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Abstract
This study compared adherence to Behavioral Choice Treatment (BCT), a 12-week obesity
treatment program that promotes weight loss and exercise, among 22 Caucasian-American and 10
African-American overweight women in a university setting to 10 African-American overweight
women in a church setting. Behavioral Choice Treatment (BCT) promotes moderate behavior
change that can be comfortably and therefore permanently maintained.14 Participants obtained
feedback from computerized eating diaries and kept exercise logs. Results indicated that both
university groups exhibited comparable eating pathology at pre-and post-treatment and
comparable weight loss, despite the African-American sample attending fewer sessions. The
African-American church group exhibited less disordered eating attitudes, less interpersonal
distrust (eg, reluctance to form close relationships or sense of alienation) at pre-treatment, and
experienced significantly greater weight loss than either university group. All groups lost weight
and maintained these losses at 12-month follow-up. Preliminary results suggest treatment setting
may play an important role in treatment adherence and sample characteristics.
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Introduction
Obesity and overweight are major health problems in the United States, affecting more than
90 million adult Americans and a disproportionate percentage of ethnic minorities, women,
and those from lower income and education groups.1,2 Obesity is also increasing. The Third
National Health and Nutrition Examination Survey (NHA-NES) showed that the prevalence
of overweight among adults increased 8% over approximately the last decade, and more
recent data from the 1999–2000 NHANES show a similar trend.3,4 The rationale for treating
obesity comes from evidence that modest weight losses can not only prevent or reverse
blood pressure elevations,5,6 but also have a favorable impact on obesity-related
cardiovascular risk factors such as type 2 diabetes7 and hyperlipidemia.6,7 Because African-
American women are more at risk for obesity/overweight and related morbidities, acceptable
treatments must be developed for this population.

Treatment of Obesity
Behavioral programs have been the principle treatment for obesity, but such programs have
been under attack because of high rates of relapse and questions regarding the health effects
of both dieting and mild-to-moderate obesity.8–10 Such issues have led to a number of
modifications to the basic behavioral programs.11 Programs now incorporate exercise, are
generally longer, and provide extended follow-up support of some kind. “Nondieting” or
“Undieting” programs have also been developed as a new behavioral paradigm to promote
weight management, although the results from such studies have been mixed.12,13

The present study used Behavior Choice Treatment (BCT), a nondieting approach to weight
management developed and evaluated by Sbrocco, Nedegaard, Stone, and Lewis.14 This
approach attempts to teach participants to view eating as a choice and to eat and exercise in
moderation. Sbrocco and colleagues compared BCT to traditional behavior therapy (TBT),
emphasizing weight loss via reduced caloric intake, self-monitoring, stimulus control, and
behavioral substitution. Interestingly, while TBT produced significantly greater weight
reduction at post-treatment assessment, participants in this condition evidenced a tendency
to regain weight during the one-year14 and two-year follow-up periods.15,16 Conversely,
BCT was associated with a more gradual weight reduction at one year and two years post-
treatment. However, >85% of participants in this study were Caucasian.

African Americans and Obesity
While African-American women constitute a disproportionately high percentage of adults
who are overweight and obese, only a handful of controlled clinical outcome studies have
examined weight loss among African Americans.1 Although evidence suggests that African-
American women may report dieting as often as their Caucasian counterparts,17 they may be
less likely to participate in weight loss programs,18 more likely to drop out of traditional
psychosocial treatments,19 and have evidenced a tendency to lose less weight when they
participate.20 For example, Kumanyika and colleagues assessed the effect of weight loss of
African-American to that of Caucasian-American women on blood pressure.20 Of particular
relevance to the present study, Caucasian Americans evidenced greater success in weight
loss than African Americans from the behavioral program.

Kumanyika has suggested that poorer outcomes may be related to program content or
program delivery rather than to participant characteristics.21 Furthermore, the National
Heart, Lung, and Blood Institute Obesity Guidelines1 note that treatment approaches for
overweight and obesity must be tailored to the needs of various patient groups. The major
recommendations for implementing culturally sensitive treatments include adapting the
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treatment setting and staffing, integrating treatment into other self-care, and allowing
modifications based on participants’ feedback and response.

