended since
very few of these professonds are trained in psychology and exercise physiology. In
depth training, particularly in the area of psychology, would enhance treatment of obese
individuas who may need counsdling for assartiveness, cognitive behaviora
restructuring and rel gpse prevention techniques. In conclusion, further study
incorporating these recommendations for obesity relgpse would be helpful for an

increasing number of Americans who are fighting a refractory problem.
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VIRGINIA POLYTECHNIC INSTITUTE 301 Burruss Hall
AND STATE UNIVERSITY Blacksburg, Virginia 24061-0249
(540) 231-3281 Fax: (540) 2314384

——

Virginia
B

MEMORANDUM
TO: "éla C. Caravati and Dr. Ann Hertzler
HNFE
I\
FROM:  H.T.Hurd Ayé‘
Director
DATE: January 27, 1998

SUBJECT: IRB EXPEDITED APPROVAL "Obesity Relapse in Women " -
IRB #98-023

I have reviewed your request to the IRB for the above referenced project. I
concur that the activity is of minimal risk to the human subjects who will
participate and that appropriate safeguards have been taken. On behalf of the
Institutional Review Board for Research Invelving Human Subjects, I have given
your request expedited approval.

This approval is valid for 12 months. If the involvement with human
subjects is not complete within 12 months, the project must be resubmitted for re-
approval. We will prompt you about 10 months from now. If there are significant
changes in the protocol involving human subjects, those changes must be approved
before proceeding.

Best wishes.

HTH/crg
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LETTER TO POTENTIAL RESPONDENTS
Dear

| am anutritionist and doctora candidate in Human Nutrition, Foods & Exercise a
Virginia Polytechnic Inditute and State University, and | am very interested in
understanding weight loss and weight regain in women. My doctord dissertation study
will focus specificdly on weight relgpse in middle aged women. | have worked with a
member of the |Q Health team, Rebecca Reeve, and have taught a number of weight
control programs over the past 15 years. As hedth professionals, we are interested in
waysto assist people with maintaining long-term weight loss and achieving overal
wellness. | am contacting you because | am interested in finding out more about your
experiences of weight change during and after participation in aweight control program.

Having worked in the field of weight control and wellness, | understand the effort and
frugrations involved in trying to lose and maintain weight, and | dso recognize the
persond and sengtive nature of this struggle. Y our willingness to talk about your
experiences and to shed some light on this topic would be beneficid to me, and
ultimately beneficid to many dieters who congantly fight the bettle to control body
weight.

Participation in this study will require that you are not presently dieting and are
willing to be interviewed and tape recorded (audio) for gpproximately one to two hoursin
length. Interviews will be kept confidentia, and identity protected. Members of the
doctorad committee, a peer debriefer, and transcriber will be alowed accessto this
interview, but respondents will remain anonymous. If you are interested in participating, |
will make every effort to make the interview convenient for you. Please contact me at
804-296-9636, | will cdl back and answer any questions or concerns you may have.
Thank you for your help.

Sincerdy,

Paula Ciavarella Caravati, M.S,,R.D.
Doctora Candidate, Human
Nutrition, Foods & Exercise,
Virginia Polytechnic Indtitute

and State Univergity
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141 £dnam Drive
harlouesvitle. Virginia 22903
804 ATYAVELL
\d04-979-0335
FAN. 804-979-3146

January 2, 1998

Virginia Polytechnic
Institutional Review Board for Human Subjects Research
c/o Paula Caravan. M.S__ RD.

To whom it may concern:

I have spoken with Paula Caravati and reviewed her protocol for an interview
study to determine why obese dieters have a difficult time keeping weight off
and tend to regain weight. We view this study as an opportunity to enhance our
evaluation efforts of our weight control interventions and are willing to give
permission for Paula to recruit volunteer respondents from our program
participants. We are also willing to grant appropriate access to case files and
other measurement data on those respondents, with appropriate written release
from the respondents for access to that information.

We are looking forward to working with Paula and to the opportunity for using
this study to enhance our health promotion practice.

To your good heaith,

Rebecca H. Reeve, M.S., CHES
Health Promotion Program Manager
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PROTOCOL OUTLINE FOR IRB REQUEST
Jugtification of the Project

The purpose of this dissertation project will be to find out more about why obese
dieters have a difficult time kegping weight off and tend to regain lost body weight
after dieting. Relgpse after weight lossisamgor problem encountered by many
dieters. Dieters will regain gpproximately one-third to two-thirds of their lost weight
within one year after dieting and dl lost body weight within five years. Despite the
magnitude of the occurrence of obesity relapse, little is known about the people who
lose weight and regain. To date, there islimited research on rel gpse and scant
qualitative inquiry focusing on the mechanisms of this problem. Thisis of particular
concern to hedth professionas, since obesity predisposes individuas to many chronic
diseases---diabetes mdllitus, cardiovascular disease and certain cancers, to name afew.
These atendant health problems and the increasing rate of our nationa prevaence of
obesity (currently 34 %) make research and study of relapse criticd.

