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Abstract

Shaping network members into sources of support for healthy eating and exercise behaviors may 

be an effective strategy to enhance obesity treatment outcomes. This pilot study examined the 

feasibility and preliminary efficacy of a behavioral weight loss intervention adapted for Latinas 

with a social network component. Twenty-seven Latinas (43.0 ± 10.2 years and BMI 36.9 ± 5.7 

kg/m2) participated in a 24 week randomized controlled intervention study. Participants attended 

group-based treatment either individually (Individual Lifestyle Group; ILG) or with a weight loss 

partner selected from their existing network (Partner Lifestyle Group; PLG). Repeated measures 

analysis of variance was conducted to compare ILG and PLG participants on changes in weight 

or psychosocial variables. Participants in both intervention groups attended 70% of treatment 

sessions; 96% and 100% completed assessment at post-treatment (12 weeks) and follow-up (24 

weeks), respectively. Significant weight loss (p<0.01) was achieved at post-treatment (ILG −4.7 ± 

4.2 kg and PLG −4.3 ± 4.4 kg) and follow-up (ILG −5.0 ± 6.4 kg and PLG −4.7 ± 5.0 kg), with 

nearly 50% of participants losing at least 5% of initial body weight. Both groups also experienced 

increased self-efficacy for weight loss (p<0.01), self-efficacy for exercise (p=0.02), and family 

social support for exercise habits (p=0.01). There were no significant differences between groups. 

Results from this study suggest a behavioral weight loss intervention for Latinas is feasible but 

there is less support for the efficacy of weight loss partners.
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INTRODUCTION

Latinos are the largest ethnic minority group in the United States and have high rates of 

obesity, especially among women.1 According to the Behavioral Risk Factor Surveillance 
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System, Latinas were found to be more likely to attempt weight loss than non-Hispanic 

White women.2, 3 However, they were least likely to follow the recommendations of 

consuming less calories and exercising at least 150 minutes per week. Furthermore, 

participating in organized weight loss programs was less common among Latinas than 

non-Hispanic Whites.3 Therefore, an intervention aimed at helping Latinas develop lifestyle 

skills shown to promote weight loss is warranted.

Latinas in weight loss studies using more individual treatment approaches tend not to fare 

as well as non-Hispanic Whites in study outcomes such as attendance, dietary adherence, 

and weight loss.4, 5 Evidence suggest that implementing social network strategies for weight 

management may be more culturally salient for Latinas, and therefore potentially improve 

intervention outcomes over the individually focused methods traditionally used. First, having 

at least one network member who encourages fruit and vegetable consumption or physical 

activity is associated with motivation to engage in such behaviors among Latinos.6 Second, 

family support specific to diet and exercise is associated with greater medical adherence 

among Mexican Americans.7 Third, Latinas who report knowing people who exercise 

are more likely to be active.8 Finally, Latinos participating in team-based weight loss 

interventions lose significantly more weight compared to non-Latinos.9 Hence, identifying 

potential sources of support or shaping networks to include sources of support for initiation 

and maintenance of health behaviors may represent an effective strategy to enhance obesity 

treatment outcomes for this high risk population.

Given that weight-related behaviors are influenced by social relationships10 and obesity 

clusters in social networks,11 weight loss studies with a social network component have 

reported positive outcomes. Previous work by Wing and Jeffery12 found that participants 

attending a behavioral weight control program with friends had better treatment completion 

and greater weight loss maintenance compared to participants who attended treatment alone. 

Other studies found that participating with friends or family members was associated with 

greater weight loss only when the partners or team-mates themselves were successful 

at adopting dietary changes13, 14 or losing weight,13,15 indicating that the influence that 

network members have on one another’s behaviors can be harnessed to support adherence to 

recommended practices important for weight control.

The purpose of this pilot study was to examine the feasibility and preliminary efficacy of a 

behavioral weight loss intervention for Latinas that included a weight loss partner selected 

from their existing social network. We hypothesized weight loss partners would improve 

treatment adherence, study retention, and weight loss in a lifestyle program adapted for 

Latinas.

METHODS

Recruitment & Eligibility

Figure 1 shows the flow of participants through the study. Participants were recruited 

through local media outlets, employer intranet, and community organizations. Participants 

deemed eligible by initial phone screen, were invited to attend an orientation and screening 

visit where informed consent was obtained and baseline data were collected. To be eligible 
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for the study, participants were required to be female, 18 to 65 years of age, have BMI of 

27–50 kg/m2, self-identify as Hispanic or Latino, and report speaking and reading English 

well. Individuals were excluded for pregnancy, > 5% weight loss in the last 6 months, 

history of bariatric surgery, and serious medical condition or psychological disorder. The 

Institutional Review Board at the Miriam Hospital approved the research protocol for this 

study.

