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ABSTRACT
The nationwide prevalence of obesity calls for more effective stratémieveight loss
and maintenance of desired weight. The majority of weight loss programs focus on
behavior change (diet and exercise) with some success, although lost weitgr i
regained. Interventions that boost the long-term effects of weight losyeigets are
greatly needed. Marriage provides an ideal context for the lifestyfgyebaequired for
effective weight maintenance. Although well-intentioned, spouses may not know how to
support their partner’'s weight loss efforts. Because women are more likelgndrato
attend to their spouses’ health needs and women struggle more than men to maintain a
healthy weight, there is a need for a resource to help husbands support theinwive
achieving weight management goals.

The purpose of this dissertation is to develop a resource to provide husbands with
guidelines for supporting their wives’ weight loss and weight maintenance goel
dissertation reviews relevant studies on successful weight loss, weghmadosenance,
social support for weight loss, marriage and health, spouse-involved weight loss
interventions, gender and communication, and relevant marriage and familysystem
literature, as well as popular sources such as self-help books, Interngésyebs
newspapers, and magazines.

The material was evaluated and synthesized to create the resource Mgoklet
Wife Wants to Lose Weight: How Can | Helgg®e booklet contains information about
weight gain, weight loss, and spousal support along with prescribed activitigse sa
scripts, and assessment tools, forming an easy-to-use guide for husbandsy/thretke

the difference in their wives’ success in losing and maintaining weight loss.
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Formal evaluation of the resource booklet is needed, including a study to
determine its effectiveness in improving weight loss and long-term maingenénc

weight loss for wives whose husbands use the resource.
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Chapter |. Introduction

As anyone who has tried is well aware, losing weight is difficult; maimgithe
new weight is even more challenging. Effective interventions that willensoith weight
loss and new weight maintenance exist, but most of them focus on the individual, missing
the opportunity to involve a powerful source of support: the spouse. Overlooking a
spouse ignores the effect of marriage on those trying to control their weight.

Marriage joins two lives within a suitable context for the long-tefestyle
change necessary for successful weight loss maintenance over time s3éitation
developed a resource booklet for husbands, providing guidelines so that they can support
their wives in achieving weight management goals. There are ma&sans for
providing this resource for husbands: women, especially older women, have more
difficulties losing weight and maintaining healthy weight than men (MKlevach,
2007); women outnumber men in surveys of people reporting that they are attempting to
lose weight (Jeffery, Adlis, & Forster, 1991; Miller-Kovach, 2007); and because of
gender role socialization, men are not as prepared as women to provide support and
concrete assistance in meal planning and preparation. An important note: Althisugh t
dissertation focuses on marriage and uses the terms husbands and wives, tig resulti
booklet may be as useful for any partners living in a long-term committemnslaip.
Background

Obesity is a problem of epidemic proportions, leading to chronic iliness,
disability, and premature death at a tremendous cost to both the individual and to societ
Both obesity defined as a Body Mass Index (BMI) equal to or greater than 30, and being

overweight(BMI 25.0 to 29.9) are risk factors for major illnesses that are resporsible f
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a large percentage of deaths each year and over 70% of health care ergme(dénters

for Disease Control and Prevention [CDC], 2008a). Being obese or overweight can
contribute to multiple diseases and adverse health conditions, including high blood
pressure, coronary heart disease, stroke, arthritis-related disapditid type Il diabetes
(CDC, 2008d). Furthermore, diabetes alone contributes to heart disease, kidney disease
high blood pressure, amputations, stroke, and blindness. Heart disease, kidney disease
and stroke can cause death. A healthy body weight is important for both the prevention of
illness and prolonging life.

The formula for weight loss is simple to explain, but extremely difficuloliow:
“Overweight and obesity result from an imbalance involving excessive calorie
consumption and/or inadequate physical activity” (Office of the Surgeon Ge2@08l
para. 1). People eat more calories than they burn off and the excess cadostosecar
throughout their body as fat. In the United States there are four risk fdwbdsrectly
impact the prevalence and severity of chronic illnesses, as well aprénazntion:
unhealthy diet (what is eaten and how much), physical inactivity, tobacco use, and
harmful use of alcohol (World Health Organization, 2009). Two of these risk factors
pertain to eating and exercise, the behaviors that determine weight.

Losing weight and maintaining weight loss are among the biggest challenges of
our time. Despite awareness of the health risks of being overweight and Hoegptet
options and money spent on weight loss methods, many Americans are getting fatte
instead of thinner (CDC, 2007b; French, Story & Jeffery, 2001). The number of
overweight and obese adults has increased dramatically in the past 2(Cy@ars

2007a). According to the Centers for Disease Control and Prevention, 68% of American
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adults (age 20 and older) are overweight or obese (CDC, 2007a): 34% of American adults
are obese and another 34% of American adults are overweight. Less than one third of
American adults are within a healthy weight range. Since the 1970s the number of
children who are overweight has doubled. Overweight children are likely to become
overweight adults and therefore are at greater risk for diseasenlater(CDC, 2008c).

On a societal level, Americans have seen many changes over the last hundred
years that have affected people’s cumulative weight (Anonymous, 2001; Blair, 2003;
Tillotson, 2004). Today, the United States of America is the land of plenty or, some
might say, the land of too much. We consume massive quantities of everything. We eat
large amounts of processed foods, which are often calorie dense and lacking in nutrients
(CDC, 2008b). Prior to the Industrial Revolution our society was based on manual labor:
People’s daily work involved burning many calories with the hope that their hard work
would produce enough food to fill their bellies. Today, most jobs no longer require much
physical activity, leaving people with excess calories in their bodiegldatip being
stored as fat.

A large percentage of people seek to lose this excess weight. In their study of
2,107 men and 2,540 women in the upper Midwest of the United States, Jeffery et al.
(1991) found that three quarters of women and nearly half of men reported thatdhey ha
attempted to lose weight through dieting at some point in their lives. The GiDated
a national survey of adults between 2005 and 2006 and found that 47.1% of the people
surveyed reported attempting to lose weight within the past year (CDC, 2008e).

Sensing both a real need and a huge business opportunity, the weight

loss/physical fitness industry has emerged. Over $30 billion per yespemeon weight

3



loss products and services (Blackburn, 2002). There are some companies that focus on
weight loss through reducing calorie consumption and/or increasing enxgeydgure;
however, there are many more companies/products that promise unreaiste re
through ludicrous methods. It is rare to view any form of media and not see an
advertisement or news segment for some new way to lose wei@doglesearch of the
termlose weighproduced over 25 million results in less than 0.2 seconds. Everything
can be found, including weight loss programs such as Jenny Craig and Weight 8yatcher
diet pills and liquids, eating plans frohine Cabbage Soup Ditt theAll You Can Eat
Diet, exercise plans, 5,460 books on weight loss, 3.4 million blogs (web logs usually
posted by an individual with commentary), and even subliminal messages and hypnosis
Those interested in a surgical approach can investigate bariatricys@itjezr gastric
bypass surgery or the Lap Band® procedure, which is a minimally invasivetiestric
procedure requiring no stomach stapling or re-routing of internal organs. The U.S.
Federal Trade Commission (Cleland, Gross, Koss, Daynard, & Muoio, 2002) conducted
an analysis of the state of weight-loss advertising and found:
The world of weight-loss advertising is a virtual fantasy land where pounds “melt
away” while “you continue to eat your favorite foods”; “amazing pills . . . seek
and destroy enemy fat”; researchers at a German university diskevantazing
weight loss properties” of asparagus; and the weight-loss efficacy of anothe
product is comparable to “running a 20 mile marathon while you sleep.” It's a
world where, in spite of prevailing scientific opinion, no sacrifice is requaed t
lose weight (“You don’t change your eating habits and still lose weight"EkQui

results are the (promised) norm ("The diet works three times faster than

4



FASTING itself!"). You can learn how to lose weight with "No exercise. No
drugs. No pills. And eat as much as you want — the more you eat, the more you
lose." There is no need to worry because the products are “safe,” “risk free,”
and/or “natural,” and some marketers are so concerned for your safety that they
warn you to cut back if you lose too much weight (“If you begin to lose weight
too quickly, take a few days off!!!”). You can always get your money back
because so many of these “amazing” products are “guaranteed” (*. . .we’ll gi
you your money back. Straight away. No questions asked”). (p. 5-6)
The promises of advertisement fall short of the reality of successful wesght
For healthy, long-lasting weight loss, a goal of one to two pounds per weekssaeal
(Mayo Clinic Staff, 2009). Foreyt and Goodrick (1993) compared results from
comprehensive reviews of behavioral weight loss programs and found that the loss of
21.8 pounds in 18 weeks (approximately 1.1 pounds per week) was average.
Advertisements for commercial weight loss products and programs anarofiieading,
with “not typical results” in tiny print accompanying pictures of drambéfore-and-
after changes. Significant short-term weight loss is possible, but oftennbt be
sustained over extended periods of time. Tabloid magazines often print pictures of
celebrities who have lost weight, but the biggest headlines seem to be resethiedd
who have gained back weight previously lost.
Weight loss maintenance is more of a challenge than initial weight loss. Th
Consumer Reports (2009) survey of the magazine’s subscribers found that 42% of
respondents described themselves as “failed dieters”: people who said theyikeotad |

slim down, yet still weighed at or near their lifetime high (p. 2). The scholtatature
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confirms what we know from the popular media: when people do succeed at losing
weight, there is a very small probability of their keeping that weighboffrore than a
year (Foreyt & Goodrick, 1993; Jeffery et al., 2000). According to Wing aneryeff
(1999), “behavioral treatment programs [that focus on the energy balance fornvela] ha
become increasingly effective in producing initial weight loss, but long-teamtenance
remains more problematic” (p. 132).

It is difficult to determine the exact percentages of individuals who maintain
weight loss because of differences in how initial and long-term succesassned, but
researchers have found that people frequently re-gain weight they lost througlotzhavi
intervention (Jeffery et al., 2000). According to a 2006 study reporfEddariNew
England Journal of Medicineanost people who participate in weight-loss programs
“regain about one third of the weight lost during the next year and are typiaakytd
baseline in three to five years” (Wing, Tate, Gorin, Raynor & Fava, 2006, p. 1564).

The process of losing weight through dieting, regaining weight, and then losing it
again is callego-yo dietingor weight cycling(Jeffery, 1996). There are biological
factors that encourage weight re-gain. When a person loses weight, thesfalimeone,
leptin, decreases and the hunger hormone, ghrelin, increases (Hellmich, 2009). The
human body reacts to weight loss by encouraging eating to prevent starwagioif,the
person is overweight and not at risk of starvation. Another contributor to weidimgcyc
is short-term dieting that does not include long-term lifestyle change ®person who
has lost weight returns to their previous eating and exercise patterns, bty tegain
the weight that was lost. Researchers have found that over time, women who weight

cycle tend to gain more weight than women who do not weight cycle (Weight-control
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Information Network, 2011b). However, metabolic rate does not appear to dedhfigc
weight cycling (Weight-control Information Network, 2011b). Some rebdaas shown
that weight cycling can increase total and cardiovascular mortabiyever,
methodological limitations leave the results less than definitive (Jeff@é86). Along
with the possibility of physical consequences of weight cycling, threrpsychological
effects (Hellmich, 2009). Regaining weight after being so proud of losindhe first
place can lead someone to feel ashamed and humiliated, and it can make them want to
give up the weight loss battle forever.
There has been growing awareness of the shortcomings of methods of weight loss
that rely solely on the individual’s ability to exercise willpower, with adn@eook at
social and environmental factors in the cause and treatment of obesity. Bare@&gn
founder of social cognitive theory, summarized the evolution of models of health
promotion and disease prevention:
We have shifted from trying to scare people into health, to rewarding them into
health, to equipping them with self-regulatory skills to manage their health habits,
to shoring up their habit changes with dependable social supports.... A
comprehensive approach to health promotion requires changing the practices of
social systems that have widespread detrimental effects on healtithatihe
solely changing the habits of individuals. (p. 623)
Until such social change occurs, a greater emphasis on social support seamigear
There is substantial research evidence of the strong and positive effeatsabf
support in health and medical issues. Participating in behavioral weight losseteat

with friends improves maintenance of weight loss over time (Wing & Jeffery, 1999)
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Many people have lost weight by participating in Weight Watchers, a pnoiet
creates social support through regular meetings that combine membersaipise
weight and members who have lost weight successfully.
Any support partner can be helpful, but as one might expect, family members
have an edge: “(W)hen a family is emotionally close, caring, arghsag, supportive
family relationships can make the difference between success and failnagnitaining
weight loss” (Barbarin & Tirado, 1985, p. 120). Clearly, family can be a great support t
individuals attempting to lose weight or maintain weight loss. Marcoux, Trenkder a
Rosenstock (1990) asked a group of people who had been successful in weight loss to
identify the person who wamosthelpful in their weight loss efforts, treatisgouseand
family membens separate categories. For the 24 women and 2 men who had participated
in the study, 46% identified a family member and 27% stated a spouse was most helpful.
Yet, for better or worse, family dynamics are complex. When these same
researchers asked study participants wholegsthelpful for their weight loss efforts,
42% stated that family members were least helpful and 8% identified poeises as
least helpful. Marcoux et al. (1990) found that the type of support most beneficial to
weight loss was appraisal support (giving compliments about weight loss); hotheye
found that friends and neighbors were a better source of this support than spouses and
family members. This suggests that spouses may not be giving the best tyyesat
and need some help developing support skills. The authors of the study concluded that
family members need to be trained in how to provide support for behavior change.
The desire to be supportive is not enough: Family members with good intentions

to help with weight loss may lack the knowledge of how to be helpful. Individuals differ
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in the kind and amount of support they desire, and what is helpful for one person may be
experienced as negative by another. In order to maintain equilibrium witHigntiig,

family members may consciously or subconsciously sabotage another’s &ffazach

and maintain a healthy weight. Sabotage can come in many forms, such as sgiggestin
that a person is losing too much weight, acting insulted if a dieter refusddiie ea

chocolate cake his/her loved one made for him/her, and/or leaving calorie oathse f

around the house for the dieter (Lawrence, 2004). People can sabotage for many reasons
including fear that they will lose their new thinner loved one to another or becayse the
feel bad about their own overweight status.

Because it is the spouse who is often most influential, he is the person who most
needs to develop support skills. Looking beyond the issue of weight, we find that of all
adult social relationships, marriage appears to be most related to hedidebrly
research on the relationship of marriage and health (Goodwin, Hunt, Key, & Samet,
1987; Kotler & Wingard, 1989; Verbrugge, 1979; Verbrugge, 1983), it appeared that
marriage was a buffer against health problems that afflicted the undnduater studies
focused on the quality of marriage, recognizing that marriage could immgaith for
better or worse (Ren, 1997; Ross, Mirowsky, & Goldsteen, 1990; Wickrama, Lorenz,
Conger, & Elder, 1997).

Marital quality has been shown to affect women’s dieting behaviors. Markey,
Markey, and Birch (2001), in a longitudinal study of familial health, studied both
husbands and wives in an examination of self-esteem, marital quality and dieting
behaviors. Healthy dieting behaviors (example: eating more fruits and bieggt@and

unhealthy dieting behaviors (example: vomiting after eating and/or talengitis) were
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assessed using the Weight Control Behaviors Scale. The researchers fohedlthgt
dieting practices were not correlated with the quality of the marittioakhip for either
husbands or wives. In contrast, unhealthy dieting was associated with pool marita
quality, the perception of little understanding from the spouse, lack of harmony and lack
of love. Women who were less happy in their marriage were more likely to engage in
unhealthy attempts to lose weight; however, none of the marital constructsquedi
unhealthy dieting for husbands. The authors suggested that possibly women respond to
marital disharmony in different ways than men, turning their pain inward and self-
punishing through unhealthy dieting behaviors. However, the reverse is passble:
wives’ unhealthy dieting behavior led to them reporting poor marital quality.

Alarming results from a recent study suggest that marriage isiaezbwith
increased weight gain, especially for women. The and Gordon-Larsen (2009) used
information from a national prospective data set to compare weight gain in 6,949
single/dating, dating/cohabitating, and cohabitating/married youngsafata regarding
weight, relationship status, and duration of time living with partner, obtained in 1996 and
2001, were compared using logistical regression. Both men and women who transitioned
from single/dating to cohabitating/married in between the two assessneratanore
likely to become obese than individuals who stayed unmarried. However, women were
more greatly affected by cohabitating (married or not) than men, with wbaeng an
increased likelihood of becoming obese. The authors analyzed another subsettaf the da
that included 1,293 dating, cohabitating, and married/cohabitating couples. Compared to
non-cohabitating couples and couples who had lived together less than two years,

“romantic partners who lived togethei2>ears were significantly more likely to consist
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of one or two obese, less physically active, and more sedentary partners” (pThii5).
important study supports the need for interventions targeting the marital unit

It is well established that successful weight loss and maintenance dftey hea
weight rely on the establishment of a lifestyle pattern of healthygeatid regular
exercise (Miller-Kovach, 2007). This is where marriage may confer tis¢ beoefit; it
provides both the context and the opportunity to succeed where typical time-limited
weight loss programs fail - in the maintenance of healthy weight overrtbedom.

Most weight loss programs focus on the individual, missing the opportunity to
involve a powerful source of support: the spouse. As a long-term significant rédgiions
marriage provides an ideal context for the lifestyle changes requireddotived weight
maintenance, if spouses support, rather than sabotage, each other’s effontsetio rauai
optimum weight. Although they may want to help, spouses may not know how to do so,
and in their ignorance may make things worse.

The Need for Supportive Husbands

Women far outnumber men in weight loss programs (Miller-Kovach, 2007) and
are therefore the population at greatest need for new, creative approsshesessful
weight management. Furthermore, mothers typically have the gredlashce on the
food consumption of children, and there is an abundance of evidence from recent
research that patterns of eating in the family have an impact on the abetitlgren
and adolescents (Diamant, Babey, Jones, & Brown, 2009; Heinberg & Thompson, 2009;
Pearson, Biddle, & Gorely, 2009). This impact may affect the health habits anty obesi

levels of generations to come.
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Women have more difficulty losing weight and maintaining a healthy weight than
men (Miller-Kovach, 2007). Some of the reasons for this discrepancy come from
biological factors. Men carry more lean muscle mass than women, which cars&s m
burn more calories. Women also face hormonal shifts during their lifetimedfdt a
their weight (Miller-Kovach, 2007). Preghancy causes weight gain that liypilces not
disappear with the birth of the child. While breastfeeding is encouraged not oriig for t
health of the child but also for its help with losing pregnancy weight, a woman rhust ea
additional food to produce sufficient supply of milk. Menopause, another hormonal shift,
occurs later in life and is often accompanied by weight gain of five to seven pounds or
more.

Another source of married women'’s difficulties with weight management is that,
despite changes in women'’s roles in recent decades, they still take on the tadingf fe
the family (Beverly, Miller and Wray, 2008) and cannot use the strategy oinketta
cupboard bare. As meal providers, women feel obligated to attend to the special food
needs and preferences of their family members. For instance, if the husbdadhekp in
improving his diet, he can count on his wife to tailor her meal planning and food
preparation to meet his neetfsa wife and mother wants to limit her own selection of
foods, she will face the challenge of watching her husband and children eat urcestric
types and quantities of food. Faced with the burden of preparing multiple menus, she may
just find it easier to eat what the rest of the family eats. If shévised to put the whole
family on her eating program, she may define that choiselfishand feel guilty over
putting her needs first. Weight loss literature and programs for women tryrte fra

modification of eating patterns aslf-carerather than deprivation or punishment;
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without the husband’s support and participation, such self-care may not be an acceptable
choice.

Men need help in learning how to provide support for their wives because many
do not learn how to be nurturing as children. Extensive research on gender differences
childhood has shown that girls are more likely to engage in nurturing play (Shaffer,
1994). At one time gender differences in play were primarily thought to be a function of
socialization; however, more recent research has found gender differencdsrenpes
for dolls as early as three to eight months of age (Alexander, Wilcox, & Woods, 2009).
Socialization reinforces the differences inherent at birth. While women thremmemen
are socialized to be nurturing and to care for others (Umberson, 1992), men arg/typical
socialized (and have the hormonal predisposition) to dominate and compete.

Men and women may benefit from different types of social support (Miller-
Kovach, 2007). There is a natural tendency to give others the type of support that we
ourselves need; because of gender differences, this means that each partner in the
marriage is likely to be out of tune with the spouse’s needs. Men'’s style of coping wi
problems is often referred to gsing into a cavewhereas women typically turn to others
(Gray, 1992). Therefore, when men do not get active support, they may feel relieved and
respected, whereas women might feel neglected and disappointed. This expectation is
supported in research. In a study of 49 obese diabetic patients and their obese spouses,
women, who are more likely than men to offer social support, were the ones most likely
to be affected by the presence or lack of social support (Wing, Marcus, Epsiawad,

1991).
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The literature on gender communication differences as well as that fealmari
therapy have many examples of the different helping styles of men and womée and t
frustration that women feel when men tell them how to solve a problem when they want
to be listened to and understood (Farrel & Farrel, 2001; Gray, 1992; Tannen, 1990).
Where weight loss is concerned, men are likely to see the simple solutiors¢eatdee
more) and then cycle through bewilderment, frustration, and anger when women
complain how hard it is and fail to make progress.

Husbands can either help or hinder the wife’s achievement of weight loss goals. A
willing husband who wants to help may not know what to do, and his wife may not be
able to explain what she needs. Although the potential for husbands to help their wives is
strong, they may not automatically know what to do or say, or more importantethat
to do or say. There is no “manual” for husbands to guide them in their efforts to be
supportive. Stand-up comedians get laughs of recognition when they joke that the answer
to the question; “Does this dress make me look fat?” is always an enthusidstic, ful
committed, “No.” Husbands may get frustrated if the wife says she want® piaint
out when she overeats and then complains that he is trying to control her when he does
so.

These types of miscommunication are to be expected, according to popular books
that examine the differences between the genders in styles of commnamidizin Are
Like Waffles, Women Are Like Spagh@arrel & Farrel, 2001)}yien Are from Mars,

Women Are from Veni(i&ray, 1992)You Just Don’t Understan@annen, 1990). Take,

for example, the language of weight loss: a woman described as thin may be quite
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pleased, a man may think he is being called weak or wimpy (Miller-Kovach, 2007).
Encouragement and compliments can be lost in translation between men and women.
There is already recognition in the popular literature that husbands need to learn
more about how to help their wives lose weightsdoglesearch on March 28th, 2010,
using the terms “helping wife lose weight” produced over 113,000,000 results, including
two magazine articles froiden’s HealthandChristianity Todaya short column on the
Weight Watchers site and many, many blog and forum entries. Howevereweof f
these sources focus on providing support as defined by the wife. Eight of the first 10
Google results provided links to advice on howétthe wife to lose weight, not how to
supporther in losing weightWhen the search words were changed to “my husband is
sabotaging my weight loss” 16,700 results were listed. Nearly half ofshksen the
first page were women crying out for help. They wanted to know how to get their
husbands to stop sabotaging their weight loss efforts: bringing home high calorie foods
making negative comments about their efforts, complaining about how their wife’s
dieting affects them, and/or discouraging them from losing any weight.
A preliminary search, using PsyciInfo, found a limited number of articles and
dissertations when the descriptor terms “weight loss” and “spouses” wereneaimbi
Only 16 items resulted from the search. (Black & Lantz, 1984; Black &fahyd.989;
Buchanan, 1988; Collier, 1993; Cunningham, 1986; Ewing, 1987; Hafner, 1991,
Hamilton & Zimmerman, 1985; Kagan, 1984; Klein, 1993; Murphy, 1982; O’'Neil, 1979;
Slusky, 1994; Weisz & Bucher, 1980; Williams, 1984; Zitter, 1980). When the
descriptorssocial supporbr assistancavere added, there was only one reference, a

dissertation (Slusky, 1994).
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From the search results listed above, only five addressed helping spouses becom
more supportive. Therefore, there is a need for attention to that deficiency. This
dissertation is intended to fill that need by addressing the complex chalfenggghbt
loss, and integrating the research literature on weight management as tiell a
perspective of the author who is trained in marriage and family therapy.

Purpose and I mportance of the Dissertation

The purpose of this dissertation was to develop a resource booklet designed to
provide husbands with guidelines for supporting their wives, as they attempt to achieve
self-chosen weight management goals - losing weight and/or maintdieingésired
weight over time. The author looked at weight loss from a systemic pavgpeone that
includes the spouse in the weight loss equation - in hopes of offering a new resource that
can help wives both lose weight and maintain the weight lost. It was rezdencthe
introduction to the booklet that it is not intended to help husbands intpeisgoal of
having a slimmer wife, but rather to help their wives reach their own weigghgoals.

To develop this resource, the investigator conducted an extensive review of
research studies and writings on the subjects of weight management (weigimdoss
maintenance of desired weight), social support and weight loss, mandgeeight,
involvement of spouses in weight loss intervention, relevant marriage ang taardpy
concepts, and gender and communication. From a preliminary examination of the
literature, the author created a tentative outline of the contents of a relsookbet for
husbands. A more extensive literature review followed, leading to decisionstae
content of the booklet. A draft of the booklet was prepared, including realistidteigine

sample scripts, prescribed activities, assessment tools, and a list of hegKsland
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websites. The draft was reviewed by the author's committee membedrd@naally

reviewed by three couples with a wife attempting to lose weight or anmaiathealthy

weight.

The final version of the booklet incorporated the feedback given by the cemmitt
members and couples and presents information in an attractive, colorful.fdheat
dissertation concludes with a discussion that includes a plan for future srahfahe
booklet.

Definitions
The following terms are used throughout this dissertation:

Dieting: diet defined asa prescribed course of eating and drinking in which the amount
and kind of food, as well as the times at which it is to be taken, are regulated for
therapeutic purposesA(merican Heritage Medical Dictionay008, p. 153).

Weight Problems: This term refers to either obesity or being overwdigloies not refer
to being underweight or being of healthy weight desiring to attain an unhealthy
goal of thinness.

Weight Management Goals: This term refers to both weight loss goals dadojoa
maintain desired weight. It does not include goals to gain weight.

Summary
The goal of this dissertation was to develop a resource booklet for husbands who

want to support their wives as they attempt to achieve and maintain their desgbd w

over time.

