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An experiment was conducted to contrast the effective-

ness of Behavior Therapy administered in self, individual, 

or group therapy versus a no-treatment control condition. 

The therapy conditions were administered to two subgroups, 

high and low self reinforcers, as defined by Rosensky and 

Bellack (1976). The general hypothesis was that high 

self reinforcers would engage in countercontrol and therefore 

do poorly in group and individual therapy, but would lose 

weight in self therapy. Low self reinforcers were predicted 

to lose weight in individual and group therapy but no in 

self therapy. 

The study used 49 subjects in 8 subgroups. Group I 

consisted of highly self reinforcing persons who received 

individual behavior therapy. Group II was high self reinforcers 

in group therapy. Subjects in Group III were high self 

reinforcers who received a manual for self behavior therapy 

but no treatment sessions and Group IV was made up of high 

self reinforcers who received no treatment. 

Group V consisted of low self reinforcers who received 

individual therapy. Group VI and VII were low self reinforcers 

who received group and self therapy and group VIII was made 

up of low self reinforcers in a no treatment control condition 



In all conditions, the experimental and follow up periods 

were each 6 weeks long. It was found that the counter-

control hypothesis was not supported as a whole, but that 

behavior therapy was, in general, demonstrated effective for 

weight control. Individual behavior therapy showed the best 

long term results, but self and group therapies also showed 

significant weight loss. It was also found that low self 

reinforcers as a group lost more weight than did high self 

reinforcers. 



TABLE OF CONTENTS 

Page 

LIST OF TABLES iv 

LIST OF ILLUSTRATIONS V 

Dissertation 

Introduction 1 

Method 22 

Subjects and Experimental Design 
Pretherapy Procedures 
Administration of the Four Treatment Conditions 
Control of Secondary Variables 

Results 31 

Discussion 44 

Appendix 56 

References 98 

1X1 



LIST OF TABLES 

Table Page 

1. Adjusted Means of ANOCOV, Pretreatment 

Weights as Covariate 34 

2. Mean Percentage of Body Weight Lost 35 

3. Summary of ANOVA, Posttreatment 88 

4. Summary of ANOVA, Follow-up 89 

5. Summary of ANOCOV, Posttreatment 90 

6. Summary of ANOCOV, Follow-up 91 

7. Newman-Keuls Tests at Posttreatment 92 

8. Newman-Keuls Tests at Follow-up 93 

9. Summary of ANOCOV, Posttreatment Weight as 
Covariate 94 

10. Tukey-A Tests on Analysis with Posttreatment 
Weight as Covariate 95 

11. Adjusted Means of ANOCOV, Posttreatment 

as Covariate 95 

12. Tukey-A Tests, Pretreatment as Covariate . . . . 96 

13. Main Effect Comparisons, Newman-Keuls Tests 
at Posttreatment 97 

14. Main Effect Comparisons, Newman-Keuls Tests 
at Follow-up 97 

IV 



LIST OF ILLUSTRATIONS 

Figure Page 

1. Hypothesized Standing of Groups at 
Posttreatment 20 

2. Schema of the Basic 4 X 2 Experimental 

Design 23 

3. Adjusted Mean Weights of Subjects 32 

4. Mean Percentage of Body Weight Lost 33 

5. Adjusted Main Effect Mean Body Weight Lost . . . 38 

6. Mean Main Effect Percentage of Body Weight 
Lost 38 

7. Main Effect Adjusted Mean of Self-Reinforcement 
Style 41 

8. Simple and Main Effect Adjusted Mean Weights . . 43 

9. Simple and Main Effects on the ANOVA 44 



INDIVIDUAL, GROUP, AND SELF BEHAVIOR THERAPY FOR 

WEIGHT REDUCTION IN HIGH AND LOW 

SELF REINFORCING PERSONS 

The problems associated with overeating behavior have 

received a great deal of attention in the past few years 

(Abrams, 1979; Cooper, 1970; Galton, 1973; Mayer, 1968). 

Overeating has been held at. least partially responsible 

for many medical and psychological problems. Galton (1973), 

for example, summarized the role of obesity (excess body 

fat due to overeating) in hypertension. Cooper (1970), 

in his studies of aerobic exercise, summarized findings of 

the role of obesity in heart disease, vascular disease, and 

other medical problems. Stillman (1967), who invented a 

popular diet, became a nationally known figure as he publi-

cized the hazards of overweight on national network television 

and in the popular press. Mayer (1968) and Oppenheim (1979) 

attempted to summarize the medical problems associated with 

overweight and concluded that they were numerous. Mayer also 

speculated about the psychological and sociological effects 

of overweight. 

Many times, overweight persons are disparaged and regarded 

as moral weaklings who simply lack the will power to maintain 

a reasonable physical appearance. It has been speculated 

that this may, in extreme cases, be associated with serious 



psychopathology (Bruch, 1957; Stunkard, 1957). Evidence 

exists that overweight and psychopathology are correlated, 

although identification of the cause and the effect is uncer-

tain (Stunkard, 1976). However, it is usually assumed that 

some types of psychopathology lead a person to become over-

weight (Bruch, 1957; Goldblatt, 1965). The fat person is 

seen as (and indeed may see himself as, in many casos) an 

outcast and a less valuable citizen than his honover-

weight counterpart (Mayer, 1968). 

Glucksman (1968) reports that many self-help weight 

reduction efforts have probably been motivated by poor 

self-image, medical problems and rejection by others. Extreme 

and often nutritionally inadequate diets, such as very low 

carbohydrate diets, high protein diets, extremely low calorie 

(less than 700 calories per day) diets, and one-food diets 

have been used more and more (Berland, 1975; Cooper, 1970). 

Fasting, with no calorie intake, and even very little water 

intake, has become more popular in the recent past (Berland, 

197 5). Many of these diets are considered harmful by almost 

all nutritionists and physicians (Berland, 1975); however, 

some rather extreme diets (i.e., Stillman, 1967) are extremely 

popular, despite disparagement from other physicians (Stunkard, 

1976). This controversy has reached the proportions of a 

consumer movement, and the would—be dieter can now turn to 

consumer guides for a diet in much the same way a housewife 

can for an electric blender (Berland, 1975) . The number of 

diet clinics and bariatric specialists is increasing yearly, 



and obviously there is little agreement among those writing 

in the popular press as to what constitutes a correct diet. 

Unfortunately, it is the more sensational and less conserva-

tive professionals who seem to receive the widest exposure 

in the press (Stillman, 1967). However, many nutritionists 

agree that the best diet is one in which calories are counted 

and controlled, and one which is well-balanced nutritionally, 

including appropriate amounts of fats, carbohydrates, pro-

teins, and all other food elements (Berland, 1975; Cooper, 

1970; Mayer, 1968). The main problem seems to be that over-

weight persons are willing to risk extreme medical, psycho-

logical, and other personal hazards just to lose weight 

(Mayer, 1968). 

Many popular treatments in the medical community have 

not been too successful, for the most part (Oppenheim, 197 9; 

Feinstein, 1960; Stunkard, 1976). Many treatments have been 

tried, including the use of drugs, controlled starvation in 

the hospital, and numerous outpatient programs. These 

treatments were reviewed by Feinstein (1960), who concluded 

that they were generally unreliable. While persons may lose 

weight when kept on a low-calorie diet in a hospital room, 

they often revert to their habits of overeating (Stunkard, 

1976). Diets using amphetamines as appetite suppressants, 

while very popular, have a similar temporary effect (Feinstein, 

1960; Oppenheim, 1979). The side effects of anorexic drugs 

are well-known to physicians, and fewer of these drucrs are 
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now used. Outpatient medical programs of diet have had 

better long-term success, but are far from reliable in long-

term effect. Stunkard (1975), in summarizing the outcome of 

treatments for overweight before the advent of behavior 

therapy, stated: "Most obese people do not enter treatment 

for obesity. Of those who enter treatment, most will not 

remain. Of those who remain, most will not lose weight. 

Of those who lose weight, most will regain it. Many pay a 

high price for trying" (p. 196). 

It can easily be seen that overeating is a serious 

health problem. Scientists and nonscientists have looked 

for a single theory which would account for overweight and 

therefore lead to a reliable treatment. Prominent theories 

include physiological and genetic theories, psychoanalytic 

theories, and learning theories, each of which will now be 

considered. 

Physiological and Genetic Theories of Overweight 

Theories which attempt to attribute overweight to 

physiological or genetic variables have met with limited 

success. While there are certainly metabolic problems in 

some obese persons, these problems cannot be found in the 

majority of cases (Feinstein, 1960; Mayer, 1968). In hos-

pitalized overweight persons, whose caloric intake can be 

strictly monitored and restricted, there is a large degree 

of success (albeit temporary) in diet programs (Feinstein, 

1960). Thus, it would seem that the major problem is not a 



difference in the way calories are metabolized, but in caloric 

intake itself. To paraphrase Feinstein's conclusion of his 

review of medical treatments for obesity, weight will be 

lost if the patient restricts calorie intake sufficiently. 

The problem has been how to get the patient to do so. 

Studies by Schachter (1971) have shown many similarities 

between obese humans and hyperphagic rats, which have been 

made so by surgical lesions in the hypothalamus. However, 

Schachter and his associates, despite extensive efforts, have 

not demonstrated hypothalmic disorders in obese people. 

This is not to state with any finality that there are no meta-

bolic differences of other physiological problems that lead 

overweight persons to overeat. However, the fact remains 

that if most overweight persons eat less, they lose weight 

(Mayer, 1968; Stunkard, 1976). The problem is how to get 

them to eat less. In evaluating metabolic theories, it must 

be pointed out that these theories have not led to effective 

treatments (Feinstein, 1960; Stunkard, 1976). 

Psychoanalytic Theories 

Psychoanalytic writers have also speculated about 

obesity (Bruch, 1957). In psychoanalytic theory, overeating 

is seen as a superficial symptom of a deeper emotional 

disturbance. Basic difficulties with early parental rela-

tionships and concomitant feeding problems are said to lead 

to later eating problems. Bruch (1957, 1958, 1961), in her 

earlier theories of overeating, examined some of the ante-

cedents to eating problems, and stated on several occasions 



that the obese child's parents may force him to eat as a 

solution to the child's emotional problems, and thus, as 

adults, these persons again eat when emotionally'upset, 

without discriminating one internal feeling (anxiety) from 

another (hunger). This idea is somewhat similar to a 

learning theory. 

Psychoanalytic theory dictates that a solution must be 

found to the deep emotional problems of the obese or extremely 

underweight adult before he can find relief from his eating 

problem (Bruch, 1957). However, as the analytic therapists 

seem to now admit, such treatment is not successful in most 

cases (Stunkard, 1972, 1975). Again, in evaluating the theory, 

it must be stated that it was of little value in solving the 

overweight person's dilemma. The case studies that demon-

strate success have been dramatic in a few instances, but 

long-term psychoanalytic treatment for obesity is probably 

not, at this point, a viable or economical treatment for 

overweight, as Stunkard (1976), Bruch (1957), and others 

(Mahoney, 1974; Stuart, 1967) have concluded. 

Schachter (1971) states that fat persons do, in some 

cases, tend to eat when confronted with a wide range of 

difficulties, and also, as the psychoanalytic writers pre-

dicted, are poor monitors of their bodies' physiological 

states. They experience not only caloric deficit as hunger, 

but many emotional states as well. An astute observer might 

notice that Bruch's theory appears similar to learning formu-

lations of overeating, and Bruch (1961) herself later discounted 



the value of analytic formulations in favor of a learning 

hypothesis, stating, "In my opinion, we are dealing with an 

incorrect learning experience" (p. 468). Stunkard (1974, 

1975, 1976) also appears to have become an enthusiastic 

supporter of, and indeed an important spokesman for, learning 

formulations. 

Learning Theories 

Learning concepts seem to have become most dominant in 

the conceptualization of overeating and its treatment (Bruch, 

1961; Hall, 1972; Stuart, 1967; Stunkard, 1976), and a brief 

discussion of these concepts is in order. 

Eating, and the intrinsic and social reinforcers which 

may be associated with it, has a very strong and immediate 

reinforcing effect which leads to a high rate of eating 

behavior (Ferster, Nurnburger, & Levitt, 1962). Of course, 

there are ultimate aversive consequences such as overweight 

and concomitant medical problems, but these, being far 

removed in time from the behavior, are ineffective in con-

trolling it. One solution, then, might be to somehow move 

the aversive consequences of eating to a more immediate 

association with the behavior, or to place some artificial 

aversive consequences near the eating response. 

