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ABSTRACT. Obesity is a major health concern for a large proportion of the population, yet
many obese individuals do not receive weight loss treatment. The present study investigated
weight-loss treatment seeking and barriers that may prevent treatment seeking. A communi-
ty sample of overweight or obese participants (N=154; Mean BMI=33.3 kg/m?) completed an
Internet survey assessing treatment seeking behaviors across three categories: Treatments
Sought, Treatments Desired, and Treatments Planned. Seven treatments of different intensity
levels and five barriers to treatment seeking were evaluated. The weight-loss treatment most
frequently sought, desired, and planned was treatment “on own.” Higher BMI was correlated
with greater number of treatments sought. However, 10% of respondents reported zero
treatments sought, and over 25% reported zero treatments desired or planned. Perceived
barriers may explain reluctance to seek treatment. The top two barriers for all treatments
were lack of money and time. Higher BMI was correlated with more total perceived barriers,
and specifically with the barriers “I feel/think I am too heavy” and “I am afraid people will
treat me unfairly or badly.” More barriers were reported for more intensive treatments such
as treatments from a doctor, another professional, or a commercial program. A majority of
participants reported zero barriers to less-intensive treatments. These results suggest that
many obese individuals who might benefit from weight loss treatment nevertheless do not
plan or desire to seek treatment and perceive multiple barriers to treatments. However, these
individuals could be encouraged to consider the less intensive treatments that are seen as
more barrier-free.

(Eat. Weight Disord. 17: €9-e16, 2012). ©2012, Editrice Kurtis

INTRODUCTION following the weight loss treatment, indi-

viduals regained an average of 30-35% of

Obesity is a major public heath concern,
with associated complications such as dia-
betes, hypertension, cardiovascular disease,
and other health problems (1). A large pro-
portion of American adults are classified as
weighing too much, with 65% of adults 20
years and older currently overweight or
obese (2). The message that it is unhealthy
to weigh too much is widespread, and a
recent review of self-guided approaches to
weight loss reported that at any given time,
20-40% of American adults are trying to
lose weight by dieting (3).

Although many people are attempting to
lose weight, those who do seek weight loss
treatments are often not successful in the
long term. For example, a review of large-
scale lifestyle modification programs for
weight loss reported that within one year

their lost weight. Though weight regain
slowed after that, after five years over half
of participants had regained all their lost
weight (4). A recent meta-analysis demon-
strated that weight loss programs using
group counseling, individual counseling, or
both, led participants to lose 6% of their ini-
tial weight after one year (5). Across the
studies included, however, participants
regained half of their lost weight after three
years and all of their lost weight after five
and a half years. Despite weight regain
after treatment, the health benefits of treat-
ment may still remain even once individuals
regain weight (4).

Considering the lasting health benefits of
weight loss treatment (4), it is important to
better understand individuals” decisions to
seek treatment in order to help direct those
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in need to the services that may be best able to
help them. Though available research indicates
that high numbers of individuals are currently
trying to lose weight, little is known about
overweight and obese individuals” patterns of
treatment seeking and the barriers that may
prevent them from seeking treatment. Studies
on the effect of repeated weight loss attempts
on treatment outcomes suggest that many indi-
viduals make additional attempts following
prior failures. For example, overweight and
obese patients currently in behavioral weight
management programs reported a mean of 1.2
previous dieting attempts in the past year alone
(6), with even more attempts reported by treat-
ment non-completers (7). Almost all (89.5%)
treatment-seeking obese participants reported
some previous weight-loss efforts (8). Among
extremely obese individuals seeking bariatric
surgery, the mean number of previous dieting
attempts that resulted in a loss of at least 10 Ibs
each was 4.7 (9). Even non-obese women (mean
body mass index (BMI)= 26.9 kg/m?) had inten-
tionally lost at least 5 Ibs an average of 5.3
times; 30.7% were currently dieting (10). How-
ever, research that includes only treatment-
seeking populations may overlook overweight
or obese individuals who may not even try to
lose weight in the first place. More research is
needed to systematically document the treat-
ment-seeking histories and future plans among
overweight and obese individuals from com-
munity samples.

[t is possible that, after failed weight loss
attempts, some individuals may go on to pur-
sue another weight loss treatment (or the same
treatment another time), whereas others may
give up and stop seeking treatment. Reluctance
to seek treatment may result from perceived
barriers to successfully utilizing weight loss
treatment options. For example, embarrass-
ment and perceived stigmatization in health-
care settings may lead overweight individuals
to delay or avoid appointments with physi-
cians. A proportion of overweight and obese
women have cancelled or delayed their medical
appointments due to their weight concerns
(11).