Several studies have evaluated the impact of programs developed specifically for use with
African Americans. For example, the Black American Lifestyle Intervention (BALI)
program was developed for use by “working-class” African Americans.22 Ethnic minority
professionals reviewed all materials, and an African-American nutritionist led groups.
McNabb and colleagues examined the efficacy of a behavioral weight loss program that
emphasized an increase in general well-being rather than improved physical appearance as
the goal of treatment.23 In addition, this program encouraged participants to identify their
dietary problems and to arrive at personally relevant solutions. Also unique to this program
was extensive use of ethnic foods and food combinations and the church-based setting. The
results indicated that treated African-American women lost significantly more weight than
those in a wait-list condition.

To date, several weight reduction interventions have been conducted in churches.23,24 This
method is conceptualized as an effective means to reach African Americans.25 Most
churches have a “health ministry,” including identified “nurses,” and churches often sponsor
health-related activities.26 Such programs are considered effective among African
Americans because of the central role of churches in exchanging information, as social
networks, and as social support for many African Americans.27,28 Social networking may
reduce the potential anxiety and distrust toward research that sometimes exists among ethnic
minority populations.19,29 Davis and colleagues suggest that by appealing to the “collective
identity of the congregation,” church-based interventions are able to use the inherent social
support to reach those who might not otherwise seek support for their health concerns.30

Recent work examining the perceived health concerns of African-American church
congregants found that 75% of the congregants surveyed were worried about their weight,
exercise habits, diet, and salt intake.31 The church setting may also address prohibitions such
as childcare and transportation. Church bulletins and announcements at weekly services and
meetings provide a means for reaching members. The church has been employed as a
partner to improve health among African Americans in several different contexts, including
weight loss, hypertension management, and sexual behavior.24,25 Because many African
Americans may already feel a connection and commitment to the church, the church may
operate as a major tool for increasing participation in the formal delivery of health services.
32

Obesity treatment programs need to be tailored to meet the needs of diverse groups,
including African Americans, with recognition that diversity and overlap exist within
cultural groups.1 The present study compared BCT, a cognitive behavioral intervention
based on a decision-making model of women’s food choice,14 among African Americans in
a church setting with a mixed sample of African Americans and Caucasian Americans in a
university setting. We predicted that African Americans in the church setting would
demonstrate better program adherence and, consequently, improved treatment outcome
compared to African Americans in the university settings. Furthermore, African Americans
in the church setting were expected to evidence treatment efficacy comparable to Caucasian
Americans at the university. These differences were predicted based on group composition
(predominately minority vs minority) and setting. The university group was chosen because
it most closely represents the situation many minorities encounter when seeking treatment.
The church setting was chosen because it has been suggested to be a key intervention site in
previous research on such health problems as obesity and hypertension. In this regard, this
study was one of a few obesity treatment outcome studies that examined factors associated
with treatment success among African Americans and one of the first to examine eating
behavior and attitudes between different samples of African Americans.
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The major modification of the BCT protocol in the present study was the use of church
treatment site. Group format, meeting times, and the basic menu plans or recipes were not
modified. Consistent with McNabb and colleagues, discussions of eating culturally specific
foods and modifying standard recipes as individuals brought up these issues did occur.23

This study represents an extension of ongoing work evaluating BCT, with the long term goal
of improving weight maintenance.

Methods
Participants

Participants were 42 women between the ages of 18–55 years who were at least 30% above
ideal body weight (determined by the 1983 Metropolitan Height Weight charts for a medium
frame)33 living in the greater Metropolitan Washington, DC, area, a diverse area where
approximately 60% of the population is Caucasian and almost 20% is African American.
The university sample consisted of 32 women (10 African Americans) recruited through
newspaper advertisement to participate in five groups conducted over a two-year period.
Two African-American women were in each group of approximately 5–10 participants. All
women participated in BCT, a 13-session cognitive behavioral program (see below for
description). The 10 African-American women church participants were recruited from two
church congregations in Washington, DC. Five women from each church participated in the
study. All participants were recruited to participate in a weight management study and were
nonsmokers in good health, had not lost >10 pounds (4.54 kg) in the last month or >20
pounds (9.09 kg) in the last 6 months and had a physician’s approval for participation.
Similar to other studies,34,35 participation in the subsequent weight management program
was contingent on completion of two-weeks of pre-treatment food and exercise diaries.

