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The prevalence of obesity in the United States is rapidly
rising, and eating disorders involving binge eating are
becoming more widely recognized. Because the number of
patients in need of treatment may eventually exceed the
availability of professionals available to treat them,
evaluating self-help approaches to treatment is essential.
In addition, weight regain after obesity treatment is the norm
rather than the exception, and continuing care to prevent
relapse may only be financially feasible through self-help.
Different levels and types of self-help have been
investigated, including self-guided help, computer-guided
help, and group self-help. Although not appropriate in all
cases, self-help for obesity and binge eating may have
psychological and practical advantages for many patients.
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Obesity: Prevalence and
Treatment Outcomes

Obesity has reached epidemic proportions. Currently,
65.1% of US adults are overweight and 30.4% are obese."
Obesity is thought to be our second largest cause of
preventable death: in 2000, poor diet and physical
inactivity caused 400,000 deaths in the United States.”
Treatments for obesity produce improvements in
cardiovascular disease, diabetes, hypertension, sleep
apnea, and other common comorbid conditions.
However, obesity treatments frequently produce short-term
weight loss, and the loss is often not maintained over
the long term.” Relapse after treatment is the norm.
Why is weight regain so common after treatment?
Compensatory metabolic responses and other
physiological factors (eg, reduced energy expenditure
and leptin, and increased ghrehn) may pose challenges
to maintaining lost weight.* Psychological factors may
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also play a role. Unrealistic expectations about how
much weight should be lost, and the life changes that
should follow, may lead people to undervalue their
more modest (and often disappointing) weight loss
accomplishments.” People who have lost weight often
feel that the benefits of weight loss, relatlve to its costs,
drop to nearly zero after 6 months.°

Because relapse is a problem, relapse
prevention is badly needed.

Because of these physiological, psychological, and
social factors, only a small minority of the general
overweight populauon succeeds in maintaining weight
that has been lost.” Among the few who do succeed,

continual vigilance may be needed to maintain their
weight loss. Successful long-term weight losers engage
in high levels of physical activity, restrict their energy
intake, keep many healthy foods in their homes, closely
monitor their Welght and buy nutrition and exercise
books or magazmes 8 Also, the current “toxic
environment,” which encourages excessive food intake
and a sedentary lifestyle,’ poses constant challenges
to continuing these efforts.

Continuing Care for Obesity

In view of the continual vigilance required to manage it,
obesity has been compared with other chronic conditions
that require continuing care, such as hypertension and
diabetes. Continuing care may be necessary to bring
about permanent weight loss and prevent relapse.
Individuals who have lost weight and are attempting to
maintain their loss have consistently identified the need
for maintenance programs that include ongoing support
offered at low or no cost.'® Extending the duration of
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treatment and providing maintenance programs increase
the length of time over which results are maintained."!
However, given the prevalence of obesity, continuing
care administered by health professionals may prove too
costly to be feasible. Therefore, the most promising form
of continuing care that is both effective and affordable
may be self-help.'?

Like other chronic conditions,
continuing care is needed
for obesity—including self-help.

Advantages of Self-help
Cost and Availability

Self-help is a financially feasible way for millions of
overweight Americans to care for themselves and address
their weight problems. It is also a cost-effective way to
continue care over a long period. For example, a study
examining 12 weeks of behavior therapy for obesity
found that augmenting treatment with computer-assisted
therapy was a cost-effective way to improve outcomes at
a 6-month follow-up."? Viewers who watched on

video the 8 sessions of an 8-week videotaped obesity
treatment group lost as much weight as did participants
in the live group, but far more cost effectively.'* The
multiple levels of self-help can substantially improve
the cost effectiveness of treatment, as shown in Figure 1.
In addition, technological advances, such as handheld
computers, televisions, and the Internet, have greatly

expanded the options for treatment delivery.
Finally, most professionally administered therapies
can benefit from using self-help as an adjunctive
treatment approach.

Psychological Benefits

In addition to its cost-related benefits, self-help also
has several psychological benefits that may increase the
helpfulness of treatment. Self-help requires individuals
to take responsibility for their own problems and
solutions, with the help of supportive others. Having
the opportunity to help yourself or others can be
empowering. This feeling of empowerment can increase
self-esteem and the belief in being able to achieve your
goals.'” Furthermore, self-reliance is considered by lay
persons to be the most effective strategy for addressing
obesity.'® The supportive environments of self-help
groups give participants the chance to take on leadership
responsibilities, to give and receive emotional support
and encouragement, and to follow and serve as role
models. In the nonpharmaceutical treatment of obesity,
the principles of weight loss and maintenance involve
behavioral changes that often do not require medical
or other professional supervision. These behaviors can
easily be learned and taught to others by lay persons
and paraprofessionals.