Need. There are more overweight American adults than there are American adults

who are at a healthy weight. Being overweight and/or obese can have degastati
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consequences for health and longevity. For the most part, weight loss programs have
focused on behavioral techniques for losing weight that have not resulted in long-term
healthy weight management for most of the people who have tried them. Interventions
that will improve weight loss and weight loss maintenance are needed. Sqpalt has
been found to increase weight loss success and marriage provides a live-in support
partner. However, spouses can only help if they know how to be supportive and not
sabotage their spouses’ weight loss efforts. Women, more than men, have difficulty
maintaining a healthy weight. Women also tend to focus more on their husbands’ healt
needs than men focus on their wives’ health needs. Therefore, there is a need for a
resource for husbands to help them learn how to support their wives’ weight loss efforts.

Plan. To develop the booklet, the author examined and synthesized relevant
studies found in the literature on successful weight loss and weight loss maiaienanc
social support and weight loss, marriage and health, weight loss interventtonslticge
spouses, gender and communication, and marriage and family therapy literature. She
reviewed scholarly articles from the fields of medicine, psychology, anitaimar
relationships, as well as popular sources such as self-help books, Internetsyebsit
newspapers, and magazines. The author evaluated and synthesized the matesial to c
the resource bookldéy Wife Wants to Lose Weight: How Can | Helpie booklet
contains realistic vignettes, sample scripts, recommended actiaigs list of helpful
books, websites and organizations.

Expected benefits. The booklet is a user-friendly guidebook for husbands that
may increase their wives’ chances of losing weight and maintaining wesghtA

healthy weight will improve overall health, leading to reduced risk forrcbrdisease
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and a greater likelihood of a longer, more active life. Moreover, helping wivegevel

healthy behaviors may have an impact on preventing obesity in their children.
Discussion and conclusions. The dissertation concludes with a discussion of

strengths and limitations of the resource booklet, and suggestions for mork forma

evaluations to guide future editions.
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Chapter II. Literature Review

This literature review addresses topics needed to develop a resource booklet for
husbands whose wives are attempting to lose weight or maintain weight loss. iSirst, it
important to address the challenges to achieving weight managemsnamgoavhy it is
so difficult. Next, the current state of knowledge regarding best methods foviaghie
weight loss are reviewed. Then the significance of social support is seldiré€ne
special category of social support is one’s family, and for married people the spaus
have greater influence on one’s health than does any other individual. Fronad agmga
of literature on marriage and health, the author selected studies thateaatréd
understanding how spouses can help or hinder efforts to live a healthy lifestytierGe
based communication, gender roles and family systems factors are induldiestrate
that wives have special challenges and that husbands need to be educated on how to help.
(See the Appendix for detailed information about the most relevant articles.)
Challengesto Achieving Weight Management Goals

There are many challenges to achieving and maintaining weight loss Beajde
are overweight because they eat too much and/or don’t exercise enough. Thstisimpl
explanation of overweight and obesity gives the false sense that losing vireiglat Ise
easy. Just eat less and move more. However, if it were that easy then the tatged S
would not have the prevalence of obesity that it has. The fact that three quarters of
women and half of men have attempted to lose weight at some point in their lifetime
(Jeffery, Adlis, & Forster, 1991) suggests that individuals who are overweightse obe
want to be a healthy weight. However, many obstacles stand in their way torong-te

weight loss success.
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One challenge to meeting weight loss goals is fad diets. Fad diets ammatagmp
diets do not work long term (Bren, 2002). Fad diets, such as the cabbage soup diet,
grapefruit diet, or No-Carb diet, typically lead to temporary weight losausecof a
reduction in calories consumed. However, as the individual reintroduces a variety of
foods into their diet the weight comes back. Any temporary change can predults r
but the goal of weight loss is long-term maintenance.

A second obstacle to maintaining a healthy weight is the fast food industry. The
popular media has publicized the damaging effects on health of the fast food industry.
Books likeFast Food Natior{Schlosser, 2001) and movies like Morgan Spurlock’s
Super Size MEpurlock & Spurlock, 2003)ave attempted to show consumers the
negative health consequences of eating inexpensive, unhealthy fast foods. The population
of the United States eats large amounts of processed foods, which are ofterdeaioei
and lacking in nutrients (CDC, 2008b). Healthier foods are often more expensive than
less healthy foods. The dollar menu at a local fast food restaurant egmdifiamily for
much less money than a restaurant salad bar. Inexpensive food that tempte thelgs
located on nearly every urban corner, is a definite challenge to someonedrliag or
maintain a healthy weight.

It is not just the fast food industry that has conditioned us to expect large portions.
Prepackaged snack foods and soft drinks have grown in size (National Center for Chronic
Disease Prevention and Health Promotion Division of Nutrition and Physicaltjcti
2006). Snack foods are packaged in a way that suggests they include a singleosgrving
the label states that it contains multiple servings. Portion sizes of foodquegdnome

have increased as well (National Center for Chronic Disease Preventioraltid H
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Promotion Division of Nutrition and Physical Activity, 2006). American food portians i
restaurants and those prepared at home dwarf food portions in Europe, where obesity is
not as common (Steenhuis & Vermeer, 2009). Portion size is important because people
eat more when they have more on their plate (National Center for Chronis®isea
Prevention and Health Promotion Division of Nutrition and Physical Activity, 2006) and
the more calories that are consumed, the more calories that need to be expearsied to |
weight or avoid gaining weight.

Today’s more sedentary lifestyle has caused a reduction in daily calories
expended and also a challenge to maintenance of a healthy weight (CDC, 2008k). Prior t
the Industrial Revolution our society was based upon manual labor. A person’s daily
work involved burning many calories with the hope that their hard work would produce
enough food to fill their bellies. Many jobs no longer require much physicaltgctivi
causing a person to burn fewer calories than they would at a physically ask(€DC,
2008b). Travel by automobile has also decreased physical activity for mungh of t
population (CDC, 2008b). The invention of television, computers and video games has
led to more time sitting and less time moving (with the exception of exercigapr®
now available on television and video games).

Resear ch on Successful Long-Term Weight L oss

Despite the many challenges to weight loss, there are people who lose wdight a
are successful in maintaining that weight loss (National Weight Contro$tRed008).

Wing and Hill developed the National Weight Control Registry (NWCR) in 1994 to
investigate characteristics of individuals who have successfully masdtaiaight loss

for one year or longer (NWCR, 2008). Of the 5,000 individuals that the registry tracks,
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the majority report maintaining a low calorie and low fat diet, along with lengld of
physical activity, as their method for keeping the weight off. The liestyanges that
long-term maintenance requires can be very difficult.

Weight loss maintenance is possible but not probable. Despite the existence of
effective methods for weight loss and weight loss maintenance, the long-tesssot
weight loss is poor for the majority of people (Jeffery et al., 2000; Perri, 1998h Whe
people do succeed at losing weight, there is a very small probability of their dcélegiin
weight off for more than a year (Foreyt & Goodrick, 1993; Jeffery et &0)20

Exact percentages of long-term successful losers are unknown becausedof vari
methods for measuring success; however, the trend is for individuals to regain much of
the weight they lost. Losing 10% of your body weight and keeping it off for more than 18
months is considered weight loss success; however, for clinical outcome fivfelloar
ups are best (Jeffery et al., 2000). Jeffery et al. (2000) conducted a revimnlitd#rature
on long-term maintenance of weight loss and concluded the following:

The natural history of weight loss and regain among patients participating in

behavioral treatments for obesity is remarkably consistent. The rate &f initi

weight losses is rapid and then slowly declines. The point of maximum weight
loss is usually reached approximately 6 months after the initiation of &eatm

Weight regain then begins and continues gradually until weight stabilizes

somewhat below baseline levels. (p. 7)

One way that behavioral treatment programs for weight loss have intradse
weight loss and improved maintenance is through extending treatment (Je#fery e

2000; Perri, 1998; Perri et al., 2001; Weight Loss Maintenance Collaborative Researc
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Group, 2008). Perri (1998) conducted a review of studies that attempted to increase long
term maintenance of weight loss and found theluding extended treatment through
follow-up sessions with a therapist was effective in helping to maintain weggtdut
once treatment was terminated the weight was regained. Perri stateddbaiplex
interaction of physiological, psychological and environmental variablesaappe
responsible for the poor maintenance of weight loss” (p. 528). Obesity appbara t
chronic condition that requires treatment from many different angles.
Factors That Influence Weight L oss Success

Cultural and ethnic differences. Obesity is a condition that often
disproportionately affects people of color. The CDC analyzed data from tlaeiBeth
Risk Factor Surveillance System (BRFSS) national surveys conductechet@@s and
2008 to assess statistical variation of percentages of obesity within the mrp(C4dC,
2009). Non-Hispanic blacks had a 51% greater prevalence of obesity than non-Hispanic
whites and Hispanics had a 21% greater prevalence of obesity than non-Hisptsc whi
The differences were greater among women than men, with the prevaler@sioy
being 39% for non-Hispanic black women, 29% for Hispanic women, and 22% for non-
Hispanic white women. The CDC's report did not compare data for other racial/ethni
sample populations. The CDC found a similar trend toward obesity among children;
however, the differences between the racial/ethnic groups’ percentagesiof nleee
much smaller and not significant: non-Hispanic blacks 20%, Hispanics 19%, and non-
Hispanic whites 16% (Caprio et al., 2008).

The reasons for varying rates of obesity among different racial/ethnic popsla

are not fully known, but many possible causes have been identified. Researchers have
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observed ways that racial/ethnic populations differ in behaviors that contributegta we
gain (CDC, 2009). For example, Marshall et al. (2007) found that non-Hispanic blacks
and Hispanics are more inactive during leisure time than non-Hispanic whites. Non
Hispanic blacks and Hispanics are more likely than non-Hispanic whites ta live i
neighborhoods with less access to healthful foods and safe areas for phyisital act
(CDC, 2009). Cultural standards may also play a role in obesity rates. AfricancAm
women perceive the ideal body size as significantly larger than what nparitigvhite
women see as the ideal body size (Caprio et al., 2008). Individuals satishietieiit

body size are not likely to attempt to lose weight and therefore may stay at aftunhe
weight. Researchers have also identified possible biological causes dfidiettanic
discrepancies in obesity rates (Wang, You, Lenchik, & Nicklas, 2009). Blacknvome
tend to have a lower resting energy expenditure rate, the largest portion afraspetsl
daily energy expenditure, than white women (Wang et al., 2009). This differegce ma
make it necessary for a black woman to burn more calories through exeiose the
same amount of weight as a white woman. Hispanic women were not included in this
study.

An important factor to consider when examining obesity statistics is whethe
people have attempted to lose weight and possible racial/ethnic differenaesdass
rates. Some researchers have found no racial or ethnic differences in whossfatiate
weight loss (Kruger, 2009; Weight Loss Maintenance Collaborative Réséaoup,
2008), while others have found that African American women are less likely then whi
women to join a weight loss program and are less likely to successfully laga wei

(Davis, Clark, Carrese, Gary, & Cooper, 2005). Davis et al. (2005) conducted focus
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groups with African American and white overweight women to examine diffesence
their past and/or current experiences with weight loss attempts. Thectess found
failure of weight loss maintenance as a theme throughout the focus groapdlesgof
race of participants. All of the women had attempted to lose weight; mosbhost s
weight but were unable to keep it off. There were, however, some themes that yaried b
race. African American women preferred spiritual intervention to addnessamal and
psychological concerns, reported family pressure to accept their weightatatiteat
cultural beliefs and expectations about food complicated their ability to loseaanthim
weight loss. Interestingly, when discussing weight loss methods, white women
emphasized physical activity and did not discuss food characteristics saskeasd
texture, while the opposite was true for African American women. Peoplg toyinse
weight, and their supporters, would most likely benefit from an awareness of how
cultural traditions and expectations can complicate attempts to lose weigrerfess
can lead to discussion about how to maintain cultural connections while following a
weight loss plan.

Per sonality differences. In an effort to discover what factors cause some people
to lose weight successfully and keep it off, while others are unsuccesgfiiédesquent
attempts, researchers have looked at personality characteristicsathptay a part in
this process. Shaffer (1994) reported, “When psychologists speak of ‘persotiaiyy,’
are referring to a broad collection of attributes—including temperametideatj values,
and distinctive behavioral patterns (or habits)-that seem to characterize ashuialdip.
59). Because the definition of personality is multifaceted, the research alsnnglity

factors associated with weight loss success is diverse and far from comcliss
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author will highlight some of the personality characteristics and pattetisavm been
researched, while acknowledging that this is not a comprehensive reviewsabjget.

Many researchers have used various personality measures to atec$ieg
connection between weight loss and personality. Sullivan, Cloninger, Pryzbeck, and
Klein (2007) used the Temperament and Character Inventory (TCI) to compare obese
participants in a weight loss program who were successful at losing leg#10% of
initial body weight) with participants who were unsuccessful (lost < 5%itwdli body
weight). The researchers found that successful participants scorectaighiflower in
novelty seeking than participants who were unsuccessful (or at least lesssulg.

They also compared obese individuals in the community to obese individuals who
enrolled in a weight loss program. The weight loss program participants sogied ini
reward dependence (characterized by sensitivity to social cues, seedpg@fal from
others, and seeking support in decision making) and cooperativeness than
nonparticipants. The authors suggested that reward-dependent individuals tend to be
sociable and need social approval, characteristics that are congruentriagtpgieon in

a group weight loss program.

De Panfilis et al. (2008) administered the TCI to 92 obese individuals who applied
for a six month behavioral weight loss program. Thirty of the applicants dropped out of
the program before the end of treatment. The researchers found that treatitient att
was predicted by low reward dependence. The findings regarding reward deperdence
consistent with Sullivan et al.’s (2007) findings and suggest that a person who has

difficulty relying on the support of others may have difficulty following througfina

27



behavioral weight loss treatment program that utilizes social support (DiesRzt al.,
2008).

De Panfilis et al. (2008) also found that the presence of mental disordersegoredic
a greater risk of attrition. Given the mental and physical challengettbatpding to lose
weight presents, it is not surprising that the presence of mental disorders would put
someone at greater risk for dropping out of a weight loss program. Elfhag, Rossner
Lindgren, Andersson, and Carlsson (2004) administered the Rorschach test to 49 obese
individuals prior to participation in a six month behavioral weight loss program to
identify personality characteristics associated with weight lossacThey found that
perceptual and cognitive distortions (indicated by the Schizophrenia Indditpdeless
weight loss. The authors suggested that these distortions did not represent severe
dysfunction, yet significant enough distortions were present possibly to “dikeupt
ability to adhere to the treatment, to incorporate information, and to gain from the
educative approach” (p. 302). Individuals with mental disorders or perceptual and
cognitive distortions might benefit from psychological/psychiatric treatiteaddress
these issues prior to or concurrent with weight loss treatment.

Instead of investigating a broad range of personality traits that mayabedres
weight loss success, Benyamini and Raz (2007) focused on one trait: optimism-: Ninety
five individuals (74 women and 21 men) participated in an eight week behavioral weight
loss program and completed the Life Orientation Test-Revised to assesdidisplosi
optimism. Situational optimism (self-efficacy) was assessedlggparticipants how
much weight they expected to lose and whether they thought they would be successful in

losing that amount of weight. The researchers found no significant relationsgehet
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dispositional optimism and weight loss. However, situational optimism wadsdéta
success. Participants who thought they would be successful in losing weigimaevere
likely to be successful. Interestingly, setting goals to lose aegraatount of weight was
significantly related to more weight lost, even though most participants didtnathac
reach their goals. One limitation in this study was the short length ahteatlt is
unclear if setting high goals and being optimistic about individual success would be
associated with success in a more long-term weight loss program, where atuaddivi
can plateau and become frustrated.
While the studies discussed above have found connections between weight loss
and personality, other studies have failed to find any connection (Larsen et al., 2004;
Poston et al., 1999). Poston et al. (1999) administered the Karolinska Scales of
Personality to obese individuals prior to entering a weight loss program anaehepot
able to find any significant personality correlates with successehaat al. (2004) used
the Dutch Personality Questionnaire to compare the weight loss outcomes and
personalities of people receiving bariatric weight loss surgery and did vesigaificant
findings. There needs to be more research, with specific hypotheses, to gain a better
understanding about what role, if any, personality plays in weight loss success.
Personality is a diverse topic that may be a piece of the weight loss puzzle;
however, there does not appear to be enough conclusive evidence to use this information
in a booklet for husbands attempting to support their wives’ weight loss efforts.
Emotional eating. Food is often connected to the emotions experienced in times
of joy and sorrow. Happy occasions, like birthdays and weddings, are traditionally

celebrated with cake. Sad occasions, such as the death of a loved one, often involve
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people bringing food to those who are suffering. While, for most people, food may

provide occasional comfort, some people regularly use food as a coping mechanism to
soothe or suppress emotions such as sadness, anger, frustration, loneliness, boredom, and
hurt. Food can also be used to sustain or invoke a positive emotion. This psychological
eating style is commonly callemmotional eatingand encompasses any eating that is not
based on hunger.

Emotional eating can make losing weight and maintaining a healthy weight
difficult (Blair, Lewis, & Booth, 1990; Canetti, Berry, & Elizur, 2009; Konttinen,
Mannisto, Sarlio-Lahteenkorva, Silventoinen, & Haukkala, 2010). Of people
participating in a weight loss program or undergoing bariatric surgery,ipartis who
report higher incidence of emotional eating tend to lose significantiyigight than
participants who report fewer incidents of emotional eating (Canettj 2089).

Similarly, Blair et al. (1990) found that individuals who reported a reduction iniemabt
eating over time lost significantly more weight than individuals who continuegadotre
high levels of emotional eating. It is likely that emotional eating malegghivloss more
difficult because eating when not hungry means that a person is consuming dadories t
his or her body does not require.

Another aspect of emotional eating that may contribute to difficulty in
maintaining a healthy weight is the types of foods that are eaten. Em@atimaj is
associated with higher consumption of sweet foods for both women and men and higher
consumption of non-sweet, calorie-dense foods for men (Konttinen et al., 2010). Sweet
and salty foods are very pleasing to the taste buds and are naturally reinféating

more calorie-dense foods can lead to weight gain.
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Geliebter and Aversa (2003) distributed a questionnaire about eating behaviors,
emotional states, and situations, along with demographic questions, to 452 individuals at
several major university and public libraries to assess emotional eatngnweight,
normal weight, and underweight individuals. Participants were asked whetherehey at
much less, the same, or much more than usual, in response to various emotional states
and situations. Questionnaires from the 15 men and 15 women who were the most
overweight, 15 men and 15 women who were closest to normal weight, and 15 men and
15 women who were most underweight were compared. The overweight group (men and
women) reported eating significantly more, compared to how much they usually eat, tha
the other groups when experiencing negative emotional situations or negativenamoti
states, which may be one reason for their greater weight. However, fiorgoosi
emotional states and situations the underweight group reported eating aiglyificore
than the normal weight and overweight groups. One possible reason that people in the
underweight group’s overeating during positive situations or states is mateefin their
weight is because the authors found that compared to their self-reported usgal eati
behavior, the people in the underweight group’s under eating due to negative emotions or
states was of a greater magnitude than their overeating during positiverahstates.
Another possibility is that the underweight individuals experienced more nededive t
positive emotional states and situations, leading to less eating in general.

Given the evidence that emotional eating is a challenge to weight losschesga
have investigated and theorized about the etiology of the behavior. Some researchers
have defined emotional eating as an inability to distinguish hunger from othewaversi

internal states and the use of food to decrease emotional distress (Konttine20&i0al
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This behavior is most likely learned in childhood and, therefore, highly ingrained.
Researchers studying parental influence on eating and obesity havieeid gratiental
behavior patterns that can contribute to eating when not hungry (Anzman, Rollins, &
Birch, 2010; Esposito, Fisher, Mennella, Hoelscher, & Huang, 2009). Parents prompting
their children to eat when they are not hungry (such as telling a clsltinte to eat,
whether she is hungry or not) or beyond satiety (such as telling a child to finis
everything on her plate) can lead them to focus on external cues to eat rathle tha
internal physical hunger cues (Anzman et al., 2010). Parents using food to sooth an
discomfort expressed by a child teaches a child to use food for comforictteptr
highly palatable, high-calorie foods can lead to increased eating in the @b$&nnger
once the preferred foods are available (Esposito et al., 2009). Eating fiortcana
eating to please others can result in a loss of the innate ability to eat whendnaohgry
stop when full.

Green, Larkin, and Sullivan (2009) conducted a qualitative study of diet failure
and asked dieters to talk about the reasons behind their failures to lose weight. All 11
participants reported some form of emotional eating. One common theme incltidgd ea
to help regulate emotions. For some participants, being emotionally upset byesipkr
led them to turn to food for comfort. Food was soothing, calmed the distress they were
experiencing, and was easy to obtain. For one participant, emotional eatinfpwaoé
rebellion against the person who had upset her. It was her belief that eating tolemntrol
emotions was preventing someone else from controlling her emotions.

In addition to regulating emotions, the participants identified over-eatingpdue

social activities as a theme (Green et al., 2009). For some participants, footeeting
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emotional needs because it was a way for them to connect with others. Serzaation
and bonding often include food. Dieting can limit a person’s choices eating out at
restaurants and at parties. Therefore, it can be challenging to h&alenseds met when
those activities usually revolve around food. This is especially difficultiéter views
refusing food that was not on his/her diet plan as rude.

In summary, eating can be context-dependent with individuals responding to
internal and external triggers to eat when they are not hungry. Individuals wioo eat
emotional reasons have learned to use food as a coping mechanism. They mayrack othe
skills to regulate emotions and connect with others.

Emotional eating patterns that interfere with maintaining a healtlghtvean be
changed. Researchers and weight loss professionals have identified sone nedyse
incidents of emotional eating. The first step is to become aware of the difdretveeen
physical and emotional hunger (Hatfield, 2011; Mayo Clinic Staff, 2011). Emotional
eaters often mistake emotional cues for physical cues when it comes to huhgerthé/
person wants to eat, they can rank, on a scale from one to ten, how hungry they are
feeling in their stomach and then decide if they are feeding a physicabtoeah need.
Low scores are likely to indicate an emotional hunger and high scores indicsitgaphy
hunger. Keeping a log of what is eaten, the level of physical hunger the person is
experiencing, the circumstances of the eating behavior, and thoughts amgkfpalr to
eating can increase awareness about triggers to emotional eatingt&wmrana sense
deprivation from restricting what one eats can be recognized as a triggerp€ople are
aware of what triggers them and start listening to their internal fulamesfiunger cues,

they can try to avoid those situations or develop alternate coping mechanisms.
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Creatingresponse cardwith helpful messages is a cognitive-behavioral therapy

technique for challenging dysfunctional thoughts related to emotional eBeuog, (

2011). For example, a woman trying to lose weight, faced with a co-worker’s pirthda

cake in the office break room, might think, “I am not hungry, but it's a special oocasi

should have some.” Then she eats a big piece of cake and feels defeated because she has
overeaten. Her dysfunctional thoughts led her to overeat and feel bad about the behavior.
To change this dysfunctional thought pattern she could write out a messagelfo herse

such as, “My metabolism does not change for special occasions. It Wikiirealories

the same.” Reading the response card before work each day may help her to make
choices that she feels good about.

Distraction techniques, such as thinking about something else or doing an
alternate activity, are other tools to reduce incidents of emotionagjeAppelhans,

Whited, Schneider, Oleski, and Pagoto (2011) found that individuals who use distraction
(thinking about something else) after becoming angry eat less than indiwdheato

not use distraction. Along with cognitive distraction, emotional eaters canesimgag
physical activities that may help distract them: take a walk, watabvéenand/or call a
friend. Taking their mind off eating and/or the emotion they are experienamigec

sufficient to avoid the initial urge to eat when not hungry.

Learning stress management skills can help reduce emotional eatirg. Yog
meditation, and relaxation training are recommended for people who frequentlg @mgag
emotional eating (Mayo Clinic Staff, 2011). These alternate activitiesafaring
negative emotions give emotional eaters options for calming their mind and bodyg that

not involve food. Also, when experiencing stress or other triggers for emotiomej, eati
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person should try to avoid tempting foods: delay going to the grocery store, avoid
entering a kitchen stocked with calorie dense foods, or avoid stocking the kitchen with
such foods.

Despite the need to develop resources for reducing emotional eating, a husband’s
role in helping his wife with emotional eating has not been thoroughly studiednittC
et al.’s (2009) model of psychosocial predictors of weight loss, social suppedyrad
by a 10-item scale that assesses social support provided by the persdriclbses
respondent) was not correlated with emotional eating. It is possible thatthis la
finding a relationship between social support and emotional eating was bdtause
closest person to the respondent did not know that the respondent could benefit from
support related to emotional eating and/or how to be supportive. In fact, husbands may
benefit from knowing that they can help their wives avoid emotional eating &yifigt
to their wives’ emotional stresses and/or offering diversions when theis wiaet to eat
when they are not hungry.
Validated Approachesto Successful Weight L oss

As discussed in the previous section, there are many challenges to losihg weig
However, there are methods for achieving success and they are based on the energy
balance equation: eat less and move more. Weight loss occurs and depends on both
personal and environmental conditions. There are some basic steps to losinghaeight t
are present in many successful weight-loss programs. Table 1 showsatidgiesrfour
nationally recognized organizations recommend for losing weight (Bren, 2002; CDC,
2010; Mayo Clinic Staff, 2009; National Weight Control Registry, 2008). There is

significant overlap, with the programs having many strategies in commproving
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eating habits (eating lower fat foods, including fruits and vegetables),mgdiadorie
intake, and increasing physical activity. Most included setting a ieaisal at the
beginning of weight loss, based on expert advice for healthy weight loss, and making
lifestyles changes (such as long-term adjustments to diet and exendises to

maintain weight loss). Other strategies include: making a commitiaesgssing your
weight (using the Body Mass Index formula); monitoring progress by tesomgiques
such as weekly weigh-ins or food and exercise journals; and getting suppoftiénds,
family, and/or professionals.