Measures
Anthropomorphic Measures—Weight in kilograms was measured on a balance beam
scale with participants wearing indoor clothing without shoes. We used pre-treatment weight
and a weight change score (pre-treatment—post-treatment weight) for post-treatment weight
loss. The same procedure was used to determine weight loss at three additional follow up
points: three months, six months, and one year. Height, to the nearest half inch, was
calculated at pre-treatment. Body mass index (BMI) in kg/m2 was calculated from the
weight and height measurements.

Behavioral Adherence—Session attendance and number of days of self-monitoring
records were used as indices of adherence to the treatment program.36 Adherence to the
exercise prescription was assessed by evaluating participants’ daily exercise logs consisting
of the time and date, the activity completed, and the duration. Frequency of exercise is
reported as number of exercise sessions completed per week at baseline and the average
number of exercise session per week across treatment. In addition, the average length of
time per exercise session in minutes is reported. Participants kept daily exercise logs during
the active treatment phase and were asked to complete a weekly log at the time of each
follow-up meeting. Results are presented in Figures 2 and 3.

Missed Session Protocol—Participants were asked to notify group leaders in advance if
they were going to miss a session and arrange for a ½-hour session weigh-in and make-up.
Participants who missed without prior notification were called within 2 days and asked to
come in for a ½-hour make-up session.
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Eating Patterns
Participants kept computerized self-monitoring diaries during pre-treatment and the first 10
weeks of treatment using the Psion 3.0A palmtop computer.37 This method has shown
preliminary accuracy38 and is described in detail in the report of Sbrocco and colleagues.14

Dietary intake was recorded by using the Comcard COMPUTE-A-DIET Nutrient Balance
System software program.39 Data from these logs were used to set goals, to provide
immediate and weekly feedback to the participants, and to track caloric and macronutrient
intakes. Adherence to caloric prescriptions was evaluated by examining the reported mean
daily caloric intake by week and percentage of dietary fat by week.

Psychosocial Measures
Subjects completed the Eating Inventory (EI),40 and the Eating Disorders Inventory-2
(EDI-2),41 at pre-treatment and post-treatment. The EI is a 51-item inventory with restraint,
disinhibition, and hunger subscales that have been shown to be useful among the obese.42

The EDI-2 is multi-scale instrument designed to assess behavioral and attitudinal
characteristics clinically observed in eating disorders. Three subscales were used to examine
various aspects of eating related pathology: drive for thinness, bulimia, and body
dissatisfaction. In addition, three subscales assessed more general psychopathological
constructs that are related to more pathological eating: internal awareness, ineffectiveness,
and distrust. Lastly, summing all of the items created a total score for the EDI.

Procedure
The procedure for all groups was the same, except that all university groups were held at
Uniformed Services University and the church groups were held at a church with a
predominantly African-American congregation. All groups were led by the first author, a
clinical psychologist, and two graduate student co-leaders. One of the two graduate student
co-leaders was African-American and the other group leaders were Caucasian. An
orientation was held to introduce the program and begin the baseline self-monitoring.
Contingent on completion of the self-monitoring, participants were then assigned to a newly
developed cognitive behavioral group treatment for weight loss.14 Ten percent of those who
began self-monitoring did not complete the two-week baseline, and this did not differ by
group. Each group was composed of 5–10 members and attended 13 weekly 1½-hour group
sessions. Follow-up group meetings were conducted at 3 and 6 months post-treatment.
Follow-up weights were obtained at 3, 6, and 12 months post-treatment. Retention of
participants over time was successful for several reasons. First, participants are informed of
the one-year duration of the study at pre-treatment. Also, we believe that the social support
network that develops between participants at the weekly meetings, as well as a sense of
attachment to the group leaders, helps to increase retention. Finally, monetary incentives
were provided for participants who completed each phase of the study.

