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Preface

This book provides a detailed description of a new personalised cognitive behav-
ioural therapy for obesity, termed “CBT-OB”. The treatment has been developed to 
help patients reach and maintain a healthy weight loss by combining strategies and 
procedures derived from traditional behavioural therapy for obesity (BT-OB) with 
others targeting the cognitive processes that our research has found to influence 
attrition, weight loss and weight-loss maintenance.

CBT-OB has been primarily designed for outpatient settings in which patients 
with obesity are treated on a one-to-one basis, but it has subsequently also been 
adapted for delivery in a group setting, as well as for patients with binge-eating 
disorders (BED) associated with obesity. This versatile treatment can be delivered 
within a multistep approach that can be applied, with appropriate adaptation, at 
three levels of care—outpatient, day hospital and residential settings. What is more, 
it can be effectively used to treat all classes of obesity, including patients with severe 
comorbidities and obesity-associated disabilities—who are not generally recruited 
for lifestyle modification trials, and therefore have limited non-surgical evidence-
based treatment options. Importantly, however, it can be used in conjunction with 
other proven treatment strategies such as weight-loss drugs and bariatric surgery.

CBT-OB adopts some principles of the so-called enhanced cognitive behavioural 
therapy (CBT-E)—an evidence-based treatment for all eating disorders. Indeed, our 
consolidated clinical experience of treating many patients with eating disorders has 
shown that many problems that CBT-E enables us to successfully address in patients 
with bulimia nervosa and other eating disorders overlap with those seen in patients 
with obesity. Specifically, these include the difficulties patients have in playing an 
active role in their own treatment, their loss of control over eating, dissatisfaction 
with shape and weight and unhealthy preoccupation with eating. As such, many 
principles of CBT-E were exploited in the design of CBT-OB, in particular the col-
laborative style of treatment, the general structure of the sessions, the strategies 
used to encourage patients’ active participation in their own treatment and lifestyle 
change and to overturn their negative body image, as well as procedures to address 
episodes of binge eating where appropriate (in patients with BED). Like CBT-E, 
CBT-OB is also flexible, modular and personalised.

The book has been written in the form of a clinician’s manual. The major con-
tributors come from different clinical backgrounds—specifically two medical doc-
tors and two clinical psychologists—but all can be described as experts in delivering 
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CBT-OB in real-world clinical settings, from outpatient to residential. In order to 
aid the practitioner, the treatment is described in detail, from the first assessment 
session through to the post-treatment review. Clinical vignettes are included to illus-
trate important points, and strategies for personalising the intervention and adapting 
it to an individual patient’s needs and particular settings are discussed.

We have endeavoured to make this book of interest to all professionals working 
with patients with obesity, whether physicians, dieticians, nutritionists, psycholo-
gists, psychiatrists, nurses or physical educators and more. It is particularly suitable 
for healthcare professionals working as part of a multidisciplinary team that wishes 
to adopt an evidence-based, non-eclectic, stepped-care approach to the treatment of 
obesity, grounded in cognitive behavioural theory.

Although no specific professional qualifications are required to practice CBT-OB, 
potential therapists should ideally have had some training in cognitive behavioural 
therapy, as well as clinical experience of treating patients with obesity. Most thera-
pists with these two prerequisites will be able to practice CBT-OB successfully 
using the strategies and procedures described in this book.

That being said, and though extensive cross-referencing has been included to 
help readers navigate the concepts with ease, it is advisable for readers to approach 
the book as a whole, as each sequential chapter assumes knowledge of the content 
of those which have come before. As such, the book is structured as follows:

• Chapter 1 describes the problems associated with the current treatments for obe-
sity, in particular the neglected role of cognitive processes. It then goes on to 
summarise the data obtained from our extensive clinical research on the cogni-
tive factors associated with attrition, weight loss and weight maintenance.

• Chapter 2 provides a general overview of CBT-OB. It outlines its goals, general 
strategies and specific procedures designed to promote weight loss and minimise 
attrition. It also describes the different versions of CBT-OB, highlights certain 
points regarding the respective roles of patient and therapist in the treatment and 
explains how the environment in which treatment is provided can best be 
organised.

• Chapter 3 explains how patients should be assessed and prepared for treatment. 
It also provides some advice to non-medical therapists on the medical manage-
ment of patients.

• Chapters 4–9 describe the core protocols of CBT-OB and details of how to 
implement the six programme modules.

• Chapter 10 illustrates the importance of the involvement of significant others in 
the sessions and how to help patients receive support from family members and 
others in their social circle.

• Chapters 11–14 describe, respectively, how to adapt CBT-OB for group treat-
ment, intensive levels of care, and patients with BED and how CBT-OB can be 
combined with weight-loss drugs and bariatric surgery.

• Chapter 15 provides suggestions on how to exploit modern technology in deliv-
ering treatment and training CBT-OB therapists.
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• Appendices A–E provide useful handouts for clinicians, including the CBT-OB 
Monitoring Record and the Personal Formulation template, as well as CBT-OB 
menus and food group information sheets, and the latest versions of the Weight-
Loss Obstacles Questionnaire and Weight and Primary Goals Questionnaire (see 
Chaps. 6–10 for details).

Before moving on, we would like to take this opportunity to thank our brilliant 
colleagues whose ideas inspired us to write this book. In particular, we thank Kelly 
Brownell for his pioneering work incorporating the principle of behaviour modifica-
tion in the treatment of obesity in a comprehensive manual, Giulio Marchesini for 
his fundamental role in the research we performed together on the cognitive factors 
influencing the treatment of obesity and, especially Zafra Cooper and Christopher 
Fairburn, who were the first not only to underscore the importance of cognitive 
processes in hindering the treatment of obesity, but also to propose a treatment 
based on the cognitive behavioural precepts from which we derived many of the 
principles described in this book. We also wish to thank all of the colleagues—too 
numerous to mention—who work with us in our outpatient and intensive CBT-OB 
clinics for their enthusiasm, the passion and dedication with which they help patients 
with obesity to address their individual problems and for their continuous precious 
feedback, much of which has helped to improve the treatment. Particular thanks are 
also due to Anna Forster for her assistance and competence in editing the English 
text and to Elena Mischiatti for her help in producing the figures. Last but not least, 
we would like to extend special thanks to the patients we have had the privilege to 
treat; they also made invaluable suggestions that enabled us to become better thera-
pists and to perfect the treatment that we present in this book.

Garda (VR), Italy Riccardo Dalle Grave 
 Massimiliano Sartirana 
 Marwan El Ghoch 
 Simona Calugi 
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1Introduction

The main goals of CBT-OB—and obesity treatment in general—are first and fore-
most to create a persistent negative energy balance that will enable patients to reach 
a healthy weight. This is usually achieved by combining specific recommendations 
on diet and exercise—an approach that is generally successful in producing some 
degree of weight loss in a large subgroup of patients. However, a neutral energy 
balance—in which the calorie intake equals the calories expended—is necessary for 
patients to maintain the weight lost, and many obesity treatments fail in this regard, 
making them ineffective in the long term.

Indeed, by focusing only on the biological and behavioural factors regulating 
food intake and energy expenditure, traditional treatments for obesity ignore the 
distinctive cognitive processes that can affect an individual’s ability to adhere to 
lifestyle modification over time. In contrast, treatments that are specifically designed 
to target such cognitive processes and permanently change a person’s “mindset” 
with respect to control of eating and the adoption of an active lifestyle may have 
more success.

In this chapter, we briefly describe the limitations of the available treatments for 
obesity in more detail and then discuss the main obstacles to weight loss and weight 
maintenance; we explore the cognitive processes associated with attrition, weight 
loss and weight-loss maintenance that have emerged from our research and the 
rationale behind the development of CBT-OB. Finally, we give a brief description of 
the main characteristics that distinguish cognitive behavioural treatments from 
purely behavioural approaches and the features that set CBT-OB apart.

1.1  Current Treatments for Obesity

1.1.1  Biomedical Treatment

Traditionally, treatment of obesity has been based on a biomedical model which 
includes three major elements: (1) the diagnosis of obesity and associated medical, 
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psychiatric and psychosocial complications; (2) the prescription of a hypocaloric 
diet associated with physical activity recommendations and, in some cases, weight- 
loss drugs; and (3) the patient’s “willpower”, which will affect their ability to adhere 
to the behavioural changes required to lose weight.

Nonetheless, more than 150 years has passed since William Banting wrote his 
seminal booklet, Letter on Corpulence, Addressed to the Public [1]. This contained 
a low-carbohydrate diet plan—an idea that was adopted and has since been expanded 
by clinicians and researchers suggesting diets with different nutrient compositions 
(e.g. low-fat or low-carbohydrate diet) with a view to increasing the amount of 
weight lost. However, data from several randomised trials over the past 10 years 
have demonstrated that, in the long term (1–2  years), there is little difference 
between such diets as regards the weight loss achieved, which is in any case modest 
[2]. In fact, the latest research indicates that the key to significant weight loss is 
adherence to diet, rather than the composition of the diet itself [3].

Similarly, all the drugs for the treatment of obesity that have been tested over the 
last half-century have produced discouragingly little weight loss on the whole, and 
many have had to be withdrawn from the market due to unacceptably severe side 
effects [4]. Although combinations of slimming drugs might substantially increase 
weight loss and may therefore be an avenue worth pursuing, to date the success of 
antiobesity drugs has been limited. As recently summed up by Rodgers et al., “the 
history of anti-obesity drug development is far from glorious, with transient magic 
bullets and only a handful of agents currently licensed for clinical use” [5].

Furthermore, in addition to poor weight loss (about 5%) and a high rate of long- 
term failure, the biomedical model of obesity treatment is burdened by a very high 
dropout rate (about 50%) [6]. Indeed, it promotes feelings of guilt and failure in 
patients [7], who likely attribute slow progress to their lack of willpower, rather than 
the unsuitability of treatment to their particular biopsychosocial makeup. That being 
said, perhaps because they are relatively easy to learn and disseminate, biomedical 
treatments still comprise the approach most commonly offered to patients with 
obesity.