Given these gaps in the current research lit-
erature, the present study examined four
research questions: 1) what are the past and
future treatment-seeking behaviors of over-
weight and obese individuals? 2) Are certain
barriers to seeking treatment particularly
salient in preventing or delaying treatment
seeking? 3) Are treatment seeking behaviors
and barriers to treatment seeking related to
BMI? 4) How do treatment seeking behaviors
and barriers to treatment vary across different
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types of treatment? It was expected that a large
proportion of individuals would report past
and future treatment seeking behaviors, yet at
the same time many would also report barriers
to seeking treatments. It was also hypothesized
that heavier individuals would perceive a
greater number of barriers to treatment seek-
ing, and that treatments of greater intensity
levels would be less often sought and associat-
ed with a greater number of barriers.

MATERIALS AND METHODS

Participants

A general community sample of participants
were recruited online through targeted recruit-
ment to colleagues of the researchers asking
them to forward it to their classes and/or social
networks and through posts to obesity-related
discussion groups on Yahoo.com and
Google.com. Information about the survey was
also posted to one of the most popular websites
for Internet-based psychological research
(according to Google.com and Yahoo.com), the
Hanover College Department of Psychology’s
“Psychological Research on the Net”. The abili-
ty of the Internet to provide adequate random
samples has been justified in previous research
(12). Discussion groups were selected for size
(>100 members) and, to reduce potential biases
in sample characteristics, could not be a politi-
cal or advocacy group for weight-related
issues. Data were collected using an anony-
mous online survey (wWwww.surveymonkey.com).

A total of 483 individuals responded to the
survey from 38 US states and the District of
Columbia. Participants with a self-reported
BMI of at least 25 kg/m2 who responded to at
least one question on the current questionnaire
and to the two demographic questions on
height and weight were included in the final
sample (N=154). Demographic variables collect-
ed included age, gender, ethnicity, geographic
location, and self-reported height and weight.
Participants in the final sample had a mean
(SD) age of 30.4 (10.9) years and a mean BMI of
33.3 (8.8) kg/m2. Eighty-six percent of the sam-
ple was female, and 76% reported their ethnici-
ty as Caucasian. Other ethnicities reported
were Black (16%), Hispanic (2%), Mixed (1%),
and “Other” (5%). Fifty-nine percent of the
sample was classified as obese (BMI>30), and
the remainder as overweight (30>BMI>25).

Procedures
The online survey assessed treatment seeking
behaviors at different intensity levels and per-
ceived barriers to seeking treatment. All ques-



tions were asked in a “yes/no” format where
individuals indicated whether or not they had
sought specific treatments and perceived spe-
cific barriers.

Treatment seeking. Treatment seeking at dif-
ferent intensity levels was examined by asking
participants whether or not they had experi-
ences with each of seven types of treatment.
Treatments included, with definitions provided
to participants, the following: 1) On Own: “On
your own not following a specific diet (such as
just counting calories)”; 2) Self-help Book: “Self-
help using a specific diet book or plan (such as
South Beach or Atkins diet)”; 3) Self-help
Online: “Self-help using an online program
(such as WebMD or Weight Watchers online)”;
4) Commercial Program: “Commercial weight
loss program (such as Jenny Craig or Weight
Watchers)”; 5) Other Professional: “Other pro-
fessional help (such as psychotherapy or coun-
seling from a nutritionist)”; 6) Medical Doctor:
“Professional help/advice from a doctor”; and
7) Surgery: “Weight loss surgery (such as stom-
ach stapling)”. These treatments were concep-
tualized as progressing from least to most
intensive in terms of professional involvement
(though this was not told to participants).

Stages of Treatment Seeking. Each of the
seven treatments was assessed at three different
stages of treatment seeking: 1) Treatment
Sought: “I have sought/received this treatment”;
2) Treatment Desired: “1 would like to seek this
treatment (but have no plans)”; and 3) Treatment
Planned: “I plan to seek this treatment in the
near future”. Participants were able to respond
yes/no to each stage of treatment for each treat-
ment type; this allowed responses to reflect that
treatment seeking stages were not mutually
exclusive (e.g., someone may desire to try a
treatment that they had also sought in the past).

