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ABSTRACT 

 

 Identifying what factors can increase participants adherence to a weight management 

program is of great interest. The usage of between session activities in psychotherapy have also 

been determined to increase overall client outcomes.  By adding evidence-based homework 

principles to a weight management program, it is believed that the completion of between 

session activities will improve.  It is expected that between session activities will increase client 

self-efficacy, dietary and exercise behaviors, and overall weight loss.  The purpose of this study 

was to investigate whether the addition of a systematic and structured homework procedure 

would translate to increased weight loss outcomes.   

 At a local HMO, a total of 56 participants were randomly assigned to either the standard 

weight loss group (treatment as usual) or the enhanced group (treatment as usual plus addition of 

homework principles).  Participants completed a 16-week weight management program and the 

current study assessed the effect of the enhanced component on self-efficacy, dietary and 

exercise behaviors, and overall weight loss.   

 Overall attrition rate for the study was 17.9% and session attendance rate by participants 

was 70% (enhanced group) and 63% (standard group).  The mean score of completed food logs 

was higher for the enhanced group (6.85) compared with the standard group (6.08), however the 

difference was not statistically significant, t (50)=0.63, p=0.53. The same pattern was also 

observed for the Between Session Activities Questionnaire (BSAQ) scores, t (50)=.23, p=0.82.  

In a series of ANCOVA analyses with pretreatment scores as covariates, the Weight Efficacy 

Life-style Questionnaire (WEL) post assessment scores did not significantly differ between the 

enhanced and standard group, F (1,42)=3.29, p=0.08; partial η2= .073; likewise the Exercise 



 

 xii

Self-Efficacy Scale (ESES) post assessment scores did not significantly differ between the two 

groups, F (1,42)=0.22, p=0.64; partial η2= .005. The Dietary Habits Questionnaire (DHQ) post 

assessment scores also did not significantly differ between the two groups, F (1,42)=1.24, 

p=0.27; partial η2= .028, and neither were post assessment scores on the Paffenbarger Physical 

Activity Questionnaire (PPAQ) F (1,42)= .18, p=.67; partial η2= .004. Lastly, there was no 

significant difference in weight loss between the enhanced and standard group, F (1,53)= 3.68, 

p=0.06, partial η2=.065. However, an interaction effect was detected between Time x Group for 

weight loss, F (1,53)= 4.04, p= .049, partial η2= .070, favoring the enhanced treatment group, in 

a supplementary repeated measures ANOVA analysis.  This was further supported by the results 

of the multi-dimensional chi square test, which indicated that there was a marginal relationship 

between the condition (enhanced vs. standard) and the 7% weight loss goal achievement: Χ2 (1, 

N=56) = 3.82, p=0.051(three times more respondents in the enhanced condition achieved the 7% 

goal than in the standard condition).  In terms of the 5% weight loss goal, the number of 

respondents who achieved this goal is relatively the same for both conditions (Χ2 (1, N=56) = 

3.11, p=0.557).  Additional repeated measures ANOVA analyses suggested that both groups 

improved on the WEL and DHQ, however differences between the groups were not detected.  

This indicates that the enhanced homework procedure was unable to produce greater levels of 

weight management self-efficacy and the adoption of healthy eating behaviors beyond what 

would be expected of the standard treatment.  Furthermore, neither the standard or enhanced 

groups improved on levels of exercise self-efficacy and the adoption of exercise behaviors.  

 The current study was unable to detect clear differences between the enhanced and 

standard homework conditions on all measures (partly likely due to the limited sample size). 

However, there were moderate effect sizes observed favoring the enhanced condition on some 
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measures, such as the WEL, and most importantly, the overall weight loss.  It is possible that 

since both conditions included some homework elements, and the time allocated to 

differentiating and enhancing the homework effects in the enhanced condition was somewhat 

limited, there was not sufficient potency in the enhanced condition to produce clearly visible 

statistically significant differences on all measures between groups in a relatively modest sample 

size. Determining ways to increase the completion of between session activities by weight loss 

group participants is considered a step in the right direction in achieving weight loss, and 

fighting obesity. 
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CHAPTER ONE 

THE INTRODUCTION CHAPTER 

 

The purpose of this study is to investigate whether the incorporation of a structured, 

systematic homework procedure (i.e., adapted from homework principles from the field of 

psychotherapy), will enhance an evidence-based weight management program. Based on 

Cognitive Behavioral Theory and Bandura’s Social Cognitive Theory, this study examines 

whether the addition of this structured and systematic homework procedure will lead to greater 

weight loss outcomes.  Additionally, indirect outcomes of the enhanced homework are of 

interest, including whether it will lead to increases in completed food logs, positive changes in 

diet and physical activity behaviors, as well as increased levels of self-efficacy related to weight 

management and physical activity.  In this chapter, the social significance of the study is first 

presented.  Second, several elements of homework are explained, including the role of the 

therapist and client in the defining, assigning, implementing, and reviewing of homework tasks.  

The conceptual model for homework assignment that guided this study’s implementation of the 

structured homework procedure is then provided.  Thereafter, weight management programs are 

discussed, including the structure of the Diabetes Prevention Program.   The third part of this 

chapter addresses the relevance of homework use for weight management as the basis of this 

project.  Research questions for the current study are provided at the conclusion of this chapter.   

Social Significance 

In 2007, the U.S. spent approximately $7600 per person or an estimated $2.3 trillion on 

healthcare (Poisal, Truffer, Smith, Sisko, Cowan, Keehan & Dickensheets, 2007).  According to 

Finkelstein (2009), costs associated with obesity have totaled $147 billion.   Therefore, obesity 
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has had a noteworthy economic impact on the U.S. healthcare system (U.S. Department of 

Health and Human Services, 2001).   Lustria, Cortese, Noar, and Glueckauf (2009), reported how 

growing healthcare costs are just one of many compelling arguments associated with the need for 

more effective strategies aimed at decreasing weight for those at risk for chronic illness as a 

result of obesity.  Despite a greater awareness of the negative physical and economic affects, the 

rates of obesity in the United States continue to steadily climb (Centers for Disease Control and 

Prevention (CDC), 2009).  Change in how obesity is currently being addressed is needed, 

especially since healthcare costs are expected to escalate to 6.7% annually in the next decade 

(i.e., making the total cost for healthcare $4.3 trillion by the year 2017; Keehan et al., 2008).  

Attempts at decreasing obesity levels nationwide have yet to be successful, which further strains 

the current healthcare system. For instance, the CDC (2011) reported that not a single state was 

successful in decreasing their levels of obesity to 15%, a goal set by the Healthy People 2010 

guidelines.  Higher rates of obesity equate to greater numbers of people suffering from varied 

health complications, acute and chronic, which are related to greater healthcare costs and 

numbers of deaths worldwide.  According to the CDC (2009), 631,636 people died in the United 

States in 2006 as a result of heart disease, with the most common type being attributed to 

coronary heart disease (i.e., a common secondary condition associated with obesity).  Kannel, 

D’Agostino, and Cobb (1996) reported that obesity is the leading risk factor associated with the 

greatest impact on cardiovascular disease.  Increased levels of weight are associated with 

worsening secondary physical conditions (i.e., conditions such as dyslipidemia, glucose 

intolerance, ventricular hypertrophy, hypertension, elevated fibrinogen and hyperuricemia).  

Obesity is also associated with the upward trend regarding cases of type II diabetes in the U.S. 

The CDC (2011) reported that from 2005-2008, 35% of people aged 20 years and older in the 
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U.S. population were classified as pre-diabetic based on their fasting glucose or HbA1c levels.  It 

was further hypothesized that this trend eventually led to 79 million Americans being classified 

as pre-diabetic in 2010 (CDC, 2011).  Kannel et al., (1996) attributed being overweight as a 

major determining factor for levels of hypertension in the general population. Moreover, they 

suggested how weight loss and the subsequent maintenance of an average weight are associated 

with the improvement of one’s physical condition and a decrease in the threat of mortality 

(Kannel et al., 1996).  The rising levels of obesity and obesity related secondary conditions 

warrant further attention from the clinical and research communities.  

Since obesity is such a prevalent health concern, determining ways to assist patients with 

weight loss is of great importance.  Currently, many behavioral weight management programs 

exist.  However, their effectiveness is often limited and could be further improved.  One potential 

way of improving these weight loss outcomes is the incorporation of a systematic and structured 

homework procedure into a behavioral weight management program.  The use of homework in 

the field of psychotherapy has been determined to increase therapy outcomes (Kazantzis & 

Lampropoulos, 2002).  Homework allows clients to take what they learn in session and apply it 

between sessions in their everyday lives.  The current study is investigating whether the 

incorporation of a systematic and structured homework procedure to a weight management 

program will lead to greater weight loss outcomes.  A brief introduction to homework is 

presented next.   

Homework in Therapy 

 According to Kazantzis, Deane, Ronan, and L’Abate (2005), homework is defined as the 

completion of preplanned therapeutic activities by clients between therapy sessions.  Homework 

involves preplanning the homework task (i.e., goal setting), as well as providing feedback to 
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clients regarding the completion of the homework assignment (Scheel, Hanson, and 

Razzhavaikina, 2004).  Homework assignments enhance the process of a client’s cognitive and 

behavioral changes; the practicing and maintaining of newly learned cognitions, affects, and 

behaviors; as well as, client’s attempts at testing new behaviors in the future (Kazantzis et al., 

2005 a).  Homework assignments allow clients the chance to address internal processes that may 

vary by situation (i.e., cognitions, affects, physiology, behaviors), which can assist with the 

generalization of session topics to clients’ everyday lives (Kazantzis et al., 2005 a).  According to 

Persons, Davidson, and Tompkins (2001) and Kazantzis et al., (2005 a), homework has received 

more attention in the research literature than any single experience of Cognitive Behavioral 

Therapy (CBT).  Furthermore, homework has been determined to produce a quantifiable effect 

on therapeutic outcomes (Kazantzis et al., 2005 a).  The research literature has repeatedly 

supported the relationship between homework task completion and positive benefits (Kazantzis 

et al., 2005a).  Homework is a major tenant of CBT and is most commonly used by psychologists 

who identify with the CBT theoretical orientation (Kazantzis, Lampropoulos, and Deane, 2005b).  

The systematic utilization of homework assignments is not viewed as merely supplement to 

therapy, but as a defining experience of the therapeutic process (Kazantzis et al., 2005a). The use 

of homework best requires a collaborative relationship between the therapist and client, both of 

whom have unique roles in the assignment, implementation, and review of homework tasks.  

Defining the roles for both the therapist and client provides a clearer understanding of the many 

elements inherent in homework.   

Elements of Homework 

 Some of the confusion that occurs related to the concept of homework in the research 

literature involves the inconsistency of terms regarding homework by therapists and the research 
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communities.  This inconsistency is the result of the negative connotation associated with the 

term homework, which often leads to clients negatively relating the term homework with 

previous experiences of schoolwork or unpleasant activities  (Kazantzis & L’Abate, 2007; 

Kazantzis, MacEwan, & Dattillo, 2005; Fehm & Kazantzis, 2004).  Other terms such as 

“between session activities” or “self-help assignments” are often utilized in an attempt to 

disassociate clients from the idea that they are being judged on homework tasks.  Therefore, the 

usage of the term “homework” is often not utilized in the therapy session and other more neutral 

terms are provided to clients.  

According to Kazantzis and Deane (1999), the majority of psychologists utilize 

homework as a means of increasing therapeutic outcomes.  However, some variation in how 

homework was utilized differed based on the theoretical orientation of the psychologists.  

Psychologists who self-identified as cognitive behaviorally oriented utilized more structured 

forms of homework, which equated to greater therapy outcomes (Kazantzis et al., 2005b).  These 

structured approaches to homework involved the defining, assignment, implementation, and 

review of homework tasks.  Additionally, the purpose of homework is to engage clients in the 

application of in-session skills or tools to their everyday lives.  This requires unique roles for 

both the therapist and client, which are discussed next.   

Therapist’s role.  The completion of homework tasks has been associated with greater 

engagement by clients and is also utilized as a predictive factor for future homework compliance 

(Kazantzis & Deane, 1999; Shelton & Levy, 1981).  Therefore, the selection of realistic and 

pertinent homework tasks is essential for the optimization of clients’ time between sessions.  The 

therapist’s role in the usage of homework in therapy involves the designing, assigning, and 

reviewing of homework tasks, which involves a sizeable amount of in-session time (Kazantzis & 
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L’Abate, 2007).  The first major role for the therapist is defining and identifying the homework 

task.  This involves the therapist and client working together in-session to define a homework 

task that is appropriate for the client’s ability level, is socioculturally appropriate, is related to the 

goal of therapy, and is considered as a beneficial task by the client.  

The second major role of the therapist is the process of assigning the homework task.  

This involves in-session collaboration and includes a systematic approach to the development of 

a goal for homework completion.  This systematic approach specifically involves the 

identification of conditions surrounding how the client plans to implement the homework task, 

which translates as the goal for the week (e.g., what, when, where, how long, and how many 

times the client will attempt the homework task between sessions; Shelton & Levy, 1981; 

Kazantzis & Deane, 1999).  For instance, McCarthy (1985) reported how the assignment of 

vague homework tasks can lead to a variety of substantial difficulties.  Therefore, this increased 

level of specificity provides clients’ with a better understanding as to the goal for homework task 

completion.  Shelton and Levy (1981) reported how the usage of a structured approach to the 

assignment of homework was associated with increased motivation and engagement by clients.  

Kazantzis and Deane (1999) stated that the utilization of a systematic approach to the assignment 

of homework is a vital element of a therapist’s role and this systematic approach has been 

associated with greater levels of homework compliance and increased therapy outcomes.  

 A third major therapist role is the review and provision of feedback regarding homework 

task completion from the previous week.  According to Kazantzis and L’Abate (2007), clients 

will not view homework as an integral experience of the therapy process if homework 

assignments are not reviewed following attempt or completion.  The review and provision of 

feedback supports the importance of homework completion to the client, as well as positively 
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reinforces in-session principles.  According to Bryant, Simons, and Thase (1999), a significant 

correlation was determined between the therapists’ review of a client’s previous homework 

assignment and client compliance (r = 0.39). The therapist’s role of reviewing homework tasks 

generally occurs in the beginning of the session the week after the goal for homework task 

completion was determined.  The act of reviewing homework tasks reinforces the importance for 

the assignment, as well as provides the therapist and client the opportunity to address any 

problems with the implementation of the tasks.   In terms of providing clients with feedback 

regarding homework tasks, the therapist’s role includes the praising of client’s attempts to 

complete homework tasks, which additionally creates an atmosphere where the client does not 

feel criticized or judged (Kazantzis & L’Abate, 2007).   For instance, an effective strategy for 

providing clients’ feedback on completed homework tasks involves the act of congratulation 

(Kazantzis & L’Abate, 2007; Beck, Rush, Shaw, & Emery, 1979).  Homework task review and 

feedback, therefore, are intricate experiences of the therapeutic process in CBT (Kazantzis & 

L’Abate, 2007).  An understanding regarding the different therapist roles inherent in the process 

of utilizing homework in therapy is vital. However, the client’s role is also critical.  

Client’s role.  The client’s input regarding the defining, assigning, and implementing of 

homework tasks is a necessary element of the homework process.  This input regarding 

homework activities provides pertinent information related to potential barriers, the fit of the task 

to the client’s sociocultural identity, the appropriateness of the homework task to the client’s 

ability level, and whether the client determines the task to be beneficial (Kazantzis & L’Abate, 

2007).  Furthermore, the client’s input can provide useful information regarding the specifics of 

the client’s life.  According to Freeman and Rosenfield (2002) and Kazantzis and Lampropoulos 

(2002), allowing the client to choose the homework task, as well as when, where, and how to 
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complete this task, has been associated with increases in client commitment, accountability, and 

compliance with therapy.  Therefore, the client’s first role in therapy is to work with the therapist 

collaboratively in the defining and assigning of homework tasks (Kazantzis and Lampropoulos, 

2002).  The client’s feedback in both of these areas allows the therapist and client to 

collaboratively select a realistic and beneficial homework task, but also assists with the defining 

of the goal for homework task completion.   

The second major role of the client is to implement the homework task by following the 

structured goal that was determined in the previous therapy session.  This goal for homework 

task completion should be specific so that the client has an understanding as to what is to be 

accomplished between sessions.  It is this between session implementation of homework goals 

that assists the client with applying in-session concepts in their everyday life (Kazantzis  & 

L’Abate, 2007).   

The final role of the client is to provide the therapist with feedback regarding the 

experience of implementing the homework task.  It is this experience that will shed light on 

potential problems and barriers, as well as assists with the shaping of future homework 

assignments (Kazantzis  & L’Abate, 2007). This again is a collaborative process, because the 

therapist elicits feedback from the client on the experience of implementing the homework task, 

but also provides the client with feedback to increase the client’s understanding concerning the 

process.  The interrelated nature of the therapist and client roles in the process of homework can 

be complex, and therefore, the utilization of a systematic process assists with the defining of the 

conditions inherent in each of the aforementioned roles. 
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Conceptual Model for the Recommendation of Homework Assignments 

 As stated previously, the therapist and client have specific roles in the process of 

defining, assigning, implementing and reviewing of homework tasks.   Scheel, et al. (2004) 

developed a six-phase model that clarifies how each of the above roles and processes occur in the 

context of therapy.  This model provides a clearer understanding of the systematic process for 

how and when homework occurs in a therapeutic setting.  This model guided this project’s 

approach to the systematic implementation of homework assignments in the weight management 

setting.  This six-phase model incorporates both roles of the client and therapist, as well as the 

process of planning and reviewing homework assignment with clients.  This process further 

expresses how the homework procedure involves a great deal of in-session and out of session 

time.  An in-depth description of each of the phases are provided in further depth in Chapter 

Two, as well as how these phases apply to the current study are provided in Chapter Three.  

Phase 1 involves the client and therapist working together to formulate what the homework task 

will entail.  This involves selecting homework tasks that are appropriate for the client’s 

sociocultural identity, ability level, and are geared towards the purpose of therapy.  This phase 

also involves the therapist and client working together to determine a goal for the successful 

completion of this homework task between sessions.  Phase 2 involves the therapist and client 

determining the contingencies related to this goal, including when, where, how often the client 

plans to implement the chosen homework task.  It is during this phase that the therapist should 

provide the client with the rationale for the homework task, which should incorporate how the 

completion of the homework task will assist the client with the attainment his or her therapy 

goals.  Lastly, clients are provided with a written description of the homework tasks to refer to 

between sessions.   Phase 3 involves the therapist and client attempting to determine any 
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particular barriers that may occur between session, as well as the therapist assessing the 

likelihood of the completion of the homework task by the client.  Phase 4 involves the client’s 

attempt at implementing the homework task between sessions.  This experience provides the 

client with a great deal of information regarding barriers, strengths, and any potential 

contingencies in place that may hinder or encourage the homework task.  Phase 5 involves the 

therapist inquiring about the client’s experience regarding the implementation of the homework 

task.  This will provide the therapist with pertinent information that can be utilized to drive future 

homework tasks.  This is additionally the best time to praise the client for any attempts at 

implementing the homework task.  Lastly, Phase 6 involves the client reporting about his or her 

experience regarding the homework task.  This provides beneficial information regarding how 

beneficial the client felt the task to be, any positive reinforcement that occurred as a result of the 

completion of the task, and any unforeseen barriers that may have hindered the client’s ability to 

complete the homework task. 

 The above phases were described to illustrate the process of homework task defining, 

assigning, implementing, and reviewing, as well as clarify the roles of the therapist and client.  

An introduction to the elements of weight management programs is provided below.   

Weight Management Programs 

Since the research and medical communities support the positive benefits of having a 

healthy weight, countless numbers of weight loss options have surfaced within the last decade.   

Many commercials promise quick fixes and guaranteed results with no changes in one’s eating or 

physical activity behaviors.  Although some of these options have assisted with temporary 

weight loss, many “over the counter” (OTC) weight loss supplements are not regulated by the 

Federal Drug Administration (FDA) and therefore could pose a potential risk to consumers’ 
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health (e.g., adverse drug reactions). Additionally, many of these OTC supplements have not 

been empirically tested, leaving one to question the overall efficacy of the product.  Furthermore, 

there is no emphasis on changing one’s current eating and physical activity behaviors, which 

leads to clients maintaining their current behaviors and habits. Other weight loss options provide 

clients prepared meals and snacks for every meal.  Although these programs address nutritional 

needs by providing clients with nutritionally rich meals that are prepared to meet a certain calorie 

amount, they fail to address the physical activity and behavioral experiences.  Due to the lack of 

emphasis on behavioral change, clients in these programs often regain their weight once they no 

longer purchase the food from these programs.  Countless self-help books also exist, which 

provide a wide array of different types of “diets” claiming to help clients’ lose weight.  Again, 

many of these claimed “miracle diets” are not supported by science and clients’ often struggle 

with the implementation of diet principles into their everyday lives. Other more extreme options 

have surfaced, with many turning to more invasive procedures to assist with their weight loss 

goals.  These more extreme options can be associated with potentially life threatening 

complications, are very expensive, and often require a dramatic change in one’s lifestyle (e.g., 

gastric bypass surgery). These programs additionally require a lengthy screening process to 

determine if the client is psychologically fit to withstand the changes that occur as a result of the 

surgery.   

Other programs, however, have created empirically based formats that address the 

nutrition, physical activity, and behavioral experiences supported by the research literature.  

Programs such as the Diabetes Prevention Program, Weight Watchers, TOPS, and many other 

programs all address the three empirically based experiences which have been linked to greater 
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weight loss outcomes.  Since so many weight loss options exist, it was thought to be beneficial to 

specifically define the elements found in empirically based weight management programs.  

Elements of Weight Management Programs 

Research currently supports that empirically based programs, which address the 

following experiences: 1) caloric intake (including fat gram amounts), 2) level of physical 

activity, and 3) behavioral modification, assist with weight loss.  Some programs include 

different combinations of these experiences, however it is clear that programs containing all 

three lead to greater weight loss outcomes (Lang & Froelicher, 2006).  The balance between 

caloric intake and energy expended is an essential concept linked to weight loss.  Furthermore, 

behavioral experiences provide empirically based tactics for assisting clients with behavioral 

change.  These three experiences together provide the information and skills needed to assist 

with weight loss.  According to a review conducted by McTigue et al. (2003), programs that 

incorporated counseling on diet, physical activity, and behavioral modification had greater 

weight loss outcomes.  Furthermore, the U.K. National Health Service (1997) reviewed 24 

different randomized controlled trials, and they concluded that behavioral interventions in 

conjunction with diet and exercise were effective in assisting clients with losing weight.  Weight 

loss programs are typically provided in a group format with 10-20 group members, last 

approximately 12-24 sessions, and are run by trained professionals in the areas of nutrition, 

psychology, and/or exercise science (e.g., dieticians, exercise physiologists, counselors, 

psychologists).  Due to the nature of these programs, process and psychoeducational experiences 

are both involved in weekly sessions.  This is to provide the benefit of group processes (peer 

support, interdependence, etc.), while providing the content needed for clients’ to lose weight 

(e.g., nutritional guidelines and other psychoeducational experiences).  In 2002, a research study 
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conducted by the Diabetes Prevention Program (DPP) Research Group created a program that 

incorporated all of the above experiences, as well as found the program to effectively decreased 

participants’ weights to levels that indicated positive physiological benefits (i.e., at least 7% body 

weight reduction).  After the publication of this study, DPP programs began being implemented 

in a variety of settings in several countries around the world.  The current DPP program involves 

several different session topics including the identification of fat grams, choosing calorie goals, 

incorporating physical activity, increasing cardiovascular exercise, incorporating fruits and 

vegetables into one’s diets, increasing levels of fiber, managing stress, challenging negative 

thinking, coping in high risk situations, etc.  Each of the 16 sessions focuses on one area of either 

decreasing one’s caloric intake, increasing one’s physical activities, or the utilization of 

behavioral experiences to assist with behavioral change. A complete list of the DPP session 

content is available in Appendix A.  Due to the popularity of this program, as well as its 

significance to this study, the original DPP study is described in more detail below.   

Diabetes Prevention Program 

 The Diabetes Prevention Program (DPP) is a lifestyle change program that assists 

patients with nutritional, physical activity, and behavioral modification changes to assist with 

weight loss.  This program was tested and proven effective in a major study (DPP Research 

Group, 2002a), which compared it against a medication condition on pre-diabetic participants.  

The results of the study found that the lifestyle management group had a 58% decrease in risk 

associated with the development of diabetes, whereas the medication group (Metformin) had a 

31% decrease in associated risk factors.  This study supported the efficacious nature of adopting 

healthy eating and physical activity behaviors as a means of assisting with decreasing one’s risk 

of developing diabetes (DPP Research Group, 2002a).   
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Although the lifestyle management experience of the DPP study had greater success with 

decreasing the incidence of diabetes in participants when compared to the medication 

Metformin, there still are areas that could be improved to increase the overall weight loss 

outcomes.  Therefore, research that addresses ways these weight loss outcomes could be 

improved is greatly needed.   Since the development of the DPP, researchers have attempted to 

determine ways to alter the program to fit the needs of the community and/or populations of 

interest (Jackson, 2009).  For instance, one major change incorporated after the 2002 study was 

the alteration of the program from a one-on-one format to a group based administration.  This 

alteration was made to allow for a more cost effective implementation of the program, as well as 

to provide the program to greater numbers of individuals.  The developers of the DPP 

collaborated with a grouping of YMCAs to assist/study this transition of the DPP research study 

into several community settings.  Although the original study involved the process of planning 

for barriers and problem solving, this was only addressed minimally once converted to a group 

format.  This original planning for barriers and problem solving was referred to as the “toolkit”, 

however, lacked the aforementioned structured processes for defining homework tasks.  

Additionally, the process of structuring homework tasks for completion between sessions is not a 

standard practice.  Therefore, the premise behind the present study is the addition of a structured 

homework procedure to a group based weight management program (DPP-based) to determine if 

this will improve weight loss outcomes.   

Homework and the Diabetes Prevention Program 

After an extensive search of the weight management literature, this author was unable to 

locate any studies that investigated the inclusion of a structured, systematic way of assigning 

homework tasks for group members in a weight management program.  A significant amount of 
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research supports the incorporation of homework in psychotherapy (Kazantzis & Lampropoulos, 

2002).  As stated previously, the use of homework in psychotherapy involves a great deal of in-

session time (Kazantzis & L’Abate, 2007).  It additionally involves unique roles by both the 

client and therapist, and includes the defining, assigning, implementing, and reviewing of 

homework tasks.  The theoretical underpinnings in both the homework process as well as in the 

structure of the weight management programs are complementary in nature and support the 

hypotheses that the incorporation of this structured homework procedure could lead to greater 

weight loss outcomes.  Both homework and the DPP weight management program are based on 

Cognitive Behavioral and Social Cognitive Theory, which provide the theoretical framework for 

the current project. An introduction to the theoretical context of the study is provided in the next 

section that addresses the research questions, and it is further discussed in Chapter Two.   

Research Questions 

The cognitive behavioral experiences of homework involve the shaping and maintaining 

of behaviors through the relationship of positive contingencies (Kazantzis et al., 2005a).  By 

attempting homework tasks between sessions (i.e., replacing maladaptive behaviors with more 

adaptive ones), the client is more likely to experience these positive contingencies related to the 

new behaviors. Additionally, the opportunity for success and positive reinforcement also 

increases when this homework task and all its experiences are specifically defined, is appropriate 

for the client’s ability level and sociocultural identity, is determined meaningful by the client, and 

is directly related to the goal at hand (Tomkins, 2002; Kazantzis & Deane, 1999).  By 

systematically structuring the goal for the homework task with the client, the client is better 

prepared to address this task in between sessions and increase their sense of self-efficacy in 

completing it (Kazantzis et al., 2005a; Scheel et al., 2004). The more reinforcing experiences the 
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client has, the more likely the client is to continue to complete homework tasks and eventually 

adopt these new adaptive behaviors as part of their lifestyle.  This positive reinforcement 

additionally provides the client with a sense of mastery over the homework task, which also is 

related to an increasing of one’s self-efficacy.  In accordance with Bandura’s Social Cognitive 

Theory, an individual’s self-efficacy beliefs can have particular relevance regarding homework 

compliance (Kazantzis & L’Abate, 2007).  Additionally, those who develop a greater level of 

self-efficacy through reinforcement from homework tasks may also redefine their outcome 

expectations and be more self-regulatory with their eating and physical activity behaviors.  

Clients who are confident they can successfully accomplish the homework task (self-efficacy) 

and believe that the outcome of their homework task is going to equate to the desirable result of 

losing weight (outcome expectations), will have greater levels of homework compliance, more 

adoption of adaptive eating and physical activity behaviors, and have greater levels of weight 

loss (Kazantzis et al., 2005b).  The theoretical links regarding the development of this study’s 

research questions are described in further detail in Chapter Two.  Therefore, the following 

research questions were addressed in this study: 

Indirect Outcome Measures 

Indirect outcome measures of the homework procedure involve the increasing of adaptive 

behaviors (i.e., completion of homework logs) and the decreasing of maladaptive behaviors 

related to weight loss (i.e., fat intake and exercise levels).  Additionally, the degree of self-

efficacy related to weight management and engaging in physical activity will also be assessed.  

Therefore, the following research questions were developed to measure these indirect outcomes.   

(1) Does the addition of a systematic and structured homework procedure increase the 

amount of completed between session materials (i.e., as measured by the number of 
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completed food logs, as well as the homework completion quantity and quality items on 

the Between Session Assignments Questionnaire)?  

(2) Does the addition of a systematic and structured homework procedure enhance 

participant’s self-efficacy related to weight loss and physical activity (as measured by the 

global score of the Weight Efficacy Life-Style Questionnaire (WEL) and Exercise Self-

Efficacy Scale (ESES))? 

(3) Does the addition of a systematic and structured homework procedure lead to 

decreased levels of fat intake as measured by the Dietary Habits Questionnaire (DHQ) 

and increased levels of physical activity as measured by the Paffenbarger Physical 

Activity Questionnaire (PPAQ)? 

Direct Outcome Measures  

Due to the nature of this study involving a weight management program, weight loss was 

determined to be the direct outcome of the enhanced homework procedure.   

(4) Does the addition of a systematic and structured homework procedure enhance the 

weight loss outcomes already established by the weight management program as shown 

in weight loss by: 

(a) meeting the program goal of  7% weight loss (as measured in kilograms)? 