Behavioral Choice Treatment
Consistent with the procedure developed by Sbrocco and colleagues,14 participants in BCT
were taught to stop dieting and to view health behaviors, including food choice, exercise
avoidance, and eating behavior as choices, which achieve certain outcomes (eg, alleviate
hunger, lose weight, feel better, and rest). Based on an understanding of the economics of
their choices, participants restructured their thinking or behavior to enable them to achieve
positive outcomes. Eating in moderation and eating reasonable amounts of high-fat or
forbidden foods were identified as skill deficits that required practice, and these skills were
promoted through extensive behavioral modeling in the group and through homework
assignments. In addition, individuals were taught to examine their meaning of the word
“dieting” and the inherent calorie restriction, avoid rigid rules about forbidden foods, engage
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in pleasurable activities besides eating, engage in regular exercise, and accept themselves
regardless of their eating behavior and body weight. Participants were taught to focus on
learning to eat in a manner consistent with a reasonable end goal weight that occurs “down
the line,” rather than focusing on how quickly weight can be loss. Participants were told to
expect much slower weight losses than they had experienced in the past, but that this
approach was designed to produce permanent change. (A full description of the protocol can
be found in Sbrocco et al.14)

All participants received two-week meal plans and recipe booklets. The eating plan was low
fat with macronutrient composition as follows: 55%–60% carbohydrate, 20%–25% fat,
15%–20% protein, and 1800–2000 kcal/day (7534–8368 kJ). All participants were
encouraged to adhere to these plans during the first two weeks in order to model new
behavior. Diaries were downloaded onto an IBM-compatible PC during each weekly group
meeting, where participants were provided with immediate feedback including graphs of
daily calorie and daily fat intake and a list of their highest fat foods with lower fat
alternatives. All participants were encouraged to eat at a constant calorie level in order to
avoid the common pattern of over-restriction followed by overeating. Self-monitoring was
phased out at session 10 before the acute treatment ended in order to address behavior
change and concerns that arise from discontinuing self-monitoring. Participants were
encouraged to complete a walking program (30 min/day, 3 days/week) in a single bout.
Participants were not encouraged to exercise more than this, unless they were already
exercising at a greater frequency or duration before entering the program. The goal, as
explained as part of the BCT program, was to promote the adoption of reasonable behavior
change patterns that could be maintained for life, versus an intensive exercise program that
would change after reaching weight loss goals. Formal exercise groups were not held, and
participants kept daily exercise logs.

Results
Demographic and Pre-Treatment Information

Demographic information is presented in Table 1. ANOVAs, conducted to examine for
differences in age and education across groups, were nonsignificant (F(3, 44)=1.78, P=.18;
F(3, 44) =2.14, P=.13, respectively). ANOVAs indicated groups differed on reported food
intake at baseline (F(3, 42)=3.40, P<.05) but did not differ on weight (F(3, 44)=1.19, P<.10),
BMI (F(3, 44) =2.39, P=.09), or percentage of dietary fat at baseline (F(3, 44)=2.96, P=.06).
Contrasts indicated that the Caucasian-American group reported greater food intake than
both the African-American university sample (t(39)=2.14, P<.05) and the African-American
church sample (t(39)=2.06, P<.05). No differences were noted between the African-
American samples (t(39)=.31, P=.75). Follow-up contrasts conducted to examine percentage
of dietary fat consumed at baseline indicted that the Caucasian Americans’ diet was
composed of significantly less fat than the African-American university sample (t(39)=2.32,
P<.05). No significant differences in dietary fat were seen between the Caucasian-American
sample and the African-American church sample or between the two African-American
samples (all Ps>.16).

Adherence
Univariate ANOVAs were used to assess the differences among groups on the two
adherence measures. As indicated in Table 2, a significant difference was seen among
groups on total number of sessions attended (F(3, 43)=4.46, P<.01) but not in the number of
dietary records completed per week (F(3, 43) =1.42, P=.24). This later finding suggests that
compliance with self-monitoring of eating was good. These results from the African-
American university group are particularly noteworthy because they suggest that despite
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poorer in-group attendance than Caucasians, they were completing and turning in eating
diaries on a regular basis. Contrasts indicated that both the Caucasian-American and the
African-American church group attended significantly more sessions than the African-
American university group (t(40)=2.35, P<.05; t(40)=2.85, P<.01, respectively). No
differences were seen between the Caucasian-American and African-American church group
in session attendance (t(40)=1.12, P=.26).