This idea has been the foundation for certain behavioral 

therapies. For example, a client might be asked, when eating 

certain foods (or imagining himself eating them), to imagine 

an aversive consequence, such as nausea, occurring. With 
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repeated trials, a form of covert conditioning might occur, 

in which the person cannot eat the target foods without 

becoming nauseated. There is an extensive body of research 

which explores this idea, and it is still believed to hold 

promise as a viable treatment (Cautela, 1966). 

Another treatment approach which has been generated 

by the idea of immediate consequences' effectiveness in 

controlling eating behavior takes a different approach, 

in which alternative behaviors are reinforced, rather than 

allowing eating to be reinforced. In this form of treatment, 

clients may be asked to engage in an alternative behavior such 

as taking a walk, reading a newspaper, or reading a favorite 

book when they have an urge to overeat. The rate of these 

more productive behaviors can thus be increased and take 

the place of overeating by this method (Stuart, 1971). 

Schachter (1971), hypothesizes that certain stimuli 

may be associated with feelings of hunger. It has been shown, 

both in humans and rats, that if an organism is accustomed 

to eating in a certain place at a certain time, he may learn 

to experience hunger when in those stimulus conditions, and 

obese persons apparently eat in a great number and wide 

range of circumstances. Thus, one hypothesized solution is 

to restrict the stimulus conditions under which an individual 

experiences hunger by permitting him to eat only at certain 

times and in certain places, which is known as stimulus 

control. Presumably, the person will eventually feel hunger 

only in certain conditions (Schachter, 1971; Stuart, 1967). 



The behaviors that lead to eating are complex and have 

a number of serial components, which progress until the final 

behavior in the chain, eating, is reached. Behavior chains 

may be short, such as when arrangements have been made ahead 

of time to make eating convenient. An example of such 

arrangements is the purchase of various snack foods that do 

not require extensive preparation, and which, unfortunately, 

are often some of the highest calorie foods available. The 

solution might be to lengthen or interrupt chains which lead 

to overeating. This is particularly important for obese 

persons, as has been demonstrated by Nisbett (1974). Accord-

ing to Nisbett's research, obese persons are particularly 

likely to eat if food is immediately available or visible, 

but less likely to work for food than are nonobese persons 

(even if this only involves going to the refrigerator for 

more). Thus, it would seem that obese persons are particu-

larly vulnerable to this chaining effect. Removing easily 

available foods or snacks from ready access may be used to 

solve this problem (Stuart, 1967). 

Treatments of Overeating Behavior 

Treatments for overweight have been varied and numerous. 

For example, psychoanalytic treatment, which has been dis-

cussed earlier, often involves long and expensive therapy in 

which the root cause for overeating is sought, using the same 

techniques that might be used to treat a neurosis. A prime 

proponent of this technique has been Bruch (1957). Dramatic 
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case studies may be found which illustrate successful and 

unsuccessful psychoanalysis for weight control. Even Bruch, 

however, admits that this approach is not often practical 

and that overweight is probably a learning problem (1961). 

Therefore, this approach is not widely used due to its 

duration and expense. 

A second treatment method evidently not generated from 

any particular psychological theory but which enjoys a great 

deal of favor is the self-help group. "TOPS" (Take Off 

Pounds Sensibly) and "Weightwatchers" are good examples of 

this treatment. In these approaches members may have a 

professional therapist, but rely most heavily on group 

support and discussion to control their behavior and there-

fore their weight. In Weightwatchers, an elaborate business 

has been developed which not only sets up self-help groups 

and dictates strict diets, but packages and sells its own 

brand of food products (Berland, 1975). Many of these self-

help group meetings bear a strong resemblance to Alcoholics 

Anonymous meetings, with individual testimony, group support 

and participation, and strong approval for good dieting 

behavior. While public opinion seems to be that these 

approaches are highly successful, there is little supporting 

research. However, Stunkard (1970) concludes that these 

approaches are at least as successful as most medical treat-

ments. An interesting development is the recent addition 

of R. B. Stuart, an extremely prominent behaviorist, to 

the staff of Weightwatchers, Inc. 
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Numerous "pure" self-help programs are available. 

Typically, paperback dieting books support a particular 

combination of foods, and not a particular eating procedure 

or treatment. There is little research to show that reading 

these self-help books leads to lasting weight loss. An 

excellent review, by category, of these programs suggests 

that most new diets are no better than an orthodox calorie 

counting diet (Berland, 1975). 

Although the foregoing discussions of analytic, group 

self-help, and individual self-help programs are far from 

complete, it can easily be imagined that a complete review 

of all weight control treatments would require volumes. In 

the earlier discussion of theories of overeating, it was 

maintained that learning and behavioral theories offer the 

most promise toward a global theory. Discussion of treat-

ments derived from behavioral theories will therefore comprise 

the next section. Just as other theories have led to in-

patient, group, individual, and pure self-help treatments, 

so have behavioral theories, and therefore these will now 

be discussed. 

Behavioral Therapies for Overeating 

Numerous behavioral programs derived from the principles 

of stimulus control, chaining, and attempts to reinforce 

behaviors which will compete with overeating have succeeded 

(Abrams, 1979; Hall, 1972; Harmatz & Lupec, 1968; Stuart, 

1967). Some of these specific programs were derived from 
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the experimental analysis of overeating by Ferster, Nurnberger, 

and Levitt (1962). Stuart (1967) first used a program derived 

by the Ferster et al. analysis in a case study, with some 

success. Since Stuart's use of his program, behavioral treat-

ments of overweight have increased, and have taken different 

forms. 

One of the major difficulties in drawing conclusions 

concerning the efficacy of various treatments is the lack of 

standardized definitions and procedures of treatments, so the 

most valid approach in comparing various therapies would be 

to examine closely the details of the operational procedures 

employed. There are many variations of the basic idea that 

eating, like many other behaviors, is controlled by its 

consequences. Attempts to add to the power of behavioral 

treatments by using ancillary treatments have, so far, been 

unsuccessful. For example, Penick, Fillion, Fox, and 

Stunkard (1971) used amphetamines in one group and did not 

demonstrate a superior weight loss for this group over a 

group treated only with a form of behavior therapy. Other 

medical treatments have also failed to yield success. The 

fact that medical treatments have failed as many physicians 

admit (Feinstein, 1960; Penick et al., 1971) has led many 

reviewers (Abramson, 1973; Hall & Hall, 1975; Stunkard, 1975) 

to conclude that behavioral treatments of overeating, parti-

cularly those using Ferster, Nurnberger, and Levitt's (1962) 

basic analysis, have been demonstrated satisfactorily to 
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bring about more weight loss. Thus, research is turning 

in the direction of the conditions under which these behav-

ioral programs can best be utilized (Jeffrey, 1974; Abramson, 

1979). 

One important aspect of any treatment is the level of 

therapist involvement needed for effective treatment. This 

has led to the use of self-control procedures for many treat-

ments. Overeating, particularly, seems to be fitted to the 

use of self-control, because of its very nature. Specifically, 

if the overweight person does not gain control over his eating 

behavior, he will surely fail. Even if, with the help of 

an experimenter or therapist, the person loses weight, he 

cannot depend on that therapist to control his behavior for 

the rest of his life, and once therapy is stopped, the weight 

will be regained (Mahoney, 1976). Many persons do attempt 

to use other persons as relatively permanent helpers in 

self-help groups such as TOPS (Stunkard et al., 1970). How-

ever, it seems that the most effective treatment is the one 

which leads to self-control and no dependence on others to 

achieve permanent results. Behavioral weight control programs 

have not explored the therapist involvement versus efficacy 

of various types of applications to a great degree, nor 

have they demonstrated, except in a few cases, long-term 

success. Various levels of therapist involvement have been 

employed in several studies, and will now be discussed. 
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Inpatient Programs 

Perhaps the most costly program for the weight loss 

client is an inpatient program in which the person's entire 

time is involved in a behavior therapy for weight loss. 

There have not been such behavioral programs, for the obvious 

reason that they would be too expensive. However, there have 

certainly been such medical treatments (Feinstein, 1960). 

Westlake, Levitz, and Stunkard (1974) did make use of a day-

care program in which most of the client's day revolved 

around a behavior therapy program for overweight. While this 

program was somewhat effective, it is obviously costly and 

impractical for many persons, since spending all day in a 

clinic would preclude most all other activities and would 

also require large clinic fees. 

Individual Outpatient Programs 

Somewhat less costly than inpatient treatment are pro-

grams in which clients see a therapist one or two times per 

week. Many behavior therapy programs have taken this form. 

Hall (1972) showed that an experimenter-controlled group 

could lose weight at a practical rate. Bellack, Schwartz, 

and Rozensky (1974) systematically varied how much experi-

menter contact was necessary, and concluded that a weekly 

mail contact might be a sufficient degree of contact. This, 

obviously, has implications for cost effectiveness, being a 

very inexpensive treatment. Harris (1969), in a self-

directed program, met with subjects twice a week. Many 

other studies (Brownell, Heckerman, & Westlake, 1979) have 
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varied how much experimenter contact is necessary for 

weight loss, but this important variable remains, for the most 

part, unclear. 

Group Treatments 

One possible means of reducing the amount of therapist 

time per patient, while not eliminating therapist contact 

entirely, is through the use of a group procedure. Within 

the context of behavior therapy, several examples of the use 

of groups can be given. For example, Harmatz and Lupec 

(1968) used a group therapy plus behavior modification treat-

ment for weight loss in a population of inpatients, with some 

success for their behavioral group at follow-up. Hagen (1969) 

contrasted group treatment with bibliotherapy (having patients 

read about weight control), and found no differences at 

follow-up. Wollersheim's (1970) treatment is the most widely 

quoted study of the use of group behavioral treatment to date. 

Wollersheim used an extensive range of behavioral treatment 

in his behavior modification group, including relaxation, 

stimulus control procedures, self-reward, building competing 

behaviors, chaining techniques, and aversive imagery. While 

Wollersheim's study is wide in scope, it left a great many 

questions unanswered because of its complexity. 

Balch and Ross (1974) used a more specific behavioral 

treatment, essentially Stuart's methodology, and also used 

exercise and self-management in a group treatment. Their 

dropout rate was extremely high, and in fact, they included 

their dropouts in a "partial treatment" group. Their study 
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suggests that a full course of behavior treatment may be 

needed to insure good results, but their study lacks an 

adequate follow-up. 

Kessler (1974) also attempted a group behavior therapy 

for overweight, but included several variables which obscure 

her results. Namely, her behavior therapy group included 

traditional group therapy in addition to behavioral treatment, 

a confounding procedure. 

It seems clear that the use of group behavior therapy in 

the treatment of overweight, a possibly economical and feas-

ible treatment, remains relatively unexplored. While the 

most common individual treatment is a simple one based on 

Ferster et al. s analysis, there has not been a clearly 

designed study of the effectiveness of this treatment in a 

group. 

Self-Behavior Therapy 

A third mode of behavioral treatment, and an even less 

expensive one in terms of therapist time, is one in which 

the client does not have continuing contacts with the thera-

pist. This treatment could be termed self-behavior therapy, 

and also remains, for the most part, unexplored. Many 

studies which are called self-control treatments make weekly 

use of a therapist, and are not, by this definition, really 

self-directed (Harris & Brunner, 1971). There is preliminary 

evidence, however, that this treatment may lead to good long-

term results. Jeffrey (1974) compared self-control groups 
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with experimenter controls and found more maintenance of 

weight loss at follow-up. However, since this group did meet 

with the therapist, it remains to be seen whether a completely 

self-directed group can effectively follow a behavioral 

weight loss program. 

The foregoing survey of individual group, and self-

behavior therapies leads to the conclusion that there is no 

clear relationship between amount of therapist contact and 

therapeutic efficacy. This may be due to factors such as 

paucity of studies or poor experimental design, but it is 

certainly at least partially due to individual subject vari-

ables. A few subject variables have been explored in the 

literature, such as sex of subjects (Hall, 1974), locus of 

control (Balch & Ross, 1975), and age (Hall & Hall, 1974) . 

A new and extremely interesting variable has been studied by 

Rozensky and Bellack (1976). It is referred to as self-

reinforcement style. 

Self-Reinforcement Style 

Rozensky and Bellack (1976) and Bellack (1975) have 

evidence that there are individual differences in styles of 

self-evaluation. Some persons seem to administer more self-

reinforcement (SR) for behavior, and others seem to depend 

on external agents for reinforcers. This finding is of 

great significance in self-control experiments, since it 

probably affects the ability to succeed in self-control 

attempts. Persons who reinforce their own behavior seem to 
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be more successful on long-term weight loss (Bellack, Glanz, 

& Simon, 1976) and in self-control smoking programs (Rozensky 

& Bellack, 1974). 