This project proposes to interview 10 women that have relapsed (see below for
relgpse criteriad), and to discuss with them issues that they think influenced their
relapse. An open-ended interview gpproach will be used. All interviews will be audio
tape recorded and transcribed. This datawill be collected and each interview presented
as a case report within the doctoral dissertation with detailed descriptions of individua
interviews. Common themes and patterns of dl the gathered data will aso be reported
in the dissertation.

Obtaining thisinformation is criticd, as these accounts will dlow usto develop a
model of dieting relapse that would provide obesity practitioners with a better clinical
understanding of the problem and prevent relapse in the future.

Procedures

Subject Pool: Subjects will be asample of 10 middie aged (35-60), middle income
women. Regarding criteriafor relgpse--- dl relgpsers must be 20 % or more
overweight. Overweight will be calculated by using the midpoint of the weight range
for amedium-frame woman for agiven height as indicated in the 1959 Metropolitan
Life Insurance Tables. In addition to being 20% or more overweight, relapsers must
have previoudy lost 20% of their weight one or more times and regained it, and cannot
currently be dieting.

Previous participants of 1Q Hedlth, a private behaviord weight control program for
Univergty of Virginias Medica Center will be recruited through aletter sent out to
patients that are no longer actively followed. A copy of the L etter to Potential
Respondents is atached. An ad will also be placed in the loca newspaper
(Charlottesvilles Daily Progress) in order to recruit volunteers who did not attend
structured weight control programs. In this quditative sudy, sdection will be
purposive, which means that volunteers will be chosen because they have experienced
relapse, they are articulate, and are willing to relate information which will help
understand the questions under study.
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Regarding single gender research: This particular subject pool (al women) has
been sdlected because women comprise the overwheming majority of participantsin
weight control programs. To date a completely quaditative based study has not been
done on this population, and our understanding of relapse in women is very limited.

Proceduresto be followed: All subjectswill be interviewed one time by the
primary investigator, in an open-ended manner for aperiod of 1-2 hours at aquiet and
private ste that they choose ( office, conference room, home). The Interview Guide
Questions are attached (Table 2). The interview will be audio taped, and written notes
will aso be taken by the researcher. Respondents will be contacted by phone by the
primary investigetor after the interview, if there is a question about a response and
further clarification is needed.

Risks and Benefits

Therisk involved in this project is that the discussion of persond experiences
which relate to rel gpse can cause emotional distress. The primary investigator isa
Regidtered Dietitian skilled in counsdling diet dlients, and will be ableto assst
respondents who experience this possible risk by providing referrd to psychologica
support professiondsin the community.

Volunteers will not be paid for their participation in this sudy. Dietary andyss or
nutritiona counsdling will not be provided as compensation. The benefit to
participantsis the knowledge that they will be contributing to research, and helping
researchers to understand and possibly prevent obesity relapse.

Confidentiality/Anonymity

The anonymity of each of the participants will be preserved under al
circumstances. Respondents will self-select a pseudonym (or code name) and this
pseudonym Will be used during taping of the interview and reporting of data. The
actud identity of participantswill only be known by the primary researcher. The
corresponding pseudonym (code name) and actua name of participantswill be kept in
alocked desk in the primary researcher's office.

Interview tapes, as indicated, will also contain the participant's pseudonym. A
professional secretary will be employed to transcribe the audio tapes, and only
pseudonyms will be available to her throughout this process.

Interview tapes and transcribed documents containing the pseudonym will be kept
on filein the primary investigator's locked desk. For auditing purposes, these tapes
must be available to the doctorad committee upon request. The transcribed information
must aso be available for review by the doctora committee and a peer debriefer. A
peer debriefer, is aprofessonal peer with experience in the topic areathat provides
consultation on the project. The debriefer checks to see that the themes that the
primary researcher sees emerging are confirmed by the collected data.

The doctora committee and peer debriefer will not, however, have access to the
participants identity. Audio tapes will be erased one year after completion and
publication of the primary investigator's doctord dissertation, the transcriptions will
a0 be destroyed in the same time frame.
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Informed Consent

A copy of the Informed Consent for Participants of Investigative Projectsis
attached. Consent has been granted from Rebecca Reeve, M.S.,CHES, Program
Manager of Health Promotion, at 1Q Health to access previous weight control program
participants. Consent |etter is attached.