Levels of Self-help

There are different levels of self-help, as shown in
Figure 1. These levels can form part of a stepped-care
program, where individuals use the most independent
strategies first. In a stepped-care framework, 2 principles
guide treatment decisions. First, the treatment that
involves the least professional contact, but is still

A Purely self-guided help
More Less formally
independent ! structured
Computer- or technology-
assisted self-help
Guided self-help
G 1f-hel
Less ( Cr g;&sl;?nityeof More formally
independent commercial programs) v structured

Figure 1. Levels of self-help for obesity and binge eating.

82

Nutrition Today, Volume 42 « Number 2 « March/April, 2007

Copyright © Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.



Self-help for Obesity and Binge Eating Continuing Education

Self-help is cost effective
and empowering and may
enhance self-efficacy.

believed to be helpful, is the first treatment attempted.
“What stepped care does is make explicit the
professional... applicability of the least restrictive
alternative principle to noninstitutional treatment
settings.”!’P7%> ) “Least restrictive” may have originally
referred to alternatives to inpatient care. However, other
considerations about “restrictiveness” (which, in this
context, might be interpreted as “formally structured”)
are relevant for outpatient care options: for the

patient, cost and personal inconvenience, and for the
professional, the amount of specialist practitioner time
required. The second principle guiding stepped-care
treatment is that it is self-correcting. Treatment decisions
and outcomes are monitored continuously. If someone
is not benefiting from his or her current level of care,

it may be time to “step up” to another level.

Self-Guided Help

The most independent or least formally structured form
of treatment for obesity is purely self-guided weight loss
efforts. The National Weight Control Registry (NWCR)
is a group of more than 5,000 individuals who have
achieved mean weight losses of 70 1b and have kept them
off for an average of 5.7 years. Approximately one third
of this group lost their weight on their own, without
using any formal program.® This approach may be
especially successful for individuals with a lower
maximum body mass index and less history of weight
cycling.® Many of the successful weight maintainers

in the NWCR and elsewhere also use popular and

fad diet books and programs. In determining which

of these programs to choose, consulting available
information on their nutritional adequacy, safety, and
efficacy is essential.'®

Computer-Guided Help

Self-help can also be assisted by a computer or television
program. In the short term, a television series depicting
a weight control treatment group can be as effective

as participation in the actual group.'* In the longer
term, Internet-based and television-based treatments may
help to promote weight maintenance. Participants in
treatments providing 12 months of regular therapist
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support, minimal therapist support, or Internet support
all lost similar amounts of weight at an 18-month
follow-up. These treatments used an interactive
television system, where patients could see and hear
their therapist and other group members through a
videocamera and monitor."? In addition to their relative
efficacy, these treatment approaches have the potential
to reach larger numbers of people in rural areas or areas
where standard care is inaccessible.

Group Self-help

Group self-help for obesity can be an effective treatment
option, with special advantages such as group support,
encouragement, and leadership. Community-based
programs such as Take Off Pounds Sensibly, Overeaters
Anonymous, and the Trevose Behavior Modification
Program offer low-cost care that addresses different
needs. The Trevose Behavior Modification Program, for
example, is a program with more than 1,000 members
in the Philadelphia area that offers continuing care, is
volunteer run, and charges no fees. The program has
been shown to produce substantial long-term weight
losses in those individuals who remain in treatment,
even at 5 years (17.3% of initial weight, or 15.7 kg), and
moderate weight losses in those who drop out (4.7%,

or 4.5 kg).?® Commercial programs charge fees for
participation and may be led by professionals or by
former successful group members who are trained as
leaders. Perhaps the most well known of these programs
is Weight Watchers, which has funded research
investigating its efficacy. Compared with participants
who received a primarily self-guided intervention

and lost 1.5% of their weight after 1 year and 0% after
2 years, Weight Watchers participants lost 5.3% and
3.2%, respectively.21

Self-help for Binge Eating

Bulimia nervosa (BN) and binge eating are eating
disorders characterized by the recurrence of binge eating
episodes and, in BN, by inappropriate compensatory
behavior to prevent weight gain. These disorders are far
less prevalent than weight disorders in the United States,
with about 1% to 3% of the population experiencing
lifetime BN and about 1% to 4% experiencing lifetime
binge eating disorder.”” These disorders cause a great
deal of psychological distress and impairment in quality
of life. Self-help for eating disorders may play an
important role in allowing more sufferers to have access
to care. Both specialty and generalist treatment settings
can use self-help treatments. Furthermore, self-help
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Bulimia nervosa and binge eating
disorder may be helped by self-help.

interventions may also be useful as part of stepped-care
treatment plans.*?

