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Background. Optimal behavioral interventions for
sustainable weight loss are uncertain. We therefore
conducted a study among overweight/obese women
comparing conventional dietary counseling of individ-
uals (counseling-based intervention) to a novel, group-
based skill-building intervention.

Methods. Eighty subjects were randomly assigned to
either the counseling-based or to the skill-building in-
tervention. Outcomes included weight loss, dietitian
hours per group and per unit weight loss, and dollars
spent per group and per unit weight lost.

Results. Weight loss at 6 months (follow-up rate
61.3%) in the counseling-based group was 88 Ib (P =
0.0001), and in the skill-building group was 3.8 Ib (P =
0.01). A total of 160 dietitian hours were required for
the counseling-based group, and 131 for the skilled-
building group. The counseling-based group cost an
average of $21 per pound lost, while the skill-building
cost an average of $48 per pound lost (P = 0.16).

Conclusions. At 6 months, individualized office-
based counseling produced more weight loss than a
skill-building approach and cost less than half as
much per pound of weight loss. Longer-term follow-up
is required to determine if, as hypothesized, the
skill-building intervention produces more sustain-
able weight loss.
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INTRODUCTION

Obesity and overweight are increasing at alarming
rates in the United States; 97.1 million adults over age
20, or more than half of the U.S. adult population, are
currently overweight (body mass index (BMI) between
25 and 29.9 kg/m?) or obese (BMI = 30.0 kg/m?) [1,2].
Nationally representative data gathered by the Third
National Health and Nutrition Examination Survey
(NHANES I11) indicate that 20% of men and 25% of
women age 20 or older are obese (BMI = 30) [3,4],
while 63% of men and 55% of women age 25 or older
are overweight (25 = BMI = 29.9) [1].

Obesity is associated with increased mortality risk
[5] and significant morbidity, acting as an important
risk factor for cardiovascular disease, diabetes, cancer,
and arthritis [1,6-11]. Loss of weight decreases cardio-
vascular risk [12] and cardiovascular mortality [13] in
overweight persons, and produces a variety of addi-
tional health benefits [13-15].

Behavioral interventions for obesity have been lim-
ited by both cost [16] and lack of sustainable results
[17]. Siggaard et al. have demonstrated that 12 weeks
of a carbohydrate-rich, low-fat diet produces weight
loss at a cost of $14.70 per kilogram per person [18].
The optimal approach to weight management, and
cost-effective approaches to sustained weight loss re-
main to be demonstrated [19]. There is strong support
for innovative behavioral interventions among experts
in the fields of obesity and nutrition. The Institute of
Medicine has included instruction in technical nutri-
tion skills, such as shopping and cooking, among strat-
egies recommended to improve the dietary health
of Americans [20]. The relative efficacy and cost-
effectiveness of implementing such recommendations
compared to conventional office-based dietary counsel-
ing has not been reported to date [19,21].

We therefore conducted a randomized pilot trial to
compare conventional dietary counseling to a novel
intervention, emphasizing competency in technical
skills for purchasing, ordering, and preparing food in a
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sample of overweight/obese women. Outcome mea-
sures of interest include initial weight loss, mainte-
nance of weight loss, and costs per unit weight loss.
Study methods and results at 6-month follow-up are
reported.

METHODS

Subjects

For purposes of this pilot study, recruitment was
limited to women. Subjects were recruited from the
Lower Naugatuck Valley, Connecticut, a primarily
middle-class community located in Southwestern Con-
necticut. Eligibility required that subjects be between
30 and 65 years old; obese or overweight, as defined by
a BMI (body mass index = weight in kg/height in m?)
greater than 25 and the primary person in the house-
hold who purchases groceries and prepares meals.
Original plans called for exclusion of women with a
BMI greater than 40, but the criteria were revised to
include this population due to expressed interest in the
study. Women were excluded if they had any unstable
medical condition affecting their ability to participate
fully in the study protocol; were participating in an-
other weight reduction program at the time of enroll-
ment; had pharmacologically treated diabetes; or were
using medications known to affect weight gain or loss,
such as phenothiazines or selective serotonin reuptake
inhibitors (SSRIs).