The effect of the self-reinforcement variable has not 

been sufficiently evaluated in a multiple treatment study of 

weight loss. Preliminary findings by Rozensky and Bellack 

(1976) indicate that high self-reinforcer subjects lose more 

weight than low self-reinforcers on self-control programs, 

but lose less weight for experimenter-controlled procedures. 

How high self-reinforcers fare in group therapies is unknown, 

and one purpose of the present experiment is to explore this 

question. 

According to Rozensky and Bellack (197 6), high self-

reinforcers may engage in a higher degree of cognitive counter-

control; that is, actually doing the opposite of what external 

agents request. Thus, in Rozensky and Bellack's experiment, 

the therapist contact was thought to elicit a higher degree 

of countercontrol in these subjects, leading them to do 

poorly in the experimenter-controlled condition. In self-

control conditions, where persons were left to their own 

sources of reinforcement, high self-reinforcers did better. 

From this evidence it follows that if the countercontrol 

phenomenon exists for groups of peers, then high self-

reinforcers would be expected to do poorly in group therapies 

as well as in experimenter-controlled therapies. 

Furthermore, it follows that low self-reinforcers should 

be able to benefit more from a group of external reinforcers 
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than from a single external reinforcer, and would be expected 

to lose more weight in a group support condition than in an 

experimenter support condition. In a self-control condition, 

where low self-reinforcers are in effect receiving no rein-

forcement with the experimental conditions, they will probably 

do poorly. Of course, they may receive reinforcement 

outside the experiment. 

Statement of Experimental Problem 

From the foregoing discussion, it may be seen that the 

effect of degree of therapist contact remains somewhat unclear 

and that self-reinforcement style is also relatively unex-

plored at this time. Therefore the experimental problem was 

to clarify several aspects of each of these two factors and 

the relationship between them. This investigation was 

designed to explore the joint effect of degree of therapist 

contact and self-reinforcement style, in keeping with Jeffrey's 

suggestion that research must turn in the direction of 

studying conditions which could affect the success of treat-

ment (1974) . 

Hypotheses 

Research findings and speculations generated therefrom 

led to the formulation of the following research hypotheses, 

which are presented graphically in Figure 1. 

Hypothesis 1. The general research hypothesis is that 

the relative effects of the four treatments (individual 

therapy, group therapy, self therapy, and no-treatment control 

condition) will be different for less self-reinforcing 



20 

w 
w 
CD 
A 

W 
W 
o 

-P & 
&** 

•H 
CD 
£ 

CD 
U 

I ! 

" O - o 

_L 
Control Self Group 

Low Self-reinforcers 

High Self-reinforcers 

Individual 

o o 

Figure 1. Hypothesized relative standing of groups 
at posttreatment. 

persons as compared to high self-reinforcers. This inter-

action is expected for both dependent measures, pounds lost 

and percentage of initial body weight lost. 

Hypothesis 2. For high self-reinforcers, some treat-

ments will be more effective, based on countercontrol theory, 

Specifically, high self-reinforcers are expected to engage 

in countercontrol and to do the opposite of what others 

attempt to influence them to do. Thus, they should lose 

more weight in self therapy, where there is no outside 

influencing agent, than they will in either group or individ-

ual therapy. 
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Hypothesis 3. For low self-reinforcers, there will also 

be differences in relative effectiveness of treatment. These 

individuals theoretically engage in minimal if any counter-

control and should therefore benefit from peer or individual 

therapy direction. They should best succeed, therefore, in 

indivdiual and group behavior therapy. Self therapy will 

be inferior for these persons, due to less reinforcement being 

available. All treatments will be expected to result in more 

weight loss than a no-treatment control group. 

Hypothesis 4. Within the self therapy condition, it is 

hypothesized that highly self-reinforcing persons will lose 

more weight than low self-reinforcers, since by definition 

they provide their own reinforcers and the low self-reinforcers 

do not. With less external reinforcement, low self-reinforcers 

are, in effect, in a condition of no planned reinforcement. 

Hypothesis 5. In contrast, in the group therapy condi-

tion, low self-reinforcers are expected to lose more weight 

than high self-reinforcers, based on the idea that high self-

reinforcers will engage in countercontrol and therefore be 

adversely affected by external reinforcers. Again, low 

self-reinforcers are thought to be in their optimum treat-

ment condition when a group of outside reinforcers are 

available. 

Hypothesis 6. In the individual therapy condition, it 

is hypothesized that high self-reinforcers will lose less 

weight than low self-reinforcers, since the former can again 

be expected to engage in countercontrol and be adversely 
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affected by external reinforcing agents, while the low self-

reinforcers will benefit from the therapist's reinforcing 

support. 

Method 

Subjects and Experimental Design 

Forty-nine adult subjects (9 males, 40 females) were 

solicited through an advertisement in a state hospital 

employee newsletter (Appendix A). The low percentage of male 

volunteers is typical of weight control studies. The reasons 

for this phenomenon are not known (Hall, 1974). Most volun-

teers were employees of the hospital, but 4 were not. Of 

these 4, 1 was a housewife and 3 were clerical workers. The 

subjects ranged in age from 19 to 56 years, although most of 

the subjects were fairly evenly distributed throughout their 

20's, 30's, or 40's. 

Educationally the 49 persons were distributed as follows: 

high school diplomas, 25; associate degrees, 6; bachelors 

degrees, 10; masters degrees, 6; Ph.D. degrees, 2. None of 

the subjects listed "college student" as a primary occupation. 

The majority were clerical workers or nurses' aides, but some 

were professional nurses, social workers, psychologists, 

rehabilitation therapists or administrators. Only two sub-

jects, both psychologists, were sophisticated in behavior 

modification techniques. 

The basic experimental design was a 4 (treatments) X 

2 (self-reinforcement style classification) factorial, as 

represented schematically in Figure 2. The sexes, 4 0 females 
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and 9 males, were separately assigned at random to the eight 

subgroups; the resulting ns and sex distribution are also 

shown in Figure 2. An analysis of covariance was used with 

initial body weight as the covariate, to analyze the "pounds 

lost" data. Analysis of covariance was necessary because 

persons with grossly different initial body weights might 

have conceivably lost weight at different rates. However for 

the second dependent variable, percentage of body weight lost, 

an analysis of variance was sufficient, since the initial 

body weight was 100% of all subjects and therefore equated. 

Criterion measures were administered at the onset of the 

study, at the end of a 2 week baseline period, at the end of 

8 weeks (treatment) and at the end of 14 weeks (follow-up). 

The range of durations of studies is great, and the length of 

this study is about average. The follow-up period is as 

long as most, but many such studies have no follow-up period 

at all. 

Pretherapy Procedures 

Baseline weight establishment. After the 49 subjects 

were obtained and demographic data collected, each subject 

was weighed by an experimenter on standard balance beam 

scales. This was repeated 2 to 3 days later, and the mean 

of the two weights was defined as the initial weight. Roughly 

2 weeks from the first day, each subject was weighed again, 

marking the end of the baseline period. Subjects were told 

to eat normally during this period and to undertake no weight 

loss measures on their own. No subject lost more than 2% 



25 

of the initial weight during this period; therefore, a stable 

baseline was established. 

Reinforcement style classification. At a convenient 

time during the baseline period, each subject was evaluated 

for reinforcement style. The method of evaluation and even 

the stimulus words used were those of Rozensky and Bellack 

(1974; 1976) and Bellack and Tillman (1974). Each subject 

was seated facing a slide projection screen. After the pro-

cedure was explained, 30 3-letter words (Appendix C) were 

displayed at a rate of 1 slide per second. After a 2-minute 

rest period, 30 slides, each containing 3 words (Appendix C) 

were displayed for 3 seconds each. One word in each of these 

slides had also appeared on the first list. The subject 

was asked to identify the correct word by stating "left," 

"middle," or "right" and by pressing one of three buttons on 

a panel, labeled "left," "middle," and "right." If he was 

confident that he was correct, he also administered a self-

reinforcer (defined as a covert positive self-evaluation, 

for example, "I have a good memory") and then he pressed a 

fourth panel button labeled reward. The reward button 

illuminated a small red lamp and incremented an electric 

counter not visible to the subject. After all 49 subjects 

completed the task they were placed in order of the number 

of self-reinforcements administered; the 24 subjects with 

the largest numbers were defined as high self-reinforcers 

and the 25 with the lowest scores were designated low self-

reinforcers. An ANOVA on these scores indicated significant 
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differences between high and low self-reinforcers F (1, 40) 

= 10.97, p < .001, but not among treatment groups, F (1,40) 

= 1.22, p > .05 as expected. Accuracy of stimulus choice 

was not assessed or used as a factor in group assignments, 

since the procedure was designed to determine only a subject's 

rate of self-reinforcement. 

Instructions and materials for all except control sub-

jects . At the end of the 2-week baseline period and rein-

forcement style classification, each treatment subject 

(except control groups) was given food monitoring sheets for 

recording food after it was eaten, time and place eaten, and 

number of calories for each food item (Appendix D). The 

calorie data were not evaluated as a dependent variable, 

but were used in therapy sessions to analyze eating behavior 

and therefore constituted part of the actual treatment. Each 

subject was also given a manual for behavioral control of 

eating (Appendix E) and was asked to purchase a calorie-

counting book so that he might correctly complete his food 

data sheets. Each person was given an appointment time to 

return for the first treatment session. 

Administration of the Four Treatment Conditions 

Control subjects. At the end of baseline, the two 

control groups (high and low self—reinforcers, groups IV and 

VIII) were informed that there was no room for them in the 

study at this time, but that they would be recontacted in 

6 weeks for participation. They were not given the manual 
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for weight reduction, the data sheets, or asked to purchase 

a calorie-counting book. They were asked simply to wait 

and to undertake no weight control methods. At the end of 

6 more weeks they were recontacted, weighed and offered 

group behavior therapy. In addition, the control subjects 

were questioned at the end of the 6-week period regarding 

whether they attempted to lose weight. All control subjects 

stated that they followed the request to refrain from weight 

loss attempts. Four of the control subjects entered into 

group behavior therapy, while the remaining 8 decided not 

to enter a group at that time. 

Individual behavior therapy. After baseline, groups 

1 and V, which were the high and low self-reinforcers res-

pectively who received individual behavior therapy, began 

weekly 45-minute sessions. At the first session, each person 

was weighed, his or her ideal weight was discussed, and a 

weekly goal was set in terms of eating behavior. The weight 

goal was to lose 1% of the body weight, but never more than 

2 pounds. Treatment consisted of 6 weekly sessions, each 

consisting of turning in data sheets for discussion, praise 

for following the program and discussion of weight loss, 

problems encountered, and clarification of the guidelines. 

If a weight gain had occurred, the goal was set from the 

current weight, not the previous week's goal. The impor-

tance of long-term behavior control was emphasized, since 

many programs fail because of an emphasis on quick temporary 

weight loss. At the end of each session, the subject was 
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given an appointment to return the following week. At the 

end of the 6th and final treatment week, contact was stopped 

regardless of weight loss, marking the end of the treatment 

phase, however, the subject was instructed to continue the 

program on his own, and to lose weight or maintain the ideal 

weight that was selected if it had been reached. About 6 

weeks later the follow-up criterion weight was obtained from 

each person. 

During the follow-up period, no experimental treatment 

was administered. When subjects contacted the experimenter 

during this period, they were asked to follow the manual 

and to continue on their own without help; since the goal 

was self-control of behavior, no specific advice was offered. 

Group behavior therapy. After baseline, groups II and 

VI (the high and low self-reinforcers respectively) began 

weekly group behavior therapy sessions. They were assigned 

to two therapy groups so that each group consisted of 6 or 

7 members. Both high and low self-reinforcers were in each 

group; one group had one male and the other had two males. 

At the sessions, each group member weighed as he or she 

entered the room in front of the other subjects who may have 

already arrived. (An interesting behavior emerged regarding 

this: group members who had failed to lose weight that week 

usually arrived early and those who had lost much weight 

arrived later, evidently to preserve or enhance their status 

with the group by either weighing before anyone else arrived 
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or waiting until everyone else was in the room to notice how 

well he or she had done that week.) 

In sessions, discussion centered around topics such as 

why a particular member was or was not losing weight, par-

ticular diet habits that did or did not help, and quite a 

bit of affirmation of various guidelines effectiveness. 