(b) meeting the subclinical program goal of 5%, which still equates to  health 

benefits (as measured in kilograms)? 
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CHAPTER TWO 

LITERATURE REVIEW 

  

 The following chapter introduces the theoretical underpinnings and elements of 

homework, as well as discusses the empirically based principles associated with increased 

homework compliance.  Additionally, the theoretical underpinnings and elements of weight 

management programs are discussed, including the evidenced based components that have been 

equated with weight loss outcomes.  The conclusion of this chapter then addresses how the 

theoretical substrate of homework and weight management was used to drive the development of 

this study. 

Homework in Therapy 

Theoretical Underpinnings 

 As stated previously, the use of homework assignments is a major element of cognitive 

behavioral therapy.  The underlying theoretical roots related to how homework enhances 

therapeutic outcomes can be found in the tenants of Cognitive Behavioral and Social Cognitive 

theories. The process of learning in homework is described through Cognitive Behavioral Theory 

(CBT) and Social Cognitive Theory (SCT).   

 Cognitive Behavioral Theory.  As stated by Kazantzis et al. (2005a), cognitive and 

behavioral assumptions have provided significant knowledge regarding the process of learning. 

These same assumptions have been applied to how individuals learn new concepts in therapy, 

which have the potential to shape how clients approach their environment.  Research supports 

how homework assignments have been associated with greater therapy outcomes.  The purpose 

of homework is to assist with cognitive and behavioral changes by applying in-session concepts 
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to one’s everyday lives.  The following aims to show the connection of cognitive behavioral 

principles with therapy outcomes.    

From a cognitive perspective, how an individual perceives his or her environment can 

affect how one behaves.  This involves the interrelated nature of cognitions, affects, and 

behaviors associated with the concept of homework.  According to Beck (1976), one’s cognitions 

are a major determinant for how he or she feels and behaves. For instance, Kazantzis et al. 

(2005a) reported how clients’ beliefs regarding the benefit of the homework task, as well as their 

prior experiences with homework, have the ability to determine the level of homework task 

completion.  If a client believes that the homework task has no beneficial value, then he or she 

will not feel that it is meaningful and therefore, be less likely to follow through with completion.  

This further supports the importance of collaborating with the client in the structuring of 

homework tasks where clients specifically define what they are to accomplish.  By working with 

the client, the therapist can determine if any cognitive barriers are present, and troubleshoot with 

the client to determine a task he or she deems manageable.  Furthermore, clients who have had 

bad experiences in schools may equate these “homework tasks” as a means of being judged or 

criticized, which may make homework task completion difficult.  Therefore, an individual’s 

perception of the homework task has major implications regarding whether or not he or she will 

complete the task.   For example, if a client views the homework task of working out 30 minutes 

a day as a beneficial task, and believes this task will help achieve her goal of weight loss, she is 

more likely to successfully complete the weekly homework task.   

From a behavioral perspective, the processes of classical and operant conditioning 

provide an explanation as to how homework assists with the process of learning.  For instance, 

classical conditioning involves the relationship between a conditioned stimulus and an 
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unconditioned stimulus, wherein the unconditioned stimulus begins to evoke the same response 

as the conditioned stimulus.  This same process can be applied to the concept of homework in 

therapy.  For instance, it is common in weight management for clients to report how the act of 

eating certain high calorie foods provides a strong sense of pleasure and satisfaction.  It is this 

pairing of pleasure and satisfaction with the act of eating high calorie foods that can be very 

detrimental to a client’s efforts to lose weight.  This pairing of comfort and food results in the 

development of a maladaptive coping mechanism, which has clients using food as a way to 

comfort themselves to deal with feelings of anxiety or depression. By having the client engage in 

another activity instead of eating high calorie foods (i.e., as the homework task), over time, the 

pairing between seeking out food for comfort begins to weaken and the new pairing of the 

adaptive behavior with comfort strengthens. Taking this concept one step further, it is then 

believed that clients’ will begin to transfer newly learned behaviors to new contexts as a result of 

the generalization of newly learned conditioned responses to new situations (e.g., utilize exercise 

to assist with stress, instead of watching TV; Kazantzis et al., 2005a).  Additionally, the process 

of cognitive restructuring allows clients to reformulate their beliefs regarding nutrition, weight 

loss, physical activity, etc., which further assists with the behavioral components as described 

above.  According to Kazantzis et al. (2005a), the use of homework as a part of therapy allows 

the therapist to test whether in-session concepts are transferring to other areas of clients’ lives.  

This generalization of concepts, behaviors and/or skills is what allows clients to improve and 

maintain a level of wellbeing once therapy has terminated.   

Another behavioral principle that is associated with behavioral change in the context of 

homework is operant conditioning.  According to Kazantzis et al. (2005a), the process of 

understanding what conditions affect a client’s behavior is an important experience of behavioral 
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change. This process also involves an understanding of the relationship between contingencies 

and behaviors.  For instance, for a behavior to be maintained, positive contingencies must be 

experienced, whereas negative contingencies will decrease a behavior.  Any behavior that does 

not receive either positive or negative contingencies will result in the extinguishment of that 

behavior (Kazantzis et al., 2005a).  In terms of homework, clients who experience positive 

reinforcement as a result of completing homework tasks will be more likely to repeat that 

behavior in the future, in the event these positive contingencies continue.  For example, if a 

client’s homework task was to work out for 30 minutes a day and he or she noticed a decrease in 

his or her pant size as a result of this increased physical activity, then this would increase the 

likelihood the client would continue to complete this task. Additionally, the concept of operant 

conditioning also involves the understanding of what antecedents and consequences are currently 

maintaining a certain maladaptive behavior.  For example, if a client reports that she is unable to 

eat healthy while at work, understanding what contingencies are reinforcing this behavior is 

important.  Furthermore, if the therapist finds that the client does not pack a lunch, which leads 

to feelings of hunger and the seeking of the nearest vending machine, this provides pertinent 

information as to what is maintaining her inability to eat a healthy lunch.  The therapist and 

client can then collaborate on a way to break this contingency/behavior pattern, as well as assist 

with the creation of a new more adaptive contingency/behavior pattern.   

Two additional behavioral concepts that provide a rationale for the usage of homework in 

therapy are the principles of shaping and maintenance. As stated previously, one of the main 

purposes of homework is to assist clients with taking in-session concepts and skills and applying 

them to a variety of situations in their everyday lives.  Therefore, understanding the process of 

shaping and maintenance provides a further explanation as to how homework leads to 
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therapeutic benefits.  According to Skinner (1988), the shaping and maintaining of a behavior 

occurs as a result of reinforcement, which is desired by the client, immediate and intermittent in 

nature, and contingent on the act of the behavior (Kazantzis et al., 2005a).  These reinforcements 

can take many different forms, however, clients must view the reinforcement as a positive 

consequence of performing the deemed behavior. One concept associated with the maintenance 

of a newly learned behavior is the act of practice.   The more a client practices a behavior, the 

more likely the behavior will be maintained as part of his or her behavioral repertoire.  This is a 

major experience of homework, where the client practices in-session concepts/skills between 

therapy sessions.  The positive reinforcement received by clients in relation to these practiced 

attempts assists with the continued implementation of the behavior. Over time, the client begins 

to generalize his or her newly learned behavior to new situations, wherein this process of 

successive approximations in conjunction with continued reinforcement, leads to the maintaining 

of the newly learned behavior in a variety of settings (Kazantzis et al., 2005a).  For example, a 

client and therapist collaborate on a homework task, which involves the client eating a high-fiber 

and high-protein breakfast instead of a sugary cereal to assist with hunger.  The client identifies 

this task as beneficial towards his goal of losing weight and therefore decides to try the task 

during the week.   The client gradually incorporates eating a healthy breakfast by increasing the 

number of times a week he eats a bowl of oatmeal and a Greek yogurt, which ultimately 

decreases the levels of hunger the client experiences before lunchtime. The more the client 

incorporates this new breakfast, the less hungry he feels during the day and the more weight he 

subsequently loses (i.e., from gradually cutting out unplanned snacking due to the decreased 

hunger). This decreased level of hunger reinforces the client’s behavior of eating the high protein 

and high fiber breakfast, which is eventually incorporated every day into his new breakfast 
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routine.  Since the high fiber and high protein breakfast assists the with the client’s hunger before 

lunch, he then decides to eat a high fiber and protein lunch to assist with hunger before dinner.  

This is an example of a client shaping his behaviors through the process of successive 

approximation (i.e., the gradual inclusion of the healthy breakfast was reinforced by gradual 

decreases in hunger and gradual increases in weight loss). The client then generalized the 

concept of a high fiber and high protein breakfast to lunch as a means of assisting with later day 

hunger.    Therefore, CBT can be used to explain how experiences of learning and behavioral 

change occur in the context of homework.  Another influential theory, SCT, can also be used to 

explain how the process of homework in therapy is related therapy outcomes.   

Social Cognitive Theory.  According to SCT, clients conduct a cost/benefit analysis to 

determine whether or not to engage in a particular activity (Kazantzis et al, 2005a).  Clients’ 

intrinsic beliefs affect their perception of this cost/benefit analysis, which ultimately determines 

the degree to which a client is willing to partake in a certain behavior (Bandura, 1977).  If a 

client defines the cost as too great, then this decreases the probability of engagement.  On the 

other hand, if the benefit is determined to be greater than the cost, then this increases the 

likelihood the client will engage in the behavior. This same concept can be used to explain how 

clients determine whether or not to complete homework tasks.  For instance, if clients believe 

that a weight management program is going to require they give up all sweets, then they will 

most likely consider this cost as too great for compliance.  On the other hand, if clients believe a 

weight management program will assist them with making manageable lifestyle changes that will 

assist with weight loss (i.e., benefit determined greater than cost), then they are more likely to be 

engaged with the program.  A major concept of SCT, which is related to homework compliance, 

is the degree of self-efficacy (belief in ability to complete a task) needed to complete an action. 
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For instance, an individual’s level of self-efficacy regarding a specific homework task affects his 

or her decision to ultimately engage in that homework task (Kazantzis et al., 2005 a).   More 

specifically, self-efficacy is related to the aforementioned cost/benefit analyses, wherein a higher 

level of self-efficacy equates to a higher level of confidence in one’s ability to complete a given 

homework task.  The higher this level of confidence, the more likely a client will view the 

benefit as greater than the cost.  For instance, if a client believes that he is a great cook, and 

therefore, has an inherent greater level of confidence, or self-efficacy related to his cooking 

ability, then the client will be more likely to try new and healthier recipes.  Additionally, the 

clients’ expectations regarding the outcome of a behavior (outcome expectations) and the 

associated contingencies also guide the likelihood an individual will complete a specified 

behavior (Bandura, 1977). That is, if, for instance, a client believes that a specific homework 

activity will help them lose weight, they are more likely to complete it. Therefore, SCT assists 

with the understanding of how engaged an individual will be in treatment, as well as whether 

they will apply in-session concepts to their everyday lives.  For example, if a weight loss client 

develops an increased level of self-efficacy, as a result of completing homework tasks between 

sessions, then he or she is more likely to continue to engage in treatment.  This increased level of 

engagement as a result of the increased self-efficacy, which also is associated with increases in 

the level of completed homework tasks, will then equate to greater therapy outcomes (Kazantzis 

et al., 2005 a). 

Elements of Homework 

 The above theories explain how learning and behavioral change occurs within the context 

of homework, but also explain how a client decides whether or not to engage in homework tasks. 

This section explains how homework has been empirically validated in a variety of different 
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psychotherapy contexts, and describes the empirically supported principles of homework that 

increase homework compliance.   

 Use of homework in psychotherapy.  The use of homework in CBT based 

psychotherapy has been thoroughly researched, wherein the assignment of homework has been 

integrated into therapy for a wide array of different psychological disorders (Kazantzis, Deane, & 

Ronan, 2000).  In the past 20 years, there have been over 30 studies that have examined the 

outcome effects of homework in psychotherapy (Kazantzis & Lampropoulos, 2005).   For 

instance, homework in psychotherapy has been studied with many different client populations, 

including those who suffer from cluster C personality disorders (Ryum, Stiles, Svartberg, & 

McCullough, 2010), psychosis (Rector, 2007), social phobia (Leung & Heimberg, 1995), 

generalized anxiety disorder and insomnia (Freeman, 2007), depression (Garland & Scott, 2007), 

eating disorders (Schlam & Wilson, 2005), substance abuse (Najavitas, 2002), sexual 

dysfunction (Gambescia &Weeks, 2007), and numerous other psychological conditions.  Despite 

the variation in presenting problems, the results of the above investigations determined that 

homework was associated with greater therapy outcomes. The usage of homework in 

psychotherapy has become widely accepted, wherein homework tasks are viewed as a vital 

experience of the psychotherapy process.  As stated previously, homework is not viewed as an 

added or supplementary experience to therapy, but as a major tenant of the therapy process 

(Kazantzis et al., 2005a).  Research has supported the correlation between the completion of 

homework tasks, also known as homework compliance, and positive treatment outcomes 

(Kazantzis, et al., 2000).  According to a meta-analysis conducted by Kazantzis, et al. (2000), the 

use of homework in therapy was related to greater outcomes than treatments without homework. 

Due to the increased popularity of homework in psychotherapy, many clinical conditions now 
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have manual-based treatments that include homework tasks. Furthermore, in a survey completed 

by Kazantzis, Lampropoulos, and Deane (2005b), most psychologists surveyed reported some 

use of homework as a routine experience of therapy in their practice, and identified homework as 

a meaningful task.  Therefore, the research literature supports that homework in psychotherapy 

assists with greater therapy outcomes and is utilized by many practicing psychologists.   

As stated previously, Persons, Davidson, and Tompkins (2001) and Kazantzis et al., 

(2005 a) reported that homework has received more attention in the research literature than any 

single experience of CBT.  One major area that has received a lot of attention involves how to 

increase homework compliance (Tompkins, 2002; Shelton & Levy, 1981; Scheel et al., 2004).  

The research literature also supports that those who complete homework tasks have greater 

outcomes than those who don’t complete these between session activities (Burns & Spangler, 

2000).  Therefore, it is important to understand what principles are linked to greater levels of 

homework compliance, since this greater level of compliance is associated with increased 

therapy outcomes.  

Principles for homework compliance.  The research literature has identified ways in 

which a therapist can enhance homework compliance by clients, based on empirically supported 

guidelines (Tomkins, 2002; Kazantzis & Deane, 1999).  Tompkins (2002) provided several 

guidelines for enhancing homework compliance by clients.   First, Tomkins (2002) identified the 

importance of making homework tasks meaningful and relevant to the goals of therapy.  

Typically, clients present to the counseling session with an idea of what they would like to 

accomplish over the span of treatment.  Therefore, homework tasks need to be structured around 

activities that would ultimately help clients achieve their goal.  Homework tasks need to be clear 

and concise, so that clients understand the purpose behind their assignments.  This again is 
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linked to clients deeming the homework task as meaningful and beneficial, which increases the 

likelihood of compliance with the task.  These homework tasks also need to be realistic, wherein 

both the therapist and client agree that the completion of the homework task is feasible and 

appropriate for the client’s ability level.  It is also beneficial to make homework tasks relevant to 

the focus of the current session, so that clients can see how what they are currently learning 

applies to their lives.  This is accomplished by summarizing what was discussed, while 

connecting the current session to previous sessions when applicable. It is then important to relate 

the current session to the homework task, meanwhile linking the homework task to the clients’ 

goals and checking with clients that they understand the assignment in its entirety.    It is 

additionally important that the therapist and clients agree on the assigned homework task, to 

assist with clarity for both parties (Tomkins, 2002).  All homework tasks should be appropriate to 

clients’ sociocultural identity, so that clients can generalize the homework task to their lives 

(Tomkins, 2002).  For example, assigning an Asian American client a homework task that 

involves eliminating carbohydrates from his diet, even though it has been determined that this is 

a major staple of his family’s eating patterns, is not being sensitive to the client’s social and 

cultural needs.   

Additionally, homework tasks need to be feasible, so the client has the ability to complete 

such tasks.  For instance, a homework task of eating only organic and gluten free foods may not 

be feasible if a client has financial concerns.  As stated previously, the purpose of homework 

tasks are to assist with the generalization of session concepts and skills from therapy to the 

client’s life, wherein maintenance of the newly learned behavior can be achieved.  Assignments 

that are not considered feasible could be counterproductive and discourage the client all together. 

Homework tasks should begin small and gradually increase in size and complexity (Tomkins, 
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2002).  Often homework tasks build on each other.  For instance, a client may be asked to track 

only his daily calorie amounts initially, but then over time be asked to track fat gram totals, 

servings of whole wheat, amounts of vegetables and fruits, etc.  Homework tasks need to have a 

clear and concise rationale, which explicitly states why the client is to complete the task 

(Tomkins, 2002).  If clients are given too many homework tasks at once, then they may feel 

overwhelmed and less likely to complete the assignment. When appropriate, homework tasks 

should have a back-up plan, which should be practiced, in the event a preconceived barrier 

occurs (Tomkins, 2002).  This models for a client the process of problem solving through 

barriers, as well as models what is to be expected by performing/completing the task.  Finally, 

homework tasks should be provided to the client in a written format, including the many 

contingencies associated with the performing of the homework task (i.e., what, when, where, 

how often).  This assists clients by allowing them to refer to the written form in the event they 

need to refresh their memory regarding the contingencies of the assignment (Tomkins, 2002).    

The above guidelines developed by Tompkins (2002) provide key principles that can be 

utilized by a therapist to assist with increasing homework compliance in therapy.  Since the 

completion of homework tasks have been determined to increase therapy outcomes, it is vital for 

therapists to utilize the above principles in an attempt to increase homework compliance.  

Further, empirical research has supported the link between many of these homework principles 

and homework compliance (Lampropoulos & Walker, 2011; Lampropoulos, Herman, & Dutton, 

2011; Lampropoulos & Moore, 2010). According to Kazantzis and Deane (1999), the usage of 

homework tasks assists with the “generalization and maintenance” of improvements made in 

therapy, which further assists with the continuance of newly learned behaviors.  Unfortunately, 

Kazantzis and Deane (1999) also reported that only a small percentage of psychologists actually 
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used a systematic method for defining, assigning, implementing, and reviewing of homework 

tasks in therapy, even though the systematic method for homework has been associated with 

greater therapeutic outcomes. Kazantzis and Deane (1999) further reported how the majority of 

psychologists failed to provide written instructions for homework tasks, as well as failed to allow 

clients themselves to determine the contingencies regarding homework task completion.  

Kazantzis and Deane (1999) provided their own guidelines for increasing homework compliance, 

which enhanced the guidelines presented by Tomkins (2002) by adding the act of asking clients 

to rate the likelihood they would complete the homework task on a scale of 0-100 (i.e., 0 = not 

confident at all to 100 = very confident).   This rating provides the therapist with the client’s 

degree of self-efficacy related to the completion of the homework task.  The provision of verbal 

reinforcement and encouragement for the completion of homework tasks was suggested, as well 

as determining the reasons behind homework noncompliance. 

 How a therapist administers homework in a therapeutic setting can be just as important as 

the principles utilized to increase homework compliance.  Therefore, the conceptual model 

developed by Scheel et al. (2004) was utilized as a means of structuring the implementation of 

principles for the current study.  This structure provides both the therapist and clients with a 

streamlined approach to utilizing homework within group sessions, as well as with the 

implementation of homework tasks between sessions.  The different phases of this model are 

described in further detail below. 

Conceptual Model for the Recommendation of Homework Assignments 

 Since the therapist and client have several roles inherent in the process of defining, 

assigning, implementing and reviewing of homework tasks, Scheel, et al., (2004) developed a 

six-phase model that illustrates how each of the above roles and processes occur in the context of 
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therapy.  This model provides a clearer understanding of how and when homework occurs in a 

therapeutic setting.  Scheel et al. (2004) assessed 16 empirical studies, which investigated the 

process for recommending homework in psychotherapy.  The above authors reviewed a variety 

of different theoretical foundations in the determination of what purpose homework serves in the 

field of psychotherapy, which ultimately led to the development of their conceptual model for the 

recommendation of homework assignments.  Scheel et al. (2004) utilized their review of the 

literature to develop a theoretically and empirically based six-phase model to illustrate the 

process of recommending homework assignments. This model guided this projects 

implementation of homework assignments in the weight management setting.  According to 

Scheel et al. (2004), the six-phase model incorporates both roles of the client and therapist, as 

well as the process of planning and reviewing homework assignment with clients.  A brief 

synopsis of each phase will be described below, and a visual representation developed by Scheel 

et al. (2004) is provided in Appendix B.  A detailed explanation of how each phase is 

incorporated into the current study is available in the methodology section. 

 Phase 1: Client-therapist formulation of homework.  During the process of phase 1, 

the therapist and client collaborate to determine the nature of the chosen homework assignments.  

This phase involves the client defining his or her conceptualization of the current situation, as 

well as the outlining of what actions will be implemented between therapy sessions. Scheel 

(2004) provided the following example: “What are your ideas about something you could do 

during the week to work on this goal?” to illustrate the collaborative nature between the therapist 

and client in the development of goals for the homework tasks.  This process is collaborative, 

wherein the therapist and client discuss the selection of realistic tasks for between session 

activities.  Phase 1 additionally provides the therapist with the opportunity to understand the 
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clients’ beliefs regarding their subjective reality, their inherent strengths, and additionally aids 

with the clarification of clients’ self-efficacy regarding the problem at hand.  For instance, the 

choosing of culturally appropriate homework tasks, which are realistic in nature and problem-

focused, are important experiences of phase 1.  In order for the client to determine homework 

tasks, the therapist and client need to have an established relationship that cultivates a 

collaborative process for the determination of goals for the completion of homework tasks 

between sessions.  The importance of therapist and client collaboration in the development of 

homework tasks has been highlighted by Kazantzis and Deane (1999) and Mahrer, Gagnon, 

Fairweather, Boulet, and Herring (1994).   

 Phase 2: Therapist delivery of homework recommendation.  During the process of 

phase 2, the therapist explicitly states how the chosen homework task is to be completed between 

group meetings and additionally involves the rationalization for the importance of the homework 

assignment.  This conversation involves the preparation and planning needed for the client to 

successfully implement the task between sessions.  This planning and preparation allows for the 

therapist and client to specifically define how the between session homework task is to be 

implemented.  A rationale that incorporates clients’ strengths, beliefs about the defined problem, 

and the beneficial nature of the task should be included.  Additionally, homework tasks should be 

appropriate for the client’s level of ability, which increases the likelihood of successful 

completion.  Scheel et al. (2004) further state how the act of discussing clients’ goals for 

homework assignments increases understanding of the task, as well as helps clients define tasks 

as realistic and manageable. The final experience of this phase involves  providing clients with a 

written description of the homework task, which provides clients with a guideline that defines 

their goal for the chosen homework task.  The above principles of phase two were developed by 
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Scheel et al. (2004) based on Mahrer et al. (1994); Kazantzis and Deane (1999); Scheel, 

Conoley, and Ivey (1998); Beck, Rush, Shaw, & Emery (1979); Glasser, Kazantzis, Deane, and 

Oades (2000); Cox, Tisdalle, and Culbert (1988); Schmidt and Woolaway-Bickel (2000); and 

Levy and Shelton (1990). 

 Phase 3: Client’s receipt of homework.  During the process of phase 3, the therapist and 

client address strategies that could be utilized to overcome barriers that may inhibit the 

completion of the homework task.   This involves the process of determining how confident the 

client feels regarding the completion of his or her task, as well as the revamping or discussing of 

goals for those who report low levels of self-efficacy.  Records of client goals should be 

documented, so the therapist is able to keep an accurate record of chosen homework tasks.  

Scheel et al. (2004) developed the above principles for phase 3 from the research literature 

(Kazantzis & Deane, 1999). 

 Phase 4: Implementation of homework tasks between sessions.  The process of phase 

4 addresses the agreement between client and therapist that the determined goals for homework 

task completion will be implemented between sessions.  For instance, Scheel et al. (2004) 

provided the following example, “Is this something you will be able to do in the next week?” as 

a means of obtaining an understanding from the client that the homework task is to be completed 

between therapy sessions.  Additionally in phase 4, the practicing of homework tasks in session 

provides the client with the ability to troubleshoot any issues, as well as allows for the modeling 

of the homework tasks.  These principles were incorporated in to phase 4 by Scheel et al (2004), 

and were developed from the homework-based research literature (Mahrer et al., 1994). 

 Phase 5: Therapist inquires about homework experience.  A sense of accountability is 

an important experience regarding the completion of homework tasks.  Therefore, phase 5 
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addresses this accountability by having therapists inquire about homework experiences at the 

next session and reviewing any tangible completed between session activities.   It is additionally 

important that therapists praise clients’ for any homework assignments that have been 

successfully completed between sessions.  Scheel et al. (2004) developed the principles of phase 

5 from research literature involving compliance to homework tasks (Shelton & Levy, 

1981;Kazantzis & Deane, 1999). 

 Phase 6: Client reports about homework experience.  The final phase of this model 

involves the therapist reviewing the client’s completion of homework tasks.  Scheel et al. (2004) 

defined this part of the model as the “feed-back-feed-forward interaction”, since homework tasks 

from the previous week have the ability to influence homework tasks for the following weeks.  

By addressing the completion of such tasks, the therapist and client can determine if future 

assignments should be adjusted to increase the likelihood of completion.  This assists the client 

with defining the experiences of task that either led to its successful or unsuccessful completion.  

This phase provides the information needed to develop future forms of homework tasks.  Scheel 

et al. (2004) developed this phase based on Kazantzis and Deane (1999). 

  The usage of homework is a vital experience of CBT and has been described to be one of 

the defining factors that separate CBT from other popular therapies (Kazantzis, 2005b; Goisman, 

1985; Blagys & Hilsenroth, 2002).   Many researchers have addressed the overall effectiveness 

of programs dealing with gradual dietary, physical, and behavioral changes (Wadden, Butryn, & 

Wilson, 2007). Even though many of these programs have CBT elements, these programs lack a 

systematic and structured process to the utilization of homework tasks as a part of treatment.  As 

stated previously, homework tasks in CBT have been determined as an effective approach to 

assisting with cognitive and behavioral changes with an array of different mental health and 
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behavioral problems (Kazantzis, et al., 2005b). Similarly, many weight management programs 

that utilize CBT principles also attempt to address the completion of tasks between sessions.  

There is no research, however, on the effect of utilizing a structured approach of defining, 

assigning, implementing, and reviewing of homework tasks in these weight management 

programs, even though homework tasks appear to be an important part of weight management 

curriculums. By providing a structured approach to the defining, assigning, implementing, and 

reviewing of homework tasks in weight management groups, clients are able to clearly define the 

contingencies related to the homework tasks, choose tasks that meet their ability and 

sociocultural needs, and learn the process of generalizing in session content to their everyday 

lives.  As supported by research in the field of psychotherapy, this is hypothesized to increase 

client engagement (i.e., increased self-efficacy and therefore increased homework compliance 

which equates to the adoption of adaptive behaviors), which ultimately improves weight loss 

outcomes.  Therefore, it is important to discuss the theoretical underpinnings and elements of 

weight management programs, to further the reader’s understanding as to how homework and 

weight management programs are conceptually linked.   

Weight Management Programs 

Theoretical Underpinnings 

The growing focus on reducing obesity in the United States has led many to concentrate 

on how to increase clients’ adherence to a healthy and balanced lifestyle. Therefore, weight 

management programs have been developed in an attempt to assist with the behavioral changes 

needed to assist clients with the task of losing weight.  Programs such as Weight Watchers 

Momentum Program, Take off Pounds Sensibly (TOPS), and the Diabetes Prevention Program 

all use principles of CBT and SCT as a means of assisting clients with weight loss. The purpose 
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of these programs is to provide clients with the educational information needed to make changes 

(e.g., nutritional and physical activity guidelines), but also assist with various forms of 

behavioral change that includes the adoption of adaptive eating habits, physical activity patterns, 

etc.  Therefore, these programs utilize principles of CBT and SCT to assist with behavioral 

change by addressing the different cognitive, behavioral, and social aspects needed to adapt a 

healthier lifestyle. Historically, the use of behavioral techniques in an attempt to assist with 

weight loss stemmed from the belief that obesity was the result of maladaptive behaviors, and 

therefore, behavioral learning principles could be utilized to assist with the adoption of adaptive 

behaviors (Stuart, 1967; Foster, Makris, & Bailer, 2005).  Even though other reasons than 

maladaptive behaviors have been linked to obesity (i.e., genetics, hormonal fluctuations, 

endocrine and metabolic conditions), clients can still benefit from learning the skills needed to 

maintain a healthy weight (Foster et al., 2005).   

 Cognitive Behavioral Theory.  The importance of focusing on cognitive and behavioral 

changes to assist clients with making healthy choices is well understood in weight management 

programs. In terms of CBT, both cognitive and behavioral principles have been used to assist in 

the development of these programs.  From a cognitive perspective, many weight management 

programs teach clients’ the connection between negative thoughts and their influence on affects 

and behaviors.  For instance, feelings of failure and hopelessness are common experiences felt by 

weight loss clients as a secondary result of negative thinking (Foster et al., 2005).  Weight 

management programs also assist clients with learning to set realistic weight loss goals, as well 

as how to evaluate one’s progress in changing dietary and physical activity behaviors (Foster et 

al., 2005).  According to Foster et al., (2005), the cognitive interventions that have been 

integrated into weight management programs have been adopted from treatments associated with 
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anxiety, bulimia nervosa, and depression.  From a behavioral perspective, one of the major 

explanations for how maladaptive eating or physical activity behaviors are learned involves the 

process of classical conditioning.  These programs focus on specifically identifying triggers or 

cues (e.g., boredom) that are linked to maladaptive behaviors (e.g., over eating), which provide 

pertinent information needed to break this unhealthy pairing.  In terms of operant conditioning, 

clients can then change these maladaptive behaviors to adaptive behaviors by setting up a new 

system of contingencies that reinforce the newly applied adaptive behavior.  According to Foster 

et al., (2005), behavioral treatments for obesity have several distinctive characteristics, which can 

be described as goal directed, process oriented, as well as advocate smaller more manageable 

changes. Additionally, the facilitation of these behavioral changes occurs through problem 

solving approaches (e.g., behavioral chain; Foster et al., 2005).  