Biographical Sketch of the Primary Investigator

Paula Ciavarella Caraveti, isadoctora student in Human Nutrition, Foods and
Exercise a Virginia Polytechnic. Paulais dso a practicing nutritionist and registered
dietitian presently working as the Adminigtrative Nutritionist for the University of
Virginia Dining Services. Over the past 17 years of professond practice she has
worked directly with obese and overweight patients, at UVA's Clinica Nutrition
Center, the Thomas Jefferson Hedlth Department, worksite wellness at Nurse's House
Cdl and 1Q Hedlth, and in private practice. Her work has included teaching nutrition
and behavior modification to obese patients, providing individudized counsding and
making appropriate patient referrals to mental heslth practitioners.

She has dso concentrated on the problem of obesity in her doctoral course work.
Her interest in studying obesity relgpse usng a quaitative pergpective developed
through her graduate course work and study with Dr. Bob Covert, Professor of
Education, a the University of Virginia. Paula has previoudy carried out quaitetive
interviewing and reporting using the techniques of qualitative research under the
supervison of Dr. Covert. Dr. Covert isadoctorad committee memberAd: has worked
closaly with Paula on her current research proposa, and will be available for
consultation throughout her project.

Each step of her doctoral research proposa has aso been carefully reviewed and
guided by faculty advisor and Doctoral Committee Chairperson, Dr. Ann HertzZler,
R.D., Professor and Extension Specidist in the Department of Human Nutrition, Foods
and Exercise a Virginia Polytechnic Inditute. Dr. Hertzler's extension focus and
knowledge of human nutrition and food habits will further strengthen this research
project.

Attachments: Informed Consent
|Q Hedlth Consent
L etter to Potential Respondents
Interview Guide Questions (Table 2)
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VIRGINIA POLYTECHNIC INSTITUTE AND STATE UNIVERSITY
Informed Consent for Participants of Investigative Projects

Title of Project: Obesity Relapsein Women
Investigators: Paula C. Caravati, M.S,, R.D, and Ann Hertzler, Ph.D., R.D.

l. The Purpose of this Resear ch Project

The purpose of this research project isto find out about the mechanisms of dieting
relapse, thet is, why individuas regain weight after having successfully logt weight on
diets. This study proposes to ask women who have actualy experienced this problem
why they think it happened. To date, there are no studies which examine the persond
accounts of women who have experienced relgpse. Obtaining this information is
critica, as such persona accounts would alow usto develop amodd of dieting
relgpse that would provide practitioners with a better clinica understanding of the
problem and help to prevent relapse in the future.

Ten women will be asked to share their relgpse experiences with doctoral student
and researcher Paula Caravati. Collected datawill be published as part of the doctora
dissertation entitled Obesity Relgpse in Women.

. Procedures

All subjects will be interviewed by Paua Caravati, one time for a period of oneto
two hoursin a private setting of their choice. Interviews will be audio-taped, and
written notes will dso be taken during this interview. All questions will be openended,
and relate to experiences of weight regain. In the event that the researcher has
guestions about any of the responses, the volunteer will be contacted by phone up to
one week after the interview. The data from each of the interviews will be compiled as
a case report format where information provided by the subjects will be described in
depth in the doctord dissertation. (Anonymity will be preserved in this process--- see
section V.) Quotes or specific comments the subject makes will be reported on and
used to develop a descriptive account of each subjects experience of weight regain.
Information provided by al subjects will be compared for common themes or patterns.
Themes and case reports will be written up and published in a doctord dissertation.
Pseudonyms only will be used when reporting al of the data.

Il. Risks
Therisk involved in this project is that discusson of persona experiences which

relate to relgpse can cause emotiond distress. The researcher, a Registered Dietitian
who isskilled in counsding diet clients, will be able to assst respondents who
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experience this possible risk by appropriately providing referra to psychologica
support professonds in the community.

V. Benefits of this Project

The benefit of participation in this sudy is the knowledge that the information
provided by the volunteer will contribute to research. Information provided will help
researchers to understand and possibly prevent obesity relgpse in the future.

Subjects will not be compensated in any way, nutritiond counseling, dietary
andysis, or money will not be given to subjects. No promise or guarantee of benefits
have been made to encourage you to participate.

V. Extent of Anonymity

The anonymity of each of the subjects will be preserved under al circumstances.
Subjects will sdf-sdlect a pseudonym (code name) and this pseudonym will be used
during taping of the interview and reporting of data. The actud identity of participants
will only be known by the primary researcher, Paula Caravati. The pseudonym (code
name) with the corresponding real names will be kept in alocked desk in the primary
researcher's office.

Interview tapes, as indicated above, will aso contain the subject's pseudonym. A
professona secretary will be employed to transcribe the audio tapes, but only
pseudonyms (code names) will be available to her/him throughout the process.