The goal for each member was set at a 1% loss of body weight, 

but never more than 2 pounds, as in individual therapy. 

Attendance at the group meetings was very good. No 

member missed more than one of the six sessions. All groups 

were led by the experimenter, but most of the discussion was 

by group members. At the end of 6 sessions, contact was 

stopped, and the group members were asked to not contact 

each other during the 6 week follow-up period. They were 

told to continue to use the manual and to lose weight at 

the same rate as before. The number of sessions, the general 

content of sessions, and the guidelines for weight loss 

were the same as for the individual behavior therapy subjects. 

All group behavior therapy subjects were reweighed individually 

at the end of the follow-up period. 

Self behavior therapy. The self behavior therapy groups 

(high and low self-reinforcers, groups III and VII) were 

weighed and completed as baseline period as did the others. 

After baseline, however, these persons were told that they 

were to be involved in a self-control experiment, and were 

given the guidelines manual (Appendix E), data sheets, and 

asked to buy a calorie counting book. They were informed 
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that these were "proven measures" which had been tested in 

"scientific experiments." 

The manual contained the guidelines, plus explanations 

for each one, as well as information which was intended to 

cover the same information that most likely would be dis-

cussed in the group and individual behavior therapy sessions. 

Beyond these measures they were not counseled on weight 

control, but were instructed to return in 6 weeks. 

Control of Secondary Variables 

Outside interaction of subjects. At the initial meeting 

the experimental nature of the study was explained, and the 

subje&ts were asked to refrain from discussion of the study 

with other subjects. They were informed that they might 

discuss their program with anyone else, however. While to 

merely tell subjects not to discuss their progress or 

problems did not guarantee their compliance, there was no 

evidence that the possibility of outside discussion had a 

differential effect among the groups. 

Subject adherence to program. In effect, the entire 

success of a weight control program is related to the person's 

adhering to the instructions. In the individual and group 

therapies, problems in conforming to the program were topics 

of discussion. If the self therapy did not comply, it would 

suggest that this element was missing in pure self therapy, 

which might have rendered it less effective than the other 

treatments. Thus adherence was measured by how effective 

the particular subjects' program was in losing weight. 
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Dropouts. To minimize dropouts, each subject (except 

the control group) was required to place a $35 deposit with 

the experimenter. If all sessions were attended, the subject 

was refunded his deposit at the end of the experimental 

period. It was emphasized that the return of the money was 

contingent on attendance only and not upon weight loss. 

Each subject was allowed to be absent one session "free," 

but was to forfeit $5 for each other missed session. In 

fact, no subject missed more than one session, and no one 

dropped out. Evidently, the measure was effective. All 

forfeited money was to be contributed to United Fund, but 

as it happened no money was forfeited. 

Therapist variable. The same person conducted all 

treatments. Special care was exercised to insure that the 

therapies were indeed executed according to the defined 

therapeutic methods. Possible experimenter bias in the 

conduct of the therapy was scrupiously guarded against. 

Results 

All hypotheses are reviewed and were tested in order 

by the analyses of covariance of body weight and the 

analyses of variace of percentage of initial body weight. 

Individual mean comparisons were made by the Newman-Keuls 

arid the Tukey-A tests of the analyses of variance and 

covariance respectively. A p = .05 was used as the critical 

level of significance in all tests. Both posttreatment and 

6 week follow-up means are plotted on figures. Figure 3 
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represents the ANOCOV data graphically. Table 1, which 

follows, is a summary of the adjusted means on which Figure 

3 was based. 

The second criterion, percentage of body weight lost, 

was also investigated. Table 2 gives a summary of the 

results for that criterion. Figure 4 is a graph of the 

percentage of weight lost as found in Table 2. 
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Hypothecs 1 

In Hypothesis 1 it was predicted that the relative 

effects of the four treatments—individual behavior therapy, 

group behavior therapy, self behavior therapy, and no-

treatment control—would be different for low self-reinforcers 

as compared to high self-reinforcers. This hypothesis was 

tested by the interaction F ratios yielded by the analyses 

of covariance (the covariate being pretreatment weight) 

and the analyses of variance. Summary tables of these 

analyses are given in Appendices F, G, H, and I. The 

analyses of covariance of the adjusted means produced an 

interaction F (1, 40) = 1.922, p = .14 at posttreatment and 

F = 1.239, p = .31 at follow-up. The analyses of variance 

yielded an F (1, 40) = 2,523, p = .07 at posttreatment and 

F = 1.681, p = .18 at follow-up. 

Since none of these interaction F ratios reached the 

critical level of .05, Hypothesis 1 was not supported, thus 

no significant differential average effects of the behavior 

therapies could be demonstrated for persons of different 

self-reinforcement styles. The lack of significance is 

also reflected in Figures 3 and 4 by the relatively parallel 

trend lines. 

Initially, conclusions concerning the remaining hypo-

theses (2-6) were to depend on the occurrence of significant 

interactions, but since the interactions were nonsignificant, 

the next logical data to employ in evaluating the hypotheses 

were the main effects coupled with inspection of the simple 
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effect trends. Therefore, the main effect results follow 

immediately to serve as the basis of accepting or rejecting 

the remaining hypotheses. 

Main Effect of Treatment Mode 

Figure 5 is a plot of the covariance body weight 

adjusted main effect means obtained at the posttreatment 

and follow-up periods. Figure 6 represents the post-

treatment and follow-up data for the percentage of body 

weight lost. 

There was a significant main effect F ratio (see Appen-

dix F, G, H, and I) for each of the four analyses: 

1. ANOCOV, posttreatment—F (1, 40) =5.83, p = .002. 

2. ANOCOV, follow-up—F (1, 40) = 9.41, p = .001. 

3. ANOVA, posttreatment—F (1, 40) = 6.66, p = .01. 

4. ANOVA, follow-up—F (1, 40) = 9.0, p = .001. 

Multiple comparisons of the main effect means were 

computed for the two ANOCOV's by Tukey-A tests (Appendix N). 

Considering jointly Figure 5, Table 1, and Appendix N 

the individual tests of pairs of adjusted means revealed 

that all three therapies were significantly superior to 

the no-treatment control group in production of weight 

loss at posttreatment and at follow-up. At posttreatment 

there were no significant differences among the major three 

therapies themselves (individual, group, and self-therapy) 

but at follow-up there were indeed significant differences 

among the three in question. Namely, the individual therapy 

adjusted mean (170.3) was significantly less than that for 
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group therapy (174.4) or for self therapy (174.8). In 

turn, the latter two did not differ significantly from each 

other. 

On the ANOVA of percentage of body weight lost at 

posttreatment (Table 2, Figure 4 and Appendix 0) all three 

therapies were superior to the no-treatment control, but 

there were no significant differences among them. For 

individual, group, and self therapies the corresponding 

percentages of weight lost were 4.1%, 3.5%, and 3.4% as 

compared to the no-treatment controls loss of 0.1%. At 

follow-up the percentages were 5.7%, 3.4%, 3.5%, and 0% 

for individual therapy, group therapy, self therapy, and 

no-treatment control groups respectively. Newman-Keuls 

tests of differences revealed no significant differences 

among the three therapies. The only discrepancy between 

the ANOVAs and the ANOCOVs findings was the occurrence of 

significant differences among the three therapies at 

follow-up on the ANOCOVs but not on the ANOVAs. 

It was decided a posteriori to compute an additional 

ANOCOV, this time using posttreatment raw scores as the co-

variate and the follow-up adjusted score as the criterion 

measure. This was done in order to determine the signif-

icance of the apparent continued weight loss by the individual 

behavior therapy subjects during the follow-up period. 

Significant differences were found F (1, 40) = 3.91, p = 

.015. Tukey-A tests of the differences among the means 

indicated that individual therapy subjects continued to lose 
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at a significantly higher rate than did self or group 

therapy clients or control subjects. Tables of the results 

of the a posteriori ANOCOV are located in Appendices L and M. 

Main Effect of Self-reinforcement Style 

The main effect of self-reinforcement style was signif-

icant on both analyses of covariance. At posttreatment the 

adjusted means (see Figure 7) were 177.2 and 172.7 for high 

versus low self-reinforcers respectively—F (1, 40) = 7.27, 

p = .01. At follow-up the adjusted means were 177.3 for 

high self-reinforcers and 172.7 for low self-reinforcers, 

and F (1, 40) = 10.857, p = .002 obtained. 

The two analyses of variance of percent of body weight 

loss main effects were also significant. The means at post-

treatment were 1.8 for high self-reinforcers and 3.7 for low 

self-reinforcers F 91, 40) = 7.438, p = .009. At follow-up, 

the means were 1.8 for high self-reinforcers and 4.5 for 

low self-reinforcers, F (1, 40) = 10.974, p = .002. The 

nature of the main lines correspond closely to the ANOCOV 

data presented in Figure 7. 

Hypothesis 2 

In keeping with countercontrol theory it was predicted 

that the self therapy condition would produce greater weight 

loss than either group therapy or individual therapy for 

high self-reinforcing subjects only, on both criteria. 

Examination of the main effect means of treatment modes in 

the analyses of covariance and variance at the posttreatment 
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period presented earlier (see Figures 5 and 6 and Tables 1 

and 2) reveals that no significant differences occurred 

among the self, group, and individual therapy adjusted means 

when considered independently of self-reinforcement style. 

However, the same analyses for the follow-up scores did 

demonstrate significant differences among the three treat-

ments in question on both dependent variables, but the 

directions of the differences were inconsistent with the 

hypothesis. Individual therapy was superior to both self 
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and group therapies regardless of the level of self-

reinforcement style. Therefore, Hypothesis 2 was rejected. 

While the practice of examining the simple effects in 

the absence of a significant interaction is not generally 

acceptable, it is nevertheless theoretically interesting 

to at least indicate trends of these effects. Figure 8 

represents the simple effects trends compared with the main 

effects for the analysis of covariance data. Figure 9 

represents the corresponding data on the other criterion 

measure, percentage of body weight lost, again compared 

to the main effect curve. 

Hypothesis 3 

Hypothesis 3 predicted differences in effectiveness 

of treatment modes for the low self-reinforcers only. 

According to countercontrol theory, low self-reinforcers 

should lose more weight in the individual therapy and group 

therapy modes, since they were not expected to engage in 

countercontrolling behaviors in these modalities. In the 

self therapy condition, on the other hand, they were pre-

dicted to do poorly, since they lacked a reinforcing agent 

in this condition. 

Again examining main effects as represented in Figures 

5 and 6, this hypothesis was not confirmed. At posttreat-

ment, there were no significant differences demonstrated 

among the three therapy groups. There were, however, 

differences between each therapy group and the no-treatment 
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control on the ANOCOV; F (1, 40) = 5.83, £ = .002 and the 

ANOVA (F = 6.66, p < .01). At follow-up there was a signif-

icant difference on the ANOCOV which was congruent with this 

hypothesis , namely, individual therapy was superior to the 

other two modes, which were in turn superior to no-treatment 

control. Therefore, in examining main effects, this hypo-

thesis received partial support. 

When considering simple effects, the reader is again 

cautioned that these data are not conclusive in the absence 

of a significant interaction. However, in regard to 

Hypothesis 3, they are interesting since in the self therapy 

condition, the low self-reinforcers did very well at post-

treatment; in fact, better than any other treatment mode. 

At follow-up, again, individual therapy was superior. It 

should be noted that this finding is in direct conflict 

with countercontrol theory. 

Hypothesis 4 

This hypothesis specified that for the self therapy 

condition only, high self reinforcers would lose more weight 

than low self-reinforcers, the latter theoretically pro-

viding as much of their own reinforcement. Examining the 

main effect data in Tables 1 and 2 and Figure 7, it may 

be seen that this hypothesis was not supported since the 

low self-reinforcers as a group lost significantly more 

weight than did high self-reinforcers. In addition, simple 

effect data indicate that low self-reinforcers lost more 

weight in this particular condition at posttreatment and 
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follow-up, a finding opposite to the hypothesis. Since 

neither main effect nor simple effect data support the 

hypothesis, it is rejected. 

Hypothesis 5 

It was predicted that the group therapy procedure would 

produce more weight loss for the low self-reinforcers than 

for the high self-reinforcers, a difference predicted on the 

basis of countercontrol theory in which countercontrol would 

be expected to interfere with the high self-reinforcers' 

ability to benefit from group support and reinforcement. 