Table 1
Weight Loss Strategies Recommended by Nationally Recognized Organizations

Weight Loss Strategies Centers for Mayo National U.S. Food and
Disease Clinic Weight Loss Drug
Control Registry Administration

Make a commitment v v

Assess your weight v v

Set a realistic goal v v v

Get support v v

Improve eating habits v v v v

Lower calorie intake v v v v

Increase physical activity v/ v v v

Monitor progress v v

Make lifestyle changes v v v

Note. The data in this table are from “Losing weight:rSby counting calories,” by L. Bren (2002),
retrieved from http://fda.gov/fdac/features/2002/ 1fat.html; “Healthy Weight,” by CDC (2010),
retrieved from http://www.cdc.gov/ healthyweighteight loss: Six strategies for success,” by Mayo
Clinic Staff (2009), retrieved from http://www.maglinic.com/health/weight-loss/ hq01625; and “The
national weight control registry,” by National Whig_oss Registry (2008), retrieved from
http://www.nwcr.ws/default.htm
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Social Relationships and Health

The fact that only two of the four organizations address social support suggests
that this potential resource is underutilized. There are many behaviohaldaédor
weight loss but people still have difficulty losing and maintaining weight ldssefore,
there is a need to look at other avenues for intervention. Some weight losshersearc
suggest obtaining social support as a method to improve weight loss effortet(Beyr
1988; Renjilian et al., 2001; Wing, & Jeffery, 1999). Before discussing social support and
weight loss specifically, this author will review the connections between socia
relationships and health in general.

Definition of social support. Social supporta term widely used throughout the
field of psychology, can have many meanings. Pierce, Sarason, Sarason, Joseph, and
Henderson (1996) defined social support as “a complex construct (that) encorapasses
least the following three components: support schemata, supportive relationships, and
supportive transactions” (p. 5). Support schemata is a person’s generzhtopedt
how others will respond to their need for support. Support schemata can be assessed by
asking a woman if she feels that someone would help her if she was in a situien w
she required assistance. Supportive relationships are defined by a perpentateons
of how specific people in his/her life would respond to his/her need for help. Supportive
transactions are actions related to support. A person helping a classmate pick up some
books they dropped or a son asking for and receiving financial help from his parents are
examples of supportive transactions.

Many other authors have also developed definitions for social support that differ

from Pierce et al. (1996), leading to some difficulty in comparing researtne topic
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(van Dam et al., 2005). Given that social support does not have one definition agreed
upon by the entire field, how individual researchers operationalize the term earybe
different. This will be discussed further as individual studies are reviewedipaper.

Social support and health. House, Landis, and Umberson (1988) reviewed
literature related to social relationships and health and concluded: “Moa#lysEwlated
or less socially integrated individuals are less healthy, psychologiaaliyphysically,
and more likely to die” (p. 241). Other researchers have found that social réigtsons
are associated with less illness, improved recovery from iliness, and loager |
(Gottlieb, 1987; McReynolds & Rosen, 2004; Schroder, Schwarzer, & Endler, 1997,
Young, Cunningham, & Buist, 2005).

The article written by House et al. (1988) is considered a landmark stuay of t
research to date on social relationships and health (Temkin-Greener et al. A2084)
1988, researchers in the field had found a correlation between having social connections
and health for both humans and animals (House et al., 1988). The next step was to
identify the mechanisms and processes linking social relationships to health.

Social control. One theorized link between social relationships and health is
social control (Cohen, 1988). Logic, Okun, and Pugliese (2009) wrote: “Social control
involves intentional efforts to change the behavior of an individual” (p. 1373). Social
control theory also suggests that people care about what their friends andHankily t
and that impacts their behavior. Lewis and Rook (1999) distinguished the two
mechanisms of social control the following way:

First, social control operat@sdirectly when a person internalizes a sense of

obligation to one or more significant others and, as a result, avoids high-risk
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behavior so as not to jeopardize performance of these role obligations. Second,

social control operategdirectly when network members prompt or persuade an

individual to engage in health-enhancing behaviors or to discontinue health-

compromising behaviors. (p. 63)

For example, Joe is concerned about his friend Sue’s smoking. This leads him to give her
a pamphlet about how to quit smoking. Sue decides to utilize some of the tools outlined
in the pamphlet and stops smoking.

Since the early studies that explored social control, researchers havepddvelo
more complex models of how social control works (Logic et al., 2009; Okun, Huff,
August, & Rook, 2007). Okun et al. (2007) tested four models of health-related social
control. They found that positive social control (i.e. providing resources and positive
reinforcement) can elicit positive affect while negative social cofiteolridiculing and
pressuring) can elicit negative affect. Negative social control not only makede feel
bad, but is also associated with hiding of unhealthy behavior. For example, a husband
tells his wife she is fat and he wishes she looked like a model on television. Thieenife
begins to eat healthfully in front of her husband, but sneaks candy bars when he is not
around. Okun et al. (2007) found that hiding behavior was also correlated with positive
social control in low quality relationships. In other words, in happy relationships people
only hide bad behaviors if they are experiencing negative social control but in unhappy
relationships any type of social control can lead to hiding behavior. The authors did not
compare the levels of positive and negative social control in unhappy and happy
relationships. However, their results suggested that both forms of social carsted en

both types of relationships.
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Logic et al. (2009) expanded on Okun et al.’s (2007) work on the effects of
health-related social control, including an action readiness component. Logimend
that the relationship between positive social control and behavior change watethedi
by both motivation to change and positive affect. They theorized that positive social
control may improve motivation and lead to a greater likelihood of behavior change. On
the other hand, negative social control’s relationship to hiding unhealthy behaviors was
mediated by negative affect and reactance (an impulse to fight agaipsttbered
reduction in freedoms). For example, when a husband ridicules a wife for what she orders
at a restaurant she feels sad and an urge not to let her husband control her. So, after he
goes to bed she eats a pint of ice cream. She may feel more guilt afgtieaice
cream, but she has also asserted her independence.

Interestingly, Logic et al. found that despite negative social control ppssibl
leading to negative affect and reactance, negative social control wastessadath
positive health behavior change. Lewis and Rook (1999) found that positive social
control predicted an increase in positive health behaviors, a decrease in negdttive he
behaviors, and an increase in psychological distress. It is possible that despad t
feelings and counter-productive reactions, a significant other encouragitigeplosalth
behaviors still works to improve health behaviors.
Marriage and Health

Marriage, a relationship with the possibility of a life-long social suppothear
and its connection to health has been studied extensively. During the 1970s and 1980s
researchers studied the relationship between marital status and healthouritethat

being married is often associated with being healthier and living longer (Goedai.,
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1987; Kotler & Wingard, 1989; Tucker, Friedman, Wingard, & Schwartz, 1996). The
1990s brought a new focus on the connection between the quality of the marital
relationship and health. Researchers found that people who were happier in their
marriage tended to be healthier (Ren, 1997; Ross et al., 1990; Wickrama et al., 1997).
Marital status. The early literature that explored the relationship between
marriage and health focused on marital status without attention to marii& qudl
found mixed results. For the most part, researchers have found that married people ar
healthier than people who are not married (Goodwin et al., 1987; Kotler & Wingard,
1989; Tucker et al., 1996). In addition to being healthier, they live longer than individuals
who are not married (Verbrugge, 1979). Married men and married women also recover
from life-threatening disease, such as cancer, more often than their catstetm are
not married (Goodwin et al., 1987).
Individuals who are not married have been found to be less healthy than married
individuals on objective measures (i.e. number of doctor’s visits, rates oftegstric
activity and incidents of acute conditions; Verbrugge, 1979; Verbrugge, 1983).
Verbrugge (1979) found that divorced and separated people experienced acute conditions
more often than married, widowed or single individuals. The formerly marriedhats
the greatest rates of short-term disability and the highest number of dedsr vi
Goldman, Korenman & Weinstein (1995) found some evidence contrary to Verbrugge’s
(1979) findings regarding disability. Goldman et al. (1995) found that widowed men were
more likely to be disabled than married men. There was a similar trend for widowe
women, although it did not reach significance. However, divorced men and single women

were less likely to become disabled than married men and women. Verbrd@y@} (
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sample was obtained from a national health survey and included all ages. Goldman et
al.’s (1995) study only included people 70 years or older. This difference in the ages of
the samples, as well as differing methods for assessing disabilitygcoaynt for the
difference between the findings of these two studies.

Married individuals have been found to recover from illness more often than
individuals who are not married (Goodwin et al., 1987). Goodwin et al. (1987) found that
male and female cancer patients who were unmarried had decreased surgv@heate
unmarried individuals were more likely to be diagnosed at a later stage ankdbstoli
seek treatment. The authors controlled for the effects of unmarried individunalency
to be diagnosed later and to be less likely to receive treatment, and still found a
correlation between marital status and survival rates. Elstad (1996) also found tha
previously married participants reported more illness than did marriedipants
(differences between groups were not specified).

Subjective measures, such as participant self-report of health status, have
consistently shown disparities between the health of married and unmarrieduatiivi
Verbrugge (1983) found that married parents had the best health profiles and ned-matrri
non-parents had the worst. This profile included the subjective measure ofexlf-rat
health and a daily health record. Ren (1997) found that on a measure of self-reported
global perception of health, individuals separated from their spouses were 2.23 times
more likely to report poor health compared to married individuals. Divorced individuals
were 1.31 times and co-habitating-unmarried individuals were 1.35 times mdyedike
report poor health compared to married individuals. All three results reachsticsia

significance.

42



Marital status is also relevant when studying mortality stati@Boédman et al.,
1995; Kotler & Wingard, 1989; Tucker et al., 1996). Kotler and Wingard (1989) found,
in a longitudinal study, that married individuals have a lower risk of early htprta
compared to unmarried individuals. Tucker et al. (1996) found that consistentlyemarrie
men and women lived longer than individuals with a history of marital breakup, with
currently-separated or divorced individuals at the greatest health risk. Altoakes
for widowers were higher than for married men (Goldman et al., 1995). The samg effect
were not found for widows. The authors suggested that the gender differences neght hav
been a function of women having created a social environment that compensated for the
loss of a spouse.

Another interesting connection between marital status and health is rettte
relationship to health behaviors. Being unmarried is associated with morevedugith
behaviors (Umberson, 1992). The health behaviors measured included number of
alcoholic drinks consumed per day; smoking; amount of sleep; physical activity; and
BMI (although not technically a behavior, it is a reflection of health behaviors).
Umberson (1992) also found that individuals who became separated, divorced, or
widowed during the study were more likely to engage in more negative health behaviors
than they did prior to becoming separated, divorced, or widowed. Resnick (2001)
identified marital social support as an important factor in an older adult’sipatiton in
an exercise program. Married individuals also were more likely to have stiseifye
efficacy expectations about pursuing an exercise program.

Marital quality and health. Marital quality has been shown to be related to

health, with people who are happier in their marriages being healthier (Ren, 199&t Ross
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al., 1990; Wickrama et al., 1997). Researchers measure marital quality irardifiays,
most typically by assessing the level of satisfaction a spouse isengeg in the

marital relationship. Wickrama, Conger, Lorenz, and Matthews (1995) found that the
quality of interactions affects health behaviors.

In an effort to gain greater understanding about the relationship betweeal marit
guality and health, Wickrama et al. (1997) studied 364 Caucasian married couples over a
two-year period. The researchers found that individuals who reported hightd mari
guality over time, as measured by a questionnaire, reported less incidengsicdiph
illness. Controlling for income, education, and work stress, Wickrama et al. (1997) found
improvement in marital quality to be associated with a decrease in thenceide
physical iliness.

Wickrama, Conger, Lorenz, and Matthews (1995) found a positive correlation
between marital quality and perceived physical health. The researskedstie
participants to rate their own health and the health of their spouse. Marit&y oueei
measured by each spouse’s self-report of how happy they were with thenséliq,
along with an observer’s rating of the quality of the relationship during aainari
interaction task. Greater marital quality was negatively catedlwith poorer health for
both husbands and wives. The authors concluded that husbands and wives benefit equally
from a greater degree of marital quality. However, it is possible thih ls¢atus is
impacting the marital quality. Regardless of the direction of influence,thisrece
suggests that marital quality is positively correlated with health.

Despite the existence of a positive relationship between marital qualityealtti,

the mechanisms whereby they are related is not fully understood. Wickram&l&07)
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theorized that marital quality influences health in two ways: first, througméugating
variable of increased psychological well-being and second, through an increase
positive health behaviors. Support for the first pathway comes from a study in which
psychological well-being, as measured by items adapted from the Géfedi-ddeing
Questionnaire, is positively correlated with physical health (AneshenseGhs, &
Huba, 1984).

Wickrama et al. (1997) theorized the second possible pathway by which marital
guality influences health is through promotion of positive health behaviors. Positive
psychological states are positively correlated with the initiation amdtemance of
positive health behaviors (Cohen, 1988; Duncan & McAuley, 1993). Wickrama et al.
(1997) concluded that the individuals reporting a high level of quality in theiragarri
experience a high level of psychological well-being and, therefore,ipatédn health
promoting behaviors.

Marital quality also has been found to relate to negative health behaviors (Markey
et al., 2001; Wickrama, Conger, & Lorenz, 1995). Wickrama, Conger, and Lorenz (1995)
obtained a sample of 320 men from the Midwest and compared data regarding their
marital quality and health behaviors. Specifically, quality of maritatacteon was
measured by asking the husbands and wives about their participation in enjoyable
activities together. The men then completed a questionnaire about their own health
behaviors. Health behaviors included in the study were eating habits (eateng thre
balanced meals per day), substance use (smoking, excessive drinking, andega of il
drugs), and amount of sleep (numbers of hours of sleep per day), which were combined

to create a risky lifestyle scale. Wickrama, Conger, and Lorenz fhahgleasurable
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marital interactions were correlated with less risky health behaniongn. This study
did not examine the health behaviors of women.

Wickrama, Conger, and Lorenz (1995) reviewed Umberson’s theory about social
control in marital relationships and proposed that positive interactions betpeeses
should positively influence each spouse’s health behaviors. Wickrama, Conger, and
Lorenz found that positive interactions did reduce the likelihood of negative health
behaviors (i.e. smoking, excessive drinking and poor eating habits). Wickrama, Conger,
and Lorenz stated that “(s)pouses who care and are concerned about one another should
have a major stake in each other’s continuing good health” (p. 100).

The mechanisms underlying the relationship between poor marital quality and
physical health have been explored. Low matrital quality is correlatechwiglcrease in
psychological well-being and an increase in psychological distress (Ralss1&90).
Psychological distress is related to a reduction in immune systenofungtiand an
increased risk for illness (Kiecolt-Glaser et al., 1984). Kiecolt-€lasal. (1984) found
that stressful life events (final exams) correlated with a decreassunaNKiller Cell
(NK) activity and a decrease in immune system functioning. Burns, Cariodl, R
Harrison, and Drayson (2002) also found that stress was related to immune system
functioning. The researchers found that participants with greater than avieeage s
exposure had an increased risk of not producing a sufficient number of antibodies in
reaction to a hepatitis B vaccine. Keicolt-Glaser, McGuire, Roble$a&e®(2002) found
in a review of the literature that a discordant marital relationshipoceged with
immune system dysregulation. Gottman (1994) found that marital conflict caused

adrenaline release that led to elevated heart rates. Chronic adrerlelise h&s negative
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health consequences. In summary, the psychological distress and streisdegbaiith
low marital quality may lead to a reduction in immune system functioning and a highe
propensity for illness.

Markey et al. (2001) studied both husbands and wives in their study of self-
esteem, marital quality and unhealthy dieting behaviors. For wives, unheaitimg dvas
related to poor marital quality, the perception of little understanding fromsibeirse,
lack of harmony and lack of love. In their study of 187 European-American married
couples with at least one child, Markey et al. found that women who were less happy in
their marriage were more likely to engage in negative health behaviors, starhiisg
and taking diet pills. This study suggests that for women health behaviorsated tel
marital quality. None of the marital constructs predicted unhealthy dietirgusbands.
This is more evidence of gender differences in the connection between réigscnsd
health.

Social Support and Weight L oss

Social support, like marriage, is related to health. Social support can be an
important and effective part of a weight loss plan. Social support is eitherdby
creating peer support through group weight loss treatment or by involving saghific
others in treatment with the participant.

Group treatment for weight loss is often successfully used in clinical geactd
research. Renjilian et al. (2001) compared the effectiveness of group therspy
individual therapy for weight loss with 75 obese adults (the genders of thepazantsci
were not disclosed). When asked which form of therapy they would prefer, the

participants expressed a clear opinion and were then randomly assigned to individual or
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group cognitive-behavioral weight management therapy. After the 2Gwééleatment,
participants treated in a group setting lost significantly more weight tbae theated
individually. These results were significant regardless of which mode theaathe
participant stated they would prefer prior to treatment.

The power of social support in weight loss has also been utilized to improve
maintenance of weight loss. During the 1980s, Michael Perri investigatexdtavay
improve long-term weight loss maintenance through multi-component maintenance
programs, incorporating social support (Perri et al., 1987; Perri, McAdoo, MeAllis
Lauer, & Yancey, 1986; Perri, McAdoo, Spevak, & Newlin, 1984; Perri et al., 1988).
Perri developed social support within the treatment program by instruotimg af the
participants to form peer self-help groups with other program particif2untisig
treatment the groups would praise and encourage weight loss progress, mohitor ea
other’s weight, and problem-solve individual challenges as a group. They were also
encouraged to meet regularly for up to a year after treatment had concludegsultse
of each of the 1984 (11 men and 45 women), 1986 (14 men and 76 women), and 1988
(26 men and 97 women) studies listed above showed significantly greater weight loss
maintenance for individuals who participated in the multi-component maintenance
program (which included social support through peer self-help groups) than the
participants that did not participate in the maintenance component.

Perri et al. (1987) separated some of the components of the maintenance program
to assess the power of different forms of support. Participants (22 men and 87 women)
either received only 20 weeks of behavior therapy for weight loss, behavior tiphrapy

instruction on forming peer support groups with 15 biweekly maintenance sessions
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scheduled, or behavior therapy plus 15 biweekly maintenance sessions with their
therapist. At the seven month follow-up the therapist contact group had maintained
significantly greater weight loss than the other two groups. This suggedisaitagist
contact may be more effective than peer support in helping maintain weight loss.
However, if the person continues to meet with the therapist then what makes it
maintenance and not a continuation of treatment?

A finding from Perri et al.’s (1987) study that supports the idea of obesity as a
chronic condition was that at the 18 month follow-up all three groups had regained
significant weight, with no difference between the groups. Once thecapistct ended
the participants decreased their adherence to the behavioral weight loss tecandjue
regained weight. It is possible, if not likely, that obesity requires lifelopgart. If this
is the case, then would it not benefit the obese person to have support come from a person
who could be in their life long-term?

Weight loss researchers in the 1990s and beyond turned their attention to
recruiting participants with significant others in an effort to improvegktdoss and
weight loss maintenance. Wing and Jeffery (1999) recruited participants @l with
three friends or family members. All participants (82 men and 84 women) received
standard behavioral weight loss treatment in a group setting for four months. The
participants recruited with significant others had a significantly lovietian rate than
those recruited alone (5% and 24%, respectively). At the end of treatment those @ho wer
recruited with friends and family had lost significantly more weight thasd who were
recruited alone. Another significant finding was that 66% of the participartstesl

with significant others maintained their full weight loss six months atatrhent,
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compared to 24% of those recruited alone. This study is a definite endorsement for
involving friends and family in weight loss treatment.

Other researchers have found less straightforward benefits to recnigtimts f
and family with participants (Gorin et al., 2005; Thomas, Hyde, Karunatne, Kau&man,
Komesaroff, 2008). In their study of 45 overweight men and 55 overweight women,
Gorin et al. (2005) found no significant difference in weight loss at 6, 12, and 18 months
between those who patrticipated in a behavioral weight loss treatment alonetivessus
who participated with significant others. One possible reason for the differatig res
from Wing and Jeffery’s (1999) study is that Wing and Jeffery included social support
eliciting activities for those participating with significant othargl Gorin et al. did not.
However, Gorin et al. did find that participants who had at least one successfat part
(lost >10% of their body weight) lost more weight than participants who did not have any
successful partners or those who participated alone. This suggests that being around
people who are successful at losing weight might increase a person’s abidneies
successful in weight loss himself/herself.

Social networks are not always supportive in weight loss efforts. Thomas et al.
(2008) conducted a qualitative study of weight loss with 76 obese individuals (13 men
and 63 women) who had attempted to lose weight at some points throughout their lives.
The researchers found that social networks had both positive and negative effects on the
participants’ attempts to lose weight. The majority of the participants espitrat
friends or family introduced them to particular diets or weight loss sysiethe/ere
encouraging of their participation. However, many participants also repegiaf

negative pressure from family and friends once they lost weight. Parteiparg told
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that they were too thin and were encouraged to stop dieting. Some participahts felt
their family members or friends had tried to sabotage their weight lostseliémen

asked about dieting with significant others, some participants reportetjfeeli
disillusioned if they lost less than their dieting partner and guilty if theyrose.

Thomas et al.’s study showed the complex relationship between weight loss ahd soci
networks. This topic will be explored more when involvement of spouses in weight loss
is discussed.

Marriage and Weight L oss

Arguably, marriage is one of the strongest social bonds within any culasedB
on love, tradition, the social importance of perpetuating the species, and the legal
necessity for property rights related to heirs, the state of marriage meadal support
for individuals, couples, children, and the society at large. It is no surprisspthaal
support is an area of rich promise for many programs that focus on behavior change. In
this study, the author takes the marital relationship and adds the issue of essght |
order to examine whether an effective program can be developed that altovgs str
spousal support, in particular to women.

Marriage and weight. As discussed in the previous section about marriage and
health, being married is often associated with good health; however, when ittoomes
obesity, marriage does not seem to be beneficial. Sobal, Rauschenbach, arid Frongi
(2003) conducted a longitudinal study of weight changes and matrital transitions. The
researchers utilized data on 9,043 adults who participated in the U.S. National Health a
Nutrition Epidemiological Follow-up Survey to assess changes in weight andlmar

status over 10 years. Women who went from unmarried to married in that 10 year period
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gained significantly more weight than women who were married at bothriaaeli
follow-up, although women in both groups gained weight. The researchers suggest that
the reason for the greater weight gain, in the unmarried to married, migiiebe
obligations that lead to more regular meals and reduction in individualisu¢yacti
involvement in exercise or sporting activities. Interestingly, the asiidrnot consider
pregnancy as a possible contributor to weight gain for women. The majority oésoupl
who get married have children and women often have difficulty returning to their pre
baby weight after pregnancy. Regardless of the cause, marriage lssoigizsl with

weight gain for women provides support for the importance of tailoring weight loss
interventions to the needs of married women.

Sobal et al. (2003) found that women did not have significant weight change after
being widowed, whereas men who were widowed and those who remained divorced or
separated during the 10 year period were more likely to lose weight than thehmen w
remained married during that period. The authors suggested that marriage pr@andes m
with the benefit of regular meals being prepared for them, leading men todags if
not in the marital relationship. Citing the traditional role of women as the mgeairpre
in the family as a reason men lose weight after widowhood or marital dissolbgon, t
authors speculate that if a man does not have a wife to cook for him, he probably does not
eat as much. Unfortunately, this study does not indicate whether the partieipamts
underweight, within a healthy range, or overweight. This makes it difficult to know
whether it is beneficial to the participant’s health to lose or gain weight. Hovasva
representative sample of the population of the United States, it is probably more

beneficial to health for the participants to have lost rather than gained weight
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I nvolvement of spousesin weight loss treatment. Weight loss researchers have
included spouses in weight loss treatment in an effort to improve initial weigteridss
weight loss maintenance. In a review of randomized trials of family invarem
weight loss interventions, McLean, Griffin, Toney, and Hardman (2003) found that
overall, spouse involvement appeared to be beneficial. However, not all resehasteers
found increased weight loss or maintenance with spouse inclusion in treatmeaarMcL
et al. noted that the number of studies conducted in this area was low. The majority of the
studies were conducted in the 1970s and 1980s. It is unclear why this is so (except that
research into topic areas seems to happen in waves) and what the implicatigesotfhe a
the research have on the generalizability to today’s society. Morenctgsearch on the
topic might be beneficial.

Two studies included spouses in behavioral treatment for obesity as a form of
social support with positive results for spouse involvement (Brownell, Heckerman,
Westlake, Hayes, & Monti, 1978; Pearce, LeBow, & Orchard, 1981). In the exp&aime
groups in the Brownell et al. (1978) study, the spouse of the person receiving kehavior
weight loss treatment received training in modeling healthy behaviors,anogjtand
reinforcement techniques. Participants in the control groups received behaeigtz
loss treatment, but spouses did not receive any kind of support training. Brownell et al.
using a sample of 19 obese women, 10 obese men, and their spouses, found no difference
initially post treatment, but at the three and six month maintenance assegbments
participants whose spouses received training had lost significantly moret Weig the
participants whose spouses did not receive training. The authors did not spbefy if

spouses were instructed to continue the supportive behaviors post treatment.
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Impressed with the findings of Brownell et al. (1978), Pearce et al. (1981)
wondered if the apparent positive effect of spouse involvement in treatmedtue/&s
active spouse training or simply preventing sabotage of the participtaotts &y the
spouse. Using a sample of 68 overweight women and their husbands, the researchers
tested this by adding what they called a nonparticipating spouse group to their
experiment. This group was sent letters just prior to the commencementroktreat
asking them not to sabotage their wives’ weight loss efforts by offering aighec
foods, nagging, or criticizing their wives. Other than not sabotaging, the husbamds w
asked to ignore their wives’ efforts to lose weight. These researchersiowighificant
differences in weight loss among the three groups at the end of treatmeihtecthat¢ e
and six month follow-ups. However, at the 12 month follow-up the group whose spouses
had received active spouse training had maintained significantly more \cesglihan
the group without spouse intervention. This suggests that an active and supportive spouse
intervention might be most beneficial to the long-term maintenance of weight loss
Several researchers have found that spouse involvement was not beneficial to
weight loss (Black & Lantz, 1984; Dubbert & Wilson, 1984). Black and Lantz (1984)
conducted a study to evaluate spouse involvement and contracting in treatment of weight
loss. At the termination of treatment, there was no significant differangeight loss
between participants who attended treatment with husbands and those who attended
alone. However, at the one year follow-up participants who attended treatorentiat
contracted with their therapist lost significantly more weight than gaatits who
attended treatment with their husbands and contracted with their therapist. Ohke possi

reason for no apparent benefit (and possible detriment) to husbands attending treatment
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was that all participants’ spouses had to be willing to participate. Spouseseg@red
to sign a statement indicating support, whether they were actually includedtment
or not. This is consistent with Pearce et al.’s (1981) idea that lack of salmtgugh
to be helpful in weight loss efforts.

