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This study examined the effectiveness of a behavioral

weight-control program for retarded adolescents and the

rel-ationship between parental involvement and changes in

subjects' vreight-related behaviors. Six trainable mentally-

handicapped Leenagers were randomly assigned to three time-

lagged treatment series conducted over a 6-month period.

Each series consisted of three phases: baseline, unpro-

grammed parental contact, and parental involvement. During

the unprogrammed parentaL contact phase, subjects were

trained in dietary- and exercise-management, self-monitor-
ing, stimulus-control, and eating-habit modification proce-

dures, and reinforced for habit change and weight Ioss.

Parents' participation was limited to monitoring their
child's progress and parent-child weight-related interac-

tions. Subjects hTere exposed to the same procedures during

the parental involvement condition, with the exception that

their mothers participated in the treatment process. Mothers

were trained to implement behavioral strategies to facili-
tate their child's weight-loss efforts at home" Data v¡ere

gathered on subjects' food, activity, and compliance behav-

iors, and parents' use of supportive prescriptíons from sev-

ABSTR^ACT

eral sources,

members "

including the observations of other family

1V



Subjects significantly reduced their overhleight status,

adiposity, and body circumferences by posttreatment. They

were rated as thinner and more attractive by independent

judges and exhibited marked improvements in their eating and

exercise habits" They reversed a baseline pattern of food

choices by selecting more Iow- than high-calorie foods for

meals and snacks. Parental involvement v¡as associated with

incremental improvements in weight status and lifestyle
behaviors and increased compliance and satisfaction with

treatment. À majority of the subjects maintained their
reduced overweight status at a 7-month foIlow-up, but did

not continue to show improvement in their food behaviors"

The teenager who dropped out of Lreatment gained weight

throughout most of the study.

It was concluded that behavioral procedures can help

obese retarded adolescents make dramatic short-term modifi-

cations in their lifestyle patterns to effect clinically
significant weight losses and changes in body shape. The

importance of parenLal involvement in changing well-en-

trenched habits and improving compliance was discussed" It
vras viewed as providing more frequent incentives for chil-
dren's weight-control efforts.
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Obesity is a serious and prevalent problem in young per-

sons that does not necessarily dissipate over time" It is
estimated that from 6 to 30 percent of the childhood popula-

tion (oietz, 1986; Forbes, 1975; Garn & Clark, 1976; Lauer,

Connor, Leaverton, Reiter, & Clarke, 1975 i Stark, Atkins,
Wolff, & Douglas, 1981; Taitz, 1983) and from I to 30 per-

cent of adolescents (Coates & Thoresen, 1978; Dietz, 1986;

Huenemann, Hampton, Behnke, Shapiro, & Mitche1l, 1974; Lauer

et aI., 1975) are obese. Moreover, the incidence of this
disorder appears to be increasing (Dietz, 1986; Morris, wi1-

more, Atwater, & WiIliams, 1980; Sady, Moffat, & Owen, 1981;

TNTRODUCTION

Tanner & whitehouse, 1975) 
"

overweight young persons do not outgrohr their problem but

rather have a greater tendency to become obese adults than

their thinner peers (Abraham, Collins, & Nordsieck, 1971;

Charney, Goodman, McBride, Lyon, & Pratt, 1976; Christakis,
1967; Ta ítz, 1983', Zack, Har1an, Leaverton, & Coroni-Hunt-

ley, 1979) " This risk increases with age (Epstein, Wing, &

Valoski, 1985) to where the odds are 28 to 1 against the

overÌ,¡eight teenager becoming a thin adult ( Stunkard & Burt ,

1967).

Research also suggests that

-1
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Obesity in children and adolescents has been associated

with a number of negative physical- and emotional sequelae"

It has been related to hormonal imbalances, higher rates of

respiratory infection, orthopedic problems, poor circulatory
adjustment to exercise, and impaired motor functioning
(Brownell 5. Stunkard, 1978; Coates & Thoresen, 1978; Col-

lipp, 1 980; I srael & Stolmaker, 1 980; LeBow , 1984; Parizko-

Vâr 1982) " It has also been linked to several cardiovascu-

lar risk factors such as hypertension and hyperlipidemia
(aristimuno, Foster, voors, Srinivasan, & Berenson, 1984;

CIarke, Morrow, & Morse, 1970; Coates, Jeffery, Slinkard,

Ki1len, & Danaher, 1982; Lauer et al., 1975; Londe, Bour-

goignie, Robson, & Goldring , 1971; Rames, Clarke, Connor,

Reiter, & Lauer , 1978) , as well as adult hypertensive vascu-

lar disease (Àbraham et aI., 1971). The psychological and

social difficulties that often confront obese young persons

may be as serious as the medical concomitants and frequently
persist into adulthood (Brownel1 & Wadden, 1984). These

individuals experience greater peer alienation, academic and

vocational di scrimination,
lighter peers (Brownel1 & Stunkard, 1978; Israel & Stolmak-

€rr 1980; Wadden & Stunkard, 1985)" They have also been

reported to have poor self-concepts, limited impulse con-

trol, depressive tendencies, and a propensity to suffer from

body image disparagement (uetd & Snow, 1972; Monello & May-

€r r 1963; Sallade , 1973; Stunkard & Burt , 1967; Stunkard &

Mendelson; 1967). However, the evidence remains equivocal

and family problems than their



as to whether the psychological consequences

debilitating or lead to severe psychologica

(Coates & Thoresen, 1980i Jarvie, Lahey, Graz

1 983; McReynolds , 1982) 
"

Preliminary evidence suggests that obesity may be even

more pervasive and problematic in mentally-handicapped young

persons. Estimates of obesity in this population are two to

four times greater than those reported for nonretarded chil-
dren and adolescents (Chumlea & Cronk, 1981; Cronk, Chumlea,

& Roche, 1985; Fox, Hartney, Rotatori, & Kurpiers, 1985;

Niesworth & Smith, 1978; Yokoyama, 1983). Likewise, retard-

ed teenagers have been found to be heavier and fatter than

young persons v¡ith other handicaps (Cumming, Goulding, &

Baggley, 1971). rn addition, obesity in this population

tends to increase in a nonlinear fashion with age (gronks &

Parker, 1 985; Forbes, 1976; Fox, Burkart, & Rotatori , 1 983a;

Fox, Hartney, et af., 1985) and does not abate without being

specifically treated (Rotatori, Fox, et aI., 1986; Rotatori,
Fox, & Switzky, 1979; Rotatori & Switzky, 1979). Some men-

ta11y-handicapped students have been reported to gain

between 1 0 and 20 pounds and as much as 50 pounds per year

(Gumaer & Simon , 1979; Nelson, Catchings, & Pendleton,

1983), Àlthough the physical complications of obesity in

the mentally handicap¡led are similar to those for the nonre-

tarded (RotaLori ç Fox, 1981; Rotatori, Switzky, & Fox,

1983), they may aggravate or compound the health problems

of obes

I maladj

iano, &

3

ity are

ustment
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and physical limitations that are often found in this popu-

lation (suford, 1975). Certain subgroups of the mentally

handicapped, such as those r+ith Down's Syndrome, freguently

suffer from diabetes mellitus and heart problems (t'lilunsky &

Newrath, 1968), diseases closely associated with and exacer-

bated by obesity (Gordon & Kannel, 1973; Paffenbarger &

Wing, 1973). SimiIarIy, the cardiovascular fitness of over-

weight retarded persons is significantly lower than that of

retarded individuals of normal weight (rox, Burkhart, &

Rotatori, 1984). This is particularly disturbing given that

the mentally handicapped have significantly lower leveIs of

fitness than the general population (Coleman, Ayoub, &

Friedrich, 1976; Henderson, Morris, & Ray, 1981; Maksud &

Hamilton , 1974; Rarick, widdop, & Broadhead, 1 970) . The

negative social consequences of obesity are accentuated in

this population because they are faced with the double stig-
ma of mental retardation and fatness (euford, 1975; Fox,

Switzky, Rotatori, & Vitkus, 1982; Gumaer & Simon, 1979;

Rotatori 6. Fox, 1981)" That is, obesity in the retarded may

increase any extant obstacles to their social and vocational

acceptance by nonretarded peers and future employers,

respectively" Whether these social difficulties result in

psychological problems for the obese mentally handicapped

has yet to be determined (fox, Burkhart, et al,r 1984).



Traditional treatments for childhood and adolescent obe-

sity have involved a variety of techniques including severe

caloric restriction, anorectic drugs, and surgery, most of

which have yielded discouraging results and unwanted side

effects (BrowneII & Stunkard, 1 980a; I srael & Stolmaker ,

1980i LeBow, 1984; White, 1986). This, along with the mark-

ed popularity and relative success of behavioral techniques

with overweight adults, prompted the application of behav-

ioral technology to obese young persons (Brownell & Stun-

kard , 1978; 1 980a; Coates 6( Thoresen , 1978) . Brownell

(1984b) has conceptualized the behavioraL treatment approach

to this population as having two general stages of develop-

ment. The first stage basically applied techniques derived

from work with adults to children and adolescents without

appropriate adaptations. The second stage has involved the

use of more comprehensive procedures, emphasizing develop-

mental issues in weight 1oss, family involvement, exercise,

and participation by schooÌ personnel"

The majority of behavioral treatment studies with obese

young persons have focused on children. Treatment programs

have usually consisted of nutrition education and a number

of standard behavioral techniques, including self-monitor-
ing, contingency management, stimulus control, and eating-
and activity-habit modification (Browne11, Wadden, & Foster,

1985; Epstein & Vling, 1987; Israel & Stolmaker, 1980; LeBov¡,

Treatment of Childhood and Adolescent Obesitv



1984; Varni & Banis, 1985; wells & Copeland, 1985)"

programs have incorporated cognitive restructuring proce-

dures (Brownell ç Kaye, 1982; Brownell et al., 1985; Kir-
schenbaum, Harris, & Tomarken, 1984), peer support (Brownel1

& Kaye, 1982; Foster, Wadden, & Brownel1, 1985; wolf, Cohen,

& Rosenfeld, 1985), or in vivo training sessions to modify

eating habits (nivinus, Drummond, & Combrinck-Graham, 1976).

These behavioral treatment packages have been generally

found to be superior to no-treatment control conditions,

attention-placebo interventions, and/or nutrition education

in terms of promoting weight loss, decreases in overweight

status, and in some cases, changes in eating habits and

self-esteem (Àragona, Cassady, & Drabman, 19751 Brownell &

Kaye, 1982; Epstein, Wing, Koeske, & Valoski, 1984; Epstein,

Wing, Steranchak, Dickson, & Michelson, 1 980; Epstein, Wing,

Woodal1, et af " , 1 985; Foster et al. , 1 985; Gi11ick, 1973;

Grace , 1977; I srael, Stolmaker, & Àndrian, 1 985; I srael,

Stolmaker, Sharp, Silverman, & Simon, 1984; Kingsley & Sha-

piro,1977; Kirschenbaum et al., 1984; Senediak & Spence,

1985; Wheeler & Hess, 1976; 1977; l{o1f et al., 1985)" More-

over, some children in behavioral weight-control programs

have been able to decrease their overweight status by at

least 20 percent (Dinoff, Rickard, & CoIwick, 1972; Epstein,

Wing, et al., 1984; Epstein, I,fing, Koeske, & Valoski, 1985;

Epstein, Wing, Woodall, et al. , 1 985 ) and/or maintain an

improved weight status for at least a year (Epstein, Valo-

ski, Koeske, & Wing, 1 986; Epstein, Wing, Koeske, Ossip, &

6

Some
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Beck , 1982; Epstein, Wing, Koeske, et al. , 1 985; Epstein,

Wing, Koeske, 6, Valoski, 1987; Epstein, Wing, Penner, &

Kress, 1985; Israel et ã1., 1985; Kirschenbaum et a1., 1984;

Rivinus et â1. , 197 6) .

SeveraL procedures have been found to be especially use-

ful components of behavioral weight-loss programs"

self-monitoring of desírable eating and activity habits and

the reinforcement of weight loss and weight-loss behaviors

have been shown to make a significant independent contribu-
tion to children's weight-control efforts (Aragona et al. ,

1975; Dinoff et aI. , 1972 I Edwards, 1978; crace , 1977;

Schechter, 1 981 ) . Several researchers have reported thaL

peer and parental support facilitate weight loss and espe-

cially weight-toss maintenance in obese young persons (Brow-

nell & Kaye, 1982; Epstein, Wing, Koeske, Àndrasik, & Ossip,

1981 ; Epstein, Wing, Koeske, et al " , 1987; I srael et al. ,

1985; Senediak & Spence, 1985). There is also some evidence

suggesting that refund-deposit contracts may help improve

attendance and parental compliance with treatment prescrip-

tions (Aragona et â1. , 1975; Carman , 1976; Epstein & l.7ing,

1984; Epstein, Wing, et a1., 1984; Epstein, Wing, Koeske, et

aI. , 1 985; Kirschenbaum et aI. , 1984; Minderaa & Wit, 1 983;

Wheeler & Hess, 1976) 
"

The

Increasing attention is being paid to focusing behavioral

interventions on obese children's eating, food-selection,

and activity habits. This is partly due to evidence indi-
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cating that this population may have an eating style that

promotes excessive caLoric consumption (Drabman, Cordua,

Hammer, Jarvie, & Horton, 1979; Drabman & Cruz, 1981; Drab-

man, Hammer, 6, Jarvie , 1977; GeIler, Keane, & Scheirer,

1 981 ; Keane, Geller, & Scheirer , 1981; Marston, London, &

Cooper, 1976; Waxman & Stunkard, 1980) and a more sedentary

tifestyle than their nonobese peers (su1Ien, Reed, & Mayer,

1964 i Corbin & Pletcher , 1968; Johnson, Burke, & Mayer,

1 956; Klesges et aI. , 1 984 ) "

emphasizing weight loss as a primary treatment goal can

occasionally lead to unhealthy eating practices (Oinoff et

a1., 1972; Hammar, 1979; weIls & Cope1and, .1985) and neg-

lects the physiological benefits of increasing activity lev-

els (Brownell ç Stunkard, 1980b; Jette, Barry, 6, Pearlman,

1977; LeBow, 1984; Parizkova, 1977; 1982) " A variety of

behavioral techniques (."g" self-monitoring, modeling, and

reinforcement) have been successfully employed to improve

obese children's eating habits (Epstein, Parker, McCoy, &

McGee, 1976; Overholser & Beck, 1985; Perry, LeBow, & Buser,

1979), food selections (eirch, 1980; Coates & Perry, 1980;

Epstein, Masek, & l"larshall, 1978; Epstein, Valoski, et aI. ,

1 986; Epstein et al. , 1981 ; Epstein, Wing, êt al " , 1984;

Epstein, Wing, Koeske, & Valoski, 1 986; Harper & Sanders,

1975; Israel et aI., 1985; Kirks & Hughes, 1986), and activ-
ity levels (Epstein et aI., 1978; 1980; 1982; Epstein, wing,

Koeske, et a1. , 1 985; Epstein, Wing, Penner, et â1. , 1 985;

Epstein, Woodal1, Goreczñ1yt Wing, & Roberston, 1984; Sened-

ÀIso, it has been found that
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iak & Spence, 1985). Moreover, training children to make

more healthy food choices has been associated with weight

loss (epstein et al.,1981; Epstein, Wing, êt af., 1984) and

an overall reduction in caloric intake without nutritional
deficiencies or attenuated growth patterns (Epstein, Valo-

ski, et af. , 1 986) . Similarly, increased activity levels
have been linked to short-term improvements in subjects'

metabolic rates, caloric intake, and fitness levels (Epstein

et af. , 1978; 1982; Epstein, Wing, Koeske, et al. , 1 985;

Epstein, Woodall, et âf., 1984)" In.addition, researchers

have demonstrated the differential- impact of different types

of exercise regimens on treatment outcomes. Lifestyle exer-

ci.se programs emphasizing flexible and varied activity
schedules appear to facilitate weight-loss maintenance

whereas programmed exercises (".g. aerobic or scheduled

exercise regimens) promote short-term increases in fitness
levels (Epstein et al., 1982; EpsLein, Wing, Koeske, et al.,
198s)"

The research on behavioral interventions for obese ado-

lescents has yielded more mixed results than those for chil-
dren. Several studies have reported that behavioral pro-

grams result in moderate reductions in weight status
(Brandt, Maschoff, & ChandIer, 1 980; BrownelI, Kelman, &

Stunkard, 1 983; Coates, Jeffery, et af. , 1982; Coates, Ki1-

Ien, & Slinkard , 1982; Gross, Wheeler, & Hess, 1976 ) and

ones superior to those of no-treatment or baseline-control
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conditions (Botvin, Cantlan, Carter, & Williams , 1979;

Coates & Thoresen, 1981; Lansky & Vance, 1983; MeI1in, Slin-
kard, & I rwin, 1987; weiss, 1977; Zakus, Chin, Cooper,

Makovsky, & Merrill, 1981).

tionsr w€ight fosses have been associated with positive
changes in fatness measures (Botvin et al., 1979; Brandt et

a1., 1980), weight-related behaviors (Coates & Thoresen,

1981; Gross et aI., 1976; Mellin et al., 1987), self-esteem
(Brandt et al., 1980; Me1lin et al., 1987), and cardiovascu-

Iar indices such as blood pressure and serum lipid levels
( Coates , Jef fêry r et al . , 1982) 

"

researchers have presented negative findings (Ge1ler, 1978;

Harris, Sutton, Kaufman, & Carmichael, 1 980; Zakus, Chin,

Keown, Hebert, & Held, 1979) or found no significant differ-
ences between behavioral procedures and nutrition education

(Lansky & Brownel1, 1982) 
"

Tn some of these investiga-

Several techniques have been shown to make an important

contribution to weight-control programs for overweight teen-

agers" Stimulus-control procedures have been found to pro-

mote both short- and long-term weight losses (Weiss, 1977).

Coates, Jeffery, et a1" (1982) demonstrated that reinforcing
daily weight loss ï¡as superior to reinforcing daily or week-

1y decreases in caloric intake or weekly weight 1oss.

Parental support and cognitive restructuring techniques have

also been implicated as useful components of behavioral

interventions for adolescent obesity (Brownell et â1. u '1983;

However, a number of
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Coates, Ki11en, êt a1., 1982; Coates & Thoresen, 1981; Gross

et al., 1976; Mel1in et al., 1987). Interestingly, there

has been a dearth of empirical research on the modification
of overv¡eight teenagers' food-selection and activity behav-

iors" This is surprising given adolescents are prone to fad

diets (Hammar, 1979) and most weight-loss interventions
include recommendations for changing food-intake and exer-

cise habits. Moreover, Coates and Thoresen (1981) have dem-

onstrated a relationship between weight loss and changes in

eating and food-selection behaviors. Cohen, Gelfand, Dodd,

Jensen, and Turner (1980) have found a positive correlation
between weight-loss maintenance and increasing teenagers'

activity levels.

Límitatíons of Existíno Studies

Àlthough behavioral programs for childhood and adolescent

obesity have shown promise, it is difficult to make any con-

clusive statements about their clinical efficacy.
studies report small or moderate changes (often less than 10

percent) in subjects' overweight status (e.g. Brandt et a1.,
1 980 ; Coates , Jef fêtry: et aI . , 1982; Coates, Ki 1len, et a1 . ,

1982; Foster et a1., 1985; Gross et ê1., 1976; Israel et

â1., 1984; 1985; Kingsley & Shapiro, 1977; Kirschenbaum et

al., 1984; Lansky & Vance,

Weiss, 1977; Wheeler & Hess, 1976; Zakus et al., 1981), even

though the young persons participating in them are typically

1983; Minderaa & Wit, 1983;

Most
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between 20 and 50 percent overweight prior to treatment

(Spence, 1986)" Similarly, the impact of these weight Ioss-

es on fatness, body circumference, and biomedicaÌ indices,
with the exception of a few investigations (eotvin et aI.,
1979; Brandt et â1., 1980; Coates, Jeffêry, et a1., 1982;

Edwards, 1978; Israel et al", 1984; Kirschenbaum et al.,
1984; Senediak & Spence, 1985), is rarely evaluated or

reported. Likewise, researchers often fail to assess and/or

provide information on whether weight-reduction was associ-

ated with changes in weight-related behaviors. The lack of

attention paid to these dependent variables is surprising,
given that most weight-control programs emphasíze the impor-

tance of modifying eating and activity habits and have the

implicit goal of reducing adiposity. Moreover, it has been

shown that decreases in fatness and improvements in life-
style behaviors cannot be necessarily inferred from weight

Ioss (Brownell & Stunkard, 1978; Garn, Clark, & Guire, 1975;

Israel et al., 1984; 1985; Stalonas, Johnson, & Christ,
1978) " Also, the fact that many studies report attrition
rates that exceed 20 percent (Carman, 1976; Harris et âf.,
1980; Kirschenbaum et al", 1984; Lansky & Brownell, 1982;

Mel1in et af " , 1987; l"linderaa & Wit, 1983; Wheeler & Hess,

1976; Zakus et a1., 1979) or great interindividual variabil-
ity in their outcome data (Brandt et aI., 1980; Brownell &

Kayer 1982; Carmanr 1976; Foster et al., 1985; Gross et aI.,
1976; Rivinus et al., 1976i Seltzer & Mayer, 1970; Weiss,

1977), suggests that a significant proportion of obese young



persons do not respond to behavioral programs

become frustrated with weight-control procedures and termi-

nate therapy or exhibit minimal changes in their weight sta-

tus. In addition, the weight reductions of subjects who do

respond to treatment must be viewed as short term since few

investigations have follow-ups beyond 5 months and treatment

effects have often been found to dissipate over time (arago-

na et aI., 1975; Coates, JeffêFyr et aI., 1982; Epstein et

af ., 1981; Foster et al., 1985; Israe1 et aI., 1984; 1985).

Conseguently, many children and adolescents remain obese

even after receiving therapy.

Another methodological limitation that hinders conclu-

sions being drawn about the effectiveness of behavioraf

interventions for childhood and adolescent obesity is the

lack of data on treaLrnent compliance (see Israel, Silverman,

13

They either

& Solotar, 1 988 ) .

information on the degree to which subjects correctly imple-

ment behavioral prescriptions and assume adherence to thera-

peutic recommendations. The literature on procedural integ-

rity (see Peterson, Homer, & Wonderlich, 1982) suggests that

subjects cannot be assumed to perform tasks according to

research protocols and that the behaviors underlying experi-

mental manipulations must be directly monitored during each

phase of the study. Furman and Drabman (1981) note that the

internal validity of treatment studies is questionable with-

Most investigations fail to provide

out information on compliance" Positive results are under-
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mined by the lack of a direct behavioral link between treat-
ment implementation and outcome. Similarly, negative find-
ings become difficult to interpret since they could be

attributed to either the ineffectiveness of a procedure or

subjects' failure to carry out the technique in a correct

fashion" The danger of failing to directly monitor compli-

ance has been illustrated in the medical adherence litera-
ture (Dunbar & Àgras, 1980; Olson, Zimmerman, & Reyes de Ia
Rocha, 1985; Stuart, 1982), where it has been shown that
adherence is often poor and has to be specifically targeted

for intervention. The importance of assessing compliance in

treatment studies with obese young persons is not limited to
the issue of procedural integriLy" It is also related to
the fact that a positive relationship exists between chil-
dren's compliance with program prescriptions and their
weight losses during and after treatmenL (Epstein, Wing, €t

al. , 1984; Epstein, Wing, Koeske, et aI. , 1 985; I srael et

aI., 1988)"

weight loss are poor indicators of compliance (levy, 1983)

and its behavioral complexities ( see I srael et aI. , 1 988 )

and may ignore deleterious means of achieving treatment

goals (e"g" Dinoff et aI., 1972; Mann, 1972) 
"

Little is known about the effectiveness of specific tech-
niques in treating obese young persons given that studies

have concentrated on the evaluation of complex treatment

packages (we11s c Copeland, 1985). This makes it difficult

Moreover, global outcome measures such as
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to construct efficient as well as effective interventions.

It also increases the probability of subjects being exposed

to ineffective procedures that may mask or lessen the effec-

tiveness of more poLent ones.

pointed out the problems of exposing clients to multifaceted

interventions, especially with regard to treatment adher-

ence, and have called for an empirical approach to con-

structing treatment programs (ebrarns, 1984; Wilson, 1978;

1980)" Similarly, Ge1Ier (1978) has demonstrated how com-

plex interventions with some obese adolescents can result in

confusion and treatment failures. Thus, greater attention

has to be paid to determining the incrementaf impact of com-

bining various techniques on therapy outcomes.

lnvestigators must address the aforementioned methodolo-

gical limitations in order to obtain a better understanding

of the effectiveness of behavioral procedures with obese

children and teenagers" Specifically, they should employ

more comprehensive evaluations of treatment outcome to al1ow

for a clearer interpretation of the clinical significance of

Several researchers have

research f indings.

least include developmentally adjusted weight indices

(gdwards, 1978), skinfold and girth measures to indirectly

evaluate changes in body composition (leBow, 1 981; 198A;

Mahoney, Mahoney, Rogers, & Straw, 1979), and data on activ-

ity and eating behaviors (see Epstein et al", 1976; 1978;

1 981 ; 1982; Epstein, Valoski , et af. , 1986; Epstein, Wing,

These evaluations should at the very
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et aI" , 1984; Epstein, Wing, Penner, et ã1. , '1985 | Epstein,

Wooda1l, et a1. , 1 984) . Serious consideration should also

be given to ascertaining the social significance of weight

losses since the reactions of significant others towards a

child's weight status probably had a bearing on him/her

being sent for treatment ( I srael , Silverman , & Solotar,
1986). Similarly, the positive relationship that seems to

exist between perceived weight loss and physical attractive-
ness (Harris et af., 1980; Houlihan, Ðickson-ParneII, Jack-

son, & Zeichner, 1987) suggests that others' perceptions of

weight change may be important in determining whether a

child receives adequate social incentives to maintain his/
her weight-control efforts. A number of researchers have

advocated the social validation of treatment outcomes in

behavior therapy v¡ith young persons (Furman & Drabman, 1981;

LeBow, 1984). In addition, comprehensive evaluations should

be conducted at several intervals and at least 6 months

after the termination of treatment to assess the durability
of therapy outcomes as well as elucidate techniques that
facilitate the maintenance of weight loss (see Brownell &

Jefferyr 1987) " Studies with longer term follow-ups have

provided some preliminary evidence on the usefulness of pro-

cedures such as lifestyle exercise regimens, stimulus con-

tro1, and parental involvement in maintaining improvements

in chi ldren' s weight control ( grownell et âf. , 1 983 ; Cohen

et a1. , 1 980; Epstein et a1 " , 1982; Epstein, Wing, Koeske,

et aI., 1985;1987).
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The fact that many obese young persons drop out of

weight-control programs or only show marginal improvement

demands that investigators determine the factors that con-

tribute to children's participation and success in treat-
ment. More detailed examinations of family variables and

children's satisfaction with the treatment process may eIu-

cidate what keeps families in treatment (Kingsley 6, Shapiro,

1977; Kirschenbaum et a1. , 1 984 ) " Tailoring interventions

to the particular behavioral inadequacies and environmental

influences that contribute to young clients' obesity (see

Coates & Thoresen, 1981; Wheeler & Hess, 1976) may help a

broader range of this population respond to behavioral tech-

niques.

exposed to extended periods of therapy so that they can

receive the added support and instruction they may require

to achieve cLinically significant weight losses (Brownell &

Jef f ery, 1987; Rotatori , Fox, et aI. , 1986 ) . Hor+ever, this
tailoring of the treatment process can only be successful to

the degree that subjects' compliance is adequately monitored

and maintained. Researchers should collect self-report and

observational data of children's utilization of intervention
procedures and employ strategies to enhance their compliance

such as reinforcement and parental assistance (Epstein,

Valoski, et al " , 1 986; Epstein et aI " , 1981; Epstein, Wing,

et a1., 1984). FinaIly, the use of single-case methodology

may help identify and target for intervention the factors

that contribute to the variability in young persons'

it may also result in some individuals being
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response to behavioral weight-control programs (Coates,

1977; Coates & Thoresen, 1981)" This experimental approach

tracks variations in behavior through repeated and compre-

hensive assessments and provides a means by which the sourc-

es of these variations can be determined (Hersen & Barlow,

1 984; Sidman, 1 960 ) .

Behavioral Treatment of Obese Retarded Younq Persons

There has been a relative paucity of research on the

treatrnent of obesity in mentally-handicapped populations in
general (emery, Watson, Watson, Thompson, & Biderman, -1995;

Jackson & Thorbecke, 1982; Rotatori & Fox, 1981; Staugaitis,
1978) and mentally-handicapped young persons in particular
(rox et al., 1982; Nelson et al.r 1983; Rotatori, Macklin, &

Green, 1983; Rotatori & Switzky, 1979). This is partly due

to several unfounded beliefs that have discouraged investi-
gators from studying obesity in this population. These have

included the following: obesity in the retarded is due to
genetic or physical abnormalities; intellectual deficits
prevent these individuals from gaining self-control over

their food intake; and effective intervention strategies are

either unavailable or too costly" However, these beliefs
have recently been challenged and no longer provide an ade-

quate rationale for not treating this population (see Appen-

dix A-1 ) "
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Behavioral- programs for obese mentally-handicapped young

persons have pr imar i 1y dealt r.¡i th adolescents or young

adults, with the exception of a pilot project evaluating a

multielement behavioral package for overweight retarded

children (Rotatori, Parrish, & Freagon, 1979J " Most pro-

grams have incorporated a variety of standard behavioral

weight-control strategies including self-monitoring, stimu-

lus control, regulation of emotional responding, contingency

management, and eating- and exercise-habit modification.
They have also incl-uded nutrition education and some sort of

parentaL or peer support (see Rotatori & Fox, 1980; Rotato-

ri, Fox, et aI., 1979; Gumaer & Simon, 1979).

Uncontrolled case and group studies have shown that these

multifaceted behavioral programs can produce moderate short-
term weight losses in obese mentally-handicapped teenagers

(suford, 1975; Gumaer & Simon, 1979; Harris & Bloom, 1984;

Rotatori, Fox, et aI., 1979), including those suffering from

a highly refractory form of obesity due to Prader-Wi11i Syn-

drome (Heiman, 1978). In many cases, subjects reversed a

baseline trend of weight gain (Gumaer & Simon, 1979; Rotato-

ri , Fox, et aI. , 1979 ) and in one investigation they r¡rere

able to maintain their þreight losses at a 1-year follow-up
(Rotatori, Fox, et a1., 1979). The successful application
of these procedures has also been generalized to school set-
tings and the use of teachers as therapists (guford, 1975;

Gumaer & Simon, 1979; Rotatori, Fox, & Mauser, 1982; Rotato-

ri, Fox, et âI. , 1979) 
"
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Few controlled studies have been conducted on the effica-
cy of behavioral weight-control strategies with obese

retarded adolescents. Existing research with this popula-

tion suggests that subjects exposed to these procedures have

significantly greater weight losses than individuals in no-

treatment and attention-placebo control conditions (Jackson

& Thorbecke, 1982; Nel-son et al. , 1 983; Rotatori & Fox,

1 980; RoLatori, Fox, et a1. , 1986; Rotatori & Switzky,

1979) " In many of these investigations, control subjects

were reported to have gained weight over the course of

treatment. Similarly, single-case experimental designs have

shown that weight losses and to a certain extent caloric
intake track contingency manipulations (eltman, Bondy, 5.

Hirschr 1978; Foxxr 1972)" Moreover, these weight losses

are comparable to those observed in studies with nonretarded

individuals (see Rotatori, Fox, et al., 1986; Rotatori,
Switzky, & Fox, '1 981a; Rotatori, Switzky, et a1., 1983) and

in some cases exceeded 10 percent of subjects' initial body

weight (Altman et a1. , 1978; Foxx , 1972) " They have also

been reported in teenagers with Pradi-wi11i Syndrome (eltman

et al., 1978) and have been associated in one study with

changes in fatness and body circumference measures (Rotato-

ri , Fox, et al. , 1 986) . In addition, these investigations
have provided some preliminary evidence on the differential
effectiveness of certain procedures with obese mentally-

handicapped young persons" Reinforcement of weight loss and

decreased caloric intake have been shown to be quite effec-
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tive with this population (altman et aI., 1978; Foxxr 1972),

whereas serf-monitoring and nutrition education alone have

not been as useful (eltman et aI., 1978; Rotatori & Fox,

1980). Rotatori and switzky (1979) have demonstrated that
the video-taped presentation of behaviorar procedures may be

as effective as live demonstrations in helping obese retard-
ed teenagers control their weight.

Limitations of Studies With Obese Retarded Adolescents

The methodological problems of studies with obese mental-

ly-handicapped teenagers are similar to those described for
the research on obese nonretarded young persons. Their neg-

ative impact on the interpretability of treatment results
for this popuration is more pronounced, given that there are

very few controlled investigations and that many of them

contain a number of methodological flaws. The clinical sig-
nificance of subjects' weight losses is often difficult to
interpret because most studies have relied solely on abso-

lute weight Loss as an outcome measure and have failed to
make adjustments for developmental changes in stature or

provide supporting anthropometric data" Only two investiga-
tions have employed weight measures that correct for changes

in height (Jackson & Thorbecke 1982; Rotatori, Fox, et al.,
'1 986 ) and only one has provided sk inf old data ( Rotator i ,

Fox, et al., 1985) " Moreover, there is a virtual absence of
information on the degree to which obese mentally-handi-
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capped adolescents change their eating and activity behav-

iors during treatment. Consequently, the behavioral mecha-

nisms that contribute to this population's weight losses

remain unknown.

interventions with obese retarded young persons must be con-

sidered short term given that studies rarely include follow-
ups that are longer than 4 months.

investigations that have employed longer evaluation periods

(altman et â1., 1978; Harris & Bloom, 1984; Jackson & Thor-

becker 1982; Rotatori, Fox, et a1., 1979), one reported neg-

ative results (Harris & Bloom, 1984).

À number of studies have reported substantial interindi-
vidual variability in weight losses (euford, 1975; Gumaer &

Simon, 1979; Jackson & Thorbecke, 1982; Nelson et â1", 1983;

Rotatori & Fox, 1980), suggesting that a significant propor-

tion of obese mentally-handicapped teenagers do not respond

adequately to behavioral weight-control strategies" Unfor-

tunately, it is difficult to determine the factors that con-

tribute to these poor performances because of the limited
descriptions of subjects and the absence of compliance data.

Researchers have for the most part neglected to report

information on participants' adaptive, academic, and emo-

tional functioning, even though these variables appear to

affect treatment outcomes (Harris & Bloom, 1984; Harris et

aI", 1980; Minderaa & Wit, 1983; White, 1986; Zakus et al.,
1979). Similarly, they have failed to provide data on the

In addition, the effects of behavioral

SimilarIy, of the four
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degree to which mentally-handicapped adol"escents can carry

out treatment prescriptions and have not examined the rela-
tionship between compliance and weight. loss in this group"

This has serious implications for the internal validity and

procedural integrity of these investigations. It is also

surprising, given that the ability of this population to
perform weight-control strategies has been a fundamental

treatment issue.

These limitations underscore the need for more comprehen-

sive studies of the use of behavioral procedures with obese

retarded young persons. Researchers have to perform more

detailed pretreatment assessments so that subjects can be

matched to appropriate weight-control strategies (LeBow,

1984). At a minimum, individuals' weight history should be

accompanied by reports of their cognitive, adaptive, and

academic functioning, since these variables may affect
treatment compliance. Outcome evaluations should not be

limited to weight-related measures and should include sup-

porting anthropometric, skinfold, and behavioral data"

Social validation of weight losses should also be incorpo-

rated into the evaluation process 
"

important with the obese retarded because perceived improve-

ments in their physical- attractiveness resulting from weight

loss may increase the community's acceptance of them" In

addition, fo1low-up assessments must be longer than the

4-month period that is so common in this area of research.

This is especially
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A better understanding has to be obtained of what proce-

dures are most effective in helping mental-Iy-handicapped

adolescents control their vreight "

jects' performance of treatment prescriptions be closely
monitored and evaluated" It also entails that strategies
for improving compliance in this population be explored.

One approach would be to develop simple streamlined treat-
ment packages that do not stress retarded teenagers' cogni-

tive skills and dependence on others for assistance in

implementing program techniques (see Fox, Haniotes, & Rota-

tori, 1984). Several investigators have suggested that the

next stage of research with this population should focus on

the formulation of more efficient interventions through

treatment-component analysis (Jackson & Thorbecke, 1982;

Rotatori, Fox, & Mauser, 1981; Staugaitis, 1978). One com-

ponent that deserves special attention is parental involve-
ment given that it pervades the treatment literature on

obese retarded and nonretarded young persons and is viewed

as a key ingredient in the treatment process (Browne11,

1984b; Epstein,1985; Fox et a1.,1982; LeBow,1984; Rotato-

ri, Switzky, et aI., 1981a; Rotatori, Switzky, & Fox, 1981b;

Wells & Cope1and, 1985).

This demands that sub-



Behavioral intervention programs for obese young persons

are paying increasing attention to the use of parental or

family support in the treatment process. The family envi-
ronment and parents are hypothesized to play a critical role

. in the development, maintenance, and treatment of obesity in

both retarded (Rotatori, Switzky, et a1., 1983) and nonre-

tarded young persons (Browne1l et al. , 1 985; Bruch , 1957 ;

Dietz , 1983; 1 986 I Epstein, 1 985; Epstein & Wing, 1987;

LeBow, 1984; Mayer, 1968). Besides genetic contributions to
their child's weight sLatus (Charney et al., 1976; Garn,

1 985 i Garn, Bailey, Solomon, & Hopkins, 1 981 ; Garn & Clark,
1976), parents control the types of foods that enter the

house, establish family norms for health-related behaviors,

and serve as models for eating and activity habits (Baranow-

ski, Nader, Dunn, & Vanderpool , 1982; Birch, Zimmerman, &

Hind, 1 980; Brownell, 1 9B4a; Caliendo & Sanjur, 1978;

Epstein, 1985; Epstein, Wing, & Valoski, 1985; Harper & San-

ders , 1975; I srael et al. , 1 986; Leon , 1982) . Moreover,

there is evidence suggesting that parents of obese children
exhibit certain behavior patLerns that promote excessive

food consumption and inactivity in their offspring (nirch,

Marlin, Kramer, & Reyer, 1981; Hertzler, 1983; Klesges et

a1 " 1 983 ) 1984; Klesges, Malott, Boschee, & Weber, 1986;

Waxman & Stunkard, 1 980 ) " These behaviors include: using

food as an emotional pacifier or reinforcer, f.requent

Parental Involvement Ín the TreaËment of Obesitv

25
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prompts to eat, modeling rapid food consumption and seden-

tary pursuits, failing to encourage physical activity, and

restricting movement in the home. In addition, parents can

create an emotional context that promotes the development

and maintenance of obesity" Disturbed relationships with

their children may cause them to show affection and devotion

through excessive feeding and overprotection (Bruch, 1957;

1973; KaIucy, 1976; Satter, 1986) " Similarly, intrafamilial
conflicts may result in the obese child assuming the role of

the family conflict defuser (Copeland & Baucom-CopeIand,

1 981 ; Loader, 1 985; Schilson & Van Valkenburg, 1 984 ) .

Most studies have operationalized parental involvement in

terms of a number of different informational, instrumental,
and appraisal-oriented supportive behaviors (see Appendix

A-2). Parents are often asked to monitorr rêinforce, and

provide emotional support for their obese child's weight-

control efforts (e.g. Aragona et a1., 1975; Brownell & Kaye,

1982; Brownell et â1. , 1 983; Coates, Ki11en, et a1. , 1982;

Coates & Thoresen, 1 981 ; Epstein, Valoski , et al. , 1 986;

Epstein et al. , 1 981 ; Epstein, Wing, Penner, €t aI. , 1 985;

Epstein, Wing, Woodall, et aI. , 1 985; Foster et al. , 1 985;

Gross et al., 1976; Israel et aI., 1984; 1985; Kingsley &

Shapiro, 1977; Kirschenbaum et aI. , 1 984; Rivinus et a1. ,

1976; Wheeler & Hess, 1976)" They are also encouraged to

model appropriate eating and activity behaviors and reduce

environmental cues that might elicit overeating or the con-
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sumption of high-calorie foods (Coates & Thoresen, 1981;

Epstein et aI. 1981; Epstein, Wing, Koeske, et af. , 1 985;

Epstein, Wing, Penner, et af. , 1 985; I srael et al. , 1984;

Wheeler & Hess, 1976) .

undergo the same or similar treatment as their obese child
as a means of promoting parental modeling and mutually rein-
forcing parent-child relationships (Epstein et a1. , 1 981 ;

Epstein, Wing, et al. , 1984; Epstein, Wing, Koeske, et al. ,

1 985; Epstein, Wing, Penner, et a1. , 1 985; Epstein, Wing,

Wooda1l, et al. , 1 985; I srael et al. , 1984; Rivinus et aI. ,

1976).

effects of having parents accompany their children to treat-
ment sessions (Brownell et aI., 1983; Kingsley & Shapiro,

1977; Kirschenbaum et aI. , 1 984 ) "

À few studies have had parents

SeveraL investigations have concentrated on the

Support for the importance of parental involvement in the

treatment of childhood and adolescent obesity is primarily
based on anecdotal and correlational evidence.

most studies do not provide controlled evaluations of paren-

ta1 participation, they often conclude that it plays a crit-
ical role in the success of young persons' weight-loss

efforts (Browne11 & Kaye, 1982; Coates & Thoresen, 1981;

Epstein, Valoski, et al., 1986; Gross et al., 1976; Lansky &

Vance, 1983; Mellin et al", 1987; Rivinus et â1., 1976;

Seltzer & Mayer, 1970; Senediak & Spence, 1985)" Similarly,
lack of support has been linked to weight-loss failures or

limited treatment outcomes (Cetler, 1978; Gross et â1. ,

Although



28

1976 1 Harris et aI. , 1 980; Minderaa 6. wit, 1 983 ) . It has

also been suggested that parental involvement increases the

efficacy of other therapeutic prescriptions such as dietary-
and activity-habit modification, by improving children's
adherence to them (Epstein, Wing, Penner, et al. , 1 985;

Epstein, Wing, Wooda11, et a1., 1985).

Experimental investigations of parental involvement have

looked at the impact of the amount, directness, and type of

involvement on young persons' weight losses during and after
treatment. Having parents attend sessions and directly
receive information on their child's treatment has been

associated with lower attrition and increased satisfaction
with treatment (Broi+nell et aI. , 1983; Kingsley & Shapiro,

1977; Kirschenbaum et al " 1 984 ) .

resulted in significantly better short- or intermediate-term

changes in subjects' overweight status. Brownell et a1.

(1983) found that with obese adolescents, seeing parents and

their children separately vras superior to having them attend

conjoint sessions or treating teenagers alone, in terms of

promoting and maintaining weight Iosses.

these results to the separate-treatment condition providing

a context where .mothers and children could freely express

negative feelings about each other and adolescents could

assert their autonomy.

for r+'eight loss and behavior change has been found to
improve the maintenance of children's weight losses (Epstein

However, it has not

Targeting both parents and chil-dren

They attributed



et al., 1981; Epstein, Wing, Koeske, €t â1., 1987),

c ially those of younger children ( I srael et al. ,

This procedure also seems to benefit subjects' obese but

nonparticipating siblings (Epstein, Nudelman, & Wing, 1987) 
"

Similar improvements in maintenance effects have been

observed when parents' participation has been increased by

having them acquire and/or implement additional techniques

to assist in their child's treatment (Aragona et al., 1975;

Epstein et êf., 1980; Israel et al., 1985). Thus, the

advantages of structured family support may not be evident

until the support of the therapist is withdrawn.

Several researchers have found that involving parents in

the treatment process does not result in any greater or more

sustained weight losses than treating young persons alone

(Coates, KiIlen, et al., 1982; Kingsley & Shapiro, 1977;

Kirschenbaum et aI. , 1 984 ) .
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espe-

1984).

no relationship between the number of sessions parents

attended and children's weight l-osses. Similarly, correla-
tional investigations have shown that social-support vari-
ables are not highly predictive of treatment outcomes for
childhood obesity (flanery & Kirschenbaum, 1986) and that
increased parental regulation may be associated with poor

maintenance of weight losses (Cohen et aI., 1980)" Like-
wise, it has been found that once children are trained in

behavioral techniques, they can manage their vreight-1oss

efforts as well as their parents can (Epstein, Wing, et â1.,

Foster et al. ( 1 985 ) reported
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1 986; Epstein, Wing, Valoski, & Gooding, 1 987 ) " The pattern

of parent-child weight changes during the course of treat-
ment also questions the importance of parental participa-
tion. Àlthough parents' weight changes appear to track

those of their children during treatment, this relationship
appears to dissipate over time (Epstein et al. , 1 981 ;

Epstein, Wing, et a1., 1984i Israel et â1., 1984).

These discrepancies may somewhat be attributed to differ-
ences in treatment and subject-selection procedures (Epstein

& wing, 1987), as well as developmental factors. lncreasing

parents' participation in the treatment process may be most

effective in dealing with younger children or ones who have

not developed the independence or cognitive skills to deal

with self-control procedures (Epstein et a1., 1981; IsraeI
et aI", 1984; Minderaa & Wit, 1983; Vtheeler & Hess, 1976)"

These individuals require support to

their eating and activíty behaviors.

parental involvement may have a negligible (Israel et a1.,
1984; Kingsley & Shapiro, 1977; Kirschenbaum et a1., 1984)

or negative impact (Cohen et aI., 1980) on maintenance with

older or more mature children who can develop effective
self -regulatory skilIs.

The pattern of parent-child weight losses suggests that
different mechanisms may be responsible for weight regula-

tion during intervention and maintenance periods, as has

been pointed out in Lhe adult literature (Stunkard, 1982;

regulate and modify

On the other hand,
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Wilson, 1980). Modeling processes may be most prominent

during the initial stages of a program but not during later
phases or once it has been terminated (Epstein et aI., 1981;

Epstein, Wing, et aI., 1984; Epstein, Wing, Koeske, et aI.,
1987). Conseguently, the relationship between parents' and

children's weight and behavior changes would be greatest

during treatment and taper off during maintenance periods.

This underscores how the rol-e of parents in the treatment of

obesity in young persons is a

number of factors.

Parental Involvement in Studies with Obese Retarded Youth

Parental involvement is considered to be an essential
ingredient in behavioral weight-1oss programs for mentally-

handicapped adults (Foreyt & Parks, 1975; Fox, Rosenberg, &

Rotatori , 1 985; Rotatori , Fox, et al. , 1 981 ; Rotatori &

Rotatori, 1979; Rotatori, Switzky, et a1., 1981a; 1983;

Staugaitis, 1978) and young persons (nuford, 1975; Fox et

â1., 1982; Gumaer & Simon, 19791' Jackson & Thorbecke, 1982;

Rotatori et âf., 1982). It is seen as a means of helping

this population gain control over their eating and activity
behaviors by providing thern with a home environment that is
conducive to the development and maintenance of health-re-
Iated pursuits" Most investigations have assigned parents

the responsibilities of implementing dietary plans, and mon-

itoring and reinforcing their child's weight losses and

complex one, mediated by a
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appropriate weight-related behaviors (altman et aI., 1978;

Buford, 1975; Gumaer & Simon, 1979; Jackson & Thorbecke,

1982; Nelson et al. , 1 983; Rotatori & Fox, 1 980; Rotatori ,

Fox, et aI. , 1979; 1 986; Rotatori & Switzky, 1979) " Some

have asked mothers to model appropriate eating habits and

change fami Iy food-serving pract ices (Nelson et aI. , 1 983 ;

Schoenwetter , 1978) " Unlike studies with obese nonretarded

children, parents of obese mentally-handicapped young per-

sons have not been asked to undergo their own weight-loss

program as part of the supportive process, even though it
has been suggested that this may be a useful weight-control

strategy with this group (Staugaitis, 1978).

There are no systematic evaluations of the role of paren-

tal involvement in the treatment of obese mentally-handi-

capped young persons. Consequently, evidence is limited to

anecdotal reports from studies that examine the efficacy of

multicomponent programs for obesity where parental support

is just one of many treatment ingredients, and work with

obese retarded adults. Most successful interventions with

this population have included parents in the treatment pro-

cess (Nelson et al. , 1 983; Rotatori & Fox, 1 980; Rotatori,
Fox, et a1,, 1979; 1986; Rotatori, Parrish, et al., 1979;

Rotatori & Switzky, 1979) and many researchers believe that
increasing parental involvement will result in improved

treatment outcomes (euford, 1975; Gumaer & Simon , 1979) 
"

Studies that allow for a more direct analysis of parental
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participation report that parents' efforts appear to con-

tribute to their children's weight losses and decreases in

caloric intake (eltman et â1., 1978; Schoenwetter, 1978).

Similarly, a supportive family environmenL has been linked

to lower attrition and greater weight reductions (Harris &

Bloom, 1984), whereas a lack of formal parental assistance

has been shown to undermine mentally-handicapped teenagers'

weight-control efforts (Foxx,

expectations of participating in their child's program has

been found to have a positive impact on subjects' overweight

status (Jackson & Thorbecke, 1982).

adult literature, Fox, Rosenberg, êt a1. (1985) reported

that individuals receiving parental assistance lost signifi-
cantly more weight, exhibited less variable weight losses,

and had a tendency to keep better records than subjects

undergoing treatment without social support. However, these

differences dissipated during follow-up evaluations" Thus,

preliminary evidence suggests that parental involvement may

have an important role in the treatment of the obese mental-

Iy handicapped.

1972) . Moreover, parental

Evaluation of Research

The

ment,

dren,

faction

With regard to the

treatment literature suggests that parental involve-

especially in weight-control programs for obese chil-
may prevent attrition, increase participants' satis-
with intervention procedures,

on Parental Involvement

and facilitate the
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maintenance of weight losses. It also suggests that the

type of support provided by parents to their children may be

as important as the amount ( see Brownell et af. , 1 983; I sra-

eI et af., 1984)" However, the dearth of systematic inves-

tigations of parental participation and the methodological

inadequacies of most studies preclude any conclusive state-
ments about its role in the weight-control process. This is

especially the case in research with obese mentally-handi-

capped adolescents, where there is an absence of studies

investigating parental support.

Most investigators fail to provide adequate descriptions

of the social-support agents involved in the treatment pro-

cess (see Àppendix A-2). This is surprising given that the

sex, â9€, and weight status of the participating parent has

been associated with his/her adherence to supportive pre-

scriptions and obese children's response to treatment

(Epstein & Wing, 1987; Epstein, Wing, et af., 1986; Epstein,

Wing, Valoski, et al.r 1987; Leonard, D'Àuge11i, & Smicklas-

Wright, 1984)" It also limits the degree to which instruc-
tional procedures can be tailored to parents (see Altman &

Mira, 1983; Helm & Kozloff, 1986) and prevents an analysis

of how parent and child characteristics interact to effect
therapy outcomes.

providers and receivers of social support are required to

elucidate these relationships"

More detailed descriptions of both the
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Training procedures for parents are often vaguely out-

lined and limited to oral- didactic techniques (Àppendix

A-2). Few investigations tailor training to the specific
needs of treatment participants.

training suggests that oral instruction is of lirnited value

in helping parents acquire behavior management skills and

has to be supplemented with techniques such as behavioral

rehearsal and modeling to be effective (Gordon & Davidson,

1981; O'Del1, 1985; Sanders & James, '1 983). Similarly, it
indicates that instructing parents in general behavioral

principles is not as effective as teaching them how to deal

specifically with their child's problems. That is, parents

should be taught to implement strategies that directly
address their obese child's problematic eating and activity
behaviors. In addition, training regimens must include pro-

cedures for evaluating parents' mastery of the skills and

concepts that have been presented to them during instruction
sessions. Most studies, and particularly those with the

obese mentally handicapped, have neglected this aspect of

training or relied solely on general knowledge tests of

behavioral- and nutrition principles rather than treatment-

specific evaluations (e.g. Israe1 et ê1. , 1 985; Leonard et

The literature on parent

al., 1984; MelIin et a1, 1987) 
"

bated by the low attendance rates that are frequently

reported for parental training sessions (suford, 1975; Har-

ris et a1. , 1 980 ; Lansky & Vance, 1 983 ) and the lack of

parental compliance data.

This situation is exacer-

Conseguently, in circumstances
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where parental involvement has been associated with nonsig-

nificant or negative results, it is difficult to ascertain

whether the findings were due to the ineffectiveness of

parental participation or parents' failure to carry out

treatment prescriptions in a competent fashion.

A related methodological problem with research in this
area is the lack of information on parents' compliance with

support prescriptions. Most studies assume parental compli-

ance or limit their evaluation of it to reviews of self-re-
port data (see Appendix A-2). This is particularly proble-

matic Aiven that a number of investigations have found that
parents often fail to perform even basic supportive recom-

mendations such as attending treatment and/or training ses-

sions (Brownell & Kayer 19B2; Bufordr 1975; Foster et â1.,
1985; Wheeler & Hess, 1976). SimiIarly, self-report data on

parental behaviors are rarely substantiated with observa-

tional or col-lateral evidence (exceptions are Coates & Tho-

resen, 1981; Leonard et al., 1984) and hence are highly
vulnerable to response biases and inaccuracies (Haynes,

1978; Haynes & Wilson, 1979). without adequate information

on parents' actual implementation of behavioral recommenda-

tions, it is impossible to determine whether obese young

persons are receiving the contingencies described in

research protocols. Consequently, the internal validity of

these studies is threatened and it becomes difficult to

examine the process by which changes in parental behaviors



influence targeted changes in children's
behaviors. Investigators have to

ance in a more thorough fashion, using different types of

self-reporL strategies and observational procedures (see

Franks, 1984; Helm & Kozloff, 1986; Sanders & James, 1983).

In addition, they have to reinforce parents for performing

treatment recommendations given that improvements in chil-
dren's targeted behaviors are not in themselves sufficient
incentives for maintaining parental compliance (Franks,

1984; Gordon & Davidson, 1981; Muir & Milan, 1982; O'DeIl-,

1985).

social reinforcement, have been shown to be useful in

improving parents' attendance at treatment sessions, comple-

tion of homework assignments, and implementation o-f behav-

ioral techniques with their children (Aragona et aI., 1975;

Brownell eL ê1. , 1 983 ; Coates, Ki 11en , et af. , 1982; Kings-

ley & Shapiro, 1977; Kirschenbaum et aI", 1984; Wheeler &

Hess, 1976). Thus, specific contracts for parents' imple-

mentation of treatment prescriptions should be included as a
standard component in behavioral interventions with obese

young persons.

monitor parental compli-

Incentives such as refund-deposit contracts and
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we i ght -re lated

Another methodological issue that must be addressed is
the excessive use of children's weight losses as the evalua-

tive criterion for parental involvement's effectiveness in
behavioral programs for obesity" l.ieight loss is a molar

dependent variable that is the product of a number of behav-



38

ioral, environmental, and physiological processes (LeBow,

i981; I^iilson, 1980). Its relationship with parents' suppor-

tive behaviors is based on a number of weak inferential
1inks. Changes in obese young persons' food and activity
behaviors may be a more appropriate evaluative standard for
assessing the impact of parental participation on the treat-
ment proiess. They reflect the basic rationale for the use

of social supports in the treatment of obesity (levy, 1983)

and are more directly related to the supportive prescrip-

tions given to parents" They also help determine the rela-
tionship between parent-child behavior changes and elucidate

some of the mechanisms that underlie the supportive process

(O'DelI, 1985; Sanders & James, 1983). The use of behavior-

a1 criteria for evaluations of parental involvement may

entail that researchers seriously consider alternative
experimental designs that are sensitive to behavior changes

over time such as single-case experimental designs (Hersen &

Barlow, 1 984 ) " Levy ( 1 983 ) views single-subject designs as

a good knowledge-buitding methodology that is particularly
appropriate for the current state of the art in social-sup-
port research.



Obesity is a serious and prevalent problem in both

retarded and nonretarded young persons" It is associated

with a number of physical, psychological, and social diffi-
culties. Moreover, mentally-handicapped children and ado-

lescents may be especially vul-nerable to its negative conse-

quences in that they are faced with the double stigma of

being obese and mentally retarded. Similarly, certain sub-

groups of this population are prone to physical problems

such as diabetes, that are exacerbated by obesity. Behav-

ioral interventions have on average been successful in pro-

moting weight losses in obese children and, to a certain
extent, obese adolescents. Preliminary evidence also sug-

gests that behavioral weight-control programs may be usefuL

with obese retarded adolescents and superior to other

approaches with this group. However, intervention studies
with both obese retarded and nonretarded young people suffer
from a number of methodological problems that preclude con-

clusive statements about the clinical efficacy of behavioral
procedures with these populations. These problems include:
moderate weight losses, short-term results, inattention to
developmental changes during the course of therapy, marked

interindividual variability in outcomes, a restricted range

of dependent variables, and a lack of systematically con-

structed treatment packages" Many of these limitations are

more pronounced in investigations with obese reLarded ado-

lescents where the field is stilt in its infancy"

Summarv and Research Ouestions
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Researchers have attempted to address some of these ina-

deguacies by adapting behavioral interventions to the spe-

cific needs of obese young persons. One adaptation that has

received much recent attention in the childhood literature
has been the use of parental support" This has been shown

to help reduce attrition, improve participants' satisfaction
with treatment, and facilitate the maintenance of children's
weight losses.

studies on parental involvement, the lack of data on

parents' compliance with behavioraf prescriptions, and inad-

equate descriptions of the support process have precluded

determining the efficacy of this variabl.e in the treatment

of obesity" Moreover, Lhe effectiveness of parental partic-
ipation in the treatment of obese mentally-handicapped young

persons has been virtually unexplored. This is in contrast

to its pervasive use and acclaim as an essential ingredient

in the intervention process by researchers working with this
population.

The present study was designed to address several of the

aforementioned issues, particularly with regard to the

behavioral treatment of obese mentally-handicapped adoles-

cents and the role of parents in the treatment process. It
contributed to the limited amount of research on the effec-
tiveness of behavioral programs with this population by pro-

viding a comprehensive analysis of treatment outcomes.

Unlike previous investigations with the obese retarded, it

Unfortunately, the dearth of systematic
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examined the impact of treatment on a variety of dependent

variables, including weight, behavior change, body composi-

tion, and treatment satisfaction measures. Similarly, it
evaluated the clinical significance of subjects' vreight and

body changes through social validation procedures"

study also addressed the issue of compliance by evaluating

subjects' and their parents' implementation of program pre-

scripLions. In addition, it examined the role systematic

parental involvement plays in improving obese retarded teen-

agers' lifestyle behaviors and v¡eight status.

Fina11y, several specific research questions pertaining

to the behavioral treatment of obese mentally-handicapped

adolescents were investigated. These included the follow-
ing:

1 ) Can behavioral procedures help obese retarded young per-

sons lose sufficient amounts of weight to effect noticeable

changes in their body composition and physical appearance?

2) Can behavioral procedures help obese mentally-handicapped

adolescents significantly improve their food-intake and -se-
lection behaviors?

The

3) Can behavioral procedures help obese mentally-handicapped

adolescents increase their activity leve1s?
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4) Does training parents to be contingency managers and

behavioral models play an important role in helping obese

mentally-handicapped adoLescents improve their eating,

activity, and compliance behaviors?

5) What are some of the behavioral mechan

underlie parental involvement's influence on

comes ?