The main effect for self-reinforcement style does show 

low self-reinforcers losing more weight than high, in support 

of this hypothesis. This result occurred at posttreatment 

and follow-up using both criteria. 

Once again looking at simple effect data, it can be 

seen that low self-reinforcers lost more weight in the group 

condition than did high self-reinforcers, at both posttreat-

ment and follow-up. This too is consistent with Hypothesis 

5, and it is therefore supported. 

Hypothesis 6 

Individual therapy was expected to be a more effective 

treatment for low self-reinforcers than for high self-

reinforcers, since the high self-reinforcers were expected 

to engage in countercontrol behaviors in response to the 

suggestions of an individual therapist. The main effect 

data support this hypothesis, since low self-reinforcers 

lost more weight than high self-reinforcers overall. In 
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addition, simple effect data demonstrate that individual 

therapy was indeed more effective for low self-reinforcers 

at follow-up, and at posttreatment. Both main and simple 

effect results support Hypothesis 6, although the simple 

effect data must be regarded as tentative due to the lack 

of significant interactions. 

Discussion 

Despite support of some of the countercontrol related 

hypotheses, this experiment did not directly support 

Rozensky and Bellack's (1976) contentions. They speculated 

that high self-reinforcers might "characteristically 

emphasize self-control over their behavior" and thus respond 

"negatively to the emphasis on external control, to the 

particular experimenter control procedure employed, or the 

fact that such control was imposed upon them." 

Confirmation of the countercontrol hypothesis rested 

heavily upon finding high self-reinforcers succeeding better 

in the self-control condition as opposed to experimenter 

or group control conditions, a finding not confirmed in the 

present study. There was a near linear relationship between 

success and degree of therapist contact, namely, the more 

closely subjects worked with a therapist, the more weight 

they lost. Low self-reinforcers, on the other hand, 

surpassed high self-reinforcers in self therapy, again 

directly contrary to Rozensky and Bellack's results (1976). 

The descrepancies between the present results and those 

of Rozensky and Bellack may be a result of methodological 
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differences between the two studies. In fact, the key to 

the conflict may rest in a part of the quotation cited above. 

The "particular experimenter control procedure" and also 

perhaps the particular self-control procedure, must be 

examined. While many discussions of behavior therapy imply 

that there is a standard definition of "individual behavior 

therapy" or "self-control," examination of the literature 

reveals that this is far from accurate (Abrams, 1979). 

Rozensky and Bellack's (1976) method involved an extremely 

high degree of directiveness in the self and experimenter 

controlled conditions. In the self-control condition, 

subjects mailed their records to a therapist every day, 

having received a set of addressed envelopes weekly. Comments, 

written and returned by the experimenter on a regular basis, 

contained dietary advice plus other comments about the 

records. However, in the present study, the clients did not 

engage in such contacts but were instructed to make no 

contact with the therapist. The fundamental differences in 

defining self therapy is obvious. 

Rozensky and Bellack's (1976) experimenter controlled 

condition is also much more directive than was used in this 

study. Namely, their subjects had a financial contingency 

requiring partial forfeiture of a deposit if they had not 

lost weight each week. This procedure may well have resulted 

in countercontrol. In contrast, the individual and group 

therapy conditions employed in the present experiment has 
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no such contingency on weight loss. Rather, emphasis was 

placed on long-term habit change, a method which may have 

been less likely to elicit countercontrol. In addition, 

emphasis on habit change has been demonstrated to produce 

results rather than contingencies on weight loss per se 

(Israel & Saccone, 1979; Saccone & Israel, 1978). Rozensky 

and Bellack, in their discussion, state that the loss or 

money is not recommended, since it produced either negative 

or neutral results in their study. 

Thus, the descrepancy of results may have been metho-

dological, at least, in regard to the apparent failure of 

countercontrol theory. 

Why low self-reinforcing subjects lost more weight 

than high self-reinforcer regardless of treatment is less 

clear. It is tempting to hypothesize that a small amount 

of countercontrol was elicited for all groups of high 

self-reinforcers, supressing their weight loss efforts 

uniformly. However, it has already been argued that the 

present experimental procedures were less likely to cause 

countercontrol. The same method was used in both studies 

to differentiate low from high self-reinforcers; even the 

same stimulus words were employed. Thus, the differences 

most likely reside in the treatment methods themselves. 

Specifically, the studies differed with respect to the 

reinforcing contingencies in the treatments. All conditions 

in the present experiment contained some degree of positive 
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reinforcement, a factor which may have been less prevalent 

in Rozensky and Bellack's methods of treatment. As a func-

tion of receiving positive reinforcers, low self-reinforcers 

would reap the benefits of this support, while high self-

reinforcers would not, since they are theoretically more 

self—controlling. Indeed, the content of the group and 

individual therapy sessions was systematically directed 

toward recognition of success rather than punishment of 

failure. The personal style of the experimenter in these 

sessions emphasized behavior change, however small rather 

than weight loss. If clients did not lose weight, this fact 

was not discussed openly except to attempt to analyze the 

reasons in an objective manner. The approach could be 

described as problem solving in nature rather than punishing, 

as Rozensky and Bellack's financial contingency might have 

been. 

Even in the self-control groups reinforcers were empha-

sized. The self-control manual (Appendix E) stresses behavior 

change and encourages the subject to seek reinforcement from 

significant others (see Appendix E for examples). 

Jones, Nelson, and Kazdin (1977) have demonstrated that 

there may often be external sources of reinforcement in 

"self-reinforcement" experiments. The external reinforcers 

influence the outcome of self-reinforcement studies accord-

ing to their review. The generally positively reinforcing 

nature of the treatments in the present study, coupled with 



51 

the high self-reinforcers1 inability to benefit from external 

reinforcement, could account for the overall superiority of 

the low self-reinforcers, as well as my failure to find 

a countercontrol effect among the high self-reinforcers. 

To summarize the argument, Rozensky and Bellack's 

treatments were highly directive and a punishing financial 

contingency was used, while the present study concentrate 

on positive reinforcement of eating behavior change. This 

study may not have elicited countercontrol among those high 

self-reinforcers in group and individual therapy conditions, 

which may have allowed them to succeed relatively well in 

those conditions. The low self-reinforcers succeeded even 

better, however, due to their having benefitted from posi-

tive reinforcers present. It is possible that the effect 

of the treatments was to teach low self-reinforcers to 

engage in more self reinforcement which allowed them to 

control their behavior more effectively. High self-reinforcers 

may have tried self weight control before and failed, even 

using a lot of self reinforcement. The newly taught low 

self-reinforcers, however, would not have tried and failed 

and therefore succeeded with the help of the behavior therapy 

techniques. To extend this argument into countercontrol 

theory, one might hypothesize "stronger" countercontrol 

effects in a more punishing set of contingencies and 

"weaker" countercontrol effects under more positively 

reinforcing conditions. An experiment to test this hypo-

thesis would contrast high versus low self-reinforcers in 
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a therapy with highly reinforcing contingencies and another 

therapy with punishing contingencies. Within the two 

conditions, differing levels of therapist involvement might 

elicit different degrees of countercontrol, which could 

address the argument given above. 

In summary, the differences between the results of the 

present experiment and Rozensky and Bellack's (1976) are 

believed to be differences of methodology, primarily in the 

actual nature of the behavior therapies administered. It 

is interesting to note that the percentages of weight lost 

in this study at posttreatment (3.6) and follow-up (4.2) 

compare most favorably with Rozensky and Bellack's (3.9 

and 2.7, respectively). The definitions of self therapy, 

and the amount of positive reinforcement administered are 

thought to be the primary sources of these differences. As 

Abrams (1979) maintains, there remain some basic difficulties 

in this area of research, which consist partly of differ-

ences in methods and definitions. Only agreed upon conven-

tions and further research can clarify these issues. 

Turning now to the practical implications of this 

study, it may be claimed that degree of therapist contact is 

an important variable in weight control therapies, as has 

been maintained by Brownell, Hecherman, and Westlake (1978). 

In the present experiment, it appeared that more therapist 

contact, especially more individual contact, was helpful 

in losing weight. In fact, individual therapy resulted in 
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superior weight loss at follow-up. The reasons for this are 

unknown, but it is believed that this was the result of 

these subjects becoming better "problem solvers" during 

therapy. The closer contact and more indivdiual attention 

that they received may have equipped them for more effective 

self control by dealing with more possible problems which 

had led them to become overweight. Specifically, there 

was more time for these persons to solve problem eating 

behaviors. This small difference in attention was critical, 

it appears, to long-term success. Group treatment also 

resulted in significant weight loss, as did self therpay. 

The latter result is in sharp contrast to Abrams1 (1979) 

statement that self help manuals may be counterproductive. 

It agrees, however, with Hanson, Borden, Hall, and Hall's 

(1976) finding that a test on weight control could be 

effective. 

Continued weight loss after treatment is generally 

considered essential, of course, and while some other group 

and self therapy subjects continued to lose weight during 

follow-up, individual therapy was clearly superior in this 

regard. Thus, it seems that individual therapy surpasses 

other modalities in weight loss production. 

Concerning the self-reinforcing style question, I 

found that low self-reinforcing subjects lost more weight 

as a group than high self-reinforcers. The finding of this 

different between the two groups of subjects suggests 

that this variable deserves further study; however, since 
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the particular results conflict with Rozensky and Bellack's 

(1976), it may be premature to recommend it as a reliable 

therapeutic consideration until further research is completed. 

If the theoretical argument offered earlier in this section 

has merit then one could argue in favor of generally positive 

reinforcing therapies over negative reinforcers, which might 

avoid a tendency among high self-reinforcers to engage in 

countercontrol. This approach has also been supported by 

Mahoney, Moura, and Wade (1977) who found that positive 

reinforcers resulted in better weight loss than punishment, 

even when self-administered. 

There are important implications for further research 

and a few of these should be mentioned. First, self-

reinforcement style should be further evaluated and the 

assessment device validated. It is possible that other 

measures or tests could be designed to determine what self 

reinforcement style actually consists of. Perhaps some 

already existing psychological tests are correlated with 

this task. Actually, even reliability of the measure is 

currently untested. Also, specific behavior therapies 

need standardized definition and subsequent evaluation. 

For example, which behavior therapy methods are most effec-

tive (e.g., stimulus control versus reinforcement of 

competing behaviors) is not known. To give another example, 

while some self therapy manuals are apparently effective, 

it is not known what elements are essential in a self 
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therapy manual and self therapy manuals must be "field 

tested." In summary, the descrepancies betwen methods and 

definitions which are evident from a review of the literature, 

should be dealt with and reduced. 

Other variables which have begun to be studied and 

should be further evaluated include the possible benefits 

of booster sessions (O'Leary & Wilson, 1976), long-term 

follow-up results (Jeffrey, 1975) the inclusion of family 

members in treatment, and frequency of therapist contact 

(Jeffrey & Wing, 1979). 

It is reasonable to conclude that behavior therapy in 

various forms (self, individual, and group) is an effective 

means of producing weight loss. Since longer term results 

are generally desired, individual behavior therapy has been 

demonstrated best at follow-up. The self-reinforcement style 

of the subjects may also be considered a significant vari-

able in the success of behavior therapy techniques. A very 

valuable contribution to behavior therapies for weight loss 

would be standardization of treatment methods. From a 

careful summary of the literature, it is recommended that 

an intensified attempt be made to further validate basic 

ideas before exploring less proven ones. 
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Appendix A 

Advertisement for Subjects 

Wanted: 

Overweight persons to participate in an experiment on 

weight control. You may lose weight in this study, and 

the only requirements are that you are overweight and are 

able to place a $35 deposit with the leader of the research 

which will guarantee that you will attend the required 

sessions. The study will be conducted on the hospital 

grounds and must be on your free time. Contact David 

Bell at 563-2938 after 5:00 p.m. 
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Appendix B 

Informed Consent Form 

I, , hereby give consent to 
David Bell to perform or supervise the following treatment: 
behavior modification of eating behavior. Treatment will 
include weighing weekly, pretesting with response measuring 
equipment, recording daily food intake, attending required 
sessions, and depositing $35 to insure that I attend all 
sessions. I understand that no medical diagnosis or treat-
ment is offered and that I have been advised to obtain a 
medical checkup before losing weight. 

I further agree to return 6 weeks after the end of the 
experiment and weigh again. 

I have heard a clear explanation and understand the nature 
and purpose of the procedure or treatment; possible appro-
priate alternative procedures that would be advantageous 
to me and the attendant discomforts or risks involved and 
the possibility of complications which might arise. I have 
heard a clear explanation and understand the benefits to 
be expected. I understand that the procedure or treatment 
to be performed is investigational and that I may withdraw 
my consent for my status. With my understanding of this, 
having received this information and satisfactory answers 
to the questions I have asked, I voluntarily consent to the 
procedure designated in the paragraph above. 