There is conflicting data on the effect of spousal support in weight loss. One
reason for this conflict may be that there is not one single solution to weight $oss. A
discussed previously, many treatment programs are effective in producgiy loss.

Eat less, move more. However, maintenance is so challenging that wesghédosnes a
game of inches, literally and figuratively. Spousal support may be a seed @i the

weight loss puzzle that can help many, but not all, people. While not everyone may
benefit from spousal support during an attempt to lose weight and maintain weight loss
the fact that some people could benefit is reason enough to develop tools to encourage
spousal support.

A second possible reason for the conflicting data regarding spousal support and
weight loss is that there are no clear guidelines for how to support someone wimyis tr
to lose weight or maintain weight loss. Even the vocabulary of weight and body shape i
a challenge. Women and men have different meanings for words related to weight
(Miller-Kovach, 2007). Most women view being called thin as a compliment, whilg man
men view being called thin as an insult. Wing et al. (1991) conducted a study with obese
individuals with type 1l diabetes and their spouses. They found that women were more
successful at losing weight when treated with their husbands, while men were more

successful when treated alone. Whether male or female, some people like theinar
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every weight loss trial with their partner while others prefer to not talk about
Individual differences make it more difficult for research to generadizlee population.
Contributions From the Marriage and Family Therapy Literature

Another possible reason that all studies have not shown a positive effect of
spousal support on weight loss is that marital relationships, and relationshipsrad,gene
are complicated. Marriage and all the interactive relations within dyfana frequently
looked at as a system. Family systems theorists view the family asaansong Brown &
Christensen, 1999). Similar to the body, a family is made up of parts that interact and
sometimes are dependent on each other for meeting their goals. A tenetyosyatems
theory is that the family has a tendency to seek stability or homeostasimeajdrey of
us are most comfortable when things stay the same and do not change. So, when one
member of a family decides to change a personal characteristic, ainrens of the
family may resist that change. To put this in the context of weight loss, when a mothe
wants to lose weight, the father may fear the changes she is trying ecamk
unconsciously, or consciously, sabotage her efforts. He can refuse to care fadtkeea c
while she goes to the gym or bring home her favorite dessert as a spesaat.pre

The disruption of family routine can be a powerful reason for people to resist a
family member’s weight loss efforts (Barbarin & Tirado, 1984). If a motvents to eat
more healthfully, she may begin cooking more healthy meals with foods the farddy
unfamiliar. As the children complain nightly that they do not like the type of food she is
making, she begins to question her resolve to lose weight and eventually gives up.
Weight loss behaviors can be affected by the reaction of family membges to t

behaviors.
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Families often view psychological issues, including the psychological aittatr
contribute to weight gain and the maintenance of obesity, as individual problems.
However, family systems theorists view ttentified patien{the person who is thought
to need to be fixed; the overweight person) “as a symptom of a dysfunctional system”
(Brown & Christensen, 1999, p. 6@besity has multiple causal factors and it would be
inaccurate to suggest that obesity is caused exclusively by familynsystsues;
however, there are ways that obesity can serve the family system anad imaiptain
homeostasis.

McDaniel, Hepworth, and Doherty (1992), in their bdd&dical Family Therapy
wrote about how obesity can serve multiple inclusiveness functions in fartaljes:
loyalty to the family(b) coalitions in the family(c) delaying entry into the adult world
and (d)protecting the marriageand therefore be difficult to treat. In many families
obesity runs through the generations and can provide a sense of family idehéaty. W
one member of the family attempts to lose weight, the rest of the familyimayt as an
act of disloyalty. When the individual fails to lose weight or maintain weighf tbe rest
of the family welcomes them back into the fold and loyalty to the family ifinraaf.

Coalitions within the family are another way that obesity is maintainedelf
parent is obese and the other is not, a child may subconsciously gain weight to show
alignment with the obese parent. On the other hand, families may contribute to a child
being obese in an effort to delay their entry into the adult world. Negative resaftbaom
society to the obese child might make them stay closer to their familyogralbiand
physically. This protects the boundary of the family unit but does a disservice to the

individual. Obesity can serve the function of protecting the marriage, too. Mc2aaiel
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(1992) stated that some couples admit to concerns about infidelity if one or both spouses
lose weight, presumably making them more attractive to the opposite sex. Gheé wei
acts as a security blanket over the relationship, regardless of whethetr lassghould
have any actual impact on a person staying faithful.

McDaniel et al. (1992) looked beyond familial inclusion functions to control
patterns within couples that can impact weight. McDaniel et al. suggested tha
maintaining control by losing contralccurs when what started out as providing support
by encouraging healthful behaviors begins to feel coercive. The spouse then rebe
against this perceived coercion by engaging in the unhealthy behavior. Faiexdmn
a husband discourages his wife (who is on a diet) from eating a high calorie, deskert
she feels he is trying to control her, she reacts by eating the dessex torapiShe
gains her sense of independence, but loses another battle in the weight loss war.

Sexuality can also be related to obesity from the family systems pevepec
(McDaniel et al., 1992). Gaining weight can be a way to limit sexual cootaatderson
who is having difficulty regulating emotional closeness. For example, anhibas
unhappy in the relationship but unsure of how to address her discontent might gain
weight in an effort to distance herself from her husband sexually and emgtiénall
husband might encourage his wife to gain weight or stay at an unhealthy weaght i
effort to make her less attractive to other men.

In a study of family processes and obesity treatment, Barbarin and Tirado (1985)
looked at characteristics of families, specifically enmeshment, andekeionship to
weight loss maintenance. The authors defined enmeshment as “the degreeasfadmoti

closeness and the extent to which family members have common attitudessfeglohg
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reactions,” with disengagement being at the opposite end of the spectrum (p. 117).
Enmeshment was measured using a subscale of the Family Process&8tailgamts

were divided into the enmeshed or disengaged groups based on a median split of standard
scores on the subscale. Enmeshed and disengaged are traditionally viewed dsyunhealt
family states that represent dysfunction (Brown & Christensen, 1999). Hovgver

Barbarin and Tirado using a median divide for categorization, familiegsmi&a middle

of the enmeshed/disengaged spectrum were given the label they scorddaloses

whether they were dysfunctional or not.

In the study, successful maintainers of weight loss from enmeshed samilie
reported significantly higher levels of satisfaction with family lifel greater family
support than unsuccessful maintainers from enmeshed families (Barbanad®,Ti
1985). On the other hand, satisfaction with family life and greater faoplyast did not
distinguish successful weight loss maintainers from unsuccessful wesghhkintainers
when the authors compared participants from disengaged families. This connection,
although not causal in nature, speaks to the power of the family. It may be that if a
person is disengaged from their family, the family is less able to pdgitivaeegatively
impact weight loss success. In this situation, the weight loss results ededas
individual factors not family influence.

Harkaway (2000), in a commentary on obesity and systems research, discussed
challenge of this type of research being the heterogeneity ofrsstEhere are
innumerable arrangements of relationship humans can create, with a myriadatambi
of factors. Put these two together and you have a formidable research challenge”

(Harkaway, 2000, p. 56). If there is a large amount of variation among fauadit their
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connection to a member’s weight loss efforts, then it is no wonder that the data do not
show a clear cut benefit of spousal involvement. Much of the family systerasatebas
the limitations of small sample size or lack of control groups (Ganley, 1992).rBarba
and Tirado’s (1985) study may have illuminated even more of the systemic psocess
related to weight loss if they had included a group scoring in the midrangmpare to
extremes of enmeshed and disengaged families.

The majority of research on the topic of spousal or social support in weight loss
has been quantitative, as discussed in previous sections of this literatewe Bsverly
et al. (2008) took a different approach and conducted a qualitative study on this topic
with 30 diabetic patients and their spouses. (Twenty-three of the couples had one spouse
with diabetes and seven of the couples had both spouses with diabetes. The authors did
not identify the gender of the person with diabetes for the couples with only one spouse
having the disease.) Diabetes affects 12% of men and 11% of women agassZihge
older. Of the over 25 million people with diabetes, 90-95% have type |l diabetes
(National Diabetes Information Clearinghouse, 2011). The researchers confdeo®
groups with both spouses to identify how the spousal relationship could translate into
adherence to a healthful diet. Over 85% of people with type Il diabetesemgeight,
and losing weight can help prevent or delay health complications from diabetest\Weig
control Information Network, 2011a). Five core themes were identified by the focus
group participants as challenges to adopting a more healthful dietntad! over food,
(b) dietary competencég) commitment to supportd) spousal communicatioand (e)

coping with diabetes
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Control over food was a challenge for focus group participants with diabetes and
their spouses (Beverly et al., 2008). For 27 of the 30 couples, the wife made the food-
related decisions in the household. Many of the husbands reported resenting #g&ir wiv
control over their diet and nagging about the husbands’ food choices. Some husbands
reported hiding unhealthy food in the house, so they could eat in secret. This is consistent
with McDaniel et al.’s (1992) concept of maintaining control by losing ohr@ouples
in which the wife was diagnosed with diabetes had different dynamics redeftemtit
control. Instead of resenting a lack of control over food choices, “women diagnoked wit
diabetes perceived a lack of support from their husbands regarding dietargtfimce
712-713). This is consistent with this author’s previous discussion about men being less
likely to offer to support their wives in weight loss because of gender mudes a
socialization.

Two other themes that Beverly et al. (2008) identified from their focus grbaps t
are applicable to this project are commitment to support and spousal communication
Commitment to support was expressed as the spouses’ willingness to workrtdgeyhe
to manage a chronic disease. When support was lacking, participants reported less
healthful eating patterns. Couples that reported more spousal communatadidn
diabetes reported more spousal support and greater dietary adherence.

Beyond communicating information, communicating praise can be an important
part of supporting someone in his/her weight loss process. Marcoux et al. (1990), in their
study of social networks and social support in weight loss, found that appraisal support
(e.g. praising a person for following her diet and complimenting a persehayviors)

was the type of support most strongly correlated with weight loss. It agpatrs
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communication and a willingness to treat chronic illness as a team areantgort
successful long-term management of diabetes, a condition that requireke s
change in diet, often requiring loss of weight. It is likely that thederare important
to weight loss in general.

Marital and family processes can contribute to obesity and make it more
challenging for a person to lose weight and maintain weight loss; theyscanedh a
person through the weight loss process. The marriage and family therapyrigtetaout
weight loss provides concrete examples of ways to support a spouse in weighicloss, s
as appraisal support, spousal communication and commitment to support. Also, providing
information to spouses about how and why they may be sabotaging their spouses’ weight
loss efforts could lead to awareness that is sufficient to stop the behavior. Another
possibility is that by learning about family systems factors that mayilootet to obesity,
such as maintaining control by losing control and loyalty to the fathiéycouple
realizes that they have relationship issues that need to be discussed witksiqiralfe
marriage counselor, who can help them work through the underlying issues making
weight loss more challenging.
Gender and Communication

The goal of this project is to create a resource for husbands whose wivds want
lose weight or maintain weight loss. This involves a woman writing a booklet for men
who will use the information to help women (their wives). While these men and women
technically speak the same language, the intended meaning of the words treyhmse c
lost in gender translation. Researchers have found that men and women can have very

different views on the same conversation, based on their gender (Tannen, 2007). From an
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early age, males and females show differences in learning, processitigres, and
communication (Hodgins, 2010). Two parts of gender-based communication were
considered for this project: (a) how knowledge of women’s communication style
preferences may help a man approach the topics surrounding weight loss in a more
productive manner than he might without this knowledge; and (b) this author considered
gender communication styles in the construction of the booklet, so men will want to read
the booklet and implement what they learn.

Linguistics professor Deborah Tannen (2007) has researched men and women in
communication and found strong differences in how men and women communicate based
on how each gender views the world. Men tend to view the world as having a hierarchical
social order in which a person is usually higher or lower in social standing thaernot
person. This leads men to view conversation as a negotiation to establish or mantain t
one-up position and to protect themselves from being put down or pushed around.
According to Tannen, men view life as a contest. They want to avoid failure aedvpres
independence. Tannen (2007) found that women, in general, view life very differently
than men. For women, life is about community. They have a desire to avoid isolation and
preserve intimacy. From this perspective, a woman is “an individual within a network of
connections” (p. 25). Women use conversations to try to increase closeness, give and
elicit support, and find consensus. Women try to avoid being pushed away by others.

Both men and women seek some level of intimacy and independence, however,
women’s greater focus on intimacy and men’s greater focus on independencercan be
direct conflict as men and women attempt to navigate romantic relationships.aVhe

wife asks her husband where he went throughout his day, she may be trying to connect
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through sharing experiences, whereas the husband may view the question as as exampl
of his wife acting parental and trying to reduce his independence. When he responds by
saying “nowhere” to avoid being in a lower hierarchical position in the relationship, hi
wife feels rejected and experiences a lack of intimacy. Both husband and véfgdoal
intentions, but the result is discord.

Talking with a wife about her weight, diet, or exercise program is clgatign
enough to a relationship without considering the miscommunication that can r@sult fr
gender communication differences. Women tend to console each other by sharing about a
similar problem they have had when another woman talks about a problem (Tannen,
2007). For example, if a woman mentions to a female friend that she is feeling down
because she gained five pounds, the friend is likely to discuss her own strugdierwit
weight. Men approach talk of troubles very differently; they tend to want to solve the
problem (Tannen, 2007). If the aforementioned woman expresses to a man that she is
feeling down because she gained five pounds, he might respond by telling her to start
running and she will get that weight off in no time. His response would be helpful, if the
woman were looking for the solution to a problem, but not if she is really looking for
validation and bonding through shared experience. Men would benefit from knowing that
women usually do not want emotional problems solved; however, fixing mechanical
equipment is often appreciated (Tannen, 2007). So if a woman states that she isdfrustrate
because her treadmill stopped working, it is likely that she would appreciatg hiavi
fixed. These intricacies of female communication can be perplexing to ntem W
doubt, the solution may be to ask the woman if she wants him to listen or if she wants

advice.
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There are some gender-based communication differences that are imjoattant
construction of a manual for men. Men tend to be visual learners and tend to rely on non-
verbal forms of communication (Hodgins, 2010). Therefore, a manual should not solely
rely on text but incorporate pictures and graphics to illustrate important poinisofide
use deductive reasoning when learning new concepts (Hodgins, 2010). This type of
reasoning involves understanding a general principle about something and then applying
it to individual cases. For example, the general principle is that eatireg talories than
are expended will cause weight loss; a specific application is thatwfif@gats smaller
portions of food, she will lose weight. The manual should start with general concept
principles, and then follow with specific examples that apply to the concept.

Another important communication difference between men and women is that in
written text women communicate more emotionality than men (Colley et al., 2004). A
woman may be swayed to read and apply principles discussed in a manual if she reads
emotional story that piques her interest. This may not have the same effeobaon a
Men may be more likely swayed by the ability to help someone else and show their
expertise. As Tannen (2007) stated, “Giving help puts one person in a superior position
with respect to the other” (p. 32). By helping his wife, the man feels good about his
position in the relationship and the woman’s need for connection is met by her husband
implementing the manual’s strategies.

The effectiveness of a resource for men who want to help their wives lag# wei
is enhanced by including gender communication differences as a part of theatndor
provided to help husbands understand and support their wives and as a consideration in

the format, organization, and style of the booklet. Husbands reading the bookiearmill
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about gender communication differences in a way that supports deductive reasoning and
masculine learning styles. Since communication preferences vary, hust&nds ar
encouraged to talk with their wives about how this applies to their communication as a
couple, especially in conversations about her weight loss goals. Havingpcteat
booklet with men’s communication preferences in mind increases the likelihood that men
will use the information to support their wives in achieving weight maintenaais. g
Summary

There are many challenges to weight loss and maintenance of a heagiht; w
Many people are successful at losing weight but have difficulty keeping Dedpite
this discouraging fact, there are some well-established methods forwssgig (such as
improving eating habits, decreasing calorie intake, and increasing plactiedy).

Beyond behavior changes, social relationships have been identified as having an
impact on weight loss. In general, social relationships and social suppadsarciated
with better health and living longer. One theorized way that social suppdetedréo
health is through social control (intentional efforts to influence another person’s
behavior). For example, encouraging someone to exercise can be helpfuptrsba
meeting his/her health goals. However, people differ in the amount and type of support
they desire, and people who desire to be helpful may lack knowledge of what to do.

Marriage provides the possibility of a built-in support partner and has sagtifi
connection to health. Married people live longer and are healthier than people who are
not married. Those happy in their marriage tend to be healthier than those who are not
happy in their marriage. Marital quality is also associated with healtlvioehavith

positive interactions being associated with reduced incidence of negatite hea
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behaviors. At the same time, marriage is associated with weight gain, egfdrthés an
important context for intervention.

Spouses have been included in weight loss treatment with the majority of
researchers finding spouse involvement to be beneficial. Some possible reasoois that
all researchers have found spouse involvement to be beneficial are that faavées
complicated dynamics and can resist change, the influence a spouse hasam’a per
weight loss efforts varies, and not everyone may benefit from spousal suppogvdtipw
the literature suggests that many people do benefit from spousal support and that is a
sufficient reason to help spouses develop support skills. To that end, marriage and famil
therapy offers a largely untapped resource for concepts and strabtegiesmy help
husbands be more successful in helping their wives meet long-term weight Igss goal

Much of the information gathered from this literature review could be helpful
knowledge for husbands whose wives are attempting to lose weight or maintain weight
loss. However, this mostly academic information does not appear to be acgedsed b
people who are continuing to struggle with being overweight. Combining the topics of
successful weight loss strategies, social support in weight loss, genad®uaication,
and family dynamics that may impact weight loss into a booklet for husbands whose
wives are attempting to lose weight or maintain weight loss provides a unspugae in

the weight loss battle.
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Chapter 111. Methodology

The goal of this dissertation was to develop a resource booklet for husbands
whose wives are attempting to lose weight or maintain weight loss. Theaesour
focused on knowledge, attitudes, and behaviors that husbands can use to support their
wives in losing weight and maintaining the weight loss. The resource mayde use
directly by husbands, or weight loss support groups and combined with contact with
mental health professionals. For example, if a couple is seeking relatioaghgeting
and the wife complains that the husband sabotages her weight loss efforts, thsttherapi
can provide the husband with the booklet or use it as talking points for a discussion of the
issue. Weight loss professionals may also find this resource helpful. For exithnag
are leading a women’s weight loss support group, the leader can provide thé taookle
members whose husbands want to help but need guiddnsechapter describes the
methods that were used to create this resource.

The first phase of this endeavor included an extensive review of research studies
and writings on the subjects of weight loss, weight loss maintenance, social sagport a
weight loss, marriage and health, involvement of spouses in weight loss intamyenti
contributions from marriage and family therapy, and gender and communication. The
second phase included writing the literature review and examining théuliteta
discover the most applicable material for inclusion in the resource. The nexiydsase
the creation of the resource booklet with informal review by people with personal

professional interest in the field.
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I dentification of Relevant Literature and Existing Resour ces

This researcher conducted a review of articles and book abstracts in psigaholog
and medical fields databases: PsycINFO, PsycARTICLES, MEDLINEeD&tion
Abstracts and Web of Knowledge. Also non-academic works on this topic were searched
through the Internet. Publications from national organizations, including the demeri
Psychological Association, the American Psychiatric Association, and pagjanss that
promote and/or facilitate weight loss, were reviewed. This resedamlespecial care to
search for currently available resources for husbands whose wivesragddripse
weight or maintain weight loss. The literature review concentrated on tofaitedréo
weight loss and weight loss maintenance, social support and weight loss, gender
differences and weight loss, marriage and health, involvement of spouseghi logs
intervention, gender and communication, and relevant contributions from the marriage
and family therapy literature. Marriage and family search ternigdad family systems
and behavior change, marriage and identified patient, marriage and sabotage, and
sabotage and behavior change. Because the goal of weight loss is commonlgdliscuss
the literature on chronic disease management, that literature was sdardtedies that
address the role of spouses of people with chronic illness. Within the topic of social
support, social control (telling, reminding or threatening others to encourage positive
health behaviors or discourage negative health behaviors) was explored. Theagpllowi
keyword combinations were utilized in the search:

e (spouse or husband or wife or partner) and weight loss
e (spouse or husband or wife or partner) and weight loss maintenance

« marriage and (weight loss or weight gain or weight loss maintenance)
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marriage and health

(marital quality or marital satisfaction) and health
(marital quality or marital satisfaction) and (weight loss or weggin or weight
loss maintenance)

marriage and obesity

family and (weight loss or weight gain)

(marriage or spouse) and chronic disease management
(social involvement or contact) and (weight loss or weight gain)
social control and (weight loss or weight gain)

social support and (weight loss or weight gain)

(gender or gender differences) and weight loss
marriage and behavior change

family systems and behavior change

marriage and identified patient

marriage and sabotage

sabotage and behavior change

race and obesity

race and weight loss

ethnicity and weight loss

gender and communication

gender and learning

gender and help

gender and written communication
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e gender differences and written communication
e personality and weight loss

e emotional eating and obesity

« emotional eating and weight loss

Abstracts of the articles accessed by these searches wereeet and relevant
articles were downloaded. Types of articles included quantitative anthtjualstudies,
review articles, and original commentary. The studies were evaluatdtefr quality and
the validity of the designs and conclusions. A literature table was constractee f
most relevant articles, using the following column headings: Author/Titlention of
Study, Variables and Measures; Participants; Method; Results; Concjusions
Analysis/Comments (see Appendix A).

Beyond the initial literature search, additional steps were taken to endutestha
literature review was comprehensive. First, the reference lists aftihkes found in the
above search were reviewed to identify any pertinent resources that wpreviotisly
identified. Second, if the articles found in the initial search included key wordspibls
to this project, but were not previously used in the literature search, the nevoidsy
were added as search terms. Thikab of Scienceas used to find recent articles that
cite studies already identified as pertinent.

Development of the Resource
During this phase of the project the author:
¢ Reviewed and synthesized literature from the literature review.
e Created the table of contents.
e Organized the collected information into topic areas.
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Gathered informal feedback about developing an informational booklet for
men by talking to men about their likes and dislikes in informational
booklets.

Worked with Dissertation Committee Chairperson to develop a draft of the
booklet.

Sent draft of the booklet to committee members.

Received and incorporated feedback from committee members. The
changes included removing academic terminology and replacing it with
explanations of concepts in commonly used terms, including more
information about emotional eating, rearranging the content, and
improving the scripts by making them sound more conversational.
Completed booklet, adding graphics and other aesthetic components (see
Appendix B).

Booklet was informally evaluated by couples with wives attempting to

lose weight.

Table 2
Informal Review Demographic Information

Couples Age Years Weight Status

Married
Wife 33 5 Wife overweight and attempting
Husband 35 to lose weight
Wife 35 15 Wife overweight and attempting
Husband 37 to lose weight
Wife 34 7 Wife attempting to maintain
Husband 40 healthy weight after weight loss
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the resource:

Evaluated informal couples’ feedback. All of the husbands and wives who
read the booklet stated that they could relate to the content and see
examples in their own relationships of the content discussed. All of the
wives expressed that they would want their husband to read and apply
strategies from the booklet. Each husband identified specific ways he
could be more supportive, based on reading the booklet. Two of the
husbands stated that at the beginning of the booklet they felt somewhat at
fault for their wives’ being overweight. In response to this feedback, the
author added text about a wife’s weight status not being her husband’s
fault, in an effort to avoid a husband feeling blamed and therefore
discontinue reading the booklet. Another theme discussed by two of the
husbands was that the booklet cover, including the title, was not eye-
catching. Formal evaluation of the booklet should include discussion of
what type of cover page would entice a husband to want to read the

information inside the booklet.

Design and format. The length of the resource is 42 pages; additional length
might be a deterrent to husbands wanting to read the booklet. The resource is visually
attractive, includes graphics, and provides sample scripts and short exanifles. Se
assessment questions are included.

Content of the resour ce. The following is a description of sections included in

“Is this booklet for me?” The first section of the booklet discusses who the

booklet is written for and why the reader would benefit from reading the bookket. T
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focus is on piquing the husband'’s interest. The reader is informed that the booklet is
intended to help husbands learn how to support their wives weight loss goals, not to help
them convince their wives to lose weight.

Gaining weight is easy, losing weight is harthis section discusses information
about weight gain and identifies the difficulties in losing weight and maintpimeight
loss, including emotional eating, the differences between men and women in lagsght
and the connection between marriage and weight.

Understanding the framework for chang&his section identifies the health
consequences of being overweight or obese and the lifestyle changes thad tan lea
long-term weight loss. Husbands need to understand how weight is lost and a healthy
weight is maintained so that they can support their wives in the behaviors that lead t
success.

"How can | support my wife?This section discusses the importance of being a
supportive spouse, gender differences in support, and how to learn exactly what your
wife thinks is supportive. Some women may like their husbands to take an active role in
the behavioral aspects of their weight loss, while others prefer their husirdpnds
provide compliments as they notice positive physical changes.

How families work.Family ties can have a negative impact on weight loss. This
section of the booklet includes information from the marriage and family systems
literature. Family obstacles to change that are discussed includey koytile family,
coalitions within a family, and protecting the marriage.

Motivation to changeThis section teaches husbands about the stages of change

(Prochaska & DiClemente, 1982), so the husband can identify where his wife is in the

74



process of making behavioral changes that lead to weight loss. Theisegigten
suggestions for how he can support his wife at each stage of motivation.

Ten guidelines for supporting your wiféllhe ten guidelines are specific
examples of how husbands can support their wives’ weight loss efforts. Suggestions on
developing strategies to support specific lifestyle changes and situatialahges to
weight loss and weight maintenance goals are discussed.

Troubleshooting.This section covers the topics of sabotage by a husband and
self-sabotage by a wife. Sabotage is discussed as an often unconscious aet that ¢
negatively impact weight loss and husbands are given a 15-item questionnaire to help
them identify and prevent sabotage. The importance of communication is alssetiscus
in this section.

Ask your wife about her plan and how you can helfhis section includes
guestions a husband can ask his wife about her plan to lose weight or maintain weight
loss and how she wants him to support her.

Conclusion.This section encourages the husband to use the information
contained in the resource to support his wife in her weight loss and maintenance goals

ResourcesThis section describes books and websites that might be helpful to
husbands trying to support their wives’ weight loss efforts.