Guided self-help involves bibliotherapy (usually
a cognitive-behavior therapy manual that has been
designed specifically for patients), accompanied by
limited contact with a minimally trained assistant,
paraprofessional, or professional therapist. Guided
self-help has been shown to be an effective first-line
treatment in a proportion of individuals with BN and
binge eating disorder.***> In addition, new technology,
such as e-mail, Internet, computer software, CD-ROMs,
portable computers, telemedicine, telephone therapy,
and virtual reality techniques, offer promising
alternative delivery systems for the treatment of eating
disorders.?® Binge eating is particularly common among
individuals seeking treatment for obesity. Recent
evidence suggests that self-help group treatment for
obesity may be effective even for participants with
regular binge eating.*’

When Self-help Is Not Enough

Self-help is certainly not appropriate for every person
or problem. For certain patients, the final stages in a
stepped-care model may be the most fitting first-line
treatment, such as patients who are good candidates for
bariatric surgery or very-low-energy diets.'” In addition,
certain eating disorders with high medical risks, such
as anorexia nervosa or severe BN, typically require
professional treatment and medical supervision.
Professionals should not view self-help as a fallback for
patients who may be difficult or inconvenient to treat
(eg, if a condition is not reimbursable).

Conclusions

The rapidly rising prevalence of obesity, along with the
increasing recognition of eating disorders, has led to a
growing attention to self-help treatments. These greater
demands for treatment often cannot be met by available
professional resources, and consumers and professionals
are turning to other alternatives. A growing body of
research literature on self-help has studied this trend
and has made it possible for clinicians and consumers
to evaluate the relative efficacy of different treatment
options. This literature is reviewed in a forthcoming
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book, Self-help Approaches for Obesity and Eating
Disorders: Research and Practice.”® People with obesity,
binge eating disorder, and BN, as well as related
problems such as disturbances in body image and night
eating syndrome, all have the potential to benefit from
self-guided treatment.

Janet D. Latner, PhD, an Assistant Professor of Psychology at the
University of Hawaii, has research interests focused on the diagnosis,
maintenance, treatment, and self-help treatment of obesity and eating
disturbances. The forthcoming book Self-help Approaches for Obesity and
Eating Disorders: Research and Practice, edited by Janet D. Latner and G.
Terence Wilson, is to be published by Guilford Press.

Correspondence: Department of Psychology, University of Hawaii at Manoa,
2430 Campus Road, Honolulu, HI 96822 (e-mail: jlatner@hawaii.edu).

REFERENCES

1. Hedley AA, Ogden CL, Johnson CL, Carroll MD, Curtin LR,
Flegal KM. Prevalence of overweight and obesity among
US children, adolescents, and adults, 1999-2000. JAMA.
2004;291:2847-2850.

2. Mokdad AH, Marks ]S, Stroup DF, Gerberding JL. Actual
causes of death in the United States, 2000. JAMA.
2004;291:1238-1245.

3. Blackburn GL. Weight loss and risk factors. In:

Fairburn CG, Brownell KD, eds. Eating Disorders and
Obesity: A Comprehensive Handbook, 2nd ed. New York:
Guilford Press; 2002:484—4809.

4. Wadden T, Butryn ML, Byrne KJ. Efficacy of lifestyle
modification for long-term weight control. Obes Res.
2004;12:1515-162S.

5. Cooper Z, Fairburn CG. A new cognitive behavioural
approach to the treatment of obesity. Behav Res Ther.
2001;39:499-511.

6. Jeffery RW, Kelly KM, Rothman A]J, Sherwood NE,
Boutelle KN. The weight loss experience: a descriptive
analysis. Ann Behav Med. 2004;27:100-106.

7. Sarlio-Lahteenkorva S, Rissanen A, Kaprio J. A descriptive
study of weight loss maintenance: 6 and 15 year follow-up
of initially overweight adults. Int ] Obes Relat Metab Disord.
2000;24:116-125.