Signed Date 

Witness 

Witness 
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Appendix C 

Word List Used For Reinforcement Style 
Classification 

HIM HAD HER 

BOP BET BID 

SIT SUB SEW 

DON DAM DEW 

BUG BAY BOX 

TUG TIN TAR 

FUN PET POT 

BEG LID LAP 

HUG HAT HOT 

TOP TAG TUB 

GAB GEL GUY 

NOT NAG NUN 

SOB SIN SAP 

FUN FEW FOG 

LED LOG LAB 

RED RAN ROW 

WON WAR WED 

PIN PAT PEG 

WEB WAX WIN 

FED FIN FAR 

GIN GOT GUT 

NIP NAB NET 

CUD CAR COT 

MET MUG MIX 

HUT HAM HEP 

POW PUG PIG 

DUB DAM DIT 

ROD RIG RUB 

YAW YET YON 

MAN MOB MID 



59 

Appendix D 

Food Data Sheet 

Time and 
Place Amount Food Food Type* Calories Comments 

*Fat, Carbohydrate, Protein 
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Appendix E 

Manual for Self-Behavior Therapy 

About This Experiment 

Overeating behavior, which often leads to overweight, 

has been blamed for many problems, a few of which may be 

listed: 

Social rejection 

Heart disease and heart attack 

High blood pressure 

Poor self image 

Easy fatiguability 

"Crash diet" problems 

The experiment is designed to test the application of new 

behavioral methods of controlling eating. It may, at best, 

lead to inexpensive applications of reliable methods. At 

worst, certain negative consequences could occur, such a 

failure to lose weight or even excessive weight loss. These 

negative consequences are thought to be very unlikely, but 

you must consider them anyway. 

There are, of course, no guarantees that you will lose 

weight by following these methods, but you may, and will be 

adding to the science of weight control by participating. As 

alternative methods of losing weight, you may go on a diet of 

your own, follow a medical program prescribed by a physician, 

or exercise more. 
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You may withdraw your participation at any time, though 

you will, of course, forfeit part or all of your deposit by 

doing so. 

Why Self-control? 

You have decided to make an attempt to reduce your weight. 

Deciding to reduce, and even paying a deposit to take part in 

this project, involves an important commitment on your part. 

Perhaps you expect a great deal of help in your efforts to 

lose weight, and think you have a right to this help. Many 

psychologists believe, however, that you can be helped most 

by being taught to help yourself. This is the purpose of this 

booklet; to teach you to help yourself. 

Many people could tell you how to lose weight, in fact, 

almost everyone knows that if you eat less, or eat lower 

calorie foods, you will "automatically" lose weight. This is 

no great trick. Why, then, don't people simply eat less to 

lose weight, rather than paying millions of dollars per year 

to other people to help them? Of course, the answer is that 

it is very difficult to eat less, because we all enjoy eating 

so much. The foods we like best, like candy, are the worst 

foods for use, and the foods we like the least, like vegetables, 

are the ones we should eat more of. But you already know 

that. 

What you may not have thought about is that any good 

weight control program has to be permanent. You may have been 

a "yo-yo" yourself, losing and gaining the same pounds over 



Appendix E—Continued 62 

and again. And chances are that you know exactly what you 

need to do: change your eating habits permanently, not just 

for a while. 

The logical conclusion is that you must develop self 

control, which is what this project is about. You probably 

don't need too much information about what to eat and not to 

eat, and so not much of this manual is dedicated to nutrition. 

The emphasis of the project is on helping you develop self-

control by staying on your diet, and by changing your eating 

habits permanently, By reading this manual, and following the 

suggestions, you can help yourself lose pounds and keep them 

off. 

Selecting Your Ideal Weight 

You know you are overweight, which is proved by your 

willingness to participate in this project. But just how 

overweight are you, 10 pounds, 20 pounds, 50 pounds, or more? 

To know how overweight you are, you must select an "ideal" 

weight, which is the weight that an expert might say you 

should weigh for your height and body type. 

All of us have seen charts of weights and heights. Some 

have only one column, which gives an "average" weight for 

people of a certain height. These aren't much good, because 

in America today, average is overweight. If you reach the 

average, you will want to go farther to really be healthy. 

Other charts show good weights but still only have one 

column which says that everybody of a certain height should 
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Ideal Weight Chart 

Height 
(in shoes) Small Frame Medium Frame Large Frame 

Men 

5' 2" 112-120 118-129 126-141 
5'3" 115-123 121-133 129-144 
5'4" 118-126 124-136 132-148 
5'5" 121-129 127-139 135-152 
5'6" 124-133 130-143 138-156 
5' 7" 128-137 134-147 142-161 
5'8" 132-141 138-152 148-166 
5'9" 136-145 142-156 151-170 
5'10" 140-150 146-160 155-174 
5' 11" 144-154 150-165 159-179 
6' 148-158 154-170 164-184 
6 11" 152-162 158-175 168-189 
6' 2" 156-167 162-180 173-194 
6'3" 160-171 167-185 178-199 
6'4" 164-175 172-190 182-204 

Women 

4 110 " 92-98 96-107 104-119 
4'11" 94-101 98-110 106-122 
5' 96-104 101-113 109-125 
s'l" 99-107 104-116 112-128 
5'2" 102-110 107-119 115-131 
5'3" 105-113 110-122 118-134 
5' 4" 108-116 113-126 121-138 
5'5" 111-119 116-130 125-142 
5' 6" 114-123 120-135 129-146 
5'7" 118-127 124-139 133-150 
5* 8" 122-131 128-143 137-154 
5'9" 126-135 132-147 141-158 
S'IO" 130-140 136-151 145-163 
5'11" 134-144 140-155 149-168 
6' 138-148 144-159 153-173 

Note. From the Metropolitan Life Insurance Company, 
1959.(used by permission). 



Appendix E—Continued 64 

weigh the same. These are better, but not much. They don't 

account for people who are different from the average body 

types. Some people are "bigger boned" than average, and some 

people are "smaller boned." This is a factor that experts 

call "frame size." A small framed person who is 10% fat might 

weigh less than an average framed person who is only 5% fat, 

but is obviously more overweight. This brings up a very 

important point: we should not worry about our weight, but 

about our fat. Don't forget this, because later in the manual 

we are going to come back to it. 

You must decide what frame size you have. Comparing your 

wrist size to other people's is one way. If your wrist bones 

are bigger than average, you have a large frame. If they are 

smaller, you have a small frame. If they are about the same, 

you are probably average. Refer to the chart on the follow-

ing page. By finding your correct height, you can also 

determine your frame size. 

A large framed person who is 5'6" tall can weigh about 

20 pounds more than a smaller framed person, or about 10 

pounds more than an average framed person, and still be O.K 

weightwise. Good charts take this frame size factor into 

consideration, and are the best such charts around. The very 

best one for our purposes was put together by the Metropo-

litan Life Insurance Company. It is based on a study of who 

lives longest, and is not just made up by an "expert." 

Since you probably want to live a long time, I think you 

should use this chart, so it's included in this manual. 
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Approximate Frame Size 

Heiaht Small Medium Large 

5 Less than 5 1/8 5 1/8-5 3/8 Larger than 5 3/8 
5 11" Less than 5 1/4 5 1/4-5 1/2 Larger than 5 1/2 
5' 2" Less than 5 1/3 5 1/3-5 3/4 Larger than 5 3/4 
5' 3" Less than 5 3/8 5 3/8-5 7/8 Larger than 5 7/8 
5'4" Less than 5 1/2 5 1/2-6 Larger than 6 
5'5" Less than 5 5/8 5 5/8-6 1/8 Larger than 6 1/8 
5' 6" Less than 5 3/4 5 3/4-6 1/4 Larger than 6 1/4 
5'7" Less than 6 6-•6 3/8 Larger than 6 3/8 
5' 8" Less than 6 6--6 3/8 Larger than 6 3/8 
5'9" Less than 6 3 1 8 6 3 1 8-6 2/3 Larger than 6 2/3 
5'10" Less than 6 1/2 6 1/2-7 Larger than 7 
5'11" Less than 6 5/8 6 5/8-7 1/8 Larger than 7 1/8 
6' Less than 6 3/4 6 3/4-7 1/4 Larger than 7 1/4 
e'l" Less than 7 7-•7 1/2 Larger than 7 1/2 
6' 2" Less than 7 1/8 7 1/8-7 2/3 Larger than 7 2/3 
6' 3" Less than 7 1/4 7 1/4-7 3/4 Larger than 7 3/4 
6'4" Less than 7 3/8 7 3/8-7 7/8 Larger than 7 7/8 

Note. To measure your wrist, measure the circumference 
of the wrist at its largest part. This is around the two 
bones which protrude on either side of the wrist, just below 
the hand. 

There are of course, imperfections even in the chart. 

There are some people who are so large framed that they could 

not fit the chart even if they were only 2% fat. For example, 

very few professional football players are really fat, but 

almost all of them are "off the end" of the chart. To get 

a completely accurate estimate of body fat, several scientific 

measures can be made, such as measuring the thickness of the 

skin with a special caliper, or even weighing the person 

under waterI Most people don't need these measures, though, 

so we will use the chart. Look at the chart, and pick a 
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weight for your height and frame size. This is your "ideal" 

weight, and is a long-term goal for you. Long-term is 

emphasized because this goal is not and should not be the 

immediate goal of a weight loss program. The goal should be 

in terms of eating behavior, not pounds lost. The only safe, 

sure way to lose weight is to work on your behavior and let 

the pounds fall off as they will. The only reason we are 

measuring weight at all is because it is a direct result 

of better eating habits. 

Make no mistake about it. All responsible medical and 

nutrition experts agree that under most circumstances you should 

try for a gradual, long-term shift in habits that leads to 

a 2% or less weight loss per week. More than 2% is bad for 

you. If you weigh 200 pounds, that means 4 pounds per week 

or less. You could easily lose more, by severely restricting 

food and water intake, but this could damage your body pro-

teins (muscle, bone, and blood) and leave you weak and easy 

prey to illness. Worse than this, you would eventually have 

to increase the amount you eat, and since the reduction had 

been so abrupt, you would probably just go back to your old 

way of overeating. In other words, you had made only a 

temporary, not a permanent change. Research shows that too 

quick reduction leads to the well known "yo-yo" effect, when 

you lose and regain the same weight over and again. There-

fore, please remember the following points: (1) try to 

concentrate on behaviors, not pounds; (2) don't lose more 

than 2% per week; (3) your ideal weight may take a long time 



Appendix E—Continued 67 

to reach, but it also took a long time to gain the weight 

in the first place. Don't look for miracles. 

Basic Facts About Diet and Exercise 

There is a lot of diet and exercise information in 

magazines, newspapers, and books. Much of it gives good 

advice, but much of it does not. It is hard for many people 

to accept that something in a popular magazine could be 

poor advice, but it's true. Just seeing it in print does not 

guarantee that it is good advice. In dieting, people are 

especially likely to believe poor advice if it promises 

quick and easy results, because they engage in a sort of 

wishful thinking. Good advice has been around for years and 

isn't too hard to find, but how can you evaluate it? The 

best way is to look to professional groups like the American 

Medical Association and see what their opinion is. Also, 

there are a lot of good articles that you will find if you 

really study the subject. The important thing is to look 

at everything with a very critical eye. Here are some facts 

about diets that are accepted by many dieticians and physi-

cians : 

The best diet is one which includes carbohy-

drates, proteins and fats in appropriate amounts. 

Some diets cut or drastically reduce one of these 

basic food groups, and you really need all of them 

for healthy reducing and maintenance. Cut down 

calories, but not at the expense of health. 
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Contrary to some advice, carbohydrates, one 

of the main nutrients, are good for you. You need 

them, along with fats, for daily food energy. You 

can cut them out or down too much you will lose 

weight but you will be weak and short of energy, and 

you will probably gain weight back when you go back 

to eating carbohydrates. There 
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There is no "miracle diet" and no "easy way." 

You must eat less to lose weight. 