Summary

The goal of this proposed project was to develop a resource booklet for husbands
whose wives desire to lose or maintain weight loss. The author conducted an extensive
review of literature related to the topic, synthesized the information, andcaieeanique

contribution to the field. The author conducted an informal evaluation of the booklet by
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showing it to three married couples. The feedback was incorporated into the final

resource booklet.
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Chapter V. Discussion

Two thirds of the population of the United States are overweight or obese,
creating a largely self-induced health crisis (CDC, 2008a). Being oigringnd/or
obese are risk factors for multiple major ilinesses, some of which caroldadth. For
the most part, Americans are aware of the health consequences of obesity whdvean
tried to lose weight; yet, the majority of these people are unsuccesksing and
maintaining weight loss (Wing et al., 2006). Knowledge about how to lose weight does
not appear to be sufficient for achieving weight loss and maintaining a healidyt.

Researchers have looked to social systems for keys to improve weigdridoss
weight loss maintenance by providing the overweight person with support partiiers, w
mixed results. Within relational systems, marriage can be an ideal ttortéfestyle
change, if both spouses have a desire to support, and not sabotage, each other’s health
goals and are knowledgeable about how to be supportive.

The purpose of this dissertation was to create a unique tool in the weight loss
battle by developing a resource booklet for husbands who would like to support their
wives’ achievement of self-identified weight management goals. Résesttave found
that women have more difficulty losing weight and maintaining weight loss amesare
likely to receive support from their spouse compared to men (Wing et al., 1991).
Husbands may not know how to support their wives’ weight loss efforts or even that they
need support. By reading this booklet men can learn that their wives need support and
how to support them, which could lead to their wives having greater weight lossssucces

and improved health.
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The procedure for this dissertation was to review literature on weight lagétwe
loss maintenance, social support, marriage and health, spousal weight loss support,
marriage and behavior change, gender and communication, and applicable contributions
from marriage and family therapy, to identify information husbands should know to help
them support their wives’ efforts to achieve weight loss goals. The infarma#s
evaluated, synthesized, and then organized into topic areas. The result was a 42-page
booklet covering a broad range of topics: facts about weight gain and vweeght |
emotional eating, the importance of being a supportive spouse, communication, family
obstacles to change, motivation, supportive actions to take, sabotage, and deeper
psychological issues that may impact weight. The booklet also contains restoales
and websites) for husbands to learn more about how to support their wives’ weight loss
efforts.

Strengths of the Resource

One strength of this booklet is that it is created to help husbands support their
wives, not to convince their wives to lose weight. A search for similar resoioneed
many articles and commentaries written about how to encourage or convirfeg@ wi
lose weight when that was not the wife’s goal. The booklet reader is warned that the
booklet is not intended to provide him with tools to help him convince his wife to lose
weight. By focusing on support, and not influence or manipulation, this booklet reduces
the likelihood of discord that can result from a wife feeling that her husbandig toyi
control her and/or pushing her to lose weight.

A second strength of this resource is that it synthesizes information froiplenult

disciplines to give husbands a set of strategies for supporting their wives. The hookle
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only covers expected topics like nutrition, exercise, and challenges to |asigigt &wnd
maintaining weight loss but also integrates topics specific to the profckskavior

change, marital communication dynamics and family systems theory ¢ha@rant to
maintaining a healthy weight. The husband will learn the many reasons théfehnsay
have difficulty maintaining a healthy weight, such as her not being reathange, the
influences of family patterns that encourage weight gain, and how his batagiag
behaviors may contribute to the problem. A husband reading this booklet will learn how
to effectively communicate with his wife about a sensitive topic, in a wayatidtates
positive interaction and behavior change. Also, resources (books and websites) are
recommended for husbands who would like to learn more information about the topics
covered in the booklet.

Readability is another strength of this resource. The benefit of reading thetbookl
may not be directly apparent to husbands; therefore, steps were taken to inerease th
likelihood that a husband would read and apply the information provided. The author
attempted to make the booklet visually attractive by including traditionadisculine
colors and pictures illustrating concepts discussed in the booklet. The tone is non-
threatening and enthusiast®ample scripts, problem solving exercises, and
guestionnaires are included to make the booklet more interesting and relevahtifie. re
The scripts, specifically, may be effective because husbands may beithogeto talk
to their wives about these topics with an expert giving them templates for ¢hesilos.

Lastly, gender communication and learning preferences were considemed whe
developing the resource. For example, men tend to use deductive reasoning

(understanding a general principle about something and then applying it to individual
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cases; Hodgins, 2010) when learning and problem solving, so the guidelines ghen in t
booklet were followed by examples to help the reader learn the new conceptdqutes
Men also tend to be visual learners (Hodgins, 2010), so the booklet includes pictures and
illustrations, along with the text, to help increase the likelihood of retention of the
information. Another consideration in the construction of the resource was that men often
view relationships as hierarchical and providing help secures their position asrequal
superior to another person (Tannen, 2007). Being helpful to your wife is a central the
throughout the booklet and was emphasized to increase a husband’s desire to read about
and use the tools provided. If a man feels that he is benefiting his position in his
marriage by reading this booklet then, in general, he is more likely to doesoteldid to
want to solve problems, and while a husband may not be able to solve his wife’s weight
loss problem, this booklet provides opportunities for him to solve support and
communication problems related to her weight loss goal.
Limitations of the Resour ce

Along with multiple strengths of this resource, there are limitations. Hoelree
has not undergone empirical testing to evaluate its usefulness and is nobready f
dissemination. The resource was created to help husbands support their wives’ weight
loss efforts based on a review of research on the topic; however, a formal emaluati
would be a necessary step in validating the resource as a useful tool in weight loss
plan for evaluating the resource is discussed in the next section.

A challenge in writing this resource was maintaining a balance betvege
sounding patronizing to women while appealing to the male desire to gain and not lose

hierarchical positioning in a relationship. The information provided in this booklet is not
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intended to directly benefit a husband, although some of it may. The husband who reads
and applies the strategies discussed indirectly benefits by havingladresid happier
wife. Since at first glance the husband might not read a booklet about helping his wife
lose weight, because he does not immediately see a benefit to himself, the author
attempted to make the booklet more interesting by appealing to a manéstddip
others. Helping others leads a man to feel like he is in the one-up position in the
relationship (Tannen, 2007). The author tried to appeal to men while not demeaning
women or suggesting that women were of a lower social status than men, however some
women who read the booklet may feel that there are slightly patronizing undertones

Lastly, the resource was created for, and will most likely only bemedit;
intentioned husbands who may not know that their wives could use their support and/or
do not know how to support their wives’ weight loss efforts. Husbands who are
consciously withholding support from their wives probably would not read this resource
and the couple would need more intervention than reading and applying strategies
contained in this booklet. Regardless of a husband’s intent, the booklet suggests marital
counseling for problems that are beyond the scope of the psycho-education provided in
this resource.
Plansfor Future Evaluation, Revision, and Dissemination

Beyond the scope of this dissertation, a formal evaluation of this resource would
be an important next step. A first step for evaluation would be to conduct focus groups
with husbands and wives to discuss the usefulness of the resource. Participants would be
asked to evaluate the content and format of the booklet and how much the information

provided applies to them and their spouse. Husbands and wives would be interviewed
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separately to gain more candid responses. Male participants would be asked about the
aesthetic components of booklet and if it is designed in a way that makes theta want
read the resource. Feedback from the participants would then be incorporated into a
revised version of the booklet.

The next phase of evaluation of the booklet would be to conduct an empirical
study to see if the use of the booklet by husbands resulted in wives being messfilicc
at attaining weight management goals, when compared to women whose husbands did
not use the booklet. The researcher would conduct a study with couples in which the wife
is attempting to lose weight. The couples could be recruited by posting/distyifiigrs
at weight loss organizations and athletic clubs, as permitted. To particightestudy,
wives would need to have a body mass index between 25 and 39 and no functional
impairments that would prevent them from being able to participate in modeyategbh
activities such as walking for 30 minutes, riding a stationary bike or swigimi
Husbands would need to be willing to actively participate in the study. The tesearc
would control for pre-intervention marital satisfaction to ensure that couples who are
dissatisfied with their marriages are not included in the study. These couplesbgoul
excluded because the level of conflict and discord in their marriages médgetthe
guidelines discussed in the booklet difficult to implement. Participants’ levetsuofal
satisfaction would be assessed through a questionnaire administered priar to thei
acceptance to the study.

Participant couples would then be randomly assigned to either an experimental or
control group. Husbands in group A (experimental group) would receive the bislgklet

Wife Wants to Lose Weight: How Can | Hefp#l be instructed to read the booklet and
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apply the information that is appropriate to or works for their relationship. Husbands in
group B (control group) would receive no instruction about supporting their wives;
instead they would receive a booklet with information about weight loss principles, such
as nutrition and exercise. The husbands in both groups will be administered an online
guestionnaire about the information in the booklets in order to ensure that they have read
it. Couples in which the husband showed little knowledge of the booklet would be
excluded from the analysis.

The BMI of wives in both groups would be assessed at three months, six months,
one year, and five years to evaluate if there was a significant diféeebetween the
wives’ weight loss and weight loss maintenance between group A and groupiBedf
in the experimental group lost significantly more weight than wives wiasieands did
not receive the booklétly Wife Wants to Lose Weight: How Can | Helipf2n steps
could be taken to replicate the study with different samples, with the goal of hiaging
booklet recognized as part of evidence-based practice with overweight or obeed mar
women. Qualitative measures can be developed for evaluating the strengths and
weaknesses of the booklet and increasing knowledge of marital dynamicsightlless
success.

While the booklet should only be distributed after a formal evaluation has taken
place, once the booklet is ready for dissemination it could be distributed through weight
loss organizations, weight loss support groups, and/or therapists who work with couples
where the wife is attempting to lose weight. The author would contact weight loss
support groups and organizations to offer the booklet as an adjunct to the weight loss

treatment they provide. The booklet could also be disseminated through the internet. The
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author could build a website that includes a copy of the booklet with links to resources
(books, relevant articles, and organizations) that might be helpful. The websde coul
include a message board for husbands and wives to discuss challenges and shegesses t
have experienced with spousal support in weight loss. In other words, people can receiv
social support while they support their spouse.

As designed, the booklet targets heterosexual married couples. New versions of
the booklet can be created for cohabitating (unmarried) and lesbian couples. Anather g
would be to tailor the booklet for different categories of diversity, such aseoltage
group of the couple.
Conclusion

Obesity is a significant health problem in our modern society and millions of
people have tried to lose weight and failed. Researchers and the weight losy ar@ust
always looking for new and innovative ways to treat this persistent problem. It & hope
that the resource developed by this author will be a helpful tool for increasinganisom

likelihood of losing weight and maintaining a healthy weight.
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Literature Table

Author/Title Intention of Key Variablesand Participants M ethod Results Conclusions  AnalysigComments
Study M easur es
Beverly, E. “To Core themes Twelve 90-minute 1. Core themes Analysis This study gave
A., Miller, C. determine discussed by focus with at least focus groups were related to dietary  suggests that  insight into some of
K., & Wray, how aspects group attendees  one personin conducted with adherence were:  positive the challenges to
L. A. (2008) ofthe regarding persons with Control over food reinforcement  dietary adherence
spousal challenges to food- diabetes and and dietary (commitment to within a marriage and
Spousal relationship  related behavior spouses in separatecompetence, support, spousal how a spouse can be
support and translate into change were Mean age = 54 groups. A commitment to communication, helpful. The
food-related behavior measured by co-  years and meanstructured support, spousal  and coping with differences between
behavior changes, moderator discussion guide  communication and diabetes) and men and women and
change in specifically  discussion and marriage 37.8 was used. Themes coping with self-efficacy how they prefer to be
middle-aged adherence to summary were identified diabetes. (control over supported are also
and older a healthful immediately after through transcript 2. Husbands with  food and self-  discussed. However,
adults living  diet” (p. each group, with review and coding. diabetes resented efficacy) are the study is specific
 Wwith type 2 707). development of wives’ control over importantin to people with
8 diabetes codes for relevant food, while wives’ dietary diabetes.
themes and coding with diabetes felt  adherence.

of transcripts of
each group.

husbands were not
supportive of
dietary choices.

3. Couples with
more
communication
reported more
dietary adherence.

(continued)
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Author/Title Intention of Key Variablesand Participants M ethod Results Conclusions  AnalysisComments
Study M easur es
Black, D.R., “To 1. Weight loss 36 married Participants 1. Between the 1. “Spouse In my opinion the
& Lantz C.E. determine if (pounds lost) women (23-53 attended weekly  three groups, there involvement did authors’ conclusion
(1984) husband 2. Husband'’s level years old). The sessions for 10 was no significant not produce #2 is not supported by
attendance at of involvementin  participants’ weeks that taught  difference from more dramatic the data. There was
Spouse treatment treatment (Husband weights ranged ‘altering eating pre-treatment to or clinically not a significant
involvement  sessions and Contracting: from 11-88%  habits’ (3-weeks), post-treatment. significant difference between
and a participation attended every overweight. ‘increasing activity’ 2. Between the weight losses” Husband Contracting
possible long- in behavioral session with wife  Husbands had (3-weeks) and post-treatment and (p. 560). group and the
term follow-  contracting and signed to be willing to combining the two one-year follow-up 2. Participants Husband Absent
up trap in would behavioral attend sessions (3-weeks). At each the Husband lost the most group at any point.
weight loss  produce contracts with with his wife session the Absent group lost  weight if their ~ This suggests that
greater information on how and provide participants signed significantly more  husband did not other factors may be
weight loss  to support wife's contracts stating  weight than the attend and they impacting the
than two attempt to lose they would enact  Husband Not contract with a  significant difference
other levels  weight. Husband what was learned. Contracting group. counselor. between the Not
of spouse Not Contracting: Husband'’s level of 3. There was nota 3. However, Contracting and
involvement” attended all involvement varied significant other factors Absent groups found
(p. 558). meetings but did based on the group difference between may be at the one year

not sign contract or
learn about ways to
be supportive.
Husband Absent:
Husband did not
attend sessions or
sign contracts).

he was assigned to. the Husband

Contracting group
and either of the

impacting the

results (such as

participation in

other groups during other weight

the same time
period.

loss plans
during the
follow-up
period).

follow-up. Another
problem with this
study is the small
sample size.

(continued)
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Author/Title Intention of Key Variablesand Participants M ethod Results

Conclusions  AnalysisComments

Study M easur es
Black, D.R., “The purpose 1. Pounds 8 menand 18 “Partners were 1. Participants with 1. “Weight This study is
& Threlfall, of this study lost/percentage women, who  encouraged to assishormal weight status of important because it
W.E. (1989) wasto over weight were subjects in losing  partners lost partners might, identifies another
compare (measured by moderately weight but were significantly more therefore, be variable that is
Partner body changes researcher); obese. Age neither required nor weight than considered a correlated with
weight status of subjects  2.Weight of partner range 28-62; expected to lose  participants with blocking weight loss.
and subject  with (group 1-normal 17% to 60%  weight. If partners overweight variable or Unfortunately, we do
weight loss:  overweight  weight partners & overweight. wished to lose partners, at post- covariate and  not know why
Implications  partners and group 2-overweight Twenty-five weight, they were treatment and 3-  body changes of participants with
for cost- subjects with partners). were married. told to follow the month follow-up.  both subjects  normal weight
effective normal One participant same verbal 2. Participants lost and partners partners are more
programs and partners” (p. was not guidelines for significantly more  should be successful with
public health 280). married but weight reduction  weight than their  reported in weight loss. It is
lived with that were given to  partners, however couples studies possible that an
significant subjects during the all four groups lost to understand  overweight spouse’s
other. first meeting” (p.  weight. more fully the  habits make it more
281). relationship difficult for the

between partner participant to change
weight status their behaviors or that
and subject sabotage or other
weight loss” (p. systemic factors are at
287). play.

2. Couples

programs may

be a cost-

effective

approach to

weight-loss, as

no additional

resources are

needed to serve

the partner.

(continued)
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Brownell, K. “To evaluate Weight change 29 obese men Participants 1. No significant 1. Findings A spouse that wants
D., the influence (measured by and women. 10 attended weekly  differences betweensuggest that to be supportive may
Heckerman, of spouse co- researchers); males and 19 sessions of groups immediately spouse training not be as effective as
C. L, operativeness Spouse females. behavioral weight post treatment. many facilitate a spouse who has
Westlake, R. and couples participation (co-  Participants control for 1 % hrs 2. At 3 and 6 month effect in weight been trained in how
J., Hayes, S. training in operative spouse  were married, for a 10-week maintenance reduction. to be supportive.
C., & Monti, the treatment with couples weight 15% or 15 Ibs treatment phase. assessments, 2. Spouse Spousal support may
P. M. (1978) of obesity” loss training, co-  overweight, at Subsequent subjects in the training may not impact initial

(p. 323). operative spouse least 21 years monthly sessions  spouse training also promote weight loss when
The effect of but only participant old, not taking were held for a 6- condition lost long-term someone decides to
couples attended treatment, medication month maintenance significantly more  maintenance of start a weight loss
training and non-co-operative  which would phase. Participants weight than weight loss. plan but may have the
partner co- spouse who refusedinfluence were weighed at  subjects in the other greatest effect in
operativeness to attend weight, each session. two conditions, 30 long-term
in the treatment). without Spouses in the co- Ibs lost after 8 ¥2 maintenance.
behavioral Assignment to one medical operative spouse  months of

B treatment of of three problems with couples weight treatment. In the
© obesity experimental contra- loss training absence of training,
conditions. indicating attended treatment subjects with co-

weight loss and and were instructed operative spouses
not involved in to follow the same did no better than

other weight  plan as the subjects with non-
reduction participants when cooperative
program. in the participant’'s spouses.

presence and both
spouses were to
monitor each
other’s weight loss
behaviors.

(continued)
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Dubbert, 1.“To 1. Weight 48 women and Participants were 1. There was a 1. Itis “possible 1. All couples had
P.M., & resolve the  (measured by a 14 men, randomly assigned significant increase that non- MAS scores in the
Wilson, G.T. conflicting researcher, through between 15 lbs to 1 of 4, 19-week in participants’ involved well-adjusted range.
(1984) findings in the 6-month follow- and 100% treatments: Couplesmarital satisfaction spouses initiated Well-adjusted couples
the literature up); overweight, Weekly Goals, scores from pre-to equivalent may tend to be more
Goal-setting on the 2. Marital married and Couples Daily post-treatment, cooperative supportive of spouses
and spouse  benefits of  Adjustment cohabitating Goals, Individual  which then behaviors in general, leaving
involvement  spouse (Locke-Wallace with their Weekly Goals, decreased to without specific little room for a
in the involvement Marital Adjustment spouse. The  Individual Daily approximately instructions” (p. treatment effect.
treatment of in treatment Test, MAT); participant’s Goals. All groups  pretreatment levels 239). 2. Itis difficult to
obesity by examining 3. Goal Setting: spouse was received by the 6-month know if participants
cooperative  Proximal Goals willing to information about  follow-up. in the non-
marital (daily goals for attend at least nutrition, exercise, 2. There were no participating spouse
behavior” (p. calorie intake and eight sessions. controlling eating, significant group were able to
239). expenditure), Distal Participants did self-defeating differences in elicit the necessary
2.To Goals (weekly not have any  cognitions, and weight loss support because of
compare goals for calorie medical asserting oneself to between groups. the education given
amount of intake and problems other obtain support from 3. At 12-month about asserting
weight loss  expenditure). than obesity.  significant others. follow-up higher oneself to obtain
with Participants then  pre-treatment MAS support.
proximal received specific ~ scores were 3. Some of the
verses distal instruction based oncorrelated with support behaviors
goal setting. assigned groups.  weight regain. may have been

Spouses in couples

groups were
instructed on ways
to support spouses
in losing weight.
Participants given
daily(Proximal) or
wkly(Distal) calorie
and exercise goals.

aversive to the
participant.

4. All supportive-
partner studies have
the same problem: All
of the partners are
willing to participate
and provide support
to the spouse. What
about unwilling
partners?

(continued)



TT1T

Author/Title Intention of Key Variablesand Participants M ethod Results Conclusions  AnalysisComments
Study M easur es

Goodwin, J.  This study Marital status 25,706 cancer Marital status was 1. Unmarried had Results show a This study shows that

S., Hunt, W. examines the (single, divorced, or patients newly collected from poorer survival relationship marriage has a power

C., Key, C. effects of separated); diagnosed cancer registry and rates. between marital beyond encouraging

R., & Samet, marital status Death (National between 1969 compared with 2. Unmarried more status and positive health

J. M. (1987) onthe death index or and 1982. National Death likely to be survival after behaviors (seeking
diagnosis, personal physician). Index or the report diagnosed at a diagnosis with  diagnosis and

The effect of treatment, of the patient’s distant stage of cancer. The treatment).

marital status and survival physician. cancer. improved

on stage, of patients 3. Married more survival of

treatment, with cancer. likely to be in married persons

and survival treatment than non- has at least three

of cancer married but there  components.

patients was still an effect 1. Married

for marriage
(partialing out
increased
likelihood to seek
treatment).

persons tend to
be diagnosed at
an earlier stage
of disease.

2. Married
persons more
frequently
receive
definitive or
potentially
curative
treatments.

3. Even after
controlling for
stage at
diagnosis and
treatment,
married people
have better
survival.

(continued)
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Gorin, A, To identify ~ Weight loss 109 overweight Participants 1. There were no 1. Past research This article took peer
Phelan, S., “howmany (measured by (14-32kg) attended a significant weight  that has not support to a new level
Tate, D., support researchers); individuals 25- behavioral weight loss differences found an effect and helped give a
Sherwood, partners it Number of support 50 yrs of age loss program between of peer support possible explanation
N., Jeffery, takes to partners brought to and 77 support (focused on calorie participants who  on weight loss  to studies that have
R., & Wing, optimize treatment; Weight partners (7- intake reduction brought support success may be not shown peer
R. (2005) weight loss  loss of support 32kg and increased partners and those explained by the support to be helpful
outcomes partner. overweight). physical activity) ~ who did not at 6,  findings of this  in weight loss. This
Involving and whether 49% of and were 12, and 18 months. study: raises the question:
support partners need participants encouraged to 2. Participants who “involving What if a spouse
partners in to lose brought invite up to 3 had at least one support partners lacks a desire to lose
obesity weight support support partners to successful (lost in obesity or maintain weight
treatment themselves to partners. The participate. >10% of body wt.) treatment is loss? Does this
be an majority of the Participants partner lost likely to result  negatively affect the
effective support attended treatment significantly more in better weight spouse who wants to
form of partners were meetings wkly for  weight at 6, 12, and losses only lose or maintain
support” (p. women. 17%  the first 6 months, 18 months than when the weight loss?
341). were spouses biweekly from 6-12 participants with no support partners

and 13% were
other family
members.

months, and
monthly from 12-

successful partners are themselves
and those who did successful at

18 months. Support not bring a partner. losing weight”

partners received
the same
assessment and
treatment as
participants.

3. Having multiple (p. 343).
successful partners 2. Participants
did not correspond should be
with greater weight encouraged to

loss for invite support

participants. partners who
want to lose
weight.

3. Arandomized
controlled trial
would be good.

(continued)
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Hamilton, N.,
&
Zimmerman,
R. (1985)

Weight
control: The
interaction of
marital power
and weight
loss success

“This study
explores the
possibility
that most
obesity, and
specifically
that
occurring in
a marital
relationship,
cannot be
resolved
without
attending to
the power-
dependence
imbalance in
a family
system” (p.
54).

Weight Loss

Success (number ofclients (25-46
pounds lost and
maintained for six
months); Power-

Dependence

control of
checkbook);
Support

(participants were  study.
asked open-ended
question about who

was most

supportive of their
weight loss efforts);
Weight Onset (age
at onset of weight

problem).

A questionnaire and 1. Wife's income
structured interview was positively
(1-1.5 hours) were correlated with
administered in the weight loss success.income (or no
2. Control of the
checkbook was

percentage of
years old) of a women with no
franchised diet
program who

(education, income, had completed
occupation, and

participants’
homes, six-months
after completing or
dropping out of
weight loss

job) who were
unsuccessful at
weight loss
maintenance is
weight loss success.consistent with
3. Whether the
husband or another that where a
person was
identified as most
supportive of

or dropped out correlated with
of the program

the prediction

dependence

imbalance exists
weight loss was not enduring weight
a significant

This article has good
information on family
systems theory and
obesity. It is likely
that the number of
women working
outside of the home
has increased since
this study was
conducted. It would
be interesting to see
results from this study
conducted today.

(continued)
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Lewis, M. A.,
& Rook, K.
S. (1999)

Social control
in personal
relationships:
Impact on
health
behaviors and
psychological
distress

“To address a Social control

gap in the attempts by overall
literature by  social network
examining (how many times
the tactics network members
used by urge participant to
social change 13
network designated health
members in  behaviors); Social

attempting to
induce health

control attempts by
a specific network

behavior member (describe a88% white,
change” (p.  situation in which a
64). specific person age of 45-54

tried to influence
them to do
something health
related, who the
person is and how
often they try to
influence the
participant’s
health); Strategies
of social control
used by a specific
network member
(checkilist of ten
strategies);
Psychological

distress aroused by

a social network
member’s social
control attempts
(eight negative

242 residents 601 people from a
of 3 counties in representative
Southern
California, three counties in
57% were men, California were
82% had some randomly selected
college
education and with questions

73% were pertaining to each
married. of the variables to
Sample was  be compared. 242

people responded,
with a median completed, and
mailed back the
and a median  surveys.
annual income

of $45,000-

$54,999.

1. “86% reported
experiencing social

sample of people in control from their

social network
members” (p. 66).
2. “Among the

and mailed a surveynetwork members

identified as
attempting to
exercise social
control sometimes
to very often, 34%
were friends, 53%
were family
members, and 73%
were spouses” (p.
66).

3. For overall social
network social
control efforts
“More frequent
social control
directed toward
health enhancing
behaviors was
associated with
fewer, rather than
more, health
enhancing
behaviors” (p. 67).
4. “Positive social
control strategies
were significantly
related to behavior

“Greater social 1. Itis possible that
control was having a lot of people
associated with trying to influence a
worse, rather person’s health

than better, behaviors makes that
health practices person rebel.

when assessed 2. Social control may

in terms of make a person feel
overall bad but at least it
influence positively impacts
attempts exerted health behavior

by the social change.

network,

whereas social

control was

associated with
behavior change
in a beneficial
direction when
assessed in
terms of
influence
attempts by a
particular
network
member” (p.
68).