1.1.2  Behavioural Therapy

BT-OB, a specific form of behavioural therapy for obesity, was developed in the late 
1960s with a view to overcoming the abovementioned limitations of the biomedical 
model [8]. BT-OB was based on the principles of learning theory (behaviourism) 
and on the observation that the key behaviours involved in the development of obe-
sity (i.e. overeating and sedentary lifestyle) are mainly determined by education, 
environmental stimuli and their consequences. This prompted the development of 
specific education programmes for patients with obesity, and the design of strategies 
and procedures to facilitate changes in dietary and physical activity habits through 
recognition and modification of environmental stimuli (antecedents) and conse-
quences of food intake (reinforcements) [9]. Later on, procedures derived from 
social cognitive theory and cognitive therapy, as well as specific dietary 
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recommendations and physical activity, were integrated into the approach, and this 
multifaceted combination is what we commonly refer to today as “weight-loss life-
style modification” [9].

Although today’s BT-OB has benefited from the introduction of some generic cog-
nitive procedures for tackling obstacles to losing weight (e.g. problem solving and 
basic cognitive restructuring techniques), its main focus is still on changing eating hab-
its rather than producing cognitive change [10]. Moreover, even nowadays there is little 
focus on the individual, as the treatment tends to be administered to groups following 
a prescribed order of sessions, irrespective of the relative progress of each group mem-
ber [10]. Finally, outcomes appear to indicate that the traditional once-a-week session 
frequency of BT-OB may be inadequate, especially in terms of the management of 
patients with severe obesity and associated comorbidities, disability and poor quality of 
life. Instead, these patients often require intensive rehabilitation protocols, which need 
to be administered in appropriate environments by purpose-trained staff.

That being said, data from randomised controlled trials of structured group BT-OB 
indicate that, on average, 80% of participants of such programmes complete the treat-
ment, achieving a mean weight loss of 8–10% of their initial body weight within 
roughly 30 weeks, and some even losing as much as 15–20% [11]. According to the 
2013 AHA/ACC/TOS Guideline for the Management of Overweight and Obesity in 
Adults (produced jointly by the American Heart Association, the American College of 
Cardiology and The Obesity Society), the amount of weight loss generally achieved 
by BT-OB can be considered successful (i.e. in line with a 5–10% reduction of initial 
weight), as it is associated with a significant reduction in the incidence of type 2 dia-
betes, as well as clinical improvements in weight-related medical comorbidities such 
as sleep apnoea, diabetes, hypertension and hyperlipidaemia. A 5–10% reduction in 
body weight also has a positive effect on psychosocial outcomes like mood, and body 
image, which can improve overall quality of life [12].

Nonetheless, there is great variability in the amount of weight loss achieved 
through BT-OB, and about 20–30% of participants fail to lose the recommended 5% 
of their initial body weight [11]. Furthermore, in the year following treatment, partici-
pants typically regain about 30–35% of the weight they lost during treatment. Although 
weight regain tends to slow down after the first year, by 5 years post- treatment, 50% 
or more patients are likely to have returned to their baseline weight [13].

With this in mind, the new generation of BT-OB generally involves a prolonged 
treatment period. For example, that studied in the Look AHEAD (Action for Health 
in Diabetes) trial was administered continuously over 4  years. Despite this, and 
although that treatment produced a clinically meaningful weight loss (≥5%) in 50% 
of patients with type 2 diabetes at year 8 [14], a large group of patients failed to 
reach its ultimate goal, namely, long-term maintenance of the weight lost.

1.1.3  Bariatric Surgery

In recent years, bariatric surgery treatment for obesity—also known as weight-loss 
surgery—has been growing in popularity and acclaim. Indeed, bariatric surgery can 
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achieve drastic weight loss by limiting the capacity of the stomach (gastric banding) 
or removing a portion of the stomach (e.g. via sleeve gastrectomy), thereby reduc-
ing the amount of food that is necessary to feel full. Alternatively, physiological 
malabsorption can be achieved by resecting and re-routing the small intestine into a 
small stomach pouch (e.g. biliopancreatic diversion), or both techniques can be 
applied simultaneously (e.g. gastric bypass, sleeve gastrectomy with duodenal 
switch). The weight loss at 2–3 years following such surgical procedures in adults 
with obesity ranges from a mean of 20–35% of their initial body weight, while the 
mean weight loss at 10  years is approximately 16%, meaning that, on average, 
patients regain 7% of the weight they had lost through surgery in the long term [12].

In spite of the success of bariatric surgery, which is more effective in terms of 
weight loss and comorbidity reduction than all the other treatments for obesity, the 
2013 AHA/ACC/TOS Guidelines for the Management of Overweight and Obesity 
in Adults recommend that it be considered only in a “small” number of patients with 
severe obesity, i.e. those with a body mass index (BMI) ≥40.0 or a BMI between 
35.0 and 39.9 with obesity-related comorbid conditions, provided that they are 
motivated to lose weight but have not responded to weight-loss lifestyle modifica-
tion interventions with or without pharmacotherapy [12]. This is because the com-
plications of bariatric surgery may be severe, and long-term side effects—such as 
the need for reoperation, gallbladder disease and malabsorption—are common. 
Moreover, long-term randomised controlled trials have yet to confirm that bariatric 
surgery does indeed reduce mortality. Finally, a multidisciplinary team experienced 
in bariatric surgery, preferably in a centre dealing with a high volume of such cases, 
is required to handle the relatively few patients who qualify.

1.1.4  Summary of the Main Problems Associated with Current 
Treatments for Obesity

In summary, therefore, though bariatric surgery treatment for obesity is effective, it 
is only indicated for a small subgroup of patients with severe obesity. Of the remain-
ing options, biomedical treatment is associated with relatively poor weight-loss out-
comes, in addition to high rates of dropout and long-term failure, while BT-OB is 
plagued by poor long-term weight maintenance, even though it provides good and 
healthy weight loss in the short term. It is clear, then, that there is an urgent need for 
new approaches for managing obesity that will be effective in the majority of 
patients.

1.2 The Neglected Role of Cognitive Processes

There is a general consensus that the main driving forces behind weight gain are the 
biological pressure on individuals to overeat in order to restore their original weight, 
combined with exposure to an environment rich in highly palatable and hyperca-
loric food, not to mention the availability of labour-saving devices, which 
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exacerbate the human predisposition to conserve energy. Nonetheless, data from the 
National Weight Control Registry (NWCR) clearly shows that many individuals are 
able to overcome these pressures in the long term and to maintain significant weight 
loss by adopting specific lifestyle modification behaviours [15]. The NWCR com-
pared the behavioural strategies adopted by successful individuals in this regard (i.e. 
an average weight loss of 37 lb maintained for over 7 years) with those who regained 
weight, and weight-stable controls [15]. In addition to reporting higher levels of 
strenuous physical activity and a greater frequency of self-weighing, those who 
managed to keep the weight off reported the continued use of many more behav-
ioural strategies to control their dietary intake. Unfortunately, however, this report 
was not designed to answer the central question that this finding raises, namely, why 
some individuals do manage to continue to practice weight-control behaviours—
and therefore maintain weight-loss in long term—while others do not.

That being said, since the “complex behaviours” involved in losing and maintaining 
weight via lifestyle modification are influenced by conscious cognitive processes, it is 
plausible that these may play an influential role in an individual’s success or failure to 
maintain weight loss [10]. Cognitive factors have largely been overlooked in traditional 
weight-loss lifestyle modification programmes, but this hypothesis is supported by 
basic scientific findings that clearly demonstrate the role of cognitive processes in 
maintaining unhealthy eating habits and making healthier eating difficult [16]. It is also 
supported by the results of several clinical studies that have, respectively, shown asso-
ciations between specific cognitive factors and treatment discontinuation, as well as the 
amount of weight lost and long-term weight- loss maintenance [17].

Over the past 10 years, attempts have been made to investigate the role of several 
cognitive factors associated with attrition, weight loss and weight maintenance in 
more depth. For example, the data provided by the QUOVADIS study (QUality of 
life in Obesity: eVAluation and DIsease Surveillance) has proved invaluable in this 
regard. QUOVADIS was a purely observational study designed to investigate qual-
ity of life in 1944 treatment-seeking patients with obesity in a “real-world” set-
ting—specifically 25 medical centres (including our own) authorised to treat obesity 
by the Italian National Health Service [18]. All centres were expected to treat 
patients according to their own specific programmes, which included dieting and/or 
BT-OB, weight-loss drugs and/or bariatric surgery (<2% of patients). Patients were 
evaluated at baseline—approximately 1  week before beginning the treatment in 
question—and again 6 and 12 months after treatment. Eighteen of the participating 
centres also conducted telephone interview follow-up, on average 36 months after 
enrolment. This, along with other datasets derived from real-world settings, enables 
us to shed considerable light on the role of cognitive factors in several processes 
serving to hinder weight loss and weight-loss maintenance.

1.2.1  Cognitive Factors and Attrition

Attrition is undoubtedly the greatest obstacle to treatment success. In the QUOVADIS 
study, 51.7% of participants had interrupted their treatment by 12 months [19], and 
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the strongest predictors of attrition were lower age and higher expectations; attrition 
was also high in subjects with a primary goal for weight loss based on their appear-
ance. At baseline, the group as a whole reported a mean “dream” BMI that would 
entail an overall weight loss of 32%, and a maximum BMI perceived as acceptable 
corresponding to a weight loss of 23%. Neither of these targets is achievable by 
non-surgical treatments for obesity. Interestingly, the risk of dropout, which was 
particularly high in the first 6 months, increased systematically per unit increase in 
expected BMI loss at 12 months [19]. After 36 months, only 15.7% of the patients 
in the 15 medical centres that provided a continuous care programme remained in 
active treatment, and, again, the strongest predictors of adherence were lower 
expected 1-year BMI loss and older age [6]. This study also supports the notion that 
continuous care is a therapeutic option that is only useful in a minority of patients.