Subjects were prescreened over the telephone to as-
sess eligibility. Those who qualified for the study based
on the telephone screen were scheduled for a physical
examination within 1 to 2 weeks at the Yale-Griffin
Prevention Research Center (YG-PRC) in Derby, Con-
necticut. Enrollment required that measured rather
than self-reported height and weight fall within the
specified BMI range; discrepancies between self-
reported and measured BMI have been previously re-
ported [22]. The physical examination included deter-
mination of blood pressure and pulse rate and
measurements of height, weight, hip circumference,
and waist circumference. Weight was measured with-
out shoes and with only undergarments permitted
while weighing. Height was measured in inches with-
out shoes with subjects standing erect and facing the
measurer. All measures were performed by trained
members of the research team, using identical methods
and calibrated equipment.

Enrollment

Study enrollment took place over a 4-month period.
Women who met the inclusion criteria were enrolled in
the study after completing an informed consent form.
Initial physical exam measures obtained during enroll-
ment were then recorded as baseline values. In order to
obtain accurate baseline measures, subjects were re-
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measured prior to the start of the study if the period of
time between their initial exam and the beginning of
the intervention was greater than 6 weeks.

Enrolled study participants completed a demo-
graphic survey that supplied information on their mar-
ital status, educational level, income, employment sta-
tus, physical activity levels, perceptions of weight loss,
and previous history of weight loss attempts. A semi-
guantitative food frequency questionnaire (FFQ) was
also completed by all participants at the time of their
initial evaluation with follow-up planned at 12 and 24
months. All subjects underwent repeat clinical assess-
ments at 6 and 12 months. Information was recorded
on a standard intake form.

Study Design

Subjects were randomly assigned to one of two be-
havioral interventions using SAS software [23]. As-
signment to treatment group was made by a data an-
alyst who had no contact with study subjects. Subjects
and investigators neither knew of treatment assign-
ment in advance of eligibility assessment nor exercised
any control over treatment assignment. Outcome mea-
sures were obtained by research assistants blinded to
all subjects’ treatment assignment.

The skill-based intervention (SBI) was developed to
provide skills useful in overcoming impediments to a
dietary pattern in accord with recommendations, and
thereby to test the recently published Pressure System
Model of behavior change [24]. The SBI consisted of
two 90-min didactic sessions delivered to groups of
approximately 20 subjects at a time, followed by skill-
building sessions over a 4-month period. Each didactic
session consisted of 60 min for presentation and 30 min
for question and answer. The content of the sessions
was based on material prepared for the Yale Univer-
sity School of Medicine’s Human Nutrition Lecture
Series, and included in a recently published text [25].
The first session provided an overview of factors influ-
encing dietary preference and behavior. The second
session summarized strategies for successfully modify-
ing diet given the physiologic, genetic, cultural, and
environmental impediments to change [25]. Following
the didactic sessions, subjects began technical skill
building sessions including:

e Two 2-h trips to the supermarket in groups of 10
supervised by the dietitian in which subjects received
aisle-by-aisle instruction in the selection of healthful
items, and in the interpretation of food labels.

e Two dinners at local restaurants. Each of the din-
ners was attended by 5 subjects and the dietitian.
Subijects received instruction in the selection of health-
ful dishes from the menu, and in obtaining information
from restaurant staff about menu options.

e A 2-h private session at each of the subjects’ homes
with the dietitian supervising the preparation of a
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meal. The dietitian provided instruction in ingredient
selection, pantry stocking, food preparation methods,
and portion sizing.

Following completion of the skill-building phase of
the intervention, subjects had telephone and E-mail
access to the dietitian for the remainder of the year.
The frequency and extent of such contact was recorded
by the dietitian.

The control consisted of standard, office-based di-
etary counseling (counseling-based intervention; CBI)
provided by a licensed dietitian employed by the Yale—
Griffin Prevention Research Center in Derby. Each
subject received a total of two 1-hour sessions and four
one-half-hour sessions distributed over the first 6
months of the intervention period. The content of the
counseling sessions was determined by the dietitian
based on interactions with each subject, as is standard
practice, and closely followed published guidelines of
the American Dietetic Association [26]. Methods for
the CBI were adapted from the American Dietetic As-
sociation’s Medical Nutrition Therapy Protocol for
Weight Management [27]. Each subject received indi-
vidualized diet counseling based upon their diet his-
tory, medical history, and psychosocial concerns. Cli-
ents were offered six monthly sessions, with the option
to add up to four more sessions. During the initial
session the clients were instructed in a low-calorie
meal plan based upon the 1995 Exchange Lists for
Meal Planning from the American Diabetes Associa-
tion and the American Dietetic Association [27]. Over
the course of subsequent sessions, clients received in-
struction regarding meal planning, food label reading,
recipe modification, dining out, and physical activity.
Clients were also weighed at each session.

