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Abstract

Extended-care interventions have been demonstrated to improve maintenance of weight loss after 

the end of initial obesity treatment; however, it is unclear whether these programs are similarly 

effective for African American versus White participants. The current study examined differences 

in effectiveness of individual versus group telephone-based extended-care on weight regain, 

compared to educational control, in 410 African American (n=82) and White (n=328) adults 

with obesity (mean ± SD age=55.6±10.3years, BMI= 36.4±3.7kg/m2). After controlling for initial 

weight loss, multivariate linear models demonstrated a significant interaction between treatment 

condition and race, p=.048. Randomization to the individual telephone condition produced the 

least amount of weight regain in White participants, while the group condition produced the least 

amount of weight regain in African American participants. Future research should investigate 

the role of social support in regain for African American versus White participants and examine 

whether tailoring delivery format by race may improve long-term outcomes.
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Comprehensive lifestyle interventions serve as the first-line treatment for obesity (Jensen et 

al., 2014). Despite their overall effectiveness, research has demonstrated that these programs 

may not benefit all participants equally (Fitzgibbon et al., 2012; Tussing-Humphreys et 

al., 2013). Results from trials conducted over the last 20 years have indicated that African 

American participants, especially African American women, lose significantly less weight 

than White participants during the initial weight loss phase of these programs (Fitzgibbon 
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et al., 2012; Goode et al., 2017; Hollis et al., 2008; Kumanyika et al.,1991; Tussing-

Humphreys et al., 2013). This pattern is particularly concerning given that African American 

adults are disproportionally burdened by obesity and obesity-related health conditions (Hales 

et al., 2020; James et al., 2017). As of 2018, 49% of non-Hispanic Black and African 

American adults in the United States were estimated to have obesity, compared to 42% of 

non-Hispanic White adults (Hales et al., 2020).

After the end of initial weight loss programs, the provision of additional intervention 

contact via “extended-care” maintenance interventions have been demonstrated to prevent 

weight regain and improve long-term weight loss outcomes (Dombrowski, et al., 2014; 

Ross Middleton, et al., 2012). It is less clear, however, whether these programs are equally 

effective for African American versus White participants. Notably, evidence suggests that 

even though African Americans may lose less weight during initial weight-loss periods, they 

also regain less weight, such that some trials ultimately observed no differences in weight 

change by race at longer-term follow-up visits (Rickel et al., 2011; Stevens et al., 2001; 

Wing, 2004). Two studies have investigated whether there may be differential impact of 

extended-care provision on weight regain in African American versus White participants. 

Results from the Weight Loss Maintenance trial (Svetkey et al., 2008) demonstrated no 

interaction between race and treatment condition when investigating the impact of three 

extended-care conditions on weight regain two years after the end of a 6-month weight-

loss program. In this study, participants randomized to receive a personal-contact based 

extended-care program regained significantly less weight than participants randomized 

to an interactive technology program or a self-directed program, regardless of race. In 

contrast, Rickel and colleagues (2011) found a significant race by condition interaction 

in a trial comparing extended-care delivered via in-person groups or individual telephone 

calls in rural women. Specifically, African American women maintained their initial weight 

losses regardless of randomization condition while White women who were randomized to 

receive extended-care support via in-person groups or individual telephone calls regained 

significantly less weight than White women randomized to an educational control condition.

Given the different pattern of results demonstrated in the Weight Loss Maintenance Trial 

(Svetkey et al., 2008) and the study by Rickel and colleagues (2011), it remains important 

to investigate whether there are differences in the impact of extended care programs by 

race. Examining differential responses to treatment may help identify treatment modalities 

that are equally or more efficacious between groups, which is critical to promoting health 

equity and overcoming historical racial disparities in weight management outcomes. For 

example, cultural differences (Blixen, et al., 2006), unequal access to resources (Bell, Kerr, 