The association between weight-loss expectation and attrition was confirmed by 
the QUOVADIS 2 study, another observational study of 634 women with obesity 
consecutively seeking treatment for obesity at eight Italian medical centres [20]. 
This study too revealed “acceptable” weight-loss goals that were highly unrealistic. 
On average, participants said that they would be happy with any weight reduction 
over 20%, which is more than twice the mean amount usually achieved by lifestyle 
modification programmes. This may explain why the dropout rate from this study 
was about 32% at 12 months. Indeed, the data showed that adherence was mainly 
influenced by more realistic but challenging weight goals (i.e. acceptable or disap-
pointing weight) rather than largely unrealistic expectations (i.e. dream or desirable 
weight) [21].

Lending weight to the hypothesis that realistic treatment goals could be a highly 
influential factor in terms of attrition is our observation that dissatisfaction with 
weight-loss outcomes was reported as a major cause of attrition by 25% of dropouts 
[22]. This is further supported by other research linking higher initial weight-loss 
expectations with a higher dropout rate [23].

That being said, some studies have failed to find any association between initial 
expectations and attendance in BT-OB programmes [24, 25]. However, it is likely 
that this is related to the treatment being delivered in a research setting. Indeed, the 
BT-OB trials that found no association between higher weight loss expectations and 
attrition featured a frequent recall system, which could feasibly blunt the effect of 
expectations on attrition. Moreover, in such trials participants receive treatment free 
of charge, which creates a powerful incentive for them to complete the programme, 
even if they are not achieving their own weight-loss goals. In many real-world set-
tings—such as those observed in QUOVADIS—patients are responsible for funding 
their own treatment, which generates a powerful disincentive to continue treatment 
if they are not achieving their expected weight-loss and/or other specific goals (i.e. 
improving appearance).

In summary, the available data raises some key issues that need to be 
addressed in order to improve the long-term outcomes of obesity treatment, 
specifically, (1) patients who seek treatment have unrealistic weight loss expec-
tations; (2) the greater the expected BMI loss (especially among the more real-
istic expectations), the earlier the dropout—probably due to early dissatisfaction 
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with the weight loss achieved; and (3) attrition is associated with a younger age 
and goals other than weight loss, such an overriding motivation to improve 
appearance.

1.2.2  Cognitive Factors and Weight Loss

The QUOVADIS team also analysed several cognitive factors associated with 
weight loss at a 12-month follow-up after the various treatments in 500 participants 
[26]. After 12 months, a substantial reduction in BMI, general psychopathology, 
binge eating and body image dissatisfaction was accompanied by reduced scores for 
dietary disinhibition and hunger and a considerable increase in dietary restraint in 
both females and males. After controlling for age, sex and baseline BMI, the most 
influential factors associated with a reduction in BMI at 12 months were an increase 
in dietary restraint and a reduction in disinhibition. 63.7% of cases exhibited a 5% 
weight loss at 1 year, and the probability of achieving this target increased signifi-
cantly for every point increase in dietary restraint and point decrease in disinhibi-
tion. A weight loss exceeding 10% was observed in 34.4% of participants and was 
also predicted by changes in dietary restraint and disinhibition. This suggests that a 
treatment that can promote an increase in dietary restraint and a reduction in disin-
hibition may lead to weight loss via decreased calorie intake [26].

However, in a randomised controlled trial comparing two types of energy- 
restricted diets (high protein vs. high carbohydrate) combined with CBT-OB, we 
found that higher expected weight loss (in kilograms) was associated with greater 
weight loss [27]. In light of the association between higher expected weight loss and 
with treatment discontinuation, this observation raises some issues regarding the 
management of obesity, which CBT-OB addresses with the strategies described in 
Sect. 2.2.2.

1.2.3  Cognitive Factors and Weight-Loss Maintenance

Although many types of treatment show some degree of success, a very large subset 
of patients is unable to keep the weight off in the long term. Hence, the QUOVADIS 
study also sets out to analyse the effect of cognitive factors on weight-loss mainte-
nance at 36 months in 15 medical centres (those offering patients a continuous care 
programme) [6]. After an average of 36 months, 157 (15.7%) of the initial 1000 
patients were still in ongoing treatment (continuers). These were generally older, 
with lower BMI loss expectations, and the percentage of subjects who achieved a 
weight loss of 5% was considerably higher in continuers (40.8%) than in dropouts 
(22.7%), confirming that continuous care may improve weight-loss maintenance 
[28], at least in the subgroup that adhere to long-term treatment. Dropouts, on the 
other hand, cited many different reasons for abandoning treatment, including family 
problems, problems at work, living too far from the medical centre and health prob-
lems other than obesity. That being said, not all dropouts can be considered failures, 

1.2 The Neglected Role of Cognitive Processes



8

as some—7.0% of the entire sample—were in fact satisfied with the results of treat-
ment in terms of the body weight achieved. In fact, this subset of patients, alongside 
those who were confident in their ability to lose additional weight without profes-
sional help (11.7%), not only lost significantly more weight than other dropouts but 
also achieved a greater mean weight loss than continuers.

Therefore, it is feasible that, while achievement of results perceived as less than 
satisfactory may lead to loss of motivation, a substantial weight loss in the initial 
phases of treatment may strengthen adherence. This bolsters the idea that satisfac-
tion with the results of treatment might be a cognitive factor that can help promote 
weight-loss maintenance in the long term, even without continuous care. This is 
further supported by data from another study in which we found that both the 
amount of weight loss and weight-loss satisfaction were independent predictors of 
weight maintenance at 1-year follow-up [27].

Indeed, in further study we assessed the association between weight maintenance 
and session-by-session diet adherence, weight loss and weight-loss satisfaction in 
58 patients who participated in a randomised controlled trial and who lost at least 
the 10% of their baseline BMI.  We grouped these participants into weight-loss 
“maintainers” (i.e. those who maintained a weight loss of ≥10% of baseline body 
weight at 6 months after the weight-loss phase) and “regainers” (i.e. those who did 
not maintain >10% weight loss at 6 months after the weight-loss phase) [29]. In 
support of the above, regainers displayed lower adherence to dietary restriction after 
the initial 11  weeks, accompanied by a progressive decline in weight loss and 
weight-loss satisfaction from week 15 or 19 of the weight-loss phase. We also found 
that a cut-off score of 7 or less on a Likert weight-satisfaction scale (0–10) 
3–4 months after the beginning of treatment appeared to identify those patients who 
would not go on to maintain weight loss. It is therefore possible that the declining 
rate of weight loss produced by a reduced adherence to diet may trigger a reduction 
in weight-loss satisfaction, which in turn decreases adherence to calorie control—a 
vicious cycle that eventually results in patients regaining the weight they have lost.

1.2.4  Summary of Findings

The findings from the above studies clearly indicate that some cognitive processes 
may have an important role in the management of obesity. As shown in Table 1.1, 
there are clear and significant associations between certain cognitive factors and 
treatment discontinuation, as well as the amount of weight lost and/or long-term 
weight-loss maintenance. Furthermore, results show that attrition is associated with 
younger age [6, 19] and weight regain with both a lower adherence to diet and 
decline in weight loss 3–4 months after the beginning of treatment. With this in 
mind, treatments should directly target these factors where possible in order to facil-
itate adherence and foster successful outcomes in terms of long-term weight loss 
and satisfaction.
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1.3  From BT-OB to CBT-OB

There are many ways in which behavioural treatments and cognitive behavioural 
treatments overlap [10]. In particular, both use a short-term problem-solving 
approach focused on the present, rather than on the past. They also both adopt a 
specific model of how the disorders they are designed to treat are maintained and a 
collaborative therapeutic style that actively involves the patients. Moreover, practi-
tioners of both are committed to assessing the empirical evidence of treatment effi-
cacy and to improving the treatment in response to clinical and research findings.

Nevertheless, there is a major difference between the two types of treatment; 
while behavioural programmes are mainly aimed at producing changes in behav-
iour, the ultimate goal of cognitive behavioural treatment is to help patients to 
achieve cognitive change, which should in turn influence their behaviour. Although 
BT-OB, for example, makes use of some generic cognitive procedures for tackling 
obstacles to losing weight, its major focus is changing eating habits rather than 
producing cognitive change.

Cognitive behavioural treatments, on the other hand, are generally based on a 
“cognitive conceptualisation” of both the core psychopathology and the main psy-
chosocial mechanisms maintaining the disorder in question. For example, in eating 
disorders the target core psychopathology is the “overvaluation of shape or weight” 
(i.e. judging self-worth predominantly in terms of body shape or weight), as most 
other features of these disorders appear to be secondary to this underlying trait and 
its repercussions (e.g. undereating leading to being underweight; rigid and extreme 
dietary restraint leading to binge eating) [30].

The theory behind maintenance of the disorder is then used as a basis for “spe-
cific” cognitive behavioural treatments that are designed to address and change the 
mechanisms involved, as disruption of these mechanisms will be required to obtain 

Table 1.1 Cognitive factors associated with attrition, weight loss and weight maintenance

Factors associated with attrition:
  • Higher expected 1-year BMI loss [6, 19]
  • Primary goal for weight loss based on appearance [19]
  • Acceptable or disappointing weight with respect to personal expectations [21]
  • Dissatisfaction with weight loss obtained through treatment [22]
Factors associated with weight loss:
  • Increase in dietary restraint and reduction in disinhibition [26]
  • Higher expected weight loss at baseline [27]
Cognitive factors associated with weight maintenance:
  • Satisfaction with the results achieved [6]
  • Weight-loss satisfaction [27]
  • Confidence in the ability to lose additional weight without professional help [6]
  •  Declining weight-loss satisfaction from week 15 or 19 of the weight-loss phase 

(associated with weight regain) [29]
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lasting change [10]. So, in eating disorders (in which CBT approaches have been 
particularly successful and well-studied), for example, the treatment is designed to 
address [30] (1) dietary restraint and restriction, excessive exercising, low weight 
and/or binge eating and purging episodes—the main behavioural expressions of the 
disorder in question; (2) the main mechanisms that are maintaining the individual 
patient’s eating disorder; and (3) any potential setbacks, with a view to preventing 
relapse.