Social Cognitive Theory.  In conjunction with CBT, SCT principles such as self-

efficacy, self-regulation, and outcome expectations are also concepts utilized to explain how 

weight management programs assist with weight loss.  According to Clark, Abrams, Niaura, 

Eaton, and Rossi (1991), self-efficacy in weight management is a significant mediating factor in 

the advancement and understanding of the treatment of obesity.  For instance, Chambliss and 

Murray (1979) reported that clients who had a higher degree of self-efficacy were more receptive 

to behavioral interventions and far less likely to relapse to prior maladaptive behaviors than their 

lower self-efficacy counterparts.  Additionally, Bagozzi and Edwards (1998) and Schwarzer and 

Renner (2000) reported that clients who were overall more confident were less likely to resort 

back to prior maladaptive eating behaviors.  The basis of SCT emphasizes the interactions 

between an individual’s cognitions and their ability to influence affects and behaviors.  Self-

efficacy as a predictor of outcomes for a variety of addictive behaviors has been supported by the 
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research literature (Clark, et. al., 1991; Baer, Holt, & Litchensteain, 1986). Furthermore, self-

efficacy involves an individual’s confidence regarding the implementation of a specific behavior, 

whereas outcome expectancies involve an individual’s preconceived expectations regarding the 

consequences of performing that specific behavior (Elder, Guadalupe, Ayala, &Harris, 1999).  

Self-regulation involves the process of clients regulating control over thoughts as a means of 

guiding and motivating subsequent behavior (Bandura, 1991). In terms of weight management, 

self-efficacy and outcome expectations regarding a specific behavior are associated with an 

individual’s ability to self-regulate.  For instance, if an individual has a high degree of self-

efficacy regarding the adoption of monitoring one’s daily caloric intake, and believes the 

outcomes of this activity will assist with greater weight loss outcomes, then he or she will be 

more likely to engage in adaptive behaviors and reframe from maladaptive behaviors.  

Alternatively, if the individual struggles with believing he or she can make certain dietary 

changes, and does not believe these changes will be beneficial, then this individual is more likely 

to lack the ability to self-regulate and therefore continue to perform the maladaptive behaviors.  

Behavioral weight management programs are structured to assist with small behavioral changes, 

which allow clients the opportunity to succeed from making these small changes.  These small 

successes, which build on one another, begin to restructure a client’s view of the situation, 

wherein levels of self-efficacy regarding behavioral change increase and outcome expectations 

shift to a more positive focus.  This increase in self-efficacy, as well as changes in outcomes 

expectations, increases the likelihood of self-regulation.  In the event the client is not successful 

at making small behavioral changes, the group structure of these programs additionally allow for 

trouble shooting and barrier detection to occur between members.  The extra social support 

received in group based weight management programs furthermore assists with changes in self-
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efficacy, because group members provide emotional support regarding attempts at making these 

lifestyle changes.   SCT theory is complementary to CBT, in that both utilize the interaction 

between the individual’s cognitions, behaviors, and the environment.  In terms of weight 

management, both theories provide a foundation for assisting with behavioral change in regards 

to weight management. For instance, CBT programs provide opportunities for clients to gain 

mastery over a new behavior, which in essence can increase self-efficacy and alter negative 

outcome expectations.   

 As stated previously, behavioral weight management programs have several components 

that contribute to weight loss outcomes.  Based on CBT and SCT principles, these evidence-

based components are what separate behavioral weight management programs from other weight 

loss options (e.g., bariatric surgery, dietary supplements, meal replacements).  These evidence-

based elements include the decreasing of caloric intake and the increasing of physical activity, as 

well as the incorporation of behavioral modification to increase behavioral change.  These play a 

major role in participants’ ability to meet the goals placed by any program (e.g., DPP goal of 7% 

weight loss goal).  Studies that have assessed the effects of each of these components alone have 

shown better outcomes when these are combined (Lang & Froelicher, 2006; Curioni, & Lourenc, 

2005; Baker et al., 2010). 

Elements of Weight Management Programs 

As stated previously, the research literature currently supports the view that programs, 

which address the following experiences: 1) caloric intake (including fat gram amounts), 2) level 

of physical activity, and 3) behavioral modification, assist with greater levels of weight loss.  

Additionally, it is clear that programs containing all three have greater weight loss outcomes than 

those programs that have only partial combinations of the three (Lang & Froelicher, 2006).   



 

 39

Since the research literature supports that decreased caloric intake, physical activity, and 

behavioral experiences lead to greater weight levels of weight loss, the research literature on 

each of these areas is provided in more detail below.   

Decreased caloric intake and increased physical activity.  In the realm of weight loss, 

there are several ways programs attempt to assist clients with weight reduction.  Some programs 

only focus on decreasing calories and/or fat (e.g., increased fat grams are increased calories, and 

fat grams can be the main focus or a subset focus of some programs), whereas others focus on 

dietary changes plus the increasing of physical activities. In order to understand what these 

programs are attempting to accomplish, one must first understand the reason for decreasing one’s 

caloric intake and/or increasing one’s physical activity.   

The human body requires energy in order to survive, and a calorie is a unit of energy (i.e., 

a calorie is specifically the amount of heat needed to increase the temperature of one liter of 

water by one degree; U.S. Department of Health and Human Services, 2005).  Therefore, the 

body requires the ingestion of calories, which are then utilized to provide the body with the 

sustenance needed to adequately manage all of the body’s intricate and convoluted systems. In 

order for an individual to maintain their current weight, he or she must burn the same amount of 

calories that he or she is ingesting.  In terms of weight loss, this situation would require the 

individual to burn more calories than is being ingested, wherein the body must then access into 

its natural internal resources (e.g., reserve adipose tissue) to meet the body’s energy needs.  This 

outcome results in the reduction of weight.  The opposite can be applied for the concept of 

weight gain, wherein the individual ingests more calories than is being burned, resulting in the 

storage of reserve adipose tissue.   
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Programs that focus on the reduction of calories and/or fat grams are attempting to 

decrease the amount of calories to a level where the body is burning more calories than is being 

ingested, resulting in weight loss. For example, the Diabetes Prevention Program focuses on 

providing participants with nutritional information and strategies to assist with the reduction of 

calories and/or fat gram amounts.  These include how to choose low fat and calorie options, 

weighing and measuring foods, how to read food labels, strategies for eating out, different ways 

of preparing and cooking low fat and/or low calorie foods, choosing smaller portion sizes, and so 

on (DPP Research Group, 2002a).  Programs that incorporate physical activity on top of dietary 

changes are attempting to decrease the amount of energy being ingested, while increasing the 

amount of calories being burned, again resulting in weight loss.  The DPP defined physical 

activity in terms of brisk walking activities, but other physical exercise activities were provided 

as well (DPP Research Group, 2002a).  The DPP addressed both aspects of dietary changes and 

physical activity; however, some studies chose to focus on just nutrition or physical activity 

(DPP Research Group, 2002a).  

 Curioni and Lourenco (2005) reviewed nine different studies that either examined the 

effects of dietary changes only or a combination of both dietary and physical activity changes.  

Curioni and Lourenco (2005) determined that programs that incorporated aspects of both dietary 

and physical activity changes had greater weight loss outcomes than those programs that 

incorporated dietary changes alone.  For instance, Curioni and Lourenco (2005) reported that 

those individuals, whose programs incorporated both dietary and physical activity experiences, 

had a mean weight loss that was 20% greater than those individuals in studies with dietary 

changes alone.  These results were maintained at a one-year follow-up (Curioni & Lourenco, 

2005).   The conclusion made from these findings support the incorporation of both dietary and 
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physical activity experiences in a weight management program.  Although many weight 

management programs utilize both nutritional changes and physical activity aspects into their 

curriculum, another very important evidence based element is also incorporated into these 

programs – behavioral modification.  

Behavioral modification.  A major element of many weight management programs 

includes the addition of behavioral modification techniques to assist with weight loss.   These 

techniques attempt to modify or replace unhealthy learned behaviors, which affect one’s ability 

to maintain a healthy weight.  As stated previously, the theoretical bases for the incorporation of 

behavioral interventions came from CBT and SCT theoretical foundations.  These theories were 

utilized to assist with the implementation of behavioral strategies, which addressed both the 

individual’s needs and the context wherein these needs arise or exist.  Several research studies 

have supported the addition of behavioral strategies and interventions as a vital contributor to the 

efficacy of the program (Baker et al., 2010).  One example of a behavioral strategy commonly 

stressed in many weight management programs the identification of maladaptive cues.  By 

identifying maladaptive cues in one’s environment (i.e., fast food commercials), the client is able 

to gain control of the situation and break these maladaptive pairings.  For instance, by 

recognizing that fast food commercials may cue a client to get up and get junk food, the client 

can then make sure only healthy, low-calorie food options are available to assist with breaking 

the maladaptive cue.  Additionally, the client is rewarded for seeking out the healthy food option 

by feeling good about making the healthy decision, as well as may see decreases in one’s weight. 

The goal of these programs’ behavioral modification techniques is to adopt healthy 

behavioral changes that assist and allow for increased levels of physical activity and decreased 

levels of caloric intake, which results in greater levels of weight loss. According to Lang and 
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Froelicher (2006), programs that are structured to allow frequent interactions between the 

counselors and clients are linked to greater levels of weight loss.  This is considered to be a very 

important behavioral strategy to increase clients’ adherence to the program.  Meeting at least 

once a month during the period in which clients are trying to actively lose weight was 

recommended.  For instance, when Lang and Froelicher (2006) investigated the beneficial aspect 

of meeting frequently, as evidenced in other studies, they determined that frequent contact was 

necessary to assist clients with keeping on track with their eating and exercising behavioral 

changes.  These studies also illustrated trends that support the impact of regular contact between 

counselors and clients on clients’ weight management over time (Lang & Froelicher, 2006).  

Lang and Froelicher (2006) went on further to state that the most effective weight loss programs 

are those that incorporate experiences of dietary changes, physical activity changes, and 

behavioral modification.  In particular, programs could incorporate behavioral strategies 

including techniques for problem solving, relapse prevention techniques, the utilization of peer 

support, phone prompting, and so on. In terms of behavioral therapy, group based programs were 

determined to have greater outcomes than individually based programs, wherein participants 

equated greater outcomes to the added social support (Renjilian et al., 2001).   Several other 

studies supported the use of behavioral therapy for follow-up sessions, wherein participants 

managed to maintain weight loss from 23 to 115% of their original weight loss values (Lang & 

Froelicher, 2006; Jakicic, et al., 1999; Leermakers, et al., 1999; Perri, et al., 1997; Wadden, Vogt, 

Foster, & Anderson, 1998; Weinstock, Dai, & Wadden, 1998; Wing, Venditti, Jakicic, Polley, & 

Lang, 1998). 

Self-monitoring. The National Weight Control Registry (NWCR) is a database created by 

Wing and Hill in 1994 as a means of tracking successful dieters (Butryn, Phelan, Hillm & Wing, 
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2007).  This database includes individuals who have lost at least 30lbs and maintained this loss 

for at least 1 year (Butryn et al., 2007).   Additionally, this database tracks specific behavioral 

characteristics that have been associated with successful weight loss.  Adaptive behaviors such as 

eating breakfast every morning, engaging in physical activity, watching few hours of television 

were all reported as adaptive behaviors that assisted with weight loss (Butryn et al., 2007).  

Another major behavior that has been associated with the losing of weight and maintaining of 

that weight loss is the act of self-monitoring.  Self-monitoring is a major element of most 

behavioral weight management programs that requires clients complete this activity between 

sessions (i.e., a non-structured homework task) and therefore, warrants separate mention. 

According to Boutelle and Kirchenbaum (1998), there is a strong relationship between the act of 

self-monitoring and weight control, wherein those who completed self-monitoring activities 

more regularly had greater weight loss successes.  This finding has been replicated in the 

research literature and therefore, self-monitoring has become a major staple of weight 

management programs (Baker & Kirschenbaum, 1993; Boutelle & Kirchenbaum, 1998; Wing & 

Phelen, 2005; Burke, Wang, & Sevick, 2011). Monitoring one’s calorie/fat intake, daily or 

weekly physical activity, current weight, and/or emotions and observations are often elements of 

weight management programs.  The research has continued to support the added effectiveness to 

program outcomes when participants’ accurately complete self-monitoring activities.  For 

example, according to Butryn, et al. (2007) the act of monitoring one’s weight was associated 

with other positive weight control behaviors, as well as assisted with weight loss. The premise 

behind self-monitoring involves recording any one or all of the above behaviors, so that one can 

gain an increased awareness as to how he or she is staying within his or her goals.  According to 

Burke, et al. (2011), the concept behind self-monitoring certain behaviors is very strongly linked 
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to the concept of self-regulation, wherein clients’ level of confidence in completing the self-

monitoring activity (i.e., self-efficacy) is a critical determinant of their ability to self-regulate 

(i.e., follow program nutrition and physical activity specifications).  

Burke et al. (2011) identified twenty-two studies which specifically investigated the 

effect of self-monitoring as part of program implementation.  Of these studies, fifteen 

specifically addressed the self-monitoring of dietary behaviors.  All fifteen of the above studies 

found statistically significant correlations between the act of self-monitoring and total amount of 

weight loss, and all used some form of a dietary diary for the purposes of self-monitoring.  The 

effect of self-monitoring was rated (i.e., based on either the therapist’s judgment score or a 

weekly monitoring index created by the therapist) on six dietary related experiences: 1) type, 2) 

time, 3) quantity of foods consumed, 4) total fat grams present in consumed foods, 5) the lack of 

self-monitoring, and 6) the quantity/quality of diary completeness (Burke et al., 2011).  For those 

studies in which the therapist rated the completeness of dietary diaries, findings indicated that 

those who had more complete dairies had significantly greater weight loss outcomes than those 

who turned in partial or less complete diaries (Burke et al., 2011).   There was also a higher 

amount of weight loss correlated to weeks in which dietary diaries were completed more fully.   

These same findings have been replicated repeatedly by other studies (Burke et al., 2011).  In 

addition, five studies also identified by Burke et al., (2011) discussed the use of dairies for the 

tracking and self-monitoring of physical exercise related activities.   The consensus of each of 

the five articles indicated that the act of self-monitoring significantly increased physical activity 

behaviors and those same participants described exercising more often with fewer complications 

(Burke et al., 2011).    The act of self-monitoring regarding weighing one’s self was also 

associated with greater weight loss outcomes.  The six studies that focused on weighing one’s 
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self all had favorable outcomes, wherein the prevention of weight gain and/or greater weight 

losses were associated with greater levels of weight self-monitoring.  It is clear that the 

systematic review of these articles suggest that the incorporation of some form of self-

monitoring is associated with more favorable outcomes (i.e., typically associated with greater 

levels of weight loss).  Although there were some limitations determined in many of the studies 

(i.e., determination of optimal frequency and duration of self-monitoring, effects of self-

monitoring within underrepresented minority populations in the studies, and/or the lack of 

objective measures used in the study), there was still enough evidence to support the overall 

positive relationship between the increased amounts of self-monitoring practices and favorable 

outcomes.   

Diabetes Prevention Program 

According to Fabricatore and Wadden (2003), the DPP provided evidence to support the 

health benefits encompassed from losing moderate amounts of weight.  Ever since the DPP 

program reported its lifestyle management group having a 58% decrease in the incidence of type 

II diabetes as opposed to a 31% decrease in the Metformin group (DPP Research Group, 2002a), 

the utilization of this program in communities worldwide has taken effect.  The lifestyle 

management program utilized a 16-session core curriculum, which focused on three main 

experiences: dietary needs and changes, physical activity, and behavioral self-management 

(Diabetes Prevention Program Research Groupb, 2002).  Therefore, the theoretical underpinnings 

of this program are discussed in further detail below, as well as the research findings related to 

the implementation of this program into the community.   

Theoretical underpinnings of the Diabetes Prevention Program.  In 2002, a research 

study conducted by the DPP Research Group attempted to determine the impact of a lifestyle 
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intervention versus medication conditions on the development of type II diabetes.  The 

developers of the DPP used previous observational and intervention studies, which hinted that a 

lifestyle intervention program would be effective in decreasing risk associated with the 

development of type II diabetes, as rationale for the development of the lifestyle management 

program (Diabetes Prevention Program, 2002). According to the DPP Research Group (2002), 

these studies illustrated how certain weight loss changes resulted in sizeable changes in the risk 

associated with the development of type II diabetes.  In addition to the previous observational 

and intervention studies, the DPP program also included several elements of Cognitive 

Behavioral Theory and Social Cognitive Theory, which are described in further detail later.  

The original DPP project examined four different conditions to determine which one was 

most effective at preventing the development of type II diabetes for those who were at high risk.  

All participants in this study were obese and determined to be pre-diabetic based on fasting 

glucose levels or A1c levels.  The four conditions were composed of a medication group that 

used the drug Rezulin (i.e., Troglitazone), another medication group that used the drug 

Metformin (i.e., Glucophage), a lifestyle management program group, and a control group 

respectively.  The Rezulin group was terminated early in the study after findings indicated that 

Rezulin was extremely hepatotoxic. The second medication group was prescribed Metformin, 

which is a common medication prescribed for those who are at high risk of developing diabetes.  

This medication is known to decrease the hepatic glucose production and intestinal glucose 

absorption, while increasing insulin sensitivity.   The lifestyle management group was provided 

an intensive 16-lesson curriculum, wherein they discussed diet, physical activity, and behavioral 

changes associated with weight loss. The control group was provided with a placebo form of the 

Metformin. The results of this study found a 58% decrease in the incidence of diabetes in the 
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lifestyle management group as opposed to a 31% decrease in the Metformin group (DPP Groupa, 

2002).  This study emphasized the importance of lifestyle choices in the battle of controlling and 

managing one’s weight.  This program was influential, wherein medical programs worldwide 

have adopted the DPP to assist with decreasing levels of obesity (Palmer, Roze, Valentine, 

Spinas, Shaw, & Zimmet, 2004).  Since this study, researchers worldwide have continued to 

study the nature and effects of this lifestyle program.  

The DPP was developed from previous interventional and observational studies, which 

hinted that a modest lifestyle change could decrease one’s chances of developing diabetes (DPP 

Research Group, 2002b).  The results of several studies suggested that small changes in one’s 

lifestyle could lower the risk associated with the development of diabetes (DPP Research Group, 

2002b).  For instance, one study had a decrease in oxygen uptake by approximately 4.9% and an 

increase in BMI of 0.5% in the control group, whereas the lifestyle intervention group was able 

to increase their oxygen uptake by approximately 10% and decrease their BMI by 2.4% (DPP 

Research Group, 2002b).  These slight changes made by the intervention group decreased the risk 

associated with the development of diabetes, where 28.6% of the control group developed 

diabetes over a five-year period and the intervention group only had 10.6% of participants 

develop diabetes over this same time period.  Additionally, these studies indicated that this 

lifestyle change improved glucose tolerance, which also assisted with the increasing of physical 

activity and the decreasing of overall weight (DPP Research Group, 2002b).  Therefore, a 

committee responsible for the original DPP study, also known as the DPP Research Group, used 

this information to justify the addition of a lifestyle intervention group as one of the arms in their 

study.  The DPP follows the same theoretical underpinnings as the aforementioned behavioral 

weight management groups, and therefore, has been thoroughly studied in different settings and 
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in different counties around the world.  As stated previously, the DPP has CBT and SCT 

elements, which assist with the behavioral changes needed to adopt adaptive behaviors in place 

of maladaptive behaviors.  According to the DPP Research Group (2002b), the DPP includes goal 

oriented behavioral interventions, which included individualized weight loss and physical 

activity goals.  Additionally, several session topics specifically addressed CBT and SCT topics.  

For instance, one session is specifically devoted to teaching clients about negative thoughts and 

how these affect how one feels and behaves.  Additionally, clients are taught how to use a 

behavior chain to assist with determining the origin and conclusion of certain actions.  Another 

example includes sessions that focus on classical conditioning experiences, such as identifying 

certain maladaptive cues in one’s home that may trigger a maladaptive response.  Clients are 

taught to identify and remove these maladaptive cues, and replace them with helpful cues to 

trigger an adaptive response (e.g., removal of junk food from the house and the addition of an 

exercise mat and workout shoes by the front door to assist with remembering to go to the gym).  

As stated previously, these cognitive and behavioral changes provide the client with the 

opportunity to test out these new thoughts and behaviors, which has the potential to increase self-

efficacy, outcome expectations, and self-regulation.  The small step process of the DPP allows 

clients with manageable changes that can lead to greater levels of success, and therefore, a 

greater degree of self-efficacy. 

Diabetes Prevention Program structure.  The original DPP was implemented as an 

individually based program. The one-on-one structure was chosen due to the extremely 

convoluted screening process, the number of “arms” in the trial, and the researchers concerns 

regarding intervening before participants had the opportunity to develop type II diabetes and/or 

drop out of the program (Diabetes Prevention Program Research Group, 2002b).  This program 
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again emphasized the gradual change of certain behaviors and attitudes, where lifestyle balance 

can be achieved.  Core committee physicians, nurses, exercise physiologists, nutritionists, and 

behavioral psychologists reviewed all of the program’s lifestyle materials before being added to 

the program (Diabetes Prevention Program Research Groupb, 2002).  Typically, sessions lasted 

approximately 30 minutes to one hour, where clients are privately weighed in, self-monitoring 

records were reviewed, a new key topic is introduced, barriers and issues are identified, and 

goals for the subsequent week are discussed.  The key experiences of the program were clearly 

identified including: explicitly defined weight loss and physical activity goals, the incorporation 

of “lifestyle coaches” to assist with the implementation of interventions, the actual 

implementation of the rigorous intervention, individualization of strategies, and a widespread 

network of varied clinical support (Diabetes Prevention Program Research Group, 2002b). The 

goal for participants in the DPP was to lose at least 7% of their body weight, which was equated 

to positive physiological benefits by previous epidemiological studies (Diabetes Prevention 

Program Research Group, 2002b).  This 7% weight loss was achieved by losing the 

recommended one to two pounds a week. Major focus areas for the original DPP included the 

burning of at least 700 kcal per week from physical activity, a reduction in fat grams followed by 

a reduction in calories (i.e., calorie goals were calculated by determining a participant’s daily 

caloric needs and subtracting 500-1000 calories from that value, which equates to the one to two 

pounds lost per week), and the self-monitoring of one’s fat/calorie intake and physical activity 

levels.  Due to the one-on-one format of the original DPP, participants were provided with a 

“toolbox” which assisted with the individualization of strategies to assist participants who were 

struggling with barriers.  These strategies were also implemented to address the needs of 

ethnically diverse participants.  For instance, the DPP curriculum materials were available in 
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both Spanish and English, to assist with the needs of culturally diverse participants.  

Additionally, materials that discussed the fat and calories amounts inherent in certain foods were 

altered to match the cooking strategies and types of foods utilized in certain cultures.  Overall, 

the DPP was an extensive research trial that demonstrated the successful nature of a lifestyle 

management program.  Subsequent studies have supported the original findings of the DPP, 

prompting programs worldwide to adopt the DPP to counteract the growing numbers of obesity 

(Baker, Simpson, Loyd, Bauman, & Fiatarone Singh, 2010).   

Diabetes Prevention Program in the community.  Since the birth of the DPP in 2002, 

there have been numerous attempts to adopt this program in many different agencies and 

communities worldwide.  The effect of maintaining the 5-10% weight loss translates to better 

outcomes for both individuals and communities alike.  Therefore, several programs have adopted 

the main premises behind the DPP program in an effort to decrease levels of obesity.  For 

instance, Ackermann and Marrero (2007) investigated a modified form of the DPP program run 

at two YMCA agencies (i.e., also known as the Group Organized YMCA DPP or GO-YDPP).  

This program maintained the same weight loss and physical activities goals as the original DPP 

program, but also adopted certain modifications to the program, which allowed the program to be 

more cost and time effective when implementing the interventions.  These changes included the 

addition of a formal exercise partner system (i.e., local fitness staff trained in the area of 

behavioral counseling as opposed to lifestyle coaches), as well as the interventions being 

administered in a group-based format (Ackermann & Morrero, 2007).  Findings illustrated 

significant differences between intervention and control groups in terms of weight loss in both 

the 4 to 6 month assessments and the12 to 14 month assessments (i.e., follow-up data).  These 
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findings further support the usage of the DPP program but also support the modification of the 

program to meet community needs (e.g., group-based format).   

Adopting the DPP into the community required the ingenuity of several researchers to 

modify the DPP programs to fit the needs and interests of the communities and agencies for 

which they worked.  Study locations included specific worksites (Aldana, Barlow, Yanowitz, 

Smith, Adams, Loveday, & Merrill, 2006), inner cities agencies (Cramer et al., 2007), rural 

churches (Davis-Smith, Boltri, Seale, Shellenberger, Blalock, & Tobin, 2007), underserved 

communities (Seidel, Powell, Zgibor, Siminerio, & Piatt, 2008), hospitals (Pagoto, Kantor, 

Bodenlos, Gitkind & Yunsheng, 2008), and at YMCAs nationwide (Ackermann & Marrero, 

2007; Jackson, 2009).  For example, Aldana, et al. (2006), adopted the DPP program to fit the 

needs of a worksite location.   For instance, participants were screened initially to determine 

those workers who had diabetes or had impaired glucose intolerance.  Participants were also 

instructed to attend at least 16 sessions in a 24 week time period.  A major incentive provided to 

participants was a one-year membership to an employment fitness facility to assist with the 

adherence to physical activity goals. Findings indicated that participants had significant 

improvements; where at a two-year follow-up, 42% of participants were no longer determined to 

be pre-diabetic.  This program also was led by two register nurses and one certified health 

educator. 

 Other studies shortened the length of the program to as little as 6 weeks (Jackson, 2004). 

For instance, Cramer et al. (2007) had a 7-week intervention program, where physical activity 

levels were looked at in greater detail.  Although Cramer et al. (2007) found a non-significant 

increase in activity between the intervention and the standard care groups, noteworthy changes in 

physical activity were determined (i.e., 34 + 54 minutes versus 19 + 18 minutes) (Jackson, 
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2004).  Significant findings were determined between groups in regards to weight loss, wherein 

the intervention group had an average weight loss of 2.47+ 1.87 kg, whereas the usual care group 

had a weight gain of 0.88+ .84 kg (Cramer et al., 2007).  Even though the overall weight loss for 

the program was below the recommended 7% amount (i.e., intervention program mean weight 

loss was 2.69%), this is attributed to the decreased length of the program (Jackson, 2007).  

Participants who continued to follow the program recommendations saw further weight loss after 

the completion of the program.   

 Other studies altered the structure of their program on the feedback obtained from 

previously held focus groups.  The focus groups assisted with the determination of the 

subsequent length of the program, number of sessions, and timing of groups (Davis-Smith et al., 

2007).  Davis-Smith et al. (2007) led a 6-week intervention program that was modeled after the 

DPP.  Davis-Smith et al. (2007) targeted participants from a church located in a rural community, 

where they found the average weight loss of 7.9 pounds to be significant.  The conclusions of the 

program supported how the DPP could be altered to meet the needs of its participants, 

meanwhile still finding clinically and statistically significant findings (i.e., group format, six 

session length, in a church setting).   Additional alterations to the original DPP included more 

structured forms of physical activities (e.g., participants paired with trainers), more emphasis on 

diabetes education, different types of staff presenting the materials (i.e., nurses, physical 

trainers), etc. (Ackermann, Finch, Brizendine, Zhou & Marrero, 2008; Cramer, et al., 2007; 

Aldana, et al., 2006).  The purpose of these alterations was to determine whether these changes 

increased the overall outcome of weight loss.  
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Theoretical Connection: Homework and the Diabetes Prevention Program 

 The justification of how homework equates to better therapy outcomes is explained 

through CBT and SCT principles.  Similarly, the structure of behavioral weight management 

programs (i.e., including the DPP) additionally utilizes CBT and SCT principles to assist clients 

with losing weight.  Therefore, the concept of homework, which is common in psychotherapy, 

and the structure of weight management programs, which were developed from interventional 

and observation medical studies, both utilize the same principles of learning when attempting to 

increase behavioral changes.  The purpose of homework is to assist clients with taking in-session 

concepts, skills, and tools and applying them between sessions as a means of incorporating these 

experiences into one’s life.  The purpose of behavioral weight management programs is to assist 

clients with losing weight through changing maladaptive behaviors and cognitions to more 

adaptive ones.  As stated previously, those who completed self-monitoring activities (i.e., 

activities completed between sessions) had significantly greater weight loss outcomes than those 

who did not complete these activities (Burke et al., 2011).  Moreover, those who complete 

homework tasks between sessions have increased therapeutic outcomes (Kazantzis, et al., 2000). 

Therefore, the theoretical connection between homework and the DPP involves how both utilize 

the same principles of learning as a means of increasing outcomes, which involves the need for 

generalization of session topics into one’s life as a means of assisting with cognitive and 

behavioral changes.   Additionally, the research literature supports how clients who incorporate 

the DPP guidelines into their daily lives have better weight loss outcomes.  Furthermore, the 

literature supports that clients who complete homework tasks between sessions have greater 

therapy outcomes.  Therefore, the premise behind the current study is to apply a structured 

approach to the defining, assigning, implementing, and reviewing of homework to a weight 
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management program as a means of assisting clients with the generalization of in-session topics 

to between sessions.  As stated previously, a structured approach to homework, including the 

aforementioned principles of homework recommendation, increases the likelihood that client’s 

will complete homework tasks.  Therefore, it is hypothesized that this same structured approach 

utilized in a weight management program will also equate to greater outcomes in the form of 

weight loss.  In accordance with both homework and behavioral weight management programs, 

increases in these homework tasks allow for greater successes experienced by clients, which has 

the potential to increase one’s self efficacy.  The greater the degree of self-efficacy, the more 

receptive clients are to behavioral interventions and the less likely they are to relapse to prior 

maladaptive behaviors (Chambliss & Murray, 1979).  Therefore, the inclusion of a structured 

homework procedure to a weight management program is additionally hypothesized to increase 

clients’ self-efficacy related to weight management and physical activity, which then is 

associated with decreases in maladaptive behaviors (i.e., maladaptive dietary habits and 

sedentary lifestyle).  After an extensive review of the research literature, no studies addressed the 

incorporation of a structured homework procedure (i.e., defining, assigning, implementing, and 

reviewing) in a weight management program.  