Data Management

Weight, waist-to-hip ratio, and blood pressure mea-
surements were recorded manually on paper forms and
then transferred by a dedicated data manager to an
electronic spreadsheet using standard spreadsheet
software (Microsoft Excel, 1997, Microsoft Corp.). All
data were confirmed and double-checked for coding
errors. To protect the identity of subjects, all personal
data were stored in password-protected files accessible
only to designated study staff.

Statistical Methods

The main clinical outcome variables of interest in-
cluded the proportion of subjects in each group with a
5% decrease or more in body weight (based on criteria
established by the Institute of Medicine of the National
Academy of Sciences) [21]; absolute weight difference
measured in pounds; the proportion of subjects in each
group with a weight loss of greater than or equal to 10
Ib; and absolute change in body-mass index. Changes
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in systolic blood pressure and waist-to-hip measure-
ments were also assessed during the study. The study
was powered at the 80% level to detect an absolute
between-group difference of 30% in the rate of weight
loss maintenance at 2 years, with a higher rate of
weight loss maintenance in the SBI group hypothe-
sized.

Two-factor repeated-measures analysis of variance
(ANOVA) was used to compare average absolute
weight in pounds between the intervention and the
control groups from 6 months to baseline accounting
for group X time effects. The Mantel-Haenszel chi-
square test was used to compare proportional changes
in weight loss and body weight between the interven-
tion and the control groups. Stepwise multiple regres-
sion was performed to assess the association of demo-
graphic and clinical variables (such as age, income,
employment status, marital status, attitude toward
weight loss, baseline weight) on weight loss at 6
months. Paired t tests were used to determine within-
group changes in weight and BMI.

An intention-to-treat analysis was performed, where
subjects who were lost to follow-up were treated
as though they had no absolute weight change at
6 months postintervention compared to baseline.
Intention-to-treat analyses were performed on all cost
data to compare the CBI with the SBI in terms of total
dietitian costs (in hours and in dollars); the cost in
dollars per unit weight lost; and dollars spent for die-
titian time per subject. Intention-to-treat analysis for
cost was based on all 80 subjects (40 per group), and
the expected number of hours of registered dietitian
(RD) contact (i.e., direct patient contact only) for each
group. With full subject participation and compliance
with the study protocol, a total of 131 contact hours
were projected for the SBI group and 160 h for the CBI
group (exclusive of the last four half-hour counseling
sessions, which were optional). Dietitian time was
billed at a standard rate of $35/hour for both groups.

Statistical significance was based on a two-tailed « of
0.05. SAS [23] was used to perform all statistical anal-
yses.

RESULTS
Baseline Characteristics

A total of 272 women responded to the study adver-
tisement and were interviewed by telephone to assess
eligibility status. Of these women, 136 met the eligi-
bility criteria based on the telephone interview and
were invited to be screened in person. Of these 136
women, 99 (73%) accepted the invitation and chose to
have an initial assessment of their baseline clinical
measures. During initial enrollment and assessment, 4
women were determined to be ineligible for the study,
while 15 women declined participation prior to the
start of the study due to time conflicts. The remaining
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First assessment for eligibility through
telephone screening = 272

No. excluded = 173
# not meeting criteria = 131

# refused 37
# other 5
(insufficient info)

||

Second assessment for eligibility through
office screening visit = 99

No. excluded = 19

# not meeting criteria = 4
# refused =15

No. Randomized = 80

No. allocated to SBI (intervention) =40

# received all intervention
(i.e. attended all 7 sessions) =
18

# received partial intervention
(i.e. attended less than 7 sessions) =
20
(reasons: sessions coincided with other time
commitments, no childcare, forgot to attend,
subject reluctance to hold home visit at home)

No. allocated to CBI (standard) =40

# received all of standard
(i.e. attended all 6 sessions)
=19

# received part of standard
(i.e. attended less than 6 sessions) =
19
(reasons: sessions coincided with other time
commitments, no childcare, forgot to attend)

|

No. of SBI subjects at baseline =38

# lost to follow-up
(i.e. did not return for 6-month f-up) = 13

# did not complete intervention =1
(reason: died during study)

No. of CBI subjects at baseline =38

# lost to follow-up
(i.e. did not return for 6-month f-up) = 13

I

No. included in analysis =24

I

No. included in analysis =125

[

[

No. excluded from analysis =16
(reasons: 1 died during study, 2 dropped out at
start of study, and 16were lost to follow-up)

No. excluded from analysis =15
(reasons: 2 dropped out at start of study and
15 were lost to follow-up)

FIG. 1. Subject flow diagram.