You can lose weight by doing exercises but you 

have to do a lot of exercise of an energy burning 

type. This includes walking, running or jogging, 

bicycling, swimming, tennis, etc. It does not include 

weight lifting, push-ups, sit-ups, etc., unless you 

do a great number of them. As a rule, you burn 

10 calories per minute of vigorous exercise, which 

means that 15 minutes of running will burn off the 

calories of one cola drink or one beer. Some 

people can lose weight this way, but not everyone 

wants to exercise this much. Don't kid yourself into 

believing that 10 push-ups and then sit-ups will 

make you lose weight. It will, however, firm you up 

some, if you do it daily. 

It is best to lose no more than 2% of body 

weight per week. Any more risks making an adverse 

change in metabolism. Also, losing faster than this 

means that you will have to make a drastic shift in 

your eating habits, and another drastic shift when 

you finish. A permanent control approach will have 

you make a small permanent shift in your habits, 

not a drastic one which will require a "re-shift." 
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When and How Frequently Should You W£igh? 

Many persons on weight control programs believe they 

should weigh as frequently as possible, so that they can 

determine how they are doing day by day. Theoretically 

this sounds correct, but in practice it presents several 

difficulties. Your weight may go down in a fairly orderly 

way, which would make a straight line if you charted it, 

pointing directly to your ideal weight. However, it might 

also go up some days, even though you had stayed on your 

diet faithfully. This could be because of water retention, 

a slight shift in metabolism of foods, slower metabolism of 

some food combinations, or other factors. Again, you are 

not to worry about your weight, but about your behavior. If 

your dieting behavior is correct, then your weight will be 

reduced over the long term. You do not want to lose weight 

alone, without losing fat. Pills that make your body retain 

less water (diuretics) will easily make you lose several 

pounds, but your body fat content won't change, and you'll 

only be dehydrated. 

Not too much emphasis, therefore, should be placed on 

weighing. One weigh-in per week is enough. You may weigh 

daily if you wish, but if you do, you should thoroughly 

understand that your weight will go up some days, down some 

days, and many days will stay the same. If you are going 

to weigh daily, you must not be easily discouraged. 

You can limit the daily fluctuation effect by weighing 

first thing after you go to the toilet in the morning. It 
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has been suggested that this is the most reliable actual 

weight you can get. Monday seems to be the best day, 

because facing a Monday morning weigh-in may help motivate 

you over the weekend, which is a problem time for many 

persons. 

In summary, then, the best plan for most people seems 

to be to weigh only one time per week, on Monday morning. 

This is frequent enough for you to evaluate your success 

but not so frequent as to reflect daily fluctuations, which 

can be very discouraging for many people. 

Why Behavior Therapy? 

Hopefully, you have accepted the fact that you must 

eat less, but eat a diet which includes fats, proteins, and 

carbohydrates. No doubt you have tried to eat less before, 

and really wonder what good all this advice is. This is 

where behavior therapy comes in. 

In the past few years, psychologists have learned 

several new ways of helping people control themselves. 

These techniques have been used to help people eat less, and 

also to smoke less, study more, exercise more, and to make 

other needed self-improvements. There are several techni-

ques involved, which together may be called behavior therapy. 

The project outlined in this manual is based on these 

techniques, since the answer to weight loss must be to 

control your behavior. We know that they work when you 

have a behavior therapist available, and are trying to 

determine how well people can lose weight on their own. 
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This booklet, therefore, is a behavior therapy manual. 

It will help you learn techniques that you may use to con-

trol yourself. What follows, after a short discussion of 

data taking, are the behavior therapy techniques, which I 

suggest you read at a rate of one per day. After you read 

them all, go back and review them. Each one is followed 

by a short explanation about why and how it works. Some 

may work better for you than others, and some will be easy 

while others are hard. Do them all, though, for best 

results, and good luck! 

Data Keeping 

Data recording is an important aspect of the program. 

It is educational, because you learn the calorie content of 

foods, and it is motivational, because you "look before you 

leap" by looking up the calories before you eat the food. 

You will find data sheets at the end of the manual which are 

to be filled out each day. After you have read the guide-

lines for weight control, you will understand why all the 

information is helpful. Mainly, the sheets help you to 

analyze just what you are doing to gain, to maintain, or 

to lose weight. For example, you might be eating a large 

high calorie snack every day or night without really think-

ing about it, but when you see it on your data sheet every-

day, you can begin work on this problem behavior. 

Probably the most important aspect of keeping data 

is that it forces you to be honest with yourself and to 

avoid wishful thinking. Many overweight people claim that 
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they are eating extremely low calorie diets and still cannot 

lose weight. When they begin collecting data, however, 

they realize that they have been kidding themselves and are 

actually packing away the calories quite faithfully. Several 

research studies have demonstrated this fact, so don't take 

it too lightly. 

Another important aspect of data collection is that 

it teaches you just how much you can afford to eat and not 

gain weight. It gives you an exact number of calories to 

eat and then later when you wish to maintain your weight at 

a certain point you will know how much to eat without going 

over your target. Make a chart out of regular graph paper 

that shows your daily or weekly weight. An example chart 

is on the next page. 

Guidelines for Weight Control 

You will follow these nine guidelines that follow. 

Each one will be explained in this section. 

1. "Develop a routine schedule of eating; eat three 

meals a day and eat at the same time each day. Do not eat 

at other times." 

This guideline is one of several which develop what 

is called "Stimulus Control." This means that certain 

stimuli (circumstances or signals) control certain behaviors 

(let them happen.) For example, when you are driving and 

you see a red light, you automatically put on your brakes 

without even thinking about it. We could say that the red 

light stimulus controls your stopping behavior. Time can 
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be a stimulus, too. If you have the habit of eating a 

snack at 3:30 p.m. each day, you will automatically feel 

hungry at that time. Experiments have shown that stimulus 

control is a very powerful force in controlling hunger 

feelings. 

By following this guideline, you reduce the time stimuli 

that control your hunger, just a little. Your metabolism 

gets adjusted to the point at which you will not feel hunger 

except at meal times. At first, you will feel hunger at 

your habitual snack times, but if you ignore the sensations 

they will gradually stop coming back at these times. 

2. "Never engage in any other activities while eating. 

Pay attention to eating, do not watch T.V., read the news-

paper, listen to the radio, etc. Do not eat unless you are 

hungry." 

This guideline is another stimulus control guideline. 

Remember that stimulus control is the fact that certain 

signals control certain feelings or behaviors. If you 

always eat a snack while reading the paper, then you will 

learn to be hungry, and will feel hunger, when you read the 

newspaper. If you always listen to the radio while eating, 

then you will get hungry when the radio (stimulus) is turned 

on. 

For another example, you may have heard about Pavlov's 

dogs. He always rang a bell when he fed his dogs. After 

he did this for awhile, he rang the bell but did not feed 
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the dogs, just to see what would happen. The dogs salivated 

anyway, because the bell, since it had always been rung at 

mealtimes, had stimulus control over hunger. 

By never doing anything else while eating, you avoid 

becoming like Pavlov's dogs, and won't be hungry whenever 

the T.V. set is turned on or you start to read a newspaper. 

Many psychologists say that by following this guideline 

you make eating a pure experience, and don't get it confused 

with any other activity. 

3. "Eat in only one place, one room (such as kitchen 

or dining room) while sitting at the table. Do not take 

snacks into other rooms, eat at your desk, or eat standing 

up. " 

This is probably the strongest stimulus control measure 

on the list. Eat only in one place, and the conditions are 

as limited as they can be. This restricts eating to the 

proper setting, and lessens the chance that you will get 

hungry (or feel the urge to eat) in other places. 

To review and summarize the first three guidelines, you 

are asked to eat only in the proper place, at mealtime, and 

to do nothing else while you eat. By controlling these 

stimuli, you are making an important step towards learning 

self-control for eating. You may have a hard time eating 

only certain foods or certain numbers of calories, but the 

stimulus control factors will help a great deal. 
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Do not underestimate the importance of stimulus control. 

Though most people have never heard of it, it is one of 

the critical aspects of behavior control. Try to think of 

other stimuli that control other behaviors. What controls 

your feelings of sadness, happiness, or nostalgia? I'll bet 

certain pleasant memories, for example, are triggered by 

certain smells or articles, almost every time you see or 

smell them. Think about this, and ask other people some of 

their "trigger" stimuli. These are powerful psychological 

influences, which research has shown are related to hunger 

just as they are to other feelings or urges. 

4. "Eat slowly, chew thoroughly and swallow before 

you pick-up another forkful, take small bites, set a mini-

mum time for which your meal can last." 

There are several ways that your body knows that it 

is full. One of these is the level of sugar in your blood, 

and another is the feeling of fullness in your stomach. Many 

people eat so fast that they do not give their body time 

to monitor itself—that is, for their blood sugar to rise 

or for that full feeling to develop. This particular 

guideline tries to solve that problem a little by slowing 

the pace of eating to one which lets your body catch up. 

Another aspect of the guideline is related to a 

mechanism called "chaining." Behaviors (such as putting 

a forkful of food in your mouth) do not happen by themselves, 

but in a chain which begins when you sit down at the table, 
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and continues when you put your napkin in your lap, pick-up 

your fork, eat a bite, chew, eat another bite, chew, etc. 

Eating chains tend to be very difficult to "breakup." 

If you could watch someone eat, you would probably notice 

that they do the exact same behavior chains over and over. 

For example, they might always take a drink after three bites, 

or they might always eat half their meat before taking a 

single bite of vegetable. (Candid Camera did a very funny 

film illustrating this phenomenon once.) 

This guideline changes your eating chain a little. It 

lengthens the chain when you set a minimum time for your 

meal to last, and chewing each bite before you take another 

helps some, too. The Waterpik Company has a new device on 

the market called the Countdown which is based on the idea 

of behavioral chains. It flashes a little light each time 

you are supposed to chew, and sets up a chewing rhythm for 

you. When the light goes out, you may take another bite, 

forcing you to chew each bite about 25 times, which is a lot 

for most people. 

So the fourth guideline is designed to let your meta-

bolism catch up and to lengthen your eating behavior chain 

a little. The reward for following this procedure will be 

a pleasant feeling of fullness, without the over-full feeling 

that you get when you eat too fast. 

5. "Take only one helping, one course at a time; take 

a small portion. Do not feel that you must complete a 

meal—especially if you planned the meal when you were hungry. 
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If you are no longer hungry, leave the remaining food on 

your plate. Be guided by your hunger, not the amount of 

food on the table." 

This guideline will be a big change in some people's 

behavior. We are reared with the idea of eating everything 

on our plates, so as to not waste food. If you think about 

it, however, you might realize that unneeded calories are 

not only wasted when you eat them, but create a lot more 

trouble in your stomach and bloodstream than they would in 

the bottom of your trash can or in your dog's dish. Some 

behaviorists tell clients to always leave a piece of food 

on their plates, just to learn to "conquer the urge" to 

eat it all and to get over the feeling of guilt and sin if 

you leave a bite or two uneaten. 

This guideline also deals with behavior chaining, 

which was in number four too. If you only put 4 oz. of 

meat on your plate (one helping), you just might stop when 

you finish it. If you put 8 oz. of meat on your place, 

thinking you will probably only eat half of it, you are 

setting yourself up to eat all of it. The chain of con-

tinuing to eat is shorter and easier than the chain of 

reaching for another helping when you have already finished 

one. Therefore, set up the longer chain, and you might be 

able to break it in the middle (which could result in eating 

400 less calories). 
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6. "Do not buy prepared food and snacks; limit your 

diet to foods which must be prepared before eating. Eat low 

calorie foods or foods that are difficult to eat (for example, 

eat five carrots rather than one piece of candy). Do not 

tempt yourself; keep away from no no's." 

This guideline is the most obvious, the most important, 

and the most difficult of the behavior chain guidelines. It 

is related to chaining because it makes the chains much 

much longer before you reach the actual eating. It seems 

obvious that if you buy a big supply of snack foods and have 

them readily available, you will be more likely to eat them. 

If you have a big supply of bullion cubes (which require 

preparation before eating), celery, carrots, etc. (which 

are very low calorie foods and fill you up very quickly), 

and don't have any candy, colas, or cupcakes, you will be 

much more likely to eat better. It is very unrealistic to 

tempt yourself by having sugar snacks around, since you 

already know that you have a problem controlling your 

behavior in regard to such items. 

The major objection and the major problem with this one 

is with the family members who are not on a diet. I have 

a chapter of this booklet dedicated to solving this problem, 

and you should go ahead and read it now if you think you 

can't do this guideline. Again, it is the most important 

one, since you can add a huge amount of calories to your 

diet in a very short time if you violate it. Try 

especially hard to work on it. 
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7. "If you are having difficulty resisting the urge 

to snack, do something that prevents you from eating; make 

a telephone call, go for a walk, begin a project, etc. If 

there is a regular time each day when you have difficulty, 

plan some activity for that time (e.g., do not read the 

newspaper until then)." 