The Current Research 

 The current study involves the incorporation of a structured homework procedure in a 

behavioral weight management program that incorporates the DPP curriculum.  The original DPP 

incorporated a “tool box” as a means to assist clients with barriers they encountered between 

sessions.  This “tool box” was individualized to the client and assisted with the development of 

new strategies to overcome these barriers.  This process was more straightforward when the DPP 

was based on a one-on-one structure.  Since the transition of the DPP into community agencies, 
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where the program has transformed into a group based format, incorporating the “toolbox” for 

each participant has become much more difficult.  The current study also attempts to assist 

clients with barriers that occur between sessions; however, this project differs from the above 

“tool box” in that it utilizes a structured homework procedure which involves the defining, 

assigning, and review of homework tasks.  This structured approach involves the implementation 

of the homework procedure based on the Conceptual Model of Recommending Homework Tasks 

by Scheel et al. (2004), but also incorporates the homework principles developed by Tompkins 

(2002) and Kazantzis and Deane (1999).  Moreover, the aforementioned homework principles 

have been utilized in other studies and determined to predict homework compliance and 

completion, which is associated with greater outcomes (Lampropoulos & Walker, 2011; Moore 

& Lampropoulos, 2010; Lampropoulos, Herman, & Dutton, 2011) (see Table 2.1). 

Although there is a significant amount of research regarding the use of homework in the 

area of psychotherapy, there appears to be no research regarding the usage of homework in the 

area of weight management.  Foster et al. (2005) and Nonas & Foster (2009) provided guidelines 

for improving adherence to weight loss behaviors which addressed the importance of being clear, 

specific, identifying barriers, and providing a written plan for goals, and providing feedback, 

however, how to accomplish this in a group setting was not addressed. The research literature has 

confirmed that homework compliance is linked to greater treatment outcomes, which is based on 

the client(s) ability to transfer in-session skills and information to their everyday lives.  

Therefore, it is important that therapists, even in a group setting, to take the needed steps to 

enhance homework compliance when possible.  In terms of behavioral weight management 

programs, the structuring of homework tasks allows for a clearly defined strategy for assisting 

clients with the task of generalizing therapy topics to other areas of their lives.   
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By blending the fields of weight management and psychology (i.e., the DPP curriculum in 

conjunction with a structured/systematic approach to homework tasks), the potential for 

increasing outcomes could prove invaluable. 
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Table 2.1  
 
Homework principles: Enhanced versus standard conditions 

Homework Principle Standard Group Enhanced Group 

1. Introduce between-session activities/homework as 
part of therapy. 

 Provide and explain rationale and benefits for 
using between-session activities/homework 

 

Principle 1: This group will be provided with 

standard generic introduction on the 

importance of between-session 

activities/homework. (10 minutes) 

 

Principle 1: This group will be provided with a 

more in-depth introduction on the 

importance of between session 

activities/homework.  Research supporting 

this will also be discussed and explained. 

(15 minutes) 

 

2. Collaborate with group in the development of the 
between-session activity/homework 

 Tailor between-session activity/homework 
specifically to client’s problems and treatment 
goals.   

 Personalize between-session 
activity/homework to client’s 
cultural/demographic background and ability 
level 

 Develop between-session activities/homework 
that build on clients’ strengths  

 

Principle 2: This group will spend a portion of 

the end of session to discussing the generic 

goal for the week. (last 10 minutes of 

session) 

 

Principle 2: This group will complete the 

homework guide worksheet, wherein they 

individualize the week’s goal to their own 

lives.  (last 15 minutes of session) 

 

3. Describe the tasks involved in the between-session 
activity/homework clearly and concisely 
 

Principle 3: This is done throughout the 

session and is written in the weekly 

materials (ongoing throughout session) 

 

Principle 3: This is done throughout the session 

and is written in the weekly materials 

(ongoing throughout session). This group is 

expected to achieve more clarity due to the 

fact that they will be recording their 

homework goals in detail in the worksheet. 
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Table 2.1 – continued 

Homework Principle Standard Group Enhanced Group 

4. Specify a time, location, frequency, and duration 

for completion of the between-session 

activity/homework 

 Indicate explicitly that the 

recommendation is a task to be 

completed between sessions 

 

Principle 4: The group discusses the weekly goal in 

a generic fashion (ongoing throughout session) 

 

Principle 4: This information will be completed 

by the group member on the homework 

guide worksheet.  Each member will tailor 

his or her own between-session 

activity/homework to the generic goal 

(included in time above). The work sheet 

includes specifying time, location, and 

frequency of the activities. 

 

5. Provide written description/instructions of 

between-session activity/homework 

 

Principle 5: Written description/instructions of the 

between-session activity/homework are 

generically provided in the manual (ongoing 

throughout session) 

 

Principle 5:  Written description/instructions of 

the between-session activity/homework are 

generically provided in the manual. (ongoing 

throughout session). The homework 

worksheet used in this group will further 

operationalize this principle. 

 

6. Ask client to verbally rate the likelihood of 

completing the between-session 

activity/homework as agreed using a scale 

 Discuss strategies for overcoming 

potential difficulties in completing the 

between-session activity/homework 

 

Principle 6:  The control group does not rate the 

likelihood of completing between session 

activities.  The control group will, however, 

trouble shoot with group members if assistance 

is needed (ongoing throughout session) 

 

Principle 6:  This is asked on the Homework 

guide worksheet, and is completed by the 

group member.  If the member rates this 

below a 60%, he or she will work with the 

group on trouble shooting/problem solving.  

(included in time above) 
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Table 2.1 – continued 

Homework Principle Standard Group Enhanced Group 

7. Assess clients’ level of confidence in 

completing the between-session 

activity/homework 

Principle 7:  The entire group is asked how they 

feel regarding the next week’s goal (included in 

time above) 

 

Principle 7: This is completed on the 

Homework Guide worksheet (included in 

above time) 

 

8. Practice the between-session activity/homework 

with the client during the session (i.e., using the 

computer program to calculate calories) 

 

Principle 8:  This is completed when appropriate 

(ongoing throughout session) 

 

Principle 8: This is completed when appropriate 

(ongoing throughout session) 

 

9.   Ask about the client’s experiences with the 

between-session activity/homework at the 

beginning of the next session 

 

Principle 9: The control group will do a generic 

“check-in” to see how everyone’s previous week 

had gone (included in time above) 

 

Principle 9:  The Homework Guide worksheets 

will be collected from the previous week and 

the group will discuss specifically about their 

attempts to complete between session 

activities (included in time above) 

 

10.   Address the difficulties that prevented 

completion of the between-session 

activity/homework 

 

Principle 10: if needed, the control group will 

discuss difficulties during the check-in 

experience or goal discussion/wrap-up 

experience (included in time above) 

 

Principle 10: The experimental group will be 

provided with weekly, written feedback 

which addresses their Homework Guide 

worksheet and Food logs (read on own time) 

 

11.   Praise the client’s efforts and reinforce 

successful approximations of the between-

session activity/homework. 

Principle 11:  Will be provided as appropriate 

(ongoing throughout session) 

Principle 11:  Will be provided in the written 

feedback forms.  All the information on this 

form comes from the Homework Guide 

worksheet and Food logs (read on own time)  
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CHAPTER THREE 

METHODOLOGY 

 

As levels of obesity continue to rise in both adults and children, concerns regarding the 

overall physiological and psychological effects on our population have become quite 

disconcerting.  The increased prevalence of obesity and obesity related medical conditions have 

become far-reaching, affecting different ethnicities and ages (i.e., in 2007-2008 an estimated 

17% of children and adolescents are now considered to be obese; CDC, 2009).  The risk 

associated with the development of many secondary health conditions associated with obesity 

could potentially be minimized with the attainment of a healthy BMI (i.e., normal range of 18.5-

24.9 kg/m2). Behavioral weight management programs typically attempt to acquire a 5-10% 

reduction in weight, which is associated with clinically significant physiological changes (i.e., 

the DPP specifically chose a 7% weight loss goal).  Many researchers have addressed the overall 

effectiveness of programs that address gradual dietary, physical, and behavioral changes 

(Wadden, Butryn, & Wilson, 2007). However, these programs lack a systematic and structured 

experience related to between-session activities, which has been shown to be effective in the 

field of psychotherapy for mental health and behavioral problems (Kazantzis et al., 2005a). 

Similarly, there is no research on the implementation and assignment of these homework 

activities in session for these behavioral health change programs (i.e., weight management 

interventions). In the field of psychotherapy, homework activities increase participants’ 

engagement with groups and treatment outcomes. Providing a structured approach to the 

implementation and assignment of homework activities in weight management groups could 

potentially increase client engagement and improve weight loss outcomes. The purpose of this 
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study is to determine if the addition of a structured and enhanced homework procedure, based on 

principles for effective homework use from the field of psychotherapy, will enhance an already 

empirically supported weight management program.  

Research Questions  

As stated previously, both homework and behavioral weight management programs 

utilize CBT and SCT as a means of assisting with cognitive and behavioral change.  Through 

classical and operant conditioning processes, behavioral weight management programs attempt 

to assist clients with behavioral change by assisting them with identifying maladaptive behaviors 

and cues, utilizing positive reinforcement to assist with the adoption of adaptive behaviors, and 

assist clients with setting up new contingencies to reinforce new behaviors.  Behavioral weight 

management programs additionally try to utilize cognitive restructuring as a means of rewiring 

negative thinking related to weight management and obesity. Homework additionally utilizes 

CBT as a means of assisting with cognitive and behavioral changes, by assisting clients with the 

generalization of in-session concepts to between sessions.  This provides clients the opportunity 

to practice these in-session concepts between sessions, which allows for both mastery and an 

increased sense of self-efficacy through positive reinforcement.  These positive contingencies 

that form assist with clients redefining outcome expectations, increase self-efficacy, and assist 

with self-regulation needed to adopt a healthier lifestyle.  Since both homework and behavioral 

weight management programs operate on similar theoretical principles, it was thought to be 

beneficial to merge the practice of homework (i.e., main tenant of CBT in psychotherapy), into a 

behavioral weight management program, as a means of increasing the transfer of in-session 

topics to between sessions. This is believed to equate to the decreasing of maladaptive behaviors, 

an increasing of self-efficacy due to positive experiences practiced between sessions and 
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increased weight loss outcomes.  As stated previously, there appears to be no research study that 

specifically addresses the systematic structuring of a homework procedure into a weight 

management program.  Therefore, the following research questions were addressed in this study: 

Indirect Outcome Measures  

Indirect outcome measures of the structured homework intervention include the 

increasing of adaptive behaviors (i.e., completion of homework logs) and the decreasing of 

maladaptive behaviors related to weight loss (i.e., fat intake and exercise levels).  Additionally, 

the degree of self-efficacy related to weight management and engaging in physical activity will 

also be assessed.  Therefore, the following research questions were developed to measure these 

indirect effects of the homework procedure.   

(1) Does the addition of a systematic and structured homework procedure increase the 

amount of completed between session materials (i.e., as measured by the number of completed 

food logs, as well as the quantity and quality items on the Between Session Assignments 

Questionnaire)?  

(2) Does the addition of a systematic and structured homework procedure enhance 

participant’s self-efficacy related to weight loss and physical activity (as measured by the global 

score of the Weight Efficacy Life-Style Questionnaire (WEL) and Exercise Self-Efficacy Scale 

(ESES))? 

(3) Does the addition of a systematic and structured homework procedure lead to 

decreased levels of fat intake as measured by the Dietary Habits Questionnaire (DHQ) and 

increased levels of physical activity as measured by the Paffenbarger Physical Activity 

Questionnaire (PPAQ)? 
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Direct Outcome Measures 

Since the above behaviors are believed to increase weight loss, weight loss was 

determined to be a direct effect of the homework procedure.   

(4) Does the addition of a systematic and structured homework procedure increase weight 

loss outcomes of the weight management program as shown by overall weight loss?  

Additionally, will those in the enhanced homework procedure have more participants who:  

(a) meet the program goal of 7% weight loss (as measured in kilograms)? 

(b) meet the subclinical amount of 5% weight loss, which still equates to  health 

benefits (as measured in kilograms)? 

Hypotheses 

Indirect Outcome Measures  

Indirect outcome measures of the homework procedure include the increasing of adaptive 

behaviors (i.e., completion of homework logs) and the decreasing of maladaptive behaviors 

related to weight loss (i.e., fat intake and exercise levels).  Additionally, the degree of self-

efficacy related to weight management and engaging in physical activity is also hypothesized to 

change as a result of the homework procedure.  Therefore, the following hypotheses were 

determined for these indirect outcomes.   

(1) The addition of a systematic and structured homework procedure is hypothesized to 

increase the amount of completed food logs, and the quantity and quality ratings on the Between 

Session Assignments Questionnaire, (compared to the standard group), as found in the field of 

psychotherapy.  A major requirement by the behavioral weight management program is the 

completion of self-monitoring forms.  As stated previously this is one of the major things client 

can do to increase their weight loss outcomes.  It is believed that by assisting clients with 
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determining goals for homework tasks, they will be more able to complete the self-monitoring 

forms since the structured homework tasks will assist with the planning of weekly dietary and 

physical activity behaviors.  Additionally, since clients will be more successful in completing 

between session tasks (i.e., including the self-monitoring forms), then they will rate a higher 

degree of quantity and quality for between session tasks.  

(2) It is also hypothesized that the addition of a systematic and structured homework 

procedure will enhance participant’s self-efficacy related to weight loss and physical activity (as 

measured by the global score on the Weight Efficacy Life-Style Questionnaire (WEL) and 

Exercise Self-Efficacy Scale (ESES)), as compared to the standard group.  This is hypothesized 

because the structured nature of the homework procedure will provide clients with a guide for 

the completion of homework tasks (i.e., what, when, where, how often, and likelihood of 

completion all addressed), which will increase the likelihood of successful completion.  

Therefore, the client will begin to experience feelings of pleasure and/or mastery over the 

successful implementation of these homework tasks, which is believed in increase their self-

efficacy related to weight management and physical exercise. 

(3) It is additionally hypothesized that the addition of a systematic and structured 

homework procedure in the enhanced group will result in decreased levels of fat intake as 

measured by the Dietary Habits Questionnaire (DHQ), as well as increased levels of physical 

activity as measured by the Paffenbarger Physical Activity Questionnaire (PPAQ), (i.e., when 

compared to the standard group).  This is hypothesized because the structured and systematic 

nature of the homework procedure will assist clients with planning for homework tasks, which 

increases the likelihood of successful completion.  The more successes clients experience the 

greater the level of homework compliance.  Greater levels of homework compliance are linked to 
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greater outcomes, which will increase clients’ levels of self-efficacy.  Increased homework 

compliance and increased self-efficacy, increases the likelihood clients will adopt adaptive 

behaviors, which would involve the decreasing of fat intake and the increasing of physical 

activity. 

Direct Outcome Measures 

Due to the nature of this study, weight loss is hypothesized as a result of the above 

changes (i.e., increases in homework compliance, self-efficacy, and adaptive behaviors).  Based 

on the research literature as well as the theoretical underpinnings of both homework and 

behavioral weight management programs, the following hypothesis was determined: 

(4) The addition of a systematic and structured homework procedure to the enhanced 

group is hypothesized to increase weight loss outcomes of the weight management program as 

shown by overall weight loss (as compared to the standard group).  Additionally, it is believed 

that more individuals in the enhanced homework procedure group will:  

(a) meet the program goal of 7% weight loss (as measured in kilograms) 

(b) meet the subclinical amount of 5% weight loss, which still equates to  health 

benefits (as measured in kilograms). 

This is hypothesized because the incorporation of a structured and systematic homework 

procedure has been supported by the research literature to assist with the increasing of therapy 

outcomes by allowing clients to practice in-session topics between sessions.  In regards to CBT, 

by providing clients with this structured and systematic approach to homework, they are 

prepared with a goal for homework task completion, which increases the likelihood of successful 

achievement of this goal.  The more success these clients experience with these homework tasks, 

the more likely they will be to continue to complete homework tasks, and eventually incorporate 
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these behaviors into their daily lives.  These homework tasks provide the client with the potential 

for positive reinforcement through mastery and pleasure.  The greater the degree of homework 

compliance (i.e., following the goals of the program between sessions) the more weight clients 

are hypothesized to lose because homework compliance is associated with greater therapy 

outcomes (Kazantzis et al, 2005a).   

Participants 

 Participant data collected for this study began in February of 2011 and concluded in 

October of 2011.  The Florida State University’s Internal Review Board approved the project on 

January 28th, 2011 (HSC No. 2010.5292) (see Appendix C).  Participants who were to be 

considered for this study were those who were a member of a local HMO, had an existing BMI 

between the range of 25-45 kg/m2 (a BMI of 25.0-29.9 is considered overweight; a BMI of 

greater than 30 is considered obese), had not lost more than 10 pounds in the last 6 months (i.e., 

were not concurrently engaging in any other weight loss programs), were at least 18 years of age, 

were not pregnant or planning to get pregnant in the next four months, and did not suffer from 

any acute or chronic illnesses in which weight loss would be contraindicated.  These eligibility 

requirements were established from similar programs utilizing the same type of DPP based 

materials (Martin, Dutton, Rhode, Horswell, Ryan & Brantley, 2008). 

 To better understand the concept of obesity and overweight, it is first essential to provide 

the “gold standard” for defining these terms.  According to the World Health Organization (2010; 

WHO), “overweight and obesity are defined as abnormal or excessive fat accumulation that 

presents a risk to health. A crude population measure of obesity is the body mass index (BMI), a 

person’s weight (in kilograms) divided by the square of his or her height (in meters)”.  The WHO 

defines overweight individuals as having a BMI of 25.0 kg/m2 to 29.9; whereas general obesity 
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is measured as a BMI of 30 kg/m2 or greater.  Obesity is then broken down in to three classes, 

with Class I equaling a BMI of 30.0-34.9 kg/m2; Class II equaling a BMI of 35.0-39.9 kg/m2; 

and Class III equaling a BMI of 40.0 kg/m2 and greater.  The greater the “class” of obesity, the 

greater the risk an individual will have for physical and health complications.   

Individuals who had a BMI less than 26 kg/m2 or a BMI greater than 45 kg/m2 were 

excluded from participating in this study for different reasons. A lower limit on BMI was 

proposed because the weight management materials were developed and shown to be effective 

with overweight and obese adults only. Individuals with a healthy BMI would require the 

adjustment of several experiences of the program (i.e., calorie goals), which is out of the scope of 

this particular research study. An upper limit on BMI (i.e., greater than 45) was proposed due to 

any potential risk of injuries as a result of limited mobility (i.e., musculoskeletal injuries). It was 

also proposed that participants be excluded from participation in this study if they had lost more 

than ten pounds in the last six months (i.e., including agreeing to not be on any concurrent 

weight loss programs).  This was suggested because it allows all participants to be starting their 

weight loss at the same time.   Other exclusions from participating included those who suffered 

from any acute or chronic illnesses wherein weight loss would be contraindicated (e.g., 

noncompliant client with Type I diabetes), if they were unable to attend weekly session meetings 

(e.g., relocating for business), if they were unwilling or uninterested in participating in the study 

(e.g., not interested in participating in research), and/or if they were currently pregnant or 

planning to get pregnant in the next four months (i.e., pregnant individuals were excluded from 

this study because they would require an alternative form of all materials, taking into account 

updated nutritional and physical activity guidelines for pregnancy – which again is out of the 

scope of this particular study).  
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Procedures 

 The data utilized for this project was collected at a local health maintenance organization. 

Dr. Gareth Dutton provided weekly supervision with both group leaders and discussed clinically 

related issues, whereas Katharine Herman met weekly with Dr. Georgios Lampropoulos to 

discuss topics related to the research implementation of the project.  All groups were led by 

Katharine Herman and Amanda McClure, both of whom were trained in the administration of the 

DPP group curriculum by Dr. Dutton.  Katharine Herman additionally led 24-week and 12-week 

DPP weight loss groups prior to the beginning of this project. Amanda McClure had previous 

group experience in a mental health setting.  The following procedures describe in detail the 

approach taken for participant recruitment, the incorporation of the conceptual model for the 

recommendation of homework assignment, and the utilization of homework principles via the 

enhanced vs. the standard conditions.   

Recruitment 

Due to the limitations set by the HMO facility, as well as the research supporting that 

groups should not have more than 15 participants per group (i.e., to assist with the beneficial 

nature of group processes), it was determined that each group could only have 14 participants per 

group.  Additionally, due to space limitations (i.e., other non-research groups being held at the 

local HMO) this researcher could not hold more than two groups at a time.  Therefore the 

following recruitment processes describes the previous recruitment for both sets of groups that 

started in January and concluded in October of 2011.  

The local HMO contacted prospective participants, who were placed on a wait list due to 

their interest in joining a weight management program, to determine their interest in participating 

in the study.  Participants were called in order of their names on the wait list. If the participant 
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indicated that he or she had an interest of participating in the research study, and they met the 

above eligibility requirements, then he or she was assigned to either times for the research 

groups.   Those potential participants who did not meet the eligibility requirements and/or who 

were not interested in participating were referred back to the local HMO, who then assisted these 

clients with finding other, better fitting services. Once a participant was placed in either one of 

the research groups (standard treatment vs. enhanced treatment), each member attended an 

orientation session to the program. The orientation session included the obtaining of group 

members’ height, weight, and baseline assessment data, as well as orientating the group members 

to the purposes and structure of the program/research study.  Informed consent was collected at 

this time, as well as the assignment of each participant’s unique ID number. This is the number 

participants’ record on all research related materials, to assist with the confidentiality of all 

clients' responses. The orientation session lasted approximately 60 minutes for all four groups.  

To determine which group would be classified as the enhanced group versus the standard group, 

the primary investigator flipped a coin and assigned the groups accordingly. For the first set of 

groups, the Monday group was ultimately assigned as the enhanced group (standard program 

plus the addition of the structured homework procedure), whereas the Wednesday group was 

assigned as the standard group (just the standard program). For the second set of groups, the 

Monday 5pm group was ultimately assigned as the enhanced group and the Monday 11am group 

was assigned as the standard treatment group.   Group members were expected to meet once a 

week, for one hour, for the entire 16-week protocol (i.e., First set of groups: Monday’s from 

5:00-6:00; Wednesday’s from 5:00-6:00; Second set of groups: Monday 11:00-12:00; Monday’s 

from 5:00-6:00). 
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 One important aspect of this study to note is the structure of the different conditions.  Due 

to the nature of this project, there is no true control condition.  That is, there is a standard 

condition where group members receive the standard treatment and an enhanced version where 

group members receive the standard treatment as well as the systematic and structured 

homework component.  Therefore, this study is interested in determining whether this enhanced 

component will lead to increased outcomes as a result of this added homework procedure.   

Incorporation of Conceptual Model for the Recommendation of Homework 

 As stated previously, Scheel et al., (2004) provided a six-phase model that guides the 

systematic structure of utilizing homework in a therapy session.  Due to the nature of this study, 

this model was incorporated in a group setting.  For instance, in the enhanced group, Phases 1, 2, 

and 3 would occur at the end of every session.  Group members in the enhanced group would 

then complete phase 4 between sessions (i.e., implement their goal for homework task 

completion), and phases 5 and 6 would occur at the beginning of the next group session.  How 

each phase was utilized in-group is described in further detail below: 

 Enhanced group.  Phase 1: Client-therapist formulation of homework. In terms of the 

current project, this phase involves group members in the enhanced condition defining the 

weekly homework task. This phase involves the defining of the homework task, as well as 

determining the goal for implementation of this weekly homework task (i.e., Goal Setting Guide 

assists members with defining a homework task; see Appendix D).  For instance, Scheel et al., 

(2004) provided the following example: “What are your ideas about something you could do 

during the week to work on this goal?”  The choosing of culturally appropriate homework tasks, 

which are realistic in nature and problem focused are experiences addressed on the Goal Setting 

Guide.  Each member completes this activity individually, however, questions and/or concerns 
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are discussed in the group format once every member has completed the Goal Setting Guide.  

The group leaders walk around the room and inspect each member’s goal setting guide sheet to 

ensure each and every member has selected a homework goal for the week.     

Phase 2: Therapist delivery of homework recommendation. This is addressed in the 

current study by assisting group members in the enhanced condition with preparing and planning 

of homework tasks by specifically defining their goals for the accomplishment of these between 

session activities (i.e., Goal Setting Guide defines what, when, where, how often).  Additionally, 

the rationale for completing homework tasks between sessions is provided to clients verbally and 

in written format each week (Appendix D).  The current study additionally incorporates this 

experience of discussing homework tasks in the enhanced condition by assessing the clients’ 

confidence in their likelihood to complete the homework task (i.e., last item on Goal Setting 

Guide).  

Phase 3: Client’s receipt of homework. This phase addresses the troubleshooting and 

acknowledgment of barriers for clients.  Group members who had a likelihood for completion of 

their homework task rating of 65% or less would discuss perceived barriers or difficulties that 

attributed to the low confidence level with other group members.  Determination of strategies for 

how to address barriers was discussed in great detail.  Group members in the enhanced condition 

take home their Goal Setting Guide, which provides them with the defined experiences of the 

homework task.  Group leaders additionally discuss the importance of completing homework 

tasks between sessions (i.e., utilizing the aforementioned homework principles to increase 

homework compliance as well as provide clients with a written version of these principles). 

Phase 4: Implementation of homework between sessions. This is where clients will go 

home and actually attempt to implement their goals for homework tasks.   
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Phase 5: Therapist inquires about homework experience. As described by Scheel et al., 

(2004), it is extremely important for clients’ homework tasks to be reviewed.  This expresses to 

clients the importance of the assignment, as well as allows the therapist to provide the client with 

individualized feedback.  In terms of the current study, clients in the enhanced group were 

provided with feedback forms that addressed their attempts at homework tasks from the prior 

week (see Appendix E). The feedback provided on these forms utilized food logs turned in from 

the previous week, as well as the goal setting guides turned in by clients from the previous week.  

All group members are asked to complete food logs, and therefore, they track their attempts to 

sticking to program goals on these forms (e.g., calorie goals, fat gram goals, servings of specific 

foods, physical activity amounts).  As suggested by Kazantzis and Deane (1999), every feedback 

from congratulated clients for their hard work and encouraged their future efforts on homework 

tasks.  Additionally, feedback forms would provide one area that needed improvement, which 

was sandwiched in between the encouraging remarks. 

Phase 6: Client reports about homework experience. At the beginning of each group 

session, clients in the enhanced group were provided their feedback forms.  Additionally, group 

leaders check in with group members individually while being weighed in and as a group at the 

start of group.  This allowed group members the opportunity to discuss any successes or 

struggles that may have occurred in regards to the implementation of the homework task from 

the past week.  Group members provide each other support regarding their efforts to implement 

homework tasks between sessions.  

Standard Group.  The standard group receives the standard treatment structure, which 

involves the checking in with clients at the beginning of each session in an unstructured manner.  

Clients will discuss their week, however, group leaders make no comments regarding homework 
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tasks.  Clients in the standard group are not provided with feedback forms, as well as do not fill 

out the Goal Setting Guide.  The end of the session involves just discussing the client’s 

upcoming week, however, no mention of the homework is made.  The group leaders do not 

specifically discuss the importance of completing homework tasks and clients do not receive any 

materials, which address the completion of homework tasks.  The structured nature of defining, 

assigning, implementing and reviewing of feedback does not occur in the standard group.  

Although the standard group does discuss what they plan to do during the week – this is done in 

a very unstructured manner and does not involve the systematic and structured approach as 

described by the enhanced group condition.  The standard structure of the program mentions 

between session activities very minimally.  Due to the structure of the program, the standard 

treatment group does minimally discuss between session activities very briefly.  However, this is 

not structured or performed in a systematic manner.  

Incorporation of Homework Principles/Treatment Conditions 

All participants were provided with a Calorie King book (i.e., to assist with looking up 

calorie and fat gram information), a pedometer, and a three ring binder containing copies of the 

informed consent, contact information for all researchers involved, and credible websites for 

tracking ones’ weight.  Weight loss goals were calculated for each participant, incorporating the 

research supported 7% weight loss goal (DPP Research Group, 2002a).  In addition, calorie goals 

were individually adjusted to assist participants with achieving gradual weight loss (i.e., based on 

baseline weight), which attributes to 1-2 lbs. of weight loss per week.  

In both research conditions, participants meet weekly for 60 minutes, wherein they discuss topics 

related to nutrition, physical activity, and/or behavioral modification. Certain measures were 

taken to decrease attrition including weekly phone calls to check up on participants, as well as 
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providing those who missed group with the written materials from the previous week.  

Additionally, either group leader would meet with members to discuss missed content prior to 

the beginning of group session. 

Each session is divided into three parts, which address different aspects of the process of 

weight loss.  Table 2.1 provides the differences between the standard and enhanced groups in 

accordance to the homework principles for homework compliance, which is located on pg. 57. 

First part.  Both groups. The first part of each session is used to determine participants’ 

progress in implementing the strategies previously learned.  This task is completed each week by 

seeing how participants believe the preceding week went, as well as discussing difficulties and 

successes experienced (i.e., lasts approximately 20 minutes). After participants are weighed in 

(i.e., completed privately in a separate waiting room at the local HMO and tracked on weight 

tracking chart; see Appendix F), participants describe the progress they have achieved and 

identify any concerns.  Participants are asked to complete the Between Session Assignments 

Questionnaire at the beginning of each session, while waiting for other group members to be 

weighed (i.e., see Appendix G).  Food logs are collected at the beginning of every session for 

both groups.  Difficulties reported by participants are dealt with by eliciting the advice and 

support of other group members.  Additionally, group leaders meet with any member who missed 

the previous session to recap the participant on missed content. 

 Enhanced group. In the enhanced group only, participants are be provided each week 

with written feedback on their progress regarding the between session activities (i.e., see 

Appendix E).  The written feedback provided to the enhanced group is structured to address both 

positive aspects regarding a group members’ written materials, as well as any areas in need of 

improvement regarding the completion of between session activities (i.e., as found on the food 
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logs and goal setting guides).  Each week written feedback follows the same feedback template.  

Each feedback has three experiences – wherein the first area addresses how the participant is 

successfully following the program, the middle area addresses an area in need of some attention, 

and the conclusion of the feedback always addresses the participants’ hard work and effort in the 

program.  This format was chosen to assist in the reinforcement of behaviors, meanwhile 

addressing areas where improvement or clarification may be warranted.  Both group leaders 

discussed the guidelines for writing and providing this feedback, to assist with the providing of 

similarly structured feedback. The goal setting worksheet, which is described in greater detail 

below, is administered at the end of every session and collected at the beginning of every session 

for the enhanced group only. 

Second part.  Both groups. The second part of each session focuses on up-to-date 

nutritional information (i.e., as established by the United States Department of Agriculture), 

cognitive behavioral and self-management skills (e.g., self-monitoring, recognition of negative 

thoughts), and/or physical activity related materials (e.g., gradual inclusion of cardiovascular 

activity into one’s schedule) (i.e., the second segment lasts approximately 20 minutes). Both 

groups receive the same 16-week standard content, which is based off the Diabetes Prevention 

Program. This same protocol has been studied and extensively used at this local HMO for many 

years.   