& Young, 2019; Matthew & Brodersen, 2018), and/or experiences of racism (Aaron & 

Stanford, 2021; Cozier et al., 2014) may lead extended-care support and intervention content 

to be more or less beneficial for some groups. Thus, the current study examined the impact 

of three different extended-care conditions (individual telephone support, group telephone 

support, or educational control) on weight regain over 12 months in African American 

versus White participants living in rural areas. Given similarities in the sample (i.e., adults 

living in rural areas) and the extended-care modality (i.e., use of telephone calls), hypotheses 

were based on the pattern of results observed by Rickel and colleagues (2011). It was 

hypothesized that there would be a significant race by condition interaction, such that 
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African American participants and White participants would demonstrate different patterns 

of regain by treatment condition. Specifically, it was hypothesized that randomization to 

either an individual or group-based extended care program would promote better weight-loss 

maintenance than the educational control condition for White participants, while there 

would be no difference in weight regain by condition in African American participants.

Research has attributed differences in outcomes to behavioral factors such as participant 

attendance and adherence, including self-monitoring (Milsom et al., 2011; Ross Middleton 

et al., 2012; Tussing-Humphreys et al., 2013); therefore, as a secondary aim, the current 

study examined differences by treatment condition and race in extended-care session 

attendance and adherence to program goals (e.g., self-monitoring of dietary intake and 

physical activity and achievement of dietary intake and physical activity goals). Following 

patterns observed in previous studies, we hypothesized a significant main effect for race 

such that White participants would have higher rates of attendance and adherence when 

compared to African American participants. Finally, we proposed to investigate whether 

there was a significant race by condition interaction for attendance and adherence, mirroring 

the pattern hypothesized for weight change.

Methods

The current study conducted secondary data analyses on data from the Rural Lifestyle 

Eating and Activity Program (Rural LEAP) trial (Perri et al., 2020). Rural LEAP was a 

randomized clinical trial designed to examine the impact of extended care programs for 

weight-loss maintenance in adults residing in rural communities (Perri et al., 2019). This 

community-based intervention included three phases: an initial weight-loss program (Phase 

1; 4 months), an extended-care phase during which participants were randomized into one 

of three maintenance programs (Phase 2; 12 months), and a no-contact follow-up period 

(Phase 3; 6 months). Given that the current study aimed to examine differences in weight 

regain during the extended-care period, controlling for initial outcomes during the Phase 1 

intervention, the current study used data collected during Phase 1 and Phase 2 of the Rural 

LEAP trial. Study protocol and procedures were reviewed and approved by the Institutional 

Review Board (IRB) at the University of Florida.

Participants

Participants in the current study were adults who were randomized within Phase 2 of the 

Rural LEAP study who self-identified as non-Hispanic and either Black/African American 

or White. Adults who identified as Hispanic were excluded given that Hispanic adults 

have demonstrated different outcomes in extended-care maintenance programs compared 

to both White and African American adults (West et al., 2019), and the small number of 

Hispanic adults that enrolled in the parent study (n=19) severely limited statistical power to 

investigate between group differences (Perri et al., 2020). Details on participant recruitment 

(including diagrams of participant flow) have been published previously (Perri et al., 2019, 

2020).
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Initial Intervention

During Phase 1 of Rural LEAP, all participants received a 16-week, standard behavioral 

weight-loss program. This program was conducted in person, in groups of 4-16 participants 

led by trained health coaches (Cooperative Extension Services family and consumer sciences 

extension agents or individuals with a bachelor’s or master’s degree in nutrition, exercise 

science, or psychology). Sessions lasted for approximately 90 minutes; session content was 

based on the lifestyle intervention used in the Diabetes Prevention Program (DPP Research 

Group, 2002), with modifications made to adapt content to address challenges commonly 

experienced by individuals from rural areas (e.g., traditional high-fat cooking styles and 

lack of community resources and exercise facilities) (Perri et al., 2008). Participants were 

provided with initial caloric goals ranging from 1,200 to 1,500 kcal/day, based on baseline 

weight, with the calorie goal being 1,200 kcal/day for participants weighing ≤ 113.6 kg and 

the goal being 1,500 kcal/day for participants weighing > 113.6 kg. Walking-based physical 

activity goals aimed at gradually increasing walking to 30 min/day above baseline levels. To 

facilitate these goals, participants were asked to keep daily logs of the types, amounts, and 

caloric values related to all foods and drinks consumed, along with steps walked each day, 

which were collected at each group intervention session.