6) What are some of the procedural problems

parents in the treatment process?

isms that may

treatment out-

of involving



Subiects

six mentally-handicapped adolescents and their parents
were serected from a group of 12 families who individuarly
attended an inforrnationar meeting after undergoing an ini-
tial screening process (appendix B)" Reasons for noninclu-
sion in the study incruded: fail-ure to obtain medical per-
mission, inabiliLy to make a 6-month treatment commitment,

unavailabirity of a third famiry member to acL as an observ-
êr, and parental scheduling difficutties. Five of the six
families completed the S-month treatment period. one teen-
ager dropped out after 2 weeks of treatment due to severe
family problems. He was seen periodically on an informal
basis to be weighed t given information on weight-control
procedures, and encouraged for any weight-ross efforts.

subjects completing the study were between 14 and 1g

years old and on average 46"6% overweight at the beginning
of the project (table 1 ). They were rated as obese by their
parents and an independent observer, and had right tricep
skinfolds that exceeded the 95th percentire for their age

group. Their intellectual functioning, as measured by the
l.iechsler scales, ferl within the mird and moderate ranges of

HETHOD
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mental retardation.
physical development were above the 3Oth percentile for men-

ta1Iy-handicapped adolescents. Participants' receptive lan-
guage abilities ranged from

knowledge of basic concepts did not exceed the kindergarten

Ieve1" All 5 teenagers were enrolled in educational pro-

grams for the trainable mentally handicapped. Àlthough none

of the subjects suffered from any major physical problems, 2

individuals were on medication during the investigation.
One briefly took an antibiotic for a skin condition whereas

the other was on antipsychotic medication. The teenager who

dropped out of the study had similar weight-related charac-

teristics to the treated group but h'as functioning at a
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Their independent 1ivin9 skilIs and

5 to 9 years whereas theÍr

higher level in terms of his cognitive ski1ls.
attended a special school program for the mentally handi-

capped.

Subjects were primarily from working class families with

a median income level of $15-20r000 (Appendix C-1). They

tended to be the youngest child in the family and to have at

least one obese parent.

responsibility of carrying out treatment procedures at home.

The role of providing col-lateral observational data was usu-

a1ly assigned to fathers or an ol-der sister (Appendix C-Z) "

Three of the participating rnothers were obese"

Their mothers took on the main

He also



Therapíst

The therapist was a doctoral candidate in clinical psy-

chology with several years of experience in conducting

behavioral weight-control programs and working with mental-

Iy-handicapped persons"

employed in the study to obtain reliability data and carry

out fo11ow-up assessments, respectively" They were trained

in taking anthropometric measurements and skinfold evalua-

tions and had experience in conducting clinical interviews.

Procedure

1. General Program Components

ÀII subjects were exposed to the following intervention
procedures:

(a) Dietary Education and Modification Subjects and their
parents were first instructed in a modified version of the

Traffic Light Diet (eppendix D-1 ) developed by Epstein and

his colleagues (Epstein et af., 1978; 1981; Epstein, wing, &

Valoski, 1985). This system was employed to help them make

more nutritionally sound and less caforically dense food

choices as well as reduce their daily caloric intake without

Two research assistants were
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compromi sing nutrit ion.

foods according to the four basic food groups and two ancil-
lary categories (tat/ junk and diet foods, respectivety)

using match-to-sample techniques, visual displays, and pic-

tures (mounted on 4 x 4 cm cards) of common foods. They

Subjects were taught to classify
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were also trained to code items in each food group according

to the rules and colors of a traffic light. More precisely,

they were instructed to associate high-calorie foods with

the red stop light and view them as items that should be

avoided. Nutritious 1ow-calorie foodstuffs were linked to

the green go light and their consumption was encouraged

(".g" "Go eat all you want"). Staple foodstuffs were desig-

nated as yellow "Eat with Caution" foods. Colored felt
markers were supplied so that foods could be recorded

according to their appropriate color codes" Once subjects

mastered these concepts (see Appendix D-2 for mastery cri-
teria), they $/ere required to increase their intake of green

foods and reduce the number of red items they ate relative
to baseline consumption level"s. Food-selection requirements

were made more demanding as individuals progressed through

the program and met treatment goa1s. Parents received

information on the Traffic Light system from a treatment

manual and through discussions with the therapist (Àppendix

D-1 )

Subjects Ìrere instructed to decrease their daily caloric
intake by meeting successively lower red-food limits, chang-

ing their snacking habits, and modifying their mealtime

behaviors. They were warned about starvation techniques and

told to increase their food consumption when it fel1 below

certain levels for more than 10 days. Males were given a

lower limit of approximately 1,400 kcal per day whereas
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females v¡ere restricted from going below 11200 kcal per day.

These intake standards corresponded roughly to estimates of

the daily resting metabolic expenditures of adolescents (see

Dwyer, 1981). Parents were also asked to ensure that their
children's food intake did not drop below these limits.
(b) Activity-Habit Modification - À lifestyle-type activity
program comparable to the one devised by Epstein (npstein et

al., 1982; Epstein, Wing, Koeske, €t al", 1985; Epstein,

Wing, Woodall, et aI., 1985) was employed to provide maximum

flexibility in exercise selection" rndividualized activity
menus v¡ere designed by selecting activities that were of

interest to participants, fit into families'general life-
styles, and were isocaloric (appendix D-5). The caloric-ex-
penditure value of each activity was based on its rate of

caloric consumption and adjusted for individuals' weight

status (see McÀrdle, Katch, & Katch, 1981). Subjects vrere

instructed to select activities from their menus and perform

them a certain number of times per week" As they met exer-

cise goals, the frequency of selection as well as the dura-

tion of activities on the menu were increased. In addition,
participants were encouraged to avoid labor-saving endeavors

such as using escalators or a T"V" remote control switch.
(c) Self-Monitoring Subjects were required to note their
daily food intake and activity patterns on pictorial record-

ing sheets (Àppendix E-1 ) . They were trained to place xs,

using colored felt pens (representing the Traffic Light sys-

tem) , in boxes referenc ing t ime of consumpt ion ( i . e. morn-



ing, afternoon, night) and the basic food groups.

of food intake r^¡as indicated by the number of entries for
each food category (i.e"

one average food serving) "

frequency with which they performed various types of activi-
ties, they did not indicate their duration or specific times

since this was found to be beyond their abilities. Subjects

monitored their use of program techniques by having their
parents sign color-coded technique-utilization slips (appen-

dix E-2) whenever they performed them. These signed slips
r.¡ere then submitted to the experimenter at each treatment

session. Parents monitored and documented their child's
food intake, activity leveIs, and adherence to program rec-

each X representing approximately

Although teenagers recorded the

ommendations (Appendix E-3) .

degree to which they were involved in their child's weight-

control efforts and carried out supportive prescriptions
(appendix E-4 ) .

(d) Refund-Deposit Contracts - À11 families submitted a $120

deposit at the beginning of the study and signed a treatment

contract outlining the conditions for refunds and monetary

49

Quant i ty

penalities (Appendix F-1 ).
upon attendance and parents' completion of recording assign-

ments. Ref und receipts !,rere i ssued af ter each session and

exchanged for refund cheques at the end of each month. Non-

refunded monies were donated to the Manitoba Association for

Community riving"

They also reported on the

Refunds were made contingent
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(e) Feedback - subjects' food and activity records and tech-

nique-utilization slips were reviewed at each session "

Feedback was given on the accuracy of their recording and

the degree to which they met program goals for food-selec-

tion, eating, and activity behaviors. Weights and weight-

Ioss goals were posted on large progress charts and refer-

enced during treatment sessions.

completeness of parental records of children's activity and

food behaviors were also examined and discussed" In addi-

tion, pârents were given feedback on their performance of

supportive behaviors based on evaluations of the behavioral

checklists describing weight-related interactions with their

chi Id.
(f) Reinforcement - Subjects were reinforced for weight

losses of 0.25 kg or more per week (in relation to their
lowest previous weight), increasing green-food consumption,

reducing their red-food intake, meeting activity goa1s, fo1-

lowing treatment recommendations, and complete and accurate

recording. Reinforcement contingencies were specified in

semiweekly treatment contracts (see Appendix F-2) and con-

sisted of age-appropriate reinforcers. For example, accu-

rate recording was revrarded with pens and personalized sta-

tionary whereas meeting activity goals resulted in items

such as tennis baIls" Àdolescents were also reinforced by

their parents during the parental involvement phase of the

study. More precisely, they received points for appropriate

changes in their eating and activity behaviors and for pro-

The accuracy and
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gram compliance" These points were later exchanged for
desired items and activities. Parents were rewarded every 2

weeks with lottery tickets for carrying out supportive pre-

scriptions and implementing program techniques at home.

SimilarIy, family members collecting collateral information

were reinforced monthly with a lottery ticket for monitoring

and recording pareñts' implementation of program recommenda-

tions. The conditions for reinforcement were outlined in

the treatment contract signed at the beginning of the

proj ec t "

(g) Stimulus Control- and Eating-Habit Modification Stimu-

Ìus-control procedures were prescribed to subjects based on

an analysis of baseline information for situational determi-

nants of maladaptive eating and activity patterns (see

Appendix D-6). Likewise, subjects vrere instructed in vari-
ous strategies to modify maladaptive eating patterns (""g.

rapid or excessive consumption) detected during baseline

observations. This included eliminating red-food snacks and

replacing them with green-food alternatives.

2" Experimental Conditions and Phases

(a) Prebaseline Orientation

During this phase, pârticipating family members ( i "e.
mother and observer) were trained to monitor and record sub-

jects' eating, food-selection, and activity behaviors as

well as parent-child weight-related interacLions. They were
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given an instruction module describing these techniques

(Àppendix D-1 ) and had to pass several technique mastery

tests. For food monitoring, they had to correctly record at

Ìeast 85% of the food items contained in 10 meals presented

on slides. A similar procedure v¡as employed to evaluate

activity recording, with the exception that written vig-
nettes describing children engaging in activity were used

instead of slides. Participating family members'ability to

monitor weight-related interactions h¡as tested on a series

of vignettes depicting mothers dealing with their child's
food and activity behaviors (appendix D-4). Family members

had to correctJ-y ident i f y and record at leas t 85% of the

interactions. In addition, the agreement between their
responses had to reach a criterion of 80%" Anthropometric

measurements were conducted on children, and parents and

other participating family members were weighed.

ratings of mothers' and children's eating and activity
behaviors were also obtained. In addition, parents' atti-
tudes toward obesity and knowJ"edge of behavioraf priniciples
vJere assessed "

(b) Baseline

Parents collected daily data on

activity behaviors and monitored

their child over weight-related i
reviewed and ref unds r.¡ere di spensed

lations of the treatment contract.
was limited to semiweekly weighings

Global

their child's food and

their interactions with

ssues. These data v¡ere

according to the stipu-
Adolescents' involvement



(c) Unprogrammed Parental Contact Condition

This b¡as the first treatment phase of the investigation.
Subjects were trained in the general program components

using a variety of instructional procedures including model-

ing, corrective feedback, behavioral rehearsal, and the use

of paper-food models and simulated eating conditions" They

were seen individually for two 1 - 1 " 5-hour sessions each

week for approximately a 1O-week period.

presented in a gradual fashion and according to level of

difficulty. They were introduced using verbal descriptions
accompanied by pictorial representations and/or physical

demonstrations. Mastery tests were adrninistered to evaluate

subjects' performance (Appendix D-2). Parents' involvement

was limited to monitoring their child's food, activity, and

compliance behaviors, and their interactions wiLh their
child over weight-control issues"

instructed to allow their child to independently carry out

program technigues, they were asked to respond to requests

from their child to have low-calorie foods available, to be

taken to a recreation centerr or to have homework assign-

ments clarified. They were also provided r+ith a brief
description of the procedures covered during therapy ses-

sions. Finally, mothers accompanied their chil-dren to the

treatment center but were not present during treatment ses-

sions. Parental records were reviewed after subjects had

completed their training sessions.
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(d) Programmed Parental Involvement

Ado le sc en t s þre re expo sed

amount of therapist attention and reinforcement as during

the previous phase for an additional period of approximately

2 months" On the other hand, parents' responsibifities vrere

increased beyond their role as behavioral monitors. That

is, they were trained to implement prompting, modeling,

reinforcement, and stimulus-control procedures to facilitate
their child's weight-1oss efforts at home. This included

helping them develop a point economy to improve their
child's food-selection,

to the säme procedures and

Parents were seen alone twice a week for 45-60 minutes after
their child's therapy session. Training involved reviewing

and discussing material presented in a treatment manual

designed for parents, role-playing behavioral techniques

with the therapist, and the completion of mastery tests
(appendix D-3). Once they demonstrated proficiency in using

behavioral procedures during role-playing sessions, they

practised them with their children under the supervision of

the therapist" In addition, parents were given a large pic-
torial chart outlining the point economy's contingencies and

a reinforcement diary (appendix E-5). to record their point-
exchange transactions.
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(e) Fo1low-up

Follow-up evaluations were conducted 2) 4, and 7 months

after the termination of treatment. Parents were asked to

monitor their child's food and activity behaviors for 1 week

at each evaluation period. They were also required to fill
out general habit and treatment evaluation questionnaires

and were tested on their knowledge of program techniques

(Àppendix J) "

Àssessment and Measures

(a) Perceptions of Farnily Functioning Family functioning

was measured by the Family Assessment Measure General

Scale (faU; Skinner, Steinhauer, & Santa-Barbera, 1 983;

1984; Appendix G-1). This scale is based on a process model

of family functioning (Steinhauer, 1984; Steinhauer, Santa-

Barbera, & Skinner, 1984) and emphasizes both family health

and pathology. It was administered at the beginning of the

study and after each treatment period"
(b) Knowledge of Behavioral Principles - Participating
parents' knowledge of behavioral child-management strategies
was assessed r,''ith the KnowJ.edge of Behavioral Principles as

Àpplied to Children Scale (O'De11, TarIer-BenIolo, & F1ynn,

1979; Àppendix G-2). This measure was given during base-

line, after each intervention phase, and at the three foI-
low-up evaluations"
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(c) Measurement of Treatment Satisfaction - A parental sat-
isfaction scale (appendix G-3) was given to parents at the

end of each treatment phase and during follow-up assess-

ments. This scale assessed: general satisfaction with the

program, utility of the procedures in promoting their
child's weight losses, ease of implementation of prescrip-

tions, their child's opinion of treatment, and whether they

would recommend the program to other families. Adolescents'

satisfaction with treatment was also examined at the end of

each treatment phase.

through structured interviews (Àppendix G-4) given by the

therapist as wel-I as an independent observer to reduce the

probability of biased responses.

(d) Weight-ReIated Measures Subjects' percent above ideat

weight based on normative tables (gami11 et aI., 1979; Met-

ropolitan Life Insurance, 1983) and Body Mass Index were

calcul-ated at prebaseline, postbaseline, the end of each

treatment phase, and at fo1low-up evaluations (see Àppendix

H-1 for formulas). Absolute weights were determined at each

session using a Healthometer balance-beam medical scale.

Edward's (1978 ) Weight lndex was computed for subjects under

18 years of age at each of the major assessment periods"

Participating parents' weight, percent above ideal weight,

and Body Mass Index were assessed at baseline and after each

Their opinions were determined

treatment phase 
"

(e) Body Size and Composition Measures - Subjects' right
tricep skinfolds vrere assessed using John BuIl skin calli-
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pers and according to procedures outlined by Nieman (1986;

eppendix H-2). Heights were measured to an accuracy of

0"635 cm with the horizontal height bar of the medical

scafe. Subjects' neck, chest, waist, hips, arm, and thigh

circumferences $rere evaluated with a flexible measuring tape

placed at standardized body sites (Àppendix H-3). These

measurements were taken at each of the major assessment

per i ods .

( f ) Measures of Dietary Behaviors Subjects' daily and

weekly caloric intake and servings of red, yellow, and green

foods were ascertained from parents' daily food records"

This included determining the number of servings of red,

yeIlow, and green items that were consumed as snacks" The

caloric values of various foods were obtained from several

standard calorie guides (Kraus, 1983; 1987; Netzer, 1986).

Derived measures such as the percentage of red, green, and

yellow foods eaten each day and week were aLso computed.

(g) Eating-Habit Measures - The daily and weekly number and

caloric value of snacks were obtained from parents' daily
food records. The quantity and type of food subjects con-

sumed on weekdays and weekends reere also determined" In

addition, paFticipating parents gave global evaluations of

their child's eating habits as well as their own food behav-

iors at the major assessment periods using a standardized

questionnaire (o'Nei1 et al. , 1979; A,ppendix G-5) "

(h) þleasures of Activity Behaviors - The following daily and

weekly activity measures were obLained from parents' records



of their children's activities:
ing, caloric expenditure, and duration of different types of

exercise behaviors. ÀIso, subjects' and parents' scores on

a modified version of a leisure activities questionnaire

(taylor et al., 1978) were determined for each of the

assessment periods (Àppendix G-6). Caloric expenditures

were calculated by using the caloric expenditure rates for

various activites cited in McArdIe et a1" (1981).

( i ) Social Validation Measure

rated photographs of subjects taken at baseline and the end

of treatment on a social validation scale for weight status
(Appendix i ). The purpose of this procedure was to deter-
mine the degree to which the changes in subjects' weight

status and body size had an impact on others'perceptions of

their physique. It provided a means of measuring whether

decreases in weight and body composition measures reflected
public standards of noticeable weight loss and acceptable

weight.

( j ) Àssessment of Compl iance Both adolescents' and

parents' compliance with program prescriptions lrere exam-

ined" Subjects' compliance was measured by the number of

days each week they Ì,rere able to accomplish the following

tasks: complete and accurate recording, not exceeding red-

food and snack limits, attaining green-food intake and

activity goa1s, and performing snack-selection and eating-
habit prescriptions" Data on t.heir performance of LreaLmenL
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tasks r\'ere gathered f rom several sources during both inter-
vention periods. Self-report data vrere collected from sub-

jects' daily habit records and technique-utilization slips.

Collateral evidence was obtained from parental observations

and recordings of subjects' eat ing, food-select ion , and

activity behaviors, and use of program techniques" In addi-

tionr sê1f-reports of activity levels were indirectly sub-

stantiated by the use of actometers. These devices have

been shown to be fairJ-y reliable in evaluating children's
gross-motor activity levels (Eaton, 1983). Subjects wore

actometers on their wrisls during waking hours for 2 days

each week.

Parental adherence v¡as assessed in terms of the percent-

age of treatment sessions parents attended. Parental com-

pliance was evaluated in terms of the number of days parents

submitted complete records and the frequency with which they

carried out the supportive behaviors listed on the interac-
tion checklist. It was determined from several converging

sources of information during baseline, the unprogrammed

parental contact phase, and the parental involvement condi-

tion" Mothers' reinforcement diaries and interaction check-

lists lrere reviewed to obtain self-report data"

pleteness of their records of subjects' food, activity, and

compliance behaviors was also examined" These data were

substantiated with collateral evidence from another family

member's observations of the participating parent's compli-

The com-



60

ance Ì^rith supportive recommendations and recording assign-

ments. Observations $¡ere periodically conducted and record-

ed during each phase of the investigation. They were sub-

mitted to the therapist in a sealed envelope on a weekly

basis"

4" Reliability

Reliability estimates $¡ere calculated for anthropometric

and skinfold measurements by comparing results obtained by

the experimenter with those of a research assistant. They

exceeded 80.0% for skinfold and body circumference measure-

ments and 90.0% for weight data (see Appendix K-1). Similar
procedures were employed for computing inter-rater reliabil-
ities for the coding and transformation of raÌ.l data (mean =

98"6%; Àppendix K-2) " Inter-observer reliabilities were

also obtained for participating family members' observations

and had a mean

iors and 85.4%

Experimental Design

A multiple baseline across subjects design with three

time-Iagged replications $¡as used to investigate the effec-
tiveness of the intervention package and the relationship
between programmed parental involvement and changes in sub-

jects' weight-related and compliance behaviors (Hersen &

va

for

Iue of 94.6% for food and activity behav-

parent-chi1d interactions (eppendix K-3).

Barlow , 1984; Kazdin, 1982) "

assigned to each replication series which consisted of three

Two families were randomly
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phases: baseline, unprogrammed parental contact, and pro-

grammed parental involvement. Treatments were staggered by

approximately 1 week between series to control for possible

delayed reactive effects of contact and observation.

Practical and ethical considerations prevented the order

of presentation of the parental involvement condition and

the length of the initial intervention phase (unprogrammed

parental contact) from being varied to control for order

effects and length of time in treatment, respectively.
Including parental involvement in the treatment package

immediately after baseline would have precluded the imple-

mentation of an uncontaminated unprogrammed parental contact

condition. More precisely, it would have been difficult to

have parents withdraw their assistance once they had been

trained to facilitate Lheir obese child's weight-loss

efforts, particularly if their involvement promoted positive
treatment results.

period was not extended by differing amounts of time for the

second and third replication series because several subjects

showed littIe progress and/or some deterioration towards the

end of the phase. Parents became frustrated with this
attenuation in progress and reguested additional treatment"

The clinical nature of the study demanded that rnodifications

in treatment could not be delayed for experimental consider-

ations"

The length of the first intervention
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Although the experimental design did not provide for the

testing of causal hypotheses concerning parental involve-

ment, it did allow for a descriptive analysis of the rela-
tionship between parental participation and changes in sub-

jects' weight-related and compl iance behaviors. The

comprehensive and repeated assessment of dependent measures

elucidated how changes in the level and trend of subjects'

behaviors covaried with their mothers' involvement in the

treatment process" Examinations of the immediâcy, magni-

tude, and direction of these changes provided information on

the strength of Lhese covariations and the likelihood of

them being mediated by other variables such as length of

treatment.



Subjects' weekly performance on each of the major depen-

dent variables was graphed and visually analyzed for changes

in Ievel, slope, and variability. Data are presented for 5

subjects. One subject, Subject 6, dropped out at the begin-

ning of treatment and did not provide enough data for graph-

ical analysis. Consequently, this subject's resul-ts are only

presented for evaluations of changes in weight and body cir-
cumference measures.

RESULTS

Chan<¡es in lteioht-Related Measures

Weights were relatively stable during baseline and in

most instances showed less than an 1% change (1"3%, 0 "6%,

0.4%, 1 .7%, and 0.5% f or Sub jects 1-5, respectively; Figure

1 ). Each treatment subject lost a marked amount of weight

over the course of therapy (tab1e 2) . Subjects 1 , 2, 3, and

4 decreased their body weights with the introduction of

behavioral weight-Ioss procedures and by at least 10% by

posttreatmenL (10 "1%, 11 "6%, 10.0%, and 10.4%, respective-

Iy). Subject 5 did not show consistent weight losses until
the 6th week of treatment but had an 8"3% reduction in her

baseline weight by the end of therapy. In contrast, the

teenager who dropped out of the study gained 1"5 kg during
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the program. Subjects 1, 2) 4, and 5 showed greater per-

centage decreases in their weight during the parental

invol-vement as opposed to the unprogrammed parental contact

condition ( 5.3% vs. 4.1%, 6.6% vs. 5.3%, 7 .8% vs. 2.7%, and

4"5% vs. 4"0%, respectively). Similarly, they exhibited

slightly higher rates of weight loss during this period
(0.67 vs.0"36 kg/week,0.40 vs.0.34 kg/week,0.58 vs. 0.22

kg/week, and 0.41 vs. 0.30 kg/week, respectively). Subject

5 also had more consistent weight l-osses during the second

intervention. Subject 3 displayed a greater rate of weight

loss for the first 4 weeks of the parental involvement con-

dition (1.28 vs. 0.55 kg/week for the first intervention)
but began to regain weight by the 5th week.

More importantly, all 5 treatment subjects reduced Lheir

overweight status by at least 23.0% by the end of the pro-

gram Q9.3%, 40.0%,, 45.4%, 104.2%, and 23.2%, respectively)
whereas the adolescent who discontinued therapy exhibited

only a 7 "7% reduction (rabte 2) 
"

overweight and BMI scores feIl within the nonobese range by

posttreatment. Four subjects (1, 2, 4, and 5) had greater

percentage reductions in their overweight status for the

parental involvement than for the unprogrammed parental con-

tact condition (19.9% vs" 11.8%, 26"4% vs" 18.4%, 110"0% vs"

56.9%, and 15"7% vs" 9.0%, respectively). During the second

treatment phase, Subject 3 attained nonobese status and Sub-

ject 4 reached his ideal weight.

Subject 3 and 4's percent
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All 5 teenagers regained some weight by the 7-month fol-
low-up (1 "1%, 1 .8%, 8.9%, 7 .4%, and 1 "6%, respectively) .

However, with the exception of Subject 3, they maintained or

even showed a slight improvement in their overweight status
(tab1e 2) " Although Subject 3 exhibited increases on all
weight-related measures, he still exhibited a 22.8% reduc-

Lion in his baseline overweight status at the last follow-up

evaluation" In contrast, the subject who dropped out of

treatment increased his percentage overweight by 20.7% and

11"4% over posttreatment and baseline leveIs, respectively.

Participating parents also lost weight over the course of

treatment (Àppendix L-'1 ). Most of these weight losses

occurred during the parental involvement intervention.

Skinfold, Circumference, and Social Validation Measures

Changes in subjects' right tricep skinfolds and body cir-
cumferences reflected the marked decreases in their over-

weight status (appendix L-2).
their skinf olds by at least 20% (26.3%, 40"6%, 46"8%, 57.6%,

and 20"5%, respectively) and to below the 95th percentile
for their respective age groups by posttreatment. These

decreases in skinfold measurements were maintained during

fol1ow-up assessments.

reductions in their body circumferences, although there vras

some interindividual variability in terms of the sites of

these reductions (see Àppendix L-2). Three subjects (1, 2"

All 5 adolescents reduced

Subjects also showed noticeable
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and 5) maintained their posttreatment body circumferences

whereas Subjects 3 and 4 had slightly increased their waist

size by the 7-month follow-up.

who discontinued therapy did not show any notable decreases

in his skinfolds or body circumferences during treatment.

The marked changes in teenagers' body shapes at the end

of the program were confirmed by independent raters' percep-

tions of their appearance from pre and posttreatment photos

(Appendix L-3). At Least two of three judges viewed Sub-

jects 2, 3, and 4 as being moderately to much thinner and

reducing their overweight status by the end of the program.

Subjects 3 and 4 were considered to be of average weight and

Subject 2 was seen as being only stightly overweight at
posttreatment" Subjects 1, 5, and 6 were viewed as slightly
thinner. Àlthough Subject 5's ratings remained in the obese

range, she was observed to be less obese after the last
intervention phase. No marked changes were noted for Sub-

jects 1 and 6's weight classification" A majority of the

raters also vier+ed Subjects 2, 3, 4, 5, and 6 as being more

physically attractive at posttreatment than baseline.

Thus, the decreases in subjects' weight status were of

sufficient magnitude to effect marked changes in their fat-
ness leveLs and body shape. The significance of the changes

in their weight and body composition was further underscored

by the fact that others perceived thern as thinner and more

physically attractive (wittr the exception of Subject 1) at

In contrast, the teenager



posttreatment. Subjects 2, 3, and 4

ceived to be obese. Moreover, 4 subjec

were able to maintain the improvements

sition 7 months after the termination of

Caloric Consumption and Eatino llabits

À11 5 adolescents decreased their weekly caloric intake

from the end of baseline to posttreatmenL by at least 26%

(55.8%, 35"2%, 33.8%, 26.2%, and 50.8%, respectively). Sub-

jects 1 and 3 displayed an immediate reduction in their lev-
el of food consumption and a reverse of an increasing base-

line trend with the introduction of treatment (Figure 2) 
"

Subjects 2 and 5 showed marked decreases in their caloric
intake after 1 and 3 weeks of treatment, respectively. In

contrast, Subject 4 exhibited a hi9h1y variable decline in

consumption throughouL the first treatment phase that resem-

bled the continuation of a sinusoidal pattern that v¡as ini-
tiated during baseline.

Implementation of the parental involvement condition !¡as

associated with an immediate beneficial change in 1eve1 and

trend of consumption f.or the first 3 subjects and a marked

decrease in level of input for Subject 4 (Figure 2) " Sub-

ject 5 exhibited a variable decline in consumption through-

out the parental involvement condition. Three teenagers had

a greater degree and rate of reduction in caloric intake

during the second as opposed to the first Lreatment phase
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(22.4% anð,340 kcalfweek vs. 15.5% and 269 kcal/week, 28.7%

and 544 kcal/week vs " +3"4% and +"57 kcal/week, and 32"5%

and 435 kcal/week vs. 27% and 397 kcal/week, for Subjects 2,

4, and 5, respectively). Subject t had comparable percent-

age decreases in her food intake for both intervention peri-
ods (3q"0% vs" 33.0%, respectively). Subject 3 exhibited a

noticeably greater degree and rate of reduction during the

first 3 weeks of the parental involvement condition (34"3%

and 1,451 kcal/week vs. 1.9% and 296 kcal/week for the first
phase) ¡ut started to increase his food consumption by the

4th week.

Teenagers' decreases in caloric intake were reflected in

changes in their temporal patterns of consumption, snacking

behaviors (Àppendix M-1 and Appendix t'I-2, respectively) ,

and mothers' global evaluations of their eating habits
(Appendix M-3 ) .

input on weekends, an especialty difficult period for moder-

ating food intake, as well as on weekdays" They also

decreased their average weekly caloric consumption of snacks

by at least 30% over the course of treatment (59.4%, 67.6%,

37 "2%, 31 .0%, and 63"8%, respectively). This h'as an impor-

tant behavior change for Subjects 1 , 4, and 5 because their
snacking constituted a relatively significant proportion of

their total food intake (18"7%, 19.0%, and 42"7%, respec-

tively). The parental invol-vement condition $¡as related to
noticeable changes in consumption and snacking patterns that

À11 5 adolescents reduced their caloric
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$¡ere not very responsive to the initial intervention phase

and/or vlere particularly problematic. Subjects 3 and 4 did
not show much change in their average weekday inputs for the

first treatment period but displayed marked decreases during

the parental involvement condition (-9"9% vs" -19"3% and

+5"2% vs" -15.6%, respectively). Three subjects (2, 4, and

5) exhibited a relatively similar pattern for their average

weekly (-Z+"6% vs. -57.0%, -12"7% vs" -20.9%, and -32.6% vs.

-46"3%, respectively) and weekend (-11.7% vs. -81.3%, -17.2%

vs. -33.3%, and -24.0% vs. -59.7%, respectively) snack

intakes.

Atl 5 teenagers increased their average weekly caloric
intake for weekdays after the termination of treatment
(rable 3). Subjects 1, 3, and 5 had increases that v¡ere

less than 15% (5"0%, 1"0%, and 14"6%, respectively) whereas

Subjects 2 and 4 increased their caloric consumption by

26.6% and 78.4%, respectively, by the 7-month fol1ow-up"

Similar resufts were found for mothers' globa1 evaluations

of the i r chi l-dren ' s eat ing behaviors (Appendix M-3 ) "

It appears that subjects were able to decrease their food

intake when they were exposed to behavioral weight-control
procedures and especially when their mothers became involved

in the treatment process. They seemed to accomplish this by

controlling their snacking and food consumption on weekdays

as well as during problematic times such as weekends. How-

ever, follow-up data suggested that they could not maintain

the practice of consuming fewer calories.



Tab1e 3

AveraQe I,JeekLv and Daily Caloric Intake (kilocalories) on Weekdays
for Posttreatment and Follow-up Evaluaiions

Subjects Measures Post- Fol1ow-up Fol-Iow-up Follow-up
Treatment 2 ¡nonths 4 months 7 months

1 Weekly 6 ,417 5 ,324 5 ,855 6 ,i'l\Daily 1,289 1,065 1,371 1,354

2 Week1y 7 ,7 43 9 ,421 8 ,228 9 ,805Daily 1,549 1,884 1,646 1,95'1

3 WeekLy 6,879 '7 ,441 8,620 6,949
Daily 1,376 1,488 1,724 1,390

4 lieekJ-y 10,054 13,161 12,500 17 ,936DaiJ.y 2,011 2,632 2,500 3,587

5 Weekly 6,525 8,065 6,586 7,478
Dai).y 1,305 1,613 1,317 1,496
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Food-Select ion Behaviors

Perhaps a more important finding was that subjects'

reductions in caloric intake were at least partially due to

beneficial changes in their food and snack choices. All 5

teenagers showed marked decreases in the proportion of red

foods they ate and sharp increases in their green-food con-

sumption over the course of treatment (Figure 3)" This was

accompanied by relatively smaIl changes in their yellow-

food intake. Subjects 1 and 4 increased their green-food

intake by over eightfold and decreased their consumption of

red foods by over 45% (93.2% anð 48.5%, respectively) from

the end of baseline to posttreatment" Subjects 2) 3, and 5

increased their green-food inputs by over 100% (112.5%,

155.6%, and 106.3%, respectively) and reduced red-food

intake by at least 67 "0% (89.1%, 67.2%, and 69"2%, respec-

tively). Although subjects ate proportionately more red

than green foods at the beginning of the program, they con-

sumed approximately comparable amounts of the two food types

towards the end of the initial intervention period" More

precisely, Subjects 1 and 3 responded to the first treatment

condition with immediate decreases in the level of their
red-food consumption and only minimal increases in their
green-food intake" They appeared to substitute yeIlow foods

74

for red ones.

delayed positive response ( i.e. decrease in red and an

increase in green foods) to treatment. Subject 4's red-food

Subject 4 and 5's food selections showed a
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consumption seemed to be replaced by increases in green-

food intake v¡hereas Subject 5 appeared to use both yellow

and green items as alternatives to red foods. Subject 2

exhibited positive changes in the level of her red- and

green-food intake 1 week after the introduction of the

unprogrammed parental contact condition"

During the parental involvement phase, a1l 5 adolescents

reversed their baseline pattern of red- and green-food con-

sumption. That is, they ate proportionately more green than

red foods for most of this period. Subjects 1r 21 4, and 5

displayed substantial increases in their green-food intake
(figure 3). Moreover, Subjects 2 and 4 reversed a deceler-

ating trend in their green-food consumption with the intro-
duction of the parental involvement condition.
initially exhibited immediate and noticeable improvements in

his food seLections but began to replace his use of yellow

foods with red items by the 4th week of the second interven-
tion" Four subjects (1, 2, 3, and 4) also showed higher

rates of increased green-food consumption for the parental

involvement condition than for the initial treatment period

(Z"l vs. 1 "7 green foods/week, 2"5 vs. -0.2 green foods/

week , 1 "9 vs. -0 " 1 green foods/week, and 3 "7 vs. 0 "7 green

foods/week, respectively). Subject 5 had a higher rate for

the first 5 weeks of this phase but demonstrated litt1e
progress in her green-food intake towards the end of the

program These marked increases in green-food consumption

Subject 3
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vrere in contrast to the moderate changes that were observed

for subjects' red-food intake" with the exception of Sub-

ject 4, subjects showed a higher rate of reduction (5.3 vs.

0"6 red foods/week, 2.5 vs. 2.0 red foods/week, 3.5 vs. 0.5

red foods/week, and 4"2 vs. 0.4 red foods/week for Subjects

1, 2, 3, and 5, respectively) and greater absolute decreases

(see Figure 3) in their red-food ifrputs for the first as

opposed to the second treatment period. That is, most par-

ticipants appeared to gain control over their consumption of

high-calorie foods by the end of the unprogrammed parental

contact condition.

With regard to snack-food selections, all 5 teenagers

displayed marked reductions in the number and proportion of

servings of red-food snacks they consumed on weekdays and

weekends over the course of treatment (Table 4). Subjects

1, 2, 3, and 5 decreased their average weekly red-food

snacking by at least 75% on weekdays (93.5%, 100.0%, 77 .4%,

and 82.7%, respectively) and 80% on weekends (80.4%, 100 "0%,

80.0%, and 82.3%, respectively). Subject 4 reduced his con-

sumption of high-calorie snacks by 50.8% on weekdays and by

79.2% on weekends. Three subjects (1,2, and 3) aLmost elimi-
nated their use of high-calorie snacks by the end of the

unprogramrned parental contact condition (Appendix N-1 ).
Subjects 4 and 5 had greater percentage reductions in the

number of red items they consumed as snacks on weekdays

(50 .8% vs. 0.0% and 66 "7% vs " 48 "1%, respectively ) and vreek-
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ends (11 .q% vs. 27 .1% and 73 "6% vs" 32"9%, respectively)
during the parental involvement as opposed to the initial
treatment phase (table 4). These reductions in high-calorie
snacking were in contrast to

intake of green-food snacks during treatment. Subjects 1,

2, and 5 increased their average weekly weekday consumption

by over 100% (322%, 130%, and 147%, respectively). Subjects

3 and 4 went from not eating any green foods as snacks to
having an average weekly weekday intake of two and six serv-

ings, respectively. All 5 teenagers had greater increases

in their average weekly weekday servings of green-food

snacks during the parental involvement rather than the

unprogrammed parental contact condition.

sharp increases in subjects'

more than doubled their intake whereas Subjects 2 and 4 more

than tripled their consumption" Subject 5 had a 79.7%

increase in her weekday green-food snacking when her mother

participated in the treatment process, in comparison to a

37.2% increase for the first treatment phase. Changes in
weekend green-food snacking vrere noticeably less substantial
for both periods (rable 4) 

"

Follow-up evaluations indicated that subjects had diffi-
culty maintaining the improvements they exhibited in their
food choices at posttreatment (tab1e 5)" Only Subject 5

exhibited posttreatment levels of green- and red-food intake

at the 7-month follow-up. The other 4 teenagers displayed

marked increases in their consumption of red foods and sharp

Subjects 1 and 3



reductions in their green-food intake.

slightly more effective at exerting some long-term control
over their snack-food selections (Appendix N-2)" Four sub-

jects (1, 2, 3, and 5) either maintained or decreased their
posttreatment levels of red-food snacking at the 7-month

fo1low-up. Subject 4 reduced his high-calorie snacking for
the first two evaluations but exceeded baseline values at

the third follow-up. In contrast, only Subject 5 maintained

her level of green-food snacking"

replace their green-item snacks with yel1ow- rather than

red-food alternatives.

intake of Subjects 2 and 3 r+as partly due to their low lev-
eLs of snacking following treatment.

In summary, subjects learned to replace their intake of

high-calorie foods with low-calorie alternatives over the

course of treatment" By the end of the program, they were

eating proportionately more low-calorie than high-calorie
foodstuffs, which was a reversal of the food-selection pat-

tern they exhibited during basel-ine. They appeared to gain

control- over eating high-calorie items during the first
intervention phase and increased their selection of lov¡er

calorie alternatives during the parental involvement c.ondi-

tion. Moreover, they exhibited similar improvements for
their snack-food choices. However, with the exception of

reducing high-calorie snacks, a majority of the subjects did

not maintain the improvements in their food-selection behav-

iors.
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Subjects appeared

The decreased green-food snack

Participants seemed to



Table 5

Àveraqe WeekIy Number and Proporti.on of l^leekday Food
SeIect ions for Posttrealmenl and Follor+-up Evaluat ions

Subjects Measures

No. Red
% Red
No. Green
% Green
No. Yellor+
% Yellow

No. Red
% Red
No. Green
% Green
No. Yellow
% Ye 11or,'

No. Red
% Red
No. Green
% Green
No. Yellow
% YeIlow

No. Red
% Red
No. Green
% Green
No. Yel1orv
% Ye 11or'r

No. Red
% Red
No. Green
% Green
No. Yellow
% Yellow

Post-
Tr ea tmen t

4.6
q¿

20 .4
)a. ñ

60. 1

70.6

?q
¡o

13.9
23.6
42.1r
71 .4

10.5
l,) 0

t5.¿
18.7
55.8
68.5

8.5
9.5

21 .1
23.7
s9.6
66.7

l, o

13.2
2't "0
27 .6
57 .9
tro ,)

FoJ.low-up Follow-up Follow-up
2 months 4 months 7 months

6.0
11

15.0
18.1
62.0
'7t 'l

6.0
7q

10.0
tJ.¿
60.0
78 "9

14.0
16.9
8.0
9.6

61 .0
73.5

7.0

7.0

118.0
89.4

1'1 "0
10.6
14.0
13"5
79.0
76 "0

8'1

9.1
12.5
lÊ I

62.5
75.8

18.0
¿b. t

3.0
¿?

48.0
69.6

18.0
19.6
5.0
5.4

69.0
/\ l1

14.0
12 "1
7.0
þ.1

95. 0

8'1 .8

7"2
12.5
12 "0
83 .8
80.7

19.0
21 .1
9.0

10.0
62 "0
58. 9

r4.u
16.9
7"0
8.4

62.0
't¡. 1

19.0
21 .6
3.0
3.4

66.0
75.0

JJ.U
23.6
11.0
7q

96. 0

58.6

10"0
8"s

29.0
27 .1
78.0
72.9

Note. Values refer to servings of each food type.



Cal-oric Expenditure

When weekly caLoric-expenditure data were examined, no

marked changes occurred across the study's three phases even

though subjects spent more time engaged in activity during

treatment. This was largely due to lower caloric-expendi-
ture rates being referenced for various activities as sub-

jects' reduced their weight status. Consequently, a derived
variable controlling for weight changes l.¡as conputed li.e.
daily expenditure (kca1)/Uoay weight (kq)1. This caloric-
expenditure per kilogram of bodyweight measure (expenditure

ratio) yielded a different pattern of results. More pre-
cisely, all 5 teenagers increased their average weekly

caloric-expenditure index over the course of treatment
(39.1%, 11 .7%, 24 "3%, 41 .4%, and 15 "2%, respectively; Table

6). Subject 4 had marked immediate increases in his expen-

diture ratios with the implementation of each treatment con-

dition and reversed a decelerating trend on both occasions
(Àppendix O-1). Three subjects (2, 3, and 4) had greater

percentage increases in their average weekry expenditure

ratios during the parental involvement as opposed to the

unprogrammed parental contact condition (7 "5% vs" 3"9%,

16"4% vs" 6"7%, and 23"1% vs" 14"9%, respectiveLy) " More-

over, subject 2 reversed a decelerating trend when her moth-

er started to participate in the program (Appendix O-1 ) "

subjects 1 and 5 continued to increase their average weekly

expenditure ratios during t.he second treatment phase but
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Table 6

Àverage Weekly Caloric Expenditure Index for Each
ñ-----l-^-r-l hL-Experr.men¡ôl Pnase

Subjec+-s Baseline Unprogrammed Parental
Parental Contact Involvement

1

2

3

4

5

Experimental Phases

36.36

38.64

39.16

35.70

43.09

44 .64

40.16

41.80

41.00

48.78

a3

50"s8

+3. I I

48 .67

50.49

49.62
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showed greater percentage increases during the initial
intervention period (22"8% vs. 13.3% and 13"2% vs. 1 "7%,

respectively). This was partly due to the variability in

Subject 1's scores (Appendix O-1) and Subject 5's inactivity
on weekends (Àppendix o-2), masking some of the positive
effects that accompanied the parental involvement condition,
subject 1's average weekly expenditure score for the second

intervention was lowered because marked increases in her

activity levels for certain weeks were offset by periods of

reduced activity. Àlthough subject 5's weekday expenditure

ratios shov¡ed continued improvement during the parental

involvement phase, her weekend scores exhibited a slight
general decline "

Qualitative changes in subjects' caloric-expenditure pat-
terns vrere examined by determining the amount of time they

engaged in high-, moderate-, low-, and very low-intensity
activities each week (see Àppendix O-3). Subjects had a

very sedentary Iifestyle at the beginning of the program,

engaging primarily in very low-intensity activities (over

two thirds of their activity time) and rarely becoming

involved in high-output pursuits (range = 0-115 minutes on

average per week; Appendix O-4). This overall pattern did
not change noticeably over the course of therapy. Neverthe-

lessr participants did spend more time in moderate- and

light-intensity activities by the end of the program, Sub-

jects 1, 2, 4, and 5 increased their moderate-activity lev-
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els by 44"2%, 21.6%, 265"7%, and 11.0%, respectively. Sub-

jects 1, 3, and 5 increased their light-intensity pursuits
by 7 "2%, 144"5%, and 23.7%, respectively" Subject 2 also

became more involved in very 1ow-expenditure (+21.6%) as

well as medium-intensity endeavors. Most of the changes in

moderate- (52"1% vs" -5"2%, 18"4% vs" 2"7%, 96.8% vs" 85.8%,

and 13"6% vs" -2"3%, for Subjects 1, 2, 4, and 5, respec-

tively) and 1ight-intensity (q0.6% vs" -23.8% and 31"0% vs"

-5"5%, for Subjects 1 and 5, respectively) activity levels
occurred during the parental involvement rather than the

unprogrammed parental contact condition"

Follov¡-up evaLuations indicated that 3 subjects (2, 3,

and 4) were able to maintain most of the improvements in

their caloric-expenditure ratios (fabIe 7). They exhibited
less than a 7% reduction in their posttreatment weekday

expenditure scores at the 7-month fol1ow-up (-5.6%, -6.3%,

and -2"2%, respectively).
expenditure ratios were within 20% of their posttreatment

values for the first tr.¡o follow-up assessments but dropped

sharply by the third evaluation (-31 "6%) "

scores displayed a similar pattern.

Parents' globaI ratings of subjects' activity leveIs and

actometer data yielded less consistent results. Although

a1I 5 teenagers increased their ratings after the initial
treatment phase, only 3 continued to do so during the paren-

taI involvement condition (Àppendix O-5) " Àt the 7-month

Subject 1 's average weekday

Subject 5's



Table 7

Averaqe Weekl-y Heekday Expenditure Ratios for Posttreatment
and FoL]ow-up Evaluations

Subjects Post-
Tr ea tmen t

1

2

3

4

5

)F, )n

21 .09

15. ìu

25.33

26.41

FoIlow-up Fol1ow-up Follow-up
2 months 4 months 7 months

)) Q1

18.15

25.60

19.70

23.84

0nly 1 day of activity recording was available for this
follow-up period.

22 .65

19.44

16 .52

a6

19.30

19.91

12 tr,)

)L I I

20.9828.21
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fo11ow-up, only subject 1 obtained a g1obal activity score

that was comparable to the one she l¡as assigned at post-
treatment. The ratings for the other 4 subjects $Iere mark-

edry reduced and/or approached baserine levels. Actometer

data were difficurt to interpret because of missing values

and inconsistent findings (Àppendix O-6).

These results suggest that subjects became more active
over the course of treatment. Although they did not

increase their high-expenditure activity revers or dramati-
cal1y al-ter their sedentary lifestyle, they did increase

their invol-vement in moderate- and light-intensity pursuits.
Most of these changes occurred during the parentar invorve-
ment condition. rn addition, 3 of the 5 participating teen-
agers were able to maintain most of the improvements in
their average weekry weekday activity leve1s at the 7-month

follow-up.

Treatment Satisfaction Measures

subjects indicated at posttreatment that they liked the

program, would recommend it to their friends, and would

enroll in it again (Àppendix p-1 ). They were pleased with
their Í'eigtrt losses and f elt that they looked thinner. À11

5 teenagers stated that they enjoyed having their mothers

participate in the Lreatment process.

believed that the program herped them lose weight, eat ress,
and decrease their red-food intake"

Àt least 4 subjects

However, only 2 sub-
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jects (2 and 5) saw the program as increasing their green-

food consumption. These posttreatment evaluations tended to
be more positive than those given after the first treatment
phase. Folrowing the unprogrammed parental contact condi-
tion, onry 3 subjects (2r 3, and 5) claimed that they would

recommend the program to friends and subject 4 stated that
he hated it"

helping them increase their activity levels.
satisfaction ratings were obtained for interviews conducted

by the experimenter and his research assistant, respective-
ly. when subjects were interviewed by the research assis-
tant, they gave lower ratings for the program's usefulness
in increasing activity leveÌs.

Participating parents were very satisfied with the pro-
gram at posttreatment and stated that they wourd highly
recommend it to other families with overweight. teenagers
(Àppendix P-2) " Although they viewed the program as quite
demanding, they felt it taught them a fair amount about

Similarly, only Subjects 2 and 5 saw it as

weight-control procedures.

promoting their child's weight losses, healthful food choic-
ês, and appropriate eating habits. SimiIarly, parents, with
the exception of subject 3's mother, believed that treatment
techniques r.¡ere helpf u1 in increasing their children's
activity 1eve1s. These satisfaction ratings were slightly
more positive than those obtained at the end of the unpro-

Comparable

grammed parental contact phase

They also found it useful in

After the first treatment
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only two mothers (for Subjects 2 and 3) believed
program improved their child's eating and activity
Similarlyr pêrents were less confident about its
weight-1oss and food-selection behaviors, and felt
did not l-earn as much about weight-control strat-

during the parental involvement condition.

FoIlow-up evaluations indicated that a majority of the
participating parents continued to be generarly satisfied
with the program and were still willing to recommend it to
others 7 months after the termination of treatment (Àppendix

P-2). Similarly, three of the five participating mothers

felt that it helped their children maintain their v¡eight

fosses. only subject 5's mother became generally dissatis-
fied with the program over time. However, parents' percep-

tions of the usefulness of intervention procedures in chang-

ing certain weight-related behaviors became less positive
following treatment.

mothers believed that the program improved their child's
food choices and only one viewed it as promoting increased

activity levels and improved eating habits, respectively.

Compliance Measures

An overall compliance index was computed for teenagers'

weekry performance of weight-control procedures (Àppendix

Q-1 ). An examination of its weekly vaLues suggested that
subjects had some difficulty complying r+ith program pre-

At the 7-month follow-up, only two
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scriptions during the unprogrammed parental contact condi-
tion (Àppendix Q-2). wiih the exception of subject z, they

rarely carried out more than 60% of the procedures in the

prescribed fashion during this phase. rn contrast, compli-
ance scores often exceeded 70% and even 90% for the parental
involvement condition. this was further illustrated by the

fact that subjects increased their average weehry compliance

scores by at least 25% (81.5%, 30"1%, 26.5%, 48.1%, and

70.4%, respectively) during the second intervention period.
Parental participation vras arso associated with an improve-

ment in the accuracy of subjects' food and activity record-
ing (Appendix Q-2).

Parents ensured that they and their children attended
program sessions (mean attendance rate = 96.6%). similarly,
they exhibited high levers of compliance for recording
assignments. with the exception of subject 3's mother, they

submitted complete foodr âctivity, and interaction records
for at least 97.5% of. the days their children participated
in the program. subjects 3's mother completed 97 .0% of the

food and activity forms and 81.0% of. the interaction check-

lists. Participating mothers arso showed sharp immediate

increases in behaviors that would faciritate their child's
weight-ross efforts with the implementation of the parental
involvement condition (r'igure 4)" More precisely, they gen-

erally complied with supportive prescriptions by frequently
reinforcing their children's weight-1oss efforts, providing
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dietary and exercise information, and modeling appropriate

weight-related behaviors (appendix e-3 ) " Their use of

prompts did not change substantially because they often

employed this technique during the unprogrammed parental

contact phase. In addition, the parents of 3 subjects (1,

2, and 4) decreased the number of negative weight-related
interactions they had with theír children when they partici-
pated in the treatment process.

continued to employ certain strategies that undermined their
children's attempts at weight control, such as using food as

a reinforcer and providing high-calorie snacks. parents did
not refrain from trying to be involved in their children's
weight-loss efforts during either the baseline or unpro-

grammed parental contact phase of the study. Rather, they

gave a considerable amount of assistance each week (see Fig-
ure 4). However, their assistance was accompanied by a num-

ber of behaviors that could have negatively affected sub-

jects'progress (e.g. restricting activity, getting into
disagreements about dieting, and encouraging eatinq).

Subject 3 and 5's mothers

Follow-up evaluations based on gJ_oba1 compliance reports
suggested that a majority of the subjects and participating
mothers continued to use treatment prescriptions 7 months

after the end of the program (eppendix e-4) " OnIy Subjects

3 and 5 were reported to infrequentJ-y use the weight-control
strategies they acquired during treatment. parents, with
the exception of Subjects 5's mother, noted that they often
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employed modeling and prompting strategies r+ith their chil-
dren. They only stopped using ihe point system and this was

partly due to them carrying out fading procedures. They

also stated at the 7-month follow-up that they remembered

much of the weight-control information they had learned dur-
ing the program"

test of behavioral weight-control principles that v¡as admin-

istered at each follow-up assessment (appendix e-5).

These findings indicated that subjects had some difficul-
ty complying with program recommendations when their mothers

were not formally involved in the treatment process. They

also pointed out that parents did not refrain from assisting
in their child's weight-loss efforts, even when they were

specifically instructed to withhold assistance. Training
parents to participate in the treatment process appeared to
encourage their correct use of reinforcement and to a lesser
extent modeling and information-giving, in dealing with
their child's weight problem. Moreover, fo11ow-up data sug-

gested that a majority of the subjects and participating
mothers continued to use behavioral procedures after the

program r.¡as terminated.

This was supported by their scores on a



Chanses in E{eiqht Status

One of the questions addressed by the present study was

whether behavioral procedures can promote clinically signif-
icant weight losses in obese retarded adolescents (Question

1, page 41 ). Several findings indicated that these tech-
niques can produce such changes in this population's weight

status. Subjects lost marked amounts of weight (mean loss =

8.1 kg) during treatment. Their reductions in body weight

vrere comparable to those found in the most comprehensive and

successful studies with obese mentally-handicapped (altman

et al., 1978; Jackson & Thorbecke, 1982; Rotatori & Fox,

1980; Rotatori, Fox, et a1.r 1986) and nonretarded (Browne11

et aI", 1983; Coates & Thoresen, 1981; Gross et al., 1976)

adolescents" They generally tracked experimental manipula-

tions and were in contrast to the weight gains exhibited by

the teenager who discontinued treatment. Moreover, partici-
pants' weight losses were clinically significant in that
they were related to changes in other weight and anthropome-

tric variables, and confirmed by social validation proce-

dures. By posttreatment, the weights of 2 subjects fell
within the nonobese range, and the other 3 adolescents

reduced their overweight status by over 23%" This was

DISCUSSTON

-94
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accompanied by sharp decreases in tricep skinfold and body

ci.rcumference measures. The changes in subjects' body

shapes were varidated by independent judges rating them as

thinner and more attractive at the end of the program. The

body sizes of 3 subjects approached public standards of

acceptable weight in that they were no longer perceived to
reflect obesity" In addition, participating parents as well
as their children were pleased with these changes.

The fact that subjects were rated as more attractive at
posttreatment highrights the important role behavioral
weight-control procedures can pray in relieving some of the

stigma that is associated with the obese mentarry handi-
capped (fox et â1., 1982; Gumaer & Simon, 1g7g; Rotatori &

Fox, 1981). It also has important imprications for efforts
at mainstreaming this population. That is, employers,

teachers, and nonretarded peers may respond to the obese

mentally-handicapped individual who has lost weight in a

more favorable fashion.

Although subjects' weight losses during treatment may

have been confounded by seasonal variations in weight (..g"
spring to summer), several factors suggested that this was

unlikeLy in the present study" schoor records indicated
that 4 of the 5 Leenagers either increased or maintained

their weight status during the previous summer. Data were

unavailable for subject 1. similarry, arr 5 adolescents
were described by their parents as being overweight for at
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least 3 years and 4 subjects were reported to have been in a

period of weight gain for about a year prior to the begin-

ning of the project" Parents also indicated that summers

were problematic for their children's weight-control behav-

iors, in that snacking tended to be used as a means of cop-

ing with the boredom of being out of school. Fina1ly, the

teenager who discontinued treatment did not show a seasonal

reduction in weight but rather gained 1.5 kg over the course

of the program.

Chanqes in Lifestvle Behaviors

Participants learned to make marked and healthful changes

in their \{eight-related behaviors.

an answer to the question of whether behavioral procedures

can effectively help obese mentally-handicapped young per-
sons improve their food-intake and activity patterns (eues-

tions 2 and 3, page 41), but also further evidence to dispel
the myth that this population is too impulsive to controL
its lifestyle behaviors.

empirically that subjects' weight losses were associated

with appropriate habit changes. The importance of elucidat-
ing this relationship lies in the fact that weight losses do

not necessarily stem from improvements in eating behaviors
(Brownel1 ç Stunkard, 1978i Stalonas et al., 197B) and may

result from unhealthy food practices (ninoff et al., 1972;

This no: only provided

Mann, 1972)

In addition, it demonstrated

For example, ât the beginning of the present
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study, 2 subjects tried to lose weight by reducing their
intake of staple foods while maintaining their consumption

of high-calorie snacks. Three participants attempted to
attain weight-loss goals by Iimiting their food intake to
commercially prepared dieteLic meals and desserLs. These

observations point out that obese mentally-handicapped ado-

Ie'scents, like their nonretarded peers (see Hammar, 1979;

Wells & Cope1and, 1985), are not immune to employing inap-
propriate dietary practices" Unfortunately, previous inves-

tigations with this population (".g. Buford, 1975; Gumaer &

Simon, 1979; Jackson & Thorbecke, 1982; Rotatori & Fox,

1980; Rotatori, Fox, et af., 1979) and to a certain extent

obese nonretarded youth (vritn the exception of Coates & Tho-

resen , 1981; Gross et â1. ,

assumed that weight losses vrere the result of appropriate
changes in weight-related behaviors.

placed littIe emphasis on measuring and evaluating specific
changes in eating and activity patterns. Several research-

ers have attempted to infer improvements in eating habits
from reductions in caloric intake (altman et a1., 1978;

Coates, J€ffery, €t al " , 1982) " However, decreases in

caloric consumption do not ensure nutritionalry sound food

choices (Epstein et ô1. , 1978) 
"

1976; Mel1in et aI. , 1987) ,

Consequently, they



Food Behaviors

The changes in subjects' food behaviors were impressive

in that they not only involved reducing cal-oric intake by

eating less, but also included the modification of well-en-
trenched food-selection and snacking habits. By the end of

treatment, all 5 adolescents reversed their baseline pattern

of eating substantially more high-calorie than low-calorie
nutritional foods. They accomplished this by replacing
highly fattening items with vegetables and other low-calorie
alternat ives.

dietary choices since green-coded foods made up a very small

proportion of subjects' diet during baseline.

these food substitutions were made on weekends as well as

weekdays, the former being a time that was particularly pro-

blematic in terms of the consumption of fattening items.

The changes in snacking habits v¡ere equally impressive given

that they involved a marked reduction in a major source

(roughly 20%) of participants' daily caÌoric intake. Sub-

jects learned to snack less, including on v¡eekends, and to
replace junk foods with more nutritious snacks. Several

subjects eliminated or almost eliminated high-calorie snacks

and introduced the use of vegetables as snacks into their
dietary repertoire" In addition, these changes in food hab-

its were at the very least comparable to those cited by oth-

er investigations with obese young persons (Coates & Thore-

sen, 1981; Epstein et af., 1978; 1981; Epstein, VaIoski, et

This involved the development of novel

9B

Moreover,
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a1., 1986; Epstein, Wing, Koeske, et a1., 1987; Kirks, Hen-

dricks, & Wyse , 1982; Mellin et â1 " , 1987 ) and in some

respects reflected more dramatic alterations in lifestyle
patterns than had previously been reported" In a study by

Epstein et al" (1981), obese children went from eating sig-
nificantly more red than green foods at pretreatment to ing-

esting comparable amounts of both food types at posttreat-
ment. This was primarily due to a reduction in their intake

of high-calorie items and at no time did their green-food

input noticeably surpass their consumption of red foods.

Epstein et al. (1978) demonstrated significant changes in

children's food selections but only under fairly controlled
conditions in a school setting.