Enhanced Groups. There are no differences between the standard groups and the 

enhanced groups during the second experience of the session.  The same written materials are 

provided to both groups and both groups discuss the same content weekly. 

Third part.  Both groups. The final part of each session involves a discussion regarding 

the next week’s goals. Participants are asked their plans for the following week in terms of their 
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weight loss. The group leaders provide all participants with a week’s worth of eating and 

exercise diaries (i.e., food logs) as a way for participants to monitor behaviors related to program 

topics of weight loss. Both groups are asked to complete weekly food logs, wherein they tracked 

their calories and fat gram amounts weekly (see Appendix H). Food logs are again collected at 

the beginning of every session for both groups.  

Enhanced groups. Those who are in the enhanced group are also asked to complete at 

the end of each session the Goal Setting Guide (see Appendix D).  This guide asks each 

participant to identify their goal (homework) for the week, as well as how, when, where, how 

often, and the likelihood they see themselves achieving this goal. Each week’s goal will be 

focused on the topic discussed in the session.  For example, week four’s session is titled, “Taking 

Charge of Eating Patterns”, wherein a participant could decide his or her homework for the week 

would be to eat breakfast every morning. The goal setting guide worksheet provides structure to 

the process by providing a place for participants to define and write out specifically what, how, 

when, where, etc. they plan to achieve their goal.  The process of being as specific as possible 

with a goal, as well as the act of actually writing it down, assists with the engagement of 

participants.  Participants keep these forms over the week – so they are able to refer to it when 

needed.  The pertinent homework related principles are printed on the back of the form for easy 

retrieval.  These forms are collected at the beginning of the following session. A more detailed 

description of the differences between the two treatment conditions in terms of homework 

principles and applications is provided in Table 2.1. 

Instruments 

All measures were administered at the orientation session (i.e., baseline data) and post-

intervention (i.e., completion of the 16 week program), except for the Between Session 
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Assignments Questionnaire and the weight measurements, which are obtained weekly 

throughout the program.  The Dietary Habits Questionnaire and the Paffenbarger Physical 

Activity Questionnaire were chosen as measures due to their ability to measure changes in 

adaptive behaviors from pre to post assessment.  Due to the nature of the systematic and 

structured homework procedure, clients are hypothesized to gain greater levels of cognitive and 

behavioral changes due to increased experienced successes from homework tasks.  The more 

success and positive reinforcement that is experienced, the more likely clients will adopt 

adaptive behaviors such as choosing more low fat food items and engaging in more physical 

activity.  The Weight Efficacy Lifestyle Scale and the Exercise Self-Efficacy Scale were chosen 

as measures due to their ability to track levels of self-efficacy in the areas of weight management 

and physical activity.  Since participants in the enhanced condition are hypothesized to 

experience more successes between sessions with the implementation of homework tasks, they 

will additionally receive more positive reinforcement as a result of their attempts at behavioral 

change.  These successes will increase their confidence in their ability to lose weight, as well as 

engage in physical activity, which is believed to increase their levels of self-efficacy.  The 

Between Sessions Questionnaire was utilized as a measure to determine the level of quality and 

quantity reported by participants.  It is believed that those in the enhanced homework condition 

will rate these as higher, because they are expected to have greater levels of homework 

compliance due to defining all the components involved in the development of homework tasks 

(e.g., what, when, where, how often, likelihood of completion). 

Height, weight, and BMI 

Since a hypothesized outcome measure of the homework procedure is weight loss, 

clients’ height and weekly weights were collected.  Each participant’s height is measured to the 
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nearest 0.1 cm using the same calibrated stadiometer at the beginning of each session, each week 

for both groups at the local HMO. Group members were instructed to wear similar clothes (i.e., 

same clothes if willing) for each weigh-in to decrease variability in weight due to clothing.  

Participants were also instructed to remove all items from their pockets, jewelry, and shoes 

during the weigh-in process.  Weight is measured to the nearest 0.1 kg using the same calibrated 

digital scale each week for both groups at the local HMO. As standard practice in both research 

and clinical fields, height and weight will be used to calculate each participants individual BMI 

(National Heart and Lung Institute, 1998; CDC, 2009).  

Background information questionnaire  

The background information questionnaire is a 10-item form that inquires about relevant 

demographic information, providing vital data regarding the composition of each group and the 

sample as a whole.  Questions included in this questionnaire comprise items related to age, 

gender, ethnicity, race, marital status, educational level, family income, past medical history, 

cigarette smoking behaviors, and alcohol drinking behaviors. This information is being collected 

to provide a breakdown of the different characteristics inherent in this sample (see Appendix I).  

Dietary Habits Questionnaire 

The dietary fat intake of each participant is assessed using an altered version of the Diet 

Habits Questionnaire (DHQ; Kristal, Shattuck, & Henry, 1990). The DHQ was chosen as a 

measure for this study due to its ability to track clients’ dietary habits. Participants in the 

enhanced group are hypothesized to have more adaptive dietary habits, due to the hypothesized 

increase in homework compliance. The DHQ was originally developed to assess behaviors 

related to the preparation and purchasing of foods, in terms of learning to incorporate a low fat 

diet (Kristal, Curry, Shattuck, Feng & Li, 2000).  According to Kristal et al (2000), the 
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questionnaire has been modified since its origination to incorporate the assessment of dietary fat 

intake and is routinely used in clinical and research based studies.  This altered version of the 

DHQ is a 21-item self-report measure that addresses five separate low-fat dietary behaviors, 

including the substitution of lower-fat options for high-fat foods (e.g., choosing low fat cheeses), 

the avoidance of fried foods (e.g., eating baked or broiled chicken), the reduction of fat content 

by altering meat cooking/eating behaviors (e.g., removing the skin off chicken before cooking), 

using other methods for flavoring foods than fat (e.g., using yogurt instead of sour cream), and 

the replacing of high-fat foods with healthier fruit and vegetable options (e.g., snacking on 

vegetables instead of chips) (Kristal et al., 2000).  A major component of the DPP program is for 

clients to track their daily amount of fat grams.  It is hypothesized that due to the structured and 

systematic implementation of the homework procedure, clients will experience greater levels of 

homework compliance, which will equate to low levels of fat consumption from pre to post 

assessment.  Group members are asked to rate the frequency of each the above behaviors on a 4-

point Likert scale with item answers of “usually or always” (1), “often” (2), “sometimes” (3), 

“rarely or never” (4), with the option of “not applicable” (N/A), if the item doesn’t apply to the 

examinee (e.g., vegetarian answering questions on preparation of meat) (see Appendix J).  

Subsequent responses for each of the five separate behaviors are averaged to provide a total 

score.  According to Kristal et al.1990, the DHQ has sound psychometric properties, wherein the 

high correlations of items with food logs and other food behavior questionnaires indicated the 

measure to be valid, have good test-retest values, and exhibit moderate to high levels of internal 

consistency.  Internal consistency reliability for the total scale score of the DHQ was α = 0.73 

(Birkett & Boulet, 1995). Test-retest reliability for the total scale across a nine-month time period 

was also adequate (r = 0.74) (Spoon, Devereux, Benedict, Leontos, Constantino, Christy, & 
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Snow, 2002).  Chronbach’s alpha value for the present sample was .71.   

Paffenbarger Physical Activity Questionnaire 

The Paffenbarger Physical Activity Questionnaire (PPAQ) is a three item self-report 

measure, used to assess the physical activity levels and weekly energy expenditures (kilocalories 

per week; kcal) of group members.  The PPAQ was chosen as a measure in this study due to its 

ability to track current physical activity levels.  It is hypothesized that the structured and 

systematic homework procedure will lead to greater levels of homework compliance.  Therefore, 

it is also believed that levels of physical activity on the PPAQ will increase for participants in the 

enhanced homework condition. On the PPAQ, the physical activity levels are determined from 

reported levels of walking (i.e., city blocks or their equivalent), stair climbing, and other reported 

leisure-time recreational activities (i.e., fill in types and amounts of additional activities) 

(Paffenbarger, Wing, & Hyde, 1978).  Answers attained from the PPAQ are used to calculate 

energy expenditure (kcal) (Nowak, Plewa, Skowron, Markiewicz, Kucio & Osiadto, 2010).  The 

calculation of participants’ energy expenditure has been reported to have adequate test-retest 

reliability (Ainsworth, Leon, Richardson, Jacobs, & Paffenbarger, 1993; Pereira et al., 1997). 

The PPAQ has been utilized in clinical and research settings and is considered to be a commonly 

used measure (see Appendix K).  The Chronbach’s alpha for the global scale was a 0.65 (Pereira 

et al., 1997). Chronbach’s alpha value for the present sample was .42.  The research literature is 

mixed on the overall reliability of the PPAQ, with reliability coefficients from outcome studies 

being quite low (e.g., reliability coefficients ranging from .23 to .73; Tappe, 2008).  

Weight Efficacy Life-Style Questionnaire 

The Weight Efficacy Life-Style Questionnaire (WEL) is a 20-item self-report instrument 

that is used to assess self-efficacy related to participants’ confidence in resisting eating in certain 
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situations.  This measure was chosen for this study due to its ability to track levels of self-

efficacy in a weight management context.  It is believed that participants in the enhanced 

condition will have increases in their level of self-efficacy, as a result of the positive 

reinforcement and success they experience from completing homework tasks.  The WEL is 

consisted of a five-factor structure, wherein questions assess five separate dimensions of self-

efficacy related to weight loss and include availability, negative emotions, physical discomfort, 

positive activities, and social pressure (Fontaine & Cheskin, 1997).  Items on the WEL range 

from “not confident” (0) to “very confident” (9).  The WEL is commonly utilized in clinical and 

research environments.  Internal consistency and external validity of the WEL have been 

supported, whereas the research literature supports the usage of the WEL scores to observe 

changes made in weight management related self-efficacy during weight management programs 

(Clark, Abrams, Niaura, Eaton, & Rossi, 1991) (see Appendix L). According to Clark et al. 

(1991), the WEL is sensitive to changes in self-efficacy as measured by the global score, and can 

be utilized to track these changes over time.  Additionally, Fontaine and Cheskin (1997) reported 

that the WEL had Chronbach’s alpha values for each of the five-factor structure and globally that 

were equal to or greater than .70.  For the purposes of this study, only the global score of the 

WEL was utilized in the data analyses. Chronbach’s alpha value for the present sample was .92. 

Exercise Self-Efficacy Scale 

A brief version of the Exercise Self-Efficacy Scale (ESES) is a 5-item self-report 

instrument that is used to determine participants’ confidence in engaging in physical activity in a 

variety of situations (Dutton, Tan, Provost, Allen, Sorenson, & Smith, 2009). This measure was 

chosen for this study due to its ability to track participants’ changes in self-efficacy as related to 

physical activity.  As stated previously, it is believed that participants in the enhanced condition 
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will have greater levels of physical activity at the conclusion of treatment due to the increased 

self-efficacy.  This increased level of self-efficacy is believed to have developed as a result of 

positive reinforcement and successes from homework tasks.  According to Marcus et al., (1992), 

greater levels of self-efficacy are linked to greater levels of physical activity.  The ESES 

measures participants’ self-efficacy levels related to physical activity from pre to post treatment.   

Items on the ESES range from “not confident” (1) to “extremely confident” (5).  This item 

addresses five separate situations wherein self-efficacy regarding physical activity is measured.  

These separate situations include the participant’s self-efficacy to complete physical activity 

related activities when tired, when there is bad weather, when one is in a bad mood, when there 

is limited time, and for when the person is on vacation. This scale has been found to have both 

internal consistency and test–retest reliability (Dutton et al., 2009; Marcus, Rossi, Selby, Niaura, 

& Abrams, 1992) (see Appendix M). The Chronbach’s alpha for this scale was 0.92, indicating a 

high degree of internal consistency between items (Marcus et al. 1992). Item responses are 

totaled for subsequent data analyses, wherein higher scores indicate a greater sense of self-

efficacy related to the implementation of some sort of physical activity.  Chronbach’s alpha value 

for the present sample was .80. 

Between Session Activities Questionnaire 

The Between Session Activities Questionnaire (BSAQ) is a 6-item questionnaire 

collecting information on variables related to homework completion between sessions, rated on 

5-point Likert scale.  The BSAQ is based on a similar homework measure created by Kazantzis, 

Deane, and Ronan (2004). This measure was selected for usage in this study because of its ability 

to measure the participants’ perceived quantity and quality of homework tasks.  It is believed that 

participants in the enhanced condition will experience more positive reinforcement and success 
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with homework tasks, increasing their compliance with homework.  This increased compliance 

will positively reinforce the completion of future homework tasks, which will increase their 

ratings of quantity.  Additionally, as participants become more confident in their ability to 

complete these homework tasks, the more complicated tasks they will be willing to attempt, 

therefore increasing the levels of reported quality of completion.    This questionnaire addresses 

participant willingness and progress related to completing their between session assignments, the 

preparation and specificity related to planning for one’s between session goals, and the quality 

and quantity of the resulting goal. Items on the Participant’s Between Session Assignments 

Questionnaire range from “not at all” (0) to “completely” (4) for items one through four, whereas 

items five and six range from “very low” (0) to “very high” (5).  This questionnaire was used in 

previous research regarding a similar weight management program, wherein significant findings 

were determined (Lampropoulos, Herman, & Dutton, 2011) (see Appendix G).  For the purposes 

of this study, only an aggregate of items five and six was utilized in the data analyses.  These two 

items assess the quantity and quality of participant’s completed between session activities and 

was found in the previous study to assist with the prediction of homework compliance. From the 

aforementioned study, the correlation between the quantity and quality of homework completion 

items was r =. 92 (Lampropoulos, Herman, & Dutton, 2011). This high correlation supports the 

decision to combine the two items in data analyses. The correlation between the homework 

quantity and quality items (items #5 and 6) in the present sample was r = .83. 

Feasibility Procedures 

 In order to monitor the implementation of the homework principles in the enhanced 

group versus the lack of systematic homework principles present in the standard group, a weekly 

rating scale was developed to assist with tracking.  This weekly rating scale was developed to (a) 



 

 84

assist the group leaders with the implementation of homework principles, ensuring that the 

homework principles were implemented every week as planned, and (b) provide some evidence 

for the discrimination between the experimental and control group.  After each group, both group 

leaders filled out the rating scale independently and then compare findings for each homework 

principle.  This process was developed to assist with the quality of implementation of principles 

in the enhanced groups as well as to track the lack thereof endorsement of homework principles 

in the standard treatment groups.  When the two group leaders discuss their independent ratings, 

score differences are discussed in great depth to determine ways of improving future 

implementation of principles (see Appendix N).  This process has clinical significance, in that it 

assists the group leaders with the prevention of cross contaminating both groups with the 

enhanced homework principles. Inter-rater agreement will also be calculated for the ratings of 

the two independent raters.  

Study Design 

 This study was a mixed repeated measures design, with two independent variables: Time 

(pre to post) and Group (enhanced, standard). There were seven continuous dependent variables 

(total weight in kilograms, PPAQ, DHQ, WEL, abbreviated ESES, a composite of the last two 

items on the BSAQ, and total number of food logs). This study is classified as a true experiment 

because of random assignment of the treatment and the manipulation of the independent variable. 

Selection Process for Data Analysis 

 Based on the design described above, there are several different options for data analyses.  

Often, these varying techniques will provide different conclusions regarding the data, and 

therefore, it is important to assess which one is most appropriate based on the research questions 

of interest. Furthermore, each technique has its benefits and limitations, which additionally can 
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affect one's ability to make conclusions regarding an analysis.  Therefore, a brief introduction to 

the different statistical analyses considered for this project will be discussed, as well as support 

for why the analysis of covariance (ANCOVA) and repeated measures analysis of variance 

(ANOVA) were ultimately selected. 

 Research studies that utilize a pretest posttest design have a variety of options for data 

analyses, these options include: ANOVA with change scores, ANOVA with residual scores, 

repeated measures ANOVA, and ANCOVA on posttest scores with the baselines values being 

used as a covariate.  Each of these will be briefly discussed, including the benefits and 

limitations of each.   

 An ANOVA with change scores is a commonly utilized technique, where change scores 

are produced from subtracting the posttest scores from the pretest scores on a given dependent 

variable.  This technique tests the null hypothesis that the differences between the two groups 

from pre to posttest assessment are the same (Sheeber, Sorensen, & Howe, 1996).  According to 

Dimitrov and Rumrill (2003), there is a great deal of erroneous criticism regarding the reliability 

of change scores in relation to the raw scores themselves.  Dimitrov and Rumrill (2003) noted 

that this only becomes a concern when the variance of the pretest and posttest scores is 

proportional; otherwise the reliability of the change scores is relatively high.  The utilization of 

change scores can be a valid form of testing the null hypothesis, however, Dimititrov and 

Rumrill (2003) warn that the reliability of such scores needs to be taken into account.  Unreliable 

change scores prohibit one's ability to correlate with other variables in the population being 

examined.  

 A second approach for the utilization of pretest and posttest data includes analysis by 

ANOVA with residual scores.  An ANOVA with residuals scores involves the difference 
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between the posttest scores and the determined predictor value, utilizing a simple regression 

where the pretest scores are coded as the predictor values (Dimitritrov & Rumrill, 2003).   This 

examines the relationship between the predictor (pretest) and its corresponding outcome 

variables (posttest).  One benefit of utilizing this technique is the residual scores do not correlate 

with the observed pretests scores, like commonly found with the usage of change scores 

(Dimitritrov & Rumrill, 2003).   Furthermore, it was noted that the usage of ANOVA with 

residual scores contains less variance than the change scores when the variance of the posttest 

scores is less than that of the variance of the pretest scores (Dimitritrov & Rumrill, 2003).  One 

major criticism of this statistical technique is it has less power than some other more robust 

techniques, and therefore, is often avoided.  Furthermore, there is concern that the ANOVA with 

residual scores can lead to an inflated alpha level and ultimately yield an inappropriately 

conservative test (Dimitritrov & Rumrill, 2003).   

 Another option for analyzing pretest/posttest data is the utilization of the repeated 

measures ANOVA (or a mixed repeated measures ANOVA when there is a within and between 

subject factor).  In this type of analyses, the variability due to individual differences is removed 

from the unknown variance (Sheeber, Sorensen, & Howe, 1996).  This is accomplished by the 

removal of some degrees of freedom. This assists with increasing the power of the F-test, which 

increases the likelihood of statically significant findings being detected, in the event they exist 

(Sheeber, Sorensen, & Howe, 1996).  This type of analyses answers three basic hypotheses: 1.) 

Does the mean score of x differ from group to group over time? 2.) Does the mean score of x 

differ from time to time regardless of group assignment? and lastly, 3.) Is there an interaction 

effect between group and time?  The testing of the group by time interaction effect provides 

information regarding the influence of a particular treatment over time.  This is the same F ratio 
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result one would find when conducting an ANOVA with change scores (Huck & McLean, 1975).   

Another very important component of the repeated measures design is its ability to provide 

information regarding the improvement over time regardless of group assignment.  This is 

particularly helpful when the research design involves the usage of two treatment groups.   

 Another potential analysis that utilizes both pretest and posttest data is the ANCOVA, 

where pretest values are held as a covariate.  One major benefit of this analysis technique is its 

ability to reduce error variance and eliminate systematic bias (i.e., for nonrandomized studies) 

(Dimitritrov & Rumrill, 2003).  The ANCOVA answers the question as to whether there are 

group differences on the posttest scores, after controlling for any differences that occurred at 

pretest (Sheeber, Sorensen, & Howe, 1996).  This analysis is often not utilized by researchers 

when pretest values are determined to not differ between groups.  According to Sheeber, 

Sorensen, and Howe (1996), this is an erroneous practice for two reasons.  First, non significant 

findings regarding group differences does not mean that group differences do not exist, it simply 

indicates that the group variability is not large enough to warrant a statistically significant 

difference.  Second, since the covariate analysis decreases overall error due to within group 

variability, this results in a more powerful analysis (Sheeber, Sorensen, & Howe, 1996).  

Another major benefit of the ANCOVA is its ability to assess the relationship between pretest 

(covariate) and posttest values (dependent variable), by assessing the homogeneity of regression 

slopes.  Furthermore, there are alternatives one could utilize with an ANCOVA, in the event 

some assumptions are violated (i.e., Johnson-Neyman technique for a violation of the 

homogeneity of regression assumption)(Dimitritrov & Rumrill, 2003).  This ability to utilize 

other techniques when an assumption is violated is unique to the ANCOVA (i.e., not an option 
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with change scores). Typically, the ANCOVA technique is utilized over the ANOVA with 

change scores, due to the aforementioned benefits.   

 Although other, more powerful tests exist, these will not be discussed due to the need for 

a larger sample size than this study possesses (e.g., latent path analysis). Therefore, based on the 

above examination of each potential option for data analyses, it was determined that an 

ANCOVA and repeated measures ANOVA will be conducted to answer the study's research 

questions.  These two analysis types were chosen due to the increased power over other 

techniques and the ability to answer different components of the research questions. The 

ANCOVA was chosen due to its ability to determine between group differences while holding 

the pretest scores as a covariate. The research literature supports that baseline attitudes and 

behaviors for weight management, exercise, and self-efficacy have the ability to affect the 

measurement of post-treatment outcomes (Teixeira, 2004), and therefore, the ANCOVA will 

account for this by holding these pretest scores constant. This helps decrease some of the 

unknown variance in the model, which increases the likelihood of detecting treatment effects. In 

regards to the repeated measures ANOVA, this will provide evidence as to whether there were 

group differences from pre to post assessment.  Furthermore, in the event an interaction effect is 

not detected, this analysis type will additionally provide the key piece of information as to 

whether the groups improved at all based on the treatment as usual.  Therefore, both analyses 

will provide key pieces of information regarding this projects research questions and provide 

more evidence to the overall success of the project's intervention.  

Data Analysis 

Due to the nature of this study (i.e., an intervention based study), an intent-to-treat (ITT) 

approach was selected for data analysis. This approach is standard practice in medically based 
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studies (Montori & Guyatt, 2001; Blumberg, Zhao, Wang, Messing, Heal, & Lyman, 2007).  

With this type of procedure, all participant data is utilized in the data analyses. For instance, 

those participants who do not have recorded weights at the 16-week period (i.e., the conclusion 

of the program) will have their baseline weights carried frontward.  Long-term weight loss 

studies support this approach, wherein the research supports that participants eventually return to 

their baseline weights (Martin et al., 2008).  

Preliminary data analyses will involve testing the following assumptions: normality of 

data distribution, homogeneity of variance and homogeneity of regression. These assumptions 

underlie the ANCOVA, which will be used for testing most of the hypotheses of this study.  The 

decision to run an ANCOVA was due to the baseline scores having a significant impact across 

all the analyses, and therefore, these baseline scores were held as covariates.  Additionally, 

Mauchly's Test of Sphericity will be mentioned briefly in the additional analyses section, due to 

this involving the additional assumption of sphericity, required by the repeated measures 

ANOVA.  The decision to run a repeated measures ANOVA was to answer the question of 

whether groups differed over time, and if not, whether both groups improved over time 

(regardless of treatment differences) or if groups differed at post assessment.  

Descriptive analyses will be conducted to determine demographic characteristics of 

participants from each group (i.e., gender, age, ethnicity, marital status, and educational 

attainment). This information will provide basic statistical information on the composition of the 

enhanced group and the standard group. 

Appropriate analyses were determined based on the design of the study and the research 

questions of interest.  Effect sizes will be calculated for each of the ANCOVAs and ANOVAs.   
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Indirect Outcome Measures 

(1) For the first hypothesis, an independent samples t-test will be conducted to determine 

whether or not differences between group means exist.  The data for this hypothesis is composed 

by adding up the total number of completed food logs, as well as, separately adding a composite 

of the last two items on the Between Session Assignments Questionnaire.   

 (2) For the second hypothesis, an ANCOVA will be conducted to determine whether differences 

between the enhanced and standard groups exist on the dependent variable, holding baseline 

values constant. This type of analysis was chosen due to the baseline scores significantly 

impacting outcomes across analyses.  It is hypothesized that differences between groups will be 

detected (i.e., utilizing scores from the global rating on the WEL and the abbreviated ESEC).  

Furthermore, a mixed repeated measures ANOVA will be conducted to determine whether or not 

an interaction between Time x Group is present.  This type of analysis was chosen due to one 

within group factor (Time: pre to post assessment) and one between group factor (Group: 

enhanced versus standard group).  It is hypothesized that an interaction will be present, 

indicating significant changes between groups from pre to posttest (i.e., utilizing scores from the 

global rating on the WEL and the abbreviated ESEC). 

 (3) For the third hypothesis, an ANCOVA will be conducted to determine whether differences 

between the enhanced and standard groups exist on the dependent variable, holding baseline 

values constant. This type of analysis was chosen due the baseline scores significantly impacting 

outcomes across analyses.  It is hypothesized that differences between groups will be detected 

(i.e., utilizing scores from the DHQ and the PPAQ). Furthermore, a mixed repeated measures 

ANOVA will be conducted to determine whether or not an interaction between Time x Group is 

present.  This type of analysis was chosen due to one within group factor (Time: pre to post 
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assessment) and one between group factor (Group: enhanced versus standard group).  It is 

hypothesized that an interaction will be present, indicating significant changes between groups 

from pre to posttest (i.e., utilizing scores from the global rating on the DHQ and the PPAQ). 

Direct Outcome Measures 

(4) For the fourth hypothesis, an ANCOVA will be conducted to determine whether differences 

between the enhanced and standard groups exist on the dependent variable, holding baseline 

values constant. This type of analysis was chosen due the baseline scores significantly impacting 

outcomes across analyses.  It is hypothesized that differences between groups will be detected 

(i.e., total weight loss in kilograms).  Furthermore, a mixed repeated measures ANOVA will be 

conducted to determine whether or not an interaction between Time x Group is present.  This 

type of analysis was chosen due to one within group factor (Time: pre to post assessment) and 

one between group factor (Group: enhanced versus standard group).  It is hypothesized that an 

interaction will be present, indicating significant changes between groups from pre to posttest 

(i.e., utilizing weight scores measured in kilograms). Additionally, a chi-square test will be 

utilized to determine group differences in those who met the 7% program goal, as well as for the 

subclinical goal of 5%.    

One final note, due to the number of ANCOVAs and ANOVAs that will be performed, it 

is an appropriate statistical procedure to run a Bonferonni’s correction to prevent an inflated p-

value.  This study will utilize this practice, in the event statistically significant findings are 

found, to ensure appropriate conclusions from data analyses. 

Power Analysis 

 In an effort to obtain an estimate of the anticipated effects size for the experimental 

condition over the control condition, we calculated the effect size for the differences between the 
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control and experimental condition of the most closely available weight loss study. In that study 

at the same HMO facility, utilizing the same weight management protocol, an effect size of 

Cohen’s d = 0.4 was determined favoring the experimental condition. That study did not alter 

any aspects of the current program, but was assessing the effect of group size on weight loss 

outcomes (which is hypothesized that smaller group size could allow for slightly more attention 

to the issue of homework between participants in the experimental group). The d = 0.4 is 

considered a moderate effect size, according to Cohen’s (1988) guidelines (d of .2 = small, .5 = 

medium, .8 = large). From that study it was extrapolated that since the present experimental 

condition is a significant enhancement of the standard program, with particular emphasis on 

homework implementation, greater differences between groups should occur, with an a 

anticipated effect size somewhere between moderate and large.  

Due to the limitations set by the HMO facility, as well as the clinical and research 

guidelines supporting that groups should not have more than 15 participants per group (i.e., to 

assist with the beneficial nature of group processes), it was determined that each group could 

only have 14 participants per group. Two groups of 14 participants each were run for each 

condition, for a sample size of 28 per group and 56 for the whole study. The G*Power 3.1 

software program was used to determine the power analysis for t-test analysis for mean 

differences between independent groups, showing that at an α error probability of 0.05, with the 

0.8 power recommended for detecting homework effects; Kazantzis, 2000), and a total sample 

size of 56, the study had sufficient power to detect an effect size of d = .68. This falls in the 

middle of the range between what is considered moderate to large effect size according to 

Cohen’s guidelines. It should be noted here, that the effect sizes that have been found in the 

psychotherapy literature in favor of treatment conditions utilizing homework (versus not) have 
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been large (Kazantzis et al., 2000). This is consistent with and supportive of the expectation that 

an effect size between moderate and large is a reasonable expectation for the present study as 

well. 
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CHAPTER FOUR 

RESULTS 

 

Feasibility Outcomes 

 As stated previously, a weekly rating scale was developed to assist with tracking and 

monitoring the implementation of homework principles (enhanced group versus standard group). 

Both group leaders completed this weekly and ratings were compared to establish that the 

homework principles were implemented every week as planned.  This procedure helped monitor 

the discrimination between the two conditions.  Utilizing the kappa statistic, the raters’ 

correlation coefficient was 0.87, which indicates a high degree of agreement on ratings (Scale 

ranged from 1 (Not at all) to 5 (Completely)); across all weeks and items, the mean rating for the 

enhanced group was 4.93 (SD = .01) and the mean for the standard group was 1.05 (SD = .06). 

This suggests that the homework principles between the two groups were differentiated in the 

execution of the study, as intended by the research design.  

Sample 

A total of 647 individuals were on the weight management group waiting list at the time 

of the study.  These individuals were screened for eligibility for participation in this study or for 

other non-research related weight management groups.  Of these 647 participants, 591 were 

excluded from the research groups due to eligibility requirements, declined participation, or there 

was no longer any seats in the research groups (see Figure 4.1).  A total 56 individuals 

participated in the study. The composition was mostly females (n=51) and the average age was 

52.64 (SD=11.04) with a range from 23 to 75. Caucasian participants composed 57.6% of the 

sample  (n=34), African American comprised 33.9% of the sample (n=20), one individual 
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identified as American Indian/Alaskan Native and one participant identified as other (3.4%).  