Extended-Care Interventions

In Phase 2, participants who completed at least 50% of the Phase 1 intervention sessions 

and completed the Month 4 assessment visit were randomly assigned to one of three 

extended care conditions (individual telephone counseling, group telephone counseling, or 

an educational control condition). Participants randomized to receive individual telephone 

counseling called in to a teleconference line for a scheduled, 10-20 min one-on-one session 

with a health coach. Participants randomized to receive group telephone counseling called 

into a teleconference line for a scheduled, 60-min group session with a health coach and 

other participants from their Phase I group. Both individual and group calls occurred 

biweekly during months 5-10 and monthly during months 11-16, and sessions followed 

the same structure and included the same problem-solving focus and content. Sessions began 

with a review of progress toward previous goals and structured problem solving (e.g., see 

Perri et al., 2001; Perri, Nezu, & Viegener, 1992) to address any challenges reported in 

meeting these goals, followed by a discussion of a weight management education module 

and goal setting for changes in dietary intake and physical activity to be completed prior to 

the next session.

Participants randomized to the educational control condition received 18 weight-

management education modules with the same content used in the telephone groups. The 

modules were delivered to participants via mail or email on the same schedule as the 

telephone contacts. Throughout Phase 2, all participants were asked to continue to keep 

daily logs of dietary intake, and to return these logs to their health coach using prepaid 

postage. During Phase 3, there was no contact between health coaches and participants.

Rural LEAP Trial Outcomes

Of the 528 participants who enrolled in the initial weight loss intervention, 445 attended at 

least 50% of the Phase 1 intervention sessions and were randomized to the extended-care 
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trial (Perri et al., 2019). The 445 participants randomized to the Rural LEAP trial lost an 

average (mean ± SD) of −8.3 ± 4.9 kg during the initial weight loss program. Missing data 

during the trial were handled in two ways: using a missing-at-random (MAR) approach and 

a missing-not-at-random (MNAR) approach, which assumed that participants who did not 

return for assessment visits regained 0.3 kg/mo after dropping out; results were similar using 

both methods, and thus MAR results were presented (Perri et al., 2020). During Phase 2, 

the active extended-care period, participants randomized to the educational control condition 

experienced mean weight increases of 2.6% from the end of Phase 1, compared to smaller 

and non-significant changes of 1.3% for participants in the group telephone counseling 

condition and no changes (mean change of 0%) for participants in the individual telephone 

counseling condition.

Measures

Height was measured at baseline by study staff using a stadiometer. Weight was measured 

at each assessment time point by study staff, masked to randomization condition, using a 

calibrated, digital scale. Because the current study was aimed at investigating differences 

in weight-loss maintenance program outcomes between adults who identified as Black or 

African American versus adults who identified as White, and the maintenance program 

was discontinued after Phase 2, the current analyses focused on data collected during 

Phase 2 (Months 4 to 16) of the Rural LEAP trial. Attendance at individual and group 

sessions during Phase 2 was recorded by health coaches during each session. Adherence to 

self-monitoring dietary intake was assessed as the proportion of Phase 2 days in which the 

participant returned a completed log of foods/drinks consumed to their health coach (all logs 

including at least one meal were coded as “completed”). Achievement of caloric intake goals 

was based on participants’ self-reported assessment (yes or no) on these logs. For days when 

logs were not returned (or for incomplete days, when the type of quantity of foods consumed 

is missing for ≥ 1 meal), it was assumed that the caloric intake goal was not met.