In CBT, the postulated maintenance mechanisms behind the disorder are tackled 
using a combination of procedures that includes: (1) the collaborative development 
of a Personal Formulation, which highlights the main cognitive and behavioural 
expressions of the disorder and the mechanisms that maintain them; (2) the use of 
behavioural “experiments”, which give patients the opportunity to “trial” different 
behaviours and to test their expectations regarding the consequences of such behav-
ioural change; and (3) the identification and restructuring of dysfunctional thoughts 
and assumptions.

In the early 2000s, Cooper et  al. were the first to integrate specific cognitive 
behavioural strategies into an alternative treatment for obesity [31]. Their treatment 
was designed to address the disappointing long-term results of BT-OB through cog-
nitive behavioural analysis of the processes responsible for weight regain. It explic-
itly distinguishes weight loss from weight maintenance and addresses two 
interrelated factors postulated to underlie a patient’s failure to engage in effective 
weight-maintenance strategies, namely, unrealistic weight goals and a lack of train-
ing in weight maintenance.

Preliminary data showed that adding cognitive procedures to weight-loss life-
style modification is associated with better maintenance of weight loss [32] and less 
weight regain [33]. Moreover, a recent randomised controlled trial has found that 
participants allocated to a BT-OB intervention featuring integrated cognitive proce-
dures (derived from acceptance and commitment therapy), in addition to dialectical 
behaviour therapy and relapse prevention for substance abuse, achieved signifi-
cantly greater weight loss at 12 months than those assigned to standard BT-OB [34]. 
Although this finding contrasts with results from a controlled clinical trial that failed 
to find a positive effect of the treatment proposed by Cooper et al. in terms of long- 
term weight-loss maintenance [35], it is possible that this conclusion was at least in 
part determined by the time-limited duration of the treatment in question. As noted 
by the authors themselves, it is also possible that the treatment was insufficiently 
effective in changing the cognitive processes thought to be involved in weight 
regain, despite this being the main aim. It is also plausible that it failed to target 
other key cognitive processes responsible for weight regain.

Since then, more data on the important role of cognitive factors and procedures 
in influencing obesity-treatment outcomes, as well as the significant limitations of 
BT-OB, has emerged and made it obvious that innovative treatments based on cog-
nitive change are urgently required. Moreover, the research suggests that patients 
with severe obesity often need more intensive interventions that can address their 
individual requirements. In the light of this need, and based on our consolidated 
clinical experience, we developed CBT-OB, a new, personalised multistep approach 
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to obesity. Described in the following chapters, CBT-OB integrates specific proce-
dures designed to address the cognitive processes that our previous research has 
found to be associated with attrition, weight loss and weight maintenance with sev-
eral of the traditional procedures of BT-OB.  The treatment is designed to treat 
patients with obesity of varying severity at a level of care and in a treatment setting 
that is most appropriate to their recovery and long-term health.
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2Treatment Overview

In this chapter, we provide an overview of CBT-OB, describing its goals, main strat-
egies and procedures and how it has been adapted for different settings. We then go 
on to discuss the respective roles of patient and therapist and how to optimise the 
environments in which the treatment is delivered. Finally, we report upon our expe-
rience of administering CBT-OB in the real world, presenting the data we have 
obtained thus far on its effectiveness.

2.1  Goals

The primary goals of CBT-OB are to help patients to (1) reach, accept and maintain 
a healthy weight loss; (2) adopt a lifestyle conducive to weight control; and (3) 
develop a stable “weight-control mindset”.

Being able to reach, accept and maintain a healthy—but not necessarily “nor-
mal”—weight is a vital goal, as no available treatment (including bariatric surgery) 
has demonstrated efficacy in terms of helping the majority of patients with obesity 
to achieve and maintain a “normal” weight (i.e. a BMI of between 18.5 and 24.9). 
Several studies have, however, shown that a more achievable weight reduction tar-
get, of 5–10%, is able to reduce the main health risks associated with obesity and 
produce numerous psychological benefits [1].

As for the goal of making weight control a central part of life, this distinguishes 
CBT-OB from traditional dietary treatment in at least three fundamental ways. 
Firstly, it underscores the long-term change that will be required if patients are to 
lose weight and keep it off. Secondly, it shifts the emphasis from physical appear-
ance (which, as we have already seen, is a motivation associated with treatment 
failure) to physical health; patients are taught the importance of developing a healthy 
lifestyle with a view to obtaining the significant health benefits it is associated with, 
irrespective of the total amount of weight lost. Last but not least, it directs patients’ 
attention away from the unpredictable nature of weight modification in favour of 
more controllable—and therefore achievable—changes in lifestyle. As discussed 
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above, satisfaction with outcomes is a strong incentive for continuing treatment, and 
moving the onus away from a single, ultimate goal (i.e. losing an unachievable 
amount of weight) may promote adherence.

Similarly, the “weight-control mindset” goal sets apart CBT-OB from 
BT-OB. Indeed, the latter pays scant attention to the cognitive processes influencing 
the control of weight, as its primary aim is to change eating and physical activity 
habits. CBT-OB, on the other hand, is designed to foster cognitive change, enabling 
patients to take control of their own mindset and therefore their obesity, with a view 
to promoting long-term change.

2.2  Strategies and Procedures

2.2.1  General Strategies and Procedures

CBT-OB uses a therapeutic style similar to that of generic cognitive behavioural 
therapy. In other words, it is based on the development of a collaborative working 
relationship in which the therapist and patients work together as team. Like other 
treatments, it involves providing specific physical activity and dietary recommenda-
tions, in addition to some procedures adopted by standard BT-OB programmes 
(such as self-monitoring, goal setting, stimulus control, contingency management, 
behavioural substitution, skills for increasing social support, problem solving, and 
relapse prevention) [2]. However, CBT-OB also includes a battery of specific cogni-
tive behavioural strategies and procedures. These enable the treatment to be indi-
vidualised and to help patients to address the processes that previous research has 
found to be, respectively, associated with treatment discontinuation, the amount of 
weight lost and long-term weight-loss maintenance. Some of these procedures have 
been developed by our team, while others have been adapted from of Cooper et al.’s 
cognitive behavioural therapy for obesity [3], enhanced cognitive behavioural ther-
apy (CBT-E) [4] and multistep CBT-E for eating disorders [5], as well as dialectical 
behavioural therapy (DBT) [6] and relapse prevention for substance abuse (RPSA) 
[7].

CBT-OB places great emphasis on engaging patients in their own treatment; they 
are encouraged to make the treatment a priority and to play an active role in chang-
ing their own habits. As in generic cognitive behavioural therapy, self-monitoring in 
real time and doing the strategically planned “homework” tasks are of fundamental 
importance. Unlike generic cognitive behavioural therapy, however (but like CBT-E 
[4]), CBT-OB does not require that patients keep a formal “thought record”, 
although the last column of their Monitoring Record may be used for this purpose 
at certain stages of the treatment. For example, patients may be asked to record the 
events, thoughts and feelings that arise when they encounter an obstacle to weight 
loss or weight maintenance, with a view to heightening self-awareness and identify-
ing any personal triggers. Moreover, in CBT-OB, no explicit reference is made to 
several concepts adopted by generic cognitive behavioural therapy, such as schema, 
assumptions and automatic thoughts. Although CBT-OB addresses some cognitive 
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bias, such as dichotomous thinking and generalisation, it does not frequently use 
cognitive restructuring. Instead, it promotes cognitive change by encouraging 
patients to change the way that they behave and analysing the effects and implica-
tions of such behavioural changes [4]. Patients are encouraged to observe them-
selves and to identify their individual obstacles to adopting a lifestyle that will 
enable them to lose weight and keep off the weight that they have lost. The idea is 
to get them interested in the effects and implications of trying different ways of 
behaving.

Once they have developed new eating and physical activity habits and a persis-
tent weight-control mindset, patients are helped to identify stimuli that are likely to 
reinstate their weight-gain mindset and to recognise the signs that this is occurring; 
they are then taught how to take action immediately, to “Do the right thing”—gener-
ally the opposite of the behaviour driven by the weight-gain mindset [4]. In this way, 
patients learn to manipulate not only their behaviour but also their frame of mind. 
The theory is that, with these skills, patients are able to deal more effectively with 
weight gain and to respond immediately and effectively to setbacks that might oth-
erwise develop into full-scale relapse.

Since early weight-loss success is a good predictor of long-term weight loss [8], 
the frequency of sessions in initial stage of CBT-OB is higher to help patients “start 
well”. As we have seen, early success makes patients satisfied with the weight loss 
achieved so far and reduces the risk of early dropout. With this in mind, some 
patients, i.e. those with disability, may benefit from the first part of CBT-OB being 
delivered in more intensive settings, such as day hospital or residential units (see 
Chap. 12) [9].

2.2.2  Strategies and Procedures for Minimising Attrition

As mentioned, attrition is one of the major causes of the failure of treatments for 
obesity, which occurs in about 50% of cases in real-world clinical settings [10]. 
Adherence to treatment is therefore a key factor for long-term weight-loss success 
[11, 12], and, with this in mind, therapists should do their best to help patients com-
plete the treatment. As described in Chap. 1, we have already identified several 
baseline predictors of early treatment discontinuation which need to be taken into 
consideration, namely, younger age, higher weight-loss expectations and improving 
appearance as a primary goal for losing weight. Moreover, in another joint study, we 
asked patients with obesity their reasons for attrition [13]. More than half of drop-
outs reported practical difficulties—such as family problems, problems at work and 
logistics—as the leading causes of attrition. These were followed by perceived fail-
ure of treatment, lack of motivation, sense of abandonment and a poor interaction 
with their therapists. CBT-OB therefore includes specific strategies designed to 
address many of these factors with a view to minimising patient attrition.