The magnitude of the changes

v¡as supported by parental reports. Àt the beginning of the

study, several parents believed that it was "impossible" for
their children to replace fattening foods with vegetables or

other low-caÌorie alternatives. SimilarIy, they thought

that their children would never accept green-food items as

snacks" Three rnothers reported that their children became

so cognizant of the undesirability of red foods that they

r+ould lecture and reprimand other farnily members f or eating

them" Subject 2's mother claimed that her daughter's repri-
mands resulted in her husband giving up sweets and losing I
pounds. The parents of Subjects 1, 2, and 4 were impressed

by the fact that their children learned to limit their
intake of high-calorie items during social occasions"

in subjects' food behaviors



Àctivity Behaviors

Àl-though subjects íncreased their activity levels during

treatment, the changes they exhibited $/ere not as remarkable

as those shown for their food behaviors. Two subjects
increased their expenditure ratios by approximately 40% but
3 displayed increases of less than 25%.

qualitative changes in their activity patterns were primari-
ly limited to increases in their moderate- and row-intensity
pursuits. These findings can be attributed to several fac-
tors" First, the lack of change and in some cases slight
decline in participants' high-intensity activities probabry

contributed to their overall expenditure levels showing only

moderate increases. The study emphasized a lifestyle activ-
ity approach to increasing subjects' caloric expenditures

rather than an exercise program involving high-output aero-

bic-type activities. This approach promotes a flexibre and

varied exercise regimen composed of moderate-intensity
activities that can readily fit. into individuals' daily
schedules (Epstein et a1. , 1982; Epstein, t^iing, Koeske, et

al., 1985) " rt arso encourages persons to avoid rabor-sav-
ing strategies and become fully invol-ved in behaviors such

as housework. consequently, the changes in subjects' exer-
cise patterns generally reflected the goars of the lifestyle
activity approach. More precisely, 4 of the 5 teenagers

increased the amount of time Lhey engaged in moderate-inten-

100

Similarly, the

sity activities. Subject 3 had a significant increase in
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his moderate activity 1eve1s after the initial intervention
phase but displayed an overall reduction" Similar findings
have been reported by other investigators who have employed

lifesLyle-modification procedures and monitored qualitative
changes in exercise behaviors (u.g. Epstein et aI., 1982;

Epstein, Wing, Koeske, et a1. , 1 985; Epstein, Wing, penner,

et al., 1985).

Subjects' activity levels may have also been limited to
moderate changes because treatment efforts had to modify

weIl-entrenched sedentary behavior patterns that r.¡ere being

maintained to a certain extent by parental influences. Dur-

ing baseline, all 5 teenagers spent from two thirds to three

quarters of their l-eisure time engaged in very low-expendi-

ture behaviors, such as watching T.V. This finding is simi-
lar to those reported by other studies dealing with the men-

tally handicapped (Carman , 1981; Danford & Huber , 1981;

Hanson, 1981; Herrmann, 1981).

inactivity by holding certain beliefs and employing certain
practices that limited their children's opportunities to
become more active" They were very protective of their
children and believed that they had to constantly supervise

their activities, including doing housework and going for
walks. Three mothers were concerned about the impact of

exercise on their child's health and would readily restrict
activity whenever their chiJ-d complained of fatigue or ilI-
ness" Similarly, several parents believed that their chil-

Parents supported subjects'
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dren had enough exercise at school and should rest at home.

This attitude was reflected in 2 subjects having to go to
bed shortly after supper" The increase in Subject 2's very

low-expenditure activities at posttreatment l¡as largely due

to her parents allowing her to stay up longer. Although

these negative influences decreased over the course of

treatment, especially during the parental involvement condi-
tion, they continued to be present to some degree by the end

of the program. As a result, subjects' efforts to increase

their expenditure leve1s were highly dependent on their
parents' moods , schedules , and wi 11 ingness to allow or

supervise a behavior.

leveIs susceptible to considerable variation. Thus, even

the moderate improvement in participants' medium-intensity

activities could be viewed as a marked alteration of their
lifestyle patterns. Greater increases in expenditure leveIs
might have been obtained if subjects and their parents had

been exposed to a brief exercise period during treatment

sessions (Epstein, Wing, Penner, et a1. , 1 985) .

Investigators need to pay more attention to the negative

impact of certain parental attitudes on obese children's
attempts to increase their activity levels and/or adhere to

This in turn, made their activity

exercise prescriptions 
"

research r+ith individuals who are highly dependent on their
parents, such as very young children and mentally-handi-

capped young persons.

This is especially important for

Researchers have for the most part
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neglected monitoring and evaluating parents' weight-related
interactions with their children and have assumed that
parents readily change family norms governing food and

activity behaviors during treatment.

tions have been observed, it has been found that parents

often discourage their obese children from becoming more

active (ntesges et al., 1984; 1986; Waxman & Stunkård,

1980). The present study suggests that training parents in
weight-controL strategies greatly reduces but does not nec-

essarily eliminate these negative influences. Moreover, it.

may be overly optimistic to assume that relatively brief
parental training procedures can drastically alter long-

standing family attitudes towards lifestyle behaviors, par-

ticularly when these attitudes are mediated by complex

intrafamilial dynamics (Baranowski et a1., 1982; Copeland &

Baucom-Copeland, 1981; Loader, 1985; Schilson & Van Valken-

burg, 1984). It is unlikely that such training can ade-

quately address or resolve the familial issues that may

When family interac-

underlie these attitudes.
the present study by the lack of change in families'general
level of functioning as measured by the FAM, over the course

of treatment. Some families may require concurrent family

therapy to deal with certain intrafamilial conflicts as well

as training in behavioral management. procedures.

The differences between the resulLs of parents' daily
activity records and g1oba1 activity ratings and actomeLer

This was somewhat illustrated in
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readings, respectively, may be Iargely atLributed to the

di.fferent task demands of

methodological problems 
"

Leisure Time Activities Questionnaire involved a retro-
spective recalt of subjects' activities over a 3-month peri-
od. They included estimates of the types of activities sub-

jects performed at school and concentrated on moderate- and

high-intensity pursuits. These estimates often did not cor-
respond with reports from school personnel and as a result
compromised the utility of this questionnaire in providing
reliable information on parents' global perceptions of their
children's activity levels (see Epstein, Wing, penner, et
41., 1985). In contrast, daily activity records consisted
of all activities observed by parents on weekends and from

the time their child finished school until s/he went to bed.

Observations were not restricted to particular types of

activities. Actometer readings were difficurt to interpret
because they did not exhibit any consistent patterns and

contained a number of missing varues. Their accuracy was

arso questionable given that subjects tended to use this

these assessment procedures and

Parents' g1oba1 ratings on the

recording device in an improper fashion.

often removed during monitoring periods. This was particu-
larly a problem r+ith the 3 female participants who found the

instrument very unattractive" similarfy, subjects frequent-
ly flapped their arms or pounded their hands on walls as a

means of expediting the rotation of the monitoring dia1"

These findings suggest that aLternative procedures need to

Àctometers were
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be developed for the use of actometers with obese mentally-
handicapped young persons" The device needs to be modified

so that it can be more securely fixed to the wrist and pro-

vide fewer visual cues about its purpose. In addition,
behavioral procedures should be employed to train this popu-

Iation to wear actometers in an appropriate fashion.

Parental Influences in the TreaÈment Process

The treatment package v¡ithout the parental training com-

ponent appeared to help subjects modify their eating and

activity habits as well as l-ose weight.

their body weight and overweight status on average by 4.4%

and 25.0%, respectively, during this period. They decreased

their caloric intake and snacking and learned to avoid red

foods? especialty high-calorie snacks. They also became

more active"
those reported by other successful studies dealing with
obese mentally-handicapped (Rotatori ç Fox, 1980; Rotatori,
Fox, et âI., 1979) and nonretarded (Coates, Jeffery, et a1.,
1982; Coates, Ki11en, et â1. ,

adolescents. Nevertheless, they do not suggest that obese

mentally-handicapped young persons can independently exert

control over their weight-rel-ated behaviors or that parental
participation is unnecessary in the treatment process.

Parents did not refrain from becoming actively involved in
subjects' weight-control efforts during either baseline or

Moreover, these results are comparable to

Subjects reduced

1982; Mellin et a1. , 1987)
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the unprogrammed parental contact condition. Rather, they

frequently prompted their child's performance of Lreatment

procedures (appendix A-3) "

heLp of neighbors to increase her daughter's intake of green

foods" Likewise, all five mothers attempted to alter their
child's food environment and eating patterns (e"g" reducing

the amount of junk food at home, restricting snacks, and

providing smaller portions) even prior to the beginning of

treatment. Apparently, parents' anticipation of their child
undergoing a weight-control program was enough for them to
informally implement dietary modifications. These actions

contributed to baseline variations in caloric intake and

have been observed by other researchers working with the

obese mentally handicapped (Jackson & Thorbecke, 1982).

Thus, it is difficult to ascertain to what degree the suc-

cess observed during the unprogrammed parental contact con-

dition was due to subjects' independent attempts at weight

control as opposed to joint efforts with their parents.

Parents' active involvement in their child's treatment

during the unprogrammed parental contact condition under-

scores the importance of monitoring weight-related parent-

child interactions during each phase of treatment to ensure

procedural integrity (see Peterson et a1., 1982) " Compara-

tive studies on the effectiveness of parental involvement

have for the most part neglected evaluating parents' infor-
mal" implementation of weight-control strategies during

Subject 2's mother enlisted the
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treatment periods" Consequently, it is difficult to inter-
pret st.udies reporting equivocal or nonsignificant findings

regarding the effectiveness of parental involvement (e.9"

Israel et â1", 1984; Kingsley & Shapiro, 1977; Kirschenbaum

et al., 1984)" In these situations, small between group

differences could be explained by control or nonparental

participation conditions containing substantial amounts of

informal parental assistance (see Aragona et al., 1975).

The importance of training parents to facilitate their
child's weight-loss efforts in the treatment of obese men-

talty-handicapped adolescents (Question 4, page 41) was eIu-

cidated by several findings. First, subjects not only con-

tinued to show progress but also displayed incremental

improvements on major dependent variables during the paren-

tal involvement condition.

exhibited greater percentage decreases in weight-re1ated,

adiposity, and caloric-intake measures during this period as

opposed to the initial intervention phase"

Subjects 1, 4, and 5 exhibited percentage decreases in their
overweight status that were at least 65% greater than those

obtained for the unprogrammed parental contact condition"

Similarly, 3 subjects demonstrated greater increases in

their activity levels and all 5 adolescents had more sub-

stantial gains in their green-food intake" Two adolescents

more than doubled the increases in green-food consumption

they exhibited during the first treatment phase and 2 dis-

A majority of the teenagers

For example,
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played over a tenfold increase in improvement" In addition,
the parenLaJ- involvemenL condition was associated with high-

er rates of weight loss,

green-food consumption. These results are consistent with

those of other studies that have found parental participa-
tion improved changes in major dependent variables (Coates,

KiIlen, et al", 1982; Coates & Thoresen, 1981; Epstein et

af", 1981; Gross et â1., 1976; Kirks et aI., 1982).

Parental involvement was also related to changes in
behaviors that demonstrated minimal to moderate improvement

during the initial intervention phase. Likewise, it was

accompanied by improvement in variables that often tend to
plateau or exhibit diminished changes during the latter
stages of treatment. Subjects 3 and 4 exhibited slight mod-

ifications in their caloric input for weekdays during the

first treatment period but had marked reductions when their
mothers participated in the treatment process. Subjects 2,

4, and 5 displayed a similar pattern for their control of

problematic weekend snacking" Although participants were

able to markedly decrease their consumption of high-calorie
foods during the unprogrammed parental contact condition,
they showed limited increases in t.heir green-food intake"

That is, they found it easier to reduce the frequency of an

established behavior pattern than develop a relatively new

food-choice habit. It was only with the formal- assistance

of Lheir parents that they were able to markedly increase

caloric reduction, and increased
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their consumption of green-food alternatives and reverse

their baseline pattern of high-calorie food selections.

Perhaps r pärents' modeling and reinforcing of green-food

sel-ections provided the necessary incentive for subjects to

develop new food-choice habits. Several researchers have

found that parental attention and reinforcement play a key

role in children developing new and healthful (u.g" eating

vegetables ) f ood pref erences ( Bi rch et a1 . , '1 980 ; Harper &

Sanders, 1975; Kirks et aI., 1982) " Finally, it has been

suggested that adhering to weight loss and behavior change

criteria may require more effort during the latter stages of

treatment (legow, 1 984 ) .

weight 1oss, given that physioJ-ogical mechanisms make con-

tinued weight reduction progressively more difficult '(Woo-

1ey, Wooley, & Dyrenforth, 1979). SimilarIy, increasing a

child's green-food intake from four to five items per day

may require more effort and a greater change in lifestyle
than an increase from one to two green foods per day. The

increased work required to shov¡ continued improvement over

time often results in individuals showing a plateau in their
progress and/or a sfower rate of behavior change. In the

present study, a majority of the participants stopped show-

ing improvements in their absoLute weight status, caloric
intake, and food selections, 2 to 3 weeks before the end of

the first intervention phase. The incremental- changes that

were observed during the second treatment period suggest

that parental participation may be critical in ensuring that

This is especially the case for



improvements persist and result in clinical
weight and behavioral changes (see Epstein

Epstein, Wing, Koeske, et a1., 1987) 
"

Another significant contribution of parental involvement

tras perhaps its impact on compliance and treatment satisfac-
tion" Subjects exhibited a marked increase in compliance

and the accuracy of their food and activity recording when

their mothers participated in the program" Sinilar results

have been reported for work done with obese mentally-handi-

capped adults (Fox, Rosenberg, et a1., 1985) and nonretarded

children (Epstein, lling, et a1., 1984). Moreover, subjects'

increase in compliance occurred in spite of progressively

more demanding behavior change goals and the use of a fairly
conservative compliance measure.

1y

et
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significant
aI., 1981;

involvement condition, participants were able to surpass

behavior change goals that they were unable to accomplish by

the end of the first treatment phase. Consequently, program

requirements became more challenging over the course of the

second intervention. The compliance index employed in this
study accounted for compliance with every assigned task and

did not give credit for partially met red-food, snacking,

eating habit, and activity goals. Wíth regard to treatment

satisfaction, both subjects and their mothers gave more

positive ratings after the parental involvement condition"

Similarly, all 5 teenagers h'ere very pleased to have their
mothers participate in the program. Several other research-

During the parental



111

ers have found a positive relationship between parental

involvement and treatment satisfaction (Xingsley & Shapiro,

1977; Kirschenbaum et al., 1984) " In addition, parentsr

satisfaction with the program probably contributed to their
high rates of attendance and completion of recording assign-

ments (see Kirschenbaum et af., 1984)"

The failure of Subject 3 to show consistent progress dur-

ing the parental involvement condition was largely related

Lo negative family influences.

reductions in his caloric consumption and red-food intake at

the beginning of the second treatment period, he started to

increase his food input by the 4th week.

reached his lowest weight in the program 1 month into the

second intervention but then gained weight for 3 consecutive

weeks" His relapse appeared to coincide with his parents

becoming concerned about his weight status, the completion

of the school year, and his mother devoting more time to the

family business. His parents, especially his father,
believed that he had become too thin (when he was 16% over-

weight) and should increase his caloric intake. His father

also felt that it was unfair for him to be deprived of

favorite foods and started offering him high-calorie snacks.

Likewise, an oLder brother often pressured him to eat junk

foods" Although Subject 3 was previously able to resist
many of these social pressures, the increased exposure to

them resulting from him being out of school seemed to weaken

Although he had marked

Simi larIy, he
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his control over red-food intake" In addition, his mother's

rçork commitments and attitude towards his weight seemed to

prevent her from implementing supportive prescriptions to

counteract his loss of control. Rather, she decreased her

facilatory weight-related interactions ( i.e. assist in pro-

moting weight loss) witfr him by 1 5% and exhibited an

increase in behaviors that undermined his weight-control

efforts (r'igure 4) " This in turn was associated with a

decrease in Subject 3' s compl iance wi th treatment proce-

dures. The mother's decreased involvement in the program

was also illustrated by her poor recording of weight-related

interactions during the last month of the study.

The belief that mentally-handicapped young persons have

little enjoyment out of life and should not be deprived of

food treats \,¡as held by at least two families in the present

study (SuU¡ects 3 and 5) and is endorsed by many families
with mentatly-handicapped children (Acosta & Wentz, 1971;

KaIisz & EkvaII, 1984; Pipes & Holm, 1980; Webb, 1980) "

This belief as well as the tendency for some parents to be

overly protective (see above) demands that clinicians treat-
ing obese mentally-handicapped young persons be avrare of the

stresses and intrafamilial issues that confront the families

of this population (see Byrne & Cunningham, 1985; Cavanagh &

Ashman, 1 985; Hannam, 1 980 ) . Similarly, it suggests that
for some families these stresses and issues must be

addressed and somewhat resolved before the start of a

weight-control program for their children.



ExperimenÈal Conf ounds

It is difficult to make any causal attributions about the

impact of parental involvement on subjects' vreight losses

and habit changes because the present study did not control
for length of time in treatment and order effects" AIl 5

subjects received 10 weeks of treatment prior to being

exposed to the parental participation condition.
quently, the effects observed during this condition could

have been either the result of the experimental manipulation

or being exposed to a behavioral weight-control program for
a certain period of time" SimilarJ.y, it is uncertain wheth-

er they would have been observed if parental involvement had

been introduced at the beginning of the program. Neverthe-

less, several findings suggest it is unlikely that these

confounds could fuIly explain the marked improvement exhib-

ited by subjects when their parents formally participated in

treatment. Dependent variables, especially weight loss, do

not usually shov¡ incremental changes in magnitude and/or

greater rates of change during the Iatter stages of therapy
(see Àragona et aI., 1975; Jackson & Thorbecke, 1982), when

clients' motivation often declines and attrition is fre-
quently high (legow, 1984; Pekarik, 19e7)" This is support-

ed to a certa in extent by the fact that partic ipants'

weightr côloric intake, and food selections had stabilized
several weeks prior to the implementation of the parental
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Con se-

involvement condition " Moreover, the stability of these
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measures at the end of the first program phase was in sharp

contrast to the changes that occurred at the beginning of

the second intervention period. Four subjects exhibited an

immediate reversal of an accelerating trend in their caloric
intake as well as a drop in the level of their food consump-

tion when their mothers started to participate in the pro-

gram. Liker,¡ise, 3 teenagers showed an immediate positive
change in the trend of their green-food input and 1 subject

reversed an accelerating trend in his consumption of high-

calorie foods.. Three subjects also had a sharp immediate

increase in their level of compliance in response to the

second treatment condition. These findings suggest that
participants' progress had a greater likelihood of deterio-
rating rather than improving if mothers had not become

involved in the program"

between Subject 3's relapse and his mother's informal with-
drawal of some of her assistance during the second interven-
tion period, lends support to the importance of parental

involvement in the treatment process.

Behavioral Mechanisms of Parental Involvement

One of the goals of the present investigation was to

obtain a better understanding of how parents' participation
might influence treatment outcomes (Question 5, page 42).

The relationship between changes in parents' weight-related

In addition, the relationship
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interactions with their children and improvements on various

dependent measures, elucidated several behavioral processes

that may underlie the effectiveness of parental involvement"

Àt a general 1eve1, increases in parents' participation \.¡as

shown to accompany improvements in obese mentally-handi-

capped young persons' compliance with treatment procedures.

This allowed these individuals to benefit more fuIly from

behavioral weight-control techniques and effect greater

changes in their lifestyle behaviors. However, the nature

of parental invoLvement appears to be just as important as

its quantity (see Brownell et al., 1983)

analysis of parent-child interactions (appendix 0-3) indi-
cated that as parents became formally invol-ved in the treat-
ment process, they markedly increased their use of rein-
forcement as a means of dealing with their child's
weight-control ef f orts "

children for making appropriate lifestyle changes on a more

frequent and consistent basis.

involvement in treatment, they tended to primariì.y prompt

behavior changes in their children and infrequently rewarded

them. Coates, JeffêFyr et al. (1982) have found a positive

relationship between the frequency of reinforcement for

weight loss and reductions in obese adolescents' overweighL

status. They have also suggested that parents may play a

usefuL rofe in treatment as providers of daily incentives

f or over\,reight teenagers' weight-loss pursuits " However ,

several researchers have speculated that parental modeling

That is, they reinforced their

A qualitative

Prior to their formal
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may play a significant role in obese children's weight loss-
es during active treatment, whereas parental reinforcement

is important for maintaining these losses (Epstein et a1.,
1 981 ; Epstein, Wing, et aI. , 1984; I srael et al. , 1 984 ) .

This is based on the finding that participating parents'

weight changes appear to track those of their children dur-

ing treatment but not at follow-up evaluations. Àlthough a

majority of the mothers in the present study lost weight

along with their children, the frequency of parents' use of

modeling procedures was significantly Iess than that found

for reinforcement techniques during the parental involvement

condition. Moreover, the present investigation, unlike pre-

vious research, made an attempt to monitor daily parent-

child interactions rather than infer them from weight loss-
es. Thus, it appears that the increased frequency and

consistency of reinforcement that can accompany parents'

participation in the treatment process, may be at least as

important as modeling in changing obese mentally-handicapped

teenagers' weight-related behaviors.

The fact that parents who are untrained in behavioral

weight-management procedures rely heavily on prompting as a

means of helping their mentally-handicapped child lose

weight, has serious treatment implications. It can lead to
frustration on the part of the obese child, particularly
since it appears unlikely that s/he will be reinforced by

his parents for positive weight-control efforts " SimilarIy,



it can result in bickering

loss of desire for weight

efforts may be sabotaged"

making parents cognizant of

dures even if they are

child's treatment program"

Maintenance
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(see LeBow, 1984) and possibly a

Although all 5 teenagers gained weight over the course of

the 7-month follor+-up evaluation, a majority of them main-

tained their posttreatment overvreight status. Only Subject

3 exhibited marked increases on aIt weight-related measures.

These results are comparable to those of other studies deal-

ing with obese mentally-handicapped young persons (AItman et

aI. , 1978; Harris & Bloom , 1984; Rotatori , Fox, et aI. ,

1986). However, several investigations with this population

have reported continued weight loss during follow-up evalua-

tions (Jackson & Thorbecke , 1982; Rotatori & Fox, 1 980;

Rotatori, Fox, et al., 1979; Rotatori & Swítzky, 1979) " À

majority of these studies included a weight-maintenance com-

ponent in their treatment program" This usually consisted

of reducing the frequency of sessions and the experimenter's

involvement in the treatment process towards the end of the

program" For example, Rotatori and his colleagues (Rotatori

& Fox, 1980; Rotatori, Fox, et al., 1979; Rotatori & Switz-

ky, 1979) employed a S-week maint,enance period that reduced

loss"

This points to the importance of

behavioral weight-control proce-

not formally involved in their

of Treatment Efforts

Consequently, treatment



118

the frequency of experimental contacts by at least one

third.
treatment procedures r wêigh-ins, and reinforcement for

weight loss.

present investigation to focus on examining the short-term

effects of parental involvement on obese mentally-handi-

capped adol-escents' food and activity behaviors and preclud-

ed the development of adequate maintenance strategies. At

the end of treatment, parents were essentially provided with

information on the fading of reinforcement techniques and

asked to refer to the treatment manual if they had difficul-
ty implementing behavior change strategies in the future.
This limited maintenance strategy probably accounted for
some of the subjects' lackluster performance during follow-

Their maintenance sessions involved a review of

Unfortunately, time constraints caused the

up.

obtained if parents and their chil-dren had been specifically
trained in weight-loss maintenance procedures and provided

with incentives for maintenance, relapse-prevention strat-
egies, and options for additional treatment (see Brownell- &

Jeffery, 1987). Similarly, Subject 3's marked regaining of

weight during the second and third follow-up periods may

have been attenuated or prevented if program procedures had

been reinstated when his relapses had started to occur. In

addition, several parents requested booster sessions during

follow-up evaluations and might have maintained their satis-
faction in the usefulness of specific weight-control tech-

niques if they had received them.

Better follow-up results would probably have been
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with the exception of their intake of high-calorie snacks

and to a certain exteni their activity leveIs, subjects did

not maintain their posttreatment improvements in lifestyle
behaviors. However , follow-up evaluat ions for part ic ipants'
food and activity behaviors were based on a timited number

of observations during each assessment period (i.e" 5 days

of recording) and had to be restricted to weekday data

because of incomplete recording by parents. Consequently,

they were vulnerable to sampling biases and may not have

been representative of individuals' behaviors throughout the

assessment interval. This was somewhat illustrated by the

inconsistency between the lack of change in subjects' over-

weight status and their reported increase in caloric intake

at the 7-month follow-up. Similarly, pârenLs' foIlow-up
ratings of their implementation of program procedures and

their chil-dren's compliance with treatment prescriptions,
v¡ere not closely reLated to the results of daily food and

activity records. Greater attention has to be paid to gath-

ering more accurate data on subjects' lifestyle habits dur-
ing fo11ow-up assessments. This entails moving a!¡ay from

g1oba1 fol1ow-up questionnaires and limited self-report data

(e "9. Epstein, Valoski, et a1. , 1 986; Epstein, Wing, Koeske,

et al", 1987; Gross et â1., 1976; Kirks & Hughes, 1986; Mel-

lin et al., 1987 ) to longer periods of behavioral monitoring
(."9. 2-3 weeks) supported by collateral- evidence and/or

periodic observational checks by the experimenter.



Summarv

The present study demonstrated that obese mentally-handi-

capped young persons can dramatically modify their food and

activity patterns to effect clinically significant weight

l-osses and changes in their body shape. The degree to which

they can maintain these alterations in lifestyle patterns

remains to be determined, given that this investigation did

not employ adequate maintenance strategies and follow-up

observations were vulnerable to sampling biases. Parental

involvement appeared to play an important role in obese men-

ta1ly-handicapped adolescents' weight-control efforts. It
vras associated with the development of nelr food-selection

patterns and the modification of weIl-entrenched lifestyle
behaviors. It also seemed to help teenagers persist long

enough in their weight-loss efforts to bring about clinical-
ly significant treatment results.
parents' participation in the treatment process seemed to

result from its strong positive relationship with increases

in obese mentally-handicapped young persons' compliance with

behavioral weight-control procedures. This increase in com-

pliance was related to parents providing greater incentives

for lifestyle change" More precisely, they increased the

frequency and consistency of reinforcement for their chil-
dren's weight-loss pursuits. However, further research is
needed to empirically validate the behavioral mechanisms

that contribute to the importance of parental involvement in

the treatment process.
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The importance of
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Unfortunately, it was not possible to determine the

degree to which obese retarded teenagers are able to inde-

pendently modify and control their weight-related behaviors,

given that parents were actively involved in either a formal

or informal manner during each phase of the project. More

studies are needed to investigate this population's ability
to exhibit seLf-control over their Ì{eight problems. These

studies should closely monitor the role of significant oth-
ers in the treatment process to ensure procedural integrity.
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There has been a relative paucity of research on the

treatment of obesity in mentally-handicapped populations in

general (Emery, Watson, Watson, Thompson, & Biderman, 1 985;

Jackson & Thorbecke, 1982; Rotatori & Fox, 1981; Staugaitis,

1978) and mentally-handicapped young persons in particular
(Fox, Switzky, Rotatori, & vitkus, 1982; Nelson, Catchings,

& Pendl-eton, 1983; Rotatori, MackIin, & Green, 1983; Rotato-

ri & Sv¡ítzkyr 1979). This is partly due to several unfounded

beliefs that have discouraged investigators from studying

obesity in this population. Obesity in the mentally handi-

capped has often been considered to be the result of physi-

cal or genetic abnormalities (notatori ç Fox, 1981). How-

ever, empirical evidence suggests that only a small

percentage of the retarded may be obese because of a physi-

cal anomaly and that the causes of obesity in these individ-

uals are not significantly different from those found in the

general population (r'ox et al., 1982; Rotatori, Macklin, et

aI., 1983). Poor eating and dietary habits, a sedentary

lifestyle, and an external locus of control appear to be the

major contributors to overweight in this group (Carman,

1981; Coleman, Àyoub, & Friedrich, 1976; Danford & Huber,

1 981 ; F1ave1l, McGimsey, & Jones, 1 980; Fox et aI. , 1982;

Hanson, 1 981 ; Herrmann, 1 981 ; Jackson & Thorbecke, 1982;

Matson, Ollendick, & Adkins, 1980; Pipes & HoIm, 1980; Rota-

MYTHS ÄBOUT OBESITY IN THE RETARDED
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tori , Macklin, et aI " , 1 983; Sarber, HaIasz, Messmer, Bick-

etL, & Lutzker, 1 983; Sta¡rley, Smith, BittIe, Andrews, &

Nuckolls, 1 984 ) " Moreover, these behaviors are maintained

or promoted by the limited number of opportunities this pop-

ulation has to make more appropriate food choices and engage

in planned and incidental physical activities (Ha11e, SiI-
verman, & Regan, 1983; Pipes & HoIm, '1980; Rarick, Widdop, &

Broadhead, 1970; Sarber et a1. , '1983; Stapley et a1. , 1984) .

Ànother unfounded assumption is that the intellectual and

adaptive functioning deficits of mentally-retarded persons

may prevent them from developing the self-control needed to

alter their eating and activity habits (Jackson 5, Thorbecke,

1982; Schoenwetter, 1978). rhis assumption has been chal-
lenged by research indicating that mentally-handicapped

children and adults are able to master the necessary compo-

nents for self-control self-monitoring, standard setting,
and self -reinf orcement (ttaroly & Kanf er, 1982) - on a

variety of tasks in both laboratory and applied settings
( see Shapiro, 1 981 ) . Moreover, a self-control training
package for the eating and activity behaviors of obese men-

tally-handicapped persons has been developed (f'ox et âI.,
1982; Rotatori, Fox, & Mauser, 1981; Rotatori, Fox, & Switz-

ky, 1980; Rotatori, Switzky, & Fox, 1981a; 1981b; 1983) 
"

Clinicians have also avoided treating obese mentally-

handicapped persons because they believed effective inter-
vention strategies were unavailable for this population or
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too costty and time consuming to be feasible (see Nelson et

a1., 1983). However, a number of standard weight-loss pro-

cedures have recently been adapted to the specific needs of

the obese retarded client. These adaptations have involved

replacing or supplementing verbal explanations with physical

demonstrations and modeling procedures, introducing tech-

niques gradually and according to 1evel of difficulty,

employing functional mastery criteria, and conducting train-
ing sessions several times a

situations (Fox, Haniotes, & Rotatori, 1984; Rotatori & Fox,

1981; Rotatori, Fox, et â1., 1981; Rotatori, Fox, & Parrish,

1 980; Rotatori & Rotatori , 1979) .

the use of pictorial program guides and homework forms, coI-

or-coded recording tokens, and streamlined procedures (ror-

eyt & Parks, 1975; Fox, Haniotes, et ã1., 1984; Jackson &

Thorbecke, 1982; Rotatori, Fox, Litton, & Wade, 1 985) "

Moreover, adapted behavioral programs have been successfully

applied to the obese mentally handicapped and have been

found to be superior to traditional weight-control strat-

egies v¡ith this population (Foreyt & Parks, 1975; Fox, Hani-

otes, et al., 1984; Foxxr 1972; Rotatori, Fox, et â1", 1981;

Rotatori, Swi.tzky, et âI., '1 981a; 1981b; 1983) " In addi-

tion, r€lativeIy brief and cost-effective intervention for-

mats (u.g. group procedures, video-taped modeling) have pro-

duced significant weight l-osses with this group (Foreyt &

Parks, 1975; Fox, Haniotes, et a1., 1984; Jackson & Thor-

becke, 1982; Rotatori, Fox, & Switzky, 1979; 1980; Rotatori,

Parrish, & Freagon, 1979; Rotatori & Switzky, 1979)."

week and in simulated eating

They have also included
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Most behavioral treatment studies with obese young per-

sons have assigned mothers the role of being the primary

social-support agents for their child's weight-1oss efforts
(BrowneIl, Kelman, & Stunkard, 1983; Coates, KiIlen, & Slin-
kard , 1982; Coates & Thoresen, 1 981 ; Epstein, Valoski,

Koeske, & Wing, 1986; Epstein, Wing, Koeske, Andrasik, &

Ossip, '1981; Epstein, lling, Koeske, & Valoski, 198a;

Epstein, Wing, Steranchak, Dickson, & Michelson, 1 980;

Epstein, Wing, Wooda11, et a1., 1985; Israel, Silverman, &

Solotar, 1986; Kingsley & Shapiro, 1977; Kirschenbaum, Har-

ris, & Tomarken, 1984; Minderaa & Wit, 1983; Rivinus, Drum-

mond, & Combrinck-Graham, 1976; Wheeler & Hess, 1976).

These mothers are often overweight and frequently direct
their supportive efforts towards their obese daughters

PARENTS' ROLE IN THE TREÀTMENT PROCESS
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( Brownell et ê1 . ,

Epstein, Valoski , et aI. , '1986; Epstein et aI" , 1980; '1 981 ;

Epstein, Wing, et â1., 1984; Epstein, Wing, Koeske, & Valo-

ski , 1 985; Epstein, Wing, Penner , & Kress, 1 985; Gross,

Wheeler, & Hess, 1976i Harris, Sutton, Kaufman, & Carmicha-

€1, 1 980; Kirschenbaum et af. , 1984; Zakus, Chin, Cooper,

Makovsky, & Merrill, 1981).

1 983; Coates, Ki1Ien, et aI. , 1982;

tigations fail to provide adequate information on the sex,

age, and weight status of the parent involved in the treat-
ment process (Aragona, Cassady, 6, Drabman, 1975; Brownell &

A significant number of inves-
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Kaye , 1982; Carman , 1976; Coates, Killen, €t ãI. , 1982;

Cohen, GeIfand, Dodd, Jenson, & Turner, 1980; Epstein, Wing,

Koeske, Ossip, & Beck, 1982; Epstein, Wing, êt aI., 1984;

Foster, Wadden, & BrownelI, 1985; Gross et al., 1976; Harris

et aI. , 1 980; I srael, Stolmaker, & Àndrian, 1 985; Lansky &

Vance, '1 983; Zakus, Chin, Keown, Hebert, & Held , 1979) .

This is surprising given that these variables have been

found to affect parental support behaviors and obese chil-

dren's response to treatment (Epstein & Wing, 1987; Epstein,

Wing, Koeske, & Valoski , 1 986; Epstein, Wing, Vâloski , &

Gooding, 1987; Leonard, D'Àuge11i , s, Smicklas-Wright , 1 984 ) .

Parental involvement has been operationalized in terms of

a number of different informational, instrumental, and

appraisal-oriented supportive behaviors. Parents are often

assigned the responsibilities of monitoring, modeling, evaf-

uating, and reinforcing their obese child's eating, activi-

ty, and compliance behaviors (Aragona et aI", 1975; Brownell

& Kaye , 1982; Brownell et â1. , '1983; Coates, KiLlen, et aI. ,

1982; Coates & Thoresen , 1981; Epstein, Valoski , et al. ,

1 986; Epstein et al. , 1 981 ; Epstein, wing, €t aI. , 1984;

1 986; Epstein, wing, Koeske, et af. , 1 985 I Epstein, Wing,

Penner, et â1. , 1 985; Epstein, Wing, Woodall, et al " , 1 985;

Foster et al", 1985; Gross et al", 1976; Israel et aI.,
1 985; I srael, Stolmaker, Sharp, Silverman, & Simon , 1984;

Kingsley & Shapiro, 1977; Kirschenbaum et af., 1984; Lansky

& Vance, 1983; Minderaa & wit, 1983; Rivinus et af., 1975;
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t^theeler & Hess, 1975) " These responsibilities are f requent-

1y specified in weekly homework assignments that parents

have to carry out with their children (Aragona et al., 1975¡,

Epstein, Valoski , et al " , 1 986; Epstein et al. , 1981;

Epstein, wing, et ê1. , 1984; Epstein, Wing, Koeske, €t al. ,

1 985; Epstein, Wing, Penner, et aI " , 1 985; I srael et aI. ,

1gB4; 1985; Kirschenbaum et al., 1984) " In á number of

studies, they are based on informal expectations that
parents will perform the activities presented to them during

inf orrnation sessions (Carman , 1976; Foster et a1. , '1985;

Kingsley & Shapiro, 1977; Minderaa & wit, 1983).

Researchers have also encouraged parents to facilitate

their child's weight-1oss efforts by providing emotional

support (Brownel1 & Kaye , 1982; Brownell et aI. , 1 983;

Coates, Jeffery, Slinkard, Killen, & Danaher, 1982; Epstein,

Koeske, Wing, & Valoski, 1986; Harris et al., 1980; Minderaa

& wit, 1983; Rivinus et al., 1976; Seltzer & Mayer, 1970)

and/or limiting environmental cues for food consumption

(Coates & Thoresen, 1981; Epstein et aI. , 1 980; 1 981 ;

Epstein, I,ling, Penner, et a1. , 1985; Epstein, Wing, Woodal1,

et al., 1985; Israel et a}", 1984; Wheeler & Hess, 1976;

Zakus et al., 1979) " In a few studies, parents underwent

the same treatments as their obese children (Epstein, Valo-

ski, et â1., 1986; Epstein et af., 1980; 1981; Epstein,

Wing, €t al. , 1984; '1 986; Epstein, Wing, Koeske, et aI" ,

1 985; Epstein, Wing, Penner, et al " , 1 985; Epstein, Wing,
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Woodall, et â1. , 1 985; I srael et aI " , 1984; Rivinus et ã1. ,

1976; Wheeler & Hess, 1976). This type of involvement was

hypothesized to promote modeling and mutually reinforcing
parent-child relationships (Epstein et a1. , 1 981 ; Epstein,

Wing, et ê1. , 1 984; Epstein, Wing, Penner, et âl " , 1 985;

Rivinus et ê1., 1976) " Finally, several investigations have

concentrated on the effects of having parents accompany

their obese children to treatment sessions (Brownell et aI.,
1983; Epstein et a1., 1981; Kingsley & Shapiro, 1977 i Kir-
schenbaum et aI. , 1 984 ) .

Although most intervention studies require parents to

perform a variety of supportive behaviors, they often neg-

Lect to monitor the degree to which parenLs comply with

these prescriptions (e.9. Brownell & Kaye, 19821' Carman,

1976; Epstein et aI. , 1 980; Foster et af " , 1 985; Harris et

al. , 1980; Lansky & Vance, 1983; Minderaa & I,7it, 1983; Rivi-
nus et af., 1976; SelLzer & Mayer, 1970; Weiss, 1977; Wheel-

er & Hess, 1976; Zakus et al., 1979; 1981). This is espe-

cia1Iy problematic given that several researchers have found

that parents often fail to perform even basic supportive

recommendations such as attending treatment and/or training
sessions (Brownell & Kaye, 1982; Foster et al., 1985; Wheel-

er & Hess, 1976). Similarly, when studies do address the

issue of parental compliance, they often limit their assess-

ment of it to reviews of parentsr homework assignments or

posttreatment questionnaires and do not provide compliance
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data (Brownell et al., 1983; Coates, Ki1Ien, et a1., 1982;

Epstein, Valoski , et al. , 1 986; Epstein et â1. , 1 981 ;

Epstein, Wing, et al. , 1 986; Gross et al. , 1976; I srael et

al., 1985; Kirschenbaum et aI., 1984). Only a few investi-
gations have attempted to monitor parents' helping behaviors

or implementation of reinforcement strategies (Àragona et

al. , 1975; Coates & Thoresen, 1 981 ; Epstein et al. , 1982;

Epstein, Wing, et al. , 1984; Epstein, wing, Koeske, et aI. ,

1985; Israel et aI., 1984; Leonard et al., 1984) and even

fewer have cited compliance information (Epstein, Wing, €t

al., 1984; Epstein, I,ling, Koeske, et al., 1985) or used

observational procedures to evaluate compliance (Coates &

Thoresen , 1981 ; Leonard et al. , 1 984 ) . Leonard et al.
( 1 984 ) examined compliance by analyzing audiotapes of

parent-child interactions during mealtimes. Coates and Tho-

resen (1981) observed families' mealtime behaviors and food-

storage habits several times a week to deterrnine whether

parents actually modified their food-related behaviors to

facilitate their child's weight-loss efforts"

Training parents to be support agents in behavioral

interventions for obese young persons has involved a variety
of instruction procedures and formats. These have ranged

from brief discussion or inservice groups (Brownel1 ç Kaye,

1982; Foster et al., 1985; Gross et a1", 1976; Harris et

af . , 1980; Lansky & Vance, '1983; Minderaa & wit, 1983 ) to

longer instruction periods where topics and techniques v¡ere
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gradually introduced and trained over the course of treat-
ment (Àragona et af., 1975; Brownell et aI., 1983; Carman,

197 6; Coates , Ki 1len , et a1 . , 1982; Epstein et aI. , 1 980 ;

198'l ; Epstein, Wing, et al " , 1984; Epstein, Wing, Penner, et

af . , 1985; Epstein, Wing, Woodal1, et a1 " , '1 985; I srael et

aI " , 1 984; 1 985; Kingsley & Shapiro, 1977; Kirschenbaum et

aI. , '1 984; Rivinus et aI. , 1976; Wheeler & Hess, 1976) "

Program manuals (Aragona et â1., 1975; Brownell & Kaye,

1982; Brownell et al., 1983; Coates, KiIIen, €t af., 1982;

Coates & Thoresen, 1 981 ; Epstein et aI. , 1 981 ; Epstein,

Wing, et a1. , 1 984; I srael et â1. , 1984; 1 985; Kingsley &

Shapiro, 1977; Me11in, Slinkard, & Irwin, 1987; zakus et

a1., 1979) and behavioral rehearsal and modeling strategies
(npstein, Valoski, et al., 1986; Minderaa & I^lit, 1983; Rivi-
nus et al., 1976) have also been used to facilitate parentsr

acquisition of behavioral and dietary management ski11s" A

few investigations have attempted to tailor training to the

specific needs of parents and the obese child receiving

treatment (Coates, Ki11en, et a1., 1982; Coates & Thoresen,

1981; Harris et âf., 1980; Israel et êI., 1984; 1985; Rivi-
nus et aI., 1976; tr{heeler & Hess, 1976) " Tt has been sug-

gested that with obese adolescents, parents should be

trained during separate sessions to respect the teenager's

feelings of autonomy (Brownel1 et aI., 1983; Coates, Ki1Ien,

et al. , 1982; Zakus et al. , 1979) . Several studies have

examined whether the content of

impact on treatment outcomes.

training has a differential
Instructing parents in both
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behavior and nutrition management strategies has been found

to result in greater improvements in obese children's weight

status than training them solely in nutrition and/or exer-

cise-modification techniques (Epstein et a1. , 1 980; Epstein,

Wing, Woodall, et â1. , 1 985 ) . Similar improvements in

treatment outcomes have resulted from training parents in

general child management techniques (tsrael et 41., 1985),

specific reinforcement strategies (Aragona et â1., 1975),

and procedures to promote lifestyle exercise in their chil-
dren (Epstein et af,, 1982; Epstein, Wing, Koeske, et â1.,

198s).

Unfortunately, these efforts to train parents are rarely

accompanied by attempts to evaluate parents' mastery of the

skil1s and concepts that have been presented to them during

instruction sessions" This situation is exacerbated by the

l-ow attendance rates reported for parental training sessions

(u"g. Harris et al., 1980; Lansky & Vance, 1983) and the

lack of data on parental compliance. Likewise, when infor-
mation is provided on technique mastery, it is limited to

scores on paper-and-pencil knowledge tests of behavioral and

nutrition principles (npstein et al., 1981; Israel et aI",
1 985; Leonard et al. , 1 984; Mellin et al. , 1987 ) " Thus, the

rel-ationship between parental training and obese children's
treatment outcomes remains unclear.
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ingredient in behavioral weight-loss programs for mentally-

handicapped adults (Foreyt & Parks, 1975; Fox, Rosenberg, &

Rotatori, 1985; Rotatori, Fox, et aI., 1981; Rotatori &

Rotatori , 1979; Rotatori , Switzky, et al. , 1 981a; 1983;

Staugaitis, 1978 ) and young persons (¡uford, 1975; Fox et

al., 1982; Gumaer & Simon, 1979; Jackson & Thorbecke, 1982;

Rotatori, Fox, êt al., 1982) " Àlthough most studies v¡ith

this populatíon include parents or other caregivers in the

treatment process, they often fail to give basic descrip-

tions of these individuals (..g. sexr w€ight status) or

indicate how many persons are providing support (..9. Alt-
man, Bondy, & Hirsch, 1978; Buford, 19751 Gumaer & Simon,

1979; Harris & Bloom,1984; Heiman, 1978; Nelson et aI.,
1 983; Rotatori & Fox, 1 980; Rotatori, Fox, et a1. , 1979;

1986; Rotatori, Parrish, et al., 1979; Rotatori & Switzky,

1979) " Several studies have noted that mothers are the pri-
mary support agents (Jackson & Thorbecke, 1982; Schoenwet-

ter, 1978) and that parental assistance is mostly directed

towards overweight daughters (A1tman et al., 1978; Buford,

1975; Gumaer & Simon, 1979; Harris & Bloom, 1984; Jackson &

Thorbecke, 1982; Rotatori, Fox, et a1 " , 1979; Rotatori &

S¡¡itzky, 1979; Schoenwetter, 1978) 
"

Most investigations with obese retarded adolescents have

used parents to provide general assistance in subjects'

Parental involvement is
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in Studies with Obese Retarded Youns Persons

considered to be an essential



168

weight-loss efforts as well as perform specific instrumental

and appraisal-oriented activities" More precisely, parents

have been asked to monitor and reinforce weight losses, eat-

ing and activity habits, and recording behaviors (eltman et

af., 1978; Buford, 1975; cumaer & Simon, 1979; Jackson &

Thorbecke, 1982; Rotatori & Fox, 1 980; Rotatori, Fox, et

a1.,1979;1986; Rotatori, Parrish, et aI.,1979; Rotatori &

Switzky, 1979)" They have also been instructed to implement

dietary p1ans, model appropriate eating patterns, and change

family food-serving practices (suford, 1975; Gumaer & Simon,

1979; Nefson et af. , 1 983; Rotatori , Fox, et aI. , 1 986;

Rotatori, Parrish, et â1., 1979; Schoenwetterr lgTS). Some

studies have required parents to punish their child's viola-
tions of food-consumption goals (altman et af.,'1978i Jack-

son & Thorbecke, 1982). Several researchers have described

parental involvement in nonspecific terms and/or limited it
to attendance at children's treatment sessions (Harris &

Bloom , 1984; Heiman , 1978; Pipes & Holm, 1 980 ) . UnIike

studies r+ith obese nonretarded children and adolescents,

parents of obese mentally-handicapped young persons have not

been asked to undergo their ovrn weight-loss program as part

of the supportive process, even though it has been suggested

that this may be a useful weight-control strategy with this
population (Staugaitis, 1978) 

"

Few studies have tried
parents actually carry out

to monitor the degree

support prescriptions wi

to

rh

which

their
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obese retarded child. Moreover, those that have attempted

to do so have limited their evaluations to reviewing

parents' weekly progress notes and/or making sporadic phone

checks, and have not provided compliance data (Rotatori a

Fox, 1980; Rotatori, Fox, et a1", 1979; Rotatori & SwiLzky,

1979) " Rotatori, Fox, et al. ( 1 986) included a home visit
as "etf as a review of progress notes to obtain a better

understanding of whether parents hrere correctly implementing

program techniques" Parental compliance may be inferred

from Altman et al.'s (1978) experimental case study in that

changes in subjects' weight losses and caloric consumption

tracked demands placed on parents to implement different
behavioral techniques. Thus, for the most part, the role

and impact of parental involvement in the treatment of men-

tally-handicapped young persons is obfuscated by inadequate

information on parental compliance"

tions the reliability of some findings (see Rotatori & Fox,

1980) and limits the degree to which researchers can sepa-

rate the influences of parental control from self-control in

the treatment outcomes for this population (Jackson & Thor-

becke, 1982) "

Training parents in supportive behaviors for their men-

tally-handicapped chil-d' s weight-loss efforts has frequently

involved a single inservice meeting on the implementation of

standard behavioral weight-control techniques and nutrition
strategies (Rotatori ç Fox, 1 980; Rotatori , Fox, et af. ,

This deficiency ques-



170

1979; Rotatori, Parrish, et al., 1979; Rotatori & Switzky,

1979). Several researchers have extended the training in

these areas over a number of sessions and/or provided fol-
low-up instruction over the phone (suford, 1975; Gumaer &

Simon , 1979; ììelson et aI. , 1983; Rotatori & Fox, 1980;

Rotatori, Fox, et aI., 1979; 1986)" Others have conducted

individualized home training programs (Altman et a1., 197e)

or devoted sessions to dealing with specific family-related
weight-loss issues (suford, 1975) 

"

role-playing procedures have also been employed (Jackson &

Thorbecke, 1982; Rotatori, Fox, et af., 1979) " Unfortunate-

ly, investigators have neglected to assess parents' compe-

tency in performing program techniques. This is especially
problematic aiven the low attendance rates at parent-train-
ing sessions (euford, 1975) " Therefore, it is difficult to

ascertain rvhether parents are applying support strategies in

a competent fashion.

Treatment manuals and
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Àppendix B-1

Sampl i nq

Five urban school divisions with special education pro-
grams for mentally-handicapped students were contacted to
obtain potential subjects. Àpproximately 85% of the popula-
tion of noninstitutionalized retarded young persons in the
city of Winnipeg l¿¡as enrolled in these programs" The prin-
cipals of schools v¡ith special education classes sent a
brief description of the project to the parents of their
mentally-handicapped and/or severely learning-disabled stu-
dents. The memo that was circulated had the following gen-
eral format:

A project is being conducted at the University of
Manitoba that involves the treatment of overweiqht
adolescents with mental handicaps or disabilities.
The goal of the project is to help these individu-
als learn better vrays to control their lreight.
They will be trained to improve their eating hab-
its and food selections, and increase their activ-
ity levels. The training will take place two
times a week at the University of Manitoba for
roughly a 6-month period. InstrucLion procedures
have been adapted to the special needs of persons
with severe Iearning problems and various incen-
tives will be employed to motivate teenagers to
carry out program recommendations. In addition,
treatment techniques will be tailored to the needs
of each individual participant and his/her family.
This requires that at Least one parent be directly
involved in the treatment process. Specifically,
s/he will have to aLtend some treatment sessions
and learn how to facilitate his/her child's
weight-control efforts at home. The participation
of another family member is also required but at a
much less intense leve1"

Procedures
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There is no charqe for this treatment and
incentives will .be provided to motivate both
parents and teenagers to use program suggestions"
Families will be required to submit a deposit at
the beginning of the program. This money will be
refunded for participants attending sessions and
parents completing homework assignments.

If you are interested in the program, please
contact your child's teacher so that s/he can make
arrangements for you to obtain more details from
the researchers "
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Interested families were contacted and scheduled for an
initial screening interview. Prospective subjects' height,
weight, and right tricep skinfolds were evaluated during
this meeting, Demographic, weight history, and health data
were obtained from parents.
25-minute presentation on the purpose, goals, and demands of
the treatment program (see Appendix B-Z). Those who contin-
ued to shor¿ an interest in the project and had an obese
child Q0% above ideat weight and skinf old above 85th per-
centile) r.rere informed about screening procedures and given
appointments for assessment sessions. They $¡ere also
reminded that a final decision on their participation in the
study would not be made until the completion of the screen-
ing evaluation. Families not willing to participate in the
project and/or who had a nonobese child were thanked for
their attendance at the initial interview and given informa-
tion on where they could obtain treatment for their obese
chi 1d "

Two 'assessment sessions were conducted over a 2-week
period to determine whether prospective subjects met all of
the study's inclusion criteria (see Appendix B-3). only 6
of the 12 families who made it past the initial screening
process met the inclusion criteria and agreed to participate
in the study" They vrere asked to sign a treatment contract
(Àppendix F-1 ) and several consent forms (Àppendix B-4).
The other families were referred to agencies offering
weight-control programs for teenagers. Reasons for their

Famil-ies were al-so given a

noninclusion included :
sion, inability to make a 5-month treatment commiLment,
unavailability of a third family member to act as an observ-
êr, and parental scheduling difficulties. Diagram 1 summa-
rizes subject selection procedures"

failure to obtain medical permis-



Di egrem I Summery oF

Incìusion

Not i ce Di str i buted by Schoo I s

Positi

Subject, Sel ecti on

Tele

Meet crit
Fetarded
to par-tic

VE
I

I

I

I

YES
I

I

I

I

ne

a(h
nag
te

I

I

I

I

I

YFS
I

I

I

erri

Fì esponse NO-- -----Þ

pho

eri

ipe

cre

Intenview

Procedures

Initial S

ave
er)
in

ng

Agree to participate aFter-
Family given overview oF
the reseanch proj ect and
teenaoer meets we i ght and
=kinFoÌd cri.teria -NO- ------Þ

I

I

YES
I

i

C-ne=nin- Àcce==ñ=-tc

overwe i ght
and want

Exclusiorì

t74

Interview

Meer- subject-selection crit-
er-ia ani ãor-ee to participate- -NO-

I

I

I

YES
I

I

I

5 i gn treatment contrãct
and consent Forms and
Eubmit deposit

I

I

I

I

I

Bandom ass i _onment to
time-lacged series



Appendix B-2

Overvies¡
Initial

25-minute presentation
Audience: Parents and Children"

of the Proiect
Screeninq I ntervi

I " Negat ive

a) Tends to continue into adulthood

-Odds of obese chiLd becoming an obese adult are 4 to 1

before adolescence, This increases to 28 to 1 if weight
reduction has not occurred by the end of adolescence.

-Evidence suggests that overl^reight developmentally-disa-
bled or retarded adolescents do not lose weight without spe-
cific treatment and can gain between 10 to 50 pounds in a
year. Also, obesity in this population has been shown to
increase with â9e, especially in females"

b) 'Health Correlates and Cardiovascular Risk.

That Was
ew

Con seguenc e s

Given

of obesity in Younq

to Parents

-Àssociated with joint problems and difficulty in move-
ment which makes sports and manual work very trying.

-Similar1y, obese young persons exhibit poor fitness lev-
els, have difficulty adjusting to exercise, and experience
more respiratory problems.

-Moreover, cardiovascular fítness tends to be lower in
developmentally-disabled or handicapped persons than in the
general population. It is even more of a problem in retarded
or delayed individuals who are overv¡eight. This is not due
to some inherent physical abnormality but rather to a seden-
tary lifestyle and can be helped by exercise"

-1n terms of cardiovascular risk factors, childhood obe-
sity has been associated with high blood pressure and high
cholesterol levels. Tt may also resul-t in heart and kidney
problems in adult life. This may present special problems
for overweight young persons with Down's Syndrome since they
appear especially prone to heart problems (for families with
a Down's Syndrome child)"
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c ) Psychologi

-Fat kids
(e"g" shunned
persi stently
ers.

-Fat people are also discriminated against by employers.
They are seen as l-azy and stupid"

cal and Social Consequences.

tend to be discriminated against by their peers
for sports and playtirne activities, not 1iked,

called "fatty") and even adults such as teach-

-Developmentally-delayed persons who are fat are faced
with the double stigma of being overweight and having an
intellectual handicap. Obesity may present further obstacles
to these persons gaining social acceptance and future
employment.

-FinaIly, fat young persons tend to feel poorly about
themselves and depressed about their condition.

a) overweight i
and outflow.

-Essentially
than is used up

II

IN--_--- BODY
food, drinks

Why People are Overweight"
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s due to an imbalance in energy intake

+
+

, more calories/energy or food is
or given out. Diagram:

-The diagram indicates that both a lack of physical
activity and overeating can contribute Lo weight gain.

-By the same token, decreasing food consumption and/or
increasing activity Ievels can result in weight loss"

b) Physical factors and overweight

-Very few overlreight people are overweight because of
metabolic abnormalities or "gland problems" " Whi1e genetic
factors may contribute to the problemr wê are uncertain of
their effects. Moreover, family environment and its emphasis
on certain types of eating and activity patterns can also
account for why obesity tends to run in families"

-----our
metabol

+

+

1Sm, exerclSe

= maintain Weiqht
= gain weight
= lose weight

taken in
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-Similarly, most overweight mentally-delayed or handi-
capped persons do not have a weight problern because of phys-
ical abnormalities. Even obesity in persons with Down's Syn-
drome is as much the result of poor dietary and exercise
habits as any metabolic abnormalities that may be associated
with the syndrome.

c) Lifestyle behaviors and overweight"

-Most overv¡eight persons, both with and without develop-
mental disabilities, appear to have Lhis problem because of
poor eating and dietary habits (e.9. eating high-calorie
junk foods) and a sedentary lifestyle"

-Some evidence suggests that
consume greater amounts of food
nonobese peers.

-Eating and exercise habits are a basic part of your
lifestyle behaviors. Consequently, to lose weight you must
modify these behaviors or in other words change your life-
sty1e.

-People don't become overvreight overnight. By the sane
token, poor eating and exercise habits develop over time and
require an effort to change them. People often find it dif-
ficult to modify these habits because the negative conse-
quences of overeating and/or underexercising are long-term
and not readily apparent. In contrast, the effects of eating
a delicious piece of chocolate cake or watching T"V" are
immediate and enjoyable.
taught skiIIs to change their Iifestyle behaviors and be
given incentives and emotional support to apply these
ski11s.

III" Behavioral Model of Treatment

obese young persons tend to
at a faster rate than their

a) Focus on behavior change

-This approach focuses on helping people develop ski1ls
to better regulate their h'eight. Essentially, it concen-
trates on helping persons develop new and more appropriate
eating, food-selection, and activity behaviors"

-It does not emphasize some highly restrictive diet. Many
overweight people go through this routine only to regain
their weight after a short period of time and get into a
see-saw pattern of loss and gain with each new fad diet "Dieting alone does not get at the source of the problem -
lifestyle behaviors that promote overconsumption and unde-
rexpenditure of energy.

Às a result, people have to be



b) Focus on permanent weight control.

-Helping people
habits allows them
weight.

c ) Determinants of
terns.

-Helping people change their eating and exercise habits
requires that they become aware of the determinants of these
behaviors and change them.

-PhysicaI surroundings can influence eating and acLivity
behaviors- e.g. displaying junk foods, presence of labor-
saving and sedentary entertainment (r.v") devices.

-Social environment can also influence these behaviors-
e.g. food friends, parents encouraging their children to eat
and stay away from strenuous activities (sports)"

-Menta1 events can al-so cause you to snack excessively or
eat high-calorie foods -e.9. dreaming about donuts as a
snack before bed"

learn to change their eating and exercise
to gain more permanent control over their

food-intake and energy-expenditure pat-

d) Stresses the learning of
behaviors.

-Às ment ioned before , I i festyle change requi res ef fort
and specific training" This means more than providing people
with information. It requires that individuals be instruct-
ed in strategies to become aware of the determinants of
their eating and activity behaviors as well as modify them.
For example, exposure to high-calorie foods at home can be
reduced by changing food display and serving practices.
Similarly, parents and others can be taught to be models of
appropriate eating and activity behaviors rather than pro-
moters of overeating and underactivity"

-Àlso, it is realized that these skills are not learned
overnight and that the motivation to apply them can often be
lacking. Consequently, the behavioral approach focuses on
developing skilts in a stepwise fashion, going from simple
behaviors (."g. removing the candy dish from the living
room) to more complex ones (..g" learning to stave off the
temptations of a Christmas party) over a period of v¡eeks"
Similarly, emphasis is placed on buitding incentives for
performing lifestyle changes"

-Behavioral techniques have been shown to be more effec-
tive than traditional approaches such as dieting and exer-
cise education. This has been found for overweight adults
and adolescents "
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neh' skil1s to change Iifestyle
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-Moreover, this approach has been successfully used r+ith
overweight mentally-handicapped persons. Techniques have
been adapt.ed to the special learning needs of this popula-
tion"

a) Use behavioral techniques to help your son/daughter learn
to regulate their vreight more effectively"
b) Tailor these techniques to the specific needs
overvreight chitd and your f amify's Iif estyle.