Statistical Analyses

Analyses were conducted in R version 3.6.2. As preliminary analyses, t-tests and chi-

squared tests were used to assess whether there were demographic differences between 

African American and White participants at study baseline (Month 0). As previous studies 

have demonstrated differences in initial weight loss (change in weight from Month 0 to 

Month 4) by race, a t-test was also used to assess whether there were differences in Phase 1 

weight loss between African American and White participants. Multivariate normal models 

controlling for Phase 1 weight loss were used to investigate the impact of randomization 

condition and race over time. As preliminary analyses, these models were used to investigate 

individual effects of randomization condition and race on weight change from Month 4 to 

16, after controlling for Phase 1 weight loss. For the primary aim, a log-likelihood ratio test 

was used to assess whether a model investigating weight change from Month 4 to Month 

16 by randomization condition and race was significantly improved by the inclusion of an 

interaction term between randomization condition and race. Models assumed missing data 

were MAR given that analyses from the parent trial demonstrated highly similar results 

for models using both the MAR and the more conservative MNAR approach (Perri et al., 

2020). Attendance and adherence data were substantially skewed; thus, for the secondary 
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aim, non-parametric tests (e.g., Kruskal-Wallis tests) were used to assess differences in 

attendance and adherence to self-monitoring and dietary intake/activity goals from Month 4 

to Month 16 by randomization condition and race, and to test the secondary hypothesis that 

there would be a significant interaction between randomization condition and race.

Results

Of the 445 participants included in the Rural LEAP trial, 410 identified as either Non-

Hispanic African American or Black (n = 82) or Non-Hispanic White (n = 328) and were 

included in the current study. At study baseline, participants were (mean ± SD) 55.59 

± 10.25 years old and had BMIs of 36.44 ± 3.68 kg/m2; 82.0% of participants reported 

identifying as female. There were no statistically significant differences between African 

American and White participants in terms of baseline age, education level, or household 

income (see Table 1); however, African American participants were more likely than White 

participants to identify as female and had higher BMI at study baseline (prior to the 

initiation of the Phase1 weight-loss program). As a result, the final model investigating 

whether there was an interaction between race and condition controlled for both gender and 

baseline BMI.

After completion of the Phase 1 initial weight loss-program, 140 participants (n = 28 African 

American, n = 112 White) were randomized to receive individual telephone counseling, 127 

(n = 25 African American, n = 102 White) were randomized to receive group telephone 

counseling, and 143 (n = 29 African American, n = 114 White) were randomized to the 

educational control condition. A total of 392 participants (95.6%) attended the 10-month 

assessment visit and 375 (91.5%) attended the 16-month assessment visit; there were no 

differences in retention by intervention group, p = .224 or race, p = .484.

Initial Phase I Weight Loss Outcomes

Participants lost an average (mean ± SD) of −8.46 ± 5.04 kg during the non-randomized 

Phase I. There were no differences in Phase I weight loss by intervention group, p = 

.272. There were, however, significant differences in Phase I weight loss by race, such that 

African American participants lost significantly less weight than White participants (−6.42 ± 

4.23 kg versus −8.97 ± 5.10, respectively), t(145.92) = 4.67, p < .001.

Weight Regain During Phase II

Table 2 provides mean body weights at each assessment by condition and race. After 

adjusting for Phase I weight losses, participants regained an average (mean ± SD) 1.14 ± 

0.31 kg from Month 4 to 16, t(1144) = 3.65, p < .001. After additionally adjusting for 

gender and BMI, there was a significant impact of treatment condition, p = .003, such 

that participants in the control condition experienced a significant weight regain of 2.49 kg 

(95% CI: 1.47, 3.52) while participants in the individual and group conditions experienced 

non-significant weight regains of 0.02 kg (95% CI: −1.08, 1.03) and 0.84 kg (95% CI: 

−0.27, 1.96), respectively. Although there was not a significant difference in weight regain 

between African American participants (who regained, on average, 1.80 ± 0.71 kg) and 

White participants (who regained, on average, 0.97 ± 0.35 kg), p = .278, there was a 
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condition by race interaction for weight regain from Months 4 to Month 16 (see Figure 1), 

χ2(1) = 6.07, p = .048. Specifically, White participants randomized to the control condition 

regained 3.31 kg more (95% CI: 1.69, 4.95) from Month 4 to Month 16 compared to 

White participants randomized to the individual condition, and 1.72 kg more (95% CI: 0.02, 