Weight Changes Across Treatment and Follow-Up
Changes in weight over time (pre-treatment, post-treatment, three-month, six-month, and
one-year follow-up) are depicted in Figure 1. Univariate ANOVAs were conducted on
anthropomorphic measures. Because weight change is positively associated with initial
weight, pre-treatment weight was used as a covariate. Groups differed on weight loss across
treatment (F(8, 160)=2.89, P<.01). Collapsing across groups, a linear trend was seen for
weight to decrease over time (F(4, 160)=53.40, P<.001), and this trend can be seen in Figure
1. Controlling for initial weight, pairwise comparisons indicated that the African-American
church group experienced significantly greater weight change than either university group at
post-treatment and all follow-up points (all Ps<.01). The university groups did not differ
from each other at any time point (all Ps>.11).

Percentage of dietary fat consumed during treatment differed by group (F(3, 35)=9.27, P<.
01). Contrasts indicated that the Caucasian-American group consumed less dietary fat than
either the African-American university group (t(38)=4.29, P<.01) or the African-American
church group (t(38)=2.64, P<.05). A trend was also seen for the African-American university
group to consume less dietary fat than the African-American church group (t(38)=1.81, P=.
07).

Exercise Participation Across Treatment and Follow-Up
Average number of exercise sessions per week over time (pretreatment, mid-treatment, post-
treatment, three-month, six-month, and one-year follow-up) are depicted in Figure 2.
Similarly, Figure 3 presents average minutes exercised per session over time. During the
two-week baseline, groups were exercising very little, and no differences were seen between
groups in the number of exercise sessions or the number of minutes exercised. Overall,
during treatment, groups did not differ in the number of times exercised per week over time
or on the number of minutes exercised per week. Collapsing across groups, number of
exercise sessions increased significantly from pre-treatment to mid-treatment
(F(1, 39)=134.46, P<.001) and maintained at approximately 3.2–3.4 sessions per week, not
differing significantly over treatment and follow-up (F(4, 39)=1.10, P>.05). No between-
group differences were seen in number of exercise sessions. At post-treatment, Caucasian
women reported exercising 4 times per week, which did not significantly differ from the
other groups.

A significant group by time interaction was seen for minutes exercised per session
(F(10, 70)=2.51, P<.05) and a significant main effect for time (F(5, 34)=31.24, P<.001). As can
be seen in Figure 3, all groups evidence similar increases in exercise time from baseline to
mid-treatment (F(1, 40)=66,99, P<.001) and from mid-treatment to post-treatment
(F(1, 39)=12.35, P<.001). During follow up (at three months, six months, and one year),
however, the groups evidence slightly different patterns (F(4, 76)=2.91, P<.05), with the
Church participants maintaining or slightly increasing, the Caucasians maintaining, and the
African-American university participants decreasing exercise minutes at one year. Month 12
is the only time point at which the groups significantly differed in minutes exercised
(F(2, 39)=4.53, P<.05), with the church group exercising more minutes than the university
African Americans.
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Pre- to Post-treatment Eating and General Pathology Measures
An omnibus MANOVA conducted on measures of eating pathology and general pathology
from the EI and the EDI at pre-treatment was significant (F(24, 54)=1.87, P<.05). Univariate
ANOVAs indicated significant differences among groups on the hunger (F(2, 42)=4.61, P<.
05) and drive for thinness (F(2, 42)=6.37, P<.01) subscales of the EI, the ineffectiveness
(F(2, 42)57.67, P,.01) and interpersonal distrust (F(2, 42)=4.70, P,.05) subscales of the EDI,
and the EDI total score (F(2, 42)=8.26, P<.01). As depicted in Table 3, contrasts indicated
that the Caucasian-American group was more likely to overeat when hungry than either the
African-American church (t(41)=2.23, P<.05) or the African-American university groups
(t(41)=2.66, P<.05). No difference was seen between the African-American groups on this
variable (t(41)=.07, P=.94). With respect to drive for thinness, the Caucasian-American
group was significantly elevated above the African-American church group (t(41)=3.36, P<.
01), but not above the African-American university group (t(41)=1.33, P=.18). Interestingly,
the African-American university group also reported a higher drive for thinness than the
African-American church group (t(41)=1.97, P<.05). Similarly, the contrasts on the total
score of the EDI indicated that the African-American church group scored considerably
lower than either the Caucasian-American (t(39)=4.06, P<.01) or African-American
university groups (t(39)=2.76, P<.01). No difference was seen between these latter groups on
this measure (t(39)=1.04, P=.30).