Almost half of the group were married (n=25), the rest were either divorced (n=13), single 

(n=12), or widowed (n=5). In terms of educational attainment, most participants had a college 

degree (n=31), the rest had either a high school diploma (n=13), a master’s degree (n=9), or a 

doctoral/professional degree (n=2).  Attendance rates for the enhanced group were 70% (on 

average, 11 sessions attended), whereas attendance rates for the standard group were 63% (on 

average, 10 sessions attended).  Attendance rates were calculated by summing the number of 

sessions attended per participant in the enhanced group and standard group, dividing each total 

by 16, and multiplying by 100.  “Drop-outs” were defined as those who did not complete both 

the baseline and post assessment packets.  Therefore, this study’s attrition rate was 17.9% (n = 

10), indicating a retention rate of 82.1% (n = 46). Four participants dropped out from the 

standard groups (attrition rate 14.3%), and 6 from the enhanced condition groups (attrition rate 

21.4%; see also Figure 4.1).  This program experienced a relatively low level of attrition, with 

attrition rates in other weight management programs typically varying from 10% to 80% (Farley, 

Wade, & Birchmore, 2003). Reasons provided from participants for dropping out of the study 

included: changes in work schedule, development of illness; surgical procedures; changes in 

family situations; transportation issues; additional life stressors that took priority over group 

attendance.  It did not appear that there were systematic differences in attrition rates or attrition 

reasons between conditions. Further, attrition did not appear to be related to the content of the 

study. As stated previously, an intent-to-treat (ITT) approach was utilized for the data analysis of 

weight scores.  Participants who missed more than eight sessions had their baseline values 

carried forward for data analysis purposes (n=9).  
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Preliminary Analyses 

 The preliminary analyses involved testing the following assumptions: normality of data 

distribution and homogeneity of variance. These assumptions underlie both the ANCOVA and 

the repeated measures ANOVA, which were used for testing most of the hypotheses of this 

study. The ANCOVA additionally involved testing the homogeneity of regression assumption, 

whereas the repeated measures ANOVA required the testing of the assumption of sphericity. The 

ANCOVA results are presented first, followed by the repeated measures ANOVA (i.e., presented 

in the additional analyses section).  Also important to note, no differences between groups were 

detected on each of the dependent variables (i.e., pretest scores).   

 

 
    Figure 4.1.  Recruitment of Participants.  
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Normality of Data    

 Normality of data distributions was assessed by generating the standardized skewness 

and kurtosis coefficients of the dependent variables (see Table 4.1). Typically, standardized 

skewness values of ±3.0 and kurtosis values of ±5.0 may indicate non-normality (Tabachnick & 

Fidell, 2006). From Table 4.1, it was noted that measures of weight loss, physical activity 

(PPAQ), and fat intake (DHQ) have non-normal distributions. Thus, the original scores for these 

measures were accordingly transformed to remedy the potential biases that a non-normal 

distribution may have on the succeeding analyses. In particular, weight loss, baseline weight, and 

post assessment weight were transformed using the equation: square root of x + 2.09; PPAQ 

scores were transformed using the equation: square root of x + 1; and DHQ scores were 

transformed using the following equations:  square root of 4.59- x (Tabachnick & Fidell, 2006). 

The transformed scores were re-examined for skewness and kurtosis to ensure that the values 

reflected a normal distribution. In the succeeding sets of analyses, the transformed scores were 

used. 

 

Table 4.1 
 
Descriptive Statistics 

 
M  

(n=56) 

SD Skewness / 
SE 

Kurtosis / 
SE 

Outcome Variable     

 Completion of between session materials     

o Food logs 5.95 4.52 0.99 -1.82 

o Between Session Activities 
Questionnaire (BSAQ) 

3.20 0.70 -0.28 0.38 

Note. Range for food logs = 0 to 15; Range for BSAQ = 1 (very low) to 5 (very high). 
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Table 4.1 - continued 

 M  

(n=56) 

SD Skewness / 
SE 

Kurtosis / 
SE 

 Self-efficacy     

 Weight Efficacy Life-style Questionnaire (WEL) 

o Baseline WEL 5.07 1.62 0.58 -1.22 

o Post Assessment WEL 6.30 1.51 -2.24 -0.09 

 Exercise Self Efficacy Scale (ESES)     

o Baseline ESES 1.98 0.79 2.90 2.00 

o Post Assessment ESES 2.26 0.89 0.39 -1.31 

 Health behaviors     

 Dietary Habits Questionnaire (DHQ)     

o Baseline DHQ 2.80 0.45 -3.29 2.76 

o Post Assessment DHQ 2.24 0.49 -1.09 -0.61 

 Paffenbarger Physical activity Questionnaire (PPAQ) 

o Baseline PPAQ 1397.25 1400.69 3.66 2.13 

o Post Assessment PPAQ 1715.55 1969.30 4.48 2.60 

 Weight Loss (in Kg) 

o Total Weight Loss  4.69 4.22 3.95 4.63 

o Baseline Weight 104.60 26.13 2.52 0.96 

o Post Assessment Weight 99.91 24.65 2.21 0.55 

Note. Range for WEL = 0 (not confident) to 9 (very confident); Range for ESES = 1 (not at all 
confident) to 5 (extremely confident); Range for DHQ = 1 (usually or always) to 4 (rarely or 
never); PPAQ calculated total metabolic equivalents (MET). 
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Homogeneity of Variance 

 A series of Levene’s tests were conducted to assess homogeneity of variance of the 

dependent variables between the enhanced and standard group conditions. The summary of the 

tests is shown in Table 4.2. Statistical significance above .05 indicates that the variances between 

the two groups do not differ, thus satisfying the homogeneity of variance assumption. Among the 

many measures of dependent variables, only three measures did not meet the criteria: post 

assessment WEL, baseline PPAQ, and post assessment PPAQ. It should be noted however that in 

the case of the PPAQ scores, the transformed versions had non-significant F values. In effect, it 

was just the post assessment WEL, which did not meet the homogeneity of variance assumption. 

This limitation was duly noted considering also that the ANCOVA is relatively robust to 

violations of some assumptions.  

 

Table 4.2 
 
Summary of Levene’s Test 

 F (df=1,42) p 

Outcome Variable   

 Completion of between session materials   

o Food logs .22 .64 

o Between Session Activities Questionnaire (BSAQ) 2.79 .10 

 Self-efficacy   

 Weight Efficacy Life-style Questionnaire (WEL) 

o Baseline WEL .08 .77 

o Post Assessment WEL 16.92 .00 
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Table 4.2 - continued 

 F (df=1,42) p 

 Exercise Self Efficacy Scale (ESES)   

o Baseline ESES .51 .48 

o Post Assessment ESES .06 .80 

 Fat Intake    

 Dietary Habits Questionnaire (DHQ)   

o Baseline DHQ .10 .75 

o Post Assessment DHQ 1.29 .26 

 Paffenbarger Physical activity Questionnaire (PPAQ) 

o Baseline PPAQ 8.81 .00 

o Post Assessment PPAQ 4.90 .03 

 Weight Loss (in Kg)   

o Total Weight Loss  1.58 .22 

o Baseline Weight .93 .34 

o Post Assessment Weight 1.45 .24 

 

 
Homogeneity of Regression 

 Homogeneity of regression means that the relationship between the dependent variable 

and the covariate should be similar for all groups so that the regression lines are parallel.  

The correlation matrix of the dependent variables was generated (see Table 4.3) to examine the 

intercorrelations of the scores especially between those that were used as covariates and their 

corresponding outcome measures. The covariates are the baseline scores. It can be noted from 

the correlation matrix that indeed there are significant relationships between the covariates and 

their respective outcome variables except for PPAQ. 
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Table 4.3 
 
Correlation Matrix 

Outcome Variables 1 2 3 4 5 6 7 8 9 10 11 12 

Completion of between session materials             

1. Food logs                         

2. BSAQ .12                       

Self-efficacy             

3. Weight (Baseline WEL) -.16 .12                     

4. Weight (Post Assessment WEL) .09 .21 .62**                   

5. Exercise (Baseline ESES) -.06 .12 .20 -.02                 

6. Exercise (Post Assessment ESES) .19 .53** .09 .38* .37*               

Fat Intake             

7. Baseline DHQ -.09 .21 .20 .25 .15 .20             

8. Post Assessment DHQ .12 .39** .08 .20 .10 .32* .65**           

Physical Activity Level             

9. Baseline PPAQ -.06 .30* -.12 -.19 .52** .43** .04 .38**         

10. Post Assessment PPAQ .15 .23 .03 .13 .37** .46** .24 .05 .19       

Weight             

11. Total Weight Loss  .53** .22 .00 .25 .08 .28 .02 .22 -.01 .24     

12. Baseline Weight .20 -.05 -.06 .00 -.25 -.05 -.27* -.30* -.19 -.14 .38**   

13. Post Assessment Weight .13 -.09 -.06 -.03 -.28* -.09 -.28* -.35* -.20 -.19 .24 .99** 

Note. Based on the above correlation matrix, there are indeed significant relationships between the covariates and their respective 
outcome variables except for PPAQ. BSAQ = Between Session Activities Questionnaire; WEL = Weight Efficacy Life-style 
Questionnaire; ESES = Exercise Self-efficacy Scale; DHQ = Dietary Habits Questionnaire. 
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 The linear relationship between covariate and dependent variables were visually 

generated (see Figures 4.2 to 4.6). It was expected that the lines in the graph should be 

approximately parallel. However, in some figures, the lines intersect. In the analysis of the WEL 

scores, it showed that baseline WEL scores have a significant effect on post assessment WEL 

scores, F (1,42)=22.24, p<.001, partial η2=.346.  In the case of the ESES scores, the baseline 

scores have an effect on the post assessment, F (1,42)=5.82, p<.001, partial η2=.122.  In the 

analysis of the DHQ scores, it showed that baseline DHQ scores have a significant effect on post 

assessment DHQ scores, F (1,43)=29.88, p<.001, partial η2=.410. In the case of the PPAQ 

scores, the baseline scores did not have an effect on the post assessment, F (1,50)=1.31, p<.258, 

partial η2=.026.  Lastly, results indicated that baseline weight scores have an effect on total 

weight loss, F (1,53)=8.38, p<.01, partial η2=.137.  A further analysis using a univariate analysis 

of variance was conducted where the post assessment score was entered as the dependent 

variable; the treatment group (enhanced or standard) was entered as the independent variable; 

and the baseline score was entered as a covariate. The significance of the interaction term was 

then examined to determine homogeneity of regression. This analysis was done for all dependent 

variables with a baseline and post assessment data. The analyses of interaction terms showed that 

homogeneity of regression was met for the weight scores (F=.286, df=1,52, p=.097), PPAQ 

(F=.603, df=1,49, p=.441), DHQ (F=1.125, df=1,42, p=.295), ESES (F=1.019, df=1,41, p=.319), 

and WEL (F=2.777, df=1,41, p=.103) (Tabachnick & Fidell, 2006).  
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Figure 4.2.  Linear relationship between covariates and dependent variables  
(Weight Efficacy Life-style Questionnaire; WEL) 

 
 
 
 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
Figure 4.3.  Linear relationship between covariates and dependent variables  

(Exercise Self-efficacy Scale; ESES) 
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Figure 4.4.  Linear relationship between covariates and dependent variables  

(Dietary Habits Questionnaire; DHQ) 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Figure 4.5.  Linear relationship between covariates and dependent variables  

(Paffenbarger Physical Activity Questionnaire; PPAQ) 



 

 105

 

 
 
 
 
 
 
 
 

 

 

 

 

 
 
 

Figure 4.6.  Linear relationship between covariates and dependent variables  
(overall weight in Kg) 

 
 

Main Findings 

 For each hypothesis of this study, the results are presented in this section. 

Indirect Outcome Measures 

Hypothesis 1.  The addition of a systematic and structured homework procedure is 

hypothesized to increase the amount of completed food logs, and the quantity and quality ratings 

on the Between Session Assignments Questionnaire, (compared to the standard group), as found 

in the field of psychotherapy.   

 To test the hypothesis, an independent samples t-test was conducted. Note that the food 

logs and BSAQ did not have baseline scores, which could be used as a covariate. The mean 

scores in the completed food logs and BSAQ were compared and the summary of the t-test is 

presented in Table 4.4 below. 
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Table 4.4 
 
Mean Comparison (Food Logs and BSAQ) 

 Enhanced (n=26) Standard (n=26)   

 M SE M SE t  p value

Completed food logs 6.85 .84 6.08 .89 .63 .53 

BSAQ 3.22 .12 3.18 .17 .17 .87 

Note. Completed food logs range = 1 to 15; BSAQ = Between Session Activity Questionnaire; 
BSAQ range =1 (very low) to 5 (very high). 
 
 

 Results indicated that there were not significant differences in scores between subjects in 

the enhanced and standard conditions. The mean score in completed food logs was higher for the 

enhanced group (6.85) compared with the standard group (6.08), however the difference was not 

statistically significant, t (50)=.63, p=.53; partial η2= .009 (small effect size). These findings 

translate to participants in both groups completing approximately 42% of the required food logs.  

The same pattern was also observed for the BSAQ quantity and quality aggregate scores. 

Although the enhanced group had a higher mean score (3.22) than the standard group (3.18), the 

difference was not statistically significant, t (47)=.17, p=.87; partial η2= .001 (small effect size).  

 In summary, the findings did not support hypothesis 1. Addition of a systematic 

structured homework procedure did not increase the amount of completed food logs, or the 

quantity and quality ratings on the BSAQ. 

Hypothesis 2.  The addition of a systematic and structured homework procedure will 

enhance participant’s self-efficacy related to weight loss and physical activity (as measured by 

the global score on the Weight Efficacy Life-Style Questionnaire (WEL) and Exercise Self-

Efficacy Scale (ESES), as compared to the standard group 
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 To test this hypothesis an analysis of covariance (ANCOVA) was conducted to test the 

differences in WEL and ESES scores between the enhanced and standard group conditions. 

Separate ANCOVAs were conducted for each measure using the baseline scores as covariate and 

the post assessment scores as the outcome measure. The summary of the analysis is presented in 

Table 4.5 below. 

 

Table 4.5 
 
Summary of ANCOVA Analysis (WEL and ESES) 

 Enhanced (n=26) Standard (n=26)    

 M SE M SE F(df=1,42) p value Partial 
η2 

WEL        

Pretest 5.37 .32 4.73 .30    

Posttest 6.63 .25 5.98 .25 3.29 .08 .073 

ESES        

Pretest 1.90 .13 2.06 .17    

Posttest 2.19 .19 2.31 .17 .22 .64 .005 

Note. WEL = Weight Efficacy Life-style Questionnaire; WEL range = 0 (not confident) to 9 
(very confident); ESES = Exercise Self-efficacy Scale; ESES range = 1 (not at all confident) to 5 
(extremely confident). 
 
 

 Results indicated that the enhanced and standard group participants did not significantly 

differ in their WEL and ESES outcome scores.  When the baseline WEL scores were taken into 

account in examining the difference in scores between the conditions, the analysis showed that 

WEL post assessment scores did not significantly differ between the enhanced and standard 

group, (F (1,42)=3.29, p=.08; partial η2= .073 (medium effect size; according to Cohen, 1988, η2 
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of .01 is small, .06 is medium, and .14 is a large effect size). The effect of the enhanced treatment 

group accounted only for 7.3% of the variance in the post assessment WEL scores, which was 

not statistically significant. 

 In the case of the ESES scores, when the baseline scores were taken into account in 

examining the difference in scores between the conditions, the analysis showed that ESES post 

assessment scores did not significantly differ between the enhanced and standard group, F 

(1,42)=.22, p=.64; partial η2= .005 (small effect size) . The effect of the enhanced treatment 

group accounted only for .05% of the variance in the post assessment ESES scores, which was 

not statistically significant. 

 In summary, the findings did not support the hypothesis. The addition of a systematic and 

structured homework procedure did not enhance participants’ self-efficacy related to weight loss 

and physical activity (as measured by the global score on the Weight Efficacy Life-Style 

Questionnaire [WEL] and Exercise Self-Efficacy Scale [ESES]). 

Hypothesis 3.  The addition of a systematic and structured homework procedure in the 

enhanced group will result in decreased levels of fat intake as measured by the Dietary Habits 

Questionnaire (DHQ), as well as increased levels of physical activity as measured by the 

Paffenbarger Physical Activity Questionnaire (PPAQ), (i.e., when compared to the standard 

group).   

 To test this hypothesis an analysis of covariance (ANCOVA) was conducted to test the 

differences in DHQ and PPAQ scores between the enhanced and standard group conditions. 

Separate ANCOVAs for each measure were conducted using the baseline scores as covariate and 

the post assessment scores as the outcome measure. The summary of the analysis is presented in 

Table 4.6. 
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Table 4.6 
 
Summary of ANCOVA Analysis (DHQ and PPAQ) 

 Enhanced (n=26) Standard (n=26)    

 M SE M SE F(df=1,42) p value Partial 
η2 

DHQ        

Pretest 1.32 .03 1.33 .03    

Posttest 1.50 .03 1.54 .03 1.24 .27 .028 

PPAQ        

Pretest 26.70 3.85 37.42 3.59    

Posttest 32.97 4.95 36.00 4.85 .18 .67 .004 

Note. DHQ= Dietary Habits Questionnaire; DHQ range = 1 (usually or always) to 4 (rarely or 
never); PPAQ= Paffenbarger Physical Activity Questionnaire; PPAQ calculated total metabolic 
equivalents (MET). 
 
 

 Results indicated that the enhanced and standard group participants did not significantly 

differ in their DHQ and PPAQ outcome scores.  In the analysis of the DHQ scores, the baseline 

DHQ scores were taken into account in examining the difference in scores between the 

conditions, the analysis showed that DHQ post assessment scores did not significantly differ 

between the enhanced and standard group, (F (1,42)=1.24, p=.27; partial η2= .028 (small to 

moderate effect size). The effect of the enhanced treatment group accounted only for 2.8% of the 

variance in the post assessment DHQ scores, which was not statistically significant. 

 In the case of the PPAQ scores, the analysis showed that PPAQ post assessment scores 

did not significantly differ between the enhanced and standard group, F (1,42)=.18, p=.67; partial 

η2= .004 (small effect size). The effect of the enhanced treatment group accounted only for .04% 

of the variance in the post assessment PPAQ scores, which was not statistically significant. 
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 In summary, the findings did not support the hypothesis. The addition of a systematic and 

structured homework procedure in the enhanced group did not result in decreased levels of fat 

intake as measured by the Dietary Habits Questionnaire (DHQ), as well as increased levels of 

physical activity as measured by the Paffenbarger Physical Activity Questionnaire (PPAQ).  

Direct Outcome Measures 

Hypothesis 4.  The addition of a systematic and structured homework procedure to the 

enhanced group is hypothesized to increase weight loss outcomes of the weight management 

program as shown by overall weight loss (as compared to the standard group).  Additionally, it is 

believed that more individuals in the enhanced homework procedure group will:  

(a) meet the program goal of 7% weight loss (as measured in kilograms) 

(b) meet the subclinical amount of 5%, which still equates to  health benefits (as measured in 

kilograms). 

 To test this hypothesis an analysis of covariance (ANCOVA) was conducted to test the 

differences in total weight loss between the enhanced and standard group conditions. Baseline 

weight was used as the covariate. The summary of this analysis is presented in Table 4.7. A 

multi-dimensional chi-square test was conducted to analyze the hypothesis relating to the goal 

achievements. 

When the effect of baseline weight was partialled out, the findings showed that there was 

no significant difference in weight loss between the enhanced and standard group, F (1,53)= 

3.68, p=.06, partial η2=.065 (medium effect size). It could be noted however that the significance 

value is marginal and that 6.5% of the variance in total weight loss can be accounted for by the 

treatment condition. 
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Table 4.7 
 
Summary of ANCOVA Analysis (Weight Loss) 

 Enhanced (n=28) Standard (n=28)    

 M SE M SE F(df=1,53) p value Partial 
η2 

Weight loss (in 
Kg) 

       

Pretest 106.91 4.63 102.28 5.23    

Posttest 101.09 4.23 98.73 5.11 3.68 .06 .065 

 

 

 The multi-dimensional chi square test indicated that there was a marginal relationship 

between the condition (enhanced vs. standard) and the 7% weight loss goal achievement: Χ2 (1, 

N=56) = 3.82, p=.051, partial η2=.068. The association was weak: ϕ=.261 thus, the type of 

condition accounts for 6.8% of the variance in goal achievement. From Figure 4.7, it can be 

noted that the number of respondents who achieved the 7% goal was three times more in the 

enhanced condition compared with those from the standard condition (i.e., 9 participants in the 

enhanced condition (32%); 3 participants in the standard condition (11%).    

In terms of the 5% weight loss goal achievement, Figure 4.8 shows that the number of 

respondents who achieved the goal is similar for both enhanced and standard conditions (i.e., 12 

participants in the enhanced condition (42%); 9 participants in the standard condition (32%)).   

The chi-square test further confirmed this showing that there was no relationship between the 

condition (enhanced vs. standard) and the 5% weight loss goal achievement: Χ2 (1, N=56) = .69, 

p=.408. It is important to note that those who were included in the calculation of the 7% goal 

were also included in the calculation of those who met the 5% goal.  
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Figure 4.7.  Number of respondents who achieved the 7% goal 
 

 

  

 

 

 

 

 

 

 

 
 
 
 

Figure 4.8.  Number of respondents who achieved the 5% goal 
 

 

 In summary, the hypothesis pertaining to weight loss was not clearly supported. The 

addition of a systematic and structured homework procedure to the enhanced group did not 
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clearly increase weight loss outcomes significantly more compared to the standard group. 

Findings also showed that more individuals in the enhanced homework procedure group 

achieved the program goal of 7% weight loss but this was not the case for the 5% weight loss 

goal achievement. 

Additional Analyses 

 Based on the insignificant findings of the ANCOVA, separate mixed repeated measures 

ANOVAs were additionally conducted for hypotheses two to four, to determine if a main effect 

exists.  This would indicate whether participants overall improved on each of the dependent 

variables from pre to post assessment or if groups differed on the levels of reported changes at 

post assessment.  Due to the insignificant findings of the ANCOVAs, it is not hypothesized that 

an interaction effect will be detected for all of the dependent variables, with the exception of 

possibly weight loss (the ANCOVA result had a p-value of .06). The assumptions for the repeated 

measures ANOVA are the same as the ANCOVA (minus the homogeneity of regression 

assumption), with the addition of the assumption of sphericity.  This assumption is tested with 

the Mauchly's Test of Sphericity, which assumes that the variance in the differences between 

conditions is equal. With regards to this study, sphericity is assumed due to each condition only 

having two levels.  

Indirect Outcome Measures 

Hypothesis 2.  The addition of a systematic and structured homework procedure will 

enhance participant’s self-efficacy related to weight loss and physical activity (as measured by 

the global score on the Weight Efficacy Life-Style Questionnaire (WEL) and Exercise Self-

Efficacy Scale (ESES), as compared to the standard group 
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 To test this hypothesis, separate mixed repeated measures ANOVAs were conducted to 

test the presence of an interaction effect of Group (enhanced vs. standard) x Time (pre to post 

assessment) on the WEL and ESES.  In the event an interaction is not detected, then any 

potential main effects that exist are of great interest. The summary of the analyses is presented in 

Table 4.8 below. 

 

Table 4.8 

Summary of Mixed Repeated Measures ANOVA Analysis (WEL and ESES) 

 SS F (df=1,42) p value Partial η2

Between Subjects  

Enhanced vs. Standard (WEL) 

 

17.57 

 

4.85 

 

.03 

 

.101 

Enhanced vs. Standard (ESES) 1.97 2.03 .16 .045 

Within Subjects 

Main Effect for Time (WEL) 

 

34.28 

 

36.16 

 

.00 

 

.457 

Main Effect for Time (ESES) 1.40 2.98 .09 .065 

Time x Group Interaction (WEL) .55 .58 .45 .116 

Time x Group Interaction (ESES) .05 .10 .76 .000 

Note. WEL = Weight Efficacy Life-style Questionnaire; WEL range = 0 (not confident) to 9 
(very confident); ESES = Exercise Self-efficacy Scale; ESES range = 1 (not at all confident) to 5 
(extremely confident).  
 
 

 In regards to the WEL, results indicate that there was not a statistically significant 

interaction effect regarding Time x Group, in terms of weight management self-efficacy, F 

(1,42)= .58, p= .45, partial η2= .116.  There was, however, a statistically significant main effect 

regarding the WEL and time, F (1,42)= 36.16, p= .00, partial η2= .457.  In regards to the 

between subject variable, there was furthermore a statistically significant effect indicating that 
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the two groups were different from each other on reported levels of weight management self-

efficacy at post assessment, F (1,42)= 4.85, p= .03, partial η2= .101.  

 These findings indicate that there were no differences between the two groups and their 

increasing levels of weight management self-efficacy from pre to post assessment. Due to the 

statistically significant main effect of weight management self-efficacy over time, this indicates 

improvement in levels of self-efficacy from pre to posttest regardless of group assignment.  This 

finding supports that both treatments were successful in increasing levels of weight management 

self-efficacy. This further indicates that the homework procedure was unable to produce higher 

levels of weight management self-efficacy than what would be expected in the standard 

treatment group.  Additionally, it was determined that those in the enhanced group overall had 

higher levels of reported weight management self-efficacy than those in the standard group at 

post assessment. 

 In regards to the ESES, results indicate that there was not a statistically significant 

interaction effect regarding Time x Group, in terms of exercise self-efficacy, F (1,42)= .10, p= 

.76, partial η2= .000.  There was additionally not a statistically significant main effect regarding 

the ESES and time, F (1,42)= 2.98, p= .09, partial η2= .065.  In regards to the between subject 

variable, there was furthermore not a statistically significant effect indicating that the two groups 

were different from each other on reported levels of exercise self-efficacy at post assessment, F 

(1,42)= 2.03, p= .16, partial η2= .045.  

 These findings suggest that there were no differences between the groups and their levels 

of exercise self-efficacy from pre to post assessment.  Moreover, there was no change in the level 

of self-efficacy from pre to posttest assessment, regardless of group assignment.  This suggests 

that the treatment as usual and the enhanced homework procedure were not successful in 
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increasing levels of exercise self-efficacy. Lastly, the reporting of exercise self-efficacy was 

overall the same for both the enhanced and standard groups at post assessment. 

 In summary, the findings did not support the hypothesis. The addition of a systematic and 

structured homework procedure did not enhance participants’ self-efficacy related to weight loss 

and physical activity (as measured by the global score on the Weight Efficacy Life-Style 

Questionnaire [WEL] and Exercise Self-Efficacy Scale [ESES]).  It appears, however, that the 

treatment as usual for both groups resulted in the enhancement of self-efficacy related to weight 

management. This same finding was not detected for exercise self-efficacy. Furthermore, those in 

the enhanced group appeared to have had higher levels of weight management self-efficacy than 

those in the standard group at post assessment. 

Hypothesis 3.  The addition of a systematic and structured homework procedure in the 

enhanced group will result in decreased levels of fat intake as measured by the Dietary Habits 

Questionnaire (DHQ), as well as increased levels of physical activity as measured by the 

Paffenbarger Physical Activity Questionnaire (PPAQ), (i.e., when compared to the standard 

group).   

 To test this hypothesis, separate mixed repeated measures ANOVAs were conducted to 

test the presence of an interaction effect of Group (enhanced vs. standard) x Time (pre to post 

assessment) on the DHQ and PPAQ.  In the event an interaction is not detected, then any 

potential main effects that exist are of great interest. The summary of the analyses is presented in 

Table 4.9 below. 

 Results indicate that there was not a statistically significant interaction effect regarding 

Time x Group, in regards to dietary health behaviors (DHQ), F (1,42)= .36, p = .55, partial η2= 

.008. In contrast, there was a statistically significant main effect regarding the DHQ and Time, F 
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(1,42)= 82.10, p= .00, partial η2= .651.  In regards to the between subject variable, there was not 

a statistically significant effect indicating that the two groups were different from each other on 

the reporting of dietary health behaviors at post assessment, F (1,42)=1.50; p= .23, partial η2= 

.033.  

 

Table 4.9 

Summary of Mixed Repeated Measures ANOVA Analysis (DHQ and PPAQ) 

 SS F (df=1,42) p value Partial η2

Between Subjects  

Enhanced vs. Standard (DHQ) 

 

.06 

 

1.50 

 

.23 

 

.033 

Enhanced vs. Standard (PPAQ) 2234.95 3.98 .05 .072 

Within Subjects 

Main Effect for Time (DHQ) 

 

.77 

 

82.10 

 

.00 

 

.651 

Main Effect for Time (PPAQ) 307.89 .75 .39 .014 

Time x Group Interaction (DHQ) .01 .36 .55 .008 

Time x Group Interaction (PPAQ) 333.45 .81 .37 .016 

Note. DHQ= Dietary Habits Questionnaire; DHQ range = 1 (usually or always) to 4 (rarely or 
never); PPAQ= Paffenbarger Physical Activity Questionnaire; PPAQ calculated total metabolic 
equivalents (MET). 
 
 
 
  These findings indicate that there were no differences between the two groups and their 

adoption of dietary health behaviors from pre to post assessment. Due to the statistically 

significant main effect of the adoption of dietary health behaviors over time, this indicates 

improvement in levels of healthy eating from pre to posttest regardless of group assignment.  

This finding supports that both treatments were successful in increasing the adoption of healthy 

eating behaviors. This further indicates that the enhanced homework procedure was unable to 
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produce greater levels of healthy eating behaviors beyond what would be expected in the 

standard treatment.   Lastly, the reporting of dietary health behaviors was overall the same for 

both the enhanced and standard groups at post assessment.  

 In regards to the adoption of exercise health behaviors, results indicate that there was not 

a statistically significant interaction effect regarding Time x Group, (PPAQ), F (1,42)= .81, p= 

.37, partial η2= .016.  There was additionally not a statistically significant main effect regarding 

the PPAQ and Time, F (1,42)=.75, p= .39, partial η2= .014.  In regards to the between subject 

variable, there was not a statistically significant effect indicating that the two groups were 

different from each other in regards to reported exercise related behaviors, F (1,42)= 3.98; p= 

.05, partial η2= .072.  

 These findings indicate that were no differences between the two groups and their 

increasing of exercise health behaviors from pre to post assessment. Furthermore, there did not 

appear to be statistically significant changes from pre to post assessment in regards to the 

adoption of exercise behaviors over time, regardless of group assignment.   This indicates that 

both the standard treatment and enhanced homework component failed to produce the adoption 

of healthy exercise behaviors. Lastly, it was determined that there were no differences between 

overall reported levels of exercise behaviors for the standard and enhanced group.  

 In summary, the findings did not support the hypothesis. The addition of a systematic and 

structured homework procedure did not enhance participants’ adoption of dietary health and 

exercise behaviors (as measured by the global score on the Dietary Habits Questionnaire [DHQ] 

and Paffenbarger Physical Activity Questionnaire [PPAQ]).  It appears, however, that the 

treatment as usual for both groups resulted in the enhancement of healthy eating behaviors.  This 

same finding was not found with the adoption of healthy exercise behaviors.  No differences 
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were detected between groups at the posttest assessment for either dietary health or exercise 

behaviors.  