IV. GoaIs

c) Train your son/daughter to make more nutritious food
selections and change eating habits that promote excessive
food intake.

d) Increase your child's activity Levels.

of Treatment

e) Instruct parents in various methods to help their son/
daughter in their weight-loss efforts.
f) Àdd to the research on treating weight problems in men-
tally-handicapped or disabled persons. Although behavioral
technigues have been successfully applied with t.his popula-
tion, we need more research to devise more effective weight-

Proqram.

control programs for treating retarded teenagers"
project attempts to do this by applying some new strategies
to help tailor treatments to the adolescents' needs and
their families' lifestyle.
experimental one.

a ) Adolescents

1. You must monitor and record your
activity levels during each day of the
forms have been designed to make this task

2" You must follovr program instruct
homework assignments.

3. You must record your performance of
dations"

V. What is Required

of your

In Lhis sense the program is an

4" You must be willing to work hard to
habits and food sefections and become more

from Participants.

This

food intake and
program" Special
easier.

ions and complete

program recommen-

change your eating
active. Partici-



pants will receive
objectives.

5. You must come to treatment sessions twice a r¡eek for
roughly 6 months. You (teenagers) will receive training
during these sessions and this may involve your parents'
participation.

b) Participating parent

1. You must be willing to monitor and record your son's/
daughter's daily eating and activity habits as well as your
involvement in these behaviors. You will be provided with
special forms for this task"

2" You must be prepared to help your son/daughter in fti.s/
her weight-l-oss efforts and document your assistance. This
may involve you demonstrating appropriate eating and exer-
cise behaviors as well as reinforcing your child at home for
his/her weight-control activities. You will receive incen-
tives for carrying out these prescriptions"

3. You must be willing to attend biweekly treatment ses-
sions. Àt these sessions you will be trained in vrays to
demonstrate procedures to your child and reinforce his/her
weight-control- ef f orts.
c) Other supporting family member

1. You must be willing to monitor and record the assis-
tance that is being given to your son/daughter or brother/
sister for his/her weight-loss efforts on a daily basis.

2. You must be willing to submit your recordings and dis-
cuss them with the researcher once every 3-4 weeks. You v¡i11
be rewarded for your efforts.
d) All family members

1. The family is required to make a $120 commitment
(adjusted in cases where family income is low) at the start
of treatment" This money can be completely earned back by
the participants for attending treatment sessions and com-
pleting homework assignments"

2" All family members must be willing to accept changes
in the vrays foods have typically been displayed, stored, and
served. For example, the bowl of chips or chocolates in the
living room may have to be placed out of sight.

help and incentives to
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Appendix B-3

inSlusjen Çfiteig. for Subiect Seleciion Procedures

Subjects had to meet the following criteria in order to par-
ticipaLe in the study:

a) between 13 and 19 years of age;

b) FuIl Sca1e and/or Performance IQ between 41 and 69 (mod-
erate and mild ranges of mental retardation, respectively;
Grossman, 1977) based on standardized intelligence tests
administered within the past 5 years;

c) parental report of adaptive functioning - measured by the
ÀAMD Àdaptive Behavior Scale Public School Version (Lam-
bert, Witlmitler, CoIe, & Figuerra, 1 981 ) for independent
living skills and physical development at or above the 30th
percentile for his/her age group;

d) receptive language abilities at or above the 5 year level
on the Peabody Picture Vocabulary Test Revised (Dunn &

Dunn, 1981);

e) meets a tripartite criterion for obesity (Drabman, Jar-
vie, & Cordua, 1985) - '1 ) cl-assified as obese by an indepen-
dent observer (see Àppendix B-5); 2) 120 percent or more of
desirable weight computed from tables of weight for height,
sex, and age (Hamill et al., 1979); and 3) right tricep
skinfold exceeding the 85th percentile for age and sex(norms from the National Center for Health Statistics
1971-1974 survey).

f) statement from physician indicating that the subject is
free from medical problems and medication that might con-
traindicate a weight-control program involving dietary, eat-
ing habit, and exercise pattern changes (see appendix B-4);

g) not currently enrolled in a weight-loss program;

h) having at l-east one parent who is willing to participate
in the program and be trained in weight-control strategies;
i) having another family member other than the participating
parent who is willing to serve as a collateral source of
informat ion ;
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Appendix B-3 continued

j) both participating family members having at least a grade
5 achievement level- for reading comprehension and arithmetic
as measured by the Peabody Individual Àchievement Test (Dunn
& Markwardt , 1970);

k) at least one participating family member's rating of fam-
ily functioning on the Family Assessment Measure (Skinner,
Steinhauer, & Santa-Barbera, 1983) within the average range.

1) subject and his/her participating parent able to attend
at least 90 percent of the treatment sessions over a 6-month
period;

rn) family willing to submit a $120 refundable deposit.
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Appendix B-4

PÀRENTAI CONSENT FOR CHILD'S PARTICIPATION

name of parent/guardian

certify that I am freely and voluntarily permitting my

T,

chi ld ,

to participate in a treatment program for obesity at the
University of Manitoba. I have been given a description
of the project and understand it is of an experimental
nature and designed to help my child learn to control
his/her weight by changing his/her eating, food-selec-
tion, and activity behaviors. I also realize that the
treatment will be conducted over a 6-month period and
involve an 8-week fol1ow-up evaluation, and agree to
allow my child to participate in the program until it is
completed. In addition, I acknowledge that my child is
free to withdraw his/her participation at any time.

i have been informed and understand thaL all informa-
tion collected is strictly confidential and appropriately
secured, and will be viewed with my child's name identi-
fication by no one except persons directJ.y involved in
the treatment study. I also realize that for statistical
analyses my child's name will be repLaced by a numerical
code to ensure confidentiality. In addition, this infor-
mation will be released to no one with his/her name iden-
tification without my expressed written permission.
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name of child

child client

wi tness

parent/guardian

date



PERMISS]ON TO RECORD AND PRESENT iNFORMATION

name of parent/guardian

Kaoukis to make audiotape or videotape recordings of any
treatment sessions in which I and/or my child are
involved. In addition, Mr. Kaoukis has permission to use
data about me, my child, and my immediate family, gath-
ered while my child participated in the obesity treatment
study at the University of lvlanitoba. This information
may be used in presentations at professional/ scientific
meetings and in professional publications. However, Do
person in the family, nor our famiJ.y name, nor other
identifying information would be incLuded in any presen-
tations or publícations by Mr. Kaoukis.

I,
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, permit Mr. George

child client

w1 tness

parent/guardian

date



PARENTAL CONSENT TO TREATMENÎ

I,

freeLy and voluntar i ly part ic ipat i ng i n a research
project on the treatment of obesiLy in mentally-handi-
capped young persons al the University of Manitoba. I
have been given a detailed description of the project and
what is required from parents taking part in it. I real-
ize Lhat my participation may demand that I assist my
child in carrying out procedures for his/her weight-con-
trol treatment. I agree to become involved in the project
and the condítions specified in the attached treatment
contract for the duration of my child's participation in
the study. I also realize that I am free to withdraw my
participation at any time FinaIly, I understand that
all information collected is strictly confidential, and
will be viewed with my name identification by no one but
the persons directly involved in the study. This informa-
tion wiIl be released to no one with my name identifica-
tion without my expressed permission in writing. It is
also my understanding that for the purpose of data analy-
sis my name will be replaced by a numerical code to
ensure conf identiality.

name of parent/guardian
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, certify that I am

parent/guardian

wi tness

date



PHYSICIAN'S CONSENT FORM

I am aware that my patient,

is participating in a behavioral weight-control program
for obesity at the University of Manitoba. I realize that
this program is designed to change my patient's eating
habits, increase his/her activity levels, decrease his/
her caloric intake, and help him/her make nore appropri-
ate food selections. Àccording to my knowledge, there is
no medical reason that

would prevent

from participating

Ievel assigned to
than

186

nane of client

name of client

in this program. The

this patient will not

Physician's Signature

calorie intake

1ikely be lower

Date



PERMISSION TO RELEÀSE INFORMATTON

t,
name of parent/guardian

name of agency from which information is requested

address of agency

to release records and information regarding my child,

Mr. George Kaoukis, principal researcher for the Obesity
Treatment Project at the Department of Psychology of the
University of Manitoba.

name of child
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S i gned:

, authorize

child client

witness

rLo

parent/guardian

date



Appendix B-5

Name:

1. Rate this person's

1

under -
we i ght

VISUAL CLASSIFiCATION INDEX

2. Estimate this person's weight

under 90 120-129

2

n orma l
we i ght

Date:

weight status.

J

sl i ght ly
overwe i ght

90-9 9

1 00-1 09

110-119

188

3. This person should undergo a weight-loss program.

123456
strongly don't
disagree know

130-139

1 40-1 49

1 50-1 59

4
mi 1dIy
obese

in pounds.

4. This person's neight presents a health problem.

12345
strongly don't
disagree know

1 60-1 69

17 0-17 9

180-189

1 90-1 99

5

mode ra te 1y
obese

5. This person's weight
attractiveness.

6

seve rely
obese

1

st ron gly
di sagree

200-209

210-219

220-229

over 230

negatively affects

4

don' t
know

7

strongly
a gree

his/her physical

7

st rong 1y
a gree

7

st rong).y
agree
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Àppendix C-2

Characteristics of Parents and/or Other Family ì'lembers
Participatinq in the Stuov

abb
Subject Family Àge % Overweight Àrithmetic Reading

Participants Skill.s Level

1 Mother 49 9,4
Father 5'' 32.5

2 Mother 59 0.0
Sisler 22 -9.1

3 Mother 60 58.6
Fa lher 59 i9 . ,1

4 Mc:irer 45 14.6
Sisier i8 29.C

5 Mcther 52 39.5
Sister Z0 15.0

6 Father 46 -2.7
Mother 38 85.0

Calculations based on weight for heigh'. iables presenteo by
the Metropolitan Li.fe insurance Company (1983). bMeasured by
the Peabody Inoividual Achievement Test (Dunn & Markwardt,
1970) Subjecr 2's father vras 41% overweighr,. He cic no:
fcrnaiLy participale in ihe s:ucy.

10.3 >12.8
>12.9 >12,8

8.4 >12.8
>12 .9 6. 5

6.'t 1 1 .8
ç,1'Ii

-.1 I 4 ¿ a> '¿.> i .9
J.J IL./

>1? q ? )
>i2.9 >12.8

>12.9 >12.8
8.9 1 0.7
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Parents' monitoring and recording of their children's
food and activity behaviors is a critical component of
the treatment program. It is part of the process of tai-
loring treatment techniques to the specific areas ¡vhere
your child is having difficulty v¡ith his/her weight con-
trol. That is, it highlights the eating and activity
patterns that are contributing to your child's obesity.
it helps determine whether your child's obesity is due to
excess snacking, eating high-calorie foods, rapid eating,
inactivityr or sone combination of these behaviors as
well as others. These behaviors then become the target
of interventions. Your recording also provides a reli-
ability check on your child's nonitoring of his/her food
intake and activity level. Your records will help me

train your son/daughter to monitor these behaviors more
accurately. In addition, your record keeping wil-1 pro-
vide a means by which the effectiveness of the program
can be demonstrated and techniques can be modified to
ensure that your child receives maximum benefit from the
pr09ram.

You wiLl also be asked to monitor and note your inter-
actions with your child over food and activity-related
matters. This information is vital in designing a treat-
ment program that fits your family's lifestyle and your
present means of dealing with your child's weight prob-
1em.

Monitoring food and activity behaviors takes work and
effort. At times you will feel that you are keeping more
records than an accountant. Nevertheless, it is vital to
the success of your child on the program. Moreover, the
usefulness of your records is only as great as their
accuracy. The accuracy of your monitoring and recording
determines r+hether appropriate behaviors are selected for
intervention and the degree to which we can evaluate your
child's successes. To ensure accuracy, several proce-
dures should be followed. First, you should record what
your child eats during each meal or snack as soon as he/
she is finished eating. Most parents have found that
they can record the components of a full course meal in
less than two minutes. It is easy to forget what your
child has eaten after several hours, especially when you
are busy with a number of household activities. Most
families tend to underestimate what their children have
eaten during the day when they l-eave recording to the
evenj.ng and base it on memory. Secondr you must measure
the amounts of food your child eats by using food scales
or measuring cups, and/or determining exactly how much
food is contained in commonly used bow1s, glasses and

I. GENERAL iNFORMÀT]ON ABOUT RECORDING
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dishes. Many people feel they do not have to measure
foods because they can accurately estimate their weights
or volume. This is especially the case with persons who
view themselves as veteran dieters or cooks. Interest-
ingly, a recent study has shown that these so called
"experts" exhibit an average error rate of 60% in their
estimations. Finally, it is important to be aware of the
hidden calories in many foods. Examples are butter on
vegetabLes, sugar in beverages, salad dressings and
whipped cream on desserts. These hidden calories can add
up over the course of a year. Àn extra pat of margarine
per day can result in 4 pounds of weigh.t in one year.

You will become more proficient at recording during
the course of the program. That is, you will be better
able to determine food portions and the composition of
foods. it will also become a lot easier.

1 . Circle whether it is the first,
fourth meal of the day.

2. Indicate whether it is breakfast,
some other type of meal (afternoon tea
by circling one of the following:
B = Breakfast L = Lunch D = Dinner

A. ÏNSTRUCTIONS

3. indicate whether your child helps himself/herself to
the food during the meal or whether he/she is served por-
tions by another family member (e.g. you).

4. Indicate the number of persons present and eating dur-
ing the meal. Remenber to include yourself.

5. Record when the meal begins and when it ends. Dura-
tion is calculated by subtracting "Start time" from "End
time".

Duration = End time - Start time

FOR FOOD RECORDING

6" Note the location of the meal (".g. kitchen, dining
room, living room, recreation room, bedroom, restaurant,
relative's house, friend's home, etc.).

7. lndicate your child's mood during the meal. Common
descriptors include: happy, sad, depressed, frustrated,
angry, disappointed, excited, impatient, tired, J_ethar-
gic, bored, anxious.

second, third or

1unch, dinner or
, cocktail party)

0 = Other



198

8. Note all the food ítems consumed by your child during
the meal. This includes beverages, soup, condiments,
dessert, sauces and butter/margarine. À1so, remember
that many foods contain a number of different food compo-
nents that should be listed separately. For example:

(1) chicken salad sandwich = bread, chicken, mayonnaise
(2) spaghetti = spaghetti, sauce, meat, cheese
(3) coffee = coffee, sugar, nrilk/cream
(4) casserole = noodl-es, sauce, meat, vegetables

It is also imporLant that you be as specific as possible
in noting food items. There is a difference between a
plain doughnut and a jam buster. Similarly, a beef taco
can be a lot higher in calories than a bean taco.

9. Note the quantity of each food item consumed by your
child. Quantity is usually defined in terms of volume,
weight or size. For example:

Volume = cup of spaghetti,6 or B oz. glass of milk,
teaspoon of butter, package of Kraft Dinner

l.leight = '10 oz. steak, 1 oz, of cheese, 1 lb. of cabbage
Size = large banana, medium potato, slice of pie which

is 1/6 of .10-inch diameter pie (116 of. 10" ) ,
1/8 of. a 12-inch pizza

One way of easing the recording of quantity is to pre-
cisely measure the amount of food or beverage that is
contained in bowls, glasses, cups or dishes commonly used
by the family. You can then readily report the quantity
served in these dishes.

10. Note how many servings your child consumed of each
food item including beverages. The first serving is the
amount of food you served your child or he/she served
himself/herself at the beginning of the meaL. This
amount can vary from small quantities to very large ones(".g. five pieces of fried chicken). Additional servings
(2r 3, 4, etc.) are scored whenever your child obtains
additional amounts of food during a meal after the first
serving. This includes food served by you as well as
food your child serves himself/herself.

11. Note how each food item is
methods are:
poached, steamed, scrambled, deep fried, battered and
fried, roasted, broiled, coated and baked. ÀIso, for
beverages such as milk and soft drinks, indicate whether
they are skim (or whole, 2%) or diet, respectively.

12. Record snacks separately in the spaces provided. All
foods are considered to be snacks if they are eaten at
times other than during mea1s. This includes fruits and
beverages.

raw, toasted, boiJ.ed, fried, baked,
prepared. Some common
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13. indicate whether your child snacks alone and whether
he/she helped himself/herself to a snack or was offered
one by others. Remember that sitting beside your child
and planting a bowL of buttered popcorn in front of him/
her is comparable to offering a snack.

14. Indicate what your child was doing before, during and
after he/she had a snack. Some common examples are:

Before

s leepi ng
skating
home from school
watching T.V.

15. Note your child'

watching T.V.
relax i ng/ rest i ng
T.V. watching
watchj.ng T.V.

s mood while snacking.

Dur i ng

1. Ì.irite down the activities you observe your child
engaging in during the course of the day. These include
physical activities such as walking, skating, dancing,
and swimming as well as leisure activities such as watch-
ing T.V., playing ganes, resting/relaxing in the bedroon
or living room, and listening to music. They also
involve carrying out household chores such as cleaning
one's room, doing laundry, shoveling snow, vacuuming, and
going shopping. You don't have to record self-mainte-
nance activities such as washing, dressing, eating and
getting ready for school or bed. Similarly, you do not
have to record brief temporary interruptions in activi-
ties. For example, if your child is watching T.V. and
decides to go to the washroom or makes a snack and brings
it back to the T.V. room, you only have to record watch-
ing T.V. Finally, although you cannot observe what phys-
ical activities your child participated in at school, you
should make an effort to find out what these activities
might be by asking him/her. Schools usually run swim-
ming, floor hockey, skating, and gym programs during cer-
tain days of the week. Make a note of these school
activities at the bottom of the activity sheet and indi-
cate whether they occurred at school (e.g. write "at
school " ) .

g. ]NSTRUCTIONS FOR ACTIVITY RECORDING

Àf ter

watching T.V.
skating
sleepi ng
bed time

2. Record when your child starts the activity and the
time when he/she ends the activity. Calculate the dura-
tion by subtracting the start time from the end time.
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3. Estimate how much effort your child is expending in
perf orming the activity. Mark a rrl rr f or activities that
require little or no effort. Mark a "2" for acLivities
that involve a moderate degree of effort on the part of
your chiLd and a rr3rr for endeavors your child finds quite
strenuous. À "1" is usually given to leisure time activ-
ities such as watching T.V., playing board games, brows-
ing in a shopping center, and washing dishes. À "2" is
assigned to activities such as vacuuming, leisurely
walks, bike riding, and thoroughly cleaning one's bed-
room. Running, skating, vigorous dancing, swimming,
going upstairs, and carrying firewood or groceries are
rated as a rr3?r.

4. Indicate whether your child is alone
while engaging in the activity.

5. Indicate whether your child started the activity on
his/her own or r¡as told or encouraged to engage in the
activity by others.

Read over and becorne familiar with the behaviors on
the Interaction Checklist. Try to remember the behaviors
that are especially pertinent to your interactions with
your son/daughter over weight-control issues. Record
each time you carry out any of the behaviors on the list.
Write down the time of the interaction in the "Time" box
as well as the number of tines you exhibited that behav-
ior during a 1-hour period in the "Frequency" box. I
have provided you with four Time and Frequency boxes for
each behavior because it is not uncommon for parents to
carry out the behaviors on the list several times a day
and at different hours. The four sets of boxes aIIow you
to record interactions with your son/daughter for up to
four different occasions during the day. Several exam-
ples of hors to use the form are presented below.

Example À: À child comes home from school and raids
Lhe fridge on four occasions before supper (served at
5 p.m. ). He also hits the fridge just before going
to bed at 9 p.m. His mother observes his activities
and tells him to stop on the first two occasions but
doesn't say anything for the others because she is
tired of bugging him.

C. RECORDING PÀRENT-CHTtD

or with others

INTERACTIONS



this would be recorded as follows:

TeLling child not
Ignoring child's

Example B: 0n a Saturday morning (10 a.m.), a boy
asks his mother if they could walk to the park to
play on the swings. His mother tells him to rest
and play a litt1e longer with his toys. Two hours
later she gives him an apple for playing quietly
and asks him if he would like something from
McDonalds.

This would be recorded as follows:

to snack
snacking

Rewarding child with food
Àsking child if he is hungry
Telling child to rest
Ignoring child's activity request

'l'1me

4:00
4:00

201

Freq

2
2

Example C: During supper (6:00 p.m.), a 9ir1 decides
not to have a third helping of mashed potatoes being
offered by her mother. Nonetheless, her mother in-
sists that she has the potatoes. The mother has also
made a cheesecake for dessert and served each family
member a piece. Interestingly, when the girl asks
for a second piece of cake the mother gives her a
lecture on the problems of overeating. This results
in the child yelling at the mother and leaving the
room. The mother later (9:00 p.m.) tries to make
amends by bringing the girl milk and cookies in her
bedroom.

This would be recorded as follows:

Time

9:00

Freq

1

Time Freq

2:00
2:00
0:00
0:00

Telling child to hurry and finish
Talking about weight control
Giving child second helping
Providing family with dessert or treat
Ignoring child's refusal of food
Getting into a disagreement about food
Telling child to reduce food intake

'l'1me Freq

Time

6:00
6:00
6 :00
6:00
6:00
6:00
6:00

Freq

1

1

2

'1'1me Freq

9:00



II. LIFESTYLE BEHAVIORS:

Research indicates that the problem of obesity in most
adults and young persons including the mentally handi-
capped, is mostly the result of faulty eating and exer-
cise habits. That is, most overweight persons tend to
take in more food or energy (calories) than they expend.
On1y rarely is the problem pureì.y due to metabolic or
other physical abnormalities. Consequently, it has been
found that the most effective way of treating obesity is
by modifying lifestyle behaviors dealing with food intake
and exercise. Specifically, persons are helped to
increase their activity levels, reduce the amount of food
they eat, and make more nutritious food choices. The
n¡odification of well entrenched habits or the development
of new more appropriate ones is an arduous process that
takes time and effort. As a result, most persons require
some sort of systematic intervention to effectively
change their eating and activity patterns and gain con-
trol over their weight. Moreover, studies indicate that
overweight mentally-handicapped adolescents do not lose
weight and oflen gain substantial amounts if they do not
undergo treatment. Thus, weight-control efforts for men-
ta1ly-handicapped young persons demand specific and sys-
tematic interventions aimed at modifying their lifestyle
behavi or s .

The treatment program your child is presently enrolled
in utilizes a three-pronged approach to weight control.
It focuses on improving your child's food choices and
eating habits, and increasing his/her activity leve1s.
Às you can see, it emphasizes lifestyle behavior change
rather than severe caloric restriction or a special diet.
The modification of your son's/daughter's food selections
centers around teaching him/her the Traffic Light Diet
System. in this system, foods are color-coded according
to the colors of the traffic 1ight. Red or "Stop Don't
Eat" foods are ones that are 20 or more calories above
the average for a standard serving in their food group.
Yellow or "Eat with Caution" foods are staples that are
within 20 calories of the average for their food catego-
ry. Green or "Go Eat All You Want" foods are under 25
calories for a standard serving. For example, a lean
broiled hamburger patty and plain rice are considered to
be ye1low foods whereas hamburgers made from regular
ground beef and chicken fried rice are red foods. Simi-
larly, a half cup of fresh diced peaches and skim milk
are yellow foods whereas peaches in sugar syrup and whole
milk are red itens. Green foods consist mostly of vege-
tables such as lettuce, cucumbers, carrots, celery and
wax beans, condi.ments, broths, and spices. Generally,
with the Traffic tight system staple or yellor+ foods

FOOD AND EXERCISE HABITS
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become red foods when they are fried, breaded or bat-
tered, cooked or served with sauces, eaten with fat, or
sugar is added. In the case of meats, only lean cuts and
meats eaten without fat or skin are considered yellow
foods. tikewise, many prepared foods including prepared
or deli meats, canned goods, and fast-food restaurant
items (e.g. Big Mac) are red foods. Obviously, candy,
most desserts, and junk foods fall in the red category.
Þthile diet drinks and other diet foods that are under 25
calories are technically green foods in this system, I
have informed your child in many instances that they
should be vi.ewed as yellow items ("Eat with Caution").
The rationale here is to avoid the situation where per-
sons become overly reliant on diet preparations and neg-
lect more nutritious green foods such as vegetables. It
has been my experience that teenagers tend to select
these diet preparations over vegetables when they are
asked to increase their green-food intake. More details
on the Traffic Light system and the cutoff points for red
foods are provided at the end of this chapter.

The modification of your child's food selections not
only consists of teaching him/her the Traffic Light sys-
tem but also involves instructing him/her to monitor food
intake according to the system and to change the propor-
tion of red, green and yeIlow foods he/she eats. your
child is learning to record what he/'she consumes on pic-
torial forms using colored markers. Specificatly, he/she
is classifying foods according to the four basic food
groups (meats, vegetables, breads/cereals, dairy prod-
ucts) and two additional categories dealing with junk and
diet foods, and the colors of the Traffic Light system.
For example, your son/daughter would place a rèd X in the
meat group and a yellow X in the fruit group for Kentucky
fried chicken and apples, respectiveJ.y. Carrots would be
marked with a green X in the vegetable or diet category.
Regarding your child's actual food selections, he/she is
being instructed to increase green-food intake and reduce
the consumption of red foods. That is, your son/daughter
is being asked to gradually eat more green foods each day
for breakfast, lunch, supper, and snacks, and is being
rewarded each week for doing so. To facilitate this pro-
cess, he/she is presented with green slips indicaling
daily green-food limits. These slips serve as cues for
your child to request or select green foods at mealtimes.
Each slip signifies one green food and your child can be
given anywhere from two to six green slips per day. Sim-
ilar1y, your child is being trained to lower his/her
intake of red foods by adhering to gradual.ly decreasing
daily linits and findi.ng lower calorie or green- and yel-
lorv-food aLternatives to red items, especially snacks.
Blue slips specifying red-food limits and the avoidance
of red-food snacks are presented to your child as visual
reminders for reducing the consumption of high-calorie
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foods. Moreover, your son/daughter is being rewarded
each week for obeying these limits or "Food Rules" (label
applied on the blue slips).

The modification of your child's eating habits
involves instructing him/her to carry out one or more of
the following food-related behaviors: slowing the rate
of eating, decreasing snacks, leaving some food on the
plate after a meal, avoiding second helpings, limiting
eating to one location, and refusing food when hungry.
Your child's rate of eating is being slowed by training
him/her to pLace his/her fork down, chew food cõmpletely,
and subsequently swallow it after each bite. BIue slips
summarizing these procedures are presented to him/her as
visual reminders of hov¡ to eat slowly. He/she may also
be asked to check his/her digitat watch to see if he/she
is eating sJ.ower. Your son/daughter is being taught to
limit snacking by assigning daily snack limits ouilined
on blue slips and reinforcing him/her for sticking to
these limits. Similarly, he/she is being instructed to
leave a small amount of food on his/her plate as a means
of reducing caloric intake. I.ihile only a small amount of
food needs to be left behind, your child is being
infornred that it has to be in the yelIow or red category
of the Traffic Light system in order for his/her behavior
to be eligible for a reward. Pink slips pictorially
depicting this task are provided as daily reminders.
Finally, your child is being told to avoid second help-
ings or food when he/she is not hungry as well as eatiñg
in locations outside the kitchen such as the T.V. room
and bedroom.

The modification of your child's activity patterns is
based on promoting lifestyle activities rather than hav-
ing him/her engage ín a formal exercise program or aero-
bics. Lifestyle activity programs encourage persons to
engage in or increase their participation in everyday
activities such as walking, housework, gardening or
cycling, to expend more energy (caLories). They are
highly flexible in the sense that participants choose
when to perform the activity as well as the activity they
r+ish to carry out to meet their energy expenditure goa1s.
Similarly, the lifestyle approach emphasizes activities
that are congruent with the person's daily lifestyle
demands and interests. Studies have found that this
approach is better at maintaining individuals' involve-
ment in an activity program than approaches stressing
more programmed and/or vigorous exercise.

The lifestyle activity program for your child involves
designing an activity menu comprised of isocaloric activ-
ities (ones that have roughly the same caloric expendi-
ture value when performed for a certain period of time)
that he/she is interested in and/or are feãsible for him/
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her to engage in. He/she is then asked to perform one or
more of the activities on the menu once or several times
a week to meet activity goals and obtain a reward from
the therapist. Your son/daughter is provided r+ith yel1ow
slips to remind him/her of his/her daily activity
requirements. These activity requirements r+ilL be gradu-
ally increased over the course of the treatment project.

While physical activity does burn calories, this may
be its least important contribution to the weight-control
process. People often believe that moderate amounts of
exercise expend enough calories to result in significant
and immediate weight loss (e.g. "I must have lost two or
three pounds by doing all that housework.") or at the
very least to burn off any dietary transgressions (e.9.
"1 must have burned off that chocolate cake I had for
supper by walking to the corner store.") Unfortunately,
at least from the point of view of the overweight indi-
vidual, the body is fairly efficient in its use of ener-
gy. Consequently, for persons to lose the amount of
weight they expect from exercise they have to engage in
extremely vigorous activity for prolonged periods of
time. Remember, approximately 3r500 calories have to be
burned up for a person to lose one pound and that a half
hour of walking is only worth roughly 180 calories.
Thus, for most people it is unrealistic for them to rely
solely or primarily on exercise as a means of weight
loss.

However, this is not to say that exercise does not
have any benefits for the weight:control process. Exer-
cise can ameliorate some of the physical and psychologi-
cal problems associated with obesity. It can decrease
blood pressure and cholesterol, improve carbohydrate
metabolism, and improve self-concept. It can also pro-
mote the development of muscle tissue and a more con-
toured body shape.
ative consequences of the dieting process. Both fat and
muscle tissue are lost during dieting. Combining exer-
cise with diet maximizes fat loss but preserves the
body's muscle tissue or lean body mass. Remember, the
goal of weight-loss programs is to achieve a relatively
leaner body.
metabolism which means your body becomes more energy
efficient as you progress with your weight-1oss efforts.
That is, you use up less calories for basic functioning
at a time when you want to burn up more energy. The pla-
teau in weight loss observed by many dieters may be due
to this process. Exercise speeds up metabolism and hence
when performed while dieting may offset this drop in

It can counteract some of the neg-

metabolic rate.

Dieting and weight loss slow down your

including exercise in a weight-control program can result
in better maintenance of weight losses after the program
has ended. Finally, moderate amounts of exercise do not

I n addition, research suggests that
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stimulate appetite as is popularly believed but rather
can control appetite in some individuaLs.

By having your child make more nutritious food selec-
tions, change his/her eating habits to reduce food con-
sumption, and become more active, he/she is creating a
caloric deficit. That is, your child is using up more
calories than he/she is consuming which results in weight
loss. This weight loss is not Lhe result of your child
adhering to a special diet or calorie counting but rather
is due to changes in his/her lifestyle behaviors. These
behavior changes relieve your child from the cognitive
burden of computing caloric values and understanding
nutritional concepts, and provide him/her with the behav-
ioral tools to control his/her weight in the future.

You can help your child make changes in his/her life-
style behaviors by discussing the goals of lifestyle
behavior change as well as the benefits of eating more
nutritious foods and becoming more active. you can also
talk about the Traffic Light system, how to change eating
habits and ways of becoming more physically active. you
could encourage your child to try different low-calorie
foods and leisure activities. In addition, you can
review your son's/daughter's homework assignments. This
should be done before and after meals if possible or at
least twice a day - once in the morning to give your
child a clear understanding of what he/she has to accom-
pLish for the day and after supper to give him/her feed-
back on how well he/she did his/her homework. tn review-
ing your son's/daughter's homework tasks, be sure to go
over each task in detail, pointing out what it entails
and the fact that it will result in a reward from the
therapist if successfully completed. Do not make your
comments sound like personal requests but rather empha-
size to your child that they are part of the program and
geared towards helping him/her obtain the reward from the
therapist. Try to make your discussions as interesting
as possible.



The following are cut-off values for red foods in each
food category. Items within a particular food category
are considered red when their caloric vaLues for a stan-
dard or average serving exceed these limits.

Food Category

Meat
Fish
Vegetables
Frui t
Breads & Cereals
Dairy Products

TRAFFIC LIGHT SYSTEM

You should note that eating less than a standard serv-
ing does not change a red food into a yellow one. For
example, regular ground beef is approximately 324 calo-
ries for a 4 oz. serving which makes it a red food. Eat-
ing only 2 oz, of regular ground beef does not change its
status as a red food even though it is worth roughly 162
calories (1/2 of. 324). In determining what constitules a
red food you must compute the caloric value of the food
for a standard serving. The red-food designation does
not pertain to quantity but rather looks at nutritional
value. It takes into account the fat and sugar content
of foods as well- as their caloric value relative to other
items in their category. This is illustrated by the fact
that lean ground beef is a yellow food whereas a compara-
ble serving of regul-ar ground beef is considered red.
You will notice as you go through the list of sample
green-, yellow- and red-food items that yellow foods
often become red ones when they are fried, battered or
served with sugar or a sauce.

You should ensure that your child eats a well-balanced
diet. The Traffic Light system does not prevent this
fron happening buL rather promotes it. it recommends
that participants follow basic nutritional guidelines
such as the Canada Food Guide. These guidelines indicate
that adolescents should have a minimum of 4 servings of
dairy products, 2 servings of meat/fish (here a serving
is 3 oz.), 4 servings of bread/cerea1s, and 4 servings of
fruit/ vegetables ( tiris includes fruit and vegeiable
juices). Please study the following list of foods.

Serving Size

4 ounces
4 ounces
1 12 cup
1 /2 cup
112 cup or slice
1 cup
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Red Food Cut-0ff

above 300
above 200
above 60
above 90
above 1 30
above 1 40

calor i es
calor i es
calories
calor ies
calor i es
calor i es



Àlfalfa sprouts
Asparagus
Bamboo shoots
Bean sprouts
Beans-green,yellow rwax
Beets-not pickled or canned
Bouillon cubes-beef ,chicken ronion
Broth (clear) -beef ,chicken,onion
Broccoli
Brussel sprouts
Cabbage
Carrots
Cauli flower
Ce lery
Coffee-nothing added
Cranberr i es-unsweetened
Cucumber
Diet drinks-but limit
Eggplant
Garlic
Gelat in-diet
Herbs and spices
Hor se rad i sh
temon juice-unsweetened

GREEN FOODS

Lemons
Lettuce
Limes
Mushrooms
Mus ta rd
0nions
Parsley
Peppers
Pickles-di 11 or sour

( not sweet )
Radi shes
Salad-no dressing
Sauer k raut
Soy sauce-light
Spi nach
Summer squash
Tea-nothing added
Turn i ps
Vinegar
Water
Watercress
llorcestershire sauce
Zucchini
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FRUiT

Apple-medi um

Àpple juice
Apricots
Banana-small
Blackberries
Blueberries
Cantaloupe
Cherries
Grapefruit
Grapefruit juice
Grapes
Grape juice
Honeydew melon
0ranges
0range juice
Peaches
Pears
Pi neapple
Pineapple juice
PIums
Raspberries
SLrawberries
Tangerines
Tomato juice
Watermelon

YEttow F00Ds

VEGETÀBtES

Beans-kidney, lima
Corn -k ernel
Parsn ips
Peas
Potato-boiled, baked
Pumpk i n
Soups-plain vegetable

or noodle
Sguash-Àcorn, Winter
Toma t o

M]IK/DAIRY PRODUCTS

But ter
Cheese
Cottage cheese
Eggs
Ice milk-skim, dietetic
Milk-skim,2%
Pudding-pIain milk or cream
Yogurt-plain
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MEAT/FI SH

Bacon - broiled crisp
Beef -roasted/broi 1ed, lean
Bee f -s tew
Chic ken-roasted, broi 1ed

without skin
Crab cakes
Fish-broiled, not breaded
Ham-bo i led/roa sted

without fat
Hamburger-lean
Lamb chop-broiled
Lamb roast-lean
Liver
tobster-broiled
Por k-roa st ed/bro i I ed , J. ean
Pork chop-lean
Sa lmon-ca nned
Sausa ge-bee f
Scallops-broiled, f ried
Shr imp-bo i 1ed/broi 1ed,

fried
St ea k-bro i 1 ed , lean
Tuna-canned in water
Tur key-roa sted
Veal chop
Veal cutlet
Veal-roasted
Weiner

OTHER

Pizza-diet

Yellow Foods ConLinued

BREADS/CEREAt

Cereals:
ÀIpha Bits
Bran f 1a kes
Chee r i os
Cocoa Krispies
Corn f 1a kes
Cream of Wheat
Froot Loops
Lucky Charms
Rice Krispies
Special K

Sugar Pops
Sugar Smacks
Wheat i es

Crac ke r s
Cupcakes-without ic ing
Kraft Dinner
Macaroni-plain
Macaroni & Cheese
Muffins-plain
Noodles-pIa i n
Noodle chow mein
0atmeal or oats-plain
Pancakes & Waffles-p1ain 4"
Peanuts-in shell
Popcorn
Rice-pJ-a i n
Rice pilaf
Spaghetti-plain
Spaghetti-with tomato sauce
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MEAT/FI SH

Corned beef
Beef-roasted with fat
Big Mac or i,ihopper
Chicken-a la king or

c reamed
Chicken-fried
Chicken nuggets or balls
Chicken-roast or barbecued

with skin
Chowde r s
Deli meats-luncheon

loaf, bologna,
salami, liverwurst

F i sh-battered/breaded
Ham-ba k ed/ r oa s t ed ,

wi th fat
Hambur ger-regula r
Lamb chop-fried
Lamb roast-with fat
Pork chop-fried or

with fat
Pork roast-r+ith fat
Sausage-por k
Shr imp-bat tered, breaded
Steak-fried or with fat
Tuna-canned in oil
Veal balls
Veal cutlet-breaded
Veal chop-fried
Veal cutlet-fried

FRUI TS

Avocado
Cranberry sauce
Fruit cocktail
Fruit in syrup
Pr unes
Prune juice-sweetened
Raisins

RED FOODS

BREÀDS/CEREAL

Almonds
Cakes
Cashew nuts
Cereals:

Cap'n Crunch
Cereals that are heavily
frosted and/or with fruít

, Granola cereals
Sugar Frosted Flakes

Cook i es
Eggo-fruit or with syrup
Fettuccine
Fri.ed noodles-oriental
Fried rice
La sa gne
Noodles-Romanoff or

in cream sauce
0atmeal-with fruit 6, sugar
Pancakes with syrup
Pasteries
Popcorn-buttered
Ravi. ol i
Spaghetti with meat sauce
Stuffing/dressing
Tarts
Waffles-fruit or with syrup

OTHER
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Candi es
Chips
chip dip
Chocolate bars
Gravy & sauces
Kool Aid
Pizza
Pizza pops
Soft drinks-with sugar
Suga r



VEGETABLES

Baked beans
Corn-c ream
French fries
Potatoes-fried
Soups-cream,chunky,

or "hearty"

Red Foods Continued

MItK/DÀiRY PRODUCTS

Cream
Ice cream
Mi 1k-homogen ized
Pudding-chocolate,

rice or fruit flavored
Sour cream
Yogurt-fruit flavored
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Prompting is a means of helping your child carry out
weight-control behaviors. It signals your child to per-
form a desired behavior and provides information on how
to perforrn it. Behavior can be prompted in many differ-
ent ways including guiding your child physicaLly (e.g.
pJ-acing a mop in your child's hand to encourage him/her
to becóme more active by doing housework), giving verbal
instructions (e.9. telLing your child to select more
green foods), gesturing (".g. pointing to green foods),
and providing environmental cues (e.g. placing your
child's recording forms on the table before dinner). you
may choose one or several ways of prompting your child to
perform the program's weight-control behaviors. More-
over, you may present your child with several different
typqs of prompts at once. For exampler you may instruct
him/her to select green foods and have a þtattei of vege-
tables by his/her plate as a visual remináer.

It should be understood that prompting is primarily
employed to initiate weight-control behaviors and is fad-
ed out once your child exhibits these behaviors on a con-
sistent basis. The process of fading prompts involves
gradually reducing the amount of information and assis-
tance provided in your prompts to the point where you do
not prompt your child at all. For exanple, in helping
your son/daughter eat green foods you may initiãtfy
instruct him/her to select green foodi and put a plattei
of green foods by his/her place setting. Later you may
limit your involvemenL to a verbal reminder and subse-
quently just place green-food slips on the fridge.

III. PROMPTING
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techniques, several factors should be kept in mind.
First, in giving prompts you must ensure your child is
paying attention to your instructions and/or actions.
Second, your initial prompting of your child's weight-
control behaviors should include several different types
of prompts. That is, your verbal instructions should be
accompanied by visual cues such as the platter of green
foods mentioned above. Third, give your child feedback
about how rlell he/she is responding to your prompt or
performing the desired weight-control behavior. Fourth,
follow your prompts with praise if your child responds
correctly and corrective feedback if your child responds
incorrectly. Corrective feedback involves informing your
son/daughter of what he/she is doing wrong (".g. uãing
his.green slip to select a yell-ow food) and providing
him/her with more information on how to respond correct-
ly. Fifth, in most situations you should not prompt your
child more than three times if he/she doesn't respond to

In prompting your child to carry out weight-control
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your prompts or acts in an angry fashion. Excessive
prompling may result in resistive behavior and a power
struggle between you and your child. In these situations
it is best to back off and employ one of the other strat-
egies you will be instructed in to help your child.
Fina11y, don't forget to RECORD your prompts on the
interaction checklist.

The following are some specific examples of how to
employ prompts in helping your child $¡ith his/her weight-
control efforts.

EXÀMPLE 1: Leaving food on plate.

Instruct your child to leave food on his/her plate to
earn the pink slip and consequently a reward from the
therapist. The informational value of your instructions
can be enhanced by placing a sample plate with a small
amount of food and a pink slip on it next to your child's
place setting. Ask your child to leave the same amounL
and type of food as shown by the sample. Be sure to
inform your child that he/she should leave yellow or red
foods on his/her plate and not green ones.

EXAMPLE 2: Selecting green foods.

Instruct your chiLd to use his/her green slips and
select green foods for snacks, lunch and at dinnertime.
Emphasize the number of green foods your child has to
consume as part of his/her homework as well as the fact
that he/she will receive a reward from the therapist for
earning the green slips and eating green foods. you can
make your instructions more effective by placing a plat-
ter of green foods with a green slip on it in front of
your chil"d's place setting. This will allow you to refer
to the platter while giving your verbal prompts. ÀIso,
you can increase the probability of your child choosing
green foods by having him/her help you prepare or season
them. In addition, you can ask your child to recommend
some green foods for you to eat at meaftimes.

EXÀMPLE 3: Recording food intake and acLivities.

Remind your chitd to write down what he/she eats after
each meal as r+el1 as his/her daily activities.
reminding your son/daughter to record food intake, point
out the time of day of the meal and ask him/her to pay
attention in selecting the right food group and color
code. Give your child assistance in correctly recording
his foods if it is necessary. This may consist of brief-
ly reviewing the Traffic Light Diet and/or the basic food
groups. Ygu can also improve your child's recording by
having him/her sit down with the recording forms -and

markers immediately after each meal, snack or activity.

In
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To get him/her started in the recording process you may
actually place the forms and/or markers in his/her hands.

EXÀMPIE 4: Engaging in activity.

Teì-l your child to become more physically active as
well as remind him/her to carry out the activities listed
on his/her yellow activity slips. Emphasize to your
child that he/she will earn a reward from the therapist
by performing these activities. You can also help your
child engage in activities by providing physicaJ" prompts.
For example, escort him/her to his/her bicycle or hand
him/her running shoes or a badminton racquet.

EXAMPLE 5:

Instruct your child to eat slowly by reviewing the eat
slow techniques - put fork down, chew compJ.ete1y, swallor+
- and placing a kitchen timer next to his/her place set-
ting. Set the time to approximately 5 minutes beyond the
average duration of the meal and telI your child to use
the eat slow techniques so that he/she doesn't finish
eating before the bell goes off. You can also provide a
special "eat slow" napkin on which your child can place
his/her fork after each biLe.

Eating s1ow1y.

EXAMPLE 6: Sticking to red- and snack-food limits.

Remind your child of his/her red-food and snack linits
and give feedback on the number of red and snack foods
he/she consumes throughout the day. Frame your comments
in terms of completing the homework assignment and earn-
ing a reward from the therapist rather than as a maternal
demand. Try to avoid getting into a po\.ler struggle or
bickering. If necessary, tell your son/daughter about
what foods are red and what constitutes a snack. Label-
ing popular red foods with red Lape may facilitate this
process and make your child more vigilant with regard to
eating high-calorie items. In addition, inpress upon
your child that snacks must consist of green or yellow
foods and not red ones if he/she is going to earn a
reward. Provide lower calorie alternatives to red items
and post a snack rule sign on the fridge as a visual
reminder.



Modeling is the process whereby you demonstrate
weight-control techniques to your child and he/she learns
by observing your actions. That is, you actually carry
out the behaviors that are expected of your child in
order to show him/her how to perform them or give hinr/her
the incentive to use them in relevant situations. tearn-
ing by observing others, observational learning, is
believed to be one of the major ways people acquire ner+

skills and concepts. Recent evidence seems to indicate
that the nrentally handicapped are especially responsive
to this type of learning. It has been found that chil-
dren's eating habits, food preferences, and activity pat-
terns closely resemble those of their parents. There is
also increasing evidence that the fauJ.ty eating and
activity habits of obese children and adolescents may be
the result of their parents' food and exercise habits and
attitudes. This suggests that parental modeling of inap-
propriate food and activity behaviors may contribute to

iV. MODELING

obesity in young persons.
parents to exhibit or model appropriate weight-control
behaviors may help their children control their weight.
Thus, it is important to have parents become involved as
behavioral models in their overweight child's treatment
pr09ram.

Parental modeling not only provides young persons with
information on how to control their weight but also acts
as an incentive for behavior changes. Children on
weight-control programs often complain that they are the
only ones in their family that have to modify their eat-
ing and activity habits. They frequently state that
their mother or older broLher should lose weight and
watch what they are ealing. Consequently, when a parent
demonstrates weight-control techniques by incorporating
them into his/her own eating and activity patterns, the
child does not feel alone in his/her weight-loss efforts.
The child also feels thaL his/her efforts are being
acknowledged and must be important given that one of his/
her parents is attempting the same behaviors. In addi-
tion, children view their parents as high status models
and place a special effort in trying to emulate their
behaviors.

Modeling consists of several components that must be
considered in applying it to the weight-control process.
First, the observer must be paying attention to the
behaviors that are being nodeled. That is, you must
ensure your child is attending to your actions and
actively processing the information you are conveying.
This can be accomplished by telling him/her to watch what
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you are doing and/or physically arranging
so that he/she directly faces you (..g. sit across the
table from your chiLd)" Second, the observer must rnen-
tally process and reLain the information that is being
modeled. You can help your child mentally process what
he/she is observing by making sure your actions are per-
formed in a distinct and purposeful fashion, and accompa-
nied by verbal explanations. That is, when you model the
program's techniques make sure your actions are clearly
evident and that you do not incorporate any unnecessary
behaviors that may confuse the observer. The verbal
description accompanying your actions helps your child
ascribe meaning and a verbal label to them, which in turn
helps him/her retain your actions so that they can be
reproduced at a later time. Both the mental processing
and retention of information obtained through observa-
tional learning is improved through repetition. More
precisely, model a weight-control behavior several times
for your child, if necessary. Third, you can help your
child actuaJ.ly perform the behaviors he/she observed by
giving corrective feedback and.encouragement. Te11 him/
her how he/she is doing, giving praise for correct
responses, and suggesting ways of modifying incorrect
ones. In giving corrective suggestions to your child,
indicate that they are lo help him/her complete homework
assignments and earn a reward from the therapist rather
than presenting them in more personal terms (e.g. "I want
you to do better."). The latter can result in bickering
and a por{er conflict between you and your child. Occa-
siona11y, it may be necessary for you to physically guide
your child through the behaviors you modeled (".9. guid-
ing him/her in the use of a vacuum cleaner or swinging a
badminton racquet). AIso, model weight-control behaviors
in the situations where they are most likely to occur or
are most needed. For example, you should demonstrate the
selection of green foods and eat slow techniques at the
dinner table during mealtimes. In addition, have your
child practise the behaviors he/she has Ìearned through
observational learning to ensure proficiency.

Finallyr you should reinforce your child every time
he/she exhibits the weight-control behavior you modeled
to ensure that he/she consistently carries it out. This
reinforcement can take the form of praise, assigning spe-
cial privileges, and/or giving points that your child can
later exchange for desired items. Ànother section
describes reinforcement procedures in more detail.

It should be remembered that modeling , like prompt-
ing, is used to help your child master weight-control
techniques and consistently carry them out in a variety
of relevant situations. Once this occurs, you no longer
have to facilitate your child's efforts with techniques
such as modeLing and prompting. You can fade out your
involvement as a behavioral model.

217

the situation



218

The following provides a number of specific examples
of how modeling can be employed to help your child devel-
op his/her r+eight-control behaviors.

EXAMPTE 1: Leaving food on plate.

You can model this behavior by leaving some food (red
or yellow foods) on your p1aLe at dinner ãnd pointing out
to your child that you are doing this to earn credit for
your pink slip (the slip indicating leave on plate). you
can then instruct your son/daughter to do the same.

EXAMPLE 2: Selecting green foods.

You can model this behavior by choosing green foods
for dinner and snacks, and indicating to your child that
you are choosing these foods to earn credit for your
green-food slip. You can then instruct him/her to do the
same.

EXAMPLE

You can model recording behaviors by having your child
observe you doing your recording and instructing him/her
to do the same. While recording, verbalize what you are
doing (e.g. mentioning the food group of the food lou are
recording as well as the time of day) and consult your
child about the color codes for various foods (according
to the Traffic Light diet). Create an impression of
recording as a joint venture between you and your chiId.

EXAMPLE 4: Engaging in activity.

You can model engaging in activity by actually engag-
ing in the activity you expect your child to perform or
denonstrating what is involved in the activity. Specifi-
callyr you could go for a walk and ask your child to come
along or you could climb on a bicycle or exercycle and
ask.your child to try. Similarlyr you could ask your
son/daughter to play ball or badmlntoñ with you. l,ile-
wise, while doing the housework, have your child watch
you and inform him/her that you would like him/her to
carry out these tasks.

Recording food intake and activities.

EXAMPTE

You can model eating slowly by demonstrating to your
child the three "Eat Slow" techniques at mealtimes.
After each bite of food, put down your fork, chew your
food completely, and swallow. Make sure your son/daugh-
ter is watching you perform these techniques and under-
stands they are a means of slowing the eating process.
Having a kitchen tirner by your plate and commenting that
you are taking longer to eat your dinner can facilitate
your child's understanding.

Eating slowly



EXAMPLE 6: Sticking to red-food and snack limits.

You can model these behaviors by pointing out to your
son/daughter when you snack or eat red foods that you are
close to your Limit (which should coincide with your
child's) and must stop. You should then ask your child
whether he/she has reached his/her limit and should stop.
You could have your child remind you about your snack or
red-food limits if you feel this would facilitate his/her
involvement in the modeling process without causing too
much confl ict .

EXÀMPLE 7: Selecting snacks that are not red foods.

When in the presence of your child at mealtimes and
snack periods, be sure to select green and yellow foods
and avoid red ones. While making these seLections, com-
ment on the advantages of these selections and how red
foods can contribute to obesity. in addition, point out
Iower calorie alternatives to red foods and discuss them
with your child. You can also ask your child to give you
suggestions in selecting appropriate foods.
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Reinforcement is the process by which the frequency orprobability of occurrence of a desired behávior- is
increased by having its occurrence consistently foLlowed
by a reinforcer. A reinforcer is anything fõr which a
person is willing to change his/her behavior. Às you can
imagine, there are a variety of different types oi rein-
forcers, matching the myriad of things people are inter-
ested in or are wilting to alter their behaviors for.
These include: food and other consumables, desired
objects, social reinforcers such as praise, attention and
feedback from others, speciat privileges (".g. staying up
late to watch T.V. ), or activities. By haviñg a rãinfor-
cer consistently folLow a desired behavior, an associa-
tion is developed between it and the behavior being
developed. The person realizes that by acting in a cerl
tain way he/she will- receíve a positivã payofi. Conse-quently, he/she will be more willing lo-perform that
behavior. For example, if your child is reluctant to
reduce his/her snacking, then reinforcing him/her for
doing so with special T.V. privileges may give him/her
the idea that it is worthwhile to cut back on snacks.

Reinforcement is an extremely effective means of
changing habits and developing new behaviors. It helps
your child develop the behavioral skills to deal effeè-
tively r+ith difficult food situations. This is in con-
trast to punishment which i.nforms an individual of what
not to do but does not provide any information on how to
effectively cope with challenging situations. For exam-plet punishing your child for eating too much (u.g.
scolding or revoking T.V. privileges) does not tell him/
her how to effectively control his/her weight and estab-lishes an adversarial relationship betweeñ the two ofyou. 0n the other hand, reinforcing your child for eat-
ing fewer snacks or slower gives him/her an idea of how
to reduce food intake and the incenLive to carry out
appropriate weight-control behaviors. It also avoiás the
polrer struggles and emotional discomfort that often
accompany punishment. Giving your son/daughter rein-
forcement for his/her attempts at weight control makes
him/her feel that his/her elforts are Éeing acknowledged
and seen as important enough to receive a payoff. Thisin turn provides him/her with the motivatión-to continue
these efforts and appLy himself/herself to an even great-
er degree. Research has shown that reinforcement is
superior to punishnent in controlling and developing
behaviors in both adults and children.

V. REINFORCEMENT
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Reinforcement procedures play an especially important
role in lifestyle modification and weíght contiol.- Many
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negalive habits such as smoking and excessive calorie
consumption are difficult to change because they provide
immediate gratification or reinforcement and have delet-
erious or negative consequences that are not experienced
until much later. For example, when a person eats a
piece of chocolate cake his/her taste buds and "sweet
tooth" are immediately satisfied whereas the negative
impact of these excess calories (as well as those from
other foods) are not felt until one month later when he/
she can't fit into his/her pants. This example also
highlights how difficult it is to change faulty eating
and activity habits and develop neÌ,¡ ones. New habits
such as choosing low-calorie snacks, have to compete
against rsell-entrenched behaviors (e.9. eating chips as a
snack) tnat have a history of providing immediate satis-
faction. SimilarIy, these new behaviors not only compete
against the reinforcing value of these old habits but
also do so without providing any immediate payoff for the
individual. That is, in employing weight-control tech-
niques, the person not onLy deprives himself/herself of
the pleasures of his/her o1d habits but does so without
experiencing immediate compensation for his/her efforts.
The person's weight-control efforts rest solely on the
hope of a l"ong-term payoff of weight loss. Needless to
sâyr the long-term payoff of weight-loss efforts often
cannot compete against the immediate gratification pro-
vided by faulty eating and activity habits. This is
illustrated by the fact that many persons abandon their
weight-1oss efforts after a relatively short period.
Reinforcement procedures prevent this from happening and
give newly acquired weight-control behaviors a chance to
conpete against old habits. By reinforcing persons for
their weight-loss efforts, they are provided with some
immediate compensation for their work as well as the
long-term payoff of weight loss and looking better. Pro-
viding an immediate payoff for changing eating and activ-
ity trabits is particularly important in weight-1oss pro-
grams for young persons or individuals who have
difficulty delaying gratification. They find avoiding
the immediate satisifaction of faulty eating habits very
difficult and are especiall-y vulnerable to abandoning
their weight-control efforts prematurely. Thus, it is
critical that the weight-control program for your child
has a reinforcement component.

Parents occasionally express concerns about using
reinforcement procedures at home vlith their children.
They suggest it is a form of bribery. However, there are
marked differences between reinforcement and bribery.
l,lith bribery, rewards are employed to influence behaviors
that are often corrupt or ilLegal and usually have the
purpose of benefitting the person providing the reward in
some significant way. In contrast, reinforcement is used
to help individuals develop more adaptive or healthful
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behaviors thal are for their orvn personal benefit rather
than that of others. Second, parents frequently question
whether their children should be given special incentives
for behaviors most peopl-e do in everyday life without
special rewards. They feel that their children should
work for the intrinsic rewards of activities (e.g. they
should want Lo lose weight to look better) or carry out a
task because it is part of their personal responsibility.
This objection Lo the use of rewards for behavior neg-
lects the fact that extrinsic reinforcers are used perva-
sively in everyday life. Examples include v¡ages for per-
formance at work, grades and degrees for academic
achievement, and trophies for athletic feats. External
reinforcement is a fact of life and hence not an excep-
tion when applied to the modification of lifestyle behav-
iors. À1so, most behaviors r,¡e believe are intrinsically
motivated Þ¡ere originally externally reinforced until
they became a habit or part of a person's behavioral rep-
ertoire. For example, parents often have to initially
reward their children for practising a musical instrument
or doing their homework (..g. making a T.V. program or
play contingent upon homework or music lessons being com-
pleted). Only once their children have mastered the
instrument or become fairly proficient at school do they
wiIlingly pursue these endeavors on their orvn. In addi-
tion, the development of new skills such as playing a
musical instrument, can be quite an arduous process in
the beginning and requires some sort of external incen-
tive. As mentioned above, the modification of Lifestyle
patterns can be an extremely difficult task where ben-
efits are not imnediately apparent. Moreover, the person
with severe learning problems may not readily appreciate
the benefits of developing healthier eating and activity
habits or losing weight but rather may focus on the sac-
rifices that have to be endured to develop these behav-
iors. Reinforcement may be used to temporarily help him/
her consider the effort worthwhile, at least until the
behaviors become part of his/her lifestyle repertoire.

Third, parents are concerned that once reinforcers are
provided for their child's behaviors, their child will
become dependent upon them. They fear their child will
not perform any desirable behaviors r,lithout reinforcement
or that the behavior developed through reinforcement will
not be maintained once the reinforcer is withdrawn.
Research has shown that individuals who receive reinforc-
ing consequences for certain behaviors rarely demand con-
sequences for other desired behaviors. Rather, behaviors
not being directly reinforced frequently improve along
with those that are being rewarded. The issue of main-
taining behaviors after reinforcement has been withdrawn
is handled in most behavioral programs by fading rein-
forcement procedures and having behaviors come under the
control of naturally occurring reinforcers. }iith fading,



the person has
forcement unLil reinforcement is dropped altogether.
Fading of reinforcement is usually carried out in con-
junction with behaviors coming under the control of natu-
ral1y occurring consequences. As a person develops new
behavj.ors or skills and becomes proficient at performing
them, he/she usualLy begins to find them intrinsically
rewarding and finds they result in reinforcement from
his/her environment. For example, as a teenager begins
to lose weight, he/she finds that he/she can fit into new
better fitting clothes, gets favorable comments and
attention from others, and feels more active. Conse-
quently, external reinforcement from parents is no longer
necessary.

In using reinforcement procedures to change your
child's behaviors, you should employ several principles
to maximize their effectiveness. First, you should
deliver a reinforcer to your child immediately (or as
soon as possible) after he/she performs the behavior you
are trying to develop or change. This allows him/her to
readily make an association between the desired behavior
and the payoff for performing it. l{hen reinforcement is
delayed, there is a good chance that some other nontar-
geted behaviors will occur between the time your child
exhibits the desired response and you give him/her rein-
forcement. This often results in a nontargeted response
being reinforced as well as confusion for your child who
becomes unsure of which of his/her actions is being
rewarded. These nontargeted responses can occasionally
be inappropriate or counter to the goals of the behavior
change program. For example, if a mother waits until
bedtime to reinforce her son for selecting green foods at
supper, she may inadvertently be rewarding him for sneak-
ing a chocolate bar just before going to bed. By delay-
ing reinforcement, she is unsure of which of her son's
behaviors she is rewarding. Thus, the immediacy of rein-
forcement is very important in determining its effective-
ness in changing your child's lifestyle behaviors. This
is especially the case when your child is just developing
a ner+ habit and the association between the new behavior
and its consequences are still being formed. However,
once he/she performs it consistently, the amount of time
between the behavior and reinforcement can be increased
without af fecLing performance.