Interview tapes and transcribed documents will be kept on file in the primary
investigator's locked desk. For auditing purposes, these tapes must be available to the
doctora committee upon request. The transcribed information must dso be available
for review by the doctoral committee and a peer debriefer. A peer debriefer, isa
professond peer with experiencein the area of obesity that provides consultation on
the project.

The doctoral committee and peer debriefer will not, however, have accessto the
subject's identity. All audio tapes and written transcriptions will be destroyed one year
after publication of the primary investigetor's doctora dissertation.

V1. Compensation
Subjects will not be compensated in any way.
V11, Freedom to Withdraw

Subjects are free to withdraw from this study at any time. At any time during the
study, subjects are free to not to answer questions.

VIII. Approval of Research
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This research project has been approved, as required, by the Ingtitutional Review
Board for Research Involving Human Subjects a Virginia Polytechnic Indtitute and
State University, by the Department of Human Nutrition, Foods and Exercise, and 1Q
Hedth a Universty of Virginia

I X. Subject's Responsibilities

| voluntarily agree to participate in this sudy. | have the following respongbilities:
avalability for a1 to 2 hour in-person interview, and, if necessary, phone availability
to dlarify any interview questions after the interview process.

X. Subject's Permission

| have read and understand the Informed Consent and conditions of this project. |
have had al my questions answered. | hereby acknowledge the above and give my
voluntary consent for participation in this project.

If | participate, | may withdraw at any time without pendty. | agree to abide by the
rules of this project.

Signature Date

Should | have any questions about this research or its conduct, | may contact:

Paula Caraveti, M.S ,R.D. 804-296-9636
Primary Investigator Phone
Ann Hertzler, Ph.D., RD. 540-231-4673
Co-invedtigator and Faculty Advisor Phone
Rebecca Reeve, M.S., CHES 804-979-9355
|Q Hedlth, Program Manager Phone
E.R. Stout 540-231-9359
Chair, Indtitutiond Review Board Phone

Virginia Polytechnic Ingtitute & S.U.
Research Divison
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APPENDIX E

RESEARCHER ASINSTRUMENT

The Methodology section, in Chapter 111, describes the use of the term “researcher as
ingrument.” Thisterm refers to the influence of the researcher’ s thought process and
professonal and persond background on the qualitative study design. The researcher’s
biases, attitudes and beliefs, dso influence the development of the research study. These
factors are acknowledged in the quditative paradigm and form part of the design. The
interview questions, the anaysis and find interpretations are dl shaped by and related to
the researcher’ s past experiences, persona interest, attitudes, biases and beliefs.

My persond and professond experiencesin the field of obesity have shaped many
agpects of thisstudy. My father’ s frequent dieting efforts influenced my perspectives on
weight control from avery early age. He loved to edt; nevertheless, he gained weight
eadly and struggled with his body’s naturd inclination to be overweight. Almost each
year, after three to four months of intensve dieting, he would lose weight. However, his
victory was usudly fleeting and within no time he would regain. | became curious about
weight control and nutrition because of his experiences. | dso became extremey
cautious about pop diets and dieting gimmicks.

My interest in weight control continued throughout college and graduate schoal. |
focused my studies on the field of nutrition and obesity management. In 1980 after

receiving my Master’ s degree, | took my first job at the Obesity Center a the University
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of VirginiaMedica Center. For four years | taught behavior modification, provided
weight control counsdling and supervised protein sparing modified fasts to obese and
morbidly obese patients. Through this experience, and my subsequent professond
practice, | saw first hand how difficult and ‘refractory’ obesity could be. | dso saw how
insufficient the Sate-of- the-art- trestment was. It appeared asif the medica model was
fdling short, and in some ways, practitioners seemed to be contributors to the
perpetuation of the problem.

Although the focus of my professond counseling has changed, | have remained
interested in the area of obesity management. | continue to believe that there isaway to
help those who want to lose weight permanently or achieve a hedthier satus. The
information that was shared with me by the eight respondents made this persond goad
achievable. | plan to continue to work toward thisend and | am grateful to dl of the

women who participated and told me their persond stories.
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Paula Ciavarella Caravati was born on April 30,1954 in Long Idand City, New Y ork.
She received a Bachelor of Arts degree in Home Economics with a concentration in
Foods and Nuitrition from Queens College, C.U.N.Y. in 1976. Shereceived her Master of
Science degree in Human Nutrition and Foods from Virginia Tech in May 1980. In June
of 1981, she became aregistered dietitian and member of the American Dietetic
Asociation. Ms. Caravati has been employed in the field of nutrition for 21 years. Most
of her professiona work has concentrated on the management of obesity and other
chronic diseases. She currently provides nutrition counsdling and teaching to students at
the Universty of Virginia. Following completion of her Doctora degree, she will

continue to pursue her interest in obesity research and management.
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