(continued)
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affect items);
Health behavior
change in response
to a social network
member’s social
control attempts
(survey question);
and marital status
were collected
through a survey
mailed to randomly
selected
participants.

change and also to
feelings of
sadness/guilt” (p.
67).

5. “Negative social
control strategies
were unrelated to
health behavior
change, but were
significantly related
to feelings of
hostility/irritation
and sadness/qguilt”
(p. 67).

(continued)



911

Author/Title Intention of Key Variablesand Participants M ethod Results Conclusions  AnalysisComments
Study M easur es
Logic, M., “Examine the Duration of dating 317 dating Researchers 1. “Negative social The authors 1. Social control,
Okun, M. A., utility of relationship (must studentsina  administered control was concluded that specifically negative
& Pugliese, J. expanding be > or =3 months); dating questionnaires to  positively related to positive social  social control, is
A. (2009) the Self assessed healttrelationship college students in negative affect” (p. control may complex. What is
meditational status; Social (65 males, 249 dating relationships 1382). influence health experienced as
Expanding model of control (use by female, 3no  to test an expanded 2. “Negative affect behavior change negative may still
the health-related their dating partnersgender meditational model was positively by increasing benefit health
meditational social control of 10 social control reported) of social control. related to reactance motivation to behavior change.
model of the by strategies in last 3 enrolled in an and hiding change and However, negative
effects of incorporating months - six intro unhealthy reducing social control can
health-related the action positive, four psychology behavior” (p. reactance. have negative
social control readiness negative - to get course. 78% 1382). Reduction in consequences as well.
component themto change a female, 506 3. “Reactance was reactance may 2. Data was based
of emotions” health behavior);  Caucasian, positively related to lead to less solely on self-report
(p. 1374). Affect aroused by  13% Hispanic, hiding unhealthy  hiding of of one person in a
Action social control 4% Asian, 3% behavior” (p. unhealthy couple.
readiness attempts -seven Native 1382). behaviors.
includes the positive, five American, 2% 4. The relationship Negative social
desire to negative affective  African between positive  control is more
resist or the responses- ranged American, social control and complex
desire to from angry to 28% other, behavior change  because it may
undertake grateful measured 63% under 19, was mediated by  increase
action to on a 5-point scale; 30% 19-20 and motivation to reactance and
overcome an Moativation to 7% 21-29. change and positive hiding behavior,
obstacle. change (measured 75% reported affect. while also
on a 7-point scale); good health 5. Negative social increasing
Extent of health with 17% control was health behavior
behavior change  reporting positively change.

(measured on a excellent and
continuum); Action 8% fair or poor
readiness variables health.

(four items

measured

reactance).

associated with
behavior change.

(continued)
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Markey, C. “To Weight status 187 married Couples were 1. For husbands Findings This study uses
N., Markey, determine (BMI, taken by couples, from interviewed and none of the marital suggest that the established measures
P. M., & interpersonal researchers); the eastern measured by or intrapersonal quality of an and supports that
Birch, L. L. predictors of Weight concerns  U.S. with 5- trained personnel  constructs predictedindividual’s gender differences
(2001) dieting (Weight Concern  year-old during scheduled unhealthy dieting. interpersonal exist in the area of

practices Scale); Depression daughters. visits to the lab. For wives, relationships marriage and dieting
Interpersonal among (Center for Couples unhealthy dieting may determine practices. Itis a well
predictors of married Epidemiological participated in was related to high the extent to organized article.
dieting couples. To  Studies Depression a larger BMI, weight which
practices ascertain the Scale); Self-esteem longitudinal concerns, relationships are
among extent to (Self-Esteem study. depression, and lowassociated with
married which Scale); Love and Women'’s self-esteem. positive and
couples various harmony (Marital mean age=35, 2. For wives negative health

dimensions Interactions Men’s mean unhealthy dieting  outcomes.

of marital Questionnaire); age=37. All was related to poor

relationships Understanding of  euro- marital quality, lack

uniquely spouse American. of harmony, love,

contribute to  (Understanding: little understanding,

dieting Perspective Taking and the perception

behaviors”  Scale); Overall of little

(p. 466). Marital Quality understanding from

(principal- spouse.
components 3. There is an

analysis of four
marital scales);
Dieting behaviors,
Weight Concerns
Scale (Weight
Control Behaviors
Scale).

interaction between
self-esteem, marital
quality and
unhealthy dieting
behaviors for
women.

(continued)
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Okun, M. A., “Toaddto Quality of dating 401 college Students were 1. Dual effects - Models were While the study was
Huff, B. P., existing relationship students administered a social control not tested of dating
August, K. J., knowledge  (Quality Marriage involved in survey in groups  strategies predicted against each relationships, the
& Rook, K. about health- Index); Health heterosexual ranging from 2to  both health other, but rather results may point to
A. (2007) related social behavior targeted dating 20 people. Dual  behavior change  each showsa ways husbands can
control by for change relationship for effects and and negative affect. pathway by use positive social
Testing distilling (survey); Social at least 3 Contextual models 2. Domain-specific- which social control and avoid
hypotheses  from the control (survey); months. The used hierarchical positive social control negative social
distilled from literature Affect aroused by majority (53%) regression to test control was related influences control to support
four models  four models dating partner’s reported they  hypotheses. to positive affect  health behavior. their wives weight
of the effects of the effects social control had been in the Domain-specific and negative social It is a possibility loss goals effectively.
of health- of social attempts (survey); relationship model and control was related that social
related social controland  Health behavior longerthan 1  meditational model to negative affect. control attempts
control examining (survey about year. Seventy- used simultaneous 3. Meditational - affect the
them in whether three percent regression analysis positive social quality of the
college participants had were women. to test hypotheses. control exerted both dating
students tried to change their 56% white, direct and indirect relationship.
involved in  behavior in non-Hispanic; effect, via positive
dating response to 9% Hispanic; affect, on health
relationship” partner’s attempted 7% Asian; 3% behavior change
(p. 185). social control). African and negative affect
American; 2% on hiding unhealthy
American behavior.
Indians; 23% 4. Contextual -
other. quality of dating

relationship
moderated the
influence of
positive and
negative social
control on hiding
unhealthy behavior.

(continued)
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Pearce, J. W., Previous Weight loss; 68 women >  Participants 1. There wereno 1. “The data 1. The current study
LeBow, M. research Spouse 20% attended 10 weekly significant suggest that is limited by only
D., & found that participation: overweight, treatment sessions. differences betweentraining spouses including women.
Orchard, J.  participants Cooperative Spouse20-60 years Except for the groups at post- to actively aid  However, the way
(1981) whose (spouses attended old, no Alternative group, treatment. their wives’ spousal support
spouses were all sessions and concurrent sessions focused on2. At 6-month weight loss effects men and
Role of included in  were given specific medical reducing caloric follow-up the efforts and women may be
spouse weight loss  tasks to help spouseproblems, and intake, increasing Cooperative Spousetelling spouses different and it would
involvement treatment lost lose weight), Wives husbands were physical activity Condition lost more not to punish,  be interesting to see
in the more weight Alone (spouses did willing to and using “various weight than the criticize, or this study repeated
behavioral than not attend sessions participate in  treatment Alternative tease their wives with men as the
treatment of participants & were not the program.  techniques Treatment may both be participants and
overweight  whose contacted by the commonly Condition. effective wives offering
women spouses were therapist), incorporated in 3. At the 12-month strategies in support.

not included. Nonparticipating
Pearce, et al. Spouse (Spouses

wanted to did not attend
evaluate if sessions but were
the effect sent a letter asking
was dueto  husband to detach
active themselves from
training of their wives efforts
spouses or  but not sabotage
just efforts), Alternative
preventing  Treatment (focused
spouses from on underlying
sabotaging  overeating causes
their instead of specific
spouses’ behavioral change
weight loss  principles) &
efforts. Delayed Treatment
Control.

behavioral self-
control programs
for obesity” (p.
238). Level of

spouse involvement the Alternative

was based on the

treatment condition. Wives Alone

follow-up, the
Cooperative Spouseterm weight
condition had lost maintenance”
more weight than  (p. 242).

2. There is no
Treatment and the

which of the
condition. interventions,
4. Cooperative under the

spouse group and
Nonparticipating
spouse group

social support

follow-up. weight loss.

generating long-

way of knowing

general label of

lead to superior
maintained losses atmaintenance of

2. Although the
Cooperative Spouse
group did not lose
significantlymore
weight than the other
groups post treatment
that was the trend.
They were followed
by the
Nonparticipating
Spouse group, Wives
Alone and Alternative
Treatment.

3. Results suggest
that husbands should
be instructed not to
sabotage their wives.

(continued)
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Perri, M. G., “We Weight loss; 75 individuals  Participants were 1. All three groups 1. “The This article highlights

McAdoo, W. questioned Treatment 21-60 years of randomly assigned lost significant effectiveness of the difficulty with

G., whether condition by sex to one of the weight, pre to post the therapist maintenance once

McAllister, maintenance (behavioral therapy 100% three treatment treatment. contacts active treatment is

D. A., Lauer, programs plus a peer-support overweight. conditions. 2. At 7-month appeared to be complete. One

J. B., Jordan, consisting maintenance Treatment included follow-up the derived from problem with

R. C,, exclusively  program; 20 weekly group  therapist contact  greater comparing the peer

Yancey, D.  of either peer behavioral therapy sessions focused ongroup showed participant support and therapist

Z., & Nezu, self-help plus a therapist- cognitive significantly better adherence to conditions is that the

A. M. (1987) group contact behavioral weight weight loss self-control therapist condition
meetings or maintenance loss methods, progress than other strategies” (p.  appears to be an

Effects of client- program; or including two groups. All 617). extension of

peer support
and therapist
contact on
long-term
weight loss

therapist
contacts only.
would foster

better weight

loss progress
compared

with a

control

condition in

which clients
received no
additional

contacts

during the

period

following
treatment”

(p. 615).

behavior therapy

information about three groups

diet and exercise. showed significant
The peer support  weight regain from
group was 7-month to 18-
instructed on how month follow-up,
to form their own  with no significant
support groups, variance between
given a location to the groups.

meet and scheduled

to meet biweekly.

The therapist-

contact group was

scheduled for bi-

weekly sessions.

Last group had no

follow-up meetings.

2. The progress

was limited to
the period in
which the
participant was
in treatment
with the
therapist,

therefore weight

loss programs
need to be a
year or more in

treatment that the
peer support
condition did not
offer. Other studies
have shown that one
of the greatest factors
in increasing weight
loss is extending the
length of treatment. It
would also be helpful
to know the rate of
attendance for the

length and use a maintenance sessions

variety of
maintenance
strategies.

in each condition.

(continued)
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Perri, M. G., To evaluate Weight loss; 14 men and 76 All treatment 1. Significant This study shows the
McAdoo, W. if the aerobic exercise; women, 22-60 included 20 weekly weight loss during component importance of
G., addition of multi-component  yrs old, 20% to group therapy treatment phase for weight loss exercise in weight
McAllister, aerobic maintenance 100% over- sessions. One all conditions, with maintenance loss treatment and
D. A., Lauer, exercisetoa program (During treatment condition aerobic exercise  program helps active maintenance of
J.B., & behavioral last four sessions included traditional group showing to stall weight  weight loss behaviors,
Yancey, D. Z. treatment participants weight loss significantly greater regain. through peer and
(1986) program for  received info on behavior therapy  weight loss than the However, at the professional contact.
weight loss  forming peer self- interventions. other groups. end of active Itis hard to know
Enhancing and a multi-  help groups post- Participants were 2. At all follow-up  treatment or how big a role peer
the efficacy = component treatment. encouraged to sessions groups thatmaintenance versus therapist
of behavior  maintenance Instructed to exercise and given received aerobics support played. Given
therapy for program monitor each a list of activities  training or participants that the limit of the
obesity: following other’s weight, with the calorie per maintenance progress was tied to
Effects of treatment praise progress, hour expenditures. program showed ongoing
aerobic enhance problem solve and 2" treatment significantly better adherence to accountability to
exercise and along-term meet twice a month condition added weight loss others and adherence
multi- efficacy. during the year aerobic exercise to progress than to behavioral
component post- treatment. traditional behavior behavior therapy 2. Including an principles, it appears
maintenance Participants also therapy, with only group. aerobic exercise that a person may
program received postcards written handouts, 3. The behavior componentin  benefit from an

to return weekly to
therapists with their
weight and calorie
consumption,
during the first 6
months post-
treatment.
Therapists then
called clients to
discuss info
received.

therapist led
demonstration, and
practice during
treatment sessions.
Post treatment
conditions
included: no
contact (except
weigh-ins), and
Multi-component
program.

only group showed
significant weight

Behavior with
aerobics had weight
regain at 12
months;
Maintenance group
did not have
significant regain
until 18 months
post-treatment.

treatment helps
to increase
regain at 6 months; weight loss.

accountability partner
that is a person in
their everyday life
(i.e. spouse).

(continued)
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Perri, M. G., To evaluate Weight change 43 participants, Randomly assigned 1. Participantsin 1. “A program This study supports
McAdoo, W. “the (body mass index 21-60 yrs of participants to one multi-component  of post- the role of social
G., Spevak, effectiveness and a weight age, 20% to of two groups: program treatment social support and extended
P.A, & of a multi- reduction quotient 80% Group A: demonstrated support and treatment in weight
Newlin, D. B. component obtained by overweight, Behavioral weight significantly greater client-therapist loss maintenance.
(1984) program dividing the free of obesity- loss treatment - 6 maintenance of contacts The commencement
designed to number of pounds related medical bi-weekly booster weight loss significantly of weight regain at

Effect of a enhance the lost by the number disorders and sessions included compared with enhanced the  the end of the contact
multi- durability of  of pounds had their review and behavior-therapy- maintenance of period may point to
component  behavior overweight at physician’s reinforcement of  plus-booster- weight loss. “©  the need to consider
maintenance therapy for  pretreatment); approval to treatment strategie: session group (p. 481) healthy weight
program on  obesity” (p. Maintenance participate. No further contact (10.03 Ibsvs. 0.79 2. The cost of maintenance as a
long-term 480). program (two with therapist or Ibs 21 months post providing an chronic need for those
weight loss treatment group members treatment) additional year who are obese.

conditions: six except follow-up 2. As the multi- of therapist time

booster sessions or assessments. component for 5-15 minute

six sessions of Group B: program ended, weekly phone

training in the use Behavioral those participants calls is high in

of a multi- treatment plus 6 bi- began to regain relation to the

component weekly multi- weight at 15 and 21 amount of

maintenance component month follow-ups. weight loss

program, both sessions, taught maintained (10

following standard strategies to Ibs.) over 21

behavioral enhance weight loss months.

treatment). progress, how to

form peer self-help
groups. Groups
were encouraged to
meet regularly for 1
year. Client and
therapist weekly
contact by mail and
phone for 1 year.

(continued)
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Perri, M. G., 1.To Weight loss; five 26 men and 97 Participants were 1. All groups lost 1. “These 1. The authors of this
McAllister, determine treatment women from  randomly assigned significant amounts findings indicate article included many
D. A., Gange, effectiveness conditions 22-59 years of (by blocks stratified of weight pre- to that an different approaches
J. J., Jordan, of ayear- (behavior therapy age between by percentage over post-treatment, with intensive, to relapse prevention
R.C, long weight  only-B; behavior ~ 20% and 100% weight) to one of  no significant therapist-led and it is hard to know
McAdoo, W. loss therapy plus post- over- ideal five conditions. All  differences betweenprogram how each piece
G., & Nezu, maintenance treatment therapist body weight.  participants groups. directed toward impacts the results.
A. M. (1988) program. contact-BC; attended 20 weekly 2. At 6, 12, and 18- teaching clients However, it may be

2.To behavior therapy group sessions months follow-up  how to deal with that a multifaceted
Effects of determine plus post-treatment focused on all four conditions  specific approach is what is
four whether the contact plus social behavioral weight  with post-treatment problems of the needed.
maintenance addition of influence loss techniques. B- maintenance post-treatment 2. This article shows
programs on social maintenance had no further showed period can the benefit of social
the long-term influence program-BCS; contact with significantly better indeed enhance support within the
management strategies to behavior therapy therapist except 6, weight loss the long-term  context of multi-
of obesity maintenance plus post-treatment 12, and 18 month  progress. maintenance of component

program contact plus aerobic post-treatment 3. There were no  weight loss” (p. maintenance

improve exercise assessments. BC  significant 533). program.

post- maintenance had 26 biweekly  differences between?2. Adding a

treatment program-BCA,; therapist contacts four experimental social influence

progress. behavior therapy (including weigh-  conditions at program

3.To plus post-treatment ins, review of self- follow-up. improved

determine if contact plus both monitoring and 4. BCAS was the  adherence but

inclusion of a aerobic exercise problem solving);  only conditionto  did not show

high- and social influence BCS-added show significant significantly

frequency maintenance monetary additional weight  better weight-

exercise program-BCAS). incentives, loss from end of loss progress. 3.

program instruction on how treatment to 6-mo Combination of

during to provide peer follow-up. 5. BCAS support from

maintenance
would
improve
outcome.

support through
phone contact and
group meetings,
and active
participation in

maintained 99% of

post-treatment

weight loss at 18-

month follow-up.

peers, therapist
and exercise
holds potential
for improving
long-term

(continued)
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delivering lectures
on weight loss;
BCA- behavioral
therapy, therapist
contact and
therapist led
exercise; BCAS-see
variables section.

management of
obesity.
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Ren, X. S. Study Health (self- 12,274 National sample 1. Separated 2.23 Overall This article takes

(1997) investigated reported global American asked how times more likely to empirical separation and co-

Marital status
and quality of
relationships:
The impact
on health
perception

how a variety
of family
conditions
(including
marital status

as well as the widowed and not

quality of
marital and
cohabiting
relationships)
influence
global health
perception.

perception); Marital adults who
status (married, participated in
separated, divorced the National

and not Survey of
cohabitating, Families and
Households.

cohabitating,
cohabitating, never-
married and not
cohabitating);
Quality of
relationship

(overall rating,
housework fairness,
communication,
problem-solving, &
prediction of future
of relationship);
Social support;
Individual income.

individual would
describe their

health compared to
others (very poor -

very good) and
other variables.
Unclear how
information was
gathered.
Logistical
regression
performed.

report poor health

compared to

married. Divorced

1.31 times, Co-
habitating 1.35
times. Widowed

and never-married

no significant
findings.

2. People unhappy

with their
relationship 1.39

times more likely to
report poor health.

findings support
the notion that
marriage
provides
protection to
individuals and
that the health
impacts of
marriage are
determined by
social network
support such as
emotional
support,
economic ties,
and
participation in
social activities.
Also, the health
of individuals
depends not
only on marital
status but also
on the quality of
marital and
cohabiting
relationships.

habitation into
account, as well as
quality, but it would
be interesting to look
at both partners and
not just the
individual. Measures
lack validity data.

(continued)



9T

Author/Title Intention of Key Variablesand Participants M ethod Results Conclusions  AnalysisComments
Study M easur es

Renijilian, D. To compare Individual vs. 75 obese (BMI Participants 1. “Group therapy Finding that These findings are

A., Perri, M. individual group therapy; 28-45) adults  participated in 26  produced group treatment significant because

G., Nezu, A. versus group Preferred vs. non- (21-59 yrs. old) weekly sessions of significantly greater produces more they suggest that

M., therapy preferred modality; who expressed cognitive- decreases in body weight loss than group therapy is most

McKelvey, interventions Weight loss a clear behavioral weight weight and BMI individual helpful in the

W. F., for the (measured by preference for management than did individual treatment treatment of obesity,

Shermer, R. treatment of researcher); individual or training. They were therapy.” (p. 719) suggests that it even if that is not the

L., & Anton, obesity, Psychological group divided into two 2. “Matching should be the  clients preferred

S. D. (2001) based on functioning treatment for  conditions: Group clients with their first method of modality. What is the
individual (General Severity obesity. vs. Individual preference for treatment power of the group?

Individual preferences Index of Symptoms treatment. In both individual or group utilized for This supports the

versus group for individual Checklist- conditions each therapy did not obesity, and it is important role of

therapy for or group 90Revised). session focused on enhance treatment lower cost. social support in

obesity: therapy. weighing-in, outcome in terms of Higher ratings  weight loss.

Effects of reviewing self- either weight loss  given to

matching monitoring records, or psychological individual

participants positive feedback functioning” (p. therapists are

to their from therapist, 719) likely a

treatment problem solving 3. Participants in all reflection of

preferences and introduction to conditions showed greater

new weight-loss
strategy. Group
sessions lasted 90
minutes and
individual sessions
were 45. All
participants
completed
psychological
measures pre and
post treatment.

individual
attention.

significant
improvement in
psychological
functioning from
pre to post
treatment.

4. Participants in
individual
condition evaluated
their therapists
more positively
than participants in
group condition.

(continued)
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Umberson, D. This study Social control (how Participants, 90 minute face-to- 1. Being unmarried Married men are The measures used

(1992) was often does anyone age 24 and face interviews is associated with  most likely to lack validity data and
conducted to remind you to do were conducted.  more negative identify a a single-item

Gender, investigate  something to national panel Health behavior health behaviors. spouse as the indicator of social

marital status the protect your survey in 1986 questions were 2. Married men person who tries control was utilized.

and the social mechanisms health?); Health (N=3617), & modeled after past report more social to control their The article also

control of by which behaviors re-interview in research in the areacontrol over health health. The includes many

health social (drinking, smoking, 1989 f=2867). behaviors than all  findings suggest variables but does not

behavior relationships bmi, sleep, physical other groups. that marriage  separate separated
reduce activity); Marital 3. Women are more may benefit the and divorced
mortality. status likely to be social health of men  participants in this
Marriage (divorced/separated control agents for more than analysis.
may be , widowed, never- married and women partly  However, the results
beneficial to married, married & unmarried. because are interesting and are
health marital status 4. Those who marriage consistent with
because of  change); Parental shifted from provides more  women being more
social status (childless, at married to un- social control likely to influence
control. least one child over married exhibit for men. health behaviors.

16, only minor
children).

more negative
health behaviors.

(continued)
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Verbrugge, L. This paper  Health (incidence Data from The surveys 1. Divorced and Married people Divorced and
M. (1979) examines of acute conditions, health surveys conducted are not separated people appear separated people
marital status percentage limited conducted by printed in article.  experience acute healthiest, appear least healthy.

Marital status differences in

and health health for the
U.S.
population to
determine if
morbidity
and disability
rates are
higher for
non-married
people than
married
people.

activity, percentage

with work
disability, rates of
restricted activity,
number of doctor
visits, percentage
with hospital stays
within the last

year); Marital status

(single, married,
divorced, widowed,
separated).

National

Center for
Health Stats
1960 and 1970 effects.
Censuses of
Population.

Sample size

not given.

Data was age
standardized to
control for age

conditions more
often than other
marital groups. But
no persistent
pattern for males.
2. Among women,
divorced and
separated are
injured more often
than married.

3. Formerly
married are most
likely to have
limiting/chronic
conditions.

4. Formerly

having low rates Single people are not

of chronic that different from
limitation and married in this study
disability. on many measures.

These results  This article

are explained by thoroughly discuses
marital roles possible reasons for
and lifestyles the findings.

which influence However, the study
health, by was conducted in the
selectivity into a 1970s and the results
marital status  might be different
because of today.

health, and by

propensities to

take health

married have much actions when

higher rates of
short-term
disability.

5. Formerly
married = more
doctor visits.

6. Mortality rates
are best for
married, then
singles, then
widowed, followed
by separated and
divorced.

feeling ill.

(continued)
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Weight Loss “To compare Weight regain 1032 After phase one, 1. “Participants in The fact that This study supports
Maintenance two weight (measured by overweight or participants were  the personal contactpersonal phone long-term continued
Collaborative loss researchers); obese adults randomly assigned group regained less contact was personal contact
Research maintenance Weight loss (38% African  to one of the three weight than those beneficial to treatment for
Group (2008) interventions maintenance American, following groups  in the self-directed weight loss sustained weight loss.
with a self-  intervention (Three 63% women) for 30 months: group” (p. 1139).  maintenance If a spouse can help

Comparison directed treatment with monthly personal 2. “At 30 months, suggests thatit serve this function,
of strategies  control conditions - see hypertension, contact (10-15 weight gain did not may be a cost then a person could
for sustaining group” (p. method). dyslipidemia, minute phone differ between the effective way to have a life-long
weight loss  1139). or both who contact with interactive improve weight contact person.

had lost at least interventionist technology-based loss

4 kg duringa  monthly with 45-60 and the self- maintenance.

6-month minutes every forth directed group.

weight loss month in person), However, at 18 and

program (phase unlimited access to
one) who were an interactive
randomized to technology-based
a weight-loss intervention, or
maintenance  self-directed
intervention control.

(phase two).