80 subjects were randomly assigned to one of the two
interventions. Following randomization, an additional
4 women dropped out. One woman in the intervention
group died prior to follow-up; therefore, this subject’s
baseline data were excluded from the study. Thus,
there was a final total study population of 75 women:
37 subjects in the intervention (SBI) group and 38
subjects in the control (CBI) group. A summary of the
randomization scheme is provided in Fig. 1.

Baseline clinical variables, demographic character-
istics, and activity profiles of the participating subjects
by group assignment are available for 72 subjects and

are presented in Tables 1 and 2. Baseline mean systolic
blood pressure was 127.5 mm Hg in the CBI group and
119.9 mm Hg in the SBI group (P < 0.05). Women in
the SBI group were more likely to be married than
women in the CBI group (80 versus 54.1%, respec-
tively; P < 0.02). There were no other differences
between the two groups’ baseline clinical or demo-
graphic characteristics.

Group Analysis

Forty-nine women (61.3% of the initial study popu-
lation: 24 women from the SBI group and 25 women
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TABLE 1
Baseline Clinical Characteristics by Study Group

Control group Intervention group

(counseling-based (Skill-based
intervention, CBI) intervention, SBI)
Variable® n = 37 n = 35

BMI (kg/m?) 36.3+54 37.9 £ 6.70
Weight (Ib) 212.9 = 33.9 218.6 = 41.9
SBP (mm Hg) 127.5 + 13.0 119.9 + 11.9*
DBP (mm Hg) 80 + 8.4 77.3+7.8
Waist-hip ratio 0.84 = 0.1 0.84 =+ 0.1
Mean age (years) 51.0 = 11.0 48 = 9.0

# Mean = SD at baseline.
* P < 0.05 compared to conventional counseling group.

from the CBI group) returned for their 6-month
follow-up measurements. To assess potential bias due
to subject attrition, comparisons were made between
subjects who returned for their measurements and
subjects who dropped out of the study prior to the
6-month measurement. No differences in age, height,
baseline weight, systolic and diastolic blood pressure,
or waist-to-hip ratio were detected between the two
groups.

At baseline, SBI and CBI group subjects had similar
mean weights (absolute mean weight = 218.6 vs 212.9
Ib, respectively; P = 0.53). Six months after the inter-
vention period, both groups had mean declines in ab-
solute weight compared to baseline. The SBI group lost
an average of 3.8 Ib (P = 0.01) while the CBI group
had an average weight loss of 8.8 Ib (P = 0.0001). BMI
also decreased in the CBI group (mean BMI difference
from 6 months to baseline = 1.28 kg/m?, P = 0.0003).
There was no statistical difference in BMI in the SBI
group, although there was a trend toward a reduction
in BMI (mean BMI difference from 6 months to base-
line = 0.30 kg/m?, P > 0.05).

Group comparison revealed that the CBI group had a
greater change in absolute weight compared to the SBI
group from baseline to 6-month follow-up (P = 0.02,
Fig. 2). In intention-to-treat analysis, absolute weight
change remained statistically different between the
SBI and the CBI groups (mean weight change: SBI =
2.6 Ib, CBI = 5.9 Ib; P = 0.05). Within-group differ-
ences in absolute weight change also remained statis-
tically significant for both groups (SBI: P = 0.01,
CBI = 0.0001). Absolute BMI change was also different
from 6 months to baseline for the CBI group (absolute
BMI change = 0.86 kg/m? P = 0.0005). The percent-
age of subjects who lost at least 5% of their body weight
was 40% among the CBI group vs 16.8% in the SBI
group (x* = 3.2, P = 0.07). The proportion of subjects
who had a reduction of =10 Ib was 40% among the CBI
group vs 25% among the SBI group (x> = 1.23, P =
0.27).

Predictors of weight loss—baseline weight, age, in-
come, educational status, marital status, and medica-
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tion use—were entered into a stepwise multiple regres-
sion model along with the group variable and an
interaction term for group and baseline weight. The
final model containing initial weight, group, and med-
ication use as predictors accounted for 50% of the vari-
ation in weight loss (R* adjusted for variables in the
model).