Direct Outcome Measures 

 Hypothesis 4.  The addition of a systematic and structured homework procedure to the 

enhanced group is hypothesized to increase weight loss outcomes of the weight management 

program as shown by overall weight loss (as compared to the standard group).   

 To test this hypothesis, a separate mixed repeated measures ANOVA was conducted to 

test the presence of an interaction effect of Group (enhanced vs. standard) x Time (pre to post 

assessment) on weight loss.  In the event an interaction is not detected, then any potential main 

effects that exist are of great interest. The summary of the analyses is presented in Table 4.10 

below. 

 

Table 4.10 

Summary of Mixed Repeated Measures ANOVA Analysis (Weight Loss) 

 SS F (df=1,53) p value Partial η2

Between Subjects  

Enhanced vs. Standard (weight loss) 

 

1.09 

 

.37 

 

.55 

 

.007 

Within Subjects 

Main Effect for Time (weight loss) 

 

1.44 

 

82.40 

 

.00 

 

.604 

Time x Group Interaction (weight loss) 0.71 4.04 .049 .070 

Note. Weight loss measured in Kilograms (Kg). 

 

Results indicate that there was a statistically significant interaction effect regarding Time 

x Group, in regards to changes in weight, F (1,53)= 4.04, p= .049, partial η2= .070. There was 

furthermore a statistically significant main effect regarding weight and time, F (1,53)= 82.40, p= 
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.00, partial η2= .070.  In regards to the between subject variable, there was not a statistically 

significant effect indicating that the two groups were different from each other, F (1,53)= .37; p = 

.55, partial η2=.007.  

 These findings indicate that there was a difference between the two groups and their 

overall weight loss from pre to post assessment. Therefore, those in the enhanced group appear to 

have had statistically greater weight loss from pre to post assessment than those in the standard 

group.  In summary, the hypothesis pertaining to weight loss was supported.  
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CHAPTER FIVE 

DISCUSSION 

 

 There is an abundance of clinical interest regarding how to increase patients’ adherence to 

weight loss and exercise behaviors.  This interest has prompted research to investigate methods 

to increase overall weight loss and lower both the incidence and prevalence of obesity related 

comorbidities (e.g., diabetes, CVD, cancer).  Despite the growing level of literature in the area of 

weight loss, there are currently no studies that specifically investigate how the integration of 

psychotherapy based homework principles in a weight management program can affect weight 

loss outcomes.  Therefore, the purpose of this study was to examine whether the incorporation of 

a structured, systematic homework procedure based on CBT and Bandura’s SCT could enhance 

an evidence-based weight management program by increasing weight loss.  Additionally, indirect 

outcomes of the enhanced homework included the potential for increased completion of food 

logs, positive changes in dietary and physical activities/behaviors, and an increase in levels of 

self-efficacy related to weight management and physical activity.  Clients’ overall weight loss 

was measured weekly to assist with the tracking of weight loss over the 16-week program.  The 

DHQ (Kristal, Shattuck, & Henry, 1990) and PPAQ (Paffenbarger, Wing, & Hyde1978) were 

utilized to track changes in dietary and physical activity behaviors from pre- to post-treatment.  

The WEL (Fontaine & Cheskin, 1997) and ESES (Dutton, Tan, Provost, Allen Sorenson, & 

Smith, 2009) were utilized to track changes in self-efficacy from baseline to post assessment.  

Furthermore, the number of food logs completed over the 16-week program, as well as a 

composite of the last two items on the BSAQ (Lampropoulos, Herman, & Dutton, 2011) were 

also tracked to assess the quantity and quality of between-session activities completed.  This 
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chapter includes a discussion of the results, limitations of the current study, implications for 

practice, and recommendations for future research.   

Discussion of Findings 

 A discussion of the current study’s findings, in accordance to the current research 

literature, is addressed below.  Before discussing these findings in depth, however, the following 

concept must be stressed. The research literature suggests that the incorporation of homework 

principles to an already evidenced based weight loss program should increase weight loss 

outcomes (Kazantzis et al., 2005a; Foster et al., 2005; Scheel, et al., 2004).  This study, however, 

did not find these statistically significant differences between the enhanced and standard groups 

on all of the measures (only significant finding was the interaction effect of changes in weight 

from pre to post assessment for the enhanced group). Possible explanations for the lack of 

statistically significant differences between groups on most measures include a relatively small 

sample size, low dose of the active ingredients in the enhanced homework condition, and limited 

overall length of sessions.  However, it should be noted that, overall weight loss, which is the 

gold standard for program success, indicated a positive trend towards significance (p=.06) 

favoring the experimental group when utilizing the ANCOVA technique.  A medium sized effect 

was also noted in favor of the experimental group, where in 6.5% of the variance in total weight 

loss could be accounted for by the treatment condition.  Additionally, a significant interaction 

(p=.049) between Time x Group was detected for weight loss favoring the enhanced group (in 

repeated measures ANOVA).  Both findings, however, suggests that despite the aforementioned 

limitations, data trends pointed towards significance related to group differences on overall 

weight loss.  Therefore, logistical limitations may have had a major impact on this study’s ability 

to detect clear differences between conditions. It is likely that with a larger sample size, the 
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differences between conditions in weight loss and other measures would have been statistically 

significant at the .05 level regardless of analyses used.  

Second, both conditions included a homework component, which was further 

complicated by the fact that the time allotted to implement the homework principles in the 

enhanced condition was somewhat limited (i.e., an hour versus an hour and half in other weight 

loss studies). This is believed to have resulted in not sufficient potency or “dosage” for the 

enhanced condition in order to discern group differences on the outcome with a small sample 

size. These logistical issues are common in studies that attempt to translate research-based 

concepts into real world settings.  According to Mohammad, Echouffo-Tcheugui, and 

Williamson (2012), many difficulties do arise when attempting to incorporate components of the 

DPP into less intensive settings.  An analyses conducted by Mohammad et al. (2012) noted 

several limitations often seen in similar studies, where small sample sizes, high costs, and 

structural limitations result in variable findings.  Furthermore, these barriers often mask the true 

potential for a treatment to be implemented correctly and/or its effect to be detected in analyses. 

Similar types of constraints were discussed by Garfield et al (2003), who reported several lessons 

learned regarding the difficult nature of translating research into a real life setting. These barriers 

further included provider time constraints, history and politics of an organization, and systemic 

issues (Garfield et al., 2003).  Therefore, the conducting of a study in a real life setting can often 

be challenging when navigating the structural limitations often set by governing organizations.  It 

is important to keep in mind these three main logistical limitations of the study (sample size, 

session length, and differentiation between conditions) during the detailed discussion of the 

findings for each hypothesis below.  Lastly, it should be noted that both treatments showed to be 

effective on most of the pre-to post measures (within subjects effects). This supported the 
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effectiveness of the existing standard weight loss program, which was a very strong comparison 

group for the enhanced treatment protocol to begin with.  

Between Session Activities 

Hypothesis 1.  The addition of a systematic and structured homework procedure is 

hypothesized to increase the amount of completed food logs, and the quantity and quality ratings 

on the Between-session Assignments Questionnaire, (compared to the standard group), as found 

in the field of psychotherapy.   

 Tenets from CBT and Bandura’s SCT again both support the hypothesis that the addition 

of a systematic and structured homework component would increase the amount of completed 

between-session activities in a weight management program (Kazantzis et al, 2005a). As 

previously noted, there is a strong positive correlation between the process of self-monitoring 

and weight control, wherein those who completed self-monitoring activities had consistently 

greater weight loss success (Boutelle & Kirchenbaum, 1998).  This finding has been replicated in 

the research literature; therefore, self-monitoring has become a major staple of weight 

management programs (Baker & Kirschenbaum, 1993; Boutelle & Kirchenbaum, 1998; Wing & 

Phelen, 2005; Burke, Wang, & Sevick, 2011).  Contrary to the hypothesis, the current study did 

not find any statistical significance between the enhanced and standard treatment groups.  In the 

current study, the basis of self-monitoring was measured by the completion of weekly food logs 

and the completion of the last two items on the BSAQ.  In this 16-week program, participants in 

the enhanced group compared to the standard group completed a mean of 6.85 food logs versus 

6.08 food logs respectively (i.e., no difference between groups in terms of food log completion).  

These findings translate to participants in both groups completing approximately 42% of the 

required food logs.  With participants in both groups completing less than half of the required 
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food logs, one must question whether or not participants were adequately completing between-

session activities in general. (However, partial/moderate homework completion is common in 

both the fields of psychotherapy and health behavior change). According to Burke, Swigart, 

Turk, Derro, and Ewing (2009), several reasons for why participants do not complete self-

monitoring was discussed.  For instance, those who were determined to have "missed the 

connection" regarding the importance of self-monitoring reported competing responsibilities, 

emotional eating, slacking off, little support from others, and lack of structure as reasons for not 

complying with self-monitoring activities (Burke et al., 2009).   Furthermore, those in the study 

who were identified as having "diminished support" noted that they felt inundated by all of the 

content, other life responsibilities interfered, feelings of guilt regarding lifestyle choices and/or 

not wanting to assume responsibility for their behavior, an inability to self-nurture, and sabotage 

by others not associated with the treatment as major reasons for their inability to follow through 

with self-monitoring assignments (Burke et al., 2009).  Unfortunately, in the current study, the 

lower level of self-monitoring affected the enhanced group ability to gain self-efficacy regarding 

a healthier lifestyle.  Those in the enhanced group were hypothesized to gain a sense of self-

efficacy from successfully completing their planned between-session activities, which would 

have indirectly increased their frequency of self-monitoring.  If this was not occurring, then one 

would not expect there to be a gain in self-efficacy for those in the enhanced group. This further 

brings up the question as to the effect of decreasing group sessions from one and half hours to 

one hour, which may have decreased the overall dose of the treatment component.  

Another area that needs discussion includes the participants’ ratings of quantity and 

quality of their between-session activities.  As previously mentioned, participants in the 

enhanced group were specifically asked to define the conditions in which they planned to 
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complete their between-session activities.  In contrast, the participants in the standard group were 

only told to attempt what was learned in the group sessions in their everyday lives.  Even though 

the enhanced groups mean scores were higher than the standard groups on the BSAQ, these 

differences were determined to not be statistically significant.  Therefore, despite the planning 

and defining of the conditions regarding between-session activities, the enhanced group was not 

reporting a significantly higher degree of quantity and quality regarding their attempts at 

completing activities between-sessions.  Firstly, there is some question as whether or not some 

participants in the enhanced group were accurately reporting the quantity and quality of their 

between-session activities on the BSAQ.  For instance, some participants in the enhanced group 

had to be constantly reminded of what the purpose of the form was and why it needed to be 

completed.  This did not appear to be an issue in the standard group.  For those who struggled 

with the form, many attempts were made to help explain these forms. Some participants, 

however, continued to struggle throughout the length of the program.   

Another potential reason for the lack of significant findings could have included the 

procedure in which the homework component was implemented.  As stated previously, 

participants in the enhanced group were provided with the goal-setting guide at the end of each 

session (see Appendix D).  This worksheet was utilized to assist participants with identifying 

their goal (homework) for the week, as well as how, when, where, how often, and the likelihood 

they see themselves achieving this goal.  Due to the group dynamic, each participant was not 

provided the opportunity to discuss their goal for the week.  Each week, participants who wanted 

help with defining a goal or were interested in expressing their goals for the week discussed this 

within the group.  This may have placed more introverted participants at a disadvantage, wherein 

they might not have felt comfortable voicing a concern regarding their chosen goal.  Independent 
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of attempts made by group leaders to engage the quieter participants within the enhanced group, 

the more outgoing participants consistently offered more goal-related information.  Difficulties 

with translating the DPP into less intensive settings were well documented by Mohammad et al. 

(2012).  As stated previously, attempts to integrate the DPP into community based settings 

resulted in the content being provided in a group format (Jackson, 2009).  This change from 

individual to group format resulted in less one-on-one contact for each individual participant.  

Therefore, individualizing content, or between session activities, to each participant can be a 

major challenge.  Also of note, it may have been of further benefit to additionally assess the 

content of each goal for each participant in the enhanced group, in addition to group leaders’ 

assessment of the participants’ degree of likelihood for completing their goals (i.e., ensuring that 

every person’s goal was realistic, culturally appropriate, and attainable).  Therefore, the enhanced 

group encountered some limitations to fully actualize its potential due to the inability to provide 

one-on-one assistance in regards to individualized goals.  

Self-efficacy and Weight Loss 

Hypothesis 2.  The addition of a systematic and structured homework procedure will 

enhance participant’s self-efficacy related to weight loss and physical activity [as measured by 

the global score on the Weight Efficacy Life-Style Questionnaire (WEL) and Exercise Self-

Efficacy Scale (ESES)], as compared to the standard group. 

To reiterate, Chambliss and Murray (1979) reported how clients with a higher degree of 

self-efficacy were more receptive to behavioral interventions and far less likely to relapse to 

previous maladaptive behaviors than when compared to clients with a lower degree of self-

efficacy.  Furthermore, research has shown that those who successfully complete between-

session activities are provided with greater experiences for positive reinforcement.  This positive 
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reinforcement therefore, will facilitate and nourish self-efficacy related to weight management 

and physical activity behaviors (Kazantzis, 2005a).  On the contrary to this study’s hypothesis, 

the addition of a systematic and structured homework procedure did not produce greater reported 

levels of self-efficacy related to weight management and physical activity. A main effect was 

detected, indicating that both groups improved on the WEL, regardless of group assignment. 

This indicates that the standard program increased the level of self-efficacy experienced by 

participants in regards to weight management, however, there was not enough of a difference 

between groups to warrant an interaction effect.  Regardless of this finding, however, it is 

important to note, that there was a trend towards statistical significance on the WEL (p = 0.08) 

and a moderate effect size (partial η2= .073) favoring the experimental group.  This could imply 

that the enhanced condition self-efficacy related to weight management was improved, however, 

limitations of the current study affected the overall findings (i.e., diffusion of treatment and small 

sample size).  In regards to the ESES, there was not an interaction or main effect detected for 

both groups.  This indicates that neither the standard treatment nor enhanced condition led to 

increases in exercise self-efficacy. Another potential explanation for the lack of clear significant 

findings included the attendance rate by the participants (Kong, Langlois, Kamga-Ngande, 

Gagnon, Brown & Baillargeon, 2010).  Since the research literature supports that self-efficacy is 

positively correlated by program attendance (Kong, Langlois, Kamga-Ngande, Gagnon, Brown 

& Baillargeon, 2010), it is not surprising that this research study struggled to find statistically 

significant increased levels of self-efficacy in the enhanced group due to absenteeism in both the 

enhanced group and standard group by 30% (5 sessions) and 37% (6 sessions) respectively.  Of 

note, these missed sessions most often occurred later in the program curriculum, when the 

cognitive behavioral topics related to how to adhere to the lifestyle program were discussed (i.e., 
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talking back to negative thoughts; eating and physical activity cues; social support). Furthermore, 

these cognitive behavioral sessions that were missed are critical since they were directly related 

to the concept of the current research project and may have affected the enhanced group’s ability 

to gain a greater level of self-efficacy when compared to the standard group.  This again relates 

to the “dose of treatment” concern. For instance, participants who tended to miss more sessions 

were not provided the opportunity to determine pertinent weekly between-session activities.  If 

there is no engagement in any between-session activities, once again the opportunities available 

for positive reinforcement and increases in self-efficacy are not present for the weight 

management and physical activity concepts (Linde, Rothman, Baldwin, & Jeffery, 2006).  Many 

reasons could have been attributed to the why attendance was inconsistent towards the end of the 

program and should be assessed further in future studies (i.e., participant expectations, slow 

progression of weight loss, convenience of groups times).  

A second potential explanation for the lack of increases in self-efficacy in the enhanced 

group is the overall number of completed food logs by the participants.  As noted in the 

literature, self-monitoring one’s progress is directly linked to program adherence by participants.  

Furthermore, it is this adherence to self-monitoring that is a major issue within weight 

management programs (Baker & Kirschenbaum, 1993; Boutelle & Kirchenbaum, 1998; Wing & 

Phelen, 2005; Burke, Wang, & Sevick, 2011).  Consistent with previous literature, this research 

project experienced relatively poor levels of self-monitoring by both the standard and enhanced 

groups. Both the standard and enhanced groups completed approximately 42% of the required 

food logs for the entire 16-week program. Spotty attendance, in conjunction with the lack of self-

monitoring could have contributed to limited gains in self-efficacy for both groups.  This lack of 
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increases in self-efficacy, further affects overall levels of weight loss, and changes in dietary and 

physical activity behaviors.  

Dietary and Exercise Behaviors 

Hypothesis 3.  The addition of a systematic and structured homework procedure in the 

enhanced group will result in decreased levels of fat intake as measured by the Dietary Habits 

Questionnaire (DHQ), as well as increased levels of physical activity as measured by the 

Paffenbarger Physical Activity Questionnaire (PPAQ), (i.e., when compared to the standard 

group).   

  Enhanced and standard group participants did not significantly differ in their DHQ and 

PPAQ outcome scores, which is consistent with findings related to the two group’s self-efficacy, 

completed food logs, and reporting of between session activities.  Participants in the enhanced 

group were hypothesized to have the above positive lifestyle changes due to the ability to 

practice between-session activities, which would then increase their levels of self-efficacy.  As a 

greater degree of self-efficacy was suspected to rise, so was the participant’s confidence to 

participate in novel lifestyle changes (i.e., healthy recipes, exercise regimens) that would beget a 

positive change in view for pursuing additional weight loss and exercise behaviors (Linde, 

Rothman, Baldwin, & Jeffery, 2006).  The DHQ results suggested an effect size (partial η2= 

.028) between small and moderate, which the aforementioned concerns about sample size and 

dosage of treatment may have decreased this study’s ability to detect small changes between 

conditions. The repeated measures analyses indicated that both groups improved on the adoption 

of healthy eating behaviors, however, there was not a large enough difference between groups to 

warrant an interaction effect.  This indicates that the standard program increased the adoption of 
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healthy eating behaviors and that the enhanced homework procedure did not increase this 

adoption more so than the traditional program alone. 

Although attempts were made to make diet and physical activity information relevant, it 

may have been beneficial to tailor specified recipes and/or exercise tactics to the demographics 

of the program (Kumanyika & Morssink, 1997).  For instance, one participant who dropped out 

of the program reported that she found the information provided did not apply to her lifestyle, 

since she strongly voiced that she eats at restaurants for every meal.  Therefore, information on 

how to cook specific meals, etc., did not provide her the information she felt she needed to be 

successful.  Instead, it would have been beneficial for this participant to have a tailored approach 

for avoiding certain foods at certain restaurants secondary to unforeseen caloric dense foods 

(e.g., grill base on the chicken at Carrabba’s adds an extra 290 calories, 17 grams of fat, 193 mg 

of cholesterol), how to cut back on eating at a restaurant (asking for a to-go-box when the food 

arrives and immediately putting a portion of the food away), what restaurants may have items on 

the menu in accordance to the American Diabetes Association diet, etc. Additionally, although 

not quantified, there were discussions on how the current economy affected participants’ ability 

to practice many of topics provided.  Many participants complained that the “healthy” food was 

much more expensive and would spoil much more quickly than their less expensive and less 

healthy counterparts.  Although many attempts were made to find healthy, cost effective items 

for clients to utilize, this remained a commonly spoken issue amongst all of the participants.  

Furthermore, even if the participants did increase their self-efficacy in the enhanced group during 

the study, a statistically significant difference between the two groups or changes on the DHQ 

and PPAQ may not have been detected due to failed attempts to pursue new recipes, eating 

habits, or exercise routines secondary to limited finances by the participants.  In addition, the 
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second group that started in June reported significantly less involvement in physical activity 

(from the first group in January), which was associated with higher mean temperature and 

humidity (i.e., February 2011, mean temp: 57.8°F; July 2011, mean temp: 79.9°F).  Participants 

commonly reported not being able to afford a gym membership and felt the Florida’s heat was 

too much to attempt any outside exercise.  Again, low cost alternatives were provided, however, 

participants had difficulty incorporating physical activity into their routines, which affected their 

PPAQ scores.   It is very important to note that neither the enhanced or standard groups improved 

on the adoption of exercise behaviors, which could have occurred due to the aforementioned 

economic and weather limitations.  If participants were unable to try new exercise behaviors due 

to financial reasons, etc., this would limit their ability to try new exercise activities.  With no 

attempts made to incorporate activities into one's routine, there were no opportunities for 

increased self-efficacy related to attempts at exercising.  This supports the lack of findings 

regarding increased levels of self-efficacy regardless of group assignment.  

Overall Weight Loss 

Hypothesis 4.  The addition of a systematic and structured homework procedure to the 

enhanced group is hypothesized to increase weight loss outcomes from the weight management 

program as shown by overall weight loss (as compared to the standard group).  Additionally, it is 

believed that more individuals in the enhanced homework procedure group will:  

(a) meet the program goal of 7% weight loss (as measured in kilograms). 

(b) meet the subclinical amount of 5% weight loss, which still equates to health benefits (as 

measured in kilograms). 

 When assessing the results of the ANCOVA, participants did not statistically differ in 

their ability to lose weight over the 16-week program. It is important to note, however, that the 
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findings did suggest a trend towards significance (i.e., p-value = 0.06) and a medium effect size 

(partial η2= .065) favoring the experimental group.  Further, the results of the repeated measures 

ANOVA noted an interaction effect regarding Time x Group, indicating those in the enhanced 

condition lost more weight from pre to post assessment than those in the standard condition (i.e., 

p-value = .049).  These differences in findings can be attributed to the varying analyses, wherein 

the ANCOVA possibly adds an additional amount of precision when interpreting the data.  

Regardless of the slightly different findings, both analyses at the very least support that the 

enhanced homework condition showed promising trends towards improving overall weight loss.  

Therefore, limitations of the current study could have affected the overall findings and 

potentially a larger sample size and a stronger dose of treatment could have increased the power 

needed to detect greater difference between groups.  Furthermore, there was a marginal 

relationship between those in the enhanced group and the meeting of their 7% weight loss goal, 

with those in the enhanced group meeting the goal being three times higher than those in the 

standard group (9 versus 3 participants).  When reassessing the findings of the data analyses, 

means for the completed food logs, the BSAQ, DHQ, and the WEL were higher than the 

standard group, even though not enough to warrant significance.  The likely explanation for 

those participants in the enhanced group meeting their goal of 7% weight loss as opposed to the 

standard group includes the existence of true effects between the conditions, especially in that at 

least more individuals in the enhanced group were able to capitalize on the enhance homework 

design to easier meet their goal of 7% weight loss. 

The research supports greater levels of self-efficacy are correlated with greater weight 

loss outcomes (Chambliss and Murray, 1979).  Additionally, the research supports that consistent 

self-monitoring is correlated with weight loss (Burke, Wang, & Sevick, 2011).  The current study 
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attempted to increase both these areas by providing participants with a system they could utilize 

to increase the aforementioned behaviors.  The research in homework supports that the defining 

of conditions surrounding the homework assignment increases the likelihood of completion.  

Furthermore, the research supports the premise behind this study and therefore, it is believed that 

potential limitations of the study affected the current project’s ability to detect differences 

between the groups.  Therefore, since the current study had promising results on overall weight 

loss; participants in the enhanced group met the 7% goal more often; and mean scores on the 

WEL, DHQ, BSAQ, and overall food logs were greater for the enhanced group, it is believed this 

study should be conducted again, after addressing the below limitations. It is likely these 

limitations, in part, decreased the overall findings of this study. 

Limitations of the Current Study 

 There were several limitations of this study that warrant mention. First, this researcher’s 

ability to show differences between groups in terms of self-efficacy, dietary and physical activity 

behaviors, and overall weight loss is complicated by the small sample size of this study.  

Unfortunately, the small sample size occurred due to the limitations of the HMO facility—who 

could only accommodate two groups of 14 at a time.  This resulted in a sample size of 56, which 

increased the level of difficulty for supporting any true differences between the two groups in the 

event there was one or more to be found.  If a larger sample size were to be utilized in the future, 

this may sharpen the differences between the two groups as a result of the increased power and 

narrowing of the confidence interval.   Furthermore, the effects of both groups having a small 

sample size and similar treatments might have concealed the effect size of the enhanced 

homework component.  
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 Additionally, due to constraints by the HMO facility, group sessions were shortened from 

one and half hours to one hour per session.  By shortening groups to only an hour vs. an hour and 

half, it is believed that this affected the overall dose of treatment (i.e., less time dedicated to 

curriculum and homework principles).  Therefore, this is believed to have diluted the dosage of 

treatment, due to the logistics of completing the same amount of material in a shorter period of 

time.  Ideally, the groups would be conducted in an hour and half, allowing for more time to 

address both curriculum and homework principles.   

Specifically, given that both conditions included some homework elements, and the time 

allocated to differentiating and enhancing the homework effects in the enhanced condition was 

somewhat limited, there was likely not sufficient differentiation between the two conditions to 

become visible with relatively small sample size. Future studies should include more time and 

focus on implementing the enhanced homework component, and larger sample sizes to reveal 

small effect sizes between study conditions.  

Another limitation that warrants mention is the attendance rate for both the enhanced and 

standard groups.  According to Williamson et al. (2010), successful weight loss and its 

management can be predicted by participants’ attendance.  In accordance to findings by 

Williamson et al. (2010), this study’s absentee rate was 30% for the enhanced group and 37% for 

the standard group.  As expected, this rate of absenteeism might have affected the outcomes for 

losing weight.  Furthermore, attendance rates became sparser towards the end of the project, 

when topics rooted in psychology were discussed.  This suggests that the participants did not 

experience the full curriculum, including the added homework component for the enhanced 

group.  For instance, to highlight the effects of missing a session, the group leader at the 

following session would spend approximately 5 minutes on summarizing the important 
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highlights of the 20-minute lecture and 40-minute group discussion (20 minutes for both last 

week’s and current homework). As should be noted, there is an uncertainty as to how effective 

this communication is when compared to gaining the same knowledge but with additional group 

discussion and support.  In addition, this same participant may tend to be less active during the 

1st 20 minutes of the session, since the group is discussing their experiences with last week’s 

homework—none of which the current participant completed.  Consequently, missing one 

session is equivalent to exchanging a 60-minute session to a 5-minute highlight with the 

subsequent session a week later (if present).  This potentially leads to the first 20 minutes being 

less engaging for the participant, which equates to a total of 60 – 80 minutes loss for one session; 

therefore, missing three sessions may be equivalent to missing an additional session in regards to 

the lack of quality of minutes fully engaged by the participant at subsequent sessions.  

Consequently, missing a third of the 16-week program can be very detrimental; especially since 

greater weight loss outcomes are correlated with greater levels of program adherence (Acharya et 

al., 2009).  Therefore, inconsistent group attendance can result in decreased levels of program 

adherence, which ultimately can affect overall weight loss outcomes.  

A third area of concern for this study was the level of attrition.  Based on operational 

definition in this study for “drop-out,” this study retained 82.1% of its participants (i.e., 

completed both baseline and post-assessment packets).  Attrition of participants in weight 

management programs is a major issue that is commonly experienced in this area.  For instance, 

Locatelli, et al. (2012) assessed the retention rates for the Veterans Health Administration Move! 

Weight Management Program.  The authors of this study discussed how retention was a major 

concern of all groups, which they noted that attendance rates tended to drop by 60 – 80% after 

the first week (Locatelli et al., 2012).  The research literature on weight management programs 
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continues to grow, providing factors that could be used to decrease attrition and increase 

attendance.  One of these suggestions included assessing potential participants initial self-

efficacy related to diet and exercise, which were associated with program success (Kong, 

Langlois, Kamga-Ngande, Gagnon, Brown & Baillargeon, 2010). Kong et al. (2012) suggested 

that predictors associated with greater weight loss outcomes were as follows: increased self-

efficacy related to physical activity, the belief that dietary changes are beneficial, and greater 

initial weight loss. Kong et al. (2010) further utilized a weight loss readiness tool as a means of 

tracking readiness to engage in the weight management program (i.e., increased 

attendance/decreased attrition).  Kong et al. (2010) stages of change were determined to be a 

weaker form of predicting program success, however were still determined to have clinical 

significance.  Other reported factors that were associated with greater retention included referral 

sources, the reputation of the program, the inclusion of activities in session, provider knowledge, 

and several options for meeting times (Locatelli et al., 2012). Due to limited resources, this study 

was not able to fully target the aforementioned factors to increase attendance rates, which is 

possibly a limitation.   Due to this study’s current sample size being small, even small amounts 

of attrition can be damaging.  

Thirdly, the composition of the groups could have placed them at an increased risk for 

attrition.  For example, according to Honas, Early, Frederickson, and O’Brian (2003), the 

following were associated risk factors for attrition: being female, African American, divorced, 

and between 40-50 years old.  In accordance to this previous study by Honas et al. (2003), this 

study would then indicate an increased risk for attrition as evident by the following 

demographics: 91% of participants were female, 33% were African American, 23% were 

divorced, and the mean age of the sample was 52.6 years old.  In line with the suspected risk 
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factors, the relative risk for each of the demographics was consistent with published information.  

Therefore, the above composition of the sample indicates an increased risk of attrition.  

Furthermore, the presence of co-morbid psychological conditions could have affected the level 

of attrition and/or attendance by participants.  For instance, Fabricatore, Wadden, Moore, Butryn, 

Heymsfield and Nguyen (2009), determined that baseline levels of depressive symptomology 

were associated with higher attrition rates. This study unfortunately did not screen for 

psychopathology prior to the assigning of participants to groups.  There were participants in the 

current study who disclosed their co-morbid psychological conditions during the course of the 

treatment, which prompted this author to question the importance of prior screening.  Some of 

these participants may have been better suited for one-on-one assistance in contrast to a group 

format to address both their psychological concerns in accordance with their weight loss.  

 Another limitation that warrants further discussion was the sampling of participants.  The 

current study was at a local HMO agency that has been conducting weight loss groups for many 

years.  Therefore, the current researcher and supervising faculty had to work within the confines 

of the above HMO facility.  The current system for selecting participants involved prospective 

patients contacting the HMO agency and requesting to be placed on a wait list for future groups.  