3.43) than White participants randomized to the group condition. In contrast, there was 

not a significant difference in weight regain between conditions among African American 

participants. Decomposing this interaction within conditions, African American participants 

randomized to the individual condition regained 3.45 kg more (95% CI: −6.04, −0.86) from 

Month 4 to Month 16 than White participants randomized to this condition; however, there 

were not significant differences in weight regain between African American and White 

participants in the group or control conditions. Of note, the weight regains displayed in 

Figure 1 have been adjusted for initial weight loss, gender, and baseline BMI, and thus do 

not match differences over time calculated from the outcomes presented in Table 2.

Attendance and Adherence During Phase II

Participants randomized to the individual condition attended more counseling sessions 

compared to participants randomized to the group condition (mean ± SD = 67.94 ± 27.16% 

versus 54.16 ± 27.94%, respectively), F(1,265) = 16.68, p < .0001. There was not, however, 

a statistically significant difference in attendance by race (African American participants 

attended an average of 55.03 ± 28.10% sessions compared to 62.95% ± 28.24% attended by 

White participants), p = .068, nor was there a significant interaction between randomization 

condition and race, p = .282.

There were significant differences between conditions in program adherence (i.e., the 

proportion of days that participants self-monitored caloric intake, met their calorie goals, 

self-monitored steps, and met their step goals; see Table 3). Specifically, participants in 

the individual condition self-monitored caloric intake on more days than participants in the 

control condition, p = .002, met their calorie goal on more days than participants in either 

the control or group conditions, p < .001 and p = .019, respectively, and self-monitored 

their steps on more days than participants in the control condition, p = .001. Participants in 

both the individual and group conditions met their step goals on more days than participants 

in the control condition, p = .001 and p = .038, respectively. No other between group 

differences were found, all ps > .05.

There were significant differences in program adherence by race. African American 

participants self-monitored their caloric intake and steps and met their calorie and step 

goals on fewer days than White participants (see Table 4). There were not any significant 

condition by race interactions for any of the adherence outcomes, all ps > .05.

Discussion

Results from the current study demonstrate that there may be important differences by 

race in the impact of extended-care programs, particularly by modality. Although White 

participants in the individual condition regained significantly less weight than White 

participants in the control condition, there was no difference in regain by extended-care 

condition for African American participants, mirroring the results of Rickel and colleagues 
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(2011). Taken together, these results suggest that African American participants may not 

experience similar benefit from extended-care programs compared to White participants. 

Future research should focus on methods to improve the efficacy of extended-care 

programs for African American participants. Cultural tailoring may be particularly important 

(Fitzpatrick & Hill-Briggs, 2017; Kumanyika et al., 1991), and recent qualitative work has 

suggested that African American participants may benefit from community and/or family-

based interventions that involve participants’ existing support systems (e.g., friends, family 

members; (Fitzpatrick & Hill-Briggs, 2017).

A novel finding of the current study was the unexpected differential pattern of results by race 

in relation to the effectiveness of the individual versus group telephone conditions. Visual 

inspection of Figure 1 demonstrates that randomization to the individual telephone condition 

produced the least amount of weight regain in White participants but the most in African 

American participants. In contrast, randomization to the group condition produced the 

least amount of weight regain in African American participants. Although there was not a 

statistically significant difference in weight regain between conditions in African American 

participants, the differences observed may be clinically meaningful, as they approach 

thresholds (~2 kg) found to be associated with improvements in metabolic outcomes such as 

fasting glucose, triglycerides, and HDL/LDL cholesterol (Jensen et al., 2014). This finding 

suggests that researchers and practitioners should consider how African American and 

White participants might respond differently to individual and group treatment sessions.