Randomization

Participants were randomly assigned to the Individual Lifestyle Group (ILG) or Partner 

Lifestyle Group (PLG). Once randomized, PLG assigned participants were required to 

identify a member of their social network to join them in the program as a weight loss 

partner. The partner had to contact the study, meet eligibility criteria described previously, 

and attend an orientation to sign informed consent. If an eligible partner was not identified, 

the PLG assigned participant could not enroll in the program. Anticipating that some PLG 

assigned participants would not meet the partner eligibility criteria, we performed 2:3 

randomization to achieve equal group sizes at enrollment.

Intervention

Both ILG and PLG participated in a group-based behavioral weight loss program modeled 

after the Diabetes Prevention Program (DPP) curriculum promoting lifestyle change in diet 

and exercise. Groups met for 12 weekly sessions at the Weight Control & Diabetes Research 

Center, in Providence, Rhode Island. All sessions included a private weigh-in and one hour 

group meeting. Sessions were cofacilitated by a dietitian and doctoral level interventionist.

Participants were prescribed a calorie and fat gram goal designed to produce weight loss of 

0.5–1 kg/week. Participants with baseline weight of ≤ 91 kg or ≥ 91 kg were assigned 1200 

kcal/day or 1500 kcal/day, respectively, and ≤ 30% of daily calories from fat. A calorie and 

fat reference book, food scale, measuring cups/spoons, and sample meal plans were given 

to participants. Participants were instructed to gradually increase physical activity to ≥ 30 

minutes/day of moderate intensity activity 5 days/week. Participants were given pedometers 

and encouraged to work up towards 10,000 steps/day.

Participants were taught standard behavioral weight loss techniques including goal setting, 

planning ahead, problem solving, stimulus control, cognitive restructuring, and relapse 

prevention.15 Self-monitoring was strongly emphasized throughout the intervention as 

participants were asked to record their food (calorie and fat) intake, type and duration of 

exercise, pedometer steps, and body weight in their daily diaries. Participants submitted their 

self-monitoring records at each session. Self-monitoring records were returned the following 

session with written feedback from the interventionists.

Adapted Program Components—The name “Comadres” weight loss program was 

chosen to promote group identity based on a cultural theme signifying a close bond between 

women. Based on formative research, we implemented a weight loss program that was 

exclusively for females, had an all female staff, was cofacilitated by a bilingual/bicultural 
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Latina interventionist, emphasized the health benefits associated with healthy eating and 

exercise, and promoted walking and dancing for physical activity.

We incorporated information collected from participant food records, recipes, and 

homework assignments into the nutrition component of the intervention. A booklet called 

the “Cocina Latina Calorie Guide” with fat and calorie content of ethnic foods was 

distributed to participants. Culturally adapted nutrition education focused on encouraging 

continued consumption of traditional meals and modified cooking methods. Participants also 

received a booklet with their own modified recipes of traditional Latino dishes called “Low 

Calorie Meals for Any Occasion”.

Difference between ILG and PLG—Both study conditions received the same culturally 

adapted version of DPP described above but PLG participants also had a female weight loss 

partner. Session activities focused on improving partner communication and collaboration. 

We also encouraged dyads to check-in with each other and engage in activity together (i.e., 

grocery shop, prepare a healthy meal, take a walk) during the week.

Assessments

Assessments took place at baseline, post-treatment (12 weeks), and follow-up (24 weeks). 

At baseline, participants reported demographic and health information and had their 

height measured with a stadiometer using standard procedure. At each assessment point, 

participants were weighed and completed questionnaires. BMI was calculated with the 

formula weight in kilograms/height in meters2. Questionnaires included the Weight Efficacy 

Lifestyle Questionnaire,16 self-efficacy for exercise,17 Social Support for Diet and Exercise 

Behaviors Questionnaire,18 and Paffenbarger Activity Questionnaire.19 Participants were 

paid $20 for completing the post-treatment and follow-up assessments.

Adherence & Acceptability

Adherence was assessed by number of intervention sessions attended and number of 

self-monitoring records submitted. To assess acceptability, at post-treatment participants 

were asked to rate program components on a 7-point Likert scale (1=not at all helpful; 

7=extremely helpful) and answer open-ended questions.

Statistical Analyses

Group differences in baseline characteristics were examined using two-sample t-test for 

continuous variables or chi-square test for categorical variables. Primary outcomes were 

treatment adherence, study retention, and weight change. Secondary outcomes were changes 

in psychosocial variables and physical activity. Repeated measures analysis of variance was 

conducted to compare ILG and PLG participants on changes in weight or psychosocial 

variables. Differences between PLG participants and their weight loss partners were 

assessed via paired t-test. An intent-to-treat analysis was performed in which baseline values 

were substituted for unavailable data. All analyses were performed using SPSS software, 

version 14 (©SPSS, Inc., Chicago, IL).
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RESULTS

Study Population

Thirty-four individuals were randomized to ILG (n=14) or PLG (n=20) (Fig. 1). However, 

7 PLG assigned participants could not enroll in the program because their partners were 

ineligible or did not contact the study. As a result, a final sample of 27 participants was 

obtained (ILG=14; PLG=13).