24 months the
technology based
group had lower
weight gain than
the self-directed
group” (p. 1139)
3. There were no
significant effects
for gender, race or
age

4. All groups
regained weight
after phase one.

(continued)
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Wickrama, K. To Marital Quality; 364 white Data was collected 1. Inter-individual  “Both the initial Results may not be

A. S., Lorenz, investigate  Level of physical  wives and in 1990, 1991 & differences in level of and the generalizable to non-

F. O, the illness; Family husbands in 1992. Changesin change in marital change inthe rural, non-white

Conger, R. association income and rural lowa, marital quality & quality were marital quality  populations. Good

D., & Elder, between changes; Work married_>14 level of physical significantly of husbands and study because it

G. H. (1997) intra- stress. yrs, >2 kids, illness were associated with wives correlate followed changes in
individual with one child assessed, inter-individual with the initial  relationships not just

Martial changes in in 7" grade at  controlling for differences in level of and differences between

quality and marital beginning of  other variables. change in physical change in groups.

physical quality and study. illness for both physical health,

illness: A physical husbands and after controlling

latent growth iliness wives. for the influence

curve 2. Improving of work stress,

analysis marital quality was education, and

associated with a

income.

decrease in physicalAdditional

illness, even when
other variables
were controlled for.

analysis implied
that
psychological
well-being and
behaviors that
are health risks
mediate or
explain this
association” (p.
143)

(continued)
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Wwing, R.R., “To Weight loss 166 Participants were 1. Participants Recruiting This study supports
& Jeffery, R., determine the (measured by participants, 82 divided into four recruited with participants with incorporating people
W. (1999) benefits of researchers); men and 84 conditions: Group friends had lost friends and already in a
social Recruited alone or women. One was recruited significantly more including a participant’s life in

Benefits of support for  with friends; Social Participants alone and received weight at the end of social support  weight loss treatment
recruiting weight loss  support randomly 16 weeks of SBT treatment and at theintervention and providing social
participants  and manipulation (in assigned, alone consisting of 10-month follow-  increased support intervention.
with friends  maintenance” two conditions or with a team weekly group up than participants weight loss and
and (p. 132). participants were  to a standard meetings led by a recruited alone. maintenance of
increasing grouped into teams behavioral behavior therapist, 2. Of those weight loss and
social support of four and were  treatment a nutritionist or recruited alone and decreased
for weight encouraged to work (SBT) or a both, weekly given SBT, 76% dropouts. The
loss and togetherinclass  SBT with weigh-ins, review completed poorest
maintenance and out of class.) social support of self-monitoring treatment and 24% attendance and

Assessments were strategies. records and a maintained their smallest

held at baseline,
month four, month
seven and month
ten. Primary
dependent
measures were
overall weight loss
months 0-10 and
weight maintenance
from months 4 —
10. Weight
maintenance was
measured for those
who expressed an
interest in an
additional follow-
up at month 16.

lecture or
discussion period,;
Group Two-
recruited alone,
SBT, plus social
support strategies;
Group three was
recruited with
friends, SBT;
Group three-
recruited with
friends, SBT, plus
social support
strategies.

weight loss in full
from months 4-10.
3. Among those
recruited with
friends and given
SBT plus social
support, 95%
completed
treatment and 66%
maintained their
weight loss in full.

percentage of
participants who
maintained their
weight loss was
observed among
those
participants
recruited alone
and given SBT.

(continued)
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Study M easur es
Wwing, R. R., “Totestthe 1. Treatment Forty-nine Participants were 1. There was no 1. One possible The authors’
Marcus, M.  effectiveness condition: Alone obese diabetic randomly assigned significant reason for the  explanation of
D., Epstein, of a ‘family- (without spouse), individuals (> to either of the difference between lack of possible reasons why
L.H, & based Together (Couple 20% over treatment the Together and  difference in there was no
Jawad, A. approach’ for participated in all  weight & 30-  conditions, Alone  Alone conditions  weight loss difference found
(1991) obese type Il aspects of the 65 years old) or Together. They on PS weight loss. between the between the Alone
diabetic program together, and their then attended a 20- 2. “Patients in both Together and  and Together groups
A "family- subjects” (p. both with a weight overweight week behavioral  conditions also Alone groups is are good. The study
based" 156). loss goal); spouses (>15% weight control reported changes inthat “recruiting  shows the difficulty
approach to 2.Weight loss/BMI; overweight, program. In the their use of patients and of controlling social
the treatment 3. Marital 30-70 years Together condition listening and spouses togethersupport received
of obese type Adjustment old). half of the sessions support strategies for a weight loss because spouses were
Il diabetic (Dyadic focused on from pretreatment program may be more supportive
patients Adjustment Scale, increasing social  to post- sufficient to without being told to
DAS). support and treatment...despite create a ‘family do so. Women may
identifying things  the fact that the based program™ benefit more from a
each participant listening and (p- 161). supportive spouse
would like their support skills were 2. The than men and/or men
spouse to do to helptaught only in the  contracting may need more help
him/her follow the Together system used with knowing how to
program. Spouses condition” (p. 158). may have been be supportive. This
also contracted with 3. Men lost faulty. supports the creation
each other to significantly more 3. Spouse of a support guide for
initiate supportive  weight when support may be husbands whose
behaviors. treated alone and  helpful for wives are trying to
women lost more  women lose weight.
weight when attempting to
treated with their  lose weight and
spouse. not men trying

4. There was no  to lose weight.
effect for marital
adjustment.
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MY WIFE WANTS TO
LOSE WEIGHT:

HOW CAN I SUPPORT HER?

A guide for husbands whose wives want to

achieve a healthy weight
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“IS THIS BOOKLET FOR ME?”

Is your wife trying to lose weight or maintain weight loss? Does she complain about
her weight or ask you if she looks fat in her dress and then get upset at your answer?
Most women have attempted to lose weight at some point in their lives and the
miajority of them have not been successful. 5o what might make the difference
between success and failure? The answer to this question could be YOU.

This booklet provides guidelines for husbands who would like to help their wives in
attaining and maintaining a healthy weight.

A few reasons why you might benefit from reading this booklet:

* You may not realize that your wife could use your support through the
weight loss process.

* You may lack information about challenges to weight loss.

* You may lack knowledge about how to be supportive.

* You may not be sure how to talk with your wife about how to support
her.

This booklet will provide information about how you can support your wife and how
to talk to her about what types of support she prefers. By learning the facts about
how to lose weight and the unique support you can offer your wife in her weight
loss efforts, you may help her reach her goals.

This resource combines research on weight loss, social support for weight loss,
gender differences in communication, marriage and health, weight loss
interventions that include spouses, and how families interact. This booklet has a lot
of information and many helpful suggestions, but not all of the guidelines for how to
be supportive will apply to you, your wife, and/or your relationship. Use what works
for you and leave the rest.

As a husband, you have a unique opportunity to be supportive. While there are
many people who can offer your wife weight loss support, you may be the best
person because:

* You live together and therefore, have the opportunity to offer hands-on
support on a daily basis.
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+= You probably know her better than anyone else.
* You have the opportunity to work as a team.

CAUTION: The information provided in this booklet is not meant to help you
convince your wife to lose weight, if that is not HER goal. It is about learning
to provide support if she wants to lose weight.

50, If you find yourself even slightly intrigued by this introduction on how you can
provide important assistance to your wife in her quest to lose weight, then | invite
you to read on. This could benefit you, your wife and your entire family.

Wives — If you picked up this bookiet and are a wife who wants to lose weight, this
could be a helpful toal in your journey. It was written for husbands who want to help
their wives lose weight, to give them spedific guidelines for supparting their wives.

If you want your hushand's support or just want him to know more about what you are
going through, pass this booklet along to him. Let your husband know that you would ke
him to help you by reading this.
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GAINING WEIGHT IS EASY, LOSING WEIGHT IS HARD

It seems fairly simple. People are overweight because they eat too much andfor
don't exercise enough. 5o losing weight should be easy. Just eat less and move
maore. If it were that easy, we wouldn't have so many people who are overweight or
obese.

Thirty-four percent of American adults
are overweight and an additional 34%are | gyenusight — Body Mass Index (BMI)
obese * Only 32% of adults are a healthy between 25.0 and 29.9

weight.
€ Obese — BMI equal to or greater than 30

For the most part, it's not because Calcutate BMY by multiplying weight in

Americans don't want to lose weight or pounds {Ibs) by 703 and dividing the
haven't tried. Three quarters of women product by height in inches {in)
squared.

and nearly half of men have attempted to
lose weight at some point in their lives.? BMI = {weight in pounds) x 703

We spend over 530 billion dollars a year (height in inches) x (height in inches)
on weight loss products and services.? BMI Online Calculator —

Some people who attempt to lose weight http://www.nhibisupport.com/bmi/

are successful; however, the majority of

people who try will regain most, if not all, of the weight lost.

Let's look at some of the reasons why gaining weight is easy and losing weight is
hard.

PORTION 51ZES ARE OUTRAGEOUS

Prepackaged food, restaurant food, and food prepared at home have all
contributed to overeating by simply putting too much on the plate. Snack
foods are often packaged in a way that suggests they contain one serving,
but when you read the nutrition label, it says there are multiple servings in
the package.

Restaurants supersize portions so we feel we are getting a good value.
Unfortunately, people tend to eat more when more is on their plate. This
leads to consuming more calories and gaining weight.
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WE ARE A SEDENTARY SOCIETY

Today's more sedentary lifestyle has reduced the daily calories expended for
everyday living and created a challenge to the maintenance of a healthy
weight. Prior to the industrial revolution, our society was based upon manual
labor. Without machines to do the heavy lifting, the physical labor involved
in working and other daily activities of life burned up many calories. Many

jobs today no longer require much physical activity, causing a person to burm
fewer calories.

Travel by automabile has also decreased physical activity for much of the
population. How often do we ride in the car when we really could walk?
Watching television, sitting at the computer, and playing video games mean
less time spent moving (with the exception of exercise programs on
television and video games).

Losing WEIGHT Is HARDER FOR Women THaN MEeN

Women have an even greater challenge in losing weight and maintaining
weight loss than men. Men carry more lean muscle mass than women, which
causes men to burn more calories. Additionally, women face hormonal shifts
during their lifetimes that affect their weight. Women gain weight with
pregnancy and often have difficulty returning to their pre-baby weight.
Menopause is another phase of a woman's life that is associated with weight
gain based on physiclogical changes.

Women often face more sodetal pressures about how their bodies look than
men. Your wife may view her ideal weight differently based on the family she
grew-up in or cultural ideas about what is attractive. She may be encouraged
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to seek an unrealistic level of thinness or discouraged from losing unhealthy
excess pounds. Neither of these extremes leads your wife to aspire to a
healthy weight.

LosinGg WEIGHT May BE HARDER FOR MARRIED WOMEN THAN SINGLE
WomEN

Being married has many health benefits associated with it; unfortunately,
maintaining a healthy weight is not one of them. Individuals who go from
being single to married are more likely to become obese than individuals
who remain unmarried. This does not mean that it is your fault your wife is
overweight. It could be all the shared meals or nights spent cuddling on the
couch while watching favorite television shows. Regardless of the reason, the
majority of married Americans are overweight, which has significant health
Consequences.

For most people, being part of a family impacts how they go about their daily
lives. Spouses often negotiate how they are going to spend their time and
resources, and which activities they are going to do together. If couples
choose to have children, then there are more people to consider. When a
wife and mother wants to lose weight, it affects the whole family. If she
typically comes home after work every night and cooks dinner, but now
wants to go to the gym after work, that means less time together as a family.
It also means dinner will be later, or someone else has to cook it. This
impacts the husband and children's lives and requires adjustment by

everyone.
Yo-vo DiennGg Makes IT HARDER TO MainTaiN HEALTH

Yo-yo dieting is a common term for oycles of
weight loss followed by weight gain that can be
very frustrating for a person trying to maintain
a healthy weight. When individuals decide to
lose weight they typically change their diet in

some way that reduces their calorie intake,
causing them to lose weight. Howewer, this also triggers a hormonal response
that fights against weight loss. A hunger hormone (ghrelin) increases and a
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fullness hormone (leptin) decreases. The body is saying “eat more because |
don’'t want to starve.” This makes sticking to a reduced-calorie eating
program and maintenance of weight loss very difficult. If a person returns to
her previous eating pattern, over time the weight will return as well. Adding
to the challenge of keeping off the weight is the fact that our metabolic rate
slows down as we get older. In other words, we burn fewer calories from the
same activities as we age.

EmomnonaL EATING ADDS TO THE CHALLEMNGE

Emotional eating is any eating that is not based on hunger. As a society, food
is @ part of our celebrations, times of mourning, and even times of boredom.
Food often comforts us and makes us feel good. For example, when you
were a child, did you receive a sucker from your doctor after getting a shot or
a cookie from your mom after falling down? The idea that food makes you
feel better is learned from an early age.

Most people have experienced eating when not hungry in some form. For
example, you are full from dinner at a restaurant but go ahead and order
something from the dessert tray. Your
body says it is full, but your mind wants
more. For some people, emotional eating
goes beyond an occasional treat to
regularly using food as a coping
mechanism to soothe or suppress
negative emotions such as sadness,
anger, frustration, boredom, loneliness,
and hurt. Food can even be used to
sustain feelings of happiness. Healthy
foods are not usually the food of choice
for emotional eating, and the person eats

even when his/her body is not hungry,
which leads to consuming more calories
and weight gain.

9

Your wife may frequently engage in emotional eating if she lacks other ways
of soothing emotional pain or discomfort. Each person can experience
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different emotions or events as triggers to emotional eating. For example,
your wife might be triggered by sadness or an argument with someone.
Whatever starts an episode of emotional eating, it often ends with the
person feeling guilty and defeated. She may say to herself, “l can't believe |
just ate a whole box of cookies. | am disgusting! | will never be able to lose
weight." If your wife feels defeated, she may decide to give up on her goals
of attaining a healthy weight.

Another possibility is that she punishes herself by becoming more restrictive
with her diet. Unfortunately, restriction and deprivation often lead to more
emaotional eating. The emotional eating cycle works like this: emotional or
environmental triggers lead to emotional eating, which leads to negative
thoughts and feelings that eventually lead to more emotional eating.

Y M

Emotional or
Environmental

Negative

e Thoughts and

Eating

Feelings

J

Trigger

This cycle perpetuates itself and is detrimental to maintaining a healthy
weight and good emotional health.

On pages 24-25 of this booklet you will find suggestions for helping your wife
reduce emotional eating.
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UNDERSTANDING THE FRAMEWORK FOR CHANGE

Losing anD MainTaininGg WEIGHT Loss Has HEaLTH BENEFITS

Despite the many challenges to losing weight, it's worth the effort. For a
person who is overweight, losing and maintaining weight loss has many
health benefits.

The health risks of obesity

Being obese or overweight can contribute to multiple diseases and
adverse health conditions, including, but not limited to, high blood
pressure, coronary heart disease, stroke, arthritis-related disabilities,
and type |l diabetes. Diabetes alone contributes to heart disease,
kidney disease, high blood pressure, amputations, stroke, and
blindness. Heart disease, kidney disease, and stroke can cause death.

The benefits of maintaining a healthy weight

Maintaining a healthy weight decreases the likelihood of developing
certain illnesses that can cause physical impairment and death.
Avoiding physical impairment can increase your guality of life because
you are not restricted by physical limitations and/or pain. Better
health might even improve your sex life!

LosinGg AND MAINTAINING WEIGHT LOsS REQUIRES LIFESTYLE CHANGE

It is well established that successful weight loss and maintenance of a
healthy weight rely on the establishment of a lifestyle pattern of healthy
eating and regular exercise. Fad diets, such as the cabbage soup diet,
grapefruit diet, or No-Carb diet, typically lead to temporary weight loss
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because of a reduction in calories consumed. Howewver, as the dieter
reintroduces a variety of foods into her diet, the weight comes back. Any
temporary change can produce results, but most people want to lose weight
and keep it off.

WHAT Do SuccessrFuL Losers Do?

The National Weight Control Registry tracks individuals who have lost at least
30 pounds and maintained the weight loss for one year or more. OFf the
5,000 individuals that the registry tracks, the majority say they keep the
weight off by maintaining a low-calorie, low-fat diet, along with high levels of
physical activity. The lifestyle changes that long-term maintenance reguires
can be very difficult, but they are possible.

There are some basic steps to losing weight that are present in many
successful weight-loss programs. If your wife is considering losing weight,
she should consult with her doctor prior to starting a weight loss plan. Below
are the strategies that four nationally recognized organizations recommend
for losing weight (Centers for Disease Control and Prevention, Mayo Clinic,
Mational Weight Control Registry, and US Food and Drug Administration.)

Make o commitment: Commit to a weight loss plan and lifestyle
changes such as long-term adjustments to diet and exercise
routines to maintain weight loss.

Contract

s ire Y
Assess weight: Use the BMI formula and statistics, simple weight and
waist drcumference measurements, and/or body fat

composition measuring systems to find out how much weight
or fat should be lost to be in the healthy range.

10
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Set o realistic gool: Set a realistic goal at the beginning of weight loss,
based on expert advice for healthy weight loss.

Improve eating habits: Healthy eating habits indude eating lower fat
foods, including fruits and vegetables. Eat high calorie foods
in moderation, limiting foods with high fat, salt or sugar
content.

. .-1:.;.'\\

Lower calorie intake: Eat 300-500 fewer calories a day and you can
lose approximately 1-2 pounds per week. There are many
ways to reduce calorie consumption (even without counting
calories) such as reducing portion size at each meal, while
maintaining the same number of meals and snacks per day.
Or eat the same portion size, but choose foods that are lower
in calories. Each person must find a method that works for
him,/her.

Increase physical octivity: To maintain a healthy weight, exercise is
recommended: 2 % hours per week (30 minutes a day for 5
days) of moderate-intensity
physical activity (example: walking
briskly or biking casually) or 1%
hours of vigorous-intensity physical
activity (examiple: jogging or
jumping rope). Frequent, shorter
periods of exercise add up.

11
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Monitor progress: Track results using various techniques such as
weekly weigh-ins or food and exercise journals.

Get support: Support can come from many sources, including friends,
family, and/or professionals. Weight Watchers, Overeaters
Anonymous, lenny Craig, and other organizations offer
support partners in weight loss (other people trying to lose
weight and/or weight loss counselors) to help achieve success.

By maintaining a healthy weight your wife is likely to be healthier and live
longer. It will most likely require lifestyle changes that include eating
healthier, exercising more, managing stress, and engaging in self-care. The
information above is intended to expand your knowledge about healthy
weilght loss, but your wife will choose her own path. Be sure not to use any of
this information to criticize her choices. She will be lucky to have you in her
comer to support her in making changes that lead to successful weight loss.
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“HOW CAN I SUPPORT MY WIFE?”

UNDERSTAND THE IMPORTANCE OF BEING A SUPPORTIVE SPOUSE

You may have never thought about the role you play in your wife's health,
but just by getting married you increased both of your chances of being
healthier and living longer. If you are happy in your marriage, you are likely
to be healthier than people who are unhappy in their marriages. Having
positive interactions with your wife may reduce the likelihood of negative
health behaviors for both of you including smoking, excessive drinking, and
poor eating habits. One study of eating habits found that unhealthy dieting
by wives was related to poor marital quality, the perception of little
understanding from their spouse, lack of harmony, and lack of love. This does
not mean it's your fault if your wife has unhealthy eating habits. It's just that
for some women marital problems can affect how they eat.

You have the power to try to improve your relationship and to learmn about
how to be a supportive spouse. If there is conflict in your relationship, then it
would be good to work through that conflict, possibly with a marriage
counselor, so that relationship problems are not impeding weight loss
SUCCESS.

Many weight loss programs use the power of peer support to help people
lose weight. The power of social support in weight loss also has been used to
improve maintenance of weight loss. However, researchers have found that
social networks (family, friends, and others who interact with the person in
daily life) have both positive and negative effects on the participant's
attempts to lose weight. The guidelines in this booklet focus on the positive
effect you can have on your wife's weight loss process.

The first step in helping your wife lose weight is reading this booklet. The
second step will be to talk to your wife about how you can help. Here is an

example of what you can say. (All scripts in this booklet are only suggestions
for how to discuss a topic with your wife. Feel free to put the scripts into
your own words.)
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Sample Saipt- | see you're trying to lose weight and I'm happy because
pou'll be healthier and live longer. I'd like to help, if you would like

me to.”

UNDERSTAND GENDER DIFFERENCES IN SUPPORT

Men and women can have very different views on the same conversation
based on their gender. From an early age, boys and girls show differences in
learning, processing emotions, and communication.

Whereas women are socialized to be nurturing and

to care for others, men are typically socialized to

dominate and compete. Therefore, when men do

not get active support, they may feel relieved and

respected, whereas women might feel neglected and

disappointed. Your wife may want you to be more

involved in her weight loss efforts than you would want her to be if you were
the one trying to lose weight. It is important to ask her how much
involvement she would like you to have because it is likely that her answer
would be different from yours.

The language of weight loss is also different for men and women. A woman
described as thin may be quite pleased, while a man may think he is being
called weak or wimpy. Your wife may not want to hear that her muscles are
getting bigger, but prefer to hear that she is looking more toned. Listen to
the words she uses when describing how she would like to look and use her
wiords and expressions. This is not about teaching you to talk like a woman.
The goal is to give you some insight that will help you to be more supportive
of your wife.

Communication between men and women is complicated by gender
communication differences. Husbands often get into trouble for trying to
solve their wives” problems. It seems completely logical to try to help
someone who has brought up a problem by offering a solution. However,
women often talk about emotional problems they are having because they
want someone to listen, acknowledge that it is a difficult problem, and share
a similar problem they have had. This helps the woman to feel validated and

14
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more connected to the other person. However, it can be very frustrating for
a problem-solving-husband to listen without offering solutions.

Women usually do not want emotional problems “solved;™ however, fixing
mechanical equipment is often appreciated. For example, if your wife says
she is feeling down because she didn't lose any weight this week, she may
want you to simply listen and say, “That stinks, but you are doing great.”
However, if she says she is upset because her

treadmill is not working, it is likely that she H HIALT
would appreciate your offering to get it fixed. Hlo M
The best way to decipher whether your wife AHEgH
wants you to listen and empathize or help o :rE E

E

formulate solutions to a problem is to ask, “Do
you want me to just listen or do you want me to

o
rlz_i['

help you think of solutions?*

UNDERSTAND WHAT KIND OF SUPPORT YOUR WIFE WANTS

Support means different things to different people — not all women want the
same thing. Individuals differ in the kind and amount of support they desire,
and what is helpful for one person may be experienced as negative by
another. 50 what is a husband supposed to do? Ask his wife what she would
find to be supportive. Communication is the key to learning what you can do.

Sampile Saript: “You know [ waont to support you in your weight lass goals, 5o
what can | do to heip? Would you like me to be involved or would
you prefer to do it on your own? Do you want me to do anything

_______

Good communication includes recognizing and acknowledging the different
emaotions your wife experiences during the weight loss process. As your wife
stops overeating and begins to exercise more, she may experience emotions
that she has previously avoided. This can cause her to be more sad, mad,
happy, and/or cranky than usual. You can support her by understanding that
experiencing more or different emotions is part of the weight loss process.
Listen to her if she wants to talk and be patient, keeping in mind that these
changes are most likely temporary.
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HOW FAMILIES WORK

Researchers of family dynamics have found several patterns that can interfere with
successful weight loss. It is important to identify any family ocbstacles to change so
that your wife can become healthier by losing weight, and so there are no
unintended consequences of her weight loss. As you are reading about each of these
family patterns, consider whether any apply to your family with your wife or the
family she grew up in.

RESISTANCE TO CHANGE

The disruption of family routine can be a powerful reason for people to resist
a family member's weight loss efforts. The majority of us are most
comfortable when things stay the same and do not change. 50 when one
member of a family decides to change something about her lifestyle, other
members of the family may resist that change. For example, a wife/mother
decides she wants to lose weight and begins cooking more healthful meals
that are different from what she normally prepared. As the children complain
nightly that they do not like the type of food she is making, she begins to
question her resolve to lose weight and eventually gives up.

LOYALTY TO THE FAMILY

In many families obesity runs through the generations and can provide a
sense of family identity. If your wife attempts to lose weight, the rest of the
family may view it as an act of disloyalty. When she fails to lose weight or

16
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maintain weight loss, the rest of the family welcomes her back into the fold
and loyalty to the family is reaffirmed.

CoaAUTIONS WITHIN A FamiLy

Coalitions within the family are another way that obesity is maintained. If
her mother is obese and her father is not, your wife may have subconsciously
gained weight to show alignment (or a closer bond) with her obese parent.
When we are children most of us want to be like an adult in our world. If our
favorite uncle always wears a baseball cap and eats peanuts while watching
the game, then we are likely to do the same things. So if your wife admired
her aunt who was overweight, she may have initially gained weight to be
maore like that aunt.

PROTECTING THE MARRIAGE

Obesity can serve the function of protecting the marriage, too. Food can be
incorporated into a couple’s bonding time and connected to feelings of
closeness. For example, if you and your wife enjoy watching movies while
eating buttery popcorn and candy, then it may feel like changing this pattern
could change your marmriage in a negative way. You might resist giving up the
junk food during movies because you enjoy that time with your wife (and the
food). However, finding a way to still do activities you enjoy together, while
helping her lose weight, may make your marriage even stronger.

Protecting the marriage can also take another form. Some couples admit to
concerns about infidelity if one or both spouses lose weight, presumably
making them more attractive to the opposite sex. The weight acts asa
security blanket for the relationship, regardless of whether weight loss would
hawve any actual impact on a person staying faithful. If you or your wife are
concerned that weight loss could be a threat to your marriage, then it may
be holding your wife back from getting healthier. You can most likely resolve
these concerns by discussing them as a couple or with a marriage counselor,
making your relationship stronger and freeing your wife to lose weight
without fear that it will damage the relationship.

17
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AVOIDING CONFLICT

Sometimes a family member's problem can serve a function for the whole
family, and sometimes when that person changes, another family member
develops a completely different problem. For example, a couple has conflict
in their marriage that they do not discuss or resolve. The wife is obese and
decides she wants to lose weight. As she begins to lose weight, her husband
starts to drink alcohol excessively. The wife's overeating was a way to avoid
the marital conflict, and without that behavior, her husband initiates a
different destructive behavior so they do not have to deal with the conflict in
their marriage. It will be helpful to resolve any family issues (such as
unresolved conflicts) that might negatively affect your wife's ability to lose
weilght or result in other family problems.

13
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MOTIVATION TO CHANGE

Lots of people say they want to lose weight, but making the needed changes in their
eating and physical activity level can be very challenging. We all have habits of daily
life surrounding the types and amount of food we eat and the amount of physical
activity in which we engage. It takes desire and effort to change those patterns.

Change is a process. Knowing where your wife is in that process might help you
support her better. The following chart and discussion are based on a well-
respected model of how people change.

Enter Here Precontemplation

7 "y

Determination

i«

Permanent

Exit Maintenance

=

Your wife is not thinking about losing weight and doesn’t see her weight as a
problem. If your wife is at this stage, then this booklet is not for you at this
time. Pushing your wife to lose weight may only make her resist it more.

Precontemplation

Contemplation

Your wife thinks she may be overweight, but she is not sure that she needs or
wants to change. She may go back and forth between a desire to lose weight
and a desire to keep the status quo. Sometimes it may seem like there are
two different people inside your wife with different opinions. At this stage
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you may want to stay out of the discussion as your wife debates attempting
to lose weight, or check with her to see if you understand what she means.