Group settings may be critical for facilitating lifestyle behavior change among African 

American women. A recent qualitative study aimed at investigating factors influencing 

weight loss in African American women who had completed a community-based Diabetes 

Prevention Program found that one of the most salient factors facilitating behavior change 

was group dynamics; which included the ability to share challenges without fear of 

judgement and feeling supported by group members and lifestyle coaches (O’Neal et 

al., 2021). Other qualitative studies have found that social support may play a key role 

in promoting both weight loss and successful maintenance in African American women 

(Fitzpatrick et al., 2017; Barnes et al., 2007; Eyler, 2003; Walcott-Mcquigg et al., 1995). 

Social support has been posited to promote higher levels of self-efficacy and perceived 

control for weight management behaviors in African American women (Wolfe, 2004), 

and may be a particularly important source of accountability and safety for engaging in 

physical activity (Eyler, 2003; Walcott-Mcquigg et al., 1995; Wolfe, 2004). It is possible 

that the group environment may better facilitate this ongoing positive support. In contrast, it 

may be that individual telephone calls provide better support for White participants. These 

individual calls may provide greater opportunity to discuss specific needs of individuals, 

and support sharing of challenges that a participant may be uncomfortable discussing in 

a group setting (Renjilian et al., 2001). Future research should investigate what aspects of 

group versus individual calls are most effective for supporting behavior change in African 

American versus White adults, and further investigate the role of social support, especially 

in group settings, on weight loss maintenance in African American adults.

Another key finding of the current study was that, contrary to hypotheses, the differential 

outcomes by race and condition could not simply be explained by intervention attendance or 
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adherence alone. Despite the preponderance of literature supporting the roles of attendance 

and adherence to self-monitoring for promoting successful weight loss maintenance 

(Milsom et al., 2011; Ross Middleton et al., 2012; Tussing-Humphreys et al., 2013), the 

current results suggest that there may be other important factors driving the observed 

differential patterns in extended-care outcomes and the success of Africian American adults. 

Thus, future studies should investigate what other factors may drive differential patterns of 

weight regain between individual and group maintenance programs in African American 

versus White participants.

A key limitation of this study was the limited enrollment of African American versus 

White participants, potentially hampering ability to observe significant between-condition 

differences within African American participants. Although historically African American 

adults have been under-represented in weight management trials (McTigue et al., 2003), 

most trials of comprehensive weight management programs conducted since 2001 have 

enrolled, at minimum, a representative sample of African American participants (Goode 

et al., 2017). Few of these more recent trials report race-based outcomes, however, likely 

because recruitment of representative samples may still leave studies underpowered for these 

comparisons (Goode et al., 2017); as of 2020, it was estimated that only 14% of adults in the 

United States self-identified as Black or African American (United States Census Bureau, 

2021). Thus, as the current study was a secondary analysis of existing trial data, it was 

likely underpowered to fully investigate differential impact of extended-care programs by 

race; however, the exploratory results of the current study support the importance of future, 

fully-powered randomized trials assessing whether extended-care programs differentially 

benefit African American versus White participants.

An additional limitation is that the length of the extended-care program was only 12 

months, precluding investigations into longer-term outcomes. Finally, the parent trial 

recruited a sample of adults residing in rural areas, which limits generalizability to non-

rural populations. Future studies should investigate whether these results replicate in other 

samples (e.g., samples including adults residing in urban and suburban areas) and whether 

delivery modality impacts the effectiveness of extended-care interventions for individuals in 

other racial/ethnic groups.

Despite these limitations, the current study also has several important strengths. Inference 

was strengthened by use of a randomized design in the parent study and by controlling 

for initial weight loss in the current study when investigating the impact of interventions 

on weight regain. Finally, the parent study was delivered in a community-based 

setting, allowing for the assessment of these interventions’ effectiveness under real-world 

conditions.