There were no differences between ILG and PLG in baseline characteristics (Table 1). Most 

participants were Caribbean Latinas and born outside the mainland United States (66%). 

Participants were generally well-educated, married or living with a significant other, and 

parents of children under the age of 18 years (61%). The average BMI was 36 kg/m2.

Attendance & Retention

Participants attended an average of 70% of 12 sessions with no significant difference in 

number of sessions attended for ILG (8.3 ± 3.1) and PLG (8.5 ± 3.4) (p=0.88). More than 

60% of absences were because of family responsibilities (childcare, family functions, or 

tending to an ill family member). Participants submitted an average of 68% self-monitoring 

diaries, with no significant difference between ILG (8.2 ± 3.7) and PLG (8.0 ± 3.7) (p=0.88). 

Retention of enrolled participants was high; 96% and 100% of study participants completed 

assessments at post-treatment and follow-up, respectively.

Changes in Weight, Psychosocial Parameters, & Physical Activity

Both groups achieved significant weight loss at post-treatment (ILG −4.7 ± 4.2 kg and PLG 

−4.3 ± 4.4 kg) and follow-up (ILG −5.0 ± 6.4 kg and PLG −4.7 ± 5.0 kg), with almost 50% 

achieving at least 5% weight loss (Table 2). There were no significant differences between 

groups (p=0.92).

The groups also experienced similar changes in psychosocial parameters, with increases 

in weight loss self-efficacy (p<0.01), exercise self-efficacy (p=0.02), and family social 

support for exercise habits (participation and involvement; p=0.01) over time; each of 

these parameters increased between baseline and post-treatment, but only improvement in 

weight loss self-efficacy was maintained at follow-up. Changes in physical activity were not 

significant (p=0.59).

Correlations with Weight Loss

Across groups, there was a positive relationship between weight loss at post-treatment 

and the number of sessions attended (r=.58, p<0.01), number of diaries submitted (r=.73, 

p<0.01), total kilocalories per week expended (r=.51, p<0.01), weight loss self-efficacy 

(r=.44, p=0.03), and friend social support for eating habits (positive comments; r=.59, 

p<0.01).

Weight Loss Partners

Weight loss partners selected by PLG participants were friends (69%) and family members 

(31%) including mother, daughters, and sister. The majority of PLG participants (69%) 
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characterized the relationship with their partners as close or very close. PLG participants 

reported having weekly contact with their partners through phone calls (92%), in-person 

visits (77%), and e-mails (31%). All PLG participants and partners lived in separate 

households. There were no significant differences between PLG participants and partners 

in baseline characteristics (Table 1) except that among the first generation, partners resided 

less years in the U.S. than PLG participants (p=0.01).

Weight loss partners attended an average of 8.0 ± 3.5 sessions and submitted 7.6 ± 4.0 

diaries, which did not differ from PLG participants. There was a strong positive relationship 

between PLG participants and partners in attendance (r=.91, p<0.01) and diary submission 

(r=.85, p<0.01). Partners lost an average of −2.4 ± 3.2 kg at post-treatment (p=0.01) and 

−2.8 ± 3.7 kg at follow-up (p=0.01) (Table 2). Only 25% of partners lost at least 5% of 

body weight at post-treatment and follow-up. The difference between PLG participants and 

partners in weight loss did not reach significance at post-treatment (p=0.17) or follow-up 

(p=0.27). In addition, there was no significant association between the weight loss of PLG 

participants and their partners at post-treatment (r=.30, p=0.30) or follow-up (r=.24, p=0.43).

Program Acceptability

Overall, the program was well received, with adapted features generally rated among the 

more helpful components. Written feedback was likewise positive, with comments such 

as “I never felt that I was on a diet, I love the fact that I learn how to eat healthy but 

continue to eat my rice and beans.” PLG participants tended to rate the weight loss partner 

component relatively less helpful. Comments about partners ranged from “She was great, 

tried to keep me on track and very informative” to “She is very busy between work and 

family commitments. I don’t think she has the time to check on me.”

DISCUSSION

This culturally adapted intervention was associated with weight losses of over 4 kg and 

nearly half of participants achieving at least 5% weight loss at post-treatment, with no 

significant weight regain at follow-up. Weight losses of this magnitude have been shown to 

provide important health benefits and are clinically relevant.20, 21 Participants who attended 

more sessions and submitted more self-monitoring diaries, achieved greater weight loss. The 

intervention also produced other benefits including improved self-efficacy for weight loss 

or exercise, and increased family support for exercise habits. Such positive outcomes may 

speak in part to the strength of the behavioral component of the curriculum, which was 

likewise effective in large randomized clinical trials including DPP20 and Look Ahead.22

The current study was modeled after DPP but attempted to influence the socio-

environmental context of women by building on an already existing potential support source. 