Second, the effectiveness of reinforcement is depen-
dent upon the amount or type of reinforcer you give your
child for behavior changes. Usually, individuals work
harder when the payoff is greater. Individuals are more
likely to reduce their snacking to one occasion per day
for one dollar than for 50 cents. Consequently, in try-
ing to change your child's lifestyle behaviors you may
have to give him/her a greater incentive or more of a
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to do successively more to receive rein-
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reinforcer to alter a well-entrenched or highly resistive
habit (e.g. eating slower at dinner) than one he/she has
Less difficulty in changing. For example, weight loss
becomes increasingly more difficult as one progresses on
a weight-control program because of certain physiological
factors. Thus, the rewards given for weight loss should
be greater during the latter stages of a program than
during its initial phase.

Related to the quantity of reinforcement is the quali-
ty of the reinforcer. The quality of a reinforcer refers
to the preference an individual has for it over other
types of reinforcers. Obviously, reinforcers that are
highly preferred result in greater performance than ones
that are less valued. À person is more willing to deal
with challenging tasks for a highly valued item than for
a less valued reward. For example, a child may be more
willing to leave some food on his plate for a chance to
watch a special T.V. program than for a moneLary reward.
Às mentioned above, the incentive value of objects,
eventsr or privileges can vary significantly between
individuals. What is highly valued by one person may not
have any impact on another. You should ensure that the
reinforcer you offer your child has some value to him/
her. One way of determining whether a reinforcer is val-
ued by your son/daughter is to see how hard he/she is
willing to work for it. More precisely, you can find out
the degree to which he/she is willing to change his/her
food-selection, eating, or activity habits in order to
earn it. You should also note that the value of a rein-
forcer can change over time. Reinforcers that were pre-
viously effective in changing your child's lifestyle
behavior may lose their potency or incentive value as
your child gains experience with them. This often occurs
when a young person becomes satiated with a reinforcer.
That is, when a person is frequently exposed to a desired
iten, he/she may become tired of it and find ít less
desirable. For example, a child may initially work very
hard to reduce his snacking to earn a movie pass. How-
ever, after attending several movies, he may no longer
find a movie pass enough incentive to cut down on his
snacking. He may have had his fill of movies and require
another type of reinforcer to provide him with the moti*
vation to change his eating habits. On the other hand,
events or objects that did not initiaLly have the power
to improve your child's weight-control behavior may take
on this quality at a later date. This can occur if your
son/daughter develops a liking or interest in them alter
having had the opportunity to experience them on several
occasions. The changing value of reinforcers points to
the need of providing your child with a variety of them
when you attempt to modify his/her habits. By using a
variety of reinforcers, you can lessen the possibility of
him/her becoming satiated and losing intereãt in changing
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lifestyle behaviors. You can ensure that your son/daugh-
ter is exposed to a variety of reinforcers by establish-
ing a reinforcer menu with him/her. You can create ihe
menu by sitting down with your child and deciding mutual-
Iy on four to six events, objects, or privileges that
he/she can work for by altering food or aãtivity:related
behaviors. The menu can be arranged so that reinforcers
your son/daughter greatly values are associated with
demanding habit changes whereas less preferred reinfor-
cers are related to less challenging weight-control
tasks. In addition, the menu can be periodically
reviewed and updated so that it always contains a set of
ef f ective reinforcers.

À third principle you should consider in using rein-
forcement procedures is that of consistency. You should
reinforce your child roughly every time you observe him/
her naking positive changes in eating and activity hab-
its. This is especially important during the earJ.y stag-
es of habit development when your child is still forming
an association between performing appropriate eating and
activity behaviors and receiving reinforcenent. It also
promotes the rapid learning of new behaviors and gives
individuals greater incentive to accept the challenge of
replacing old inappropriate habits vlith healthier ones.
However, once your child has acquired a new habit you can
apply reinforcers in a more intermittent fashion. That
is, you can rr'ait until your son/daughter performs the
desired behavior several times before reinforcing him/her
rather than administering a reward after each occurrence
of the target behavior. Moreover, as his/her weight-con-
trol behaviors become well entrenched, you can demand
that he/she exhibit a successively greãter degree of
weight control before giving reinforcement. Several
studies have found that using intermittent reinforcement
during the latter stages of behavior modification pro-
grams improves the maintenance of habit changes after
reinforcement is conpletely wiLhdrawn. it should be noL-
ed that intermittent reinforcement does not mean the hap-
hazard application of reinforcers but rather entails sys-
tematically increasing the work required to earn a
rewa rd.

Fina1Iy, consistency of reinforcement implies that you
make sure you do not inadvertently reward or promote
behaviors that are opposed to the ones you wish to
increase through reinforcement. For example, i f you
reinforce your child for reducing consumption of sweets
during the week, you should not drop by Dairy Queen on
the weekend and suggest he/she have a small cone. This
can give your child a mixed message and may cause him/her
to be confused about the goals of the weight-control pro-
9ram.



Two commonly used reinforcement procedures are contin-
gency contracts and token economies. Contingency con-
tracts are agreements between persons who want behaviors
to change and the individuals whose behaviors are to be
changed. They are usually in writing (or pictorially
presented) and signed by both parties to indicate thal
they agree to the contract's terms. They clearly spel1
out the behaviors to be changed or carried out and the
consequences that are provided by others for performing
or not performing them. The rewards and/or penalities
associated r+ith each behavior are speci f ied as wel-l as
how and when they will be applied. This includes indi-
cating the times when the contract will be reviewed to
determine whether the terms have been met. The behaviors
listed in the contract must be clearly observable so that
they can be readily monitored by parents overseeing the
behavior-change program.

Both the behaviors and the consequences specified in
behavioral contracts are mutually decided on by the
involved parties and the result of discussion and negoti-
ation. in the case of contracts between parents and
their children, both the child and the parent decide on
what behaviors will be changed and Lhe reinforcers that
will be employed. This mutual input makes behavioral
contracts a highly democratic treatment technique. The
child has a say in behavior-chanqe goals and becomes
directly involved in designing his/her treatment. This
gives him/her a sense of power and ownership of the pro-
gram's goals. Consequently, he/she is more like1y to be
cooperative and motivated in carrying out intervention
procedures. Similarly, the mutual nature of the contract
structures the treatment relationship between a parent
and their child. The contract outlines the expectations
that the child and parent have of each other in terms of
their efforts at weight control. These clearly defined
expectations reduce the possibility of a porver struggle
and allow the parent to refer to the contract and avoid
personally confronting their child in interactions over
weight-control issues. In addition, behavioral contracts
usually include provisions for periodic revisions of
their terms. Thus, they can be adapted to changes in the
child's behaviors and interests in certain reinforcers.
This also permits the child or parent to renegotiate
behaviors or reinforcers they might consider unfair or
unfeasible.

The homework assignments that are given to your child
during treatment sessions are a good example of a simple
behavioral contract. A modified version of these con-

Continqency Contracts and Token Economi es
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tracts is presented on the next page to show how you can
use them at horne to faciLitate your son's/daughter's
weight-loss ef forts.

À token economy is a reinforcement system where tokens
are administered to reinforce individuals for their
behavior changes.
That is, they are not reinforcing in their own right but
rather gain incentive value by the fact that they can be
exchanged for a variety of back-up reinforcers. Money is
a good example of a token that does not have any intrin-
sic value but is a powerful reinforcer because it can
purchase a variety of reinforcing goods and services.
Other common tokens include poker chips, point slips,
stars, and tickets. They function the same way money
does in our economic system. They are earned for per:
forming some task (".g. completing a homework assignmãnt,
losing weight, reducing snacks) and then used to obtain
back-up reinforcers such as T.V. privileges, desired
objects, and special outings. The rate of exchange of
tokens for back-up reinforcers varies according to the
value individuals pJ.ace in the back-up reinforcer. High-
Iy preferred reinforcers require a greater number of
tokens to be cashed in than less valued ones.

In sunmary, the incentive value of tokens depends
directly on the degree to which they can be exchanged for
other reinforcers. Likewise, their value is only nain-
tained as long as the individual has the opportunity to
exchange them for desired items. If the length of time
between exchanges is too long or the items available for
purchase are not too appealing to the purchaser, then
Lokens have little reinforcing value. Consequently,
token exchanges should be fairÌy frequent when an indi-
vidual is first exposed to a token economy so that he/she
can associate tokens with their back-up reinforcers. The
deLay between exchanges can be gradually increased as the
person becomes more familiar with the token system.
A1so, the items or privileges being purchased with tokens
must be viewed as being valuable by the person earning
the tokens.

Tokens have several advantages as a means of rein-
forcement. They are more easily administered and inter-
fere less with an individual's ongoing activity than oth-
er types of reinforcers. For example, it is difficult to
reinforce your child for selecting green foods with a
T.V. privilege in the middle of supper. This would be
highly disruptive and the T.V. program might not be on.
0n the other hand, a token (".g. a point slip) could be
given without disrupting the meal. Tokens also provide
an effective means of bridging the delay between when
your child exhibits an appropriate weight-control

Tokens are conditioned reinforcers.



Homework Agreement bet¡,reen Johnny and Mr. K,

Johnny must:

1 . l.irite down what he eats each day.

2. l^irite down his activities.

3. EaL three green foods each day.

4. Do 2 aclivities for 30 minutes.

5. Leave food on his plate each day.

6. Eat only 1 red food each day.

7. Eat only 1 snack each day.

8. Eat slowly at supper by putting his fork down, chewing
completely, and swallowing after each bite.

Mr. K. must:

1. Review Johnny's homework at each treatment session.

2. Give Johnny a pen for accurate recording.

3. Give Johnny a badge for eating green foods, Ieaving
food on plate, eating slow1y, and obeying the snack-food
and red-food rules.

4. Give Johnny a stencil for losing weight - 1/Z Ib. or
more - each week.
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behavior and he/she receives back-up reinforcement. In
addition, they are less subject to satiation or your
child getting tired of them since they are backed up by a
variety of goods and services which can be changed to
meet your son's/daughter's interests.

The following outlines several steps you should con-
sider in developing a token economy for your child's
wei ght-control behavi ors.

1. Às mentioned above, Lokens can be made from a variety
of materials or objects (u.g. poker chips, stars, coins).
In selecting what to use as a token several- factors
should be kept in mind. Tokens should be attractive,
lightweight, portable, and easy to handle. They should
also be fairly durable and not easily counterfeited.
Poker chips or cardboard point slips are two types of
commonJ.y used tokens. You nay have to sign the paper
slip to ensure they are not forged. It is a good idea to
prepare about 75 lo 100 tokens for your economy.

2. The behaviors being reinforced with tokens should be
observable and clearly specified on a behavior chart.
This allolrs your child to know what behaviors he/she is
supposed to change and facilitates your monitoring of
his/her progress. Moreover, your child can refer tó tire
chart whenever he/she is unsure of what has to done. The
chart I have given you is a good example of how to speci-
fy and present behaviors in a token economy.

3. The number of tokens given for performing each behav-
ior should be clearly specified on the chart. Behaviors
that require greater effort on the part of your child
should be awarded a greater number of tokens for their
performance. As your child progresses on the token econ-
omy, you can demand that he/she exhibit a greater degree
of weight control for the same number of tokens.

4. You should provide your child with feedback on how
many tokens or points he/she has earned. This can be
done by placing a mark on the behavior chart every time
you give a point or token. This not only adds to the
impact of handing your son/daughter a token (or point
slip) for weight-1oss efforts but also provides a conven-
ient visual reminder of his/her total earnings.

5. In administering tokens to your son/daughter, you
should follor+ the general principles of reinforcement.
That is, you should hand out tokens as soon as you
observe him/her carry out a weight-control behavior ior
as close in time as possible) and do this in a consistent
fashion. As you already know, it is especially important
that reinforcement be immediate and given after each
response during the initial slages of a behavioral pro-
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gram. once your son/daughter progresses on the token
economy: you can apply tokens on a more intermittent
schedule (e.g. he/she might have to leave food on his/her
plate for three consecutive days before receiving a
token). These changes in administering tokens would of
course have to be outlined on the behavior chart and
explained to your child.
always accompany the delivery of tokens.

6. To help your child manage his/her tokens, you should
have him/her construct a token or point bank óut of an
old box.. He/she could then deposit earnings in the bank
as he/she receives them from you. The token or point
bank also makes the exchange process much easier.

7. The exchange of tokens for back-up reinforcers should
be done in a fairly systematic fashion. Exchange periods
should be established-ahead of time and on a faírLy regu-
lar schedule. Your child should be informed of the
schedule. Many families find after a supper a good time
to carry out exchanges. During the beginning of the
token economy, exchanges should be fairly frequent (u.g.
once or if necessary, twice a day) to ensure that your
son/daughter grasps the value of lokens. The excha-nges
can be spread out (u.g. once every three to five days)
once he/she becomes familiar with the token system.

8. The exchange process can be facilitated by construct-
ing an exchange chart which pictorially depicts the num-
ber of points or tokens needed to purchase each of the
back-up reinforcers. Highly preferred items or activi-
ties should be more expensive (cost more tokens). The
chart should list a variety of rei.nforcers in a number of
different price ranges. This maximizes the possibility
of your child making a purchase during an exchange (i.e.
with a ferl tokens he would be able to buy the least
expensive items) and encourages him/her to woik harder to
buy the more costly items. Remember, the back-up rein-
forcers must be valued by your son/daughter. Àlso, the
chart should be posted in the room where the exchanges
are to take p1ace. It allows your child to see what he/
she is working for and provides some motivation in its
ov¡n right.

9. The exchange should be conducted in a fairly formal
fashion. it should take place in a particular area in
your home and in the presence of the exchange chart. The
points in the point bank should be counted by your child
and he/she should be asked whether he/she wãnls to buy
anything. The back-up reinforcers should be displayed or
readily available for purchase. Your child should hand
you the point slips or tokens needed for the purchase.
Àny remaining points or tokens should be returnðd to the
bank and your child should be asked about what he/she

In addition, praise should
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hopes to buy with these points at the next exchange. You
should inform him/her about how many additional points
have to be earned to obtain a particular item. During
the initial stages of the economy, it is advisable that
you encourage your son/daughter to use his/her points or
tokens to purchase something rather than save them for a
more preferred item. As he/she becomes familiar with the
system, he/she can save tokens to buy more expensive and
desirable back-up reinforcers.

10. You should record each time you administer a token or
point. Note the behavior for which you gave the reward.
À1so, mark down when your son/daughter dec ides to
exchange points or tokens for a back-up reinforcer.
lndicate the number of tokens cashed in as well as the
number that are banked. I have provided you with special
recording forms to help you with this boolkeeping.
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VI ENVIRONMENTÀI CONTROL ÀND BEHAVIORAL TRIGGERS

Our behaviors are not only influenced by their conse-
quences but are also affected by environmental and/or
emotional cues that have become associated with them and
their outcomes. When environmental stimuli or emotions
are repeatedly paired with certain behaviors, they begin
to exert control over them. They signal or inform us
when and how to perform these actions in order to get a
payoff (or obtain pleasure) or avoid punishment. Since
these cues trigger behaviors and precede them, they are
referred to as antecedents (which means things that pre-
cede). The relationship between behaviors and their
antecedents and consequences is iLlustrated in the fol-
Iowing behavioral eguation :

Environmental or ----->Behaviors------>Consequences
emotional cues

Trigger
Behav i or s

Determines whether the
behavior is increased
(+ consequences) or
decreased (- consequences)

There are many obvious examples of how our everyday
behaviors are controlled by environmental stirnuli. When
we cross the street we often wait for the light to turn
green to avoid being hit by a car. We usually check our
front door in response to a doorbell rather than in a
random fashion. The language r+e use around our friends
on a Saturday evening outing can be quite different from
how we express ourselves in front of our boss on Monday
mornings. AIso, it is not uncommon for children to act
differently around their mothers as opposed to their
fathers. If the father is in charge of discipline and
major family decisions, the children may be more 1ikely
to comply with his requests than those of their mother.
In addition, students often delay studying until the
announcement of a class test when it becomes crucial to
avoid failure. These examples demonstrate how sights,
sounds, people and events can influence how we behave.

As you can imagine, eating and activity patterns are
also influenced by a variety of environmental stimuli and
emotions. We are alnost constantly bombarded by a myriad
of enLicements to eat and lead a sedentary life. These
include T.V. commercials for fast foods and new tasty
preparations, colorful signs and billboards (e.g. golden
arches), friends asking us out for dinner, and lhe ávail-
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ability of a host of energy-saving services and applianc-
es (".g. home shopping services, rider mor+ers, drive-thru
windows, remote-control devices). We develop a number of
cues for eating by associating various events, situ-
ations, times, and activities with food consumption. In
fact, it is believed that one of the major causes of
overeating is having food intake linked to too many situ-
ations and events. The result of this is that individu-
als are faced with an almost continuous signal to eat.
Cues for inactivity or engaging in sedentary leisure
activities are just as pervasive as those for eating and
are established in a similar fashion.

Table '1 on the next page lists some common antecedents
of eating and inactivity that people acquire over time.
These antecedents take on controll"i.ng properties by being
repeatedly paired with food intake or relaxation and can
even eventually stimulate hunger or a need to rest in the
absence of any physiological craving. For example, many
parents provide their children with snacks before bedtime
or as a treat vrhen they go out shopping. ConsequentLy,
their children learn to associate the time before going
to bed and the activity of shopping with eating. This in
turn results in theni demanding a snack at bedtime even
though they may have comsumed a large meal several hours
earlier or begging their parents for a chocoLate bar
every time they go to the neighborhood mall. The chil-
dren may even claim they are hungry or have an unrelent-
ing craving for a treat. Bedtime and shopping in this
instance have acquired the power to stimulate these feel-
ings through their associations with food. The effects
of T.V. watching on snacking is another example of the
potency of environmental stimuli in triggering eating
behavior. Many peopLe munch on chips or popcorn while
watching T.V., especially movies and sporting events. As
a result, they frequently have an urge to snack on some-
thing when in front of the T.V. regardless of whether or
not they are physiologically hungry. Similar examples
can be iound for inactivity. For many individuals, Sun-
day afternoons are associated with lazing around the
house. Likewise, going to the beach often means suntan-
ning and looking at the scenery. Finally, Saturday for
many children signals three to four hours of viewing car-
toons and nothing else

Perhaps the most potent environmental triggers of eat-
ing behavior are the sight, smell and availability of
highly palatable foods. These stimuli directly precede
food consumption and hence take on its reinforcing



Common Àntecedents

Bedt ime
Hol i days

Sunday
afternoons
Grandma's ------
house
Ki tchen
Driving by---------->
Dairy Queen
Food friends---
Inactivity
friends

Hav i ng
company
Shoppi n g

Going to
movi es
Play i ng
ca rds
Boredom

Gett i ng
upset
Àt the
football game
Finishing
household chores
Sight of-------
leftovers
Snack bowl-----

Table 1: Formation of Hiqh-Risk Situations*

Food

Having milk and cookies
Excessive consumption of
sweets and junk foods
Lazing around the house

Having milk and a piece
of homemade pie
Having something to eat
Eating an ice cream cone

Going out to eat
Spending several hours in
front of a T.V. watching
sporting events
Serving and eating cake
and coffee
Stopping for a treat
Eating buttered popcorn

Munching on chips
and pretzels
Preparing and eating snacks
to pass time
Raiding the fridge

Eating hot dogs and
drinking pop
Having a food break

Having additional helpings

Nibbling on foods

Behaviors
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*Note how antecedents can consist of times, activities,
locations, persons, and emotions as well as foods.
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qualities. Consequently, they exert great control over
our food intake and frequently make it extremely diffi-
cult for us to refuse their temptations to eat. A bowl
of taco chips on the living room table provides an irre-
sistable cue to snack for most people and is usually emp-
tied fairly quickly. Sirnilarly, leaving a Black Forest
cake on the table after the first serving of dessert pro-
motes the taking of second and third helpings. The snell
of charcoal-broiled hamburgers is a powerfuì. enticement
to stop in at the neighborhood Burger King. Needless to
say, one of the main goals of environmental control is to
linit or restricl the influence of potent food cues.

Environmental triggers of eating and inactivity place
individuals attempting to lose weight at considerable
risk of losing control. They increase the pressure lo
eat or laze around and accentuate the deprivation and
discomfort a person feels in reducing food intake and
increasing expenditure. They are the source of dieters'
daily struggles. Moreover, research suggests that some
overweight individuaJ-s may be especially sensitive to
these triggers and hence more vulnerable to their effects
(i.e. increased eating and decreased activity). Thus,
weight-control programs must teach individuals to employ
environmental control strategies to reduce their suscep-
tibility to these cues.

Two common strategies of environmental control are
restricting or limiting the availability of food and sed-
entary lifestyle cues, and breaking or preventing the
association between eating and inactivity and a variety
of environrnental stimuli. The first strategy involves
minimizing the display of foods, avoiding tempting food
situations (e.g. pizza parties), and reducing the avail-
ability of high-calorie items or labor-saving devices.
The second strategy emphasizes separating eating from
other activities by limiting it to specific locations and
times. it also consists of developing activity-oriented
or non-eating alternatives for situations previously
associated with food consumption. For example, a bedtime
snack could be replaced by working on a puzzle or in a
favorite sticker book for half an hour. The following
provides some specific applications of the two environ-
mental control strategies to high-risk situations. They
are arranged according to the environmental triggers that
are the focus of their intervention.
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1. l,imit the availability and impact of tempting foods.

a) Reduce your purchasing of high-calorie ioods and
replace them with yeIJ.ow- or green-food alternatives.
Buy foods Lhat require preparation so that your child
cannot readily eat them. If other family members require
snacks, try to selI them on peanuts in the shell or
unbuttered popcorn.

b) Store higher-calorie foods at the back of the fridge
or on the top shelves of cupboards. Place green- or yel-
low-food alternatives in the front rows of the sheLves in
your fridge and cupboards so that they are highly visible
and readily accessible. For example, put a vegetable
platter and a container of ice water at the front of your
fridge whereas soft drinks and leftovers from supper
should be stored at the back.

c) Remove food displays from every room in the house with
the exception of the kitchen where you should keep them
to a minimum. This means getting rid of candy or snack
bowls in the living room, cookie jars in the kitchen, and
fruit displays in the dining room. Replace the cookiejar in the kitchen with a platter of vegetables.

d) Place foods in opaque containers to reduce their visu-
al impact (".g. leave crackers in non-see-through boxes).
The junk foods targeted for other family mernbers should
be stored in containers with their names on them and at
the back of the cupboard. This practice generally helps
your family to cut back on junk or snack foods.

e) To lessen the impact of food cues at mealtimes, serve
food portions from the kitchen counter rather than plac-
ing serving bowls on the kitchen table and allowing your
child to help himself/herself. This not onLy reduces the
arnount of food visible during the meal buL also makes
second helpings harder to acqui.re. ln addition, remove
dishes and leftovers as soon as the meal is finished.
Don't leave any J-eftovers out but rather store them in
non-see-through containers at the back of the fridge.
Very small amounts of leftovers can be thrown in the gar-
bage to eliminate the possibility of your child finishi.ng
them off later on. You can reduce the amount of left-
overs and hence temptation at mealtimes by preparing just
enough food for your family and doling out exact por-
t i ons.

f) Cet your child out of the kitchen as soon as he/she is
finished his/her meal. AIso, try to have him/her avoid
the kitchen as much as possible during non-meal times.

g) HeIp your child become more attracted to green foods
during mealtimes by preparing them in novel and interest-
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ing ways. Cut vegetables ín a fancy fashion or prepare
them Chinese sLyIe. Experiment r+ith different types of
low-calorie sauces to increase their palatability. Some-
times children become more interested in green foods if
they assist in their preparation.

h) Have your child use a smaller plate and glass. This
not only exposes him/her to a smaller portion but also
gives the illusion that the smaller portion is larger
than it rea1ly is.

i) If you have a kitchen fan, put it on while cooking to
limit your child's exposure to the smelL of tempting
f oods .

j) Put up posters or small signs in your child's room or
the kitchen extolling the virtues of eating green foods
and a well-balanced diet. Have pi.ctures of desired
clothing around as a reminder of one of the major ben-
efits of being thinner and reducing the consumption of
high-calorie foods. Some families put a picLure of a pig
or grossly obese person on the fridge and highly used
cupboards as a reminder of the hazards of giving into
food cues.

2. Restricting eating to certain locations and times.

a) Designate a certain area of your home for eating and
do not allow it to occur in any other location. Usually
the kitchen or dining room is assigned this function.

b) Make sure that eating is not paired with any other
activity. Do not allow your son/daughter to watch T.V.,
listen to the radio, work on puzzlesr or look at maga-
zines while eating. The designated eating area should be
clear of any distractions during mealtimes. Also, it
should not be used for doing homework, working on hobbies
or completing special projects. You do not want this
area of the home being associated with anything but eat-
ing. In addition, it is a good idea to reduce background
distractions from adjacent rooms during mealtimes (..g.
T.V. on in the living room when you are in the kitchen).
Children often shuttle between rooms while eating to
catch a glimpse of their favorite f.V. program or listen
to a favorite song.

c) Restricting eating to a special location in the home
entails that snacking is also limited to this area. You
should prevent your child from snacking in the living
room or bedroom by only serving snacks in the designated
eating area and insisting that he/she consume them there.

d) You should provide your child with special placenats
or utensils for eating to emphasize that ealing should be
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viewed as a separate activity to be carried out only in a
certain location. The special placemats should also be
used for snacks and should not be present anywhere but in
the designated eating area.

e) You should limit your child's food intake to specific
times. This can be accomplished by establishing an eat-
ing schedule for him/her. Specific times for snacks and
meals should be planned and lisLed in the designated eat-
ing area. lnform your child that he/she should restrict
food consumption to these times and that you wilt make
specific foods available only during these periods. By
planning specific eating times for your child, you are
helping him/her avoid eating in a random fashion through-
out the day. This in turn prevents him/her from associ-
ating food intake with a variety of different times.

f) When your child claims he/she is hungry, encourage
him/her to put the urge to eat on hold until the neit
official eating period.

3. Minimizing the influence of social pressures
and be sedentary.

a) Help your child plan beforehand what he/she is going
to eat at social events (e.g. class party, visiting rela-
tives). Run through several possible scenarios of what
might be served at the event and encourage him/her to
select the lowest calorie ones.

b) Give your child a low-calorie snack just before the
event to minimize any physiological cues that might com-
bine with social pressures to eat.

c) if the social event is being held in your home, ensure
that your child is seated a$¡ay from tempting serving
trays.

d) Family members, including parents, often inadvertently
trigger eating in their children. Remember, children
learn much of their eating and activity patterns by mod-
eling the behaviors of significant others (u.g. people
who are important to them). Consequently, it is a good
idea to inform family members that they should do most of
their snacking in private and not promote the eating of
desserts and other high-calorie foods while at the kitch-
en table. They should also be encouraged to demonstrate
that leisure time can be spent in an active fashion rath-
er than by just sitting in front of the T.V.

e) Inform close relatives and friends that your child is
on a weighL-control program and that you would appreciate
it if they would have some low-calorie items available
when your son/daughter comes over for a visit"

to eat
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f) When your child's friends come over for a visit, try
to encourage them along with your son/daughter to play
outside or engage in some sports (e.g. lar¡n badminton,
kicking a ba11, bowling) rather than just r+atch T.V. or
listen to music.

4. Minimizing the effects of emotional pressures to eat.

a) Boredom is a common trigger for eating in many chil-
dren. It occurs most frequently on weekends and during
holidays when your son/daughter is not faced with the
structure and variety of activities provided by school.
Thus, it is a good idea to establish an activity or work
schedule for him/her during these periods to keep his/her
mind off eating. This can include household chores, spe-
cial outings, yard work, or other feasible activities.

b) Many children respond to anger or sadness by eating.
This is inadvertently supported by parents when they
bring out cookies and milk, prepare a special mealr or
provide treats whenever their child is upset. Many
parents believe that providing food is a way of showing
their son/daughter that they love him/her as well as
calming him/her down. It is important that you avoid
doing this. Give your child verbal support and suggest
that you do a favorite activity together (".g. working on
a model or in a sticker book). When he/she is angry,
tell him/her to take a walk or get on his/her exercycle
to settle down. In addition, teII your son/daughter that
eating when aggravated doesn't solve anything and can
cause an upset stomach.

c) Children often associate the excitement accompanying
special events or celebrations with food. This is partly
due to adults highlighting the food treats that are usu-
a1ly present during these festivities. You can prevent
this from happening by asking your child to concentrate
on the physical activities and non-food aspects of spe-
cial events. For example, if you are going to attend a
wedding with your child, emphasize the dancing that may
take place, the beauty of the ceremony, and the chance to
meet many different people, and downplay the food that
will be served.

5. Creating an activity-oriented environment.

a) Emphasize physicaL activity in your household. Pro-
vide your child with posters of sports heroes, sporting
eventsr or sports equipment. You can get Participation
posters from Health and Welfare Canada.

b) Restrict your child's use of labor-saving devices such
as remote-control switches for the T.V. or garage door,
rider mowers, dishwasher, food processors, and remote
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phone extensions. That is, have your son/daughter open
up the garage door, wash dishes by hand, use a hand lawn-
mower, cut up vegetables ior supper, turn the dials on
the T.V., and use the farthest phone extension. Every
littte bit of activity counts and promotes an attitude of
moving rather than sitting sti11.

c) try to get as much activity out of daily tasks as pos-
sibIe. I^ihen shopping with your child, park at a stall
that is far from the store's entrance so that he/she gets
some exercise walking from Lhe car to the store. Simi-
larIy, break the habit of driving to the mailbox. Have
your child walk to the box and deposit your letters.
À1so, avoid drive-thru services.

d) Restrict your child's T.V. viewing and involvement in
other sedentary pursuits (e.g. video games, napping).
Set up a T.V. viewing schedule and offer your son/daugh-
ter a variety of physical endeavors that can be performed
during non-viewing times. In addition, encourage him/her
to watch activity-oriented T.v. programs such as physical
work-out shows, dance programs, and sporting events.

e) Place a "couch potato" sign on your child's favorite
easy chair as a reminder to get moving. Emphasize that
you do not want him/her turning into one.

f) Try to link your child's urges to eat or snack with an
exercise break or some fun activity. For exanple, when
he/she complains of hunger, encourage him/her to listen
to a favorite tape or play a video game. Usually, the
urge to snack subsides while these activities are being
carried out.

g) tietp your child develop hobbies and interests that can
replace eating. These activities should be within your
child's capabilities and require a limited amount of
training. You can start by expanding his/her present
interesis into related areas. For example, if your son/
daughter is interested in puzzLes, you can introduce him/
her to simple model building or basic carpentry.

h) Try to promote an activity-oriented atmosphere in your
family. 0rganize family gatherings around physical
endeavors rather than food consumption. Encourage the
family to go bowling, play miniature golf, and walk in
the park.



TEST 1: RECORDING PÀRENT-CHItD INTERACTIONS

Please read the following vignettes and note the interac-
tions between the mother and her child on your interac-
tion checklists.

Johnny comes home from school at 4:30 and gets a coke
out of the fridge while his nrother stands watching. His
mother asks if he is hungry. Johnny states that he is
starving and goes for some chips in the cupboard. His
mother suggests that he wait until supper or choose an
apple instead of the chips. She goes on to tell him
about the benefits of fruits as snack foods.

Scene l
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I t is a Saturday morning ( 1 0:30 ) and Sally is just
lounging around the house. Her mother suggests that she
go out and play. Sally complies and plays for two hours.
When she comes in for lunch, her mother indicates that
she is glad to see her "moving" on a Saturday morning and
as a result has prepared some french fries for her lunch.

Scene 2



Jill hasn't eaten all day and is ravenous. Conse-
quently, she vrolfs down everything in sight at supper.
Her mother tells her to stop eating like a speeding
freight train and stuffing herself. Jitl listens to her
mother by chewing more slowIy and not asking for second
helpings. Her mother acknowledges her efforts to control
her eating rate and the amount she eats and says that she
deserves a piece of chocolate cake for her bedtime snack.
Later that evening (9:30), the mother brings SalJ-y her
piece of cake. Surprisingly, Sally doesn't want the
snack and the mother sadly brings it back to the kitchen.

Scene 3

After coming home from school (4:00), Peter is told to
clean up his room by his mother. He does this and
decides to grab a handful of peanuts from the cupboard to
reward himself.
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supper will be ready in ten minutes. Peter continues to
go for the snack because he feels he deserves it. His
mother reacts by closing the cupboard door and telling
him to go to his room. Peter yells at her and kicks the
cat on the way to the bedroom. At supper (6:00), his
mother tries to reconcile by offering him a second help-
ing of mashed potatoes and preparing a cheesecake for
dessert.

Scene 4

His mother tells him to stop because

Mrs. Green decides to give her daughter, Jane, some
tips on weight control after school (a:00). She follows
up the discussion at dinnertime by making sure her daugh-
ter sees that she chews her food slow1y, avoids gravy on
her nashed potatoes, and chooses water rather than coke
as a meaftime beverage. However, she insists that Jane
not waste any food on her p1ate.

Sc ene L



Johnny has just finished shoveling the driveway
( 1 0: 00 ) . When he enters the house , he i s greeted by hi s
mother who notes that his shoveling has made him thinner.
Moreover, she tells hi.m that she has prepared his special
breakfast because he has worked so hard. However, Johnny
indicates that he doesn't want breakfast and would rather
go skating. His mother insists he has breakfast and
relax after working so hard. Later in the afternoon
(3:00), Johnny's mother takes him to the skating rink and
they go skating together for one hour. They top off the
afternoon by having a milkshake at McDonald's.

Scene 6
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1. Obesity in most young persons is due to:

a ) hormone problems
b) genetic disorders
c) faulty eating and exercise habits
d) physical disease.

2. Research suggests that the most effective treatment for obesity
in young persons is:

a) hypnosis
b) surgery
c ) medication
d) lifestyle modification.

TEST TIFESTYLE BEHAVIORS

3. The weight-control program your chitd is enrolled in emphasizes:

a) changes in food-selection habits
b) changes in exercise habits
c) changes in eating habits
d) all of the above.

4. Àccording to the Traffic Light Diet, most food staples fall
into the:
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a) yeIIow category
b) red category
c ) green category
d) blue category.

5. GeneralLy, yellow foods become red foods when they are:

a ) boi led
b) trled
c ) roasted
d) cooked.

6. When your child records he/she has eaten an orange, he/she is
most likely to place:

a) a yellow X in the fruit and vegetable category
b) a green X in the diet food group
c) a green X in the fruit and vegetable category
d) a red X in the fat food group.



7. The major goal of the program in altering your son's/daughter's
food selections is to:

a) decrease his/her consumption of yellow foods
b) increase his/her consumption of green foods and decrease

his/her intake of red ones
c) increase his/her intake of ye1lor+ foods
d) decrease his/her intake of red, yellow and green foods.

8. Lifestyle activity programs:

a) encourage persons to engage in or increase their participation
in everyday activities

b) emphasize aerobics
c) demand that people go to exercise classes
d) provide individuals wiLh a set schedule of exercises

to be carried out at certain times of the day.

9. The main benefit of increasing activity leve1s is:

a) the development of a leaner more shapely body
b) rapid weight loss
c) a decrease in metabolic rate
d) that it keeps your child occupied.

10. Improving a person's eating habits involves training him/her to:

a) eat all the food on his/her plate
b) limit his/her eating to the kitchen
c) eat a number of small snacks
d) chew rapidly.
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Johnny is an 18-year-old boy r+ho enjoys snacking on potato chips
and other junk foods, especially while watching T.V., listening to
the radio, and talking on the telephone. His snacking causes him
to eat very little at supper time with the exception of dessert.
Most of his leisure time is spent j.n front of the T.V.

List four general ways you would help Johnny lose weight.

I

¿.
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1 , Prompting:

a) rewards your child for performing desired eating behaviors
b) informs your child that he/she should carry out a weight-

control behavior
c) is limited to verbally instructing your child on how to

handle food situations
d) punishes your child's inappropriate eating behaviors.

2. Prompting can involve:

a) telLing your child to eat slower
b) pointing at the salad bor+I during supper
c) leading your child to his/her bicycle
d) all of the above.

TEST PROMPTING

3. Fading out prompts involves:

a) rapidly eliminating the help you give your child
b) replacing verbal prompts with physical prompts
c) a gradual reduction in the amount of assistance and

information you give your child
d) giving your child both visual and verbal prompts.

4. In prompting your child, you should:

a) initially use only one type of prompt
b) ensure that he/she is paying attention
c) avoid giving him/her rewards for good performance
d) avoid giving him/her feedback.
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tr if your child does not respond to your prompts, you should:

a) try another strategy for modifying his/her behavior
b) keep on prompting until he/she complies
c) punish him/her
d) provide him/her with rewards to increase motivation.

Your son's/daughter's response to your prompts should be
accompanied by:

a) corrective feedback
b) praise if he/she responds correctly
c) another prompt if his/her initial response is incorrect
d) alt of the above.

6.



7. I,¡hich of the f ollowing i s not a prompt?

a) labelling red foods with red tape
b) placing food recording forms on the kitchen table
c) reminding your child to reduce his/her snacking
d) none of the above (aIl are prompts).

You can prompt your child to leave food on his/her plate by:

a) providing him/her with a smaller plate
b) giving him/her a larger serving
c) putting a pink slip (leave food slip) by his/her place

setting
d) having him/her sit at a different place at the table.

8.

Johnny is a junk-food addict who lives a very sedentary life.

a) l,ist three ways of prompting Johnny to select more
nutritious foods.
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It.

b) List tþ¡o ways of prompting him to become more active.

l.

2"



1. ivith modeling, your son/daughLer
techniques by:

a) trial and error
b) watching you carry out these techniques
c ) constant repetition
d) being directly reinforced for performing these activities.

Several studies suggest that parents' eating and activity habits:

a) are not related to those of their children
b) are not a significant causative factor for childhood obesity
c ) are impossible lo change
d) may contribute to obese teenagers' weight-control problems.

Parental modelj.ng gives your child:

a) information on how to control his/her weight
b) incentive to control his/her weight
c ) the idea that weight-control behaviors are inrportant
d) all of the above.

When modeling weight-control behaviors for your child, you should:

a) limit yourself to one demonstration
b) avoid giving corrective feedback
c) ensure your actions are perforrned in a distinct and purposeful

fashi on
d) avoid giving verbal explanations of your actions.

You should model weight-control behaviors:

a) in the situations where they are most 1ikely to occur
b) in a quiet room
c) while your son/daughter is watching T.v.
d) at the end of the day before your child goes to bed.

You should model weight-control behaviors:

a) constantly and throughout your child's weight-loss program
b) until your child consistently performs them in a variety of

relevant situations
c) only after your child has demonstrated that he/she knows how

to perform them
d) all of the above.

TEST

2.

MODETING

?

Iearns weight-control
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6.



You can model eating slowly by:

a ) telling your child to slor+ dor+n
b) putting your fork down after each bite and chewing thoroughly
c ) pJ.ac i ng a k i tchen t imer next to your chi ld
d) periodically removing your child's plate from his/her place

sett i ng .

B. You can model reducing the amount of food eaten at supper by:

a) taking smaller portions of food
b) leaving food on your pi.ate
c) openly refusing second helpings
d) all of the above.

Poor Johnny still has a problem with junk foods and acts like a
couch potato.

a) l,ist two ways of modeling more nutritious food-selection
habits for Johnny.

t.
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2.

b)

1.

List two ways of modeling activity behaviors for Johnny.

)



1. The main goal of reinforcement is to:

a) prevent behaviors from occurring
b) eliminate inappropriate behaviors
c) increase the frequency of desired behaviors
d) confront your child r+ith his/her inappropriate behaviors.

2. Which of the following can be a reinforcer?

a) visiting a friend
b) going shopping
c) receiving praise
d) all of the above (all can be reinforcers).

TEST 5: REINFORCEMENT PROCEDURES

3. Reinforcement in contrast to punishment:

a) provides individuals with information on how to deal
with challenging situations

b) promotes the development of adversarial parent-chi1d
relationships

c) causes emotional discomfort
d) is ineffective in controlling young persons' behaviors.

4. Habits such as smoking and overeating are difficult to change
because:
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a) they provide immediate gratification
b) they have negative consequences that are usually felt only

after some time has passed
c) their modification demands that individuals experience

deprivation without immediate compensation
d) a]l of the above.

5. Reinforcement:

a) is the same as bribery
b) is rarely used in everyday life
c) is not needed in modifying habits
d) helps ner+ healthier behaviors compete against the

gratifying effects of old habits.
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6. Research has shown that children receiving reinforcement:

a) become dependent on reinforcers for carrying out all
desired behaviors

b) only show short-term behavioral changes
c) often exhibit positive changes in other behaviors
d) tend to rebel against their parents.

The maintenance of behavior changes after reinforcement is
withdrarvn is promoted by:

a) fading out reinforcement procedures during the last
stages of behavioral programs

b) behaviors coming under the control of naturally occurring
reinforcers

c) the intrinsic reinforcement that results when individuals
becone proficient with new behaviors

d) all of the above.

In using reinforcement to increase your child's selection of
green foods, you should initially reward him/her:

a) at the end of the day when you review his/her weight-control
assignments

b) just before he/she has the opportunity to select a green food
c) as soon as you observe him/her eat a green food
d) on a weekly basis for eating a certain number of green foods.

A parent may have to give his/her child a dollar rather than 50
cents to help him/her:

7.

B.

q

a) change a highly resistive habit
b) modify habits he/she finds easy
c) avoid satiation
d) all of the above.

'10. fhe quality of a reinf orcer:

a) refers to the preference an individual has for it over
other types of rer+ards

b) can change over time
c) can be determined by seeing how hard an individual is

willing to work for it
d) all of the above.

'11. By developing a reinforcer menu for your child, you:

a) can avoid reinforcer satiation
b) can ensure that your reinforcers don't change in value
c) do not have to provide a variety of reinforcers
d) can ensure that highly preferred reinforcers are given

for less challenging weight-control tasks.

such as eating quickly
to change



12. During the latter stages of a weight-control
a good idea to apply reinforcement:

a) on a continuous basis
b) each time you observe your child perform

behavi or
c) on an intermittent basis
d) in a random fashion.

1 3. Behavioral contracts:

a) are undemocratic
b) can structure the relationship between a parent and their

child over weight-control issues
c) result in parent-child power struggles
d) cannot be renegotiated once they are agreed upon by parents

and thei r chi ldren .

14. Behavioral contracts:

a) are agreenents between persons
and individuals whose behaviors
are a form of punishment
only specify the behaviors that
all of the above.

b)

")
d)

program, it is
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1 5. Tokens:

a) promote reinforcer satiation
b) have no intrinsic value
c) are not used in society
d) disrupt activities when they are administered.

16. Token exchanges should:

a weight-control

a) involve back-up reinforcers that are
giving out the reinforcers

b) be fairly frequent during the initial
ec onomy

c) have each back-up reinforcer cost the
d) be fairly informal and carried out at

and locations.

who want behaviors to change
are to be changed

are to be changed

valued by the person

stages of a token

same number of tokens
a variety of times



Johnny is a 16-year-old
most of his leisure time in
vegetables and feels he has

I,lrite up a brief behavioral contract
weight.
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boy who snacks constantly and spends
front of the T.V. He does not eat
to be the first one to finish dinner.

to help Johnny control his

List 5 basic steps you would
for Johnny's weight-control

1

')

take in constructing a token economy
behaviors.
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1 . Antecedents:

TEST 6: ENVIRONMENTÀL CONTROL

a) reinforce our behaviors
b) punish our behaviors
c) inform us when to perform certain behaviors
d) have no impact on behaviors.

2. i.thich of the following can be antecedents for eating?

a ) chocolate cake
b) boredom
c) cousin Betty
d) all of the above (all can be antecedents).

3.One of the major causes of overeating is:

a) having food intake associated with too few situations
b) having too few antecedents for eating
c) having food consumption associated with too many

situations and events
d) a lack of environmental stimuli controlling food intake.

4. Àntecedents primarily acquire their control over eating:

a) by frequently being paired rvith it
b) through physiological processes
c ) by chance
d) by enhancing the taste of foods.

5. The impact of environmental stimuli on our eating and activity
behaviors is illustrated by the fact that many:

a) people get an urge to snack while watching T.V.
b) children want some candy when shopping with their parents
c) people just want to suntan and relax at the beach
d) all of the above.
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6. Environnental triggers of eating and inactivity cause problems
for persons trying to lose weight because they:

a) make them feel less guilty about eating and relaxing
b) reduce the negative conseguences of overconsumption

and inactivity
c) increase the pressure to eat and laze around the house
d) decrease opportunities for exhibiting control over food

intake and inactivity.
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Environmental control of excessive food intake involves:

a) separating eating from other activities
b) providing a variety of eating locations and times
c) giving individuals a choice of foods to eat at mealtimes
d) all of the above.

8. You can minimize the impact of emotions on your child's eating by:

a) preparing him/her a special meal whenever he/she becomes upset
b) only giving him/her food when he/she is happy and well behãved
c) having him/her engage in a favorite activity or exercise

whenever he/she becomes upset
d) inhibiting his/her expression of emotions.

9. You can help your child resist social pressures to eat by:

a) keeping him/her busy serving food during social gatherings
b) not telling him/her about when company is coming over or

the family is going to visit relatives for supper
c) ensuring that he/she doesn't snack before social gatherings
d) telling family members to snack on hj.gh-calorie foods in

pr i vate.

10. You can lessen the impact of food cues at mealtimes by:

a) serving foods at the kitchen table
b) removing leftovers as soon as the meal is over
c) using'larger plates and glasses
d) allowing your child to help himself/herself to food

at the table.



Johnny is an overweight teenager who enjoys snacking while viewing
T.V., listening Lo nusic, and doing his homework. His mother is
upset about hj.s snacking because she iinds crumbs all over the
house and at all times of the day. Johnny is also quite a
sedentary fellow who likes watching t.v. in his easy chair and
playing video games and cards r+ith his friends on Sãturday
afternoons.

List 3 environmental control techniques that could help improve
Johnny' s eating habits.

1.

)

3.

List 3 environmental control strategies
Johnny' s activity patterns.

1

2sB

¿.

3.

that could help improve



Àppendix D-2

Traininq Procedures and Masterv Criteria for Subiects

Information on weight-control procedures was verbally and
pictorially presented to subjects. The experimenter demon-
strated each technique using paper food models and/or picto-
rial activity lists. Subjects were then reguired to model
and practise it in a simulated eating or activity situation.
They had to rehearse each technique until they demonstrated
functional mastery. Mastery criteria are presented below.
Diagram 2 summarizes the training process for subjects.

Task

Food-intake recording.

Behavi oral Regui rements

Independently and correctly record food intake on the meal
record sheets using appropriately colored felt pens (i.e"
representing the colors of the Traffic Light Oiet).

MASTERY CRITERIÀ

Mastery Criterion
Correctly record at least 80% of
rial1y on a test consisting of 25

Task
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Activity Recording

Behavioral Regui rements

Independently record activities
the correct boxes on the activi
Mastery Criterion
correctly record at least 80% of. the items on three consecu-
tive training trials. Each trial involved having subjects
record 12 events that trere verbally presented to them from a
daily itinerary of their reported activity habits.

the foods presented picto-
i tems.

that have been performed in
ty sheets.
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Task

Increasing green-food intake"

Behavi ora 1

serect at a minimum the daily green-food intake requirement
specified in semiweekly treatment contracts. rnform his/her
mother of each serection and have her sign the green-food
intake sIip.
Mastery Criterion
Five consecutive triars of meeting green-food goals forlowed
by two consecutive successful trials in the presence of the
subject's mother.

Reoui rements

Each trial invol-ved having subjects select a daily menu
three meals and a specified number of snacks (see below) -from a group of 35 food items displayed on cards. Subjects
had to inform the experimenter of their green-food selec-
tions and point out whether they had met their daily intake
requirement. They also had to have him sign a technique-u-
tifization (green-food intake ) slip.
were employed with trials conducted in the presence of the
mother, with the exception that participants informed their
mother of low-calorie food choices and had her sign the
technique-utilization slip rather than the experimenter.

Increasing Behavioral

Intake goals v/ere increased each time subjects demonstrated
seven consecutive days of meeting or exceeding daily green-
food consumption requirements. The mastery criterion for
each increment was similar to the one employed for the first
Ievel of consumption (see above). The onry exception was
that subjects had to exhibit three rather than five consecu-
tive successful triars of meeting the new food-selection
reguirement before demonstrating their behaviors to their
mother.

Task

Limiting red-food intake.

Behavioral Regui rements

Do not exceed the daily red-food intake limit specified in
semiweekly treatment contracts. Inform his/her mother of
each selection and have her sign the red-food limit slip.
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Requi rement s

Similar procedures



Mastery

Five consecutive training trials of not exceeding red-food
limits followed by two consecutive successful trials in the
presence of the subject's mother"

Training trials were integrated with the procedures used for
increasing green-food intake and involved having subjects
select a daily menu from a group of 36 food items displayed
on cards (i.e. subjects had to select the specified number
of green and red foods in choosing their menu). Subjects
had to inform the experimenter of their high-calorie selec-
tions and point out whether they stayed within their daily
limit. They also had to have him sign their red-food limit
slips. Similar procedures lrere employed for trials conduct-
ed in the presence of the mother, with the exception that
participants informed their mother of high-calorie food
choices and had her sign the technique-utilization slip
rather than the experimenter"

Criterion

Increasin<¡ Behavioral

Intake limits were reduced each time subjects exhibited sev-
en consecutive days of not exceeding their daily red-food
consumption quota. New limits were negotiated with partici-
pants. The mastery criterion for each decrease in red-food
intake was similar to the one employed for the first reduc-
tion (see above). The only exception was that subjects had
to have three rather than five consecutive successful trials
of staying within the new 1imit,
behaviors to their mother"

Task
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Reouirements

Dec reas i ng

Behav i ora I
Limit daily snack consumption, with the exception of green-
food snacks (participants vrere encouraged to seLect green
foods as snacks), to the amount specified in semiweekly
treatment contracts. Inform his/her mother of each snack
and have her sign the snack-intake form"

Mastery Criterion
Five consecutive trials of not exceeding snack limits fol-
lowed by two consecutive successful trials in the presence
of the subject's mother.

the number of snacks

Requ i rement s

before demonstrating their
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Subjects were initially trained to select their daily limit
of snacks from a group of 36 food items displayed on cards.
They were reminded of their limit and asked to establish a
snack menu. They rirere also required to inform the experi-
menter of each snack choice and have him sign their snack-
intake s1ip. These training procedures vlere subseguently
integrated into subjects' selection of a daily menu (see
above under green- and red-food intake) consisting of three
meals and Lhe specified number of daily snacks. Similar
procedures were employed with trials conducted in the pres-
ence of Lhe mother, with the exception that participants
informed their mother of snack choices and had her sign
technique-utilization slips rather than the experimenter.

Increasinq Behavioral Reguirements

Snack limits (i.e. snacks allowed each day) were reduced
each time subjects exhibited seven consecutive days of not
exceeding their daily snack quota. New limits Ìrere negoti-
ated with participants"
decrease in snack-food intake was similar to the one
employed for the first reduction (see above). The only
exception was that subjects had to have three rather than
five consecutive successful trials of staying within the new
limit before demonstrating their behaviors to their mother.

Task

Reducing intake of high-calorie snacks.

Behavioral Requi rements

Limit the consumption of high-calorie snacks to the amount
specified in semiweekly treatment contracts. rnform his/her
mother of each snack selection and have her sign the snack-
intake sIip.

The mastery criterion for each

Masterv

Five consecutive trials of not exceeding the daily snack-
type criterion followed by two consecutive trials in the
presence of the subject's mother.

Training subjects to avoid high-calorie snacks was integrat-
ed into the procedures used to help them reduce their snack-
ing in general (see above)" During each trial, they had to
ensure that their snack selections did not exceed the speci-
fied quota and did not consist of more than the allowable
number of high-calorie foods. They also had to inform the
experimenter of their high-calorie snack choices and have
him sign their snack-intake slip. similar procedures vrere
employed for trials conducted in the presence of the mother,
with the exception thaL participants had their mother
acknowledge their selections rather than the experimenter.

Criterion



Increasing Behavioral

High-calorie snack limits were reduced each time subjects
exhibited seven consecutive days of meeting snack-type
restricti.ons. New limits were negotiated with participants.
The mastery criterion for each reduction \{as three consecu-
tive successful trials of meeting the new high-calorie snack
restriction and two additional successful trials in the
presence of the subject's mother"

Task

Leave some food on the plate afLer each specified meal.

Behavioral Regui rements

Leave some yellow and/or red food uneaten during each speci-
fied meal. Inform his/her mother about the uneaten food and
have her sign the technique-utilization sIip.
Mastery Criterion
Five consecutive trials of leaving food on their plate dur-
ing varied simulated meaIs, and two consecutive successful
trials in the presence of the subject's mother.

During each trial, subjects $¡ere presented v¡ith a plate on
which was placed paper models of various foods. They were
required to remove the items they thought they would eat in
a real meal situation and leave on the plate the items they
would use to meet the requirements of the "Leave Food on
Plate" task. They also had to inform the experimenter of
the food that r{as left on the plate and have him sign their
technique-utilization ( i.e. "Leave Food on PIate" ) sIip.
Similar procedures were employed for trials conducted in the
presence of the mother, with the exception that partici-
pants' mothers served the plate of food models and signed
the technique-utilization slip rather than the experimenter"

Increasing Behavioral Reguirements

The number of eating situations (i.e. lunch, dinner, and
snacks) where a portion of food had to be left uneaten v¡as
increased each time subjects exhibited seven consecutive
days of leaving food on their plate during specified mea1s.
The actual meals/snacks that were affected was determined
through negotiations with subjects and their parents. The
mastery criterion for each increase in targeted eating situ-
ations was three consecutive trials of meeting new "Leave
Food on Plate" requirements followed by two additional suc-
cessful trials in the presence of the subject's mother. For
example, if participants had to leave a portion of their
food uneaten for two daily mea1s, they had to demonstrate

Requi rement s

264



this behavior
comprised of di
ing situations"

Task

Eat at a slower pace.

Behav i ora l

for three di
f ferent food

After each bite of food during neals at home, place the fork
or spoon on the table, cher+ slow1y several times, and swal-
low. Àt the end of the meal, inform his/her mother of the
attempt to eat slowly so that she can sign the technique-u-
tilization sIip"
Mastery Criterion
Five consecutive trials of demonstrating "Eat Slow" behav-
iors (i.e. after each bite, put the fork down, chew sIowly,
and swallov¡) during simurated meals followed by two consecu-
tive successful trials in the presence of the subject's
mother.

Each trial involved having subjects use the "Eat Slow" tech-
nique to consume small portions of food (i.e. could be con-
sumed with five average-sized bites) brought from home.
After the food was completely eaten, participants had to
inform the experimenter of their attempt to eat slowly and
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fferent simulaLions (i.e. meals
models) of the two targeted eat-

Reouirements

have him sign their technique-utilization slip.
procedures were employed for trials conducted in the pres-
ence of the mother, with the exception that subjects' moth-
ers served the food and signed the technique-utilization
slip rather than the experimenter.

Task

Performing activities specified on the activity menu.

Behavioral Resui rements

Select the designated number of activities from the activity
menu or appropriate substitutions and perform them for the
required length of time. Àsk his/her mother to time the
activity to ensure that it is carried out for the specified
duration. Have her sign the technique-utilization slip once
the activity has been completed. supervised activities and/
or ones requiring transportation to a recreation area (e"g"
skating) had the additional- reguirement of asking the mothèr
to make airangements that would allow these behaviors to be
performed.

Similar



Masterv Criterion
Five consecutive trials of correctry selecting activitiesfrom the activity menu followed by two consecu[i,re success-ful trials in the presence of the mother.

Each trial involved having subjects select two activities
from their activity menu. They had to point to pictures oftheir selections on the activity recorãing sheels and askthe experimenter about the expected duration of each activi-ty._ _ They also described the arrangements their parents
would have to make for activities requiring special recrea-tion areas or supervision (e"g" rf I want [o go skating, mymother has to take me to the rink.). At the end of [teiiinquiries and/or descriptions, they had their technique-uti-lization slips signed by the expeiimenter. similai proce-
dures v¡ere employed in the presence of the mother, wiln theexception that subjects pointed out their serections anddirected their inquiries to their mother rather than the
experimenter.

Increasinq Behavioral Reguirements

The number and duration of activities specified in semiweek-Iy contracts v¡ere increased each time subjecLs exhibited twoweeks of meeting activity reguirements. The degree andnature of these changes were negotiated with parÈicipants
and their parents. The mastery criterion for eãch increasewas three consecutive successful trials of selecting anddescribing the nevr activity requirements forlowed bt twosuccessful demonstrations in the presence of the subJect'smother" subjects had to select the new quota of activities
from their activity menus, point to pictures of them ontheir activity charts, inquire about durátion, and describe
any special arrangements for carrying them out.

Reexamination of Technique Mastery
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Subjects' implementation of the aforementioned procedures
at home was determined from technique-utilization slips andparental reports. Their functional mastery of a particular
technique was reexamined if it was not coirectly performed
at home for 7 consecuLive days. subjects who did-not meetthe criterion were retrained until they were able to demon-strate mastery. similarly, participants' knowledge of theTraffic Light system, and meal and ãctivity recorãing wereretested on three occasions (i.e" once during each phase ofthe study) " Training procedures were reinãtated - it test
scores dropped below 80%"



Appendix D-3

Training Procedures
port Behaviors

Parentar training was conducted in a steplrise fashion.
Techniques vrere introduced by having parents read detailedinstruction modules (see treaLment manual) prior to eachtraining seguence" The experimenter discussãd the contentof each module and provided additionar examples. parents'
knowredge of this material $/as examined üsing multiple-choice tests (see Appendix D-1). parents who did not oblaina score of 75% or better on the test had to re-read the mod-ule and take another test. once they met the criterion of75%,. they. practised behavioral proceãures in role-praying
sessions with the experimenter unLil they demonstrateã fùncltional Tustery (see below). They then had to effectivelyapply these techniques with their chiLdren under the super-vision of the. experimenter during simurated eating andactivity situations. The various cõmponents of the trãiningprocess are summarized in Diagram 3. Functional masterycriteria are presented be1ow.

and Mastery Criteria for Pa ren ta 1

Task

267

Providing.the subject with information on nutrition, exer-
c i se , and/or r.reight control.
Behavioral- Regui rements

convey the information presented in the treatment manuar insimple terms. Provide concrete examples and demonstrate theprocedures in actual eating and activity situations.
Masterv Criterion
Parents had to correctry present three topics from thetreatment manuar to the experimenter. They then had to cor-rectJ-y present three topics to their son/dãughter.

Task

Sup-

MASTERY CRITERTA

Reviewing the subject's homework assignments.
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Behavioral Regui rements

Sit down with the subject and
semiweekly treatment contract.
behavioral requirements of each
priate technique-utilization s1
interpretations of task demands

Mastery

Parents had to correctry demonstrate the above behaviors on
two consecutive trials during rore-playing sessions with theexperimenter, and two consecutive trials in the presence ofthe subject.

Each trial involved having mothers review a semivreekly
treatment contract with the experimenter. she had to ask
him to explain the behaviorar requirements of severar tasks
and had to answer his questions about the contract. similar
procedures hTere employed for trials conducted in the pres-
ence of the subject, with the exception that mothers
reviewed actual- treatment contracts witrr their son/daughterrather than the experimenter.

Criterion

read out each task on his/her
Ask him/her to explain the

task and display the appro-

:nt. 
Clarify any erroneous

Task

Reviewing the subject's recording forms.