This guideline is based on a principle called "rein-

forcement of competing behaviors." This is a technical 

term for a very simple idea: If you want to prevent one 

behavior (eating) you should reward yourself for doing 

something else (reading, taking a walk, telephoning, etc.) 

Let's use a nonfood example. If your child wants to go out-

side when it's raining, and you don't want him to but fear 

a tantrum or hurt feelings if you forbid it, give him a 

new coloring book. This way, he will be doing something 

rewarding and will also be prevented from going out. You 

have also avoided a tantrum or hurt feelings. In this 

example it would be very important to give the book before 

the tantrum happened, or you would be rewarding tantruming. 

The critical part of this is that you must choose an 

activity which is reinforcing (rewarding or fun), or you 

will be punishing yourself for not eating. For example, if 

you are not a person who enjoys running, don't make yourself 

go for a 5 mile jog every time you get the urge to snack. 

This would only be punishing yourself for resisting the 

urge. On the other hand, if you enjoy jogging, it is a 
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very good alternative, because it suppresses most people's 

urge to eat. Make list of things you enjoy doing, and write 

it down so you can look it over. You might call this your 

"reinforcement menu," as most psychologists do. Include 

things like talking to a friend, going for a walk, etc. 

If you think about it you will probably come up with several 

reinforcing activities. Don't feel guilty about being self-

indulgent, because you are doing something worthwhile in 

the process (avoiding eating). This is a very important 

guideline, too, especailly while you are trying to get used 

to three meals a day during the first stages of the project. 

You will see a definite feeling of accomplishment by success-

fully resisting urges to eat, so don't hesitate to give 

yourself a "pat on the back." 

8. "If you plan to attend a social event at which 

there will be a great temptation to eat preferred foods, 

eat a small, low calorie meal before you go." 

This guideline, and the next one, is simply designed 

to reduce your chance of "violating" your diet. It is common 

sense that when you are starving, you are much more likely 

to stuff yourself. Parties (where all your stimulus control 

measures such as eating in one place, at one time, and in 

one setting, are impossible) are risky. The foods that 

are served at parties, too, are disastrous on diets. High 

carbohydrate potato chips, for example, are always found at 

parties, and the chip-maker dares you to eat just one. Dips, 

colas, and alcoholic drinks are all extremely high in 
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calories. They are also easy to avoid at home (just don't 

buy them) but impossible to avoid at parties. Research has 

shown, not too surprisingly, that your resistance to snacks 

is much better when you are full. Eating this small 

meal before you go will help a lot. 

9. "If you tend to nibble while preparing meals, 

prepare the meal at a time when you are not hungry. If you 

go grocery shopping, do that right after eating." 

This guideline could make a large change in your behavior 

and is therefore very important. Many people have a diffi-

cult time resisting the urge to take a lot of tastes of 

the food that they are cooking. If you aren't the family 

cook that night, it is not so tough. You can avoid the 

trap by doing some or all of the dinner preparations right 

after lunch or the night before. You might open cans and 

put food in pans on the stove, or go ahead and season to 

dinner foods then. If you think it through, there are a lot 

of ways that you can make up your own "T.V. Dinners" in 

the sectioned plastic plates, and you might even make up 

several in advance and freeze them. 

You may already know about the second part of this 

guideline. If you shop hungry, you will buy more food, and 

you will buy more preferred (fattening) food. Several 

studies have demonstrated that hungry shoppers may buy 20% 

more than nonhungry shoppers. Shopping hungry, then, is 

asking for trouble. 
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This completes the guideline section of the manual. 

Again, study them, and try every one. Later, you will find 

that some will work better for you than others, and will 

prefer them. Others will not help too much, because 

everybody has their own habits and problems. But, try 

every one and give it a chance. Now that you have read 

through them once, you can start over and go through them 

again until they become permanent habits. 

How To Get Your Family To Help 

You may have a big problem in this area. Many people 

who are overweight are members of overweight families. This 

is not due to heredity, but to the fact that eating habits 

are shared by whole families. You learn them from your 

parents and teach them to your children. When you are try-

ing to improve your habits and are constantly exposed to 

other's bad habits, it makes it tougher on you. There are 

several ways to go about solving this problem. Perhaps you 

can even get your family members to read this section. 

The best way to insure the family's help is to make the 

whole project a family one. That is, get the whole family 

on the program. They don't necessarily have to diet, but 

can still follow many of the guidelines. For example, the 

habit of eating three meals a day will certainly not harm 

a nonoverweight person, and in fact is good for them too. 

If you review the guidelines, you will see that not one 

of them is harmful to nonoverweight persons. They are good 
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habits for everyone. They might be a bother, however, 

because no one wants to be forced to change their habits just 

because someone else says to. If your family is overweight, 

chances are that they will want to get involved since they 

may need this help, too. This is the best of all possible 

situations, because you can get tremendous help from the 

support, reinforcement, and even negative remarks that family 

members might make. 

Another way to insure family cooperation is to reward 

them for helping you. If a family member is eating candy, 

and you ask for some and they say "Aren't you on a diet?", 

you should not punish them, because they are trying to help 

you. You should go over to them, hug them warmly, and say 

"Thank you for reminding me." Also, if they praise you 

for your efforts, give them a smile or hug for helping you 

in this way. I have always been surprised that some people 

seem to be made uncomfortable by praise, and if you are, 

then you might want to try to change this habit too. 

If you cannot get your family interested in your pro-

ject, and they won't even offer you any encouragement, then 

it is time to have a serious talk with the family as a group. 

Sit them down together, explain why you are trying to follow 

this program, and explain all the guidelines (or some of 

them anyway), so that they won't try to sabotage your efforts 

by demanding to eat at odd hours, demanding that you keep 

a huge supply of cupcakes or pies, and offering you sweets. 
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Try to get them to agree to certain things such as getting 

their own sweets if they want them, refraining from offering 

you snacks, and not eating sweets in your presence. Chances 

are they will agree if you try hard enough. 

There is an interesting idea that should be mentioned 

here. Some spouses of overweight persons say that they 

want them to lose weight, but constantly sabotage all diets, 

in a very purposeful way. When asked why, the reason is 

frequently really prefer that the spouse remain fat. This 

may be because they are worried about other people trying 

to "steal" their spouse if they are more attractive, or 

that their husband or wife may actually reject them if he 

or she becomes thinner and more appealing to others. There 

are two or three research studies on this idea, and I 

believe that it can be a significant weakening factor in a 

weight control program. The dieting spouse should be very 

careful, then, to reassure the nondieting spouse that they 

do not intend to leave them, and may want to make sure that 

they give the nondieter plenty of attention, love, and 

affection. Many times, this not only helps the dieter, but 

also really helps the whole marriage or relationship as 

well, as it may have been a little short of affection 

before the diet. 

If none of these suggestions work, you may have to 

resort to desperation measures such as locked sweets 

cabinets that only skinny people have keys to, nasty signs 
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on the refrigerator, or others. Usually, however, this is 

not really necessary. 

This completes the manual. Though it is short, it is 

hopefully easy to understand and convincing to you. The 

nine weight control measures are based on years of research 

and on solid behavioral theory. Combined with a reasonable 

diet, and used properly, they have helped many, many people 

lose weight. I hope that you succeed by using them, and 

that they also help in other areas of your life, for many 

of them will help your self-control in studying, getting 

your work done, and similar endeavors. With a little 

practice, you will discover how they can help you and 

which one's work best in your particular situation. 

A condensed list of the guidelines is found at the end 

of the booklet, as are data sheets. These are designed for 

ease of use for you, though you may want to make your own 

after you have a little practice. 

Good luck! 
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Appendix Fl 

Table 3 

Summary of Analysis of Variance of 
Percentage of Weight Lost 

Source SS df MS F 

Self-reinforcement Style (A) 43.732 1 43.732 7. 438** 

Treatment Mode (B) 117.589 3 39.196 6. 6 6 6 * * 

A X B 44.500 3 14.833 2. 523 

Error 241.074 41 5.880 

Total 448.322 48 9.340 

**p < .01 
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Appendix G 

Table 4 

Summary of Analysis of Variance of Percentage 
of Weight Lost at Follow-up 

Source SS df MS F 

Self-reinforcement Style (A) 83.120 1 83.120 10 .974** 

Treatment Mode (B) 204.629 3 68.210 9 .005** 

A X B 38.426 3 12.809 1 .691 

Error 310.55 41 7.574 

Total 637.724 48 13.286 

**p < .01 
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Appendix E 

Table 5 

Summary of Analysis of Covariance 
of Pounds Lost 

Source SS df MS 

Self-reinforcement Style (A) 155.6210 1 155.6210 7.2706** 

Treatment Mode (B) 374.6360 3 124.8787 5.8343** 

A X B 123.4319 3 41.1440 1.9222 

Within 856.1703 40 21.4043 

**p < .01 
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Appendix I 

Table 6 

Summary of Analysis of Covariance of 
Pounds Lost at Follow-up 

Source SS df MS 

Self-reinforcement Style (A) 259.5264 1 259.5264 10.86* 

Treatment Mode (B) 674.6830 3 224.8900 9.41** 

A X B 88.8700 3 29.6200 1.24 

Within 956.1600 40 23.9000 

**P < .01 
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Appendix L 

Table 9 

Summary of Analysis of Covariance with 
Posttreatment Weight as Covariant and 

Follow-up Weight as Variant 

Source SS df MS F 

Self-reinforcement Style (A) 12.73 1 12.73 1 .59 

Treatment Mode (B) 94.21 3 31.40 3 .90* 

A X B 45.48 3 15.16 1 .88 

Within 321.14 40 8.03 

fcp < .05 
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Appendix M 

Table 10 

Individual Comparisons of Adjusted Means Using 
Tukey's (A) Test: Summary for ANACOV Using 

Posttreatment Weights as Covariant and 
Follow-up Weights as Criterion 

Comparison 

Individual behavior therapy vs. Group behavior therapy 8.27* 

Individual behavior therapy vs. Self-behavior therapy 7.30* 

Individual behavior therapy vs. Control group 8.78* 

Group behavior therapy vs. Self-behavior therapy .03 

Group behavior therapy vs. Control group .01 

Self-behavior therapy vs. Control group .06 

*p < .05 

Table 11 

Adjusted Means for ANACOV, Using Posttreatment 
Weight as Covariant and Follow-up Weight 

as Criterion 

Individual Group Self- Row 
Group Therapy Therapy Therapy Control Mean 

High Self-reinforcers 175.8 176.2 174.9 175.7 175.5 

Low Self-reinforcers 170.5 175.5 176.2 175.5 174.5 

Column Mean 172.5 175.8 17 5.6 17 5.9 
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Appendix N 

Table 12 

Individual Comparisons of Adjusted Means Using 
Tukey's (A) Test: Summary for ANACOV Using 

Pretreatment Weights as Covariate and 
Posttreatment and Follow-up Weights 

as Criterion 

Comparison 

Posttherapy Results 

Individual behavior therapy vs. Control group 13.9* 

Individual bheavior therapy vs. Self-behavior 
therapy • 6 

Individual behavior therapy vs. Group behavior 
therapy • 2 

Group behavior therapy vs. Control group 10.9* 

Group behavior therapy vs. Self-behavior therapy .1 

Self-behavior therapy vs. Control gourp 8.6* 

Follow-up Results 

Individual behavior therapy vs. Control group 26.4* 

Individual bheavior therapy vs. Self-behavior 
therapy 5.1* 

Individual behavior therapy vs. Group behavior 

therapy 4.3* 

Group behavior therapy vs. Control group 9.5* 

Self-behavior therapy vs. Control group 8.3* 

*p < .05 
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Table 13 

Main Effect Comparisons Newman-Keuls Tests of 
Differences of Means Percentage of Weight 

Lost at Posttreatment 

97 

Individual Self 
Therapy Therapy 

Group 
Therapy Control 

Individual . 6 .5 4.0* 

Self .1 3.4* 

Group 3.3* 

Control 

*p < .05 

Table 14 

Main Effect Comparisons Newman-Keuls Tests of 
Differences of Means Percentage of Weight 

Lost at Follow-up 

Individual Self 
Therapy Therapy 

Group 
Therapy Control 

Individual (5.7) 2.2 2.3 5.7* 

Self (3.5) .1 3.5* 

Group (3.4) 3.4* 

Control (0) 

*p < .05 
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