Additional contrasts indicated that the African-American church group reported less
disinhibition (t(41)=2.06, P<.05) than the Caucasian-American group. The African-American
church group also reported less ineffectiveness than both the Caucasian-American
(t(41)=3.38, P<.01) and African-American university groups (t(41)=3.11, P<.01), less
interpersonal distrust than the Caucasian-American (t(41)=2.27, P<.05) and the African-
American university groups (t(41)=2.72, P<.05), and less internal awareness than the
Caucasian-American group (t(41)=2.69, P<.05). All other pairwise comparisons were
nonsignificant (all Ps>.14).

To examine the change across treatment, a series of repeated group X time MANOVAs were
conducted. Results indicated a significant group X time interaction on the restraint
(F(2, 34)=3.93, P<.05) and disinhibition subscales of the EDI (F(2, 34)=3.74, P<.05). There
was also a trend towards a significant group X time interaction on the ineffectiveness
(F(2, 35)=3.02, P=.06) and interpersonal distrust subscales of the EDI (F(2, 35)=2.91, P=.06).
To aid in understanding the nature of the interactions, a series of repeated measures
ANOVAs were conducted on each variable for each group individually. Results from the
restraint subscale indicated that the African-American church group evidenced a significant
increase from pre- to post-treatment (F(1, 7)=8.44, P<.05), while the Caucasian-American
and African-American university group did not (all Ps>.17). Conversely, the analysis from
the disinhibition subscale indicated that the Caucasian-American (F(1, 20)=94.26, P<.01) and
African-American university groups (F(1, 7)=16.21, P<.01) significantly decreased, while the
African-American church group only evidenced a trend in that direction (F(1, 7)=4.95, P=.
06). The results from the ineffectiveness subscale of the EDI indicated that only the
Caucasian-American group evidenced a significant decrease (F(1, 21)=30.64, P<.01), while
the two African-American groups did not (all Ps>.13). While all groups evidenced a
significant decrease in interpersonal distrust (all Ps<.05), an examination of the means in
Table 3 indicates that the Caucasian-American group evidenced the greatest decrease across
treatment on this variable. Baseline distrust was low for the church members.

In addition, repeated measures MANOVAs indicated a significant effect for time on the
hunger (F(1, 33)=17.24, P<.01), EDI total score (F(1, 30)=8.45, P<.01), and the maturity fears
subscales of the EDI (F(1, 34)=6.02, P<.05), suggesting that each group experienced a
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comparable reduction in the respective subscales. There was also a trend toward significance
across time on the bulimia subscale (F(1, 33)=3.52), P=.06). No significant main effect or
interaction was found on the drive for thinness, body dissatisfaction, internal awareness, or
perfectionism subscales of the EDI (all Ps>.18). Follow-up contrasts at post-treatment
indicated that the African-American church group was significantly lower on the body
dissatisfaction (t(36)=2.05, P<.05), EDI total score (t(36)=2.35, P<.05), and internal
awareness (t(36)=2.99, P<.01) subscales of the EDI.

Accounting for Differences in Eating Pathology
Following from the conceptualization of Carter, Sbrocco, and Carter regarding the
importance of acculturation in the manifestation and presentation of psychopathology, we
sought to examine the ethnic composition of study participants’ neighborhoods post-hoc.19

Given that no group differences were found for some of the major demographic variables
including age, household income, and education, it seemed reasonable to examine this
demographic variable reasoning that African Americans who lived in predominately
African-American neighborhoods would be less likely to hold the Caucasian ideals that are
associated with problem eating attitudes and behaviors. Of note, self-report measures of
acculturation (eg, AAAS)43 would provide a direct index of this construct and could be used
in future studies. Census data were obtained by using participants’ addresses to determine
the corresponding Census tract. The MapInfo computer program provided coordinates of
each participant’s census tract.44 Ethnic composition is presented for each group in Figure 4.
As expected, the ethnic composition of the groups did differ, with the church group living in
predominately African-American neighborhoods, the Caucasian Americans living in
predominately Caucasian neighborhoods, and the university African Americans living in
more diverse or “mixed” neighborhoods.