Conclusion

For high-risk populations, such as African American adults and rural adults with limited 

access to obesity treatment resources, comprehensive lifestyle interventions represent an 

opportunity to provide scalable and accessible community-based programs for weight 

management. Results from the current study have demonstrated, however, differential 
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impacts of extended care modality on weight loss maintenance between African American 

and White adults. Future research should investigate potential causal mechanisms, including 

the role of social support for weight loss maintenance in African American adults, and 

investigate whether tailoring delivery format by race may improve long-term weight 

loss outcomes. Furthermore, future studies should include more equitable representation 

of African American participants and participants from other groups disproportionally 

impacted by obesity (e.g., Hispanic adults, adults living in rural areas; Hales et al., 2018) in 

order to investigate whether interventions are equally effective in these groups and, if not, to 

identify methods to improve program outcomes.
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Figure 1. 
Model estimates, after controlling for initial weight loss, gender, and baseline BMI, of the 

weight regain (mean and 95% CI) experienced by Rural LEAP trial participants during the 

12-month extended care intervention period, by race and randomized condition.

O'Neal et al. Page 13

J Behav Med. Author manuscript; available in PMC 2022 August 02.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

O'Neal et al. Page 14

Table 1.

Demographic and baseline characteristics of study participants, by race.

Characteristics
African American
n = 82

White
n = 328 p

Age, years, mean (SD) 53.96 (10.41) 55.99 (10.19) .114

BMI, kg/m2, mean (SD) 37.06 (3.51) 35.94 (3.66) .011

Gender, n (%) .001

 Male 5 (6.10) 69 (21.04)

 Female 77 (93.90) 259 (78.96)

Education level, n (%) .440

 High school degree or less 39 (47.56) 180 (54.88)

 Trade, vocational, or associate’s degree 12 (14.63) 38 (11.59)

 Bachelor’s degree or higher 31 (37.80) 110 (33.54)

Household Income, n (%) .057

 < $50,000 48 (58.54) 145 (44.21)

 > $50,000 29 (35.37) 162 (49.39)

 Unknown/Refused 5 (6.10) 21 (6.40)
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Table 2.

Mean weights (kg) at each time point, by race and condition.

African American White

Condition and Time Mean (SD) Mean (SD)

Individual Telephone

    Baseline 102.16 (2.88) 99.09 (1.44)

    Month 4 95.66 (2.87) 89.99 (1.44)

    Month 10 96.57 (2.88) 88.13 (1.44)

    Month 16 98.34 (2.89) 89.25 (1.45)

Group Telephone

    Baseline 101.2 (3.04) 102.47 (1.51)

    Month 4 93.73 (3.04) 93.24 (1.51)

    Month 10 92.6 (3.06) 92.23 (1.51)

    Month 16 93.83 (3.08) 94.26 (1.52)

Educational Control

    Baseline 95.63 (2.83) 99.57 (1.42)

    Month 4 90.22 (2.82) 91.02 (1.42)

    Month 10 89.78 (2.84) 90.76 (1.43)

    Month 16 92.36 (2.85) 93.52 (1.43)
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Table 3.

Phase 2 adherence to self-monitoring and program goals, by condition.

Individual
Telephone

Group
Telephone

Educational
Control

n= 140 n = 127 n = 143

Adherence Outcome Mean (SD) Mean (SD) Mean (SD) p

Self-Monitoring of Caloric Intake, % of days 51.57 (37.01)
a

43.89 (36.15) 35.50 (34.22) <0.001

Met Calorie Goal, % of days 37.38 (32.32)
a,b

28.90 (29.26) 24.09 (27.52) <0.001

Self-Monitoring of Steps 50.00 (36.58)
a

42.08 (36.45) 34.28 (34.50) <0.001

Met Step Goal, % of days 31.78 (29.23)
a

24.40 (26.96)
a

18.43 (25.20) <0.001

a
p < .05 versus control

b
p < .05 versus group
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Table 4.

Phase 2 adherence to self-monitoring and program goals, by race.

African American White

n = 82 n = 328

Adherence Outcome Mean (SD) Mean (SD) p

Self-Monitoring of Caloric Intake, % of days 30.66 (33.45) 46.82 (36.34) < .001

Met Calorie Goal, % of days 20.53 (27.14) 32.51 (30.50) < .001

Self-Monitoring of Steps 27.97 (32.10) 45.59 (36.52) < .001

Met Step Goal, % of days 17.09 (23.36) 26.77 (28.35) .002
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