In doing so, we expected to promote health behaviors important for weight management 

long after the intervention. It has been shown that enhancing social support can be an 

effective strategy for weight loss. Wing and Jeffery12 found that participants attending a 

behavioral weight control program with friends had better treatment completion and greater 

weight loss maintenance compared to participants who attended treatment alone. Given that 

women were found to respond positively to behavioral treatment with a partner,14 we saw 
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great promise in enlisting social network members as a strategy to treat Latinas in a weight 

control intervention. However, participating with a weight loss partner did not result in 

additional improvement in session attendance, diary submissions, or weight loss.

Despite participating as dyads, weight loss partners tended to lose less weight than PLG 

participants suggesting they may have been less motivated for weight loss. Partners were 

recruited by PLG participants and may have varied in readiness for lifestyle change. 

Interestingly, whereas the number of sessions attended and diaries submitted by PLG 

participants were highly related to those of the partner, weight change was not. In contrast, a 

previous study reported that participants who brought partners to treatment lost significantly 

more weight when the partners themselves were successful at losing weight.13 Given 

that foreign-born partners resided less years in the U.S. than PLG participants even after 

controlling for age, differences in acculturation may partly explain the lack of weight 

loss relationship in the current study. Low acculturated overweight Latinas are reportedly 

less likely to want to lose weight compared to high acculturated Latinas23 because of a 

cultural preference for a curvier shape or belief that extra weight is a sign of health and 

prosperity.24–26 Alternatively, because this intervention included a mix of generations in the 

U.S. and participants often switched from communicating in English to Spanish and vice 

versa during sessions, partners may have benefited more from an intervention specifically 

adapted for low acculturated Latinas.

Although enlisting family or friends did not enhance weight loss outcomes for ethnically 

diverse Latinas, our results are consistent with other weight loss trials of Mexican-American 

and African-American samples. In Cuidando El Corazon, a 1-year intervention of 168 

Mexican-Americans, women attending a lifestyle program with their male partners did not 

achieve greater weight loss compared to women that attended individually.27 Moreover, in 

the 2-year SHARE (Supporting Healthy Activity and eating Right Everyday) trial, which 

consisted of 344 African-Americans, women participating with family members or friends 

did not experience further weight loss.28

From formative research we learned that for Latinas in the United States traditional culture 

was still salient. By integrating input from the target population, we were able to offer 

an adapted weight loss program that was positively received by participants. Participants 

rated staff features among the more helpful program components. This underscores 

the importance of having culturally competent staff to establish good rapport with 

participants from the start and is consistent with the value Latinos place on interpersonal 

relationships.29, 30

The current study provides valuable information but there are limitations that should be 

considered. First, as a pilot study our sample size was small and intervention outcomes 

were not observed beyond 24 weeks. Second, given that our sample was English speaking 

and generally higher educated, our findings may not be applicable to Spanish speaking 

and lesser educated Latinas. Third, 7 out of 20 participants randomized to the partner 

lifestyle group could not enroll in the program because of partner ineligibility, suggesting 

different recruitment and randomization strategies should be considered. For example, dyads 

instead of individuals could be recruited and randomized. We did not pursue this approach 

Marquez and Wing Page 7

J Acad Nutr Diet. Author manuscript; available in PMC 2023 March 10.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



because we were sensitive to the possibility of disappointing dyads if randomized to the 

individual lifestyle group which meant only one member would be allowed to participate in 

the program.

There are several strengths to this study that should be highlighted. A randomized control 

design was used in this study. We recruited an ethnically diverse sample of Latinas, 

which increases the generalizability of our findings. We integrated intervention features 

identified by the target population itself resulting in a culturally relevant program that 

was well received by participants. The study also had excellent retention and significant 

weight loss was achieved and maintained. These results are especially relevant given that 

previous weight loss studies targeting Latinas have reported poor retention and/or weight 

loss outcomes.27, 31–33

CONCLUSION

Given that the prevalence of obesity continues to rise among Latinas, efforts to develop 

weight loss programs that address the cultural and socio-environmental needs of this high-

risk population are imperative. Results from this pilot study suggest a behavioral weight loss 

intervention for Latinas is feasible but there is less support for the efficacy of female weight 

loss partners. Hence, although enlisting members of participants’ social networks did not 

enhance study outcomes, we found excellent retention, significant weight loss, and positive 

psychosocial changes could be achieved in an adapted lifestyle program for ethnically 

diverse Latinas.
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Figure 1: 
Participant flow in Comadres.
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