Absolute decreases in BMI at 6-month follow-up
among the CBI and SBI groups by baseline BMI are
provided in Fig. 3. For this histogram, baseline BMI
was categorized according to the classifications devel-
oped by the International Obesity Task Force [4]. The
histogram shows that for both groups in general, there
was an increase in BMI loss as BMI obesity classifica-
tion increased; that is, subjects with higher initial
BMIs had greater weight loss at 6 months. This was
evident for both the SBI and the CBI groups, although
the association was more pronounced in the counseling
group.

Cost-Effectiveness

At a rate of $35/h for dietitian services, the total cost
savings associated with RD contact for the SBI com-
pared to CBIl was expected to be $1,015, assuming
complete subject participation. On a unit basis, the SBI
was expected to cost $117.25 per participant, while the
CBI was expected to cost $140 per participant. The
actual amount of time that the registered dietitian
spent on direct patient contact was 94 h for the SBI

TABLE 2
Baseline Sociodemographic and Activity Characteristics
CBI group SBI group
(n = 37) (n = 35)
Variable No. (%) No. (%)
Employment
Employed 25 (67.6) 21 (60.0)
Unemployed 12 (32.4) 14 (40.0)
Married 20 (54.1) 28 (80.0)*
Household income
=$50,000 19 (51.4) 13 (37.1)
>$50,000 15 (40.5) 17 (48.6)
Refused 3(8.1) 5(14.3)
Living alone 9 (24.3) 4 (11.8)
Currently taking medication 22 (59.5) 22 (64.7)
Vigorous activity
None 8 (21.6) 6 (17.1)
1-3 times/month 10 (27.0) 5(14.0)
=2 times/week 10 (27.0) 11 (31.4)
=3 times week 6 (16.2) 12 (34.3)
Don't know 3(8.11) 1(2.9)
Nonvigorous walking
None 7 (18.9) 5 (14.0)
1-3 times/month 11 (29.7) 7 (20.0)
=2 times/week 10 (27.0) 10 (29.0)
=3 times week 8 (21.6) 10 (29.0)
Don’t know 1(2.70) 3(8.6)

* P < 0.05 compared to control group.
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FIG. 2. Comparison of baseline and postprogram weight among the intervention and control groups.

group and 126 h for the CBI group, respectively. Based
on this total time, the SBI resulted in a cost of $46 per
Ib lost (range, $18 to $516), while the CBI led to a cost
of $21 per Ib lost (range, $12 to $205). However, dollars
spent per subject for RD contact were very similar,
with a slightly lower cost for the SBI: $137.08 versus
$141.40 for the CBI. Total combined time spent on
administrative activities (appointment scheduling,
meetings, cancellations, and correspondence) by the
dietitian for both groups was 218.5 h.

DISCUSSION

While there has long been interest in group-based
approaches to weight loss and control [28], there is
little to suggest they offer any reliable advantage over
other approaches. Group-based weight loss interven-
tions do not figure among the strategies consistently
reported by those succeeding at long-term mainte-
nance of weight loss [29]. In this study, groups were
used to support the intervention strategy of skill-
building as a means of improving diet, in accord with
decade-old recommendations by the Institute of Medi-

cine [20]. The results of this study suggest that among
overweight and obese women, an individualized ap-
proach to dietary counseling produces more short-term
weight loss than a skill-building approach aimed at
small groups. While the individualized counseling re-
quired more dietitian time and was costlier, it pro-
duced weight loss at less cost per kilogram than the
skill-building approach as of 6 months follow-up.

The weight loss results seen with dietitian counsel-
ing in this study are similar to those reported in prior
work. For example, Hebert and colleagues [30] demon-
strated that a dietitian-delivered nutrition counseling
program led to a significant reduction in body weight.
Subjects who attended three or four nutrition counsel-
ing sessions over a 6-week period had reduced their
weight significantly compared to those who did not
receive nutrition counseling sessions. Similar results
using dietitian counseling for both male and female
subjects have also been reported [31,32].