Talking with your wife about what she is thinking may help her gain a clearer
understanding of how she feels about starting a weight loss plan. However,
this can be tricky when it comes to women and weight. Some women say
they feel fat hoping that their husbands will pay them a compliment. You will
have to use your best judgment, based on your knowledge of your wife, to
decide if listening and empathizing, paying her a compliment, or simply
staying out of the conversation is best. Here are some sample scripts:

Sample Script with empathy:

Your Wiife: “I'm so sick of being fot. | need to go on a diet.™

You: “So you don't like the way you look and want to lose weight #*

Your Wife: “Yeah, but every time | lose weight | gain it right back.”

You: “So you're not sure you want to try to lose weight becouse you have

gained it back in the past? That sounds frustrating ™

Sample Script with compiiment:
Your Wiife: “I'm so sick of being fot. | need to go on a diet.™

Youw: ! think you look great! But I'll support you, whatever you decide to
do.”

Determination

Your wife has decided that she definitely wants to lose weight, and she needs
to figure out how to do it. She may start looking at different weight loss
programs or talking to friends about how they have tried to lose weight. If
your wife wants you to be a part of the information gathering process, you
can educate yourself about different programs and discuss them with her.
Ask how you can be helpful. Beginning on page 36, a worksheet is provided
with specific questions for you to ask your wife so you can learn what your
wife’'s weight loss plan is and how to support her.

Action

Your wife has taken action to lose weight. She has most likely changed her
eating and/or exerdse habits and is working toward a goal. Keep reading for
a list of guidelines you can implement during the action phase.
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Maintenance

Your wife has lost weight and now has to work at keeping it off. This can be a
very challenging stage because the majority of people regain much of the
weight they have lost. Your wife will have to decide what eating and exercise
patterns she can establish long-term, so that she is able to maintain a healthy
weilght. You can learn what her long-term maintenance plan is and discuss
with your wife how you can be supportive.

Relapse (not everyone experiences

this stage)

Your wife has gained back some or all of
the weight she lost. This is common and
can be very discouraging. Some people give
up at this point while others return to the
contemplation stage of the process of
trying to lose weight again. Your wife may
try a different weight loss program and/or
focus more on relapse prevention.
Whatever avenue she takes, you have the
opportunity to support her through this :
challenging journey by telling her you love -
her and you want to help.

Sample Script- *! know you're discouroged becouse you gained a couple of
pounds bock over the holiday, but aren’t setbacks pretty typical
when you are trying to lose weight? [f you broke one of our glosses,
you wowldn’t throw out the whole set, would you? Maybe goining o
couple of pounds over the holidays is a chance to figure out how to

do things differently next time. "

i
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TEN GUIDELINES FOR SUPPORTING YOUR WIFE

Mow that you have information about healthy weight loss and are ready to be
helpful, here are ten guidelines for helping your wife lose weight and maintain
weight loss. A supportive husband may be a small piece of the weight loss puzzle
that can help many, but not all, wives. By reading this booklet and incorporating the
suggestions that fit you and your wife as a couple, you are doing your part, and this
may change the course of her weight loss journey.

1.

COMMURNICATE WITH YOUR WIFE ABOUT HER WEIGHT LO55 GOALS
AND PLAN

The first step is to express
your desire to help and ask
permission to be involved
[see script on page 14). I
your wife accepts your
offer, talk with your wife
about her weight loss goals
and how she plans to lose J
the weight. More spousal communication can lead to your wife

feeling more supported and to being more likely to adhere to her
weight loss plan. In a previous section (pages 9-12) basic steps for
losing weight were outlined. Learning about the specific steps your
spouse is taking to lose weight will help you support her.

* |5 she enrolled in a formal weight loss program?

+ What are the guidelines she is following to lose weight?

* |5 she reducing her calorie consumption and if so, how? She
could be eating smaller portion sizes, eating lower calorie
foods, avoiding certain foods, or a combination of all three.

* |5 she increasing her physical activity and if so how?

+ What are her goals?

#+ How is she monitoring her prograss?

If you know what behaviors your spouse will be changing to help
meet her weight loss goals, it will give you information about where

el
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there are opportunities for you to help. For example, if your wife says
that she is planning to attend a step-aerobics dass at the community
center on Tuesdays and Thursdays, you can begin to think about what
you can do to help her make it to that class.

Another way that you can support your wife is to be the voice of
reason if her goals andfor weight loss plan are unhealthy or
unrealistic. American culture idealizes super-thin models who would
miost likely fall in the unhealthy range of the BMI scale. Itis
important for you and your wife to focus on her losing enough to be a
healthy weight, but not to strive for unrealistic and possibly
unhealthy weight loss goals. I your wife's goal seems unhealthy, tell
her about your concerns. You can use the BMI weight range
information in this booklet as evidence for your concern. If your
wife’s weight loss plan seems unhealthy, here is an example of how
you can discuss your concerns with her.

"y

Somple Script- ¥ think it's great that youw're

trying to lose weight, but 'm v‘
warried that only eating gropefruit

isn‘t healthy. Can you osk your doctor about it before
starting the diet? | can go with you to the appointment, if

you want.”

2. EXPRESS A COMMITMENT TO SUPPORT YOUR WIFE IN HER WEIGHT
LO5S GOALS

Let your wife know that she is not on this weight loss journey alone.
Your level of involvement can vary, depending on what is best for
your wife and you, but it is important to let her know that you want
to support her. Here is an example of what you could say:

Sample Script: “Sweetheart, you have decided to lose weight, and |
want you to know that | am here to support you however |
can. [ love you regardiess of how much you weigh, but [

wart to help you reach your goals.™
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3. PROMOTE STRESS MANAGEMENT AND HELP REDUCE EMOTIONAL
EATING

Stress and conflict can make any
task more difficult and losing
weilght is no exception. It takes
time and energy to initiate the 1 -
behaviors that lead to weight ~ e N e R
loss, and if your wife's energy is spent on reducing conflict then she

mighit not be able to focus on her weight loss plan. If your wife is an
emotional eater, then stress and conflict may lead her to eat more.
You may not know she is an emotional eater if she does not overeat
in front of you. Many people binge in secret because they are
embarrassed by the behavior. You can approach the topic with your
wife using the information provided in this booklet. Here is a possible
scTipt you can use to discuss the topic with your wife.

Sample Script: “I've been reading this booklet about how to support
you s you try to lose weight. it talks about ‘emoational
edting.” Hove you ever heard of that? Want to hear about it
and tell me what you think? [If she says yes, you can read

to her from this booklet or summarize what you hove read.)

If your wife says that emotional eating is a challenge for her, then
there are some ways that you can support her in breaking this
pattern. The first step for your wife may be recognizing whether she
is eating something because she is hungry or for some other reason.
She can rate her hunger from one to ten before reaching for a smack
to see if she is really hungry. If you notice your wife reaching for a bag
of chips, you may be tempted to ask her to rate her hunger to help
her identify emotional eating. Don’t do it! Policing what your wife
eats will most likely cause friction between the two of you and could
lead to her eating more.

As a supportive husband you should focus on your wife's emotional
needs more than on what she eats. 5tress management may be one
of her most powerful tools in combating emotional eating. Be a
person that she can talk to about her day: the good things that
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happened, the hurts and the stresses she experienced. This gives her
an outlet, other than food, for her distress. Relationship stress can
also be a contributor to emaotional eating, so working to improve your
miarriage, if there is conflict, might help your wife have fewer
negative emotions to soothe with food. Assuring your wife that she is
sexually desirable to you, regardless of her weight, can be a powerful
way of enhancing her confidence and motivation.

Another way you can support your wife is by being a distraction, in a
good way. If your wife expresses to you that she is upset and wants to
eat, even though she is not hungry, offer to go for a walk, watch a
movie (as long as she doesn’t associate movie time with snack time),
or simply sit together and talk. Whatever activity you suggest, make it
something that is enjoyable for both of you.

You can support your wife by taking opportunities to minimize
tension and focus on positive family time. Disagreements and discord
are inevitable in families, but if they can be worked through without
creating more stress for your wife, it will probably help her weight
loss efforts. If the family discord is too great to resolve as a family,
then seeking marriage and/or family counseling is advised.

4. SUPPORT YOUR WIFE'S HEALTHY FOOD CHOICES

Wives typically have a greater role in meal preparation than
husbands, although this may not be true for your family. If your wife
buys the groceries and prepares the meals, and she wants to prepare
miore healthful meals, then support her by eating the healthier food
without complaining. If you don't like the way it tastes, then offer to
prepare your own meal, if that would make it easier for her. If you
shop for and prepare some or most of the meals, then talk with your
wife about how you can purchase and prepare foods that are
consistent with her weight loss plan.

Another way to support your wife's food choices is to
avoid having your wife’s favorite high calorie foods in
the home. Instead of bringing home her favorite
potato chips as a treat, buy her a flower. If you want
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to eat unhealthy foods, consider doing it when your wife is not
around 50 she is not tempted to indulge as well.

5. USE PRAISE AMD POSITIVE REINFORCEMENT

Support is not a one-size-fits-all kind
of thing. Your wife will have her own
idea about what will be supportive,
and it is important to ask her what
kind of support she would like. If she
doesn’t want you to make a fuss
about her losing weight, then don't.
However, many women like receiving compliments and praise for

their successes in weight loss. If your wife is one of these women, you
can notice things that she does well and give her positive feedback.
This may give her additional motivation to persevere when she wants
to give up. The following scripts can be used to find out if your wife
wants you to give her compliments and how to give a compliment.

Sample Script:

You: “Do you want me to say something when I notice you're losing
weight or making healthy choices ™

Your Wife: “Sure.”

You: “Well, you look reailly great in those jeans!™

Sample Script with alternate ending:

You: “Dio you want me to say something when I notice you're losing
weight or making healthy choices ™

Your Wiffe: “Not really. | don't want you to make o big deal about
e

You: “Ok."

If your wife says yes to wanting positive feedback from you, then you
have the opportunity to encourage your wife in the healthier choices
she is making. If your wife is exerdsing more by taking a walk after
dinner each night, you can encourage her by telling her how
impressed you are that she is being more active. You can even ask if

you can join her sometime, if you would like.
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To find out what terms you should use when trying to give your wife a
compliment, ask her the following questions:

=  "What are your goals for your body as you are losing
weight?”

+  “What would you like to change?”

* “How do you want to look?”

She may say, “| want to lose 30 pounds and have smaller thighs_" This

gives you an idea of what to pay attention to. As you notice her body
changing, you can comment on how small her thighs look.

6. AVOID NEGATIVE COMMENTS

Sometimes, in an effort to help a loved one get healthy, a person tries
to persuade the loved one to stop an unhealthy behavior and/for to
start a healthy one, by offering negative judgments and criticism.

While it is good to want your wife to be healthier, trying to push her
into it can backfire. You should avoid criticizing or teasing your wife
about her weight, her food choices, or lack of physical activity. If you
make negative comments to your wife such as, “You shouldn't eat
that dessert” or “It looks like you have gained a few pounds,™ it will
likely make her feel bad and possibly eat more when you are not
around. This reduces the likelihood that she will lose weight and can
cause tension in your relationship. It is more helpful to focus on
positive reinforcement like, “Wow, | am really impressed that you
went to the gym after the long day you had.” Staying positive helps
your relationship be a happier one and helps your wife on her weight

loss journey.

You may be wondering if there is ever a time to point out something
negative about your wife's weight loss journey, such as when she has
regained some of the weight she lost or has stopped working out. The
worksheet toward the end of the booklet will provide you with
questions to ask your wife about any negative feedback you might
have. Her responses will guide you in if and how to approach sensitive
topics.
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7. CONSIDER CHAMGING YOUR OWN EATING AND PHYSICAL ACTIVITY
BEHAVIORS

Being supportive does not mean that you need to eat more fruits and
vegetables, but it probably would not hurt. Making changes in your
own diet and exercise patterns to match your wife’s lifestyle choices
can make your wife's life easier. Making two separate menus for
each meal increases the amount of food preparation she has to do (if
she is the primary cook in your home.) Being able to make only one
meal will probably make her feel more positively toward you and give
you both a greater sense of closeness because you are in this
together. If you don't need or want to lose weight, you may still get
something out of exercising more and eating healthier: feeling better
than you do now. If you do want to lose weight, then working with
your wife on this goal may benefit you. People who attempt weight
loss with a partner are more likely to be successful in meeting their

goals.
8. HELP PLAM FOR CHALLENGING SITUATIONS

Most families have traditions that
revolve around food. What does your
family eat on holidays and special
OCCAsIons?

+  Turkey and all the
trimmings for Thanksgiving
*+ Chocolate for Valentine's

Day

* (Cake and ice cream on
birthdays

* Chips, dip and everything else salty or sweet for Super
Bowl Sunday

* Do vyou have a weekly pizza night or potluck dinners with
friends?

Be respectful of your wife's cultural heritage and how cultural
traditions and expectations that involve food can complicate weight
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loss behaviors. It may be hard for either of you to make changes that
respect your cultural traditions while your wife is trying to lose weight
or maintain weight loss. You can support her by talking with her
about adjusting your family traditions so that they are consistent with
her weight loss plan, while staying connected to important cultural
roots.

As your wife begins to alter her diet, she will have to consider how to
prepare for special occasions that include high calorie foods, and
what to do when she is eating at a restaurant or someone else’s

home.

If you have a weekly pizza night, can you start making healthier pizzas
as a fun family activity? You can discuss how she will deal with parties
that typically have calorie dense foods. For example, would she want
to eat a healthy meal beforehand, and then just have a few bites at
the party? You can help her come up with solutions for problem
situations.

Somple Script “Sweetheart, my work's Fourth of July picnic is
coming wp and I'd like us to go. | know you're egting
healthier now; unfortunately they are probably going to be
serwving mostly junk food. Maybe we could take some turkey
sandwiches with us, so we can enjoy the fun but have food

thaot works with your weight loss plen.”

This doesn't mean that you, or your wife, shouldn't be able to have a
hot dog if you want one. The goal is simply to help your wife prepare
for environments that might sabotage her weight loss efforts.

9. SUPPORT HER ATTEMPTS TO INCREASE HER PHYSICAL ACTIVITY

If your wife decides to engage in more physical activity as a part of
her weight loss plan, you can support her in multiple ways. You can
support her choice to join a gym (or participate in other physical
activity that costs money) by encouraging her to use household
income to pay for the activities. You can also support her activities by
watching your children or taking over some household task

]
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she is exercising.

Another way that you can support your
wife is by joining in her activities. Does
she like to go for walks, swim, or ride
bikes? Is there a non-sedentary activity
that you like to do together? Also, you
can lock for new activities that you and
your wife might like to do together. This
could help your relationship grow closer
while you both become healthier.

10. SUPPORT YOUR WIFE EVEM WHEN SHE GETS OFF TRACK

Mo one is perfect, especially when it comes to losing weight. There
will come a time when your wife eats something that is not healthy or
consumes a larger portion than her weight loss plan recommends.
There will probably be times when she does not lose weight and even
gains some of the weight back. As her husband, you have the
opportunity to show her that you love her no matter what. You can
encourage her to understand that she may deviate from her plan and
she will probably go back to her old behaviors occasionally. She needs
not to beat herself up about it. Express that you are proud of her for
all that she has done and you will support her as she gets back on
track (if that is what she wants to do). Part of relapse prevention is
recognizing that just because you had an off day, week, or month that
does not mean that you will not be successful long-term.

Sample Script: 1 know you're upset becouse you gained a few
pounds, but | read that a lot of people hawve that happen
when they are trying to lose weight. | know losing weight is
really hard and | am impressed with all the success you have
hod before now. | love you and if | con support you in any

way let me know. ™

There is not one way of providing support and the script above is just
one option. If you say something like this to your wife, but are not
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sure if it was helpful you can ask, “Was the way | said that helpful or
annoying?” Checking to make sure that she understands your good
intentions is a great way to be supportive.

If she gets angry or defensive when you are doing exactly what she
asked for, here is an example of what you can say.

Sample Script: “Look, | have tried to be supportive by doing

but | feel ke it just ticks you off when | do what

you hove asked. Is there something | can do differently?*

Ex N
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TROUBLESHOOTING

If your wife wants to lose weight and you are trying to be supportive using the
guidelines in this booklet, but it is just not working, there may be something deeper

Eoing on.

CouLp You Be UnconsclousLy SABoOTAGING Your WIFE?

Your first response to this question may be “Of course not! | want my wife to
lose weight, | would never sabotage her.™ On a conscious level this may be

accurate, but if your behavior contradicts that belief, then you might want to

consider the possibility that a part of you really wants her to stay the same.

Ask yourself the following questions:

CQuestion

Sometimes |Never

Do you bring home her favorite dessert or high calorie
snack as a special present if she is feeling down,
stressed, and/or just to say ‘I love you?'

Do you make negative comments to your wife about
her weight loss and/or roll your eyes when she talks
about losing weight or her weight loss plan?

Do you complain about the time or money your wife
spends on her weight loss efforts?

Do you agree to take care of your children while she
goes to the gym but not follow through because you

forget or were busy?

Do you treat your wife to a high calorie dinner ata
fancy restaurant as a reward for losing weight?

Have you ever added fattening ingredients like oil or
butter to food she is preparing for everyone to eat?

If she asks you to pick up some food from the grocery
store, do you forget the vegetables, but remember the
junk food?

Do you sit next to your wife eating a bowl of high
calorie snack, like buttery popoorn, while you watch a
miowie together?

when taking your wife on a date, do you pick a
restaurant that does not offer food options that are
consistent with her weight loss plan?
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CQuestion often |Sometimes|Never

10.  Are you bothered by seesing your wife deprive herself of
the food she loves and offer her a tempting treat to
help her not feel deprived?

11,  fyou cook a high calorie meal and your wife chooses to)
only eat a little or eats something else entirely, do you
express disappointment?

12. Do you find yourself feeling and expressing negative
emaotions toward your wife more frequently since she
started trying to lose weight?

13.  If both you and your wife are attempting to lose weight,
are you secretly pleased if she doesn't lose weight or
regains weight?

14 Do you make fun of or criticize your wife's food or
exercise choices?

15.  Does your wife ever tell you that you are doing
something that makes it harder for her to lose weight?

If you answered SOMETIMES OR OFTEN to any of these questions, you may
be unintentionally sabotaging your wife’'s weight loss. [dentify what those
sabotage behaviors are and decide how you will stop them.

Asking your wife if she thinks you do things that make it more difficult to lose
weight and what she would like you to do differently is a good way to start. If
you want to gain a better understanding about why you were sabotaging her
efforts or why you continue to do so, despite wanting to stop, then it would
be helpful to meet with a counselor to discuss what may be causing this

behavior and how you can make changes.
Does Your WiIFE Have A "REBELLIOUS STREAK?"

You might not be the only person sabotaging your wife's weight loss efforts.
Sometimes people trying to lose weight sabotage their own efforts. Your wife
could have a little war going on within herself between the part of her that
wants to follow her weight loss plan and the part that wants to be a rebel. If
your wife feels deprived of what she wants (certain high calorie foods), the
“rebel” might win out over the “good eater” with a binge of her favorite food
item. One way to avoid this is for your wife to find an eating plan that does
not leave her feeling deprived.
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Sometimes the person trying to lose weight rebels against others who are
trying to help her. Many individuals ask loved ones to help them lose weight
by monitoring the dieter’s food intake, encouraging them to make healthy
choices, and telling them not to eat things that are bad for them. Initially the
dieter finds this helpful but over time what started out as a desired form of
support begins to feel coercive to the person trying to lose weight. The wife
could then rebel against this perceived coercion by engaging in the unhealthy
behavior.

For example, if your wife (who is on a weight loss program) asked you
todiscourage her from eating a high calorie dessert, and she feels you are
trying to control her, she may react by eating the dessert to spite you. She
gains her sense of independence, yet loses another battle in the weight loss
war.

As a supportive husband, you can avoid this pattern by focusing on positive
reinforcement and avoiding monitoring your wife's adherence to her diet. If
your wife tells you that she wants you to keep track of what she eats and to
discourage her from eating food that is not healthy, you may want to decline
this request.

Sample Script:
Your Wife: “When we're at dinner tonight, don't let me arder dessert!”
You: "l don't think it's o good idea for me to tell you what to eat or not eat,

but I'll skip dessert tonight if that mokes it easier for you.”

Keep CommunicaTING 1]

Sometimes you can do exactly what someone has asked you to do and it is
still not right. For example, your wife tells you that she would like you to
wake her up at five in the moming so she can get in an early morning walk
before going to work. However, when you wake her up at 5 AM, she yells at
you to leave her alone. One of two things might have happened: either there
was a miscommunication about when she wanted to wake up or it did not
seem like as good an idea at 5 AM as it did at 7 PM the night before. A
conversation (not to take place at 5 AM) to clarify your role in supporting her
can help alleviate this situation.
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Sample Script:

You: “T thought you wanted me to wake you up at ffve this morning bt
when | did you yelled at me. "

Your wife: *1 know. I'm sorry. Can we try ogain tomorrow *

You: “Yes, but if you yell at me again, 'm not going to be the one to wake

pou up. Are there some other ways | can help you reach your goals?*”

The goal of this conversation is to offer your support in a way that works for both
your wife and you.
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ASKYOUR WIFE ABOUT HER PLAN AND HOW YOU CAN
HELP

You con start the conversation with these three questions. Feel free ta put them in
your own words. ot down some notes to help you keep in mind her goals and how

she wants your support.

“What are your weight loss goals?”

“How do you plan to lose weight and maintain your new healthy weight?”

“How do you want me to support you?"

The following questions ask how you can help in specific areas and situations.

If she says she is going to exercise more, “How can | support you with your

exercise goals?”
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If she says she is going to start eating differently, “How can | support you with your
eating plan?”

If she plans to track her progress, “Do you want me to ask how it's going? How
often should | ask you?"

“Are there situations/events that make it harder for you to lose weight or stick to
your weight loss plan? Is there anything | can do to make it easier?”

“What do | do, if anything, if | notice you aren’t following your plan or you're
struggling with accomplishing your goals?”

EX
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“Is there anything | do that makes it harder for you to lose weight? What can | do
to make it easier?”

“Do you want to celebrate your progress and/or achieving your ultimate goal? If
50, when and how do you want to celebrate?”

Motes:

CONCLUSION

Weight loss is difficult, but now your wife is not alone. She has your support. By
reading and applying strategies in this booklet you are showing your desire to help
your wife through this difficult journey. Your understanding about some of the
challenges to weight loss, effective ways to lose weight, and the role you can play in
this process will show your wife that you are on her team and no doubt earn her
gratitude. You may also have learmned something about how to ask for her support,
when you want to make changes in your own life.

EL ]
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RESOURCES

HEeLPFUL BOOKS

Crowley, C., & Lodge, H. 5. (2007). Younger next year: Live strong, fit, and
sexy-until you're 80 and beyond. New York, NY: Workman.

Chris Crowley (an ex-lawyer and patient of the co-author) and Henry
Lodge (an internist) have written an entertaining and no-nonsense
book for men about how to get healthier later in life. The authors
discuss how to lose weight and improve your quality of life. If this
booklet has inspired you to get healthier with your wife, you might
want to read Younger Next Year. The authors have also written a
similar book for women Younger Next Year for Women.

Fletcher, A. M. (2003). Thin for life: 10 keys to success from people who
have lost weight and kept it off. New York, NY: Houghton Mifflin.

Anne Fletcher combines information about the nuts and bolts of
losing weight with stories about people who have lost at least 20
pounds and kept it off for at least three years. This book provides
research-based information on healthy long-term weight loss with
motivational stories of real-world success.

Miller-Kowvach, K. (2007). She loses, he loses: The truth about men, women
and weight loss. Hoboken, NJ: John Wiley & Sons.

Karen Miller-Kovach, writing for Weight Watchers, has written an
insightful book about the differences between women and men and
weight loss. She discusses the different ways men and women talk
about weight loss, different motivations to lose weight, and the
different ways men and women approach weight loss, while
encouraging couples to lose weight together. This book could be
helpful for a couple who want to understand more about how men
and women differ in weight loss and how to lose weight together.
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Tannen, D. {2007). You just don’t understand. New York, NY: HarperCollins.

Deborah Tannen, a linguistics professor, wrote this New York Times
best-selling book about the different ways that men and women
communicate, based on how each gender views the world. Tannen
discusses how men and women can become frustrated by each other
because of differences in communication styles, and provides tools to
improve communication. This book would be a good choice for
someone interested in learning more about differences in how men
and women communicate.

HELPFUL WEBSITES

http:/ fwww.cdec.gov/healthyweight

The Centers for Disease Control website provides information about
assessing your weight, how to maintain a healthy weight through
healthy eating and physical activity, and the health consequences of
being overweight and/or obese, along with other resources.

http://www.mayodlinic.com/health/weight-loss/my00432

This Mayo Clinic website provides links to numerous articles about
healthy weight loss. The site includes expert answers to frequently
asked questions related to weight loss.

http://www.mayodlinic.com/health/weight-loss /MHO0025

This article, Weight lass help: Gain control of emotional eating, from
the Mayo Clinic website provides information about the triggers of
emotional eating and steps to reduce the behavior.

http:/ /www.win.niddk.nih.gov/publications ffor_life htm

The Weight-control Information Network, an information service of
the Mational Institute of Diabetes and Digestive and Kidney Diseases,
provides information about assessing your BMI, the benefits of losing
weight, and ways to lose weight and keep it off.
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http:/ /www.nhlbisupport.com/bmi

The National Institutes of Health website provides an easy to use
calculator to obtain your body mass index and the corresponding
weight classifications (underweight, normal weight, overweight,
obese).

hitp:/ fwww.nwcr.ws

The National Weight Control Registry tracks over 5,000 people who
have lost at least 30 pounds and kept it off for more than one year.
The website provides information about how these people have been
successful in losing the weight and keeping it off. These success
stories can provide inspiration.

* centers for Disease Control and Prevention [2007). Obesity among oduits in the United
Stotes: No stotistically significant change since 2003-2004. Data Brief, 1, 8.

? Jaffery, R. W, Adlis, 5. A, & Forster, . L. (1991). Prevalence of dieting among working men
amd women: The healthy worker project. Health Psychology, 10, 274-281.

* Blackburn, G. L. (2002). Weight loss advertising: An analysis of current trends. Introduction.
Staff report from Federal Trode Commission. Retrieved from
hittp:/fwarw ftc gov/bepreportsfweightioss pdf.

* prochaska, J. 0., & Diclemente, C. C. [1982), “Transtheoretical therapy: Toward a more
integrative model of change.” Psychotherapy: Theory, Research, and Practice, 19: 376~
2EB.
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