To address a patient’s practical difficulties, and thereby promote adherence, 
CBT-OB recommends that therapists routinely ask whether they are experiencing 
any difficulties as regards attending the sessions (e.g. the time of day for 
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appointments, the time it takes to get to and from sessions, etc.). If such a barrier is 
identified, the therapists should devote time to understanding and/or overcoming it. 
Needless to say, sessions should always be scheduled at times compatible with a 
patient’s work commitments.

Indeed, it is firmly recommended that CBT-OB therapists do their best to show 
that they are interested in each patient as a person, irrespective of their weight and/
or other issues. It is crucial to avoid any attitude that might be perceived as stigma-
tising by the patients. In fact, “abandonment syndrome” is reported by several 
patients with obesity and cited as one of the major reasons for treatment discontinu-
ation, and it appears that this is in part derived from the social stigma of obesity 
[14]. Persons with obesity are often reminded that their body frame deviates from 
social norms by everyday contacts with family members, peers, healthcare provid-
ers and casual acquaintances, and, accordingly, they experience a pattern of deni-
gration and condemnation reported as “civilized oppression” [14]. This may be a 
major cause of attrition, and therapists must therefore take steps to ensure that they 
are not unwittingly contributing to this condition. Since the terminology and lan-
guage used to describe body weight may be offensive and perceived as stigmatising 
to persons with obesity, as suggested by a document published by the Rudd Center 
for Food Policy and Obesity, The Obesity Society (TOS), Obesity Action Coalition 
(OAC), Obesity Medicine Association (OMA) and American Society for Metabolic 
and Bariatric Surgery (ASMBS) [15], CBT-OB therapists should avoid any use of 
potentially pejorative adjectives or adverbs or any language that implies moral 
judgements or highlights patients’ “character flaws”. For instance, the descriptive 
terms used by CBT-OB therapists to refer to body weight should be confined to 
clinical terms such as “obesity”, “BMI”, “weight” and “excess weight”, rather than 
the stigmatising “fat”, “weight problem” and “morbidly obese”. Moreover, CBT-OB 
adopts the OAC’s “People-First” policy—putting individuals before the disability 
or disease when describing persons affected by obesity [16], incorporating the 
appropriate Language for Obesity (e.g. stating “people with obesity have an 
increased risk of diabetes” instead of “obese people have an increased risk of 
diabetes”).

Another key factor to bear in mind is the paradoxical problem associated with 
high weight-loss expectations (i.e. higher expectations are associated with treatment 
discontinuation but greater weight loss). CBT-OB does not attempt to tackle unreal-
istic expectations directly at the beginning of treatment, except for encouraging 
patients to pursue and be satisfied with achievable short-term weight-loss goals (i.e. 
a weight loss of between 0.5  kg and 1.0  kg/week). Unrealistic goals may be 
addressed later on, when patients have achieved some success in reaching interme-
diate goals, and have developed a trusting and collaborative relationship with the 
therapist, but manifest dissatisfaction with the weight loss achieved.

CBT-OB also places great emphasis on establishing and maintaining therapeutic 
momentum [4]. To this end the therapist encourages patients to identify the best time 
for them to embark on the CBT-OB programme, stressing the importance of avoid-
ing any interruptions in treatment. In particular, patients need to be able to commit 
to not going away during the first 8 weeks. If, however, an unforeseen interruption 
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is unavoidable, the therapist should try to arrange a weekly web chat or telephone 
session following the usual session structure (bar the in-session weighing). Likewise, 
therapists should do their best to be consistently available to the patient. In the event 
of any necessary absence, the CBT-OB therapist should explain to the patient in 
advance that they will have to be away but that another therapist will take their place 
so that the treatment can continue virtually uninterrupted. Interestingly, it is our 
experience that patients always agree to this arrangement, seeming to prefer it to 
missing sessions.

In a similar vein, CBT-OB has developed a protocol for dealing with late atten-
dance or non-attendance. The therapist should try to prevent this problem by encour-
aging patients to arrive a little early for session (e.g. 10–15 min) in order to relax 
and mentally prepare themselves. Patients are asked to let the therapist know as 
soon as possible if they are unable to attend a specific appointment, so that this can 
be rescheduled and the slot offered to another patient. If patients are running late for 
an appointment, it is important that the therapist call them after 15 min and express 
concern about their absence. It may be that patients have decided to drop out, and 
this is an ideal opportunity for therapist to determine why (perhaps they feel they are 
not losing enough weight and the programme is not working). Once the cause of the 
absence has been ascertained, the therapist should try to reschedule the appointment 
as soon as possible and make addressing these issues a priority.

Encouragingly, by adopting the strategies described above, our clinic has regis-
tered a progressive decline in dropout rate from 30% to 15–20%.

2.2.3  Strategies and Procedures for Enhancing Weight Loss

To increase dietary restraint and decrease dietary disinhibition—two cognitive fac-
tors that, as we have seen, predict the amount of weight loss—CBT-OB incorporates 
several specific strategies designed to help patients improve their adherence to the 
meal plan.

Firstly, since it has been found that adherence to diet may be enhanced by 
increasing diet structure and limiting food choices—thereby reducing temptation 
and potential mistakes in the calculation of energy intake [17]—CBT-OB suggests 
to patients that they plan meals in advance on a specific Monitoring Record. They 
should record when, what and where they are going to eat and make reference to the 
structured meal plans recommended to them by the therapist [18]. These serve both 
to provide a structural framework to the diet (promoting adherence) and, indirectly, 
to increase dietary restraint and reduce dietary disinhibition. As part of the CBT-OB 
programme, patients are also supplied with grocery lists, menus and recipes.

It is important for patients to adopt a regular eating procedure, and they are 
encouraged to eat three meals per day, plus two planned snacks (which they should 
plan in advance on their Monitoring Record), and to refrain from eating in the inter-
vals between. Indeed, data from CBT-E for eating disorders has consistently shown 
that this procedure significantly reduces the frequency of overeating and binge- 
eating episodes [4].

2.2 Strategies and Procedures
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As well as for meal planning, CBT-OB suggests that patients use their Monitoring 
Record in real time, to check off or amend their meal plan in the precise moment at 
which food and drink is consumed. This strategy provides an accurate picture of a 
patient’s eating habits and brings to their attention any obstacles to weight loss; it 
serves to increase patients’ awareness of what they are doing while they are eating 
and thereby helps to interrupt dysfunctional and automatic eating habits that previ-
ously seemed uncontrollable [4].

Indeed, CBT-OB trains patients to eat consciously (i.e. “think while you are eat-
ing”) following the planned meals and snacks without being influenced by external 
(e.g. the sight of food, events) or internal eating cues (e.g. cravings, the need for 
gratification, hunger, thoughts of food, changes in mood). This is an integral part of 
developing a mindset focused on weight loss and needs to be applied until the new 
way of eating (facilitated by the real-time monitoring of food intake) becomes an 
automatic habit that does not require continuous cognitive effort. To overcome 
short-term aversive experiences (e.g. hunger and craving for highly palatable foods) 
and loss of pleasure (e.g. not eating dessert) that may accompany such dietary 
restraint, patients are asked to “ride it out” and to see that these impulses are transi-
tory states that they can tolerate. Patients are encouraged to consider this effort as a 
necessary condition of their reaching a healthy weight, which would allow them to 
benefit from the physical and psychological advantages that this would bring.

Another procedure that is fundamental for patients developing a weight-loss 
mindset is their identification of any personal obstacles to weight loss. Hence, 
CBT-OB actively involves patients in a collaborative review of their Monitoring 
Records, and they are asked to complete the “Weight-Loss Obstacles Questionnaire” 
(see Appendix D) on a weekly basis. Thus identified, these obstacles will be 
included in the patients’ cognitive behavioural formulation—a visual representa-
tion (a flow chart) of the cognitive behavioural processes that are acting to obstruct 
their adhesion to the lifestyle changes needed to lose weight. This procedure helps 
to personalise CBT-OB and ensures that only procedures aimed at addressing 
the specific obstacles encountered by each patient are incorporated into the 
treatment.

Last but not least, CBT-OB takes into account the influence that a person’s social 
environment may have on their ability to lose weight. As such, and with the consent 
of the patient, their significant other(s) (i.e. partner or parental figures) are involved 
in the treatment through joint sessions. By educating and involving significant oth-
ers, they can be recruited to aid in the creation of the optimal environment for facili-
tating a patient’s attempt to change their eating habits [4].

2.2.4  Strategies and Procedures for Improving Weight-Loss 
Maintenance

As reported above, increased dietary restraint and reduced dietary disinhibition help 
patients to adhere to the diet, lose more weight and be satisfied with the weight loss 
they have achieved. These three factors are interlinked and associated with 
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long- term weight maintenance, which is why they are a focus of the treatment from 
the very beginning. However, CBT-OB also includes several other strategies that are 
designed to help patients to maintain the weight they have lost.

First, during the weight-loss phase, CBT-OB therapists assess dietary adherence, 
weight-loss rate and weight-loss satisfaction session by session, by means of the 
“Weight-Loss Obstacles Questionnaire” (see Appendix D). If a patient reports a 
reduction in one or more of the three factors that our research has found to be asso-
ciated with weight regain, namely, dietary adherence, a decline in weight loss rate 
and/or a reduction weight-loss satisfaction (7 or less on the Likert (0–10) scale), the 
therapist should implement the procedures designed to address weight-loss dissatis-
faction (described in Module 5).

The CBT-OB weight-maintenance phase follows the recommendations in the 
AHA/ACC/TOS Guidelines for the Management of Overweight and Obesity in 
Adults [1] in that it has a duration of 48 weeks. Patients are, however, invited to 
attend post-treatment review sessions at 3-month intervals after the end of treat-
ment for at least 1 year. This maintenance phase of about 12 months has been 
included due to the data emerging from some studies that patients who attend 
continuous care of similar duration after the weight-loss phase tend to better 
maintain the weight they have lost in comparison to those who are not followed 
up on [19].