Various weight loss strategies have been subjected to
cost-effectiveness analysis. Martin et al. compared sur-
gical intervention strategies for weight loss to medical
treatment and found that both treatment methods av-
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FIG. 3. Absolute BMI decrease at 6-month follow-up among the CBI and SBI groups, by baseline BMI.
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eraged more than $250 per pound of weight loss [33]. A
review of 11 outpatient commercial weight-loss pro-
grams centered on dietary manipulation also showed
that the cost of a 12-week program ranged from $108 to
$2,120 [34]. A review of community-based approaches
to weight control including worksite interventions,
intervention by home correspondence, and multi-
component community strategies has shown that
community-based methods produce modest weight
losses at lower costs compared to clinical interventions
[35]. In this study, we found that the cost per pound of
weight lost was relatively low for both the CBI ($21 per
pound lost) and the SBI ($46 per pound lost), suggest-
ing that dietitian-based or skills-based interventions
may be effective at reducing weight without being cost
prohibitive. Although the SBI cost more than twice as
much as the CBI per pound lost, it is conceivable that
the cost of the SBI may have been reduced if the num-
ber of subjects assigned to each subgroup session was
increased to the maximum allowable without compro-
mising the integrity of each session’s message. For
example, the number of subjects who were allotted to
each supermarket session could have been increased
from 10 to 15 to reduce the number of sessions that
were held by the dietitian. Follow-up studies are war-
ranted to determine the ideal number of subjects that
can be accommodated during each skills-based study
session to improve cost-efficiency while maintaining
effectiveness.

While the early data suggest that individualized
counseling may be more cost-effective than a skill-
building approach in groups, achieving short-term
weight loss has proved far easier than maintaining
that weight loss [36,37]. The skill-building interven-
tion in this study was designed specifically to empower
subjects to control their own dietary and activity pat-
terns and thereby their weight, over the long term. The
rationale for this fairly novel skill-building approach is
threefold. First, current obesity-control measures are
largely ineffective [20,38-40] and innovative ap-
proaches are thus encouraged [20,36]. Second, an em-
phasis on the “toxic” environment in the etiology of
obesity implies a need to change the environment
and/or to impart skills for negotiating the current one
[41]. Finally, some success has been seen in weight
control with the application of problem-solving skills
[42]. Long-term follow-up of the subjects in this study
will be useful in determining whether a skill-building
approach provides more lasting benefit than standard
counseling.

While this study represents a useful and valuable
first step in assessing the role of skill-building, group-
based approaches to weight loss, it has important lim-
itations. First, the study was limited to women, and
thus the relevance of the results to men is unknown.
The study participants were predominantly non-
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Hispanic White, and thus the relevance of these find-
ings to ethnic minorities is similarly unknown.

The attrition in the study was high. Process evalua-
tion suggests that this may be due to embarrassment
on the part of women who did not lose weight. If so, the
apparent efficacy of either intervention is likely exag-
gerated, although the between-group comparison re-
mains valid. A comparison of those subjects presenting
for 6-month follow-up and those lost to attrition re-
vealed no differences in demographic variables, but
many variables of potential importance could not be
assessed. If attrition continues over time, obtaining the
long-term data needed to determine the sustainable
benefits of each approach to weight loss may be obvi-
ated. Further research is needed to evaluate reasons
for recidivism among subjects.

Perhaps the most important limitation of the study
is also its greatest strength, namely that it reports
data based on previously unstudied methods. Because
precedent was lacking, there were no clear guidelines
in determining the timing, scope, intensity, and
breadth of the skill-based intervention, whereas the
counseling-based intervention could be based on meth-
ods endorsed by the American Dietetic Association
[26]. Based on informal polling of study participants
regarding the study methods, the skill-based interven-
tion may have been too widely spaced; subjects were
eager for detailed guidance at study enrollment. Fur-
ther, subjects have suggested that more individualized
guidance would be a useful counterpart to the group-
based emphasis on skills. A formal process evaluation
of the study to date is on-going. That evaluation will
help determine whether limitations of the SBI were
principally attributable to uptake of skills, or their
utility.

Despite the limitations of this study, it provides im-
portant, preliminary information regarding the appli-
cation of group-oriented, skill-based methods to weight
loss. Such methods are clearly feasible, and do produce
weight loss, and at potentially lower cost in time and
dollars than conventional counseling. What remains to
be determined is the optimal structure, composition,
and distribution of such methods, and how skill-
building efforts should be combined with individual-
ized guidance for greatest effect. Long-term follow-up
of the participants in this study may yield important
information regarding the relative sustainability of
weight loss based on dietary counseling versus a skill-
building intervention.

Further study and longer-term follow up are re-
quired to determine optimal intervention methods, and
the value of this approach to efforts at producing sus-
tainable weight loss. The development of follow-up
study is on-going in our lab, but given the variety of
approaches that might be applied, the testing of di-
verse skill-building strategies is to be encouraged.
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