Behavioral- Regui rements

sit down with the subject and examine his/her entries on therecording forms. check the accuracy of the records byreferring to your observations. For questionable entriesl
ask the subject to reconsider his/her nótations and/or clar-ify issues pertaining to the classification of foods andactivities. Have him/her give Lhe rationale for his/her
entries.
Mastery Criterion
Parents had to correctly demonstrate the above behaviors on
two consecutive triars during roì.e-praying sessions with theexperimenter, and two consecutive trials in the presence ofthe subject "

Each trial invorved having mothers check the experimenter's
recording of a simurated meal (i.e. plate filleã with paper
food models) and a list of activitiés. The experimãnierpurposely made several recording errors on his meal andactivity forms. For trials conducted in the presence of thesubject, mothers reviewed their son/daughterrs recording ofa simulated meal and pictorial list. of activities.
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Task

Prompting the
activity.
Behavioral Requi rements

Place a meal record sheet next to the subject's place set-ting at each meal and during snack times. Simita?Iy, hand
him/her the activity recording sheet after observing úim/her
perform a physical activity. Give the subject a verbal
prompt to mark down his/her food intake or aètiviLy behav-iors on the appropriate forms. Repeat the verbal p?ompt if
s/he does not resþond. present a finar prompt aftei several-
minutes if s/he continues to avoid recoráing.

Mastery Criterion
Parents had to correctly demonstrate the above behaviors onthree consecutive trials during role-playing sessions with
the experimenter, and tr.¡o consecutive trials in the presence
of their son/daughter.

Each trial invorved having mothers perform the aforemen-
tioned behaviors in a simulated eating and activity situ-ation. The experimenter played the role of their sonTdaugh-ter. Parents had to provide the visual prompt using actualrecording sheets and give the experimenter three verbal
prompLs to record his food intake and activity behaviors,respectivery" For trials conducted in the preáence of thesubject, mothers presented the visual and verbal cues totheir son/daughter rather than the experimenter. subjects
were prompted to record the contents of a plate fiIled with
paper food models. rn the exercise situation, they were
asked to take a walk around the crinic so that parents courd
prompt them to record this activity.

Task

Modeling recording behaviors.

^,.1-.:^^! !^ÞurJJsu L Lv record food intake and physical
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Behavioral Requi rements

Àfter performing an act
the information on the
presence of the subject
towards your recording
record what I have eaten

ivity or completing a meal, record
appropriate recording sheets in the
. Direct the subject's attention
behaviors (e.9.
tr\

"John, watch me



Mastery

Parents had to correctly
three consecutive trials
the experimenter, and tr¡o
of their son/daughter.

Criterion

Each trial involved having mothers fill out food and activi-
ty forms in front of the experimenter.
contents of a plate filled with paper food models and a pic-
torial list of activities. They had to direct the experi-
menter's attention towards their recording behaviors and
verbalize the items they noted on their recording forms.
Similar procedures were employed for trials conducted in the
presence of the subject, with the exception that mothers
performed their recording behaviors in front of their son/
daughter.

Task

Reinforcing the subject's recording behaviors.

Behavi oral Regui rements

demonstrate the above behaviors on
during role-playing sessions with
consecutive trials in the presence

Praise the subject for accurately
intake and/or activity behaviors.
s/he has earned for this behavior
Points chart. Inform the subject
earned and direct his/lner attention
Record the transaction (i.e. number
reinforcement diary.
Mastery Criterion
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They recorded the

Parents had to correctly demonstrate the above behaviors on
three consecutive trials during role-playing sessions with
the experimenter, and two consecutive trials in the presence
of the subject"

Each trial involved having mothers perform the aforemen-
tioned behaviors after observing the experimenter record the
contents of a plate filled with paper food models and a pic-
torial list of activities" They had to check the experimen-
ter's records, praise him, place points on a mock points
chart, inform him of the points he had earned, and record
the transaction in their reinforcement diary. Similar pro-
cedures were employed for trials conducted in the presence
of the subject. The only exception was that mothers rein-
forced their son/daughter for recording a simulated meal and
a pictorial activity list rather than the experimenter.

recording his/her food
Give him/her the points
and mark them on the

of the points s/he has
to the Points chart.

of points given) in the



Task

Prompting the subject's green-food intake.
Behavioral Regui rements

Place a prate containing green foods next to the subject'splace setting during mears and snack times. Give him/her averbal prompt to serect some green foods from the prate
!u.g. "Have some celery so that you can reach your green-
food goals for today."). Repeat the verbal prompt if s/he
does not respond. Present a final prompt after several min-
utes if s/he continues to avoid greãn foods.

Mastery Criterion
Parents had to correctly demonstrate the above behaviors onthree consecutive trials during role-playing sessions with
the experimenter, and two consecutive triars in the presence
of the subject.

Each trial involved having mothers perform the aforemen-
tioned behaviors in a simulated meal and snack situation
where the experimenter acted as their son/daughter. They
had to provide the visuar prompt using paper food models anãgive three verbal prompts for green-food èelection. simirar
procedures were employed in the presence of the subject,with the exception that mothers presented the visuar- and
verbaL cues to their son/daughter rather than the experimen-
ter "

Task

Modeling the selection of green foods.

Behavioral Regui rements
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select a green-food item in the presence of the subject andinform him/her of the selection (é.g. "Look John, I think Iwill have my second green food for today."). Display thegreen-food intake slip while announcing this choice. óarryout these behaviors during meals and scheduled snacks.

Mastery Criterion
Parents had to correctly demonstrate the above behaviors onthree consecutive trials during role-playing sessions with
the experimenter, and two consecutive trials in the presence
of the subject.

Each trial invol-ved having mothers perform the aforemen-
tioned behaviors in a simurated mear and snack situation
where the experimenter acted as their son/daughter" They



had to select a green-food item
paper food models, announce their
technique-utilization sIip. For
presence of the subject, mothers
tions to their son/daughter rather

Task

Reinforcing the subject's green-food selection.
Behavioral Requirements

Immediately prai se the subject after observing him/her
select green foods during meals or snack times. Give him/
her the points s/he has earned for this behavior and mark
them on the Points chart. Inform the subject of the points
s/he has earned and direct his/her attentlon to the Þoints
chart. Record the transaction (i.e. number of points given)
in the reinforcement diary.
Masterv Criterion
Parents had to correctly demonstrate the above behaviors for
three consecutive trials during the role-playing sessions
with the experimenter, and two consecutive trials in the
presence of the subject "

Each trial involved having mothers perform the aforemen-
tioned behaviors after observing the experimenter select
green foods (from a plate filled with paper food models) in
a simulated eating situation. They praised the experimen-
ter, placed points on a mock Points chart , ínformed the
experimenter of the points he had earned, and recorded the

f rom
choice, and display their
trials conducted in the
demonstrated their selec-
than the experimenter"

273

a pì.ate f illed with

transaction in their reinforcement diary.
dures vrere employed in the presence of the subject, with the
exception that mothers reinforced their son/daughter rather
than the experimenter.

Task

Prompting the
foods 

"

Behavi ora 1

Place the cue sheet for "Stop Red Foods" next to the sub-ject's place setting during meals and snack times. Give
him/her a verbal prompt to avoid red foods and select green-
and ye11ow-food alternat ives ( 

" " g. "John , try an apple
instead of that fattening candy for dessert; that will help
you stay below your red-food limit for today"")" Repeat the
verbaL prompt if s/he does not respond. present a final

Regui rements

subject's avoidance

Similar proce-

of hi gh-ca 1or i e (red)



prompt after several minutes
high-calorie items "

Mastery Criterion
Parents had to correctry demonstrate the above behaviors on
three consecutive trials during rore-playing sessions with
the experimenter, and two consecutive trials in the presence
of the subject. These procedures for technique mastery v¡ere
integrated with those used for parents' prompting of green-
food selection (i.e. On a particular tria1, pãrenis prómpted
the selection of green foods as well as the avoidance of
high-calorie items).

Each trial invol-ved having mothers perform the aforemen-
tioned behaviors in a simulated eating situation where the
experimenter took on the rol-e of their son/daughter. They
provided the cue sheet (i.e. "Stop Red Foods") and gavè
three verbal prompts to avoid red foods and seLect green-
and yellow-food alternat i ves.

if s/he continues to

employed in the presence of the subject, with the exception
that mothers presented these visuaL and verbal cues to their
son/daughter rather than the experimenter.

Task

Modeling avoidance of high-calorie foods"

Behavioral Regui rements

Purposely avoid selecting a high-calorie food and choose ayel1ow- or green-food alternative during meals and snack
times. Make your actions evident and announce your inten-
tions to the subject (e.g. "John, I have decided that I'm
not going to have any of those doughnuts for dessert; that
will help me stay below my red-food limit."). Display the
technique*utilization slip (red-food intake srip) while mak-
ing the announcement.

Mastery Criterion
Parents had to correctly demonstrate the above behaviors on
three consecutive trials during rore-praying sessions with
the experimenter, and two consecutive triaLs in the presence
of the subject. These requirements for technique mastery
vrere integrated with those used for parents' modeling of
green-food sefection (see above).

Each triar involved having mothers perform the aforemen-
tioned behaviors in a simurated eating situation where the
experimenter acted as their son/daughter" They had to
announce their avoidance of a high-calorie food while point-
ing to a plate filled with paper food models. They then had
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select

S imi lar procedures vrere



to select a
techn ique-ut i 1
dures in the
daughter.

Task
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lower calorie alternative and display their
ization sIip. Mothers employed similar proce-
simulated eating situation with their son/

Reinforcing the subject's avoidance of high-calorie foods"

Behav i ora 1

Immediately praise the subject after observing him/her avoid
a high-calorie food during meals and snack times. Give him/
her the points s/he has earned for this behavior and mark
them on the Points chart. Inform the subject of the points
s/he has earned and direct his/her attention to the Þoints
chart. Record the transaction (i.e. number of points given)
in the reinforcment diary.
Mastery Criterion
Parents had to correctly demonstrate the above behaviors on
three consecutive trials during roJ-e-playing sessions with
the experimenter, and two consecutive trials in the presence
of their son/daughter. These requirements for tãchnique
mastery were integrated with those used for parents' rein-
forcement of green-food selection (see above)"

Each trial involved having mothers perform the aforemen-
tioned behaviors after observing the experimenter avoid a
high-calorie food (paper food model) in a simulated eating
situation. They praised the experimenter, placed points on
a mock Points chart, informed the experimenter of the points
he had earned, and recorded the transaction in their rein-
forcement diary. Mothers employed similar procedures in the
simulated eating situation with their son/daughter.

Task

Requi rements

Prompting subject to Leave food on his/her p1ate"

Behavi ora 1

Place a plate containing a very smalI portion of food near
the subject's place setting" Give him/her a verbal prompt
to leave a portion of the yellow and/or red foods on his/her
plate uneaten (e.g. "John, Ìeave some potatoes on your plate
so that you can meet the goals of your contract."). point
to the sample plate while giving the prompt. If the subject
does not respond (i.e. does not place some food to the edge
of the plate) or refuses to leave any food, repeat the
prompt towards the end of the meal. Give a final prompt
just before the subject eats aIl his/her food.

Reoui rements



Masterv Criterion
Parents had to correctly demonstrate the above behaviors on
three consecutive trials during role-playing sessions with
the experimenter, and two consecutive trials in the presence
of the subject.

Each trial involved having mothers perforrn the aforemen-
tioned behaviors in a simulated eating situation where the
experimenter took on the role of their son/daughter" They
provided the visual prompt using paper food models and gave
the experimenter three verbal prompts to leave food on his
p1ate. Similar procedures were employed for trials conduct-
ed in the presence of the subject, with the exception that
mothers presented these visual and verbal cues to their son/
daughter rather than the experimenter.

Task

Model leaving food on the plate.

Behav i ora I

Leave a portion of a yellow and/or red food uneaten on the
edge of your plate towards the end of the meal. Inform the
subject of the action ( "Look John, I am leaving some of my
potatoes so I can fu1fill my 'Leave Food on Plate' reguire-
ment.") and display the technique-utilization s1ip.

Mastery Criterion
Parents had to correctly demonstrate the above behaviors on
three consecutive trials during role-playing sessions with
the experimenter, and two consecutive trials in the presence
of the subject.

Each trial involved having mothers perform the aforemen-
tioned behaviors in a simulated eating situation where the
experimenter took on the role of their son/daughter" They
had to leave a food item (paper model) on their plate,
inform the experimenter of their action, and display a tech-
nique-utilization s1ip. For trials conducted in the pres-
ence of the subject, mothers modeled leaving food uneaten
for their son/daughter rather than the experimenter.

Regui rements
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Task

Reinforcing the subject for leaving food on his/her plate"
Behavi oral Regui rements

Praise the subject for leaving food on his/her prate after
each mear. Give him/her the points s/he has earned for this
behavior and mark them on the Points chart. Inform the sub-ject of the points s,/he has earned and direct his/her atten-
tion to the Points chart. Record the transaction (i.e. num-
ber of points given) in the reinforcement diary.
Mastery Criterion
Parents had to correctly demonstrate the above behaviors on
three consecutive trials during role-playing sessions with
the experimenter, and two consecutive trials in the presence
of the subject.

Each trial involved having mothers perform the aforemen-
tioned behaviors after observing the experimenter leave some
food (paper food model-) on a plate during a simulated meal.
They praised the experimenter, placed points on a mock
Points chart, informed the experimenter of the points he had
earned, and recorded the transaction in their reinforcement
diary. Similar procedures were employed for trials conduct-
ed in the presence of the subject, with the exception that
mothers reinforced their son/daughter rather than the exper-
imenter.

Task

Prompting the subject to eat slower.

Behavi oraL Regui rements

Place a pictorial cue sheet for eating slowly (i.e. pictures
of a f ork on the table, a mouth cher+ing, and a person swal_-
lowing) next to the subject's place setting. Gile him/her a
verbal prompt to eat slower" Remind him/her to put his/her
fork down, chew several times, and swallow after each bite"
Point to the cue sheet while giving the prompt. If the sub-ject does not respond (i.e. does not exhibit any of the
behaviors for eating slowly) or refuses to eat at a slower
pace, repeat the prompt. Present a final prompt after sev-
eral minutes if s/he fails to slow his/her eatiñg rate.
Mastery Criterion
Parents had to correctly demonstrate the above behaviors on
three consecutive trials during role-playing sessions with
the experimenter. They then had to have two consecutive
successful trials in the presence of their son/daughter"
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Each trial involved having mothers perform the aforemen-
tioned behaviors in a simulated eating situation where the
experimenter took on the role of their son/daughter. They
provided the cue sheet for eating slowly and gave the exper-
imenter three verbal prompts to eat at a slower rate (i"e.
reminded him of the behaviors for eating slowly). Similar
procedures were employed for trials conducted in the pres-
ence of the subject, with the exception that mothers pre-
sented these visual and verbal prompts to their son/daughter
rather than the experimenter"

Task

Modeling the act of eating slower.

Behavioral Regui rements

Place your fork down, chew several times (roughJ,y 10 sec-
onds), and swallow after each bite of food taken-during a
meal. Inform the subject of your action (..g. "John, watch
me eat slowly".) and display the technique-utiLization sIip"
Masterv Criterion
Parents had to correctly demonstrate the above behaviors on
three consecutive trials during role-playing sessions with
the experimenter. They then had to have two consecutive
successful trials in the presence of their son/daughter.

Each trial involved having mothers carry out the above
behaviors during a simulated meal where the experimenter
acted as their son/daughter. They had to go through the
motions of placing their fork down, chewing slowly, and
swallowing for five imaginary bites of food. They also had
to inform the experimenter of their attempt to eat slower
and display the technique-utilization slip for this behav-
ior. For the two trials conducted in the presence of the
subject, they had to model the "Eat Slow" behaviors for
their son/daughter in a simulated eating situation.

Task

Reinforcing

Behavioral

Praise the
times (i"e.
rying out a
points s/he
the Points
earned and

a subject's attempt to eat slower.

Regui rements

subject for attempting to eat slowly during meal
exhibiting the "Eat Slow" behaviors and/or car-

conversation during the meal). Give him/her the
has earned for this behavior and mark them on

chart. Inform the subject of the points s/he has
di rect hi s/her attent ion to the points chart.



Record the transact ion ( i . e
reinforcement diary.
Mastery Criterion
Parents had to correctly demonstrate the above behaviors on
three consecutive trials during role-playing sessions with
the experimenter. They then had to have two consecutive
successful trials in the presence of their son/daughter.

Each trial involved having mothers perform the above behav-
iors after observing the experimenter role-play eating slow-
ty during a simulated meal. They praised the experimenter,
placed points on the Points chart, informed him of the
points he had earned, and recorded the transaction in their
reinforcement diary. For the two trials conducted in the
presence of the subjecL, mothers reinforced their son/daugh-
ter for eating sIowly in a simulated eating situation.

Task
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number of points given) in the

Prompting the subject to become physically active.
Behav i ora 1

Give the subject a verbal prompt to become physically
active. Suggest that s/he engage in a specific activity for
a certain length of time to meet his/her daily activity
requirement (..g. "John, ride your exercycle for 20 minutei
so that I can sign your activity slip. " ) .

Requ i rement s

does not respond or refuses to become active, repeat the
prompt. Give a final prompt after several minutes if slhe
continues to avoid the suggestion of becoming more active.
Masterv Criterion
Parents had to correctly demonstrate the above behaviors on
three consecutive trials during role-playing sessions r+ith
the experimenter, and had to have two successful consecutive
trials in the presence of the subject.
Each trial involved having mothers give the experimenter
three verbal prompts to become physically active.
experimenter took on the role of being their son/daughter.
For the two trial-s in the presence of the subject, mothers
prompted their son/daughter in a simulated activity situ-
ation.

Task

Model engaging in physical activity.

If the subject

The



Behavi oral Reguirements

Engage in a physical activity in the presence of the subject
and inform him/her of the action (u.g. "John, I'm going on
the exercycle for 20 minutes to meet my exercise goal; come
and watch me. " ) . DispJ.ay the technique-utilization slip
while announcing the activity.
Mastery Criterion
Parents had to correctly present the announcement of engag-
ing in physical activity on three consecutive trials during
role-pIáying sessions *lttr the exper'imenter. They then had
to have a successful trial in the presence of the subject.

Each trial involved having mothers inform the experimenter
that they were going to perform a particular activity. They
had to provide details of the activity they vrere going to
engage in and had to announce a different activity on each
mastery trial. They also had to display a technique-utili-
zation slip while making their announcement. For the trial
conducted in the presence of the subject, mothers described
the activity they were going to engage in to their son/
daughter. In addítíon, they made arrangements for their
son/daughter to observe them perform it at home.

Task

Reinforcing

Behavioral

Praise the subject for engaging in a physical activity after
observing him/her perform it. Give him/her the points s/he
has earned for this behavior and mark them on the Points
chart. Inform the subject of the points s/he has earned and
direct his/her attention to the Points chart. Record the
transaction in the reinforcement diary.
Mastery Criterion
Parents had to correctly demonstrate the above behaviors on
three consecutive trials during role-playing sessions with
the experimenter, and two consecutive trials in the presence
of the subject"
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the subject for becoming physically actrve.

Requirements

Each trial involved having mothers perform the aforemen-
tioned behaviors in a role-playing situation where the
experimenter acted as their son/daughter. They praised Lhe
experimenter, placed points on a mock Points chart, informed
him of the points he had earned, and recorded the trans-
action in their reinforcement diary" For trials conducted
in the presence of the subject, mothers informed their son/
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daughter of how they would reinforce their physical activi-
ties. They gave examples of two particular activities and
described how they wouLd administer praise and points, and
record the transaction in a reinforcement diary. They
showed subjects the Points chart and how they would mark
entries on it.



Appendix D-4

Please read the following vi
tions between the mother and
chec k1 i sts "

Vi qnettes f or Parent-Chi l-d

Johnny comes home from school at 4:30 and gets a coke out
of the fridge while his mother stands watching. His mother
asks if he is hungry. Johnny states that he is starving and
goes for some chips in the cupboard. His mother suggests
that he wait until supper or choose an apple instead of the
chips" she goes on to tell him about the benefits of fruits
as snack foods.

Interactions

gnettes and note the interac-
her child on your interaction

Scene 1

It is a Saturday morning (10:30) and Sally is just loung-
ing around the house. Her mother suggests that she go out
and p1ay. Sal-ly complies and plays f or two hours. f{hen she
comes in for lunch, her mother indicates that she is glad to
see her "moving" on a saturday morning and as a resùIt has
prepared some french fries for her lunch"
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Scene 2



Ji11 hasn't eaten all day and is ravenous. Consequently,
she wolfs dov¡n everything in sight at supper. Her mother
tells her to stop eating like a speeding freight train and
stuffing herself. Jirr listens to her mother by chewing
more srowly and not asking for second helpings. Her mother
acknowledges her efforts to control her eating rate and the
amount she eats and says that she deserves a piece of choco-
late cake for her bedtime snack. Later that evening (9:30),
the mother brings Sally her piece of cake" Surprisingly,
sal1y doesn't want the snack and the mother sadly brings it
back to the kitchen.

Scene 3

Àfter coming home from school (4:00), peter is told to
clean up his room by his mother. He does this and decides
to grab a handfur of peanuts from the cupboard to reward
himself. His mother terls him to stop because supper wirr
be ready in ten minutes. Peter continues to go for the
snack because he feers he deserves it. His mother reacts by
closing the cupboard door and telling him to go to his room.
Peter yells at her and kicks the cat on the way to the bed-
room.. Àt supper (6:00), his mother tries to reconcile by
offering him a second helping of mashed potatoes and prepar-
ing a cheesecake for dessert.
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Scene L

Mrs" Green decides to give her daughter, Jane, some tips
on weight control after school (a:00). She follows up the
discussion at dinnertime by making sure her daughter sees
that she cher.¡s her f ood slowly, avoids gravy on her .mashed
potatoes, and chooses water rather than coke as a meartime
beverage. However, she insists that Jane not waste any food
on her plate.

Sc ene 5



Johnny has just finished shoveling the driveway (10:00) 
"when he enters the house, he is greeted by his mother who

notes that his shoveli.ng has made him thinner. Moreover,
she tells him that she has prepared his special breakfast
because he has worked so hard. However, Johnny indicates
that he doesn't want breakfast and wourd rather go skating.
His mother insists he has breakfast and relax afÈer workiñg
so hard. Later in the afternoon ( 3:00 ) , Johnny's mother
takes him to the skating rink and they go skating together
for one hour. They top off the afternoon by having a mirks-
hake at McDonald's.

Scene 6
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Àppendix D-5 Sample Activity Þ,tenu

PiNG PONG

WALK] NG

ÀCTIV]TY MENU

Pru c, ¡>o, q

C)No

BI KI NG

PLÀNTING VEGETÀBLES

GYM EXERCTSES

VJALK

,fr
9icycling

ffi
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SCRÀPI NG PÀINT/SÀNDPÀPERI NG

SWIMMING (TREEOTNC WATER)

GA R9ÉN

Tw

PLÀYING CÀTCH

Erercrs6

çcen p6 
/Sn vo

Çe
$wrs¡

_á
f\r^r+l\r^ãA

BFáÉ SAÈ

f)
/^
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Appendix D-6

Common St imulus-Control

1. Purchase low-calorie foods.

2. Have low-calorie foods readily accessible and/or
di splayed.

3. Purchase fewer high-calorie foods.

4. Keep high-calorie foods out of sight.

5. Separate eating from other activities such as
watching T.V.

6. tinit eating to one specific location in the
home and at scheduled times.

7. Meals and snacks should be planned and scheduled
i n advance .

8. Take small portions of food at mealtimes.

9. Use smaller plates and glasses.

'10. Use a f ull place setting at each meal.

11. Engage in a favorite activity instead of snacking.

12. Do not eat food when having a coffee or soda break.

13. De1ay snack time.

14. Delay eating after the urge to eat.

15" Think about a favorite activity (not eating)
when you have the urge to eat.

Recommendat i ons
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RECORDING AND TECHNIQTTE UTTLTZATION FOR¡AS
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Apperdix E-2

Sanples of TÞdrrique-Ut,ili zabiøt SLiæ

TUESDAY

EAr 3

GHEE},¡ FOODS

1-

?-

3.

29r

TUESDAY

t bneen Uo I or .l Color')



TUESDAY

ALLOWED

2 sNAcKS

Þ.{o

REB S?{ACKS
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MUST T]O

3

ACTIVITIES

FOR 40 MTF{S

1.

?-

3.



TUESDAY

LEAVE FOOO

Oh{ PLATE

AT SUPPEFì
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TUEST}AY

Ttle 'Þt Slow'
ctewinq slowly"

slip contained symbols
and swallowing-

for placing tl€ fork down,



Apøldix E-3

Parents' Fd-fntake and Ac-tiwit.

Nùh(

llca) 6 ) ? I 4 1)¡,r. B L D O Srlf -Scrvt
T: nc : Stàrl

henration¡ SM.s

End

Yeål { I : I 4

T:n:: Stà:t

fruròt)oñ

l'ooD FtìCOFt)

Food ¡ tens

l

2

3

4

îr'l t E

Eni

ot Port¡on_ 0 of pc¡sons l,r(.!,(.nt_
lÐcùt¡on HooC
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L D O 5.-l:-S€rvc_

Þuratìor,

FooC I tcnl

l¡¡tr

L

l

t

Heal. â I 2 3 4 lype
Tine: Start

Serv. Pre

Food Items

ratron.Code.

I

2

3

4

îì . S.rv.I'r( ;.¿¡¿tIor, -C¡j.ì

o; Portìon_

lÆcôtton

BLDO S€l,f-Serve or

FooC I tems

.Serv-Pre

Snackû1234 Trre

5

6

'l

I

Snàck rnrtràted by: Self
Þu r.i no

I cÍ ¡,e:sor,s f.'resr rt
¡tocd

Durô t r on

Food I.-ens

¡åt ion . Code .

.Serv.Pre

Port j. on_

lôcàt i on

FooC I tems

ratìÕn.Code.

5

Locà t r on

Others_

Àfte:

6

'1

I

0 of persons presenr

Activrty

.Serv.Pre

Hood

Be fore

EåÈs alone

ràtron.Code-

Hood

Yes ììc

.PrÊ;)arèìtci.CcCe



N6ne r

FæD RECORD COMÎ¡NUED. . .

Snôchø)?3¿ îrñc
Snåch in¡tisted by: Self
During

Fæd ltems

Snackg:234 Tine

Snðck intt¡6.,eC Þy: 5elf
Duri ng

lôcat¡on

Othcrs_

Àltet

Food ltems

Àct j vj ty

Snàckþ1234 Tiñe

Snack ¡nittated b)

Duri ng
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bcàt¡on

O'.her6_

Afre!

Datc:

Be forc
EôtE alone: yeE

ràt1ôn.Code.

ÀcÈ).vity: Before

hood:

SnðckÈ1234 Tim

Self

snàck tnittåted b): Self
Dur ing

lócation

Others_

Àfte¡

Eâts alone: yes

ràt1on.C

Àctrv:t)':

FlooC

Locat i on

Be fore

OÈhe rs_

Àf te¡

EàÈs aìone: yes

ràtion.Code.

Àctl,vrty: Before

Eàts èlone: yes

Hoc'd:

râtlon.Code.



Actlvi ty

ACr¡v¡?Y &üOOI1,

Îòar &ùrêt ¡on
Start End

Uflort
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AryrdiN E-4

Farent^s' rni:eraetion cf¡ecklist for Þsetine ang_lhprwrqnmæ,q
Parental Co't .t

c¡ocl eôch t1ñe you Êarry out sny of the toI¡ovin9 Þahôvlorr.

:eI¡iâç your chlIó not !o en¿ck .

ÍcIling you¡ chtld to hurn sñd

Pör€nt 9Èh.v1or¡

ìr1!Ar: F.!1.

:òIl¡rç å.baut nur¡j,tIon and weIght contlol.

rù:s:ñg yorr ch.Ié for ?!r¡nç glower

Pr¡¡rinç yeu¡ ch1).é lcr avo:C:nç rnaèkr

lxlE¡¡c1¡ON CXECXIISl

arv¡nç yorr ch:j.¿ ¡tcond hili¡ìli

.ñClor C?sr?rt
Lrsou.¡9:nç your chi¡d ro eji aII-¡t¡i-Jã
or h:s,A?r Þ!.tc.
:9ñor ¡ nç your 

"hr tZìì-ìit"¡il-ìt--?ãã
55ov¡¡ç your chrl¿.h¿t ro o¡r-

Slov¡ng your child hæ ¡q ¿¿s ¡¡ãJei

Þote
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1rru ,freq. 1¡Fc

2roi rrng your chit¿ lot o,orãii!-ITllãìì
:æ¿t .^¿/or relccttnq Iaye, cô1. fæd¡ -
îe ll:ns yorr cl^.ir¿ to ¡,ãlã-fflIäFããZì
:rIliñ9 you: cnll¿ffi
C.tt¡r.9 tnto s ãl@
æ¡!!gLeftorrr vtrh your chtId.
:9nor¡ng your child'¡ ¡¡ocking.

;e¡¿¡n9 your chlld Èo reCuce h!¡/treJ
:oa¿ I nt¡te -

Rcv¿r¿¡ñç your chiìé "ttÁ lo"¿.

^!liñg yolr orrta i? er,ãÃã-l-ñäfr
lellrng your chtl-ìã-Eãcoæ rclo
¡lìyric¿lly ¡ctlve.

Lr9ô9:n9 in physrcal act:v¡três vrth

:c¡1,:ig your chffi
: çior r nç yo"r cr'i I ---ìi!iãi-îãIìãË
::volve¿ fr å Þhysi,cat âct:vl,!y.

À¡srçirn9 physic¡I chores ro yoù- ìntTã-ãì
læ.
:aI¡rng your chi¡d !o-;;J, ¿ttenìlãn-iã-ïi
íoo¿ !it¡ke.

À¿Citfonôl:



Famify herr¡ers' Rc'cordinq Sheet for hseline and tlnpræransred

hrent¿1 C@ìt^act. Ccø'rdi tion

Check eEch tlDe vou observe the P6Íent carry out anv of thc fol)ov1ng behavfo¡E'

lellrng your ch¡ld not to snðck

TeIlrng you¡ ch¡ ld '.c hurry ànd Í¡n¡sh
h¡ s,,}rer ne¡ì .

Pàrent B.hàvrôrs TrR .Fr

Tàikriç òbou! nu'-::t¡cr ànC ueìq1".: co¡t¡ol

?iò:s:nç iour cl-.: ì¿ fo: Àvcl¿:iç snacis r

I}¡TER¡CTICN CHECXL] ST

FrovrCing fu.rly vlth siàcks, -fæd treàr5"
dnd,/or dessert
Êncouràglng your ch:),C to eâ: òll the fæ¿
on his,/he¡ oL¡te
Ignorrng your ch¡ld'6 !efusÀi of

Shosrng your chilC ahòÈ ro eàt.

S:os¡ng your child hov to e¿t slover.

Frâls:nç ,r'aur chr lC fo¡ ¡vorCing htqh cal.
f æCs ònC.cr sei.ec::nc lôuer càì - f æcs r
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T¡m.Fr

îeìI¡ng your ci-.1:i to select Iæ cà]. fooCs.

Gett¡ng ¡nto À d¡sðqreehent Àbout ye¡ght-
:ontroì efforEs Ylr!:
9no¡: n9 your cht Ld ' E snòckin9

læd rntàke
Paô¡srn9.vou¡ crr:a for eò.-rng less.-¡,ÀI
usuò1.. *
Reuårdrn9 your chrld Yrt)-. foo¿-

Àskrng your child lf she,/he rE hungry

îeì]ing your chrlC tc b€cæ rcre
r):vslcaLLv àctive -

PrÀ¡srn9 your chrl.C for berng.Þhys:côÌ]y
àcr-tve, t
En9a9tn9 rn ph_vsrcàl ôctrv¡tres vt!h

ê hi s,/her

îelling your chil.d to resr ônd,/or b€ srrLl.

Ignorrng you! chtl.d's reques: to b€coo€
:¡vcIveC j.n À Þhvs:càl âct1v¡tv.
:sccrtlDg your chll,C to ò recreat:onÀ
or Àct:vlty cette:
Àssì9nrn9 phystca::horÉs to your chil,d ôr
hone .

Telì1ng your chj,lC !c pâ-'¿rterrlon to hts.âe
aood r n:Àke.

aHark 
Ho (had opportml ty)

opportunlry to carry out
1n che frequenc;- box(freq.) 1f parenl had the

rhe behavior bur did noc do so.



hre4ts' fnteraeLicn'¡ CH<list. for Parent¿l frn¡olverxrnt Ftrase

Foæ:

ClecL each tlw vou perfom snyrof thc follætn¡ beh¡vforg.

Froyfdln6 tnforEårlon/tialnlng tn nutÌlrlon
md,/

ylevlng your chl),d'a høvorh aoø1g¡@nt.

nevlcvlng recordlng foru, trafflc llghr d1"r
and/o¡ othe¡ proBraE technlauc¡.

Pare¡ t al Þehavlor , llee ¡req.

Pro,qtlng your chlld to rccord.

Denonotratln¿ oeal and/or actlvlry recorOtra

Rclnforclng your chtld for recordlng md/or

I}TTEN,ACT 1ON CHFCÍI I çT

ordlnc ¡ccuracv

Præpting your chfld to eelec( gr"m f*ds
md/or ¡vold rcC food¡
D€ænBtraÈ1nt the selecrlon of green fooCs

nd /cr ¡v
Rrl-aforcLng your chL).d for lncreaslnglreen
3r!_1ol_d!g!"sj!!Â red f ooC lccale (llE1t æ t) .

¡oqtlng your chlld Èo leave food m
hfg/hcr pla ¡e .

Deænat rarlng t."rtñg f æ?-on-tf;ì;
R!lDforcfng your chlld for leavlng
hlg/her plate.

of rcd foods.

roEptlng vour chlld ro eat slæer.

f eq.
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1tsû

tratl.ng "eat glæ" technlques.

lng your chlId ro reduce,/avotd

1øe Freq

lotakc or Þeetlnß llelts,

t¡aÈfDg anack reducrl@ or araylDt
llElrs.

or @e

Proqtlagffi
snacla(c. a. vellw or aree¡ f
DcMs¡racfDt rh" s€l,ect1m o

your c}rlJ,d for

8.e f-oforclog your chlId lor 6electtag lær

È1DE tour chfld Èo becæ phyalcally

ec tlvl tY ^

ves ( snacl t

Rclnforclng tour ch1ld's phyotcal acrfviìy.

traclng b€1ng lEvoIved in ghyølcal

lng amck

Þe t lDr snach t

Ræardlng ¡our chlLd stth food.

tlnE or relDforclDg your chfld

Ptovldlag oecmd heIploBE, !¡€src, onsck6
a¡d/o¡ deaser¡¡-

calorle

CettiDg fn¡o I dfsag¡ee@nr slÈh tour chlld

Te11lDg, your chlld ro re6c ånd be 3r1tl

I procedures.

lRht conrrol -

tlDg or relnforcing your chtld for
hls/her actlúÈç reoues

thelr food lnt¡.ke

oueof



Family @servers' Rc'eordinq Slxle't.s for Parental

Naæ :

I¡¡TERACT IOIi CHECN, ¡ ST

Checl esch tior you ob¡cne the pôtcnt perfornin¡ eny of the
Use lhe H0 (hsd opportunity) de¡ignátion yherr appropriate.

Provldlng lnforutlon/¡rslnlng ln nurrirton

vlevfn& your chlld'a hoa¿wr!. oaø1gnoent.

Revlevlng recordlng forru, tr¡fftc llghr dier

Pðr€nÌô) Bch¡v1o¡

/o¡ other Drocran techn

Proøptlng your chlld to record.

Relnforclng your chlId for recordlng and/or

acr¡r1ng æal and/or rctlvfry recordlng.

Prooptlng your child to scl.ect gr-n food"

Deænsrraclng cbe selecrion of tre?n foods

anC /o; dmas ioF .r-"!_j!!!j_¡lg\L01"f ¡ æ r )

lnforc1!B your ch1).d for lncreesfnt green

JOO

Inr¡olr¡eEænt Pt¡ase

Deoonstrarln¡ Le¿\'tng fooi on place.

0bE?rvêr ion Tiæ¿

f oì lwing behavio¡s.

I)a(?

r:

Promtlng your ch1ld ro rãduce/ãro!d
snackfng
Demn6t¡aclDg snack teducrfon o¡ Eraying

Refnforclng your chlld for reduclng snack

læ Freq

lnÈake or æetlnR IlElÈ6.

D€@nsÈratfng the selectlon of 1æ-calorfe
mack alternatlves ( sn¿ck cype rule).
Relnforclnt your ch1ìd for relecrlo6 ).over
cal,orie soacLs o¡ neecj.nR gnack ryÞe rule.

ProEptlng your chlld !o becoæ physfcallv
actlve.
Deænarratlng belng lnvolved ln physlcal

Relnforclng your childrs physlcal acrlvf Èy.

Prooprlng or reinforclnt your child's use

Reesrdlng your chfld slrh food.

trlo8 lnto a disagreeænr ylÈh your chl

ProrptlnS or relnforclng vour child for
uclnP rhelr food lnrake



¡ry¡¿ix E-5

Reinforcscrrt. Diarv

Di¿¡.6<':

Recording

Gree-n Pood
Selection

Fcinf orcæent, Di ør

Lcave Food
on Plate

ActiYitieg

bn.

Red Food Rule

Tues.

Polnt8 Ar¡arded

HccÀ of

Snack Rr¡,le

Eat SIcn¿
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thu¡s.

Weight Loss

P¡i.

Pn¡¡i¡6nae¡f¿l
Control

Sat.

Effort Bonus

Sr¡¡ -

Reinforcer
Given (just check)

Points Cashed

Poi nts Banked
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Appendix F-1

TREÀTMENT CONTRACT

be tween

Mr. G. Kaoukis and the

We, the undersigned, agree to participate in a research
study on family-based weight-J-oss techniques for overweight
teenagers with severe learning problems conducted by Mr. George
Kaoukis of the University of Manitoba. We also understand and
agree to all of the following conditions:

1. Conditions applying to all family members.

a. The family agrees to submit a 12O-dollar deposit to Mr.
Kaoukis during the pretreatment screening session scheduled
for
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b. All family members understand that family mernbers partici-
pating directl-y in the study, namely,

Fami Iy

can earn back the fuII amount of the deposit by attending all
scheduled meetings and completing a1l homework assignments in
an accurate fashion.

c. À11 family members understand that funds forfeited because of
participating family members' failure to attend meetings or
complete homework assignments (as described below) will be
sent to the Manitoba Association for Community tiving by
Mr. Kaoukis.

2' conditions apprvins spïåtiT:iil,';":li.Tååiîl¿ 
parenr, 

",.7M,s.

, and

a. We agree to attend treatment sessions twice a week as
scheduled for roughly a 6-month period. If unexpected
situations prevent this from happening, then we must inform
Mr. Kaoukis or one of his assistants at least 24 hours before
the scheduled appointment and arrange for another meeting
during the week of that appointment.

b. We understand that we will jointly receive a one-dollar refund
for each session r+e attend.



c. We understand that if
to inform Mr. Kaoukis
before our appointment
dollar to the project.
time such a breach in

d. We understand that four consecutively missed sessions or
cancellations will result in the forfeiture of the entire
deposit to the project. We also realize that continuation
of treatment at this point wil-t be dependent upon the re-
negotiation of another treatment contract with Mr. Kaoukis
and the submission of an additional 120-dol_1ar deposit.

e. We agree to carry out the terms of specific behavioral con-
tracts that will be presented for eating and exercise habits
by Mr. Kaoukis during treatment.

f . I, Mr./t'lrs ,(participating parent),
agree to keep accurate and complete records of my child's
food intake and physicaL activities, as well as my inter-
actions with him/her over weight-related issues. I
realize that I will receive a one-dollar refund each
session for doing this. I also realize that failure to
keep accurate and complete records will result in the for-
feiture of one dollar to the project for each session this
occurs.

we do not attend a session and fail
or one of his assistants 24 hours
time, then we will forfeit one
We will forfeit one dollar each

attendance occurs.
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g. I, Mr./t'trs , (participating parent),
agree to carffií supporting my-.îrild',
weight-loss efforts, to be supplied by Mr. Kaoukis. I also
agree to do this to the best of my ability and for the period
to be specified by Mr. Kaoukis.

h. I 
'teenager), agree to carry

food and activity habits,
also agree to do this to
period to be specified by

out instructions for changing my
to be supplied by Mr. Kaoukis. I

the best of my ability and for the
Mr. Kaoukis.

, (participating



3. Conditions for
t--MT./MS.

a. i agree to observe and record the treatment-support efforts

family member assisting primary participants,

of
at home for
the program
given to me

return these
provided by

b. I also agree to attend monthly meetings at the University
of Manitoba to have my records reviewed and to receive
lottery tickets for completed assignments. I understand
that a completed assignment will consist of at least 5

days of recording.

I realize that each time I fail to carry out my recording
duties and/or miss a neeting v¡ithout giving notice 24 hours
in advance, one-dollar of the deposit will be forfeited to
the project.

at least'1 day each week for the duration of
and according to the instructions that will be
by Mr. Kaoukis. I also realize that I must
records according to the schedule that will be

the experimenter.

c.

30s

SIGNATURE OF PRIMARY PÀRTICiPÀNTS:

1.

(participating parent ),

2.

SIGNAÎURE OF ASSiSTING

3.

SIGNÀTURE OF OTHER

4.

L

6.

FAMTLY MEMBER:

Date:

FÀMItY MEMBERS:

NÀME (PNTHT):



4. Conditions for Mr. G. Kaoukis

a. i agree to refund one dollar of

b.1 agree to refund one dollar o

each session Mr./¡ls. presents me

complete and accurate habit records for his/her child'
eating and activity behaviors.

c. I will present refunds at the end of each session in the
form of receipts. These receipts will be exchanged for
refund cheques at the end of each month.

d. I agree to provide t"tr. /1":s.

the treatment deposit to the

family for each session t"lr./Ms.

and his/her son/daughter,

attends.

(participating parent), with a lottery ticket every 2 weeks
he/she accurately carries out treatment assignments at home.

e. I agree to províde Mr./Ms.
with a lottery ticket for each session he/she attends and
provides me with complete records of the participating
parent' s support ef forts.

f. I will send all nonrefunded monies to the Manitoba
Àssociation for Community t iving.

g. I will tailor weight-control techniques and instruction
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t

f. the treatment deposit

procedures to the specific needs of
and his/her family's lifestyle.

h. I agree to provide treatment to

for

rvith
s

and train his/her mother/father in support procedures free
of charge.

Signed:

Date:

,

c. Kaoukis



Appendi x F-2

Sample Semi-Weekly

.1 . WRITE DOWN WHAT I EAT EÀcH DÀY

2. WRITE DO}¡N MY ÀCTIVITIES

Treatment Contract

HOMEWORK FOR DARRELL

3. ] MUST EAT AT TEAST 4 GREEN FOODS EACH DAY

4. ] MUST LEAVE FOOD ON MY PLATE EACH DÀY

5. J MUST DO 3 ÀCTIVITiES
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6. ] AM ONLY ALLOWED TO EAT 1 RED FOOD EACH DÀY

7. ] ÀM ONLY ÀttOWED TO EÀT 1 SNACK EACH DÀY

8. SNACKS MUST BE YELTOW OR GREEN FOODS NOT RED FOODS

9. EAT SLoWLY - PUT DOWN FoRK, CHEW CoMPLETELY, SWALLoW

TF T DO THESE TÀSKS PROPERLY I T^IILL GET A

i }¡TLL GET A BONUS FOR LOSING WEiGHT
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TREA,T}fENT SUESTT ONNAI RES
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AWndiN C-l

ffimmffiy

æffiffiffiffiffiffiffiffit
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0l rectl ons

ffiffieåffi

& tfle foìlwing pages you wllì f{nd 50 statements about your fanlìy
as a wtrole. Please re¿d e¡d¡ stðteÁænt carefulìy and @ct@ hea welì tåe
stat€s¡ent @scrlbes yo.rr fmiìy. Then, ø¿ke your response besl& tt|€
gtate$ent n¡ø¡ôer on the sepòrðte ansner gheet.

If you STR@I6-Y ÆRtE with tÌ¡e state@nt tlren clrcle the letter "ê"
besl& tle lten nrøròer; lf you ÂGREE wlti the stðterent ttren clrcìe the
letter "b'.

lf you DISÂGRIE with the stðteíent then circìe ttre letter'su; {f yør
STR0NGLY DISÂGREE witjr the statement then circìe the ìetter 'd".

Please circìe onì¡_gnq ìetter (response) for each ståterent. futswer
every stðt€rent. evei-iTlõu are not corçìeteìy sure of your ansHer.

GENERAL SCAI.E

o Copyright 1984, Harvcy À. Skinner, Paul D. SÈeinhauer,
Jack Santa-Barbara



l. Ne ¿pend too aucJ. tine oagwi:rg dbout uhc"l. oun pl.obtesø ane.

Z. tanìJt dtLíu atte {at-ú4 ôha^ed.

,. llhe¡ I o¿þ. ôoneone 1o expt-o.i.n shc.i the4 nean, 7 gel a tLtoight aruttn¡,

4. llhen ¿oneone in oun óa^ì14 iÀ u#eÎ , un don'I b-n*t i[ the4 atLe ang44,
¿oÁ, tc¡¡ed o¡ uhoi-.

I

5. ue. al,e a.6,axll adjuted u an4 $an+þ couLd poatì-bt4 be.

6- Vou don't gel a chance 1o be a¡ inûvtÅu,al tn at+ {arr*þ.

7 . tJhe¡, 1 a.th uñg w have ce¡-t-0"<n ¡ulu, 1 d,on't gei a good ataue .

8. @e ltaue the ¿a¡te vievv on uhoL t¡ niglú atC u.a,or4.

9. I dor.'t ¿ee ho^^ ana [anlþ coult geÎ. al.cna beife,t tha¡ ou¡.t.

10. Søae da4a un aie ¡æ¡e eo¿'Ll4 annoqed tlu¡ on othe,n¿.

lt. Ahet paobtenø cone up, *n try di(Áe eil. un4t o$ tolv,<ng then.

12. WJ Áaî'U4 expecÅa ñe to do noaz thatt ng thane.

13. Ue attgue abouÅ uù.0 ¿øLd uÉul in ou¡ lan&4.

14. Ue tell each oú,e¡ aboul. thLngt úat bothe¡ u¿-

15. W óalnú]4 eouLd be hnpAørt th,q.tl iÅ i.6.

16. We teel Loved it ou,t {øúþ.
17, lt)hen you dc toneihing unong ia oua daniþ, gou don't Þ.nu sÁ-0.1 L0 e\pec.Î.

t6. lt'¿ haa-d 1o 1¿tL *Aat ti,e 
^rL¿2,6 

a^e i-n ou¡ óøi14.

19. I don'l thir.h M4 ganiþ couln WuibQ be happi-en than ni-ne.

20. Soneå<¡ne¿ up a.le ø(0.<a Io eaeh othu..

?1 . lle neve LeÍ tltingt gle up urLt¡.I the4 a.^z wM th.a *e ea.r, ha¡ü¿.

22. ge agtee aboui uá,o ¿houtÁ dD tdLo.f i¡ ot*t 6@til4.

23. 7 nevøn Þ¡ø¿: uô.al' t gaing on i¡ oun ú@ül .

24. 1 can Le.Î. w¡ $atrxþ Þnc¿t tÁú,at i.a botJtentn4 w.

25. Ae neve¡ geÅ arya4 i,n ou¡ tæriJ4.

Please do ñót Ërlte on thfs Page.
Clrcìe your resPonre on the ônsøer sheet.
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26. Mg óañü4 lnLe.¿ to uu ng Li$e.

27. l$ un do rone/'hing úwr.g, tae. don'f geÅ a chance 1o expta,Ln.

2t. tue augue about hou nueå (teedon væ ¿hould hdve to øahe ou¡ wn deú¿i-oru.

29. Ua þni:-y and 7 undauta¡d ench othel conpLeÅe.t4.

30. Ue ôonel)nu hu¡.L el''ch othend $eeLingr.

3t. tllrcn th+ng.t aten't going aej¿ i.t tahe-¿ too tong to øo^þ then ou,t.

32. Ue c.ala't ¡e/4 on dancl4 ne:úe.u 1o do thùa paú.

33. I)e tah.e the Line 1o t).eten to e¡ch othe¡.

34. lt)he¡ ôoneone i¿ Wel, un don't [Lnd, out u¡till ru¿h t¡.Îl¡,

35. SoneLinu øe avaíd, eaeh othut.

36. We (eel cLo¿e 1o e.ach oihe¡.

37 . Pui-¿h¡cnt¿ aae laitt itt ots¡ óanü4.

3t. The ulu in oun [aniþ don'I nahe ¿uue,

39. Søne tluíng4 aboul m1 [aniþ don't enl,t-+øt4 pLe,ote ne.

40, We neve ge.t uptel øi-th each otltørt.

4l . we deal wiåh ou¡ panbttn even uh.en the4'ne óeti-ouÂ.

42. }ile Áaî'¿.|4 menbe¡t alyn4¿ lnie¡ to be the eentue 06 úte¡l,i.on.

43. M4 6úil4 le.t¿ ne have ry ôa4, evei i{ fheg ditagttee.

44, Ahen oun {aniþ gen t,f¡¿e|, væ- |¡he too tong to get ovest iÅ..

45. UJe otwg¿ a.úni{ ou¡ ni-ttaþ.u wílhouf ügi"g Lo lvíde angtfúa.

46. We don'1 iea.U4 t¡u¡t eaeh othe¡.

47. We hatdl4 eve¡ do ukai ìÅ etpecled od u.d ui.thoul bøi-ng told.

46. lúe o^e 6^ee 10 aa4 !i141vn lÍLinÞ. irl oun danLt4.

49. N4 6an+14 i¿ not a pen$erf Áucceó¿.

50. lle luve neve¡ lø1 do,¿n anothe¡ {anúþ nenbet in aq un4.

Please do Dot wrlte on thls Pâge.
Circle your response on the anstser sheet.
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Àppendix G-2

Name

KNOWTEDGE OF BEHAVIORAL PRINCiPTES QUESTIONNÀIRE

Directions: Read each question and each of its four possible
answers. Sometimes more than one ansvrer could be
correct under certain circumstances; hotvever, you
should select the best ansr,¡er or the answer that
is most generally true. Once you have selected an
answer, circle it (circle the letter at the begin-
ning of the statement) using a lead pencil.

Example:

Date
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Probably the most important influence in a young child's
life is his:

a / 'l',oys

b) television
c ) Parents
d) rriends

Please do not consult others while deciding how to
ansrver the question. ÀIso, be sure to circle only
one answer for each question. Answer every question
even if you must guess.

1. Desirable and undesirable behavior are most alike in that they are:

a) The result of emotions and feelings.
b) Habits and therefore difficult to change.
c) ways the child expresses himself.
d) The result of learning.

2. Probably the most i.mportant idea to keep in mind when first
changing behavior is:

a) To use both reward and punishment.
b) To reward every time the desired behavior occurs.
c) To be flexible about whether or not you reward.
d) To be sure the child understands why you rlant the behavior

to change.
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3. Most problem behavior in young children is probably:

a) À reaciion to deeper emotionaJ- problems.
b) Oue to lack of communication in the home.
c) Accidentally taught by the child's family.
d) Due to a stage r+hich the child will outgrow.

4. A child begins to whine and cry when his parent explains why he
can't go outside. How should the parent react?

a) ¡sk the child why going outside is so important to him.
b) Explain that it is a parent's right to make such a decision.
c) nxplain again why he should not go outside.
d) ignore the whining and crying.

5. Which of the following is most important for parents in
controlling their child's behavior?

a) The rules the parents make about behavior.
b) The parents' understanding of t.he chiLd's feelings.
c) The behaviors to which the parents attend.
d) Being strict, but also warm and gentle.

6. In changing a child's behavior a parent should try to use:

a) ¡bout one reward for every punishment.
b) ebout one reward for every five punishments.
c) ¡bout five rewards for every punishment.
d) Practically all rewards.

7. Which of the following is the least like1y way for children
to react to the person who punishes them?

a)
b)
c)

The child wilJ. try to avoid the punisher.
The child will have admiration and respect for the punisher.
The child may copy the punisher's methods and do similar
things to playmates.
The child will associate the punishment with the punisher.d)

8. Which of the following statements is.true?

a) Peop1e usually fully understand the reasons for their actions.
b) People are often unaware of the reasons for their actions.
c) People's actions are mostly based on 1ogic.
d) Tt is necessary to understand the reason tor a person's

behavior before trying to change the behavior.



9. If you are trying to teach a child to talk, you should first:
a) Reward the child after speaking a sentence.
b) Reward the child for saying a word.
c) Reward the child for any vocalization.
d) Punish the child if he did not speak.

10. if punishment is used for a behavior such as playing football in
the house, which type is probably best to use?

a ) l,lake the chi ld do extra homework.
b) Clearly express your disapproval.
c) Remove the child to a boring situation each time.
d) A reasonable spanking.

11 A child has been rewarded each time he cleans his room. In
order to keep the room cfean without having to use a reward, the
next step should probably be to:

a) Have a talk about how pleased you are
reward.

b) Give the reward about one out of five
c) Cive the reward almost every time.
d) You must al.ways reward it every time.
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12. Parents who use lots of rewards for good behavior and few
punishments will probably tend to have children who:

a) oo not understand discipline.
b) Will not cooperate unless they are "paid".
c) take advantage of their parents.
d) Àre vlell-behaved and cooperative.

13. When should a child who is just learning to
praised the first time?

a) When he gets his foot through the first
b) When he gets his underwear completely on
c) when he asks to do it himself.
d) when he has completely finished dressing

and then stop giving the

t imes.

dress himself be

hole in his underwear

himself.



14. Which of the following is most effective in getting a child to
do homework?

a) "i^¡hen you finish your homework, you can watch T.V."
b) "You can watch this show on T.V. if you promise to do your

homework when the show is over."
c) "If you don't do your homework tonightr you can't watch T.V.

at all tomorrow."
d) Explain the importance of school work and the dangers of

putling things off .

15. Three of the following responses refer to forms of punishment
which are mild and etfective. Which one is not?

a) Ignoring the undesirable behavior.
b) Sending the child to a dull room for a few minutes.
c) Taking away something the chitd likes (such as dessert after

supper ) .
d) Scolding.

16. Each time Mother starts to read, Billy begins making a lot of
noise which prevents her from enjoying her reading time. The best
way for Mother to get BiLly to be quiet whj.le she reads is to:
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a)
b)

Severely reprimand him when this occurs.
Pay close attention and praise and hug him when he plays
quietly while she is reading and ignore his noisy behavior.
CaIl him to her and carefully explain how important it is
for her to have a quiet time for herself each time this

c)

occurs.
d) Tell him thaL he won't get a dessert after dinner if he

continues.

17. Which of the following is the most effective form of punishment
in the long run for reducing a child's undesirable behavior?

a) Scolding him every time he does it.
b) Occasionally spanking him when he does it.
c) Sending him to his room for 5 minutes every time he does it.
d) Sending him to his room all afternoon every time he does it.

18. A young child often whines and cries when he is around his mother.
In trying to find out why he cries, his mother should probabl-y first
consider the possibility that:

a) tte is trying to tell her something.
b) He needs more of her attention.
c) She is somehow rewarding his crying.
d) She is not giving him enough attention.



19. A good rule to remember is:

a) oo nol reward with money if possible.
b) Catch a child doing something right.
c) Reward good behavior and always punish bad behavior.
d) Punishment is always unnecessary.

20 If a child very gradually receives rev¡ards less and less often
for a behavior, what is most like1y to happen?

a) He will soon stop the behavior.
b) He will be more likely to behave that way for a long time.
c) tle will not trust the person giving the rewards.
d) None of the above.

Which of the following is true about punishment?

a) Punishment teaches respect.
b) Punishment should be delayed until it can be carefulty

determined that it is really necessary.
c) Punishment can teach a child new behaviors.
d) Some punishments can result in a child becoming aggressive.

21 .
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22. In a reading group, the teacher gives each child candy plus praise
for each correct ansvrer. Which of the following statements is
most true?

a) the candy is a bribe and doesn't belong in a school setting
b) Àt first, the children work to earn the candy and may later

c)
d)

work for the praise alone.
Children shouldn't be "paid" for doing their school work.
It probably doesn't make much difference whether or not candy
is used because the children who want to learn to read will do
so and the others won't.



23. A boy loves football. What is most likely to happen if, each time
he is playing nicely with his sister, his father invites him to
play football?

a) Ue will always be asking his father to play football.
b) He will play nicely with his sister more often.
c ) He will be annoyed r.¡ith his f ather f or interf ering with his

activities.
d) Ue will be encouraged to teach his sister to play footbalt.

24. To record, graph and note the direction of the change of a behavior
is:

a) e minor, optional step in a behavior change program.
b) An important step in a behavior change program.
c) A procedure employed only by scientists for research.
d) Time consuming and complicated. Therefore, these procedures

should only be used in special cases.

25. A father is teaching his son to hit a thror+n baLl with a bat.
i{hich of the following methods will probably most help his son
to learn to hit?
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a) tet him try to hit the ball
child can learn on his own.

b) Occasionally teIl him what
c) Occasionally Lel1 him what
d) rett him almost every time

26. which of the following is most true about physical punishmenL?

a) It should immediately fo11ow the undesirable behavior and at
fuI1 intensity.

b) It should be mild and immediately follow the undesirable
behavior.

c) it should begin in a mild form and, if that doesn't work,
intensity should gradually be increased.

d) It is ineffective and inappropriate.

2'1. Punishment, as a e¡ay to get rid of an undesirable behavior, is
best used when:

a) You are very upset.
b) you v¡ant to teach the child the right way to behave.
c) the behavior may be dangerous.
d) Scolding doesn't seem to be effective.

without saying anything, so the

he is doing wrong.
he is doing right.
he does something right.



28. Which of the follor¡ing is not an important step in a behavior
change program?

a) uake certain the child feels ashamed for his misbehavior.
b) Oecide on a particular behavior that you wish to change.
c) If necessary, break the selected behavior down inLo smaller

steps.
d) Select a proper time and situation for measuring the behavior.

29. If you want your child to develop proper study habits, you should:

a) Encourage hinr to do his homework.
b) Help him to see school as pleasant.
c) Reward him whenever he studies.
d) Give him good reasons why he will need school.

30. Two brothers fight constantly. Their parents decide to praise
then when they play together nicely. However, they still continue
to fight. Punishment may be necessary. l,lhat is probably happening?

a) rhey don't want their parents' praise.
b) fhe benefits of fighting are stronger to them than their parents'

praise.
c) lhey have too much anger toward each other to cont,rol.
d) They are at a stage they will grow out of.

31. A child often cries over any small matter that bothers her. How
should her parents react to best reduce her crying?

a) Reward when she reacts r+ithout crying.
b) Use a mild punishment when she cries.
c) fry to find out what is real.ly troubling the child and deal

with that.
d) Provide her with something interesting so she will stop crying.
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32 Mrs. Thomas found out that spanking
did not seem to stop him from using
suggested that rather than spanking
be by himself. The room he is sent

a ) gi s o$¡n room, so he
b) Smal1 and dark.
c) es uninteresting as
d) e large room.

will still have something to do.

possibl-e.

her seven-year-oId son, Bob,
"naughty" words. A friend
him, she should send him to
to should be:



33. If you want your child to say "please" and "thank you" at the
tabIe, it is probably most important to:

a) Reprimand him when he forgets to say them.
b) Exptain why good manners are important.
c) Remember to compliment him r,¡hen he remembers to say them.
d) Praise other members of the family when they use these words.