Before commencing the weight-maintenance phase, one or two CBT-OB ses-
sions should be dedicated to preparing patients for weight maintenance. This will 
entail patients agreeing to stop any attempts to lose weight and instead dedicate 
themselves to learning and practicing the skills required to maintain weight for a 
long period of time. This needs to be reiterated during the weight-maintenance 
phase itself, which includes several procedures designed to hone their weight- 
control mindset and maintain a healthy lifestyle to ensure that they do not regain 
weight in the long term. Specifically, patients are encouraged to:

• Establish weekly self-weighing, a procedure found to be associated with better 
weight maintenance [20], and ensure they maintain weight within a specific 
range of 4 kg.

• Adopt specific eating and physical activity habits that research has found to be 
associated with better weight maintenance, such as a high-protein, low- 
glycaemic- index diet with moderate fat content [21] and burning on average 
about 2600  kcal/week through physical activity (i.e. ~60–75  min/day of 
moderate- intensity physical activity such as brisk walking) [22].

• Build a mindset centred around weight maintenance by creating a list of  
personal reasons to maintain weight to refer to, persisting in adhering to the 
newly acquired eating and exercise habits and keeping a constant but flexible 
focus on weight control and self-awareness regarding their diet and physical 
activity.

• Identify and address the eraly sign of weight regain in order to prevent a lapse 
becoming a relapse and to deal with any weight regain in a timely and effective 
fashion.

2.2 Strategies and Procedures
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Towards the end of the weight-maintenance phase, patients are encouraged to 
discontinue real-time self-monitoring of food intake, to discuss and prepare for pos-
sible future weight-loss attempts and to collaboratively create a written weight- 
maintenance plan with the therapist.

2.3  The Versions of CBT-OB

CBT-OB is delivered within a stepped-care approach, i.e. one that can be applied, 
with appropriate adaptation, at three levels of care (outpatient, day hospital and resi-
dential) to treat all classes of obesity. For this reason, the treatment is referred to as 
“multistep CBT-OB” [9].

Outpatient CBT-OB can be delivered individually or in group sessions, led, 
respectively, by a single therapist or two therapists. It includes the following phases 
(Fig. 2.1):

• Preparatory Phase. This comprises one or two sessions aimed at assessing the 
nature and the severity of a patient’s obesity, as well as any associated medical 
and psychosocial comorbidities, and engaging patients in the treatment.

Outpatient CBT-OB
Phase 1 (weight loss)

Outpatient CBT-OB 
Phase 2 (weight maintenance)

Module 1
Monitoring food intake, physical activity and body weight

Module 2
Changing eating 

Module 3
Developing an active lifestyle

Module 4
Addressing obstacles 
to weight loss

*Patients treated in day-hospital or residential CBT-OB start the first three  weeks of Phase 1 in these
intensive settings and then continue the treatment with the Module 4 of outpatient CBT-OB

Module 6
Addressing obstacles 
to weight maintenance

Module 5
Addressing weight-loss dissatisfaction

Preparatory 
Phase

*Day-hospital 
CBT-OB

Residential
CBT-OB

Fig. 2.1 The map of personalised cognitive behavioural therapy for obesity (CBT-OB)
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• Phase 1. This is the weight-loss phase, which is aimed at helping patients to 
achieve a healthy weight loss (e.g. a weight loss of at least 10%) and to be satis-
fied with this weight. It usually lasts about 24 weeks and is delivered in 16 ses-
sions, the first 8 of which are held once a week and the remainder every 2 weeks.

• Phase 2. This is the weight-maintenance phase, designed to help patients to 
develop a lifestyle and mindset conducive to keeping the weight off in the long 
term. It usually lasts 48 weeks and is delivered in 12 sessions held at 4-week 
intervals.

The strategies and procedures involved in CBT-OB are delivered across the fol-
lowing six modules:

• Module 1—Monitoring food intake, physical activity and body weight
• Module 2—Changing eating
• Module 3—Developing an active lifestyle
• Module 4—Addressing weight-loss obstacles
• Module 5—Addressing weight-loss dissatisfaction
• Module 6—Addressing weight-maintenance obstacles

In general, Module 1 is introduced in the first session, Modules 2 and 3 in the 
second session, Module 4  in the third session and Module 6 at the beginning of 
Phase 2, with Module 5 being integrated when patients report weight-loss dissatis-
faction unrelated to poor adherence to the recommended diet and physical activity. 
However, modules should be introduced in a flexible and individualised way, 
according to the patient’s needs. Similarly, the strategies and procedures involved in 
each module should be adapted to each patient’s individual progress and barriers.

That being said, 45 min (90 min when the treatment is delivered in group) should 
be set aside for each session, which will be divided into the following five parts:

 1. In-session collaborative weighing (up to 5 min).
 2. Reviewing the Monitoring Record and other homework (up to 10 min).
 3. Collaboratively setting the agenda for the session (about 2 min). This should 

include issues that need to be addressed (identified during the homework review), 
items relevant to the treatment that patients want to discuss and new topics intro-
duced by the therapist based on the particular stage in treatment.

 4. Working through the agenda and agreeing on the homework task(s) (up to 
30 min).

 5. Concluding the session (about 3 min). This part of the session includes summa-
rising what has been addressed in the session, reiterating the homework 
assignment(s) and arranging the next appointment.

Sessions are cumulative, meaning that the third session, for example, will include 
the topics, strategies and procedures introduced in Modules 1–4.

The treatment has also been adapted for delivery in more intensive settings—
namely, day hospital and residential rehabilitation units—to benefit those who are 
more unwell (as assessed by the Comprehensive Appropriateness Scale for the Care 
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of Obesity in Rehabilitation (CASCO-R); see Sect. 3.6). Intensive CBT-OB is a 
highly personalized approach (see Chap. 12) which adopts the same theory and 
procedures as the outpatient version, with the only difference being the intensity of 
treatment. In particular, intensive CBT-OB enables the management of patients with 
severe comorbidities and disability associated with obesity, who, incidentally, are 
not usually included in traditional weight-loss lifestyle-modification trials.

The day hospital and residential CBT-OB “steps” both last 21 days and are deliv-
ered by a non-eclectic multidisciplinary team composed of physicians, dieticians, 
psychologists, physiotherapists and nurses who have all been trained in 
CBT-OB.  Each patient is given an individualised rehabilitation programme that 
includes the following principal procedures: (1) a low-energy diet (LED), (2) a 
motor/functional rehabilitation program and (3) a daily group CBT-OB session in 
which patients are actively trained to use the procedures in Modules 1–3 of outpa-
tient CBT-OB. Once patients have completed this intensive phase, they are advised 
to “step down” and continue their CBT-OB treatment in an outpatient setting. Since 
such patients have already implemented the procedures in Modules 1–3 (generally 
delivered during the first two sessions of outpatient CBT-OB; see Fig. 2.1) during 
the intensive CBT-OB phase, post-intensive outpatient treatment does not include 
these.

It is also important to note that CBT-OB is not a barrier to weight-loss drugs and/or 
bariatric surgery, which may be seamlessly integrated in selected cases (see Chap. 14).

2.4  The Role of the Patient

Patients are advised that CBT-OB distinguishes itself from most treatments for obe-
sity because it does not adopt a “prescriptive” approach, but rather collaborative 
procedures designed to empower patients, enabling them to take control of their 
own behaviour. In other words, patients will never be asked to do things that they do 
not agree to. Instead, they will be led through the following four steps:

 1. Education on specific issues that need to be addressed (e.g. an individual obsta-
cle to meal plan adherence) and the mechanisms that are keeping them in place 
(e.g. a lack of tolerance of food “cravings”)

 2. Discussion of the pros and cons of addressing these obstacles and maintenance 
mechanisms, with a view to achieving consensus on the benefits of change

 3. Collaborative planning of the procedures that will be required to address the 
patient’s individual obstacles and maintenance mechanisms and agreement on 
the necessary maximum commitment to these procedures

 4. Review of the outcomes of the procedures applied

It is clear that CBT-OB requires patients to play an active role during and between 
sessions if they are to change their habits, and the treatment has little possibility of 
success if patients are not wholeheartedly committed. Hence, CBT-OB suggests 
that patients consider treatment a priority and “start well”, since, as previously 
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mentioned, the amount of weight lost in the first 2 months is predictive of long-term 
weight loss [8]. The motto we advise patients to adopt is the following: “It’ll be 
hard, but it’ll be worth it”.

Patients are told that they will have to work collaboratively with the therapist as 
a team and that together they will agree on specific homework tasks that will have 
to be done between sessions. It should be emphasised that the homework is of fun-
damental importance for the success of treatment, and it should therefore be given 
absolute priority. Indeed, it is what the patients do between sessions that will deter-
mine the outcome of the treatment.

To foster commitment, patients are also told that it is important for every session 
to begin and end on time. As previously stated, they are encouraged to arrive 
10–15 min in advance, which will give them the opportunity to relax and prepare the 
topics that will be addressed in the session.

Finally, patients are advised to avoid any interruption in treatment, as this will 
obstruct the therapeutic momentum needed for the creation of the new habits and 
weight-control mindset that will enable them to overcome their obesity.

2.5  The Role of the Therapist

Therapists who desire to practice personalised CBT-OB must be familiar with obe-
sity and its medical and psychosocial complications, the cognitive behavioural per-
spective of the processes hindering weight loss and weight maintenance, the details 
of the treatment and the CBT-OB formulation (i.e. conceptualisation of the case). 
Ideally, the therapist should have completed specific training in CBT-OB (please 
contact us for further information), have experience working with patients with obe-
sity and be able to recognise and address the medical complications of obesity, or 
have access to other specialists that are able to do it. Clinical expertise is the most 
important factor, but please bear in mind that therapists with current overweight or 
obesity may be disadvantaged in terms of engaging the patients in the treatment. 
That being said, personal experience may help a therapist to set a personal example 
in terms of accepting a moderate but healthy weight loss within the condition of 
obesity. Finally, the therapist should be active and empathetic, but also firm when 
needed. They should dedicate their efforts to working collaboratively with the 
patient, keeping them engaged in the treatment and lifestyle change, taking care to 
avoid any interruptions in the treatment.