Discussion
The major findings of interest in this study were the differences in adherence by site for the
African-American participants and the differing eating pathologies across all groups. These
preliminary findings provide more suggestions than they do answers for research examining
factors that impact treatment adherence and the expression of eating attitudes and behaviors,
particularly because this study did not randomly assign participants to groups but used
samples of convenience that represented existing treatment delivery settings.

Factors Impacting Treatment for Ethnic Minorities
The fields of psychology and medicine are increasingly recognizing the need to address
culture in developing and delivering effective treatments.20,21,47 This study suggests that
factors such as group composition may be important to examine when evaluating the
efficacy of a treatment. While this study noted poorer attendance among the ethnic minority
group when they were in the minority, other studies using group treatment for other
problems have suggested that whoever is in the minority may be less likely to participate.
45,46 In the current study, we cannot determine whether the church-based group was
effective because it was all African American, was conducted at a church, may have shared
social support, or some combination of such factors. Controlling such variables through
random assignment of individuals to groups of same- or mixed-ethnicity groups and also
examining the impact of church or community settings vs university based settings should
be carefully addressed in future studies. Also important would be to compare church-based
groups that share some demographics (eg, age, income) but differ in where they live. Thus,
the major limitation of this study is the lack of random assignment to groups. The study was
conducted with samples of convenience. However, given the striking differences in the
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results, examining such quasi-experimental findings is important to develop more tightly
controlled designs that allow for more definitive answers.

The differences in eating pathology and eating behavior suggest a point of major interest.
The two African-American groups differed from each other on measures of eating
pathology, despite not differing on major demographic variables such as education and
household income. Similarly, the church-based group ate higher-fat diets and exercised less.
This finding may account for the fact that they reported eating less (baseline kilojoules) than
the other groups. They did differ in the ethnic composition of their neighborhoods. Such
results suggest the importance of using measures of culture and acculturation rather than
relying simply on self-identified ethnicity. Such measures may elucidate the fact that all
African Americans are not alike. For example, while African-American women and girls
have been considered to have greater body acceptance and perceive themselves as less
overweight,47,48 increased levels of acculturation in ethnic minority groups have been
negatively correlated with this increased body acceptance.49,50

With the push to develop efficacious treatments, we must address such issues as minority
response, effectiveness with different minority groups, and settings in which treatments are
used and well-received. These issues have been identified with regard to evaluating
nutritional interventions and African Americans, yet little empiric work has been done.
21,22,26 Despite increasing diversity, the differences between cultures are often difficult to
recognize by members of the “other” group. Consequently, scientists and practitioners may
attribute differences to personal characteristics (eg, African Americans drop out of
treatment) without understanding other factors that may be at work (eg, African Americans
may be uncomfortable in predominately Caucasian groups or may be unable to relate to
Caucasian Americans with differing eating attitudes). As we work to develop effective
treatments, we must take a step back and consider other variables and influences that may
impact treatment delivery, adherence, and acceptability.

Eating Patterns and Weight Change
The present study presents important data documenting continuing weight loss and weight
maintenance with BCT, a type of treatment that is designed to promote slow, maintainable
weight loss that continues over time. Another important finding for all groups is the
consistency in exercise over time. A number of other methodologic issues limit the findings
of this study. The sample size is small. The study is also limited by the population studied,
which included middle class, well-educated, moderately obese women. In summary, many
questions remain unanswered, yet the continuing weight loss observed does offer promise
for improving obesity treatment. Given the widespread problem of obesity, the paucity of
data on African-American women, and the difficulty in maintaining weight loss, these
preliminary findings are clearly worthy of further investigation.
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Fig 1.
Weight loss (Kg) over time by group
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Fig 2.
Average exercise sessions by group over time
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Fig 3.
Average minutes per exercise session over time
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Fig 4.
Ethnic composition of neighborhood by group
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