34. which reward is probably best to help a 12-year-old child improve
his arithmetic skiLls?

a)
b)
c)

A dollar for each evening he studies.
À dime for each problem he works correctly.
Ten dollars for each À he receives on his report card in
arithmetic.

d) À bicycle for passing arithmetic for the rest of the year.

35. A major problem has been getting Leon to bed in the evening.
His mother has decided to change this and wants to measure the
relevant behaviors. Which is the best way for her to do this?

a) Each evening, record whether or not he goes to bed on time.
b) Chart his behavior all day long, up to and including bedtime

to try to find out r+hat causes his not wanting to go to bed.
c) Each week, make a note of how easy or difficult it has been

to get him to bed.
d) ¡sl Leon to keep his own record each week.

36. Mr. Jones agreed to pay his son, Mike,25 cents each day if he
carries out the garbage. if Mr. Jones forgets to give Mike the
money for a few days, what is most like1y to happen?

a) uike will continue to take out the garbage because he realizes
how important this is.

b) Mike r+ill sLop taking out the garbage.
c ) uike r+ill begin to do extra chores, as weJ-ì. as take out the

garbage, so his father will notice horl well he's doing and
remember to give Mike the money.

d) Mike will start to misbehave to take out his anger about not
being paid.
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37. A father tells a child she cannot go to the store with him because
she didn't clean her room like she promised. She reacts by shouting,
crying and promising she will clean the room when she gets home.
What should the father do?

a) Ignore her and go to the store.
b) Take her to the store but make her clean her room when they

return .

c) Calm her down and go help her clean her room together.
d) Talk to her and find out why she doesn't take responsibiLity.

38. The first step in changing a problen behavior is to:

a) Reward Lhe child when he is behaving nicely.
b) Punish the child for misbehavior.
c) Carefully observe the behavior.
d) Seek help from someone who is more objective.

39. in changing a behavior it is most important to use:

a ) t'lethods which have been tested by others.
b) Consequences which are rewarding to the child.
c) Consequences which are punitive to the child.
d) Rewards which do not bribe the child.
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40 Johnny has just torn up a ner+ magazine. 0f the following choices,
which is the best way for his mother to discipline hin?

a) tell him he will be spanked
b) Punish him then and there.
c ) ExpJ.a i n to Johnny about the
d) angrily scold Johnny so that

is bad and upsetting to his

41. Stan is doing a number of things that greatly disturb his parents.
It would be best for them to:

a) try to quickly eliminate all of these undesirable behaviors
at once.

b) Select just a few behaviors to deal with at first.
c) Select the single behavior they find most disruptive and

concentrate on changing that.
d) wait for 28 to 30 days before beginning to try to change

his behaviors to make certain they are stable and persistent.

by his father when he gets home.

r+rongness of his action.
he will learn that such an act

mother.



42. Which would be the best example
Mary?

a) Good girl, Mary.
b) I love you, Mary.
c) I like the way you helped
d) I'11 tell your father how

43. Listed below are four nethods
is usually the best technique
thumb?

a) Punish the undesired behavior.
b) Ignore the behavior.
c) Reward him for desirable behavior in the

he usually misbehaves.
d) Explain to the child why the behavior is

of an appropriate way to praise

44. Jimmy sometimes says obscene words, but only in "front of his
mother. She has been shocked and makes her feelings clear
to him. How should she react when he uses obscene words?

a) Wash his mouth out with soap.
b) Ignore him when he uses obscene words.
c) tell him how bad he is and how she doesn't tike him when

he uses those words.
d) Explain to him the reason such words are not used.

me put the dishes away.
nice you were when he comes home.
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used to change behavior. Which
to get Frank to stop sucking his

45. If you want to make a behavior

a) Reward it every tine.
b) First reward it every time
c) Promise something the child
d) Give several reasons why it

of the reasons often.

situation in which

undes i ra ble .

46" Punishment will not be effective unless you:

a) Prevent the child from escaping while you punish him.
b) Throw all of your emotions into the punishment so the

will realize how serious you are.
c) rollow it with a careful explanation of your reasons

punishment.
d) Have tried everything eIse.

a long-lasting habit, you should:

and then reward it
wants very much.
is important and

occasionally.

remind the child

chi ld

for the
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47. The most like1y reason a child misbehaves is because:

a)
b)
c)
d)

He is expressing angry feelings r+hich he often holds inside.
He has learned to misbehave.
He was born with a tendency to misbehave.
He has not been properly told that his behavior is wrong.

48. Which of the f o11or,¡ing is probably most important in helping
a child behave in desirable ways?

a) lo teach him the importance of setf-discipline.
b) to help him understand right and wrong.
c) Providing consistent consequences for his behavior.
d) understanding his moods and feeling as a unique person.

49. À baby often screams for several minutes and gets his parents'
attention. Which of the following is probably the best way
for his parents to reduce his screaming?

a) If there is nothing physically wrong with the child, ignore
his screaming even though the first few times he screams
even louder.

b) Distract Lhe child whenever he screams.
c) Ignore all noises and sounds the child makes.
d) Hone of the above. Babies usually have good reasons for

sc reami ng .

50. How often a behavior occurs is probably mostly controlled by:

a) rhe person's attitude about his behavior.
b) What happens to him at the same time the behavior occurs.
c) What happens to him just before the behavior occurs.
d) what happens to him just after the behavior occurs.



Àppendix G-3

Name

Instructions: Please ansvrer the following questions in terms of
how you presently feel about the program.

1. How satisfied r{ere you with your child's

1234s

Satisfaction Index: Parents

very dis-
satisfied

2. 0n
is

a scale of
excellent,

Date

3. How useful were
your child?

12
not at all
use f ul

mild1y dis-
satisfied

5¿5

1 to 10 where 1 is
how would you rate

4. How useful were program techniques
exercise behaviors?

program techniques

weight-loss program?

mildly sat-
isfied

I

not at all
use f ul

considered very poor and
the program overall?

5. How useful were
choices?

67
very sat-
isfied

1

not at all
use f ul

in promoting

6. How useful were
behaviors?

program techniques

weight loss in

67
very

use f ul

10

1

not at all
use f ul

in increasing your child's

program techniques

1n lmprovrn9

5

7

very
use f ul

your child's food

in improving your

7

very
use f ul

child's eating

7

very
use f ul



7. Which techníques seemed most useful in changing your child's
wei ght-related behaviors?

whv?

7a. Rank order the following techniques in terms of their usefulness
in changing your child's weight-related behaviors. Àssign a '1

to the technique you believe vlas most useful and an I to the
one you think was least he1pful. Assign a 213r415,6 and 7 to
the techniques that fall in between the two extremes in terms
of thei.r usefulness.

Mon i tor i ng/recordi n g_
Leaving food on pLate_ Eat slow instructions

Setting and increasing_
green-food limits

Increasing lifestyle_
activities
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7b. Rate each of the following techniques in terms of their
effectiveness in changing your child's weight-related
behaviors. The same effectiveness rating can be given
to more than one technique.

Traffic tight System_

1=extremely effective
2=quite effective
3=slightly effective

Mon i tor j. n g/recordi ng_
teaving food on plate_

Setting and decreasing_
red-food limits

Setting snack-food_
limits and rules

Setting and increasing_ Setting and decreasing_
green-food limits

activities

8. How demanding

12
not at all
demand i n g

I ncreasing 1i f estyl-e_

4=don't know
5=ineffective
6=very ineffective

Traffic tight System_

Eat slow instructions

did you

3

limits and rules

find your involvement in the program?

4567
very

demandi ng

red-food limits

Setting snack-food_



9. To what extent did your child's
ment in the program disrupt your

1

hi shly
disruptive

1 0. How much

1

nothing
at all

I,lhat have

have you

2

participation and your involve-
family's daily activities?

1'1

learned about

34

you learned?

Would you recommend this program to other
t eena ger s ?

1

not at
all
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weight control

J

12. Did your son/daughter enjoy participating

1

not at
all

7

not at all
disruptive

the program?

7

very much

13. How demanding rvas it for
homework assignments?

f rom

6

1

not at all
demandi ng

14. How closely

12
didn't
follow i t
at all

families with overweight

your son/daughter

15. To what extent

12
not at all

did your child

3

in the study?

6

1

very much

follow

4

to perform the program's

67
very

demandi ng

7

very much

díd your child

34

the weight-loss

J

under sta nd

5

program?

67
very

c 1 osely

the program's procedures?

67
very well



15. Which techniques do you think your child found most useful?

16a. Rank order the following techniques in terms of your child's
opinion of their usefulness. Assign a 1 to the technique you
believe your child found most useful and an I to the one
he/she found least helpful.

Monitoring/recording_ Traffic Light System_

Leaving food on plate_ Eat slow instructions

Setting and increasing_ Setting and decreasing_
green-food limits red-food limits

Increasing lifestyle_ Setting snack-food_
activities limits and rules

16b. Rate each of the following techniques in terms of your child's
opinion of their effectiveness in changing his/her r+eight-related
behaviors. The same effectiveness rating can be appl.ied to more
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than one technique.

1=extremely effective
2=quíte effective
3=slightIy effective

Monitoring/recording_ Traffic Light Systern_

Leaving food on plate_ Eat slow instructions_
Setting and increasing_ Setting and decreasing_
green-food limits

Increasing lifestyle
activities

17

4=don't know
5=ineffective
6=very ineffective

To what extent did you assist your child in doing his/her
homework assignments?

1

not at all

red-food limits

Setting snack-food_
Iimits and rules

7

ve ry
f requently
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18. To what extent did you prompt your child's food-selection
behaviors?

1

not at all

19. To what extent did you model appropriate food-sel-ection
behaviors for your child?

,1

not at all

20. To what extent did you prompt changes in your child's
eating habits?

1

not at all

21. To what extent did you model appropriate eating habits
for your child?

1

not at all

22. To what extent did you prompt your child to increase
his/her activity level?

7

very
f requently

I

not at all

23. To what extent did you model activities for your child?

1234567
not at all very

f requen t 1y

24. To what extent did you use the point system to improve
your child's food-selection behaviors?

7

very
f requen t 1y

7

very
f requently

1

not at all

7

very
f requently

7

very
f requently

7

very
f requen t 1y



25 To what extent did you use the point system to
your child's eating habits?

1

not at all

26. To what extent did you use the point
your child's activiLy levels?

1234
not at all

27. Rank order the techniques you employed with your child in terms
of their usefulness in changing his/her weight-related
behaviors. Àssign a 1 to the technique you believe was most
useful and a 5 to the one you found least helpful. Assign
2,3 and 4 to the techniques that fall in between the two
extremes in terms of their usefulness.
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improve

67
very

f requen t 1y

Ì"lon i tor i ng/recordi ng

Environmental control

27a. Rate each of the techniques you employed with your child in
terms of their effectiveness in changing his/her weight-
related behaviors. The same effectiveness rating can be
applied to more than one technique.

system to

5

r nc rea se

1 =extremely effective
2=quite effective
3=sIightly effective

Mon i tor i ng/rec ordi n g_
Environmental control

67
very

f requently

Prompting_ Modeling

Point system/re inf orcement_

27b. Which of the techniques you employed with your child was most
effective in alLering his/her food-selection behaviors?

27c. Which of the techniques you employed with your child was most
effective in altering his/her eating habits?

4=don't know
5=ineffective
6=very ineffective

Prompting_ Modeling

Point system/reinforcement



27d. Which of the techniques
effective in increasing

27e. How do you think your child felt about having you involved in
his/her weight-control program?

you employed with
his/her activity

27f. }lhich of the techniques you employed (e.g. prornpting, modeling,
point system, etc.) do you think your child found most useful
in changing his/her weight-related behaviors?
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your child ¡+as most
levels?

28. Did the program'
of your child?

12
not at all

29 . l.ias the explanat i on that was g i ven to you
son's/daughter's treatment adequate?

1

not at all
adequate

s techniques meet the specific weight-1oss needs

30. To what extent
in your child'

12
not at all

would you have liked to have been
s weight-loss program?

about your role in your

7

very much

7

very
adequate

more involved

67
very much



3.1. How closely did you f ollow
were given to you?

123
did not
follow them
at all

32. What changes in the program would you recommend ?

the procedures or

330

instructions that

67
very

c 1ose1y



Appendix G-4

Saiisfaction Index : Children

Subjects were initially required to record their opin-
ions of the program on the Satisfaction Index (see below)
after they heard the experimenter read out the questions
and the rating-scaIe categories. However, they found
this task too difficult and as a result procedures had to
be simplified. More precisely, questions were posed in
sinple concrete terms and opinions were determined in a
stepwise fashion. Subjects first had to rate various
aspects of the program as either negative (".g. "hated
it" ), positive (e.g. "liked it"), or neutral (e.g. "don't
know, can't see any difference"). The strength of their
opinions was then evaluated by asking them to indicate
whether they supported these beliefs "a whole Lot" or a
"little bit". The experimenter recorded these responses
on the Satisfaction Index. An example of the interview-
ing process is presented below.

Interviewing process for Question 1 on the Index:

1. The experimenter asked the subject whether s/he hated,
loved, or didn't know how s/he felt about the program.

2. If the subject stated "don't knor+", the experimenter
circled a rr3'r on the form.

3. If the subjecL indicated that he hated the program,
then the experimenter asked "Did you hate it a whole lot
or a little bit?" This question was accompanied by hand
gesLures (".g. hands wide apart for "whole Lot" and clos-
er together for "littIe bit"). If the subject indicated
a "whole Iot", then a "1" !¡as circled on the form. If
s/he stated a "little bit", then a "2" r+as circled.

4, If the subject claimed that s/he liked the program,
then the experimenter asked "Did you like it a whole lot
or a Iittle bit?" If the subject indicated "a whole
lot", then a 5 was circled. if s/he claimed a "little
bit", then a "4" vJas circled.
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Name

Instructions: Please answer the following questions in
terms of how you presently feel about the program.

Satisfaction Index: Children

1. How do you feel about the program?

123
hated it did not do not

like it know

2. How do

1

much
fatter

3. How do

1

very
unhappy

Date

you see yourself now?

23
little same as
fatter before
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you feel about the amount of

23
unhappy don' t care

4. How did you find sticking to program rules?

1234
really kind of do not sort of
hard hard know easy

4
liked it
a little

5. How much weight do you think the

123
none very slight

at all littIe amount

4

litt1e
thinner

5

liked it
very much

weight you have

ll

happy

6. Do you

1

much
!¡or se

5

much
thi nner

lost?

5

very
happy

think the

2

!¡or se

program has made

3

same as
before

program has

4

a fair
amoun t

you look:

4

better

5

realIy
easy

helped you lose?

5

a lot

5

much
better



7. Do you

1

very i Ll-

think the

2

ill

8. Do you think the

12
much a little
more more

program has made

3

same as
before

9. Do you think the program has helped you eat:

1234
much a little same as a little
more more before less

program has helped

3

same as
before

you feel:

4

heal th i er

10. Do you think the program has helped you eat red foods:

12345
much more a little same as a little much less
often more often before less often often

'1'1 . Do you think the program has helped you eat green f oods:

12345
much more a little same as a little much less
often more often before less often often
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you exercise?

4

a little
less

5

much
healthier

12. How often did you use

12
never almost

never

5

much
I ess

'13. Holr did you f eel about
homework assignments?

1

hated it

5

much
less

the techniques I taught you?

3

somet imes

2

did not
like it

your mother helping you

4

of ten

3

do not
know

5

ve ry
often

with your

5

liked it
very much

4

liked it
a little



14. Have other people said you look thinner or better?

Yes No

I f yes, how many?

how often?

15. Would you go through the program again?

Yes No

If no, why not?

16. Woul-d you want your friends to go on a program like yours so
that they could lose weight?

Yes No

l{hy?
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17. which technique did you like the most?

18. Which technigue did you use the most?

'19. i.ihich technique did you not like?

I^ihy?

tihy ?

l,thv ?



Appendix G-5

Name

Rate each of the following statements according to how often it is
true of your son's/daughter's weight-related behaviors.

EATING BEHAVIOR TNVENTORY

1. lty son/daughter carefully watches the quantity of food that
he/she eats.

12345
never or some of about half much of always or
hardly ever the time the time the time almost always

2. uy son/daughter eats foods that he/she believes wí11 aid him/her
in losing r+eight.

Date

1

never or
hardly ever

33s

3. ¡ty son/daughter keeps 1 or

1

never or
hardly ever

2

some of
the time

4. My son/daughter records the type and quantity of food which he/she
eats.

12345
never or some of about half much of always or
hardly ever the time the time the time almost always

5. My son/daughter weighs himself/herself daily.

2

some of
the time

3

about half
the time

2 raw

J

about
the

1

never or
hardly ever

vegetables available

4
much of
the tine

ha 1f
t ime

5

always or
almost always

for snacks.

5

always or
almost always

2

some of
the time

4

much of
the time

3

about half
the time

4
much of
the time

5

always or
almost always



6. My son/daughter refuses food offered to

1

never or
hardly ever

7. Itly son/daughter eats quickly compared

123
always or much of about half

almost always the time the time

2

some of
the time

8. My son/daughter consciously tri
123

never or some of about
hardly ever the time the

3

about half
the time

9. My son/daughter eats at only one

123
never or some of about
hardly ever the time the

him/her by

4

much of
the time

336

others.

'10. My son/daughter uses the same placemat and other utensils for each
meal.

12345
never or some of about half much of always or
hardry ever the time the time the time almost always

to most other people.

45
some of never or
the time hardly ever

es to

ha 1f
t ime

5

always or
almost always

sl-ow down his/her eating rate.

45
much of always or
the time almost always

11. My son/daughter eats and just can't seem to stop.

1234
always or much of about half some of

almost always the time the time the time

place in

ha 1f
t ime

12. My son/daughter eats in

our home.

T

much of
the time

1

always or
almost always

2

much of
the time

5

always or
almost always

the middle of the night.

34
about half some of
the time the time

5

never or
hardly ever

5

never or
hardly ever



13. My son/daughter snacks after supper.

1

always or
aLmost al.ways

1 4. My son's/daughter's emot

12
always or much of
almost always the time

2

much of
the time

15. My son/daughter buys ready to eat snack foods for himself/herself.

12345
always or much of about half some of never or
almost always the time the time the time hardly ever

3

about half
the time

16. My son/daughter leaves food on his/her p1ate.

12345
never or some of about half much of always or
hardly ever the time the time the time almost always

ions cause him/her

3

about half
the time

some of
the time

to eat.

4

some of
the time
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17. My son/daughter watches T.V., reads,
while he/she eats.

12
always or much of
almost always the tine

E

never or
hardly ever

18. If my son/daughter is served too much,
his/her p1ate.

12
never or some of
hardly ever the tine

'19. Generally, while my
table as soon as he/she

12
never or some of
hardly ever the time

5

never or
hardly ever

3

about half
the time

works or does other things

3

about half
the time

son/daughter is
finishes eating.

3

about half
the time

45
some of never or
the time hardly ever

he/she leaves food on

4

much of
the time

at home, he/she

4

much of
the time

5

always or
almost always

Ieaves the

5

always or
almost always



20. My son/daughter keeps a graph of his/her weight.

1234
never or some of about half much of
hardJ.y ever the t ime the t ime the t ime

21. Itty son/daughter eats when he/she is not really hungry.

1234
always or much of about half some of
almost always the time the time the time
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L
J

always or
almost always

5

never or
hardly ever



Name

Rate each of the following
true of your r+eight-related

Eating Behavior Inventory

1. I carefully

1

never or
hardly ever

2. I eat foods

1

never or
hardly ever

3. I keep 1 or

1

never or
hardLy ever

Date

watch the

2

some of
the time

statements according to how often it is
behavi ors.
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quantity of food

3

about half
the time

that I believe will aid me

23
some of about half
the time the time

4. I record the type and

12
never or some of
hardLy ever the time

2 ralw vegetables ava

23
some of about
the time the

that I eat.

tl
2

much of
the time

in losing weight

4

much of
the time

5. I weigh myself daily.

1

never or
hardly ever

ilable for

half
t ime

5

always or
almost always

guantity of food that I eat.

3

about half
the time

snacks.

4

much of
the time

2

some of
the time

5

always or
almost always

3

about half
the time

+

much of
the time

5

always or
almost always

5

always or
almost always

4
much of
the time

5

always or
alnost always



6. I refuse food offered to me by others.

123
never or sone of about half
hardly ever Lhe time the time

7, I eat quickly compared to

12
always or much of

almost always the time

8. I consciously try to slow

12
never or some of
hardly ever the time

9. I eat at only one place in my home.

123
never or some of about half
hardly ever the time the time

most other peopJ.e.

34
about half some of
the time the time

AT

much of
the time

340

1 0. I use the

1

never or
hardly ever

11. I eat and

1

always or
almost always

down my eating

3

about half
the time

q

always or
almost always

same placemat

2

some of
the time

raÈe.

4

much of
the time

5

never or
hardly ever

12. I eat in the

1

always or
almost always

j ust can' t

2

much of
the time

and other utensils for each meaI.

34
about half much of
the time the time

5

always or
almost always

+

much of
the time

seem to stop.

3

about half
the time

middle of

2

much of
the time

5

always or
almost aJ.ways

the night.

3

about half
the time

5

always or
almost always

4

some of
the time

4

some of
the time

never or
hardly ever

5

never or
hardly ever



13. I snack after supper.

I

always or
almost always

14. My emotions cause me

12
always or much of
almost always the time

2

much of
the t ime

15. I buy ready to eat snack foods for myself.

1234
always or much of about half some of
alrnost always the time the time the time

.)
J

about half
the time

to eat.

16. I leave food on my plate.

12
never or some of
hardly ever the time

3

about half
the time

*
some of
the time
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17. I watch T.V., read, work,

12
always or much of
almost always the time

4

some of
the tine

5

never or
hardly ever

18. If I'm served too much, I leave food

123
never or some of about half
hardly ever the time the time

3

about half
the time

or do other

about half
the Lime

5

never or
hardly ever

1 9. Generally,
finish eating.

1

never or
hardly ever

4

much of
the time

5

never or
hardly ever

while I'm at home,

things while I eat.

45
some of never or
the time hardly ever

J

always or
almost always

2

some of
the time

on my plate.

4

much of
the time

I leave the table as

3

about half
the time

5

always or
almost always

soon as I

4

much of
the time

5

always or
almost always



20. I keep

1

never or
hardly ever

a graph of my weight.

21. I eat when I'm not really

12
always or much of
almost always the time

2

some of
the time

22. I store food
closed cabinet.

'1

never or
hardly ever

)
J

about half
the time

hungry.

about half
the time

23. I decide ahead of time

12
never or some of
hardi-y ever the t ime

in containers where

4

much of
the time

2

some of
the time

342

24. Family members

1

always or
almost always

3

about half
the t ime

what I will eaL

3

about half
the time

tr
J

always or
almost always

it is not readily visible or in a

4

some of
the time

25. Friends influence me to

1

always or
al-most always

influence me to eat too much.

2

much of
the time

4

much of
the time

for meals and

4

much of
the time

5
never or
hardly ever

26" I seem to eat more when

12
always or much of
aLmost always the time

3

about half
the t ime

eat more than

aJ
about half
the t ime

I 'm upset.

¿
J

about half
the t ime

2

much of
the time

5

always or
almost always

snacks.

¿+

some of
the time

wish.

4

some of
the time

5

always or
almost always

5

never or
hardLy ever

4

some of
the time

5

never or
hardly ever

5

never or
hardly ever



27. I prepare ãnd serve snack

12
always or much of
almost always the time

28. I serve food by placing i
help themselves to as much as

12
aì.ways or much of
almost always the time

foods to guests

3

about half
the time

343

and my family.

4

some of
the time

t on the table
they want.

?

about half
the time

so that family members can

5

never or
hardly ever

4

some of
the time

5

never or
hardly ever



Appendix G-6

Listed below are a series of Leisure Time Activities. please read
the list carefully and check "yes" in column 2 f.or those activities
which your son or daughter has performed in the last 3 months, and
"no" in column 1 for those your son or daughter has NOT engaged in
during this period. ÀIso, indicate the month or months in which
the activity occurred, the average number of times it occurred per
month, and the amount of time that was spent doing the activity on
each occasion. You can enter this information in columns 3r 4, and
5, respectively. I will be going over your responses with you once
you have completed the questionnaire to get a better idea of your
son's or daughter's leisure time activity level-.
1eve1.

LEiSURE TIME ÀCTIVITiES SUESTIONNAIRE

Le i sure
Activities

walking for
pI ea sure

walking to and
from school

using stairs
when elevator
is available

walking during
schooL break

c r oss-c oun t ry
hiking

back packing

bicycling to
work or for
pleasure

danc i ng

344

Pe r f ormed
Activity
No Yes

Month of
Dec Jan Feb

Àverage #
times per

month

home exercise

health club

Time per
occasion
Hrs. Mins.



jogging and
walking

running

we i ght
liftinq

Per f ormed
Activity
No Yes

water skiing

sailing

canoeing or
rowing in
competition

canoeing or
rowing for
pI ea sure

canoeing on
a camping trip

swimming (at
least 50 ft
at a pool)

swimning at
the beach

scuba diving

snorkel ing

downhill skiing

cross country
skii.ng

snow shoeing

ice (or roller
skat ing )

sledging or
tobogganing

Month of
Dec Jan Feb

Average #
times per

month

345

Time per
occasion
Hrs. Mins.



bowling

vo11eyball

Per f ormed
Act i vi ty Dec
No Yes

table tennis

tennis, singles

tennis, doubles

softball

Month of
Jan Feb

badmi n t on

paddle ball

racket ball

basketball,
non-game

basketball,
game play

touch football

handball

squa sh

soccer

Àverage #
times per

mon th

346

Time per
occasion
Hrs. Mins.

golf: riding
a power cart

golf : walking,
pulling clubs
on cart

mow i ng J.awn
with riding
mot.¡er

mowing lawn
walking behind
por¡er mol.¡er



mo!¡ i ng lat.,n
pushing hand
moI.'er

weeding and
cuLtivating
ga rden

spading,
digging,
filling in
ga rden

rak ing lawn

snow shoveling
by hand

carpentry in
wor k shop

painting inside
of house, in-
cludes paper
hanging

carpentry
outside

painting out-
side of house

fishing from
river bank

fishing in
streanr with
wading boots

other

other

Per f ormed
Àctivily Dec
t'l¡ V¡ ¡¡IV T EJ

Month of
Jan Feb

Àverage #
times per

month

347

Time per
occasion

tr-- r¡: --nr 5 . rYtJ. ll5 ó



Appendix G-7

Parent's Name

Child's Name

CHILD' S WEIGHT HISTORY QUESTiONNÀIRE

Birthdate

He i ght

Skinfold: Right Arm

Circumferences: Neck

in./cm

Child's School

Right Arm

348

We i ght

(mm)

(cm )

Homeroom teacher

Right Wrist

Waist

Nurnber of years in school

Please list your children's age, sex, height, weight, and circle
whether they are overweight, underweight, or average. Include any
children from previous marriages whether they are living with you

Right Thiqh

Date

or not.

Àge Sex i{e i ght He i ght

Sex

Age

(cm )

(cm )

(cm )

1b/ kg

Left Arm

Chest

Left Àrm

(cm )

Left Wrist

Hips

(mm)

Spouse's age

(cm )

(cm )

Left Thigh

Overweight Àverage Underweight

very slightly average very slightly

very slightly average very slightly

very slightl-y average very slightly

very slightly average very slightly

very slightly average very slightly

_lb/kg Height_in. /cm

Grade/Program

Phone

(cm )

(cm )

(cm )

We i ght



349

How would you describe your spouse's weight status? (Circle one)

very s1 i ghtly about sI i ghtly very
underweight underweight average overweight overweight

who lives in your home with you and what is their relationship to you?

Name Relationship

Yearly family income: (Check one)

_ 0-5,000 _ 1 5,000-20 ,000 _ 30 ,000-35,000

_ 5,000-10,000 _ 20,000-25,000 _ 35,000-40,000

_ 10,000-15,000 _ 25,000-30,000 _ 40,000 and over

CHI LD' S I^IEI GHT Hi STORY

1. How would you describe your child's present weight status? (Circle one)

underweight about slightly moderately very
average overweight overweight overweight

2. Hovl many pounds do you think she/he should lose?

_ 1-5 ]b _ 6-10 lb _ 11-15 lb _ 16-20 Ib

_ 21-25 lb _ 26-30 lb _ 31-35 lb _ over 35 Ib



3. Do you
pr ogram?

1

st ron g ly
di sagree

think your child should be involved

23
disagree cannot

say

4. Do you think your child'

12
not a don't

problem know

5. If you don'
the degree to

1

not a
problem

s weight is a problem?

t think your child
which you think it

2

don' t
know

6. Do you think your child's weight presents a health

1234
strongly disagree don't agree
disagree know

in a weight-control

3s0

3

s1 i ght
problem

4

a9ree

7. Do you think your child's weight negatively affects
attractiveness?

's weight is
may become a

3

s1 i ght
problem

1

st ron g Iy
di sagree

4
quite a
problem

presently a
problem in

4
quite a
problem

5

strongly
a9 ree

8. Do you think your child's weight results in
treated by his/her peers?

5
ser i ous
problem

problem, rate
the future.

5

serious
problem

1

st rong 1y
di sagree

2

di sagree

9. Do you think your child's weight results
treated by adults?

1

s t ron gly
di sagree

2

disagree

3

don' t
know

probtem?

5

st rong ly
a9ree

hj.s/her physical

5

st ron gly
agree

being unfairly

5

st rongly
a9 ree

being unfairly

5

st ron gIy
agree

2

di sagree

3

don' t
know

4

agree

him/her

+

a gree

3

don' t
know

in him/her

4

a9 ree



10. when did you first notice that your child might have a weight probJ.em?

1 1 . Has your chi
dieting attempts

Yes

12.

TOPS

tihat types of diet have been tried? (Check

ld been involved in any weight-control programs orin the past?

No

STARVÀTiON

DiET FROM BOOK/MAGAZINE

DTET FROM DOCTOR:

OTHER (Specify)

13. indicate the periods in your chird's life when she/he has been
overweight on the following tabIe. }]here appropriate, list his/her
maximum weight for each period and estimate lhe- numbei of pounds
she/he r+as overlreight. Briefly describe any methods that were usedto help him/her lose r+eight (e.g. diet, pilis, exercise) in that
5-year period and indicate their relativã success. Also, rist anysignificant rife events you feel were related to either your chilã'sgain or loss during these periods (..g. ilrness, stress óf starting
school, death of a relative).

Ï,IEIGHT WÀTCHERS

3 5'1

I^TEÏGHT LOSS CLiNIC

Name:

Age Maximum
We i ght

with an X)

Pi tLS

Birth

0-5

Name:

Pounds Weight-loss
Overweight Methods

6-10

1'1-15

Success or
lack of it
at weight

los s

Significant
events related
to r+eight change



Age Maximum
We i ght

1 6-20

Pounds Weight-1oss
Overweight Methods

14 IS your child

weight gain

weight loss

t5.

currently in a period of: (circle one)

constant weight

Has

Yes

Success or
lack of it
at weight

loss

your child engaged in any dieting

No

a) if yes, how many attempts?

35¿

b) I.tho initiated the last dieting attempt?

Significant
events related
!^ -.-: -L! -L----L9 wCl9lrL Ur¡drr9e

c) What r+as your child's reaction to the last dieting attempt?

d) Was the last dieting attempt successful or unsuccessful?

e) what r¡as the reason for terminating Lhe last diet?

within the past 12 months?

f) On the average, how long does a dieting attempt last?

15. when your child attempts dieting does it cause a strain in your
relationship with him/her?

No Yes How?



'17. Does your child
r+ith an X) when on a

mood i ness

a99ress I veness

depr ess i on

other

experience any of
diet?

tantrums

18. To what extent
your family?

1

not at
all

3s3

the following symptoms (check

crying

19. Do family members ever

Yes

lack of energy

is your child's weight a source of conflict in

20. What do you think is the major cause
condition?

2

mi nor
sourc e

complaining

food stealing

21. To what extent do you
a genetic abnormality?

12
not at only
all slightly

22. 'Io what extent do you
a hormonal imbalance?

irritability

tease your child about being overvieight?

No

3

modera te
source

1

not at
all

4

major
source

of your child's overweight

think your child's weight problem is due to

2

only
sl"ightly

3

about
half

think your child's weight problem is

3

about
ha 1f

4

most 1y
5

completely

4

most 1y

due to

5

completely



23. To what extent do you
a lack of willpower?

12
not at only
al-I slight1y

24. To what extent do you
faulty eating habits?

12
not at only
all slightly

354

think your child's weight problem

34
about mostly
half

25. To what degree do you think
inactivity (lack of exercise) ?

12
not at onl"y
all sI ight1y

think your child's

26. How important is food to your child?

123
not at only average
all slightly importance

3

about half
the problem

your child's

3

about half
the problem

27. To what extent do you
is controllable?

12
not at only
all slightly

If controllable, how?

is due to

5

completely

lleight problem is

a

mostly

weight problem is

4

mostly

due to

5

c omple tely

If not controllable, why not?

think the cause of your

3

about half
the problem

28. To
hi s/her

1

not at
aIl

what extent do you
weight on his/her

2

on 1y
slightly

due to

5

completely

ìT
qui te

important

child's weight problem

think your child
own ?

3

control
half of it

4

mostly
5

compLetely

would be able to control-

4

mostJ.y on
his/her own

5

completely
on his/her

ot,In



355

29, To what extent do you think you contribute to your child's weight
problem?

1

not at
all

How do you contribute?

30. To what extent do you think your spouse contributes to your child's
weight problem?

12345
not at only about half most completely
all slightly of it of it his/her faulr

How does he/she contribute?

only about half most completely
slightly of it of it

31. To what extent do other family members (u.g. siblings, orandparents,
aunts, uncles) contribute to your child's weiqht problem?

1

not at
all

Who?

on 1y
slightly

How do they contribute?

32. How do you think your child would describe his/her weight status?

12345
thin slightIy average slightly fat

underwei ght overwe i ght

33. Do you think your child believes he/she has a weight problem?

Yes No

about half most completeJ.y
of il of it

34. To r+hat extent do you think your child is dissatisfied r+ith his/her
weight?

1234
not dissatisfied slightly quite extremely
at all dissatisfied dissatisfied dissatisfied



35. To what extent do you think your child

123
not at don't slightly
all knor+ wants

35. How motivated do you
weight-control program?

1

not at
all

37. Do you

1

st rongly
di sagree

if you

2

don' t
know

think your child is to

3

s1 i ght ly
mot i vated

think that society

2

disagree

believe it is, in

wants to lose weight?

38. Do you

1

strongly
di sagree

IL

qui t"
interested

3s6

is biased against

become involved

4
qui te

mot i va ted

think that society

2

di sagree

3

don't
know

what way?

5

very
much

in a

5
very

mot i vated

MEDICAL HISTORY

obese children?

4

agree

1. Does your child

Yes

is biased against

3

don' L

know

If yes, what are they?

5

strongly
a9ree

presently have any medical problems?

No

obese adults?

4

a9ree
5

st rongly
a9ree



2. Please list by age any serious iltnesses your child has had which
have not required hospitalizations or operations. À1so, list any
medications that might have been prescribed to treat these problems.

Age Nature of Illness Medication

3. Please list any hospitalizations or operations your child has had.
Indicate the age of your child for each hospital adnrission as well as
any medication he/she may have received in Lhe hospital.

Age Reason for Hospitalization Medication

357

Ì.lere any of these illnesses or operations/hospitalizations accompanied
by weight changes?

Yes No

If yes, which ones?

4. Describe any problems your child has which are complicated by
his/her weight.



5. Is your child presently

Yes No

if yes, please list them
prescribed or not.

Drug

taking any medications?

6. Is your child allergic to any medications, drugs, or foods?

Yes No

and indicate whether they are doctor

Doctor Prescribed

Yes No

If yes, please list:

358

7. Has your child been diagnosed by a
following (check with an X)?

Yes

Yes

Hyperactive Disorder

Lawrence-Moon-Bi edl Syndrome

Von Gierke's Disease

No

No

Prader-i.ti 1J- i Syndrome

0the r

8. To

a)

1

never

what extent does your child exhibit the following behaviors?

Food sneaking"

doctor as having any of the

þ / t'ood

1

never

2

ra rely

stealing.

2

ra rely

Down's Syndrome

Àlstrom's Syndrome

Frohlich's Syndrome

345
occasionally 1-3 times/ severaL

month times a week

Cushing's Syndrome

3

occasionally 1

4

-3 times/
month

56
several da i ly

times a week

6

dai 1y



c) Gorging food.

12
never rareLy

d) Eating unappealing or
(..g. dog or cat food,
sticks of butter, etc

1

never

3

occasionally

What types of unappealing products?

2

ra rely

unappetizing products.
feces, garbage, plaster, rotten fruit,

1

neve r

e) Voracious or

45
1-3 times/ several

month times a week

.)

3

f ) Obsession with refrigerators, f
cupboards.

occasionally 1 -3 times/
month

359

2

ra re Iy

1

never

g)

1

never

ravenous appetite.

3

occas i onal1y

2

rarely

Constant preoccupation with food

23
rarely occasionally

tr

severa I
times a week

Ê.

dai

9. When rvas your child's

6 months ago_ '1

ty

J
occasionally

456
1-3 times/ several daily

month times a week

reezers and/or food-storage

over 2 years ago

6

dai

What is the doctor's name?

J.y

45
1-3 times/ several

month times a week

and eating.

45
1-3 times/ several

month times a week

last physical

year ago

exam

2

bya

years

6

daily

doctor?

a90

6

daily

(check one)



FOOD PRACTICES

1. I.iho prepares the meals f or your child most of the time? (check r,¡ith
an X)

h imse I f /her sel f

si ster

0ther:

2. Who purchases food for your child's meals most of the time?
(check with an x)

h imse 1 f /her sel f

Other:

3. What are your child's favourite foods?

s i ster

father

360

brother grandparent

4. How many formal (sit-down) meals does your child have per day?

5. Does the whole family eat at the same time for each meal?

Yes No

mother

f a ther

brother _grandparent

If not, with whom does the child eat:

Breakfast?

Lunch ?

Dinner?

mother

6. To what extent does your child eat snacks between meals?

never rarely occasional.J.y about half frequently very
the time frequently



7. What do the snacks usually consist of?

B. What time(s) of day does snacking occur?

9. what is your chitd doing while snacking?

10. Àre snacks

Yes

11 Who else in the family snacks betv¡een meals?

readily available lo your child?

No

12. What time(s) of day does their snacking occur?

361

13. What activities are usually accompanied by their snacking?

'14. When eating

Yes

If yes, who generally serves the food?

15. How many helpings of food does your child get at each meal?

a meal is your chiLd served portions of food?

No

16. How long does the average main meal dinner last?



17. To what extent is your child encouraged to "c1ean up" the food
on his/her plate?

1

never

'18. Where are meals usually eaten? (check with an X)

2345
rarely occasionally frequently very

frequently

k i tchen

TV/recreation room bedroom

19. To what extent is your child rewarded r+ith food for being good?

12345
never rarely occasionally frequently very

frequently

20. To what extent is your child's eating restricted as a form of
punishment?

12345
never rarely occasionally frequently very

f requently

21. Does your child eat lunch at school?

dining room_ living room

362

Yes

If yes, where in the school?

If no, where?

22. When your child and friends are together, is it common for the group
to have snacks?

other

NO

Yes

23. When going to a movie, is your child given treats or money for treats?

1234s
never rarely occasionally frequently very

f requen t 1y

No



24. l.ihen out shopping,

12
never rarely

25. Àre mealtimes an important time or sociaL event

Yes No

I f yes, how?

do you stop for snacks?

34
occasionally frequently

26. How important are food and food-related activities to your family?

1234s
not at only slightly about average quite veryall important importance important important

27. How often does the family eat their mears at a table with a furl
place setting?

353

I

never

28. How

I

never

2

occasionally

5
ve ry

f requently

for your family?

often do you

2

29. Horl often do you discourage your child

123
never occasionally half the

t ime

occasionall-y

encourage your child to

3

half the
t ime

30. How

1

never

often do you

2

3

half the
t ime

4
f requen t 1y

eat?

occasionally

encourage your child to

4

f requen t 1y

5
very

f requently

from eating?

4

frequently

3

half the
t ime

5
very

f requently

eat more quickly?

4

frequently

tr

very
f requen t 1y

5
very

f requen t 1y



31. How

1

never

often do you

2

32. Horq

1

very
slow

33. How

1

never

occasionally

encourage your child to

would you describe

2

slow

3

half the
t ime

your child's

3

ave ra ge
speed

often does your spouse encourage

23
occasionally half the

t ime

34. How often

1

neve r

364

slow his/her eating?

4

f requen t 1y

eating rate?

4
fa i rIy

f ast

your child to eat?

At
f requen t 1y

35. How often does your spouse encourage your

123
never occasionally half the

t ime

does your spouse discourage your child

234
occasionally

5

very
frequently

36. How often does your spouse
eat ing?

12
never occasionally

half the
t ime

37. How often do other fami]l members (brothers, si.sters, grandparents)
encourage your child to eat?

5

very
fa st

1

never

5

very
f requently

f requently

from eating?

encoura9e your

3

half the
t ime

child to eat more quickly?

45
frequently very

f requently

child to slow his/her

Who in particular?

2

occas i ona1ly

5

very
frequently

4
f requently

half the
t ime

5

ve ry
f r equent 1y

4

f requently
5

very
f requen t 1y



38. How often do other family members discourage your child from eating?

never occasionally half the frequently very
time frequently

1

Who in particular?

39. How often do other famiJ.y members encourage your child to srow
his/her eating?

never occasionally half the frequently very
t ime frequently

Who in particular?

40. How'often do other family members encourage your child to eat
more quickly?

12345
never occasionally half the frequently very

35s

Who in particular?

ÀCTIVITY PRÀCTICES

1" How often does your child engage in sports activities?

never rarely occasionally 1-3 times/ once a severaL daily
month week times a week

2. Do other family members engage in regular sports activities?

Yes No

t ime

i f yes, who?

.^l4nat Klnd f

3. What time does your child get up in the morning?

4" What time does your child go to bed in the evening?

frequently



366

5. How many hours per day does your child spend watching T.V.?

6. Hol many.hours per day does your child spend reading or looking at
book s/magaz i nes ?_hr s . /day

7. Does your child know how to do any of the following activities?(Ii yes, check with an X)

ride a bike

swim

_r ol l er-s ka te

_ice skate

_snow shoe

0thers:

B. Is your child involved in Special Olympics?

Yes No

cross country ski

weight lift

if yes, how often does he/she attend meetings?

Þlay floor hockey

play badminton/tennis

ÞIay ice hockey

9. How close is the nearest playground or recreational centre?

Hor,¡ f requently does your chi ld go there?

10. r'lhen your child gets together Ì,¡ith friends, what kind of activity
does the group usually engage in?

11. Does your child ever walk to the store to carry out errands?

12345
never rarely occasionally frequentty very

f requently

t imes/month

t imes/month



367

12. Does your child engage in any of the following household activities?(check with an X)

_take out the garbage

walk to the mai.lbox

Other:

vacuum

13. How would you describe your child's general activity revel?(circle one)

1

very
inaclive

'14. How often do you encourage your child to become more active?

12345
never rarely occasionally frequently very

f requen t 1y

15. How often do you discourage your chird from becoming more active?

12345
never rarely occasi onalIy frequentLy ver!

frequently

16. Do you have any concerns about your child becoming more active?

Yes No

2

inactive

mow the lawn

shovel snow

{

avera9e

carry 1n grocerles

If yes, why?

4
qui te
active

17. Does your child have physical problems that would prevent him/her
from becoming more active?

Yes No

5
very

active

if yes, what are they?



'18. How often do other family members encourage your child to become
more active?

,1

n ever

19. How often do other family members discourage your child from becoming
more active?

2345
rareJ.y occasionally frequently very

frequently

I

never

Who in particular?

20. How often do you engage in physical activities with your child?

12345
never rarely occasionally frequently very

freguently

21, How often do other family members engage in physical activities
with your child?

12345
never rarely occasionally frequently very

frequently

2345
rarely occasionally frequently very

f requen t 1y

368

Who in particular?

22. How motivated do you think your child is to increase his/her
activity leve1?

1

not at
al1

2

don' t
know

3

s1i ghtJ.y
motivated motivated motivated

T

qui te
5

ve ry



Appendix G-8

Name

Family position:

fa ther

PERSONAL WEIGHT HISTORY

Birthdate

Address :

(check one)

mother

Height:

Skinfold: Right Arm

QUESTIONNAiRE

Date

Circumferences: Neck

aunt/uncle

359

in./ctn

Right Àrm

BACKGROUND INFORMÀTION

Àge:

Ri ght l{r i st_
Waist

(mm)

(cm )

(cm )

Phone:

Present Occupation:

daughter

Weight:

How long at this job?

Right Thigh_

grandparen t

Left Arm

Chest

Ethnic 0rigin:

Sex: M F

Circle the last year of

12345678
Grade School

Other:

(cm )

(cm)

(cm )

Left Arm

rb/ kg

Left Wrist

Hi ps

Number of years married (or common law) to present spouse: years

Left Thigh

(mm )

(cn )

school attended:

9101112 1

High School

(cm )

(cm )

(cm)

(cm)

234M.A.Ph.D.
Co1 lege



YearIy income:

0-5,000

5,000-10,000

'10,000-15,000

Is your father living? yes

Father's age no$r:_ or age and cause of death:

Describe your father's occupation:

I s your nother l iving?_yes

1 5 ,000-20 ,000

Mother's age now:

20 ,000-25 ,000

25 ,000-30 ,000

No

Describe your mother's occupation:

WEIGHT HiSTORY
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1. How would you describe your present weight

123
very slightly about

underweight underweight average

30,000-35,000

35 ,000-40 ,000

40,000 and over

or age and cause of death:

2. How

1

very

No

dissatisfied are you

di ssat i sf ied

3. Do

if

2

moderately
dissatisfied

you want to lose weight?

4. Do you think your weight

12
strongly disagree
di sagree

yes, how many pounds?

with the vray you

3

neut ra l

status? (circle one)

Aa

s1 i ght Iy
ove rwe i ght

look at this

4

modera tely
satisfied

NoYes

5

very
overwe i ght

weight?

5

completeJ.y
satisfied

presents a

3

don' t
know

health problem?

4

agree
5

s t ron gly
agree



5. Do you think your weight negatively affects
attractiveness?

1

strongly
disagree

6. Do you

'1

st ron gly
di sagree

2

disagree

think overweight

2

d i sa gree

7. Have you ever been involved
dieting attempts?

Yes

3

don' t
know

If yes, when?

persons are discriminated against by society?

371

your physical

4

a9ree

B. l.ihat types of diet have

3

don' t
know

in any

NO

NONE

STARVATI ON

PRESCRIBED DIET

OTHER (specify)

9. Do the attitudes or behaviors
weight loss or gain?

Yes No

weight-control programs or

TOPS

4

agree

5

strongly
agree

you tried? (check with

WEIGHT WÀTCHERS

WEiGHT LOSS CLINIC

DIEl FROM

If yes, please describe:

5

strongly
a gree

10. indicate periods in your
the following tab1e. Where
for each period and estimate
( if any). Briefly describe
( u. g. diet pi 11s, diet , etc .
AIso, list any significant l
either your gain or loss dur
family, etc. ) .

BOOK/MAGAZINE

an X)

of other family members affect your

DOCTOR

Life when you have been overweight on
appropriate, list your maximum weight
the number of pounds you v¡ere overweight

any methods that you used to lose weight
) in that 5-year period and their success.
ife events you feel were relevant to
ing these periods (e.g. illness, death in



Age Maximum
we i ght

0-5

5-10

'10-15

1 5-20

20-25

25-30

30-35

35-40

40-45

45-50

50-s5

5 5-60

60+

Pounds Weight-loss
overweight methods

Successful
Yes No

372

Significant
events related

to weight change

1 1. How do you

1

no effect

12. How physically active are

feel your weight affects your daily

23
some frequently

ef fect interferes

1

very
inactive

2

inactive

you? (circle one)

34
average aclive

activities?

4
very frequently

interferes

5

very
active



13. What do y

Activity
danc i ng ,

ou do for physical

(".g. swimming,
jogging, etc. )

14. Describe your f ather's þ¡eight while you vrere gro!¡ing up.(circle one)

activity and hor+ often

Frequency ( da i ty ,
weekly, monthly)

12
very slightly

underweight underweight

15. Describe your mother
(circle one)

12
very sl ightly

underweight underweight

373

do you

16. Please Iist your brothers'
height (estimate these values),
underweight, or average.

Age Sex Weight Height

do It I

3

about
avera9e

's weight while you

3

about
ave rage

4

slightly
overwe i ght

were growing up.

4

slightly
overwe i ght

and sisters' ages,
and circle whether

Overwe i ght
very slightly

5
ve ry

overwe i ght

sex, present weight,
they are overweight,

Average Underweight
weight slightly very

5

ve iy
overwe i ght



'f7. tiow important were food-related activities
you !¡ere growing up?

123
not at all slightly average
important important importance

18. Please describe your family's attitudes toward food and eating
while you v¡ere growing up.

19. What do you think is the major cause of being overweight?

20. Hor+ important are eating

12
not at aIl slightly
important important

374

to your family while

4
qui te

important

21. Please indicate the degree
following statements.

a) whether i gain, lose,

12
strongJ.y
di sagree

and food-related activities in your life?

345
average qui te very

imporLance important important

5

ve ry
important

b) Being the right weight

12
strongly
di sagree

to which you agree or disagree with the

c) Ho matter what I intend to do, if I
the same in the near future, it is

123
strongly
d i sagree

or

3

maintain my

4

is largely a

weight is entirely up to me.

55
strongly

a gree

matter of good

5

gain or lose
just going to

4

fortune.

weight, or stay
happen.

s6
st r ongly

aqree

6

strongly
a 9ree



d) If I eat
my weight in the

1

strongly
disagree

properly, and get
way I desire.

)?

MEDiCÀL HISTORY

'1 . I.ihat are your present medical problems?

enough exercise and

4

2. Àre you on any medicat

If yes, what are they?

3. Please list any serious physical and/or
had. ÀIso, indicate the age when these i1

Nature of illness

375

rest,

5

I can control

6

strongly
a9r ee

ions? Yes

4. Please describe
by your weight.

NO

emotional problems you have
Inesses occurred.

Age

any medical problems you have which are complicated



Appendix H

CALCI'LATTONS FOR WEIGHT-RELATED, SKINFOLDe AND
ANTHROPO}fETRI C MEASTTRES
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Appendix H-1

Formulas for Weioht-Related Measures

Absolute Weight Loss =

Weight in kg at time 1- I^ieight in kg at time

Percent Body Weight Lost =

Percent Overweight = [1 - Actual weight
a

Change in Percent Overweight

lweigtrt at time 1

317

Weight J-ost in kq

WeÍght at time 1

I deal

Percent Change in Overweight

Iweigtrt at time 1

weÍght at time

Ideal weight

Ideal weight at

x 100

Weight at time 2

x 100

Ideal weight at time 2

Body Mass Index =

Weight in kg

time 1

Status =

Weight at time 2

Weight at time 1

(Heigirt in meters)

ideal weight at time 1

Ideal

I x loo

weight at time

I x loo



Edward's lleight Index =

Actual Weight Normed Weight

Àctual- Height

Idea1 weight for persons 18 years and younger were determined
from weight for height, sex, and age tables (Hami11 et aI.,
1979). For participants over 18 years of age, ideal weights
were calculated by taking the midpoint of medium-frame
desirable weight cited in the Metropolitan height for weight
tables (Metropolitan life Insurance Company, 1983).

weight/height ratios for the 95th percentile were obtained
from Edwards (1978). Edwards recommends the 9Sth percentile
as an appropriate criterion for evaluating the progress of
obese children in treatment programs.

Normed Height

378



Appendi x H-2

Pr oc edures
Skinfolds

Proc edur e s

Enployed to Measure

(1) The measurement site was on the posterior midline of
the upper arm, halfway between the acromion and olecranon
processes. This site was located with a tape measure and
marked with a felt pen.

(2) The skinfold was firmly grasped by the thumb and fore-
finger of the left hand and pulled away from the underly-
ing muscle. During this procedure, the subject's arm was
relaxed and hanging vertically and care vras taken to
ensure that the triceps muscle was not pinched up with the
fat fo1d.

(3) The caliper was held perpendicular to the skinfold by
the right hand with the skinfold dial up. It was placed
approximately 1 cm away from the thumb and forefinger.

(4) The dial was read approximately 3 seconds after the
caliper had been released.

(5) A minimum of three measurements r+as taken for each
subject. Àdditional measurements were performed if values
were found to vary by more than 5%. Readings were sepa-
rated by at least 20 seconds to al1ow the skinfold site to
return to normal. Skinfold calculations were based on the
average of the first three consecutive eval-uations that
did not differ by more than 5%.

(6) Measurements were not taken when subjects appeared
overheated and/or their skin was moist.

Sub'jects' Riqht Tricep

379

(7) Skinfold measurements were compared to normative val-
ues for subjects' age, sex, and race (norms from the
National Center for HeaIth Statistics, cited in Nieman,
1 986 ) .



Appendix H-3

Mea suremen L

Neck girth:

Sites for Body Circumferences

Àrm girth:
( relaxed )

The perimeter of the neck taken immediately superior
to the larynx. During this measurement, the subject
was standing erect and facing forward.

The perimeter of the arm taken at the mid-acromiale-
radiale distance. During this measurement, the sub-
ject was standing erect v¡ith relaxed arm hanging by
the side.

The perimeter of the chest taken at the horizontal
level of the marked mesosternaLe. During this
measurement, the subject was standing erect and
facing forward with arms slightly abducted to per-
mit the measuring tape to be passed around the chest.
The reading vras obtained at the end of a normal
expiration.

The perimeter at the level of the waist narrowing
located approximately half way between the costal
border and the illiac crest.

Chest girth:

Waist girth:

Hip girth:

380

Thigh girth:

The perimeter at the level of the greatest posteri.or
protuberance and at approximately the symphysion
pubis level anteriorally. The subject during this
measure was standíng erect vrith his/her feet together.
S/he was also asked to not Lense the gluteal muscles.

The perimeter of the thigh at a level of approximately
2 cm belovr the gLuteal line or the arbitrary join of
the gluteal muscle protuberance with the thigh. This
measurement was taken with the subject standing erect,
legs slightly parted, and weight equally distributed
on both feet.



Appendix I

SOCIAL VALIÐATION PROCEDI'RES
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Àppendix I

Three independent judges ('1 maIe, 2 females) were used
to rate subject's weight status and physical attractive-
ness. They were recruited from a group of individuals who
volunteered to work with hearing-impaired and learning-
disabled persons. They were unav¡are of the study's pur-
pose and research design. At the beginning of the ses-
sion, they were told that the experinenter was interested
in determining the factors that influence individuals'
perceptions of weight status and physical attractiveness,
and how these factors may vary in different age groups.
The judges were then given a brief description of rating
procedures and trained in the use of the Social Validation
Index (see below). They were informed that they would be
evaluating the weight status and physical attractiveness
of persons presented in two series of photographs. The
various scales on the rating form were discussed and the
judges were asked to evaluate three pairs of sample photo-
graphs.

Àfter the judges were familiar with the rating proce-
dures, they were shown the first series of photos. This
series contained pre and posttreatment pictures of the 5

teenagers who participated in the program as well as the
one who dropped out of therapy. It also included dupli-
cate photographs of 4 individuals (2 adolescents, 2 young
adults) who did not participate in the study. Twenty sets
of photos were presented randomly to each judge. Each set
consisted of a photograph taken from a side view placed
next to one taken from a frontal perspective. Judges were
exposed to each set for approximatel-y 60 seconds or until
they had completed the rating scales on the first page of
the Social Validation Index. À separate rating form was
used for each exposure.

During the second series, each presentation consisted
of two sets of photographs. Subjects' posttreatment side
and frontal view photographs were placed to the right of
their pretreatment side and frontal view photos. The
judges were asked to compare the photos on the right with
those on the left and complete the rating scales on the
second page of the Social Validation Index. The 10 double
sets of photographs $¡ere presented randomly and their
exposure time rvas approximately 100 seconds. They con-
tained the same photographs as those used for the first
ser i es.

There lrere no discrepancies in judges'ratings of the
duplicate photographs. SimilarIy, judges did not detect
any differences when these photographs were directly com-
pared during the second series.

382



Name:

Exposure I ( 20

Photo Number

SOCIAL VÀLIDÀTION INDEX

Rate each of the photos according Lo the following:

sets )

1. Person's weight status

123456'1
thin slightJ.y average slightly mildLy moderately very

underweight weight overweight obese obese obese

Date:

2. Estimate

under 90

383

90- 99

1 00-1 09

1 10-1'19

of his/her weight

3. Person's physical attractiveness

123455
very average
unattractive attractiveness

120-129

'130-'139

1 40-1 49

'1 50-'1 59

in pounds

1 60-1 69

17 0-17 9

1 80-1 89

190-199

4. Person should go on a weight-loss program

12345
strongly disagree slightly cannot slightly
di sagree di sagree say agree

5. If the person should J.ose weight, then how much?

1 -5 lbs. 6-1 0 1 1 -1 5 16-20 21-25 26-30

200-209

210-219

220-229

over 230

9
very

attractive

5

a9ree
7

strongly
a gree

over 3 1



Exposure II (10 sets)

Photo Number

Rate each pair of photos according to the following:

1. vieight

In conparison to the first photo, in the second photo the person
appears:

1234567
much moderately slightly no slightly moderately much

thinner thinner thinner di fference heavier heavier heavier

2. Physical attractiveness

In comparison to the first photo, in the second photo the person
appears:

1234
much moderately slightly no
less less less di f ference
attractive

384

3. Need to lose weight

In comparison to the first
appears:

123
much moderately slightly
less less less
need need need

4, Rate the weight status of the person in the second picture

1234557
thin slightly average slightly mildly moderately very

underweiqht weight overweight obese obese obese

567
sIightly moderately much

more more more
attractive

photo, in

4

no
di f ference

the second photo the person

567
slightly moderately much
greater greater greater

need need need



Appendix J

FOLLOW-UP CIT'ESTI ONNAI RES AND TESTS
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Àppendix J-1

Name:

Please ansvrer the following questions in terms of your
present opinions about your chiJ.d's weight, food, and
activity behaviors and the factors that contribute to
his/her weight condition. In answering the questions
take into account his/her present weight status and
behavior patterns as well as your and your family's cur-
rent approach to weight-related issues.

FOLLOW-UP TREATMENT QUESTIONNAIRE

1. How would you describe your child's present weight status?
(circle one)

12345
underwe i ght about sl i ghtly moderateli¡ very

average overweight overweight overweight

2. Do you think your chiLd's weight is presently a problem?

12345
not a don't stight quite a serious

problem know problem problem problem

3. Do you think your child's current weight presents a health
problem?

Date:

386

I

strongly
di sagree

4. Do you think your child's present weight negatively affects
his/her physical attractiveness?

2

di sagree

1234
strongly disagree don't agree
disagree know

5. To what extent do you think the cause of your
probJ.em is controllable?

3

don' t
know

12
not at only
all slightly

tf controllabIe, how?

4

agree

If not controllable, why not?

5

st rongly
agree

3

half of
of it

5

st rong ly
a9ree

child's weight

5

completely
4

mostly



6. To what extent do you
his/her weight on his/her

,1

not at
all

7. How important is food to your child?

2

on J-y

s1 i ght 1y

1

not at
all

think your
own ?

3

control
half of it

8. To what extent does your child eat snacks between meals?

never rarely occasionally about half frequently very

2

on 1y
slightly

child would be

4
mostì.y on
his/her own

the time

What do the snacks usually consist of?