2.6  The Office Environment

An appropriate office environment is essential for effectively managing patients 
with obesity. Patients with obesity should be made comfortable, and embarrassment 
should be avoided at all costs. Attention to patients’ practical needs demonstrates 
understanding and sensitivity. Some suggestions for establishing an appropriate 
treatment setting for these patients are the following:

2.6 The Office Environment
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• The office should be free of architectural barriers (e.g. steep steps), easily acces-
sible by public transport and near to a car park.

• Chairs in the waiting room should be strong, capacious and without armrests.
• Weighing scales should be suitable for heavier patients, with a wide, sturdy base.
• Sphygmomanometers used to measure blood pressure should have an ample 

cuff.
• All of the office staff (doctors, psychologists, dieticians, interns and secretaries, 

etc.) should be empathetic, respectful and devoid of prejudice against patients 
with obesity.

• Educational material and manuals for the management of obesity should be eas-
ily accessible to patients.

2.7  The Effectiveness of CBT-OB

The effectiveness of CBT-OB, as described above and below, has been assessed in 
88 patients with severe obesity, allocated either to a high-protein diet (HPD) or a 
high-carbohydrate diet (HCD), as part of a randomised control trial [23]. The spe-
cific version of treatment studied in this trial included 3  weeks of residential 
CBT-OB followed by a course of outpatient CBT-OB. Encouragingly, the attrition 
rate observed in both the HPD (25.6%) and HCD (17.8%) groups was far lower than 
the 50% attrition rate commonly reported for standard weight-loss treatments deliv-
ered in a community setting [13]. Among completers (n  =  69), weight loss at 
43 weeks was 15% for HPD and 13.3% for HCD, with no significant difference in 
this regard being noted between the two arms throughout the study period. It should 
be stressed that the percentage weight loss achieved by both of these arms was much 
higher than the mean 8%–10% typically reported in conventional BT-OB-based 
lifestyle-modification programmes. Equally importantly, both diets produced a sim-
ilar improvement in cardiovascular risk factors and psychological profiles, and no 
tendency to regain weight was observed at either 6 or 12 months after CBT-OB.

In fact, in another study, comparing the long-term effects of residential CBT-OB 
in 54 patients with severe obesity and with or without binge-eating disorder (BED), 
51.5% of the former group no longer met the diagnostic criteria for BED at 5 years 
of follow-up [24]. There was no difference between the two groups of patients in 
terms of mean weight loss (6.3 kg in BED vs. 7.4 kg in non-BED), despite the fact 
that patients in this study received no outpatient CBT-OB after discharge.

With a view to building on these promising findings, two observational studies 
conducted in a real-world clinical setting are currently underway. One is designed 
to assess outpatient CBT-OB delivered to individuals, and one to evaluate the same 
treatment administered in group sessions.
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3Preparatory Phase

It is important that patients are adequately prepared to participate actively in the 
treatment, and for this reason, CBT-OB includes a dedicated Preparatory Phase. 
This generally lasts one or two sessions and has three main goals: (1) to assess the 
nature and severity of obesity using an obesity-focused history; (2) to engage 
patients in the treatment by adopting an engaging style, providing education on 
obesity and CBT-OB and involving them actively in the decision to change; and (3) 
deciding how best to proceed.

3.1  Developing a Collaborative and Trusting Relationship

A key strategy of CBT-OB is developing a collaborative and trusting relationship 
between the therapist and patient(s). This collaborative approach should be estab-
lished at the first contact with the patients in the Preparatory Phase and continue 
throughout the entire duration of the treatment.

First the therapist should greet the patient warmly and make them feel at ease. A 
good “ice-breaker” question to start with is asking them whether the decision to 
come to the assessment interview was their own or whether they were advised to 
attend by others (e.g. family doctor, specialist, significant other). This question aids 
in the creation of an empathetic bond and may foster a patient’s willingness to share 
information about their problems. To this end, the patient should be given all the 
time they need to describe their problems, without overloading them with questions 
and questionnaires. It is also worthwhile remembering to set aside time to answer 
any questions they may have.

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-319-91497-8_3&domain=pdf
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3.2  Assessing the Nature and Severity of Obesity

After having put the patients at ease, the therapist should take an obesity-focused 
history. Table 3.1 shows a list of points that are usually addressed. They include 
asking first about general personal information and then about social circumstances 
that may have a bearing on treatment. Once this general information has been gath-
ered, therapists should take a detailed history of the specifics of the patient’s obesity, 
investigating its development (i.e. how the problem began), age of obesity onset 

Table 3.1 List of points to address when assessing the nature and severity of obesity

Personal information:
  • Age
  • Race
  • Marital status and attitude of spouse or significant other(s) towards the treatment
  • Education
  • Living situation (who is at home)
  • Children
  • Occupation and working hours
  • Interests
Weight history:
  •  Weight at different periods of life (birth, menarche or puberty, 20 years, before and after 

pregnancy, menopause)
  • Minimum and maximum weight
  • Age of obesity onset
  • Weight change in the last year
  • Events associated with weight gain
Previous treatments for obesity:
  • Nature and duration
  • General compliance
  • Maximum weight loss and degree of satisfaction
  • Duration of weight-loss maintenance
  • Possible reasons for weight regain
  • Number of cycles of weight loss and regain
Current status:
  • Current weight and height (measured) and calculation of body mass index (BMI)a

  • Waist circumferenceb

  • Menstrual status (in females)
  • Eating behaviour (e.g. portion size, food choice and frequency of food intake)
  • Binge-eating episodes: Frequency and triggers
  • Physical activity (nature and frequency of lifestyle activities and formal exercising)
  •  Extreme weight control behaviours (e.g. self-induced vomiting, laxative and/or diuretic 

misuse): Frequency and triggers
  • Alcohol and/or substance misuse: Frequency and triggers
  • Body checking and body avoidance: Frequency and triggers

(continued)
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(when it began) and what was happening in their life at the time. For many patients, 
the onset of obesity is associated with smoking cessation, change in life events (e.g. 
marriage, employment and illness), stressful events, initiation of medication, preg-
nancy and menopause (in women) [1].

The next step is to ask the patients about the nature of any previous attempts to 
treat their condition, taking particular care to note the extent of their compliance, the 
maximum weight lost, the degree of satisfaction with the weight loss achieved, the 
duration of weight-loss maintenance, possible reasons for weight regain and the 
number of cycles of weight loss and regain. Since it is common for patients to repeat 
the same behavioural patterns, this type of information may help both the therapist 
and patient to focus attention on specific, potentially recurring issues.

At this stage, the patient’s current status should be thoroughly assessed. An 
exhaustive assessment will include the measurement of weight and height to calcu-
late the BMI; waist circumference should also be measured (at the level of the iliac 
crest of the pelvis), as this is associated with an increased risk of cardiovascular dis-
ease. It is also clinically useful to collect the patient’s short-term dietary history at 
this point, asking them to recall what they have eaten over the previous 24 h, how 
often they ate and how they judge their portion sizes and the type of food they eat. As 
part of this procedure, the therapist should also take the opportunity to enquire about 
any binge-eating episodes, extreme weight-control behaviours (e.g. self- induced 

  •  Overall view of shape and body parts and the importance of shape and weight in 
personal self-evaluation

  •  Effects of obesity on physical health, psychological wellbeing, social functioning and 
school and/or work-related performance

Weight goals and reasons for wanting to lose weight:
  • Dream weight, desirable weight and maximum acceptable weight
  •  Reasons for wanting to lose weight (e.g. improving health, physical fitness, appearance, 

interpersonal relationships, self-confidence, etc.)
Barriers to weight loss:
  •  Personal (e.g. poor motivation, low self-efficacy, low mood, using food to modulate 

mood)
  • External (e.g. difficulties in the family, stress at work, exposure to food during work)
Personal and family medical history:
  • Current and past medical and psychiatric comorbidities
  • Current medications
  •  Medical and psychiatric family history (including family history of obesity or eating 

problems)
aBMI < 18.5 (underweight), BMI 18.5 < 25.0 (normal weight), BMI 25.0 < 30.0 (overweight), 
BMI 30.0 < 35.0 (class I obesity), BMI 35.0 < 40.0 (class II obesity), BMI ≥40.0 (class III obesity 
[extreme obesity]). BMI ≥30.0 identifies adults who may be at increased risk of cardiovascular 
diseases (CVD) and other obesity-related conditions. BMI ≥30.0 identifies adults who may be at 
elevated risk of mortality from all causes [5]
bA waist circumference >88 cm in women and > 102 cm in men is associated with central fat dis-
tribution [6], and the greater the waist circumference, the greater is the risk of CVD, type 2 diabe-
tes, and all-cause mortality [5]
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vomiting, laxative and/or diuretic misuse) and/or alcohol and substance misuse. 
Their physical activity history should also be obtained, asking patients about their 
current engagement in lifestyle activities and formal exercising. It may be useful (if 
possible) to assess physical fitness at this stage, as described in Module 3, so that 
personalised physical recommendations can be suggested to the patient. They should 
also be asked about their attitude towards their appearance, assessing the frequency 
and nature of some behavioural expressions of negative body image, such as body 
checking and body avoidance, as well as their view on their overall shape and body 
parts, and the importance of shape and weight in personal self- evaluation. Patients 
should also be asked how obesity is affecting their health, psychological wellbeing, 
social functioning and school and/or work-related performance.

Without commenting, the therapist should also investigate the patient’s personal 
weight goals and reasons for losing weight. Although these factors should not be 
addressed at this stage, as described in Chap. 1, our research indicates that weight- 
loss expectations can have a bearing on weight loss [2]. Once again, it is also impor-
tant to bear in mind that higher weight-loss expectations are, like seeking weight 
loss to change appearance, associated with a higher rate of dropout [3, 4].