8. Butryn M, Phelan S, Wing RR. Self-guided approaches to
weight loss. In: Latner JD, Wilson GT, eds. Self-help
Approaches for Obesity and Eating Disorders: Research and
Practice. New York: Guilford Press; 2007:3-20.

9. Brownell KD, Horgen KB. Food Fight: The Inside Story of the
Food Industry, America’s Obesity Crisis, and What We Can
Do About It. New York: McGraw-Hill; 2004.

10. DePue JD, Clark MM, Ruggiero L, Medeiros ML, Pera V.
Maintenance of weight loss: a needs assessment. Obes Res.
1995;3:241-248.

11. Milsom VA, Perri M, Rejeski WJ. Guided group support
and the long-term management of obesity. In: Latner JD,
Wilson GT, eds. Self-help Approaches for Obesity and Eating
Disorders: Research and Practice. New York: Guilford Press;
2007:205-222.

Nutrition Today, Volume 42 « Number 2 « March/April, 2007

Copyright © Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.



Self-help for Obesity and Binge Eating Continuing Education

12.

13.

14.

15.

16.

17.

18.

19.

20.

Nutrition Today, Volume 42 « Number 2 « March/April, 2007

Latner JD. Self-help in the long-term treatment of obesity.
Obes Rev. 2001;2:87-97.

Taylor CB, Agras WS, Losch M, Plante TG, Burnett K.
Improving the effectiveness of computer-assisted weight
loss. Behav Ther. 1991;22:229-236.

Meyers AW, Graves TJ, Whelan JP, Barclay DR.

An evaluation of a television-delivered behavioral weight
loss program: are the ratings acceptable? J Consult Clin
Psychol. 1996;64:172-178.

Segal SP, Silverman C, Temkin T. Measuring empowerment
in client-run self-help agencies. Community Ment Health ].
1995;31:215-227.

Furnham A, McDermott MR. Lay beliefs about the efficacy
of self-reliance, seeking help and external control as
strategies for overcoming obesity, drug addiction, marital
problems, stuttering and insomnia. Psychol Health.
1994;9:397-406.

Davison GC. Stepped care: doing more with less? J Consult
Clin Psychol. 2000;68:580-585.

Stevens A, Dionne E, Dwyer J. Popular and fad diet
programs: nutritional adequacy, safety and efficacy. In:
Latner JD, Wilson GT, eds. Self-help Approaches for Obesity
and Eating Disorders: Research and Practice. New York:
Guilford Press; 2007:21-52.

Harvey-Berino J, Pintauro SJ, Buzzell P, Casey Gold E.
Effect of Internet support on the long-term maintenance
of weight loss. Obes Res. 2004;12:320-329.

Latner JD, Stunkard AJ, Wilson GT, Jackson ML,

Zelitch DS, Labouvie E. Effective long-term treatment

21.

22.

23.

24.

25.

26.

27.

28.

of obesity: a continuing care model. Int ] Obes Relat

Metab Disord. 2000;24:893-898.

Heshka S, Anderson JW, Atkinson RL, et al. Weight

loss with self-help compared with a structured
commercial program: a randomized trial. JAMA. 2003;
289:1792-1798.

American Psychiatric Association. Diaghostic and Statistical
Manual of Mental Disorders, 4th ed (Text Rev). Washington,
DC: American Psychiatric Press; 2000.

Wilson GT, Vitousek KM, Loeb KL. Stepped care treatment
for eating disorders. J Consult Clin Psychol. 2000;68:564-572.
Sysko R, Walsh BT. Guided self-help for bulimia nervosa.
In: Latner JD, Wilson GT, eds. Self-help Approaches for
Obesity and Eating Disorders: Research and Practice. New
York: Guilford Press; 2007:92-117.

Grilo CM. Guided self-help for binge eating disorder.

In: Latner JD, Wilson GT, eds. Self-help Approaches for
Obesity and Eating Disorders: Research and Practice.

New York: Guilford Press; 2007:73-91.

Myers TC, Swan-Kremeier L, Wonderlich S, Lancaster K,
Mitchell JE. The use of alternative delivery systems and
new technologies in the treatment of patients with eating
disorders. Int J Eat Disord. 2004;36:123-143.

Delinsky SS, Latner JD, Wilson GT. Binge eating and
weight loss in a self-help behavior modification program.
Obesity. 2006;14:1244-1249.

Latner JD, Wilson GT, eds. Self-help Approaches for Obesity
and Eating Disorders: Research and Practice. New York:
Guilford Press; 2007.

85

Copyright © Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.