Perceived Barriers. Barriers to treatment seek-
ing were assessed by asking whether or not par-
ticipants perceived each of five barriers for each
type of treatment: 1) Money: “I do not have
enough money to pay for this treatment”; 2)
Time: “I do not have the time to prioritize this
treatment”; 3) Stigma: “I am afraid people will
treat me unfairly or badly”; 4) Shame: “I am
ashamed of my weight”; 5) Too Heavy: “I
think/feel I am too heavy for this treatment”.
Participants were able to select barriers for each
treatment, whether or not they indicated treat-
ment seeking in that type of treatment. This was
to capture the possibility that the barriers
endorsed by participants had prevented the
treatment from being sought, or desired, or
planned in the first place. All research proce-
dures were approved by the Institutional Review
Board at the University of Hawai’i at Manoa.

Weight loss treatment seeking

Statistical Analysis

Frequencies were calculated to obtain the
percentage of participants who reported seek-
ing each of the seven types of treatment (e.g.,
On Own, Self-help Book) at each treatment
stage (i.e., Treatments Sought, Treatments
Desired, and Treatments Planned). Frequencies
were also calculated of the percentage who
reported barriers for each of the seven types of
treatment. For computations of frequencies,
missing data was handled by omitting partici-
pants who did not provide answers to particu-
lar variables of interest. This was done to allow
comparisons of frequencies across questions;
percentages therefore reflect the number of
“yes” or “no” responses among participants
who responded to each item. The number of
participants who responded to each particular
item varied from item to item (ranging from 75
to 154 participants). Given this variation,
potential differences in participants who
responded to items vs those who did not
respond were examined. Treatment non-
responders were classified as individuals who
responded to zero treatment seeking items.
Barrier non-responders were classified as indi-
viduals who responded to zero barrier items.
Independent-sample t-tests revealed no signifi-
cant differences in age or BMI between treat-
ment responders and non-responders or barri-
er responders and non-responders. Chi-square
analyses revealed no significant differences in
gender between the groups.

In order to compute correlations and for mul-
tiple regression analysis, continuous variables
were constructed from combinations of ques-
tions. The variables Treatments Sought, Treat-
ments Desired, and Treatments Planned were
constructed by summing the “yes” responses to
each of the seven types of treatment within
each treatment stage, with a maximum score of
seven for each variable. The variable Total
Treatments was constructed by summing the
“yes” responses across Treatments Sought,
Treatments Desired, and Treatments Planned,
with a maximum score of 21. Five individual
barrier variables were constructed by summing
the number of times a barrier was reported
across each of the seven treatments (each with
a maximum score of 7). The variable Total Bar-
riers was constructed by summing the respons-
es to all possible barrier questions (with a max-
imum score of 35). For the construction of con-
tinuous variables, missing data was replaced
with the sample mean. This was considered to
be a more conservative approach to handling
missing data because it brings more scores
towards the mean than when missing data is
omitted; therefore, the strength of correlations
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TABLE 1
Number of respondents and proportion of participants seeking each
type of treatment.

On Own, with 76.9% of participants reporting
this Treatment Sought, 35.8% reporting this
Treatment Desired, and 51.4% reporting this
Treatment Planned. The other most common

Stage of Treatment Seeking Treatments Sought were treatment from a Self-
Treatment Treatment Treatment help Book (47.1%), Commercial Program
Sought Desired Planned (39.3%), and Medical Doctor (42.0%). The other
Treatment type N % N % N % most common Treatments Desired were from
an Other Professional (35.0%), Commercial
On Own 143 769 106 358 105 514 Program (29.1%), and Medical Doctor (31.9%).
Self-help Book 140 471 111 189 106 179 The other most common Treatments Planned
Self-help Online 138 290 113 195 105 152 were from a Commercial Program (27.4%) and
. Medical Doctor (23.9%).
Commercial Program 140 39.3 110 29.1 106  27.4 Despite the large percentages of treatments
Other Professional 134 239 117 350 111 198 endorsed, a substantial number of participants
Medical Doctor 138 420 113 319 113 239 reported seeking, desiring to seek, and plan-
ning to seek no treatment at all. In this sample,
Surgery s Gl e el 73 10.7% of participants reported zero Treatments
Sought, 28.1% reported zero Treatments
Desired, and 25.3% of participants reported
zero Treatments Planned.
is weakened. Pearson product-moment correla-
tions were calculated between BMI and these Perceived Barrier Frequencies
continuous variables. To reduce the chance of a As shown in Table 2, the most frequently
Type I error, the alpha level for significance  endorsed perceived barriers were Money and
was set at 0.01. Multiple regression analyses = Time. Money was identified as a barrier most
were used to examine the amount of variance  frequently for treatment from a Commercial
in treatment seeking accounted for by BMI and  Program (57.8%), Other Professional (58.0%),
specific barriers and the amount of variance in ~ and Medical Doctor (59.6%). Time was also fre-
perceived barriers accounted for by BMI and  quently identified as a barrier for treatment
treatments sought. from a Commercial Program (34.1%), Self-help
Online (37.9%), and Medical Doctor (45.7%). In
general, Time and Money were most commonly
RESULTS identified as barriers for higher-intensity treat-
ments, such as a Commercial Program, Other
Treatment Seeking Frequencies Professional, and Medical Doctor.