9. What time(s) of day does snacking occur?

38"1

able to control

5

completely
on his/her

OÌ,¡n

3

a vera 9e
impor ta nc e

10. lthat is your child doing while snacking?

11. Àre snacks

Yes

4
qui te

important

12. Who else in the famiLy snacks between meals?

readily available to your child?

No

13. what time(s) of day does their snacking occur?

14. What activities are usually accompanied by their snacking?

frequently

15. When eating

Yes

If yes, who generally serves the food?

a meal is your child served portions of food?

No



'16. How many helpings of food does your child get at each meal?

17. How long does the average main meal dinner last?

18. To what extent is your child encouraged to "clean uprr the food
on his/her plate?

never rarely occasionally frequently very
frequently

.19. Ì.?here are meals usually eaten? (check with an x)

k i tchen

20. Hor+ many formal (sit-down) meals does your child have per day?

TV/recreation room

21. When your child and friends are together, is it common for the
group to have snacks?

388

22. When going to a movie, is your child given treats or money for
treats?

1234s
never rarely occasionally frequently very

f requently

23. When out shopping, do you stop for snacks?

Yes

dining room

bedroom

No

never rarely occasionalLy frequently very
f requen t 1y

J"iving room

other
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24. To what extent is your child rewarded with food for being
good?

12345
never rarely occasionally frequently very

f r equent 1y

25. To what extent is your child's eating restricted as a form
of punishment?

12345
never rarely occasionally frequently very

frequently

26. To what extent is your child's weight a source of conflict
in your family?

1

not at
all

27. Ðo family members tease your child about being overweight?

never occasionalLy haLf the frequently very
time frequently

28. How important are food and food-related activities to your
tamlly I

12345
not at only slightly about average quite very
all important importance important important

29. How often does the family eat their meals at a table with a
fu11 place setting?

2

mi nor
sourc e

3

moderate
sourc e

never occasionally half the frequently very
time frequently

30. How often do you encourage your child to eat?

T

major
sourc e

never occasionally half the frequentLy very
time f requently

31. How often do you discourage your child from eating?

never occasionally half the frequently very
time frequently



32. How often do you encourage your child to eat more quickly?

never occasionally half the frequently very
time frequently

33. How often do you encourage your child to slow his/her eating?

never occasionally half the frequently very
time frequently

34. How would you describe your child's present eating rate?

very slow average fairly very
slow speed fast fast

35. Hovr often does your spouse encourage your child to eat?

never occasionally half the frequently very
time frequently

36. How often does your spouse discourage your child from eating?

390

never occasionally half the frequently very
t ime frequently

37. How often does your spouse encourage your child to eat more
quickly?

12345
never occasionally half the frequently very

time frequently

38. Holl often does your spouse encourage your child to slow his/her
eating?

12345
never occasionally half the frequently very

t ime frequently

39. tlow often do other family members (brothers, sisters,
grandparents) encourage your child to eat?

12345
never occasionally half the frequently very

Who in particular?

t ime f requent 1y
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40. Hor+ often do other family members discourage your child
from eating?

12345
never occasional.ly half the frequentì.y very

I.tho in particular?

41. How often do other family members encourage your child to
slow his/her eating?

12345
never occasionally half the frequently very

I,tho in particular?

42. How often do other family members encourage your child to
eat more quickly?

t ime

never rarely occasionally frequently very
f requently

ACTTVITY PRACTiCES

t ime

1. How often does your child engage in sports activities?

f requen t 1y

never rarely occasionally 1-3 times/ once a several daily
month week times a week

2. Do other family nembers engage in regular sports activities?

Yes No

f requently

If yes, who?

What kind?

3. What time does your child get up in the morning?

4" What time does your child go to bed in the evening?

5. Hor+ many hours per day does your child presentLy spend watching

T.V. ? hrs. /day



6. How many hours per day does your child presently spend reading or

looking at books/magazines?

7. Does your child ever walk to the store to carry out errands?

never rarely occasionally frequently very
f requen t 1y

8. Does your chiLd engage in any of the following household
activities? (check with an x)

take out the garbage

walk to the mailbox

vacuum

Other:

9. How would you describe your child's present general activity
levei I

12345
very inactive average quite very

inactive active active

10. How often do you encourage your child to become more actÍve?

392

hrs. /day

never rarely occasionally frequently ver!
f requen t Iy

11. How often do you discourage your child from becoming more
active?

12345
never rarely occasionally frequently ver!

f requently

12. How often do other family members encourage your child to
become more active?

mow the lawn

shovel snow

carry rn grocerles

never rarely occasionally frequently very
f requen t 1y
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13. How often do other family members discourage your chitd
from becoming more active?

12345
never rarely occasionally frequently very

f requent 1y

l^tho in particular?
.14. How of ten do you

12
never rarely

15. How often do othe
with him/her?

engage in physical activities with your child?

345
occasionally frequently very

frequently

r family members engage in physical activity

never rarely occasionally frequently very
frequently

Ì.7ho in particular?

15. How motivated do you think your child is presently to increase
his/her activity 1evel?

not at don't slightly quite very
all know motivated motivated motivated



Appendix J-2

Name

FolIow-up Satisfaction

Instructions: Please answer the
how you presently feel about the
questions take into account your
behavíor patterns.

1. How satisfied are you presently with the results of your child's
weight-1oss program?

,1

very dis-
satisfied

I ndex : Parents

Date

2.0n a scale of 1 to'10 where 1 is considered very poor and 10
is excellent, how would you rate the program in terms of it
providing your child with long-term weight-control skilIs?

234
mildly dis-
satisfied

following questions in terms of
program. In answering the various
child's present weight status and

394

3. To what extent does your
his/her weight?

123
not at all

5

mi1dly sat-
isfied

4. How useful have
weight loss or

12
not at all
use f ul

5. How useful have
in your child's

12
not at all
use f ul

child presently

4

program techniques
weight maintenance

7

very sat-
isfied

have control over

program techniques been in maintaining increases
exercise behaviors?

been in promoting continued
in your child?

557
ve ry

use f uI

67
very

much so

67
very

use f ul



6. How useful have
improvements in

12
not at all
use f uI

7. How useful have
improvements in

12
not at all
use f ul

program techniques
your child's food

8a. Rank order the following techniques in terms of their usefulness
in maintaining your child's weight-related behaviors. Àssign a 1

to the technique you believe is most useful and an I to the
one you think is least helpful. Assign a 213r41516 and 7 to
the techniques that fall in between the two extremes in terms
of their usefulness.

Monitoring/recording_ Traffic Light System_

Leaving food on plate_ Eat slow instructions_
Setting and increasing_ Setting and decreasing_

395

been in maintaining
choices?

program techniques
your child's eating

been in maintaining
behavi ors?

green-food limits

Increasing lifestyle_ Setting snack-food_
activities

7

ve ry
use f ul

8b. Rate each of the following techniques in terms of their
effectiveness in maintaining improvements in your child's
weight-related behaviors. The same effectiveness rating
can be given to more than one technique.

'1=extremely ef f ective
2=quite effective
3=slightly effective

Mon i tor i ng/recordi ng_

7

ve ry
use f uI

red-food limits

teaving food on pJ-ate_ Eat slow instructions_
Setting and increasing_ Setting and decreasing_

limits and rules

green-food limiLs

Increasing lifestyle_
activities

4=don't know
5=ineffective
6=very ineffective

Traffic Light System_

red-food limits

Setting snack-food_
limits and rules



9. How much of
learned from

1 ''tIL

noth i ng
at all

the information
the program do

3

10. Wou1d you still recommend this
overweight teenagers?

1

not at
all

about weight control
you remember?

1 1 . How closely has
program?

1

hasn't
followed i t
at all

396

that you have

12a. Rank order the following techniques in terms of your child's
present opinion of their usefulness. Àssign a 1 to the technique
you believe your child finds most useful and an I to the
one he/she f inds least helpful. Assign a 213141516 and 7 to
the techniques that fall between the two extremes of usefulness.

program to

5

your child

3

other

been followinq

7

very much

Mon i tor i n g/rec ordi n g_

families with

Leaving food on pl-ate_ Eat slow instructions_
Setting and increasing_ Setting and decreasing_
green-food limits

the weight-control

Increasing lifestyle_
activities

7

very much

Traffic tight System_

7

very
c lose 1y

red-food limits

Setting snack-food_
limits and rules
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12b. Rate each of the following techniques in terms of your child's
present opinion of their effectiveness in controlling his/her
weight. The same effectiveness rating can be applied to more
than one technique.

1=extremely effective
2=quite effective
3=slightly effective

Moni tor ing/recording_

Leaving food on plate_ Eat slow instructions_
Setting and increasing_ Setting and decreasing_
green-food limits

Increasing lifestyle_
activities

12c. Rate each of the folLowing techniques in terms of the
frequency with which your child uses them. The same frequency
rating can be applied to more than one technique.

4=don't know
5=ineffective
6=very ineffective

1 =never
4=f requently

Traffic Light System

Mon i tor ing/recording_

Leaving food on plate_ Eat slow instructions_
Setting and increasing_ Setting and decreasing_

red-food Iimits

Setting snack-food_
limits and rules

green-food limits

2=rarely 3=occasionally
5=very frequently

Increasing 1i festyle_ Setting snack-food_
activities Limits and rules

13. To what extent have you been prompting your child's food-selection
behaviors?

1

not at all

Traffic tight System_

red-food limits

7

very
f requen t 1y



14. To what extent have you been modeling appropriate food-selection
behaviors for your child?

1

not at all

15. To what extent have you been prompting changes in your child's
eating habits?

12
not at all

16. To what extent have you been modeling appropriate eating habits
for your child?

1234567
not at all very

f requen t 1y

17. To what extent have you been prompting your child to increase
his/her activity 1evel?

123
not at alL
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18. To what extent have you been modeling activities for your child?

7

ve ry
frequently

1

not at all

19. To what extent have you been using the point system to improve
your child's food-selection behaviors?

1234557
not at all very

frequently

20. To what extent have you been using the point system to improve

7

ve ry
f requently

your child's eating habits?

123
not at all

7

ve ry
f requen t 1y

very
f requen t 1y

7

very
frequently



21 " To what extent have you been using the point system
your child's activity levels?

not at all

22. Rank order the techniques you have been employing with your
child in terms of their usefulness in maintaining improvements
in his/her weight-reLated behaviors. Àssign a 1 to the technique
you believe is most useful and a 5 to the one you find least
helpful. Àssign 2,3 and 4 to the techniques that fall in
between the two extremes in terms of their usefulness.

Mon i tor i n g/rec ordi n g_
Envi ronmental control

23a. Rate each of the techniques you have been employing with
your child in terms of their effectiveness in maintaining
improvements in his/her weight-related behaviors. The same
effectiveness rating can be applied to more than one technique.
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1=extremely effective
2=quite effective
3=slightly effective

Mon i toring/recording_

Environmental control

to increase

7

ve ry
f requentJ.y

Prompt i ng

Points system/reinf orcement

23b. which of the techniques you have been using with your
child is most effective in maintaining improvements
in his/her food-selection behaviors?

Modeling

4=don't know
5=ineffective
6=very ineffective

23c. Which of the techniques you have been
child is most effective in maintaining
in his/her eating habits?

Prompting_ Modeling_

23d. which of the technigues you have been
child is most effective in maintaining
in his/her activity levels?

Points system/re i nf orcement

using with your
i mpr oveme n t s

using with your
i mpr ovemen t s



24. How well did the program prepare your child
control over his/her weight?

12345
not aL all

25. How closely have
that were given

12
did not
follow them
at all

26. How well did the
maintain control

you been following the procedures
to you during the program?

'1

not at all

27. What changes in the program
improvements in your child's

for maintaining
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program prepare you to help your child
over his/her weight?

67
very weLl

would you recommend to maintain
wei ght-related behaviors?

7

very
c lose 1y

7

very well



Appendix J-3

Fol lor+-Up Tests

1. Obesity in most young persons is due to:

a) hormone problems
b) genetic disorders
c) faulty eating and exercise
d) physical disease.

2. The weight-control program your

a) changes in food-selection
b) changes in exercise habits
c) changes in eating habits
d) all of the above.

3. Lifestyle activity programs:

1 to3

FOLLOW-UP TEST '1

a) encourage persons to engage in or increase their participation
in everyday activities

b) emphasize aerobics
c) demand that people go to exercise classes
d) provide individuals with a set schedule of exercises

to be carried out at certain times of the day.

4. Improving a person's eating habits involves training him/her to:

401

habits

child is enrolled in emphasizes:

habi ts

a) eat all the food on his/her plate
b) limit eating to the kitchen
c) eat a number of small snacks
d) chew rapidly.

Prompt i ng :

a) rewards your child for performing desired eating behaviors
b) informs your child that he/she should carry out a weight-

control behavior
c) is limited to verbally instructing your child on how to

handle food situations
d) punishes your child's inappropriate eating behaviors.

6. In prompting your child, you should:

a) initially use only one type of pronpt
b) ensure that he/she is paying attenlion
c) avoid giving rewards for good performance
d) avoid giving feedback.



7, You can prompt your child to leave food on his/her plate by:

a) providing him/her with a smaller plate
b) giving him/her a larger serving
c) putting a pink slip (leave food slip) by his/her place

setting
d) having him/her sit at a different place at the tab1e.

8. With modeling, your son/daughter learns weight-control
techniques by:

a) trial and error
b) watching you carry out these techniques
c) constant repetition
d) being directly reinforced for performing these activities.

9. When modeling weight-control behaviors for your chiId, you should:

a) limit yourself to one demonstration
b) avoid giving corrective feedback
c) ensure your actions are performed in a distinct and purposeful

fashion
d) avoid giving verbal explanations of your actions.

10. You can model eating slowly by:

a) telling your child to slow down
b) putting your fork down afLer each bite and chewing thoroughly
c) placing a kitchen timer next to your child
d) periodically removing your child's plate fron his/her place

setting.

11. The main goal of reinforcement is to:

a) prevent behaviors from occurring
b) eliminate inappropriate behaviors
c) increase the frequency of desired behaviors
d) confront your child with his/her inappropriate behaviors.

12. Which of the following can be a reinforcer?

a) visiting a friend
b) going shopping
c) receiving praise
d) all of tñe-above (alL can be reinforcers).
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1 3. Reinforcement:

a) is the same as bribery
b) is rarely used in everyday life
c) is not needed in modifying habits
d) helps new healthier behaviors compete against the

gratífying effects of old habits.

14. A parent may have to give his/her child a dollar rather than 50
cents to heJ.p him/her:

a) change a highly resistive habit such as eating quickly
b) modify habits he/she finds easy to change
c) avoid satiation
d) all of the above.

15. During the latter stages of a weight-control program, it is
a good idea to apply reinforcement:

a) on a continuous basis
b) each time you observe your child perform a weight-control

behavi or
c) on an intermittent basis
d) in a random fashion.

16, Behavioral contracts:
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a)
b)

c)
d)

are undemocratic
can structure the relationship between a parent and
child over weight-controJ. issues
result in parent-child power struggj.es
cannot be renegoLiated once they are agreed upon by
and their children.

17 . Tokens:

a) promote reinforcer satiation
b) have no intrinsic value
c) are not used in society
d) disrupt activities when they are administered.

1 B. Àntecedents:

a) reinforce our behaviors
b) punish our behaviors
c) inform us when to perform certain behaviors
d) have no impact on behaviors.

their

parents



19. the impact of environmental
behaviors is illustrated by the

a) people get an urge to snack while watching T.V.
b) children want some candy when shopping with their parents
c) people just want to suntan and relax at the beach
d) all of the above.

20. Environmental control of excessive food intake involves:

a) separating eating from other activities
b) providing a variety of eating locations and times
c) giving individuals a choice of foods to eat at mea'ltimes
d) all of the above.

404

stimuli on our eating and activity
fact that many:



1. Generally, yellow foods become red foods when they are:

a) boiled
b) fried
c ) roasted
d) cooked.

¿.

FOLTOW-UP TEST 2

when your child records he/she has eaten an orange, he/she is
most likely to place:

a) a yellow X in the fruit and vegetable category
b) a green X in the diet food group
c) a green X in the fruit and vegetable category
d) a red X in the fat food group.

The major goal of the program in altering your son's/daughter's
food selections is to:

a) decrease consumption of yellow foods
b) increase consumption of green foods and decrease

intake of red ones
c) increase intake of yellow foods
d) decrease intake of red, ye11ow, and green foods.

The main benefit of increasing activity levels is:

a) the development of a leaner more shapely body
b) rapid weight loss
c) a decrease in metabolic rate
d) that it keeps your child occupied.

)
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L

5. Prompting can involve:

a) telling your child to eat slower
b) pointing at the salad borvl during supper
c) leading your child to his/her bicycle
d) all of the above.

6. Your son's/daughter's response to your prompts should be
accompanied by:

a) corrective feedback
b) praise if he/she responds correctly
c) another prompt if his/her initial response is incorrect
d) all of the above.
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7. which of the following is not a prompt?

a) labelling red foods with red tape
b) placing food recording forms on the kitchen table
c) reminding your child to reduce his/her snacking
d) none of the above (alI are prompts).

8. Parental modeling gives your child:

a) information on how to control his/her weight
b) incentive to control his/her weight
c) the idea that weight-controL behaviors are important
d) all of the above.

9. You should model weight-control behaviors:

a) in the situations where they are most 1ikely
b) in a quiet room
c) while your son/daughter is watching T.V.
d) at the end of the day before your child goes

10. You can model reducing the amouni of food eaten

a) taking smaller portions of food
b) leaving food on your plate
c) openly refusing second helpings
d) all of the above.

11. Reinforcement in contrast to punishment:

a) provides individuals with information on how to deal
llith challenging situations

b) promotes the development of adversarial parent-child
relationships

c) causes emotional discomfort
d) is ineffective in controlling young persons' behaviors.

12. Habits such as smoking and overeating are difficult to change
because :

a) they provide immediate gratification
b) they have negative consequences that are usually felt only

after some time has passed
c) their modification entails that individuals experience

deprivation without immediate compensation
d) all of the above.

to occur

to bed.

aL supper by:
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13. In using reinforcement to increase your chitd's selection of
green foodsr you should initially reward him/her:

a) at the end of the day when you review his/her weight-control
assignments

b) just before he/she has the opportunity to select a green food
c ) as soon as you observe him/her eat a green food
d) on a weekly basis for eating a certain number of green foods.

14, The quality of a reinforcer:

a) refers to the preference an individual has for it over
other types of rewards

b) can change over time
c) can be determined by seeing how hard an individual is

willing to work for it
d) all of the above.

15. By developing a reÍnforcer menu for your child, you:

a) can avoid reinforcer satiation
b) can ensure that your reinforcers don't change in value
c) do not have to provide a variety of reinforcers
d) can ensure that highly preferred reinforcers are given

for less challenging r+eight-control tasks.

16. Behavioral contracts:

a) are agreements between persons
and individuals whose behaviors

b) are a form of punishment
c) only specify the behaviors that
d) all of the above.

17. Token exchanges should:

a) involve back-up reinforcers that are
giving out the reinforcers

b) be fairly frequent during the initial
economy

c) have each back-up reinforcer cost the
d) be fairly informal and carried out at

and Iocations.

18. Àntecedents primarily acquire their control over eating:

a) by frequently being paired with it
b) through physiological processes
c ) by chance
d) by enhancing the taste of foods"

who want behaviors to change
are to be changed

are to be changed

valued by the person

stages of a token

same number of tokens
a variety of times
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19. Environmental triggers of eating and inactivity cause problems
for persons trying to lose weight because they:

a) make them feel less guilty about eating and relaxing
b) reduce the negative consequences of overconsumption

and inactivity
c) increase the pressure to eat and laze around the house
d) decrease opportunities for exhibiting control over food

intake and inactivity.

20. You can minimize the impact of emotions on your child's eatíng by:

a) preparing a special meal whenever he/she becomes upset
b) only giving food when he/she is happy and well behaved
c) having him/her engage in a favorite activity or exercise

whenever he/she becomes upset
d) inhibiting his/her expression of emotions.



Obesity in most young persons is due to:

a ) hormone problems
b) genetic disorders
c) faulty eating and exercise
d) physical disease.

The weight-control progran your

a) changes in food-selection
b) changes in exercise habits
c) changes in eating habits
d) all of the above.

Lifestyle aclivity programs:

2.

FOLLOW-UP TEST 3

a) encourage persons to engage in or increase
in everyday activities

b) emphasize aerobics
c) demand that people go to exercise classes
d) provide individual-s with a set schedule of

to be carried out at certain times of the

habits

chi Id

habits
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4. improving a person's eating habits involves training him/her to:

a) eat all the food on his/her plate
b) limit eating to the kitchen
c ) eat a numbei of small snacks
d) chew rapidly.

Prompt i ng :

is enrolled

5.

a) rewards your child for performing desired eating behaviors
b) informs your child that he/she should carry out a weight-

control behavior

in emphasizes:

.)

6. In prompting your child, Iou should:

is limited to verbally instructing your child on how to
handle food situati.ons
punishes your child's inappropriate eating behaviors.d)

their participation

a) initially use only one type of prompt
b) ensure that he/she is paying attention
c) avoid giving rewards for good performance
d) avoid giving feedback.

exerc i ses
day.



7. You can prompt your child to leave food on his/her plate by:

a) providing him/her with a smaller plate
b) giving him/her a larger serving
c) putting a pink slip (leave food slip) by

sett ing
d) having him/her sit at a different place

8. With modeling, your son/daughter learns weight-control
techniques by:

a) trial and error
b) watching you carry out these techniques
c) constant repetition
d) being directly reinforced for performing these activities.

9. When nodeling weight-control behaviors for your child, you should:

a) limit yourself to one demonstration
b) avoid giving corrective feedback
c) ensure your actions are performed in a distinct and purposeful

fashion
d) avoid giving verbal explanations of your actions.

10. You can model eating slowly by:

a) telling your child to slow down
b) putting your fork down after each bite and chewing thoroughly
c) placing a kitchen timer next to your child
d) periodically removing your child's plate from his/her pì.ace

setting.

11. The rnain goal of reinforcement is to:

a) prevent behaviors from occurring
b) eliminate inappropriate behaviors
c) increase the freguency of desired behaviors
d) confront your child with his/her inappropriate behaviors.

12. which of the following can be a reinforcer?

a) visiting a friend
b) goi.ng shopping
c ) receiving praise
d) all of the above (all can be reinforcers).

410

his/her place

at the table.



1 3. Reinforcement:

a) is the same as bríbery
b) is rarely used in everyday life
c) is not needed in modifying habits
d) heJ.ps new healthier behaviors compete against the

gratifying effects of old habits.

14. A parent may have to give his/her child a dollar rather than 50
cents to help him/her:

a) change a highly resistive habit such as eating quickly'b) modify habits he/she finds easy to change
c) avoid satiation
d) all of the above.

15. During the lalter stages of a weight-control program, it is
a good idea Lo apply reinforcement:

a) on a continuous basis
b) each time you observe your chi.ld perform a weight-control

behavi or
c) on an intermittent basis
d) in a random fashion.

1 6. Behavioral contracts:

411

a)
b)

c)
d)

are undemocratic
can structure the relationship betvreen a parent and their
child over weight-control issues
result in parent-child por+er struggles
cannot be renegotiated once they are agreed upon by parents
and their children.

17 . Tokens:

a) promote reinforcer satiation
b) have no intrinsic value
c) are not used in society
d) disrupt activities when they are administered.

18. Àntecedents:

a) reinforce our behaviors
b) punish our behaviors
c) inform us v¡hen to perform certain behaviors
d) have no impact on behaviors.



19. The impact of environmental stimuli on our eating and activity
behaviors is illustrated by the fact that many:

a) people get an urge to snack while watching T.V.
b) children want some candy when shopping with their parents
c) people just want to suntan and relax at the beach
d) all of the above.

20. Environmental control of excessive food intake involves:

a) separating eating from other activities
b) providing a variety of eating locations and times
c) giving individuals a choice of foods to eat at mealtimes
d) all of the above.
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Appendix K

RELIABILITY ESTIMATES
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Appendix K-1

Inter-rater Reliabilities
Measurements Taken Durinq

Height within 0.64 cm

Weight within 0.'11 kg

Tricep skinfold within 1 mm

Tricep skinfold within 2 mm

Circumferences within I cm:

Measure

for Anthropometric
Each Phase of Treatment

Chest
Waist
Hips
Thi ghs
Arms
Nec k

414

Reliabitity

Note. Reliability estimates were based
on measurements taken during each phase
of the experiment by the experimenter
and a research assistant. Reliability
coefficients were caLculated using the
following formula:

Number of Àgreements

84.2%

90.5%

82.9%

o1 
^o/

82.0%
82.0%
85.7%
85.7%
94.2%

1 00.0%

Number of Agreements +

Number of Disagreements



Appendix K-'1 continued

Reliabilitv Levels for Anthropometric Measurements
Attained þy the Research Assistant Conductinq the
Follow-Up Evaluation

Height within 0.64 cm

Weight within 0.11 kg

Mea sure

Tricep skinfold within 1 mm

Tricep skinfold within 2 mm

Circumferences within 1 cm:

Chest
Waist
Hips
Thighs (within 2 cm)
Arms
Nec k

4'1 5

Reliability

Note. Reliability estimates were based on
measurements taken by the experimenter and
a research assistant during the last two
treatment sessions. Measurements were taken
at the beginning and end of the last treat-
ment session. The subject who dropped out
of treatment was included in the measure-
ment process. Reliability coefficients
were cafculated using the following formula:

Number of Agreements

82.0%

91 ,0%

B1 .0%

1 00.0%

Number of Àgreements +

Number of Dj.sagreements

100.0%
83.3%
80.0%
83.3%

1 00 .0%
89.0%



Appendix K-2

Inter-raLer ReliabiliLies for Codinq
Caloric Intake, Caloric Expenditure,
and Parent-ChiLd Interaction Data

Daily Caloric Intake

Daily Number of Servings

Ðai1y Number of Snacks

Classification of Red, Ye11ow,
and Green Foods

Daily Caloric Expenditure

Time Engaged in Activities

Measure

and Calculatinc
Food-Selection,

Classification of High-, Moderate-, and
Low-Output Àctivities

Positive and Negative Interactions
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Reliability

Note. Based on 10% of. each subject's data for each
experimental phase. Samples of data were randomly
selected through the use of a random numbers table.
Reliability coefficients were calculated using the
following formula:

Number of Àgreements

95.0%

98.8%

1 00.0%

98.8%

98.0%

98.0%

1 00.0%

1 00.0%

Number of Àgreements +

Number of Disagreements



Àppendix K-3

Inter-observer Reliabilities for Participatinq Familv Members'
Monitorinq of Subiects' Food and Àctivitv Behaviors and
Parent-Child Weiqht-Related Interactions

For Subject: Food-I ntake
& Activity

417

Note.
parents and family members providing collateral observa-
tions. Records contained data from specified observation
periods during each phase of the study. Both family
observers were interviewed to determine the degree to
which they followed the observation protocol and colluded
on results. Reliability coefficients were calculated
using the following formula:

Number of Agreements

Behaviors

1 00. 0%

1 00.0%

92.0%

88.9%

o1 20/

Based on records handed in by participating

Parent-Chi 1d
Interactions

Number of Àgreements +

Number of Disagreements

Nonoccurrences were not included in the
When biweekly re1 iabi 1 i ty est imates fel
observers were given additional training
monitoring procedures and retested.
a

Àcknowledged some collusion in filling out

80.2%

90.6%

1 00.0%

78.2%

78.1%

calculation.
I below 75%,
in behavioral

forms.



Appendix L

SOCIÀL VALIDÃ,TION DATA ÀND ANCILTARY ANALYSES OF
WETGHT-RELATED AND ÀTHROPOMETRIC I.ÍEAST'RES
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Àppendix L-'1

Weiqht-Related Measures
Treatment Procedures

Subject Parent Measures

for Participatinq Parents Carryinq Out

Mother I.It. (kg)
%Overwt.
BMI

Mother }rt. (kg)
%Overwt.
BMI

Mother I,Jt. (kg)
%Overwt.
BMI

Mother I^lt. (kg)
%Overwt.
BMI

Mother I.¡t. (kg)
%Overwt.
BMI

Basel ine Unprogrammed Parental
Parental Contact Involvement

419

Experinrental Phases

53.50
9.40

24.81

53.18
0.00

23.30

92.08
58. 60
35.97

110.90
74.60
38.28

80.97
39.50
31.63

58.17
0.00

22.72

53.07
0.00

23 "25

qE ?q

64.10
31 .21

108.40
70.70
?1 ¿.)

82.90
42.80
32.38

Note. BMi = Body Mass Index.

57.95
0.00

22.64

51.48
-3.00
22.55

91 .63
57 .80
35.80

101.70
60.20
35.10

80.97
39.50
J I.bJ



Àppendix L-1 continued

The mothers of Subjects 1, 2, 3, and 4 reduced their
weight status by 8.7%, 3,2%, 0.5%, and 8.3%, respectively
by posttreatment. Subject 1's mother reached her ideal
weight by the end of the initial treatment phase and Sub-
ject 2's mother was slightly underweight at posttreat-
ment. Subject 5's mother essentially maintained her
weight over the course of the study.
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34.00
34.80
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63.50
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35.00
40.00
88.00
82.50
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32.50
32.00
61.00
62 .00
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31.00
4t.50

I 05. 50
104.50
I 09. 00
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37.00
59.00
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34 .00
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30.00
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1 6.50
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98.50
93.7s

r 02.00
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33. s0
54,25
54.75
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93. s0

32.0õ
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21 .20
37.50
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Appendix L-2 continued

Subjects 1 and 3's right tricep skinfolds reached the
85th percentile by posttreatment. Subject 4's skinfold
was roughly at the 75th percentile whereas Subject 5's
was at the 93rd percentile. SubjecL 2' s skinfold fell
below the 75th percentile by the end of the program. The
teenager who discontinued therapy had a right tricep
skinfold that greatly exceeded the 95th percentile at
each assessment. All 5 adolescents exhibited noticeably
greater percentage decreases in their skinfold measure-
ments during the parental involvenent condition than dur-
ing the initial intervention phase (1'1 .6%vs. 10.5%,
34.5% vs. 9.3%, 33.2% vs. 20.3%, 44.8% vs. 23.1%, and
16.2% vs. 5,1%, respeclively) . They also maintained
their skinfold reductions at each follow-up evaluation.

Subjects shoi¡ed marked reductions in their body circum-
ferences over the course of treatment. However, there
r+as some interindividual variability in terns of the
sites of these reductions. Subjects 4 and 5's greatest
decreases occurred for their waist (15.0% and 7.0%,
respectively) , hip ( 7 ,5% and 5.2%, respectively) , and
chest ß.9% and 4.3%, respectively) circumferences. Sub-ject 3 exhibited reductions in the size of his waist
( 1 0.3%) and to a stightly lesser extent his thighs,
chest, andhips 0.2%, 6.6%, and6.4%, respectively).
Subject 2 displayed the greatest changes in her hips and

423

thighs (approximately 6.0%),
decreased by 10.6% whereas her waist and hip circumfer-
ences decreased by 7.5%. The teenager who discontinued
therapy did not show any marked reductions in his body
circumferences and had a slight increase in the size of
his thighs at posttreatment.

Subject '1 's chest size



Àppendix L-3

Judqes' Ratinqs on the Social Validation
Weiqht Status and Physical Attractiveness
and Posttreatment

Variables

Individual Photos

Weight Status:

Fre t r ea tmen t
Posttreatmenf

Àttractiveness:

Pretreatment
Post t r ea tmen t

Direct ComÞarisons

Change in:

We i ght

Attractiveness

Ss.: 1 2 3 4 5 6

Index for Subiects'
at Pretreatment

424

654 566 554477 554465
643366 543366 6443 55

123456

334423 211411 4354 34
345544 433523 44 5534

123456

Note. Ss. = Subjects"
a

Based on the individuaL presentation of
posttreatment photos. bBased on direct
and posttreatment photos.

322223 412134 323133
366665 454654 45554 5

subjects' pre and
comparison of pre



Appendix M

A,NCILLARY ÀNALYSES OF SUBJECTSI CÀLORTC INTÀKE
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Àppendix M-1

Sub'iects' Averase Weeklv and Dailv Caloric Intake
(kilocalories) for Weekdays and Weekends Durinq
Each Experimental Phase

Subjects Measures Baseline Unprogrammed Parental
Parental Contact lnvolvement

1 l^leekly:
Weekday 12,175
Weekend 5 1669
DailY:
Weekday 2,435

2 Weekly:
Weekday '13,0'14

Weekend 5,087
DailY:' Weekday 2,603

3 t?eekly:
Weekday 9,455
Weekend 4,800
Daily:
I,ieekday 1,891

4 Weekly:
Weekday 11,321
Weekend 5 1781
DaiLy:
Weekday 2,264

5 Week1y:
weekday 9,631
Weekend 5,69'1
Daily:
Weekday 1,926

Experimental Phases

426

8 ,341
3 ,881

'1 
,568

9,034
4,037

1,807

8,522
3 ,363

1,704

6,447
2,834

1,299

7 1743
3,194

1 ,549

6,879
3,097

1r376

11,913 10,054
4 ,968

2 ,383 2 ,011

8,198 6,525
4 ,403 2,872

4,021

1 ,640 1,305



Àppendix M-.1 continued

Three subjects (3, 4, and 5) exhibited greater percentage
reductions in their average weekend as opposed to average
weekday intakes (35.0% vs. 27.2%, 30.4% vs. 11.2%, and
49.5% vs. 32.3%, respectively). Subjects 1 and 2 had
comparable decreases in consumption for the two time
periods by the end of the program (50.0% vs. 47.0%, and
37.2% vs. 40.5%, respectively).
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Appendix M-2

Averaqe Weekly and Daily Number and Caloric Value of Snacks
Consumed Durinq Each Experimental Phase

Subjects Measures Baseline

i.ieekly:
Number
Kcal
Daily:
Number
Kcal

I^feekly:
Number
Kcal
Daily:
Number
Kcal

Weekly:
Number
Kcal
Daily:
Number
Kcal

Weekly:
Number
Kcal
Daily:
Number
Kcal

l.ieekly:
Number
Kcal
Daily:
Number
Kcal

Experimental Phases

428

12.1
3,398

t.t
485

12.3
2 1472

1.8
3s3

a" 'Ì

753

0.7
108

18. 0

3,224

2.6
461

16 ,7
6,641

2.4
949

Unprogrammed Parental
Parental Contact Involvement

9.1
1 ,943

1.3
278

8.5
1 865

1.2
266

1.'1
405

0.2
58

16.0
2,813

2.3
402

1 5.8
4,478

2"3
640

8.4
1 ,380

1.2
197

7.0
802

1.0
115

J.¿
473

0.5
68

12 .1
2,225

1.7
3'1 I

14 .4
2,403

2.1
343



Appendix M-2 continued

Averaqe Number and Caloric Value of Snacks Consumed on
Weekdays and Weekends Durinq Each Experimental Phase

Subjects Measures Baseline

llee kday
Number
Kcal
llee k end
Number
Kcal

Weekday
Number
Kcal
Weekend
Number
Kcal

Weekday
Number
Kcal
Weekend
Number
Kcal

Weekday
Number
Kcal
l,leekend
Number
Kcal

Weekday
Number
Kca I
Weekend
Number
Kcal

Experimental Phases

429

ÕE

2,217

2q
1,'13.1

7.0
1,713

5.3
759

Unprogrammed Parental
Parental Contact Involvement

6.'l
1,410

2.4
533

5.5
1 ,241

3.0
625

0.7
196

0.4
209

11.0
1,874

5.0
928

10.0
2,680

tro
1,g0g

2.6
434

2.0
312

10.9
2 ,109

't .3
1 ,121

10.5
4 r170

6.0
2,379

5.3
880

2.3
s12

5.2
690

1.9
117

2.2
266

1.0
209

8.5
1 ,607

3.6
619

'1 0.3
1 1673

4.1
728
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'Appendix N

ANCILTARY Ã,NÅ,LYSES OF SUBJECTSI FOOD SETECTIONS
FOR MEALS ÀNÐ SNÀCKS
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Appendix N-2

Average l^ieekly Number of Weekday Snac k-Food
Posttreatment and Follow-up Evaluations

Subjects Measures

Red
Gr een
YeIlow

Red
Green
Yellow

Red
Green
Yellow

Red
Green
Yellow

Red
Green
Ye11ow

Post-
Trea tmen t

0.5
3.8
7.6

0.0
5.3
'7 1

0.7
1.8
t.t

3.1
6.3

14.5

4.5
1 0.5
'15.8

Fol1ow-up Fo11ow-up
2 months 4 months

Select ions for

435

2.0
2.0
9.0

0.0
0.0
2.0

1.0
0.0
1.0

1.0
0.0

18. 0

5.0
2.0

22.0

0.0
1.3

l.) trt¿.J

1.0
0.0
3.0

0.0
0.0
0.0

0.0
0.0

17.0

2.0
4.0

18.0

Foll-ow-up
7 months

Note. Va1ues refer to servings of each food type.

1.0
0.0
8.0

0.0
0.0
6.0

0.0
0.0
0.0

20.0
0.0

15.0

3.0
10.0
31.0



Appendix O

ANCILLARY ANALYSES FOR SUBJECTS' CALORIC
EXPENDITT'RE RATIOS
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Appendix 0-1

Subiects' Weekly Caloric Expenditure Ratios

Week

1

2

3

4

5

6
7

I
9

0

1

2

34.94
35.16
40.00
48.45
43.97
42.83
43 .17
45.61
44.78
40.83
48.59
42.10
46.11
5B .40
49.39
45.54
58.00
52.29
45 .'l1
46.20

Subj ects

37.54 39.10
39.70 36. 50
40.12 40.',l1
35.71 39.87
41.70 39.38
42 .21 46 .17q0.23 33.47
36.45 39. 51

39.28 41 . 18

44.58 38.95
40.14 38.68
41.64 41.56
39.1 9 45.85
38.23 45.94
42 .72 41 . 65
38.42 57.33
45.3'1 40.91
46. 65 58 . 53
41 .40 62.7 4

41.60 49.39
41 .27 38.80
42.64 43.28
44 .44

437

13
14
15
16
17
18
'19

20
21

22
23
24

35.80 40 . 50
36.83 43 .57
38. 1 0 40.45
3s. 04 43.52
33 . 36 46.71
36.75 42.47
37 .51 45.92
40.80 47 .46
43 . 35 53 .46
38 .66 52.16
37. 55 46. 50
44.00 48.59
42.65 4-t .09
43.46 51.93
39.1 3 52.65
40.23 50.83
55.16 56.15
45. 53 44.04
51.96 48.92
50.10 44.37
48.09 53.1 B

L1 1q Lq 7L

65.02
48.70

5

Note. The unprogrammed parental contact condition was

startea during weeks 4, 51 51 6, and 6 for Subjects 1 to
5, respectively. The parental involvement phase rvas

implemented on weeks 14, 15, 15, 16, and 16 for Subjects
1 to 5, respectíve1y.



Àppendix 0-1 continued

Subjects 2 and 4 had marked immediate increases in their
expenditure ratios with the implementation of each treat-
ment condition. Subject 4 reversed a decelerating trend
on both occasions. Subject 3 responded to each interven-
tion with slightly delayed increases in his expenditure
scores. His activity levels became quite variable during
the parental involvement condition. Subject 5's weekly
expendíture patterns were quite variable throughout the
program. They displayed a delayed positive response to
the unprogrammed parental contact condition but little
change during the parental involvement phase. Subject 1

exhibited a gradual increase (witil the exception of the
1st week of the program) in her caloric expenditure
scores during the first treatment period followed by a

highly variable response to the second intervention.
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Appendix 0-2

Caloric Expenditure

i,ieek Measures

I ndex for Weekdays and Weekends

Weekdays
Weekends

Weekdays
Weekends

Weekdays
Wee kends

l^teekdays
Weekends

Weekdays
Weekends

Weekdays
l,iee k ends

Weekdays
Weekends

Weekdays
Weekends

Weekdays
Weekends

Weekdays
Weekends

I^Teekdays
Weekends

Weekdays
Weekends

Weekdays
Weekends

Weekdays
Weekends

439

19.12
15.82

13.83
21 .33

)L q)
'1 5. 48

26.27
22.18

25.53
18.44

24.63
18.20

22.75
20.42

26.10
19.5'1

26.39
18.39

20.'78
20.05

29.73
18. 86

24 .14
17 .96

24.81
21.30

31 .50
26.90

Subjects

6

16.48 21.00
21.05 18.10

15.31 17.28
24.39 19.22

18.20 19.34
21 .92 20.77

16.21 22.50
1 9.50 17 .37

21 .20 19.91
20.50 19.47

20 .7'1 25.7 4
21 .44 20.43

19 .99 '1 6.85
20.24 16.62

1'1 .3'1 15.24
1 9.08 24.27

1 9.39 20 .34
1 9.89 20 .84

21 ,64 24.09
22.94 14.86

17.92 22.48
22.22 16 "20

19.49 23.27
22.15 18.29

'1 8 . 8'1 22 .55
20.38 23.30

18 .77 26.93
19.46 '19"01

I

17 .20 1 9.00
18 .50 21 .50

1 8.73 1 9.00
18. 1 0 24.67

19 .20 1 9.95
1 8.90 20.50

1 5. 04 20 .28
20.00 23.24

17 .60 20.00
15 .7 6 26 .71

17 .49 21 .39
19.26 21 .08

17 .25 22.00
20.26 23.92

20 .7 0 24 .35
20. 10 23.11

19 .71 26 .7 6
23 .64 26 .7 0

23.19 27 .72
15.47 24.44

21 . 0B 23 .73
16 .47 22 .77

21 .77 25 "6422.23 22.95

20.43 22 "8322.22 24.26

22.17 27.61
21 ,29 24.32

10

11

12

13

14



Appendix 0-2 continued

'v{eek Measures

1 5 Weekdays
Wee kend s

1 6 Weekdays
tleekends

17 Weekdays
Wee k end s

1 I Weekdays
Weekends

1 9 Weekdays
Wee kends

20 Weekdays
Weekends

21 Weekdays
Wee k ends

22 Weekdays
Weekends

23 Weekdays
Weekends

24 Weekdays
Wee kends

26"34 20.59 20.70 21.14 29.57
23.05 22.03 20.95 17 "99 23.08

24.50 1 I .40 26.62 1 9.93 23.92
2 1 .04 20 .02 30.7 1 20.30 26.91

34.42 24.00 22.44 25.31 28.73
23.58 21.31 18.47 29.85 27.43

28.19 22.72 30.35 22.14 23.62
24.10 23.93 28.17 24.39 20.42

24.13 20.14 28.39 24.72 24.05
21.58 21 .26 34.35 2'1 .24 24.86

26.33 20.58 23.64 2'7 .94 25.78
19.87 20 .92 25.75 22,16 18.59

20.96 22.22 23.90 29.17
20.3 1 1 6.58 24.19 24.0 1

21 "22 24.79 26.90 30.50
21.42 18.49 20.E9 19.24

21.00 26.00 33.42 30.70

Subjects

440

34s

Note. The unprogrammed parental contact condi t ion was
started during weeks 4, 5, 5, 6, and 6 f or Sub jects '1 r.o 5,
respectively. The parental involvement phase was implement-
ed during weeks 14, 15, 15, 16, and 15 for SubjecEs 1 co 5,
respectiveì.y.
a

Data were unavailable because subjects had terminated Ereatment
prior to the weekend. ÞAlthough Subject 5's weekday activity
scores showed consistenl increases during treatment, her seekend
expenditures showed Iittle change. In aCdition, her overall
weekend activi,ty Ievel ( i.e. average weekLy weekend score) de-
creased by approximately 2.5% during the parenta] involvement
condi t ion.

23.44 a 31.60

24 .88
23.82

arb



Appendix 0-3

Ç!assifica¡þn of Activities Accordinq to Caloric Expenditure
vaiues iffiãior ieMi nutel -

High
>7 .7

Dancing vigorously

Floor/Fie1d hockey

Running 5.5 mph

Shovelling snow

WaJ.k upstairs

Moderate
3.5-7 .7

Bowl i ng

Note. Based on classification schemes for exercise
intensity and the aerobic value of various activities
(Àmerican College of Sports Medicine, 1986; Cooper, 1977;
Taylor, Jacobs, Schucker, Knudson, Leon, & Debacker,
1978). values for each activity were based on the calor-
ic expenditure rates for a 150 lb male.

Cycling 5.5 mph

Housec lean i ng

Mow lawn

Skating

441

Low
2 .4-3 .4

Dusting

Meal cook

0ff ice work

Sewing

Sweeping rug

Very Low
<2.4

Eating

Ironing

PIay cards

PIay pool

Sitting T.V.



Appendix 0-4

Averaqe Weekly Number of Minutes Subiects Enqaqed in Hiqh-'
Moderate-, &, and Verv Low-Intensitv Activities Durinq
Each Experimental Phase

Subjects Measures Baseline

Hi 9h
Mode ra t e
Low
Very Low

Hi gh
Moderate
Low
Very Low

High
Moderate
tot+
Very Low

Hi qh
Moderate
Low
Very Low

High
Modera t e
Low
Very Low

Experimental Phases

442

62.26
360.31
418.29

2 ,482.49

15.75
358.75
467 .00

1 ,721 .25

'11s.16

215 .7 4
452.77

1 ,978. 1 3

0.00
252.14
231.38

2,693 .68

43 .48
365.94
449.28

2 ,544 .69

Unprogrammed Parental
Parental Contact Involvement

67.00
341.60
318.80

2,569.40

14.40
378.70
415.29

2,023.27

27.69
375.65
956.64

1,371.47

2.65
468.50
236.27

2,636.69

90.26
357.51
424.44

2,493.91

20.12
519.67
448.29

2,550.82

3.67
448.34
456.95

2,092.65

57 .20
68 .64

1,106.86
1 ,652.09

3.39
922.12
121 .33

2,434.54

57 .34
406. 04
555.83

2,332.65

Note. None of the teenagers exhibited appreciable gains
in the amount of time they participated in high intensity
activities and 3 subjects (1, 2, and 3) dispLayed sIight
average weekly reductions lqZ.l , 12.1 , and 57.9 minutes
per week, respectively). Although aIl 5 adolescents con-
tinued to spend the greatest proportion of their time
involved in sedentary activities at posttreatment (72.1%,
69.7%, 57 .3%, 69.9%, and 69,6%, respectively) , Sub jects
3, 4, and 5 reduced the amount of time they engaged in
these pursuits each week by 16.5%, 9.6%, and 8.3%,
respectively.
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S
ubiects'and 

P
articipatinq 

P
ãrents' S

cores on G
Lobal M

easures of Leisure A
ctivitv 

P
atterns

P
articipants 

B
aseline

S
ubject 

1

M
other

S
ubject 

2

M
ot he r

S
ubject 

3

M
other

E
xper im

enta I 
P

hases

50.0

22.O

3t.5

25.0

32.0

0.0

P
arental

N
on i n vol vem

en t

S
ubject 

4

M
ot he r

S
ubject 5

M
o the r

s6.5

30.0

33.0

12.0

41.5

30.5

24.0

17.0

58 .0

32 .0

P
arental 

F
ollow

-U
P

I nvolvem
enL 2 m

onths

1B
 .0

15.0

20.5

27 .B

31.0

65.0

39.5

85. s

56.5

7.O

127 .0

47.0

41.0

29.0

45.0

48.3

27 .5

89.8

10.0

10.5

t 28 .0

18.0

83.0

s1.0

F
o1low

-U
p F

ollow
-U

p
4 nronths 

7 m
onths

39.s

15. 5

34.3

20.3

31.0

4.0

72.0

16.0

64 .0

9.0

60 .0

12.5

24 .3

6.s

24.5

5.5

36.0

1 s.0

30.0

0.0



Appendix 0-6

Àctometer Readinqs

Week

1

2

3

4

5

6
7
o

9
10
11

12
IJ
14
15
tb
17
18
19
20
21

22
23
24

17 .29
25.40
33.57
13.23
20. B0
17 .86
35.69
24 .40
25.58
?q ¿?

25.95
33.42

18.38

Subjects

28.59
52.8"1
30.26
26.76
33.18
35.54
45.58
26.20
45.22
22.91
28.40
33.08
23.58
23.34
24.52
40.41
53.'14
30.91
20.26
36.6s
27 .54
20.93
24.81

444

28.12
32.71
33.21
60. 08
21 .78

33.74
37 .85
38.05

26.77

35.64
48.96
46.99
41.14
25.69
59. 15

54.83
37.81
53.19
36.65
42.12

26.25
35.32
32.46
31 .25
47.00

60.33
33.94

25.58
6.89
8. 16
6.65
2 .11
8.45
8. 34
4.30

Note. The unprogrammed parental contact condition was
started during weeks 4, 5, 5r 6, and 6 for Subjects 1 to
5, respectively. The parental involvement phase was
implemented during weeks '14, 15, 15, 16, and 16 for Sub-
jects .1 to 5, respectively.

7 .4-t
47.75

1 5.98

27.88
25.28
2.54
6.57
7 .94

21 .05
19.79
20. 13
22.23
22.84
16 .96
15.05
39 .46
15.11



Appendix P

ANALYSES OF SUBJECTSI AND PARENTSI SATTSFACTTON
WITH TREATMENT

445



Appendix P-'1

Subiects'
After the

Satisfaction Ratinqs for TreaLment Procedures
First and Second Intervention Periods

Descriptors

0vera11 Satisfaction 4 4 5 1 5

Recommend to Others N Y Y

Program's Impact
on your:

WeightLoss 344
Foodlntake 545
ActivityLevels 423
GreenFoods 234
RedFoods 534
Àppea rance
Health

Enroll in Program Again

Feeling about Weight toss

Feeling about Mother's Help

Unprogrammed
Parental Contact

Ss.: 1 2 3 4 5

446

Par en ta I
I nvolvement

NY

Note. Based on subjects' beliefs about
program on weíght loss and 1i festyle
obtained from the Satisfaction Index
accompanying interview. Ss. = Subjects.
No.

12345

23
33
32
32
42

s5555
YYYYY

55553
55453
21125
42442
54553
55554
34555
YYYYY

55555
54555

the impact of the
changes. Data

for Children and
Y = YeS. lri =



Appendix P-'1 Continued

Subiects' Satisfaction Ratinqs
Posttreatment When Interviewed
Assistant

Descr iptors

Overa11 Satisfaction

Recommend to 0thers

for Treatment
þy Research

Program's Impact
on your:

Weight Loss
Food I ntake
Activity Levels
Green Foods
Red Foods
Appearance
Health

Enroll in Program Àgain

Feeling about Weight Loss

Feeling about Mother's HeIp

at

Pa ren ta 1

I nvolvement

447

Ss. : 12345

55555
YYYYY

Note. Based on subjects' beliefs about
program on weight loss and life- styJ.e
obtained from the Satisfaction Index for
Subjects. Y=Yes. N=No.

5
iT

5
5

5

5

5

Y

5

5

5535
5442
5 r5J
5'1 53
4445
5545
3553
YYYY

5554
4545

the impact of the
changes. Data

Children. Ss. =
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P
arental- S

atisfaction 
R

atinqs for 
the T

reãtm
erlt P

roqram

D
escriptors

1. G
eneral satisfaction

2. 
P

rogram
 rating

3. 
P

rom
oted w

eight loss

4. 
P

rom
ote activity

5. 
Im

prove child's 
tood

choices

6. 
Im

prove child's 
eating

behaviors

U
nprogram

m
ed 

P
arenta 

L

P
arental Involvem

ent Involvem
ent

S
s. :

7. 
R

ecom
m

end program
 to 

6
others

8. H
eIp m

aintain w
eight loss

9. H
elp you help your child

10. D
ifficulty 

of program
 

6

1 1. oisruptiveness of 
4

program

12. A
m

ounb you learned 
5

9 l0 
9 l0

56751

35636

N
ote. S

s. =
 S

ubjects.

F
o1 low

-up
2 m

onths

9 l0
673667

F
ol low

-up
4 m

onths

56

H
igher scores indicate greater satisfaction.

I 
r0

17

6617
B

B
89

6517
2357
6555

F
oI low

-up
7 m

onths

q6

33

57

5B33

6q

6755
9 r0 

I 
5

615 
4

2634

6746555

4677747

223



Appendix Q

ANÃLYSES OF COMPLIANCE DATA AND PÀRENT-CHILD
INTERACTIONS

449



Appendix Q-l

Formula Used

WeekIy Compliance Index =

to Calculate WeekIy Compliance

[1 x (everage I,ieekly % Accuracy f or Food Recording ) +

1 X (Àverage Weekly % Accuracy for Àctivity Recording) +

1 X (Proportion of Days at 100% of. Green-Food Intake Goal) +

.5 X (Proportion of Days at 50 to 99% of. Green-Food intake Goal) +

1 X (Proportion of Days at 100% of Red-Food timit Goal) +

1 X (Proportion of Days at 100% of. Snack-Consumption Goal) +

1 x (Proportion of Days at 100% of Snack-Type GoaL) +

1 X (Proportion of Days Eat Slow Techniques Followed) +

1 X (Proportion of Days Leave Food on Plate Occurred) +

1 x (Proportion of Days at 100% of. Àctivity Goal)l

Divided by Number of Task Demands

I ndex

450



Àppendix Q-2

Weekly Compliance Scores and Averaqe Weekly Percent Accuracy
of Food and Activity Recordinq

Week Measures

Compl i anc e
Accuracy:
Food
Activity

Compl iance
Accuracy:
Food
Activity

Compl iance
Accuracy:
Food
Àct ivi ty

Comp1 iance
Àccuracy:
Food
Àctivity

Complíance
Accuracy:
Food
Àctivity

Compliance
Àccuracy:
Food
Activity

Compl iance
Accuracy:
Food
Activity

Compliance
Accuracy:
Food
Àctivity

28. 00

28

34.00

11

62

24.00

38
64

35. 00

23
47

23.00

22
70

57.00

39
69

49.00

34
49

51.00

34
45

4 5'l

Subj ects

69. 50 42.00

51 42
88

68.25 56.00

62 56
61

76.60 80.00

61 60
65 100

45.92 41 .00

59 50
56 31

64.3'1 50.00

55 56
46 76

68.69 47.00

63 57
91 80

66"44 51.00

73 54
70 79

87.00

87

64.00

64

52.00

61
42

79. 00

54
80

41.00

4B
56

47.00

68
't0

44.00

44

12.00

12

20.00

9

JI

6.00

7

21

61 .00

16
56

44.00

I
67



Appendix Q-2 continued

Week Measures

Compl iance
Àccuracy:
Food
Activity

Conpl iance
Àccuracy:
Food
Àctivity

CompL iance
Àccuracy:
Food
Àctivity

Compliance
Àccuracy:
Food
Àctivity

Compl iance
Àccuracy :

Food
Activity

Compl i ance
Àccuracy :

Food
Àctivity

Compl i ance
Accuracy:
Food
Àctivity

Compl iance
Àccuracy:
Food
Activity

Compl iance
Àccuracy:
Food
Activity

10

tt

52.00 73.30

28 82
66 79

54.00 66.63

32 66
57 75

68.00 84. 1 3

45 83
67 88

72.00 81.88

60 74
84 81

72.00 90. 75

67 80
81 77

71.00 89.50

68 76
95 74

70.00 90.50

73 87
78 76

6s.00 82.06

75 74
81 76

80.00 89.25

77 87
90 74

Subj ec t s

12

452

54. 00 42.00

sl 59
73 62

58 .00 46. 00

5't 62
60 71

56.00 47.00

52 61
65 77

't2.00 45.00

47 53
81 76

71.00 63.00

50 68
76 68

72.00 56.00

41 74
75 54

70.00 78.00

s6 83
82 81

59.00 88.00

56 85
83 80

58.00 91 .00

59 88
68 89

13

14

s8.00

1

63

45. 00

2

62

47 .00

1

62

55.00

0

78

60.00

24
83

67.00

41
76

66. 00

53
65

72.00

69
76

73.00

65
76

'15

tb

17



Àppendix Q-2 continued

Week Measures

18 Compliance
Accuracy:
Food
Àctivity

Conpliance
Àccuracy:
Food
Activity

Compl iance
Àccuracy:
Food
Activity

Compl iance
Àccuracy:
Food
Activity

19

20

93.00

80
90

Subj ec t s

93.63

87
79

88.88

B2
63

93.88

88
B8

21

453

64.00

65
8't

57.00

Note. The unprogrammed parental contact condition was
started during treatment weeks 1, 2r 2r 3, and 3 for Sub-jects '1 to 5, respectively. The parental involvement
phase was implemented during treatment weeks'11, 12, 12,
13, and 13 for Subjects'1 to 5, respectiveì.y. Àctivity-
recording procedures v,ere introduced after participants
had learned to record their food intake according to the
Traffic Light System. Consequently, data on the accuracy
of activity monitoring were unavailable for the initial
weeks of treatment.

88.00

76
79

70.00

59
t3

63.00

61

83

78.00

77
BB

68.00

B5
85

54.00

76.00

57
76

90
86

98.00

93
86

91 .00

70
78

Subjects 1, 3, 4, and 5 showed marked immediate increases
in their compliance measures as soon as their parents
participated in the program. Subject 2 displayed a grad-
ual increase given that her compliance was at a relative-
ly high 1evel by the end of the first intervention.

81
93



Appendix Q-3

Averaqe Weekly Number of
Parent-ChiId interaction

Subjects Type of Baseline
I nteract ion

Encounters for Each Type
Durinq Each Experimental-

Provide 3.1
informat ion/
review
Prompting 17,5
Model ing 6.3
Reinforcing 5.9

Experimental Phases

454

Provi de

Unprogrammed Parental
Parental Contact Involvement

information/
revi ew
Prompt i ng 1 5. 6
Modeling 3.2
Reinforcing 3.8

of
Phase

2.6

14.6
3.1
5.5

'1.3

18.9
3.6
4.4

0.0

17 .0

0.6

0.3

23.4
3.6
0.2

8.6

17 "4))
5"7

Prov i de

0.8

information/
revi ew
Prompting 9,6
Modeling 0.5
Reinforcing 0.2

Provi de

0.2

information/
rev i ew
Prompting 1 6.8
Modeling 0.2
Reinforcing 0.2

Provide 1 .0
information/
revi ew
Prompting 8.8
Modeling 1 .5
Reinforcing 2.3

6.1

25.5
13.7
41 .1

qq

17 .3
11.1
60 .0

3.2

tb. t

4.6
31.3

5.3

34.4
18.2
55. 5

9.7

29.3
12.3
43.4

0.0
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l. 
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6 3 7 6 
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seLect ions

2.m
odelfood 

63663
select ions

3.P
rom

pteating 
62636

habits

ô. M
oclel eating 

6 3 5 5 
3

habits

5. 
P

rom
pt ectivities 

5 5 3 6 
5

6. M
odel aetivities 

5 5 3 4 
2

7. P
oints for 

7 6 3 7 
7

Iood select ion

8. P
oints tor 

5 7 3 7 
6

eating hebits
9. P
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7 5 3 7 6

activity
10. A

m
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I l. 
C
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P
osttreatm
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F

ol low
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onths

12345

635s3

63ss3

52557

F
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-up
4 m

onths

t2345

7536 
r

7536 
t

F
ol Iow

-up
7 m

onths

63s43 
52361

N
ote. S

s. =
 S

ubjects.

45461 
5 7355 

46754
44422 

36231 
4553r

trlt7 
ttttt 

ttllt

12345

45r67

67652

67652

53624

57552

I 
r 117

I 
t 

t 
17

t{igher scores inclicate m
ore frequent use.

7 7 57 
7

6636s

Itttl

lltlf

67777

tlltl

fttlt

65573

67677

56243
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24,0%
83.0%
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48.0%
95.0%
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