This system limits the generalization of the study’s findings, because those who contacted the 

HMO facility tend to be more motivated and therefore different than the average public.  Case in 

point, women are also more likely to sign up for weight management programs (Miller, Koceja, 

& Hamilton, 1997; Tsai & Wadden, 2005).  Since the HMO facility in this study selected 

participants based on those who took the initiative themselves to sign up for the weight 

management group, this study consisted of 91% women.  As a consequence, this study consists 

of a sampling bias towards women; therefore, resulting in the inability to generalize the results 
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towards men.  Also, the group leaders noticed that several of the participants in each of the two 

different groups not only worked together at the same location but also discussed in detail their 

group’s session to each other.  This unforeseen occurrence was brought to the attention to the 

group leaders towards the end of the study.  During one of the sessions when one of the 

participants was being weighed, she mentioned in passing that she was going to meet up with 

members from her work who happened to also be participants in the standard group.  In addition, 

they would also talk about their group’s session to each other at their work.  Although the details 

of what were discussed by these particular participants are unknown, one can hypothesize that 

they may have mentioned the differences between the groups (e.g., the enhanced homework 

component).  This is a threat to the internal validity of the study since there is the potential for 

diffusion of treatment effects between the groups; and therefore, this would decrease the 

likelihood of detecting differences between groups.   

Another area of concern is the meeting times selected for the project.  Once IRB approval 

was obtained (see Appendix O), the HMO agency began calling participants in the order in 

which they were placed on the wait list, to inquire about whether they were still interested in 

participating in the research based weight loss groups.  Due to limited resources and space at the 

participating facility, only two groups could be conducted at a time.  The 1st two groups were 

conducted during January at 5pm on Monday (enhanced group) and 5pm on Wednesday 

(standard group); the 2nd two groups were conducted during June and on Mondays either at 11am 

(standard group) or 5pm (enhanced group).  This is problematic, because only those participants 

who could meet at the specified times were selected, which may have resulted in a selection 

biases (i.e., 11am vs. 5pm).  The participants in the 11am group had both the highest frequency 

of missed sessions (mean of 7.2 classes).  
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 A final limitation that warrants mentioning involves the treatment integrity assessment 

utilized in this study.  Due to the policies set by the participating HMO, the use of a blind rater 

was not an option.  Therefore, both co-leaders attempted to track the implementation of 

homework principles weekly by completing the inter rater form (see Appendix N).  It would have 

been of greater clinical significance to have someone not affiliated with the study to also rate this 

implementation procedure, to decrease the likelihood that unconscious personal biases were 

affecting this assessment.  This unbiased rating would have also provided pertinent information 

that could have decreased the risk associated with treatment diffusion between conditions by co-

leaders.  

Implications for Practice 

 The importance of finding how to increase participant adherence to lifestyle changes 

continues to be of great interest.  Research supports that attendance to these programs are 

associated with greater weight loss outcomes (Jeffery & Wing, 1979; Kramer et al., 2009).  

Therefore, this study further illustrates the importance of taking the needed measures to ensure 

optimal attendance by participants.  This may include refining screening procedures, which 

would involve selecting participants who are able to fully commit to the length of the program.  

For instance, Helitzer, Peterson, Sanders, and Thompson (2007) reported a significant 

relationship between a participant’s stages of change and attendance (i.e., based on the 

Transtheoretical Model’s stages of change).  The higher the level of stage of the change, the 

greater number of sessions participants attended.  Incorporating stages of change in future 

research projects may assist with increasing attendance.  Furthermore, Teixeira et al. (2004) 

determined that the following were potential pretreatment predictors for program success: dietary 

intake and previous eating history, specified evaluations of weight loss outcomes, exercise self-
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efficacy, and assessment for quality of life.  Therefore, future studies may find it beneficial to 

incorporate components of these factors when screening for program admittance (i.e., to decrease 

attrition/increase attendance).  Scheduling flexibility of groups (Leake, Bermudo, Jacob & Jacob, 

2011), as well as the usage of incentives have also been determined to increase session 

attendance (Kramer, Jeffery, Snell & Forster, 1986).  Furthermore, the incorporation of new 

ways to increase the likelihood of participants completing their self-monitoring materials should 

be considered.  The act of self-monitoring provides participants with the practice needed to gain 

a greater level of self-awareness.  It is this self-awareness that drives future attempts at keeping 

one’s calorie intake and physical activity rates at the level needed to lose or maintain weight.  

Obesity continues to be of major concern and therefore, weight management programs need to 

stay abreast the research literature in an effort to provide their participants with the skills and 

tools needed to be successful.   

 Although the current study was not able to find a clear relationship between the 

incorporation of a structured and systematic homework component as a means of increasing 

between-session activities and treatment outcomes, the lack of clear findings of this study should 

be interpreted with caution, as there were several promising indications.  Participants in the 

enhanced group were able to meet their 7% goals more readily than the standard group, which 

has clinical value.  Reaching one’s 7% weight loss goal is associated with decreases in several 

disease comorbidities. The research continues to support those participants who take the 

concepts learned in groups and apply them to their lives.  These individuals have greater levels 

of weight loss and are provided with greater opportunities for positive reinforcement.  Group 

leaders should routinely take the time to address what participants are doing to incorporate 

program topics into their daily routines. Based on our knowledge of the importance of homework 
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principles application for treatment outcome in the field of psychotherapy and behavior change 

in general, it seems wise to continue including and applying them in weight loss interventions 

and other health behavior change efforts. 

Recommendations for Future Research 

 Weight management continues to be a hot topic in the research literature and there 

continues to be areas that require further investigation.  Despite this study’s inability to find clear 

differences between groups, these findings should be interpreted with caution.  It is believed that 

this study should be replicated, due indications that limitations may have led to statistically 

insignificant findings.  Future studies should have a larger sample size, more time to implement 

homework principles, and measures need to be taken to ensure a concentrated dosage of 

treatment. Furthermore, researchers should specifically pay attention to the recruitment of 

participants and session attendance, because this issue is believed to have affected the current 

study’s findings.   

 Moreover, future studies should address the limitations of a participating facility prior to 

beginning a research project.  For instance, the current study experienced the placing of 

participants from the same working facility into both the enhanced and standard groups.  This 

resulted in participants discussing their experiences, which may have resulted in the diffusion of 

treatment effects.   

 Another area that is in great need of further investigation is the effect of the current 

project’s homework-based procedure for the male population since the majority of weight 

management research consists of women.  To assist with this, future research on the methods to 

encourage men to participate would be of benefit (Gilden & Wadden, 2005).  For example, the 

few males that did participate in this study voiced a concern that they were the “only” males in 
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the group.  In order to prevent attrition by the male participants, excessive encouragement to stay 

in the study was required by the group leaders.  The differences in how men and women react to 

the defining and planning of between-session activities would be of interest.  This is due to the 

differences in which men lose weight (i.e., they lose more weight faster), the possible differences 

in diet, and the preference for certain physical activities (i.e., weight bearing exercises).  

 In a study conducted by Locatelli et al. (2010), the incorporation of physical activity 

during sessions assisted with greater levels of weight loss.  This provided participants the 

opportunity to learn how to complete different exercises and a sense of accomplishment.  It 

would be of interest to determine if this would increase participants’ self-efficacy related to 

weight loss, and therefore, potentially increase participants’ willingness to define the conditions 

of their between-session activities.   It additionally would be of interest to see if completing 

dietary recommendations in class would have the same effect on weight loss outcomes as found 

with physical activity. Furthermore, it is also of interest if these attempts at practicing dietary 

recommendations in class would increase participants’ ability to plan and define the conditions 

regarding between-session activities.   This would be consistent with empirical recommendations 

from the field of homework use in psychotherapy, in which between session activities should be 

first practiced in session (Tompkins, 2002). 

 Lastly, the research community would greatly benefit from the development of a measure 

that could assist with determining the likelihood of program attendance by a potential participant.  

Researchers could initially screen potential participants and gear programs to their non-

attendance risk.  Low group attendance and attrition continues to be a major concern of many 

weight management programs and this type of measure would make conducting future studies 

more feasible.  
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Conclusion 

The present study examined whether the incorporation of a systematic and structured 

homework component would increase weight loss outcomes.  Outcomes of interest were based 

on previous research, which addresses the importance of self-efficacy, the completion of 

between-session activities, and the adoption of health behaviors as a means of overall weight loss 

success.  The addition of a systematic and structured homework component was attempted due to 

the support of research on how Cognitive Behavioral Therapy and Social Cognitive principles 

increase behavioral change.  It was hypothesized that by structuring the implementation of 

research-supported homework principles in a systematic method, would allow participants to 

increase weight loss outcomes. This study was unable to clearly find statistically significant 

differences between groups for overall weight loss, the incorporation of health behaviors (i.e., 

dietary fat intake and physical activity), and an increase in self-efficacy for proper weight 

management. However, there were encouraging trends towards statistical significance and effect 

sizes favoring the enhanced treatment group.  Several study limitations were discussed, including 

the limited sample size, constraints placed by the participating HMO, screening procedures, and 

the attrition and attendance rate of participants. Since obesity continues to have serious health 

consequences, further research is needed in developing and improving efficient weight 

management programs.
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APPENDIX A 

WEIGHT MANAGEMENT PROGRAM WEEKLY SESSION 

CONTENT 

 

Orientation: Orientation to the program structure and research project  
Week 1: Getting Set for Success (Learn goals and responsibilities for program; weigh benefits and costs 

of making lifestyle change; learn how to keep a food record and pedometer; learn how to measure 
and weigh food) 

Week 2: Taking the Next Step: Setting Goals (Learn about eating patterns, energy balance, and weight 
loss, as well as set personal calorie goal) 

Week 3: Stepping Up: Becoming Active (Learn importance of physical activity, ways of being 
physically active, and set physical activity goal) 

Week 4: Taking Control of Eating Patterns (Learn about eating patterns and how to control them, learn 
how to plan meals and why lower calorie protein is important, also learn how to shape your way 
to success) 

Week 5: Becoming a Fat Detective & Southern Cooking Made Healthier (Learn about fat, and how to 
make simple recipe changes for healthier dishes) 

Week 6: Finding the Fiber and Going for Fruits & Vegetables (Learn about fiber, fruits and 
vegetables; Learn about carbohydrates; Learn healthy ways to cook vegetables) 

Week 7: Building a Healthy Diet (Learn the Food Pyramid and how to construct a well-balanced meal; 
Recognize high-fat and low-fat options for each group; learn how food choices compare to the 
food pyramid) 

Week 8: Keep on Moving! (Learn how to keep physical activity interesting, learn about aerobic exercise, 
exercise safety, and how to take your pulse and determine your target heart rate) 

Week 9: Taking Charge: Eating and Activity Cues (Learn how to deal with eating and physical 
activity cues that are maladaptive and learn how positive eating and physical activity cues can 
help you lead a healthy lifestyle) 

Week 10: Social Support (Learn why social support is important, the different kinds of social support, 
and how to build social support) 

Week 11: Talking Back to Negative Thoughts (Learn why negative thoughts can get in the way of 
success as well as how to deal with negative thoughts) 

Week 12: Slipping but Not Falling (Learn that slips are normal parts of lifestyle change, as well as learn 
what causes slips and how to handle slips so you can get back on your feet) 

Week 13: Coping with High-Risk Situations & Eating Out the Healthy Way (Learn what situations 
are high risk for you, as well as learn how to cope with such high-risk situations.  Also learn steps 
to guide you when eating at restaurants and fast food facilities) 

Week 14: Making Social Cues Work for You (Learn how social cues can work for or against you. Also 
learn how to add positive social cues to your life and how to handle problem social cues) 

Week 15: Managing Stress (Learn how stress can be harmful to your success in the program; learn how 
making healthy lifestyle changes can cause you stress, as well as how to handle stress) 

Week 16: Having a Positive Body Image & Looking Forwards (Learn about body image; how body 
image influences your behaviors; learn how to improve body image; review the tools you have to 
maintain your new lifestyle; learn eight tips for saying motivated)
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APPENDIX B 

SIX-PHASE MODEL OF THE HOMEWORK 

RECOMMENDATION PROCESS 

 

 
 

*Adopted from Scheel, Hanson, and Razzhavikina (2004). 
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APPENDIX C 

APPROVED INFORMED CONSENT FORM 
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activity.  These improvements can reduce your risk for certain medical conditions such as diabetes and heart disease.    
 
If an exercise-related injury or illness occurs, you will be encouraged to speak to your primary care physician 
regarding the injury or illness, plus you are responsible for any of the costs associated with this care.  
 

Confidentiality:  The records of this study will be kept private and confidential to the ext ent permitted by law.  Data 
collected for this project will only  be available to trained staff involved in the current program.  Data collected will 
be stored in locked filing cabinets, behind secure lo cked doors located at the FSU College of Medicine.  After the 
study is over, all data will be de-identified and will remain in a secure database.  Stored data will be destroyed at the 
conclusion of this research project.  In any  sort of report we might publish, we will not include any  information that 
will make it possible to identify a participant.    
  
Voluntary nature of the study:  Participation in this study is voluntary.  Your decision whether or not to participate 
will not affect your current or future relations with CHP or FSU.  If you decide to participate, you may refuse to 
answer any questions or withdraw at any time without affecting your relationship with CHP or FSU.     
  
Contacts and questions:  The researchers for this study are Katharine G. Herman and Amanda McClure.  If you 
have a question later, you are encouraged to contact Katharine G. Herman at (850) 645-9475, or kgh09@fsu.edu.  
Dr. Gareth Dutton and Dr. Georgios Lampropoulos are supervising both Katharine G. Herman and Amanda 
McClure.  Dr. Gareth Dutton will be responsible for clin ical supervision, whereas Dr. Georgios Lampropoulos is 
responsible for supervision related to the research project.  If you have any questions or concerns and would like to 
talk to either supervisor, please feel free to contact Dr. Gareth Dutton at 850-645-6854,  or 
gareth.dutton@med.fsu.edu; or Dr. Georgios Lampropoulos at 850-645-1293 or glampropoulos@fsu.edu. If you 
have any questions or concerns regarding this study and would like to talk to someone other than the researcher(s), 
you are encouraged to contact the FSU IRB at 2010 Levy Street, Research Building B, Suite 276, Tallahassee, FL  
32306-2742, or 850-644-8633, or by email at humansubjects@magnet.fsu.edu.  
  
You will be given a copy of this information to keep for your records.  
  
Statement of consent:  I have read the above information.  I have asked questions and have received answers.  I 
consent to participate in the study.  

  
  
______________________________    
Print Name  
  
  
______________________________  _________________  
Signature                                             Date  
  
  
______________________________  _________________  
Signature of Investigator                       Date  
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APPENDIX D 

GOAL SETTING GUIDE TEMPLATE 

 

 

 

 

What is your GOAL for this week? 

 

When do you plan to attempt this GOAL? 

 

Where are you going to achieve this GOAL? 

 

How often do you plan on attempting your GOAL? 

 

How many times do you plan on attempting your GOAL (provide times)? 

 

  Mon      Tues   Wed             Thurs        Fri   Sat            Sun 

 

_____   ______      _______        ______    ______   ______     ______ 

 

On a scale of 1-100 (i.e., with 1 being “not at all” to 100 being “definitely”), 

how would you rate the likelihood of you completing this GOAL? 

 

______________________________________________________ 
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PLEASE REMEMBER THE FOLLOWING 

WHEN DETERMINING YOUR GOAL: 

 

 

 

 

1. Using between session activities improves the effectiveness of groups! 
 

 

2. The more (i.e., quantity and quality) you engage in between session 
activities – the better your results! 

 

3. Matching your weekly between session activity goal(s) to your specific 
needs, abilities, preferences, and lifestyle improves your results. Make sure 

to pick activities you enjoy! 
 

 

4. The more specific you are regarding your between session activity goal(s) 
(i.e., what, when, where, how often, how many times, and with whom ), the 

better your results! 
 

5. Planning for and writing down your specific between session goal(s) in 
advance will improve your results! 

 

 

6. Assessing in advance how likely you are to complete your between session 
goal(s), as well problem solving in advance – leads to better results! 
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APPENDIX E 

WRITTEN FEEDBACK TEMPLATE 

 

 

 

 
 

 

 

 

 

 

 

FLORIDA STATE UNIVERSITY

      

Session 1 

Session One Feedback 

Participant #999: 
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APPENDIX F 

WEIGHT LOSS TRACKING TEMPLATE 

 

Weeks in Treatment 

Weight 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 

186                 

185                 

184 X                

183  X               

182                 

181   X              

180                 

179    X             

178                 

177                 

176                 

175     X            

174                 

173      X X          

172        X         

171         X X       

170           X      

Current weight: ________ 5% goal: ________ 7% goal: __________
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APPENDIX G 

BETWEEN SESSION ACTIVITIES QUESTIONNAIRE (BSAQ) 

 

ID#:_________________________  Date:___________ Session #:_____ 

This questionnaire consists of a few questions regarding your weekly assignments from the last 
session. Please read each question carefully, and pick out the one response that best describes your 
experience.  

 
1. Willingness 
How willing were you to try this assignment? 
 
 

0 Not at all 
1 Somewhat 
2 Moderately 
3 Very 
4 Completely 

2. Specificity 
How specific and clear were the guidelines on 
how to do the assignment? 
 

0 Not at all 
1 Somewhat 
2 Moderately 
3 Very 
4 Completely 

3. Preparation 
Were potential obstacles and back-up plans 
discussed when the assignment was given? 
 

0 Not at all 
1 Somewhat 
2 Moderately 
3 Very 
4 Completely 

4. Progress 
How much did the assignment help you make 
progress toward your treatment goals? 
 

0 Not at all 
1 Somewhat 
2 Moderately 
3 Very 
4 Completely 

 

 

5.  Please rate the quantity, or how much of the assigned between-session activities did you complete. 
This includes the food and physical activity records, as well as any other assigned activities for the past 
week.  
  1.  Very low     
  2.  Low     
  3.  Moderate  

4.  High 
5.  Very high 

 
6.  Please rate the quality of completion of your assigned between-session activities. This includes the 
food and physical activity records, as well as any other assigned activities for the past week. 
 

  1.  Very low     
  2.  Low     
  3.  Moderate  

4.  High 
5.  Very high
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APPENDIX H 

FOOD LOG TEMPLATE 

  

Day of Week _________ Date ________ Day of Week _________ Date ________ 

Calorie goal ________  Fat goal (g) _______ Calorie goal ________ Fat goal (g) _____

Time Food Amount Cal Fat 
Breakfast 
     

     

     

     

     

Meal total:   

Lunch 
     

     

     

     

     

Meal total:   

Dinner 
     

     

     

     

Meal total:   

Snacks 
     

     

     

     

Snack total:   

Daily total:   

     
Total Steps (or minutes of physical 

activity):  

Time Food Amount Cal Fat 
Breakfast 
     

     

     

     

     

Meal total:   

Lunch 
     

     

     

     

     

Meal total:   

Dinner 
     

     

     

     

     

Meal total:   

Snacks 
     

     

     

Snack total:   

Daily total:   

   

     

 

 

 

Total Steps (or minutes of physical 

activity):_____________________________ 

Notes or observations: Notes or observations: 
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APPENDIX I 

BACKGROUND INFORMATION QUESTIONNAIRE  

 

Participant I.D. ____________________   Date:  ________________ 
 

Baseline   Post-Intervention 

 

1. Age: _________ 

 

Please circle one of the following: 

2. Gender: Male  Female 

 

3. Ethnicity: Non-Hispanic or Latino Hispanic or Latino  

(country of origin:____________________)  

 

4. Race:  Caucasian 

African American 

Asian 

American Indian/Alaskan Native 

Hawaiian/Other Pacific Islander   

  Other; Please specify:_____________________________________   

 

 

5. What is your current marital status (check appropriate spaces)?  

 _____Single   _____Married   _____Divorced or separated           

_____Widowed  
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6. Highest education degree obtained:  

_____High school diploma or GED    

_____Associate’s degree/2-year college degree 

_____Bachelor’s degree/4-year college degree    

_____Master’s degree  

_____Doctoral/professional degree (such as Ph.D., M.D., J.D.) 

 

7. Please check the box that best represents your total gross family income.  (This information is 

used for describing adults in the study as a group and is kept strictly confidential.) 

 

____Under 10,000     ______10-20,000      ______20-30,000        ______30-40,000   

_____40-50,000       ______50-60,000        ______60-70,000        ______70-80,000 

 ____80-90,000        ______90-100,000      ______Over 100,000 

 

 

 

8. Do you have or have you ever had: (check if YES) 

____High blood pressure    ____High cholesterol 

____Heart attack (when? ______________)  ____Stroke (when? _____________) 

____Unstable chest pain (when? ___________) ____Dizziness or fainting spells 

____Diabetes, type 2     ____Pre-diabetes, or borderline 

diabetes 

____Gestational diabetes    ____Asthma or chronic lung disease 

____Arthritis (location: _______________)  ____Orthopedic problems 

____Sleep apnea          

   

Additional explanation or comments: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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9. Do you now smoke cigarettes every day, some days, or not at all? 

 

____ Every day   ____ Some days  ____ Not at all 

 

10. During the past 30 days, have you had at least one drink of any alcoholic beverage such as 

beer, wine, a malt beverage, or liquor? 

 

____ Yes  

 

(If yes…During the past 30 days, how many days per month did you have at least 

one drink of any alcoholic beverage?)  ____ Days in past 30 days 

 

____ No 
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APPENDIX J 

DIETARY HABITS QUESTIONNAIRE (DHQ) 

 

Important Note: If the question does not apply to the way you eat check “not applicable”. For 

example if you do not eat chicken, circle “not applicable” to “Take skin off chicken”. 

 

IN THE PAST MONTH, HOW OFTEN DID YOU… 

 Usually or 

Always 

Often Sometimes Rarely or 

Never 

Not 

applicable 

MEAT, FISH & EGGS:      

When eating chicken, (answer both)      

   have it baked or broiled? 1 2 3 4 N/A 

   take off the skin? 1 2 3 4 N/A 

Use a meatless tomato sauce on 

spaghetti or noodles? 

1 2 3 4 N/A 

When eating red meat, (answer both)      

   eat only small portions? 1 2 3 4 N/A 

   trim all the visible fat? 1 2 3 4 N/A 

Have a vegetarian dinner? 1 2 3 4 N/A 

Eat fish or chicken instead of red 

meat? 

1 2 3 4 N/A 

 Usually or 

Always 

Often Sometimes Rarely or 

Never 

Not 

applicable 

MILK & CHEESE:      

Use very low fat (1%) or non-fat 

milk? 

1 2 3 4 N/A 

Eat special, low-fat, diet cheeses? 1 2 3 4 N/A 

Eat ice milk, frozen yogurt, or 

sherbet instead of ice cream?   

1 2 3 4 N/A 
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 Usually or 

Always 

Often Sometimes  Not 

applicable 

FRUITS, VEGETABLES, & 

SALADS 

     

Put butter or margarine on cooked 

vegetables?  

1 2 3 4 N/A 

Eat boiled or baked potatoes without 

butter or margarine? 

1 2 3 4 N/A 

Use low-calorie instead of regular 

salad dressing? 

1 2 3 4 N/A 

      

IN THE PAST MONTH, HOW OFTEN DID YOU…     

     

 Usually or 

Always 

Often Sometimes Rarely or 

Never 

Not 

applicable 

Put sour cream, cheese, or other 

sauces on vegetables and 

potatoes? 

1 2 3 4 N/A 

Have only fruit for dessert?   1 2 3 4 N/A 

Eat at least two vegetables (not green 

salad) at dinner?   

1 2 3 4 N/A 

 Usually or 

Always 

Often Sometimes Rarely or 

Never 

Not 

applicable 

OTHER FOODS:      

Snack on raw vegetables instead of 

potato, corn, or taco chips? 

1 2 3 4 N/A 

Eat bread, rolls, or muffins without 

butter or margarine? 

1 2 3 4 N/A 

Use yogurt instead of sour cream?   1 2 3 4 N/A 

Use PAM or other non-stick spray 

when cooking?   

1 2 3 4 N/A 
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APPENDIX K 

PAFFENBARGER PHYSICAL ACTIVITY QUESTIONNAIRE 

(PPAQ) 

 

Please answer the following questions based on your average daily physical activity habits for 

the past year: 

 

1. How many stairs did you climb up on an average day during the past year? 

   

   ____________ stairs per day (1 flight or floor = 10 stairs) 

 

 

2. How many city blocks or their equivalent did you walk on an average day during the past 

year? 

   _____________blocks per day (12 blocks = 1 mile) 

 

3. List any sports, leisure, or recreational activities you have participated in on a regular basis 

during the past year. Enter the average number of times per week you took part in these activities 

and the average duration of these sessions. Include only time you were physically active (that is, 

actual playing or activity time). 

 

 

Sport or Recreation Times per week 

Time per episode 

Hours/Minutes 
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APPENDIX L 

WEIGHT EFFICACY LIFE-STYLE QUESTIONNAIRE (WEL) 

 

1. I can resist eating when I am anxious (nervous) 

 

0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident

  

2. I can control my eating on the weekends 

 

0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident

 

3. I can resist eating even when I have to say "no" to others 

 

0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident

 

4. I can resist eating when I feel physically run down 

 

0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident
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5. I can resist eating when I am watching TV 

 

0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident

 

6. I can resist eating when I am depressed (or down) 

 

0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident

 

7. I can resist eating when there are many different kinds of food available 

 

0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident

 

8. I can resist eating even when I feel it's impolite to refuse a second helping 

 

0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident

 

9. I can resist eating even when I have a headache 

 

0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident

10. I can resist eating when I am reading 
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0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident

 

11. I can resist eating when I am angry (or irritable) 

 

0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident

 

12. I can resist eating even when I am at a party 

 

0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident

 

13. I can resist eating even when others are pressuring me to eat 

 

0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident

 

14. I can resist eating when I am in pain 

 

0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident

15. I can resist eating just before going to bed 
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0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident

 

16. I can resist eating when I have experienced failure 

 

0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident

 

17. I can resist eating even when high-calorie foods are available 

 

0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident

 

18. I can resist eating even when I think others will be upset if I don't eat 

 

0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident

 

19. I can resist eating when I feel uncomfortable 

 

0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident
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20. 1 can resist eating when I am happy 

 

0 1 2 3 4 5 6 7 8 9 

Not 

confident 

        Very 

confident
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APPENDIX M 

EXERCISE SELF-EFFICACY SCALE (ESES) 

 

1.  How would you rate your confidence level to exercise when tired?  

1.  Not at all Confident 
2. Sort of Confident 
3. Confident 
4. Very Confident 
5. Extremely Confident 

 

2.  How would you rate your confidence level to exercise when the weather is bad? 

1. Not at all Confident 
2. Sort of Confident 
3. Confident 
4. Very Confident 
5. Extremely Confident 

 

3.  How would you rate your confidence level to exercise when in a bad mood?  

1. Not at all Confident 
2. Sort of Confident 
3. Confident 
4. Very Confident 
5. Extremely Confident 

 

4.  How would you rate your confidence level to exercise when there is limited time? 

1. Not at all Confident 
2. Sort of Confident 
3. Confident 
4. Very Confident 
5. Extremely Confident 

 

5.  How would you rate your confidence level to exercise when on vacation? 

1. Not at all Confident 
2. Sort of Confident 
3. Confident 
4. Very Confident 
5. Extremely Confident
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APPENDIX N 

INTER-RATER FORM 

 

Homework Principle between Session Rating Scale 

Session #:___________________  Date:_____________________ 

 

Monday / Wednesday Group 

1. Introduce between-session activities/homework as part of therapy. 
 

 

 

 

 

 

 Provide and explain rationale and benefits for using between session activities/homework.   

 

 

 

 

 

2. Collaborate with group in the development of the between-session activity/homework 
 

 

 

 

 

 

 Tailor between-session activity/homework specifically to client’s problems and treatment goals.   

 

 

 

 

 

 

 Personalize between-session activity/homework to client’s cultural/demographic background and ability level 

 

 

 

1     2           3               4               5 
        Not at All       Somewhat          Moderately     Very              Completely 

1     2           3               4               5 
        Not at All       Somewhat          Moderately     Very              Completely 

1     2           3               4               5 
        Not at All       Somewhat          Moderately     Very              Completely 

1     2           3               4               5 
        Not at All       Somewhat          Moderately     Very              Completely 

1     2           3               4               5 
        Not at All       Somewhat          Moderately     Very              Completely 
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 Develop between-session activities/homework that build on clients’ strengths  

 

 

 

3. Describe the tasks involved in the between-session activity/homework clearly and concisely 

 

 

 

 

 

4. Specify a time, location, frequency, and duration for completion of the between-session activity/homework 

 

 

 

 
 Indicate explicitly that the recommendation is a task to be completed between sessions 

 

 

 

 

 

 

5. Provide written description/instructions of between-session activity/homework 
 

 

 

 

 

 

6. Ask client to verbally rate the likelihood of completing the between-session activity/homework as agreed using 
a scale 

 

 

 

 

 

 

 Discuss strategies for overcoming potential difficulties in completing the between-session 
activity/homework 

 

 

 

 
 

1     2           3               4               5 
        Not at All       Somewhat          Moderately     Very              Completely 

1     2           3               4               5 
        Not at All       Somewhat          Moderately     Very              Completely 

1     2           3               4               5 
        Not at All       Somewhat          Moderately     Very              Completely 

1     2           3               4               5 
        Not at All       Somewhat          Moderately     Very              Completely 

1     2           3               4               5 
        Not at All       Somewhat          Moderately     Very              Completely 

1     2           3               4               5 
        Not at All       Somewhat          Moderately     Very              Completely 

1     2           3               4               5 
        Not at All       Somewhat          Moderately     Very              Completely 
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7. Assess clients’ level of confidence in completing the between-session activity/homework 
 

 

 

 

 

8. Practice the between-session activity/homework with the client during the session (i.e., using the computer 
program to calculate calories) 

 

 

 

 

9. Ask about the client’s experiences with the between-session activity/homework at the beginning of the next 
session 

 

 

 

 

10. Address the difficulties that prevented completion of the between-session activity/homework 
 

 

 

 

11.  Praise the client’s efforts and reinforce successful approximations of the between-session activity/homework. 

 

 

 

 

 

 

 

 

1     2           3               4               5 
        Not at All       Somewhat          Moderately     Very              Completely 

1     2           3               4               5 
        Not at All       Somewhat          Moderately     Very              Completely 

1     2           3               4               5 
        Not at All       Somewhat          Moderately     Very              Completely 

1     2           3               4               5 
        Not at All       Somewhat          Moderately     Very              Completely 

1     2           3               4               5 
        Not at All       Somewhat          Moderately     Very              Completely 
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