As shown in Table 1, across the three stages Despite the endorsement of specific barriers,
of treatment, the most commonly sought,  several treatments were associated with zero
desired, and planned treatment was treatment  barriers by the majority of participants. Specifi-

TABLE 2
Number of respondents and proportion of participants reporting each type of perceived barrier.
Perceived Barrier Type
Money Time Stigma Shame Too Heavy Total barriers
Treatment type N % N % N % N % N % M
On Own 82 370 92 23.2 75 16.0 76 19.7 81 18.5 0.83a
Self-help Book 87 359 92 29.9 76 7.9 78 12.8 80 8.8 0.67ac
Self-help Online 88 3846 95 37.9 75 8.0 76 10.5 79 6.3 0.730c
Commercial Program 102 578 82 34.1 77 18.2 77 20.8 79 10.1 1.1b
Other Professional 100 58.0 85 38.8 81 14.8 81 21.0 84 15.5 1.1b
Medical Doctor 94 596 94 45.7 81 22.2 84 31.0 84 13.1 1.3b
Surgery 99 354 80 20.0 76 9.2 75 8.0 81 9.9 0.51¢

Means in the same column that do not share superscripts differ at p<0.05 in the paired-sample t-fest comparison.
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cally, the majority of participants reported zero
barriers for three of the least intensive treat-
ments: On Own (with 67.1% reporting zero bar-
riers), treatment from Self-help Online (61.6%
reporting zero barriers), and Self-help Book
(69.9% reporting zero barriers). Looking more
specifically into the average barriers reported
for each treatment, the mean number of per-
ceived barriers generally increased with increas-
ing treatment intensity. The mean number of
total barriers reported across treatment intensi-
ties ranged from a mean of 0.67 barriers
endorsed for treatment Self-help Online to 1.3
barriers endorsed for treatment from a Medical
Doctor. Surgery, though conceptualized in this
study as the most intensive treatment, did not
follow this pattern, with fewer barriers
endorsed (0.51). A series of paired-sample t-tests
were conducted according to the a-priori
hypothesis that mean reported barriers would
differ at pre-determined treatment intensity lev-
els. Results supported the hypothesis that barri-
ers differed between treatments conceptualized
as less intensive vs more intensive. Specifically,
there were no significant differences between
reported mean barriers for treatments On Own,
Self-help Book, and Self-help Online, but report-
ed mean barriers for each of these less-intensive
treatments were significantly lower than higher
intensity treatments (Commercial Program,
Other Professional, and Medical Doctor; all
p<0.05). Surgical treatment did not follow the
expected pattern, and mean barriers for this
treatment were significantly lower than a low-
intensity treatment (On Own, p<0.05) and sever-
al high-intensity treatments (Commercial Pro-
gram, Other Professional, and Medical Doctor,
all p<0.001). Results are reported in Table 2.

Relationships to BMI

As shown in Table 3, Pearson product-moment
correlations revealed significant positive rela-
tionships between BMI and total Treatments
Sought (r(154)=0.26, p<0.001), suggesting that
heavier participants sought a greater number of
treatments. There was no significant relation-
ship, however, between BMI and the total Treat-
ments Desired (r(154)=0.07, p=0.37) or Treat-
ments Planned (r(154)=0.04, p=0.63), suggesting
no association between heavier weight and the
desire or plan to seek additional treatment. BMI
was also significantly correlated with Total Barri-
ers across all seven treatments (r(154)=0.20,
p=0.01), suggesting that heavier individuals per-
ceived a greater number of barriers to treatment.
In addition, higher BMI was significantly related
to the specific barriers Stigma (r(154)=0.21,
p=0.01) and Too Heavy (r(154)=0.22, p=0.01) but
none of the other specific barriers.

Weight loss treatment seeking

Pearson product-moment correlations (r) between participant BMI
and treatment seeking and barriers to seeking treatment.

Correlation with BMI

Composite Variable N r
Treatment Seeking
Total Treatments 154 0.18
Treatments Sought 154 0.26*
Treatments Desired 154 0.07
Treatments Planned 154 0.04
Perceived Barriers
Total Barriers 154 0.20*
Money 154 0.20
Time 154 0.08
Stigma 154 0.21*
Shame 154 0.16
Too Heavy 154 0.22*
*significant at p<0.01.

Multiple regression analysis examined each
of the five specific barriers and BMI as predic-
tors of Treatments Sought. BMI and Shame
emerged as significant predictors of Treat-
ments Sought (R2=0.31, F(6, 53)=4.07, p<0.01).
Greater treatment seeking was predicted
among participants with higher BMI (3=0.06,
1(568)=2.33, p<0.05) and greater reporting of the
barrier Shame (B=0.53, t(53)=2.10, p<0.05). The
specific barriers of Too Heavy, Money, Time,
and Stigma did not contribute to the multiple
regression model. A separate multiple regres-
sion analysis examined Treatments Sought and
BMI as predictors of Total Barriers. Treatments
Sought emerged as a significant predictor of
Total Barriers, (R2=0.17, F(2, 71)=7.09, p<0.01).
Greater barriers were predicted among partici-
pants with greater treatments sought (=1.26,
t(72)=2.55, p<0.05). BMI did not contribute to
the multiple regression model.

Despite the findings that BMI was not related
to the desire or plan to seek future treatments,
across the entire sample there was a significant
positive relationship between Treatments
Sought and Treatments Planned (r(154)=0.32,
p<0.001). That is, participants who had sought
a greater number of treatments in the past
were more likely to report a plan to seek future
treatments.

DISCUSSION

Results from this study demonstrated that
many of the overweight and obese individuals
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surveyed in this community sample were
attempting to lose weight, and the most com-
mon treatment method used was treatment on
their own. This is consistent with previous
research demonstrating that only a minority of
people who are dieting do so using profession-
al help, and a majority are using self-guided
approaches (3). This study also highlighted that
a significant proportion of overweight and
obese individuals had not sought any treat-
ment, did not desire to seek future treatment,
and had no plans to seek treatment. This may
be due to the perceived barriers to seeking
treatment, barriers that may become more
salient when making the decision to seek future
treatment. However, across the entire sample,
individuals who had sought a greater numbers
of treatments in the past were more likely to
report a plan to seek future treatment. This may
indicate that people are not discouraged or
intimidated from seeking future treatment after
previous failures; their treatment-seeking expe-
riences were positive enough to continue.

This study also revealed several findings
about barriers to seeking treatment. First, the
most commonly perceived barriers to seeking
treatment were not having enough money and
not having enough time. The salience of these
two barriers has been previously reported
among lower-income women (13) in similar
percentages, with two-thirds of the sample
reporting money and about one-third reporting
time as barriers to seeking weight loss treat-
ment. The present study highlights how these
barriers may be important to a great number of
individuals who desire weight loss treatment.
Despite the perception of these barriers, it is
promising that in the current study, the majori-
ty of people perceived zero barriers to the least
intensive, self-help type of treatments. More-
over, when looking at the average number of
barriers across each of the seven treatments,
barriers tended to increase as treatment inten-
sity increased. Though more research is need-
ed on stepped-care approaches to obesity,
these findings suggest that self-help and lower
intensity treatments may be a good first step to
providing care for individuals who are over-
weight or obese (e.g.,14). It is striking that the
treatment conceptualized as the most intensive,
surgery, did not follow this pattern and was
perceived as having the fewest barriers. This
may be because people might (mistakenly) view
surgery as a “quick fix” (e.g., requiring little
effort from patients). It may also be that having
a medically and surgically operable condition
may reduce the perceived stigma, shame, or
self-blame for one’s body weight. Some prior
research has shown that it is possible to
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improve attitudes about obesity and attribu-
tions about the causes of obesity by providing a
medical/biological explanation for obesity (15,
16).

The present study also found that heavier
participants and those with higher reports of
the barrier Shame had sought a greater num-
ber of treatments. Because this study used a
correlational design and cannot determine
causality, more than one interpretation of this
finding is possible. First, heavier people may
have sought more treatments because of their
higher baseline weight. Obese individuals often
have unrealistic expectations of treatment and
typically lose far less weight than they hope to
lose (17). Therefore, it is possible that heavier
individuals experience disappointment and
increased shame after each attempted treat-
ment and then move on to attempt another
form of treatment. Alternatively, the accumula-
tion of more failed treatment experiences may
have contributed to their higher BMI and
greater shame about weight; recent findings
suggest that, in the long-term, many individu-
als who have lost weight through calorie-
restricting diets may actually end up heavier
than when they started (18). Despite their histo-
ry of seeking more past treatments, the heavi-
est individuals were not more likely to desire or
plan to seek more future treatment, suggesting
that they might be discouraged by their past
unsuccessful attempts.

Heavier individuals also perceived a greater
number of barriers to seeking treatments. In
particular, the barriers Too Heavy and Stigma
were endorsed more often by the heaviest indi-
viduals. This is consistent with past findings
that physicians were among the most common
sources of weight-related stigma and that high-
er BMI was related to greater exposure to
weight stigma (19). The barrier of feeling “Too
Heavy” could reflect an anticipated failure or
lack of adequate weight loss, due to these indi-
viduals” probable firsthand experience of disap-
pointment with small weight losses following
treatment (17). Further, greater treatments
sought was predictive of greater number of
barriers, which may reflect the accumulative
nature of different types of barriers with each
treatment failure.

This study raises several important clinical
implications. First, because participants in this
study viewed self-help treatments as being
associated with fewer barriers, it may be
important to make higher-quality, lower-cost,
self-help treatments more widely available to
overweight and obese individuals (20). This
finding is consistent with literature suggesting
that consumers find self-care to be a particular-



ly acceptable form of treatment (21). It may be
that self-help strategies circumvent some of the
more common barriers to more intensive
weight-loss treatments by being less costly,
time-consuming, or stigmatizing. A second
clinical implication of this study is the need to
reduce the perception of barriers and to moti-
vate individuals to seek treatment. This is espe-
cially important for the heaviest individuals. It
may be helpful to target and educate potential
consumers about what to expect from treat-
ment, including the time commitment and the
cost of treatment, in order to create more real-
istic expectations. Finally, it is crucial to find
ways to prevent obese individuals from being
treated unfairly in treatment settings, so that
stigmatization will not prevent consumers from
seeking the treatment they need.

This study has several limitations. First, cor-
relational research such as this is limited
because the direction of causality cannot be
determined; for example, it is unknown
whether having a higher BMI causes individu-
als to perceive more barriers to treatments or
whether the reverse is true. The use of self-
reported weight status is another limitation in
the current study. This may have resulted in an
underestimation of BMI in the current sample,
although evidence suggests a close correspon-
dence between self-reported and measured
weights (22). The present study is also limited
by a relatively small sample size; further
research should include larger numbers in
order to increase statistical power. In addition,
the recruitment methods used in the present
study did not allow tracking of the particular
websites participants were recruited from and
whether the final study sample was representa-
tive of the general community population of
overweight individuals.

Another limitation of the current study is that
these findings represent the presence and
absence of treatment seeking only within the
types of treatment and barriers assessed here.
It is possible that participants were pursuing
other types of treatment or perceive additional
barriers that were not included here. Another
possibility is that there may be different con-
ceptualizations of treatment intensity. Our clas-
sification was based on level of professional
involvement, but consumers may have different
definitions of intensity, such as the extent of
personal effort required. For example, surgery,
conceptualized in this study as the most inten-
sive treatment, did not follow the general pat-
tern where the number of barriers increased as
treatment intensity increased, possibly because
surgery was viewed as less effortful by respon-
dents. In addition, although treatments sought

Weight loss treatment seeking

in the past and present were captured in the
questions about treatments that have been
sought, we did not ask separately about past
and current treatments.

Future research in this area should continue
to explore treatment seeking patterns and bar-
riers to accessing treatment for those who need
it. Longitudinal research that assesses individu-
als’ patterns of treatment seeking, weight loss,
and weight gain over time would be helpful to
track the typical sequence of treatment seeking
among individuals. Additional barriers to treat-
ment seeking should be explored beyond those
reported in the current study. Research that
examines reasons and motives for weight loss
(23, 24) may provide insight into potential bar-
riers for achieving weight loss success; factors
such as self-reported weight status, self-
esteem, body image, health concerns, and past
dieting success may be important (23, 24).

In future studies, factors such as socioeco-
nomic status, health status, and employment
benefits would be useful variables to examine
in relation to treatment seeking and barriers.
Finally, studies are needed to identify ways to
educate and prevent weight gain among those
individuals who report no desire or plans to
seek future treatment.
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