When assessing weight-loss expectations and reasons for losing weight, it is also 
helpful to analyse the patient’s perceived general barriers to weight loss. These may 
be internal, like poor motivation, low self-efficacy, low mood and using food to 
modulate mood, or external, such as difficulties within the family, stress at work and 
exposure to food during work, and will be addressed later on (see Chap. 7).

The final step of a thorough evaluation is to obtain an accurate assessment of the 
physical, psychological and psychiatric history of the patient [1]. In particular, the 
therapist should ask about past or present mood disorders, as these are common 
among treatment-seeking patients with obesity and may be an obstacle to weight 
loss if not adequately addressed. It is also important to assess whether or not patients 
are taking any medications that may contribute to weight gain, and in particular if 
there was a change in the trajectory of body weight associated with starting a new 
drug [1]. Common drugs that may promote weight gain are antidiabetics (sulfonyl-
ureas, insulin), antidepressants (mirtazapine, amitriptyline, paroxetine), neurolep-
tics (olanzapine, clozapine), mood stabilisers (valproate, lithium), corticosteroids 
and beta-blockers (atenolol). Substitution with a medication that is not associated 
with weight gain should be considered (if possible). Finally, it is also important to 
assess the patient’s family history of medical and psychiatric conditions, in particu-
lar a family history of obesity or eating problems [1].

In brief, recording a patient’s obesity-focused history will enable the therapist to:

• Establish a collaborative and effective therapeutic relationship.
• Assess the severity of obesity.
• Assess the presence of any weight-associated risk factors and complications.
• Assess the indications and contraindications to weight loss (see Sect. 3.3).
• Identify the patient’s weight goals and reasons for wanting to lose weight.
• Begin to relate the cognitive behavioural model to the individual obstacles to weight 

loss that will be included in the patient’s Personal Formulation (Module 4; see Chap. 7).
• Modulate the intervention on the basis of the patient’s specific issues.
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The initial assessment can be improved by asking patients to fill in some self- 
report questionnaires, which can also be used as a “baseline” against which to eval-
uate the effects of CBT-OB.  In our clinical practice, for example, we rely the 
following tools:

• The Eating Disorder Questionnaire (EDE-Q) [7, 8]. The EDE-Q is a self-report mea-
sure of relevant attitudes and behaviours of eating disorder over the previous 28 days. 
The items are rated on a 7-point forced-choice format (0–6), with higher scores reflect-
ing greater severity of eating-disorder psychopathology or frequency of eating-disor-
der behaviours. Items are grouped into subscales (restraint, eating concern, weight 
concern and shape concern), and the global score is taken as the mean score of the four 
subscales. A number of behavioural measures (objective and subjective binge eating, 
vomiting, laxative and diuretic misuse, driven exercising) are also recorded to assess 
the behaviours and attitudes of eating disorder in the previous 28 days.

• The Brief Symptom Inventory (BSI) [9]. The BSI is a 53-item self-report tool that 
assesses psychological distress and psychiatric disorders over the previous 
7 days. The Global Severity Index (GSI) is calculated from scores assigned to 
participants’ responses.

• The ORWELL-97 [10]. The ORWELL-97 is an 18-item questionnaire measuring 
obesity-related quality of life. For each item on the scale, patients are asked to score 
the intensity of the symptoms and the subjective relevance of these symptoms to 
their own lives. Scoring is based on a 4-point Likert scale, and the final score reflects 
the intensity and subjective relevance of physical and psychological distress gener-
ated by excess weight. Higher scores indicate higher levels of distress.

These tools should be administered at baseline, at the end of the weight-loss and 
weight-maintenance phases and at 12 months from the end of treatment. If we sus-
pect the presence of an eating disorder (e.g. BED or bulimia nervosa), we use the 
Eating Disorder Examination Interview (EDE 17.0D) [11, 12] to confirm the diag-
nosis and to assess the core eating disorder psychopathology (i.e. the overvaluation 
of shape and weight) and behavioural symptoms (i.e. binge eating, self-induced 
vomiting, laxative misuse, diuretic misuse, excessive exercising and dietary 
restraint) over the preceding 28 days and over the previous 3 months; this enables 
us to make an accurate diagnosis of eating disorder according to the DSM-5.

3.3  Assessing the Indications and Contraindications 
to Weight Loss

According to the 2013 AHA/ACC/TOS Guideline for the Management of 
Overweight and Obesity in Adults [5], weight-loss treatment is indicated for (1) 
individuals with obesity and (2) individuals with overweight and one or more indi-
cators of increased CVD risk (e.g. diabetes, pre-diabetes, hypertension, dyslipidae-
mia, elevated waist circumference) or other obesity-related comorbidities.

Weight loss is not indicated if individuals have a BMI <25 or are overweight but 
without indicators of increased CVD risk or other obesity-related comorbidities [5]. 

3.3 Assessing the Indications and Contraindications to Weight Loss
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We also do not recommend weight loss via CBT-OB during pregnancy or breast-
feeding or in individuals with bulimia nervosa, major depressive disorders and/or 
other severe diseases in which caloric restriction is contraindicated.

However, BED, an eating disorder characterised by recurrent episodes of binge 
eating (i.e. episodes of uncontrolled overeating) in the absence of recurrent inap-
propriate compensatory behaviours [13], is not a contraindication of CBT-OB. 
Nonetheless, as described in Chap. 13, the treatment should be adapted to such 
patients by including an initial preparatory stage of 5 weeks. We recommend using 
CBT-E for eating disorders for this purpose [14]. CBT-E aims to help patients regu-
late their eating and reduce the frequency of binge-eating episodes; any attempt to 
lose weight should be discouraged during this period.

3.4  Engaging the Patient in the Treatment

CBT-OB does not generally involve a long period of preparatory motivational work 
to engage patients in the treatment, because the treatment itself is inherently moti-
vating. Patients generally readily engage once they feel that they are being listened 
to and understood. Hence, the therapist that successfully adopts an engaging style 
(see below) has a good chance of achieving early change. Patients should therefore 
be asked to share with the therapist their personal reasons and motives for losing 
weight, any previous history of weight-loss attempts, their attitude towards physical 
activity and if they feel ready to change. The aims, duration, organisation, proce-
dures and potential outcomes of the treatment are also discussed with patients in the 
initial stages, which represent an opportunity to educate them about obesity and the 
benefits of weight loss—which in itself is likely to promote engagement.

3.4.1  Adopting an Engaging Style

The adoption of an engaging style is of vital importance for motivating the patient 
to change and establishing a trusting therapeutic relationship. The approach for 
engaging the patient varies on the basis of their individual degree of motivation to 
change, but in all cases it includes transmitting empathy, understanding and compe-
tence, instilling hope and providing a clear picture of what the treatment will 
involve.

Although there is no simple formula to becoming an engaging therapist, we 
include a list of general guidelines, which our clinical experience indicates may 
help to achieve this goal [15, 16]:

• Conceptualisation of motivation. Motivation is a dynamic entity that waxes and 
wanes as a function of shifting personal, cognitive, behavioural and environmen-
tal determinants. This means that CBT-OB therapists should pay continuous 
attention to a patient’s motivation, not only during the engagement process but 
also throughout the course of treatment.

3 Preparatory Phase
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• Collaborative therapeutic style. CBT-OB therapists should adopt a collaborative 
therapeutic style as opposed to a confrontational approach [17]. The collabora-
tive style of CBT is considered one of the main reasons for its greater success in 
engaging resistant patients with respect to other interventions [18].

• Showing empathy. Patients in general, and especially those with obesity—who 
tend to often receive criticism regarding their excess weight—appreciate a 
friendly therapist who shows interest in them as people.

• Acceptance and change. CBT-OB therapists should validate a patient’s experi-
ences within a balanced framework of acceptance and change, firmness and 
empathy [19].

• Functional analysis. CBT-OB therapists should involve each patient in a func-
tional analysis of the pros and cons of lifestyle change, because change is facili-
tated by communicating in a way that elicits a person’s own reasons for and 
advantages of change [15].

• Rolling with resistance. CBT-OB therapists should not address resistance with 
confrontation, but with a collaborative evaluation of the variables involved in 
maintaining their unhealthy lifestyle [15].

• Supporting self-efficacy. Self-efficacy refers to a person’s belief that they are 
capable of adhering to a specific behaviour [20], and it plays an important role in 
achieving healthy behavioural change [21]. In the initial assessment interview, 
clinicians should already begin to promote self-efficacy by raising the hope that 
lifestyle changes are achievable. Later, during the programme itself, self-efficacy 
should be promoted by co-designing an individualised eating and physical activ-
ity plan that patients are confident they will be able to stick to.

• Being sensitive to stigma against individuals with obesity. Stigma influences a 
patient’s decision to start treatment for obesity [22]. To avoid displaying any 
signs that could be interpreted as stigmatisation, clinicians should recognise that 
obesity is derived from a complex interaction of genetic, epigenetic, environ-
mental, emotional, cognitive and behavioural factors that is only partially under-
stood [23]; it is not simply the product of a lack of willpower, and patients should 
be never judged for their excess of weight; they should instead receive all the 
respect and support that they need [24].

• Inviting questions. CBT-OB therapists should ask patients if they have any doubts 
or questions. This will encourage engagement, commitment and the develop-
ment of an open and empathetic therapeutic relationship.

3.4.2  Educating the Patient on Obesity and CBT-OB

A strategy that we find helpful in engaging patients is to ask them if they are inter-
ested in having some information about obesity and CBT-OB. If they respond yes, 
as always occurs, we provide them with the following general information:

• The causes of obesity are not fully known, but it appears to derive from a com-
plex interaction of genetic and environmental factors, and some learned habits.

3.4 Engaging the Patient in the Treatment
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• Obesity is a chronic condition, like diabetes, and its management requires the 
adoption of a persistent lifestyle change and the development of a long-term 
weight-control mindset.

• The currently available treatments for obesity rarely allow people with obesity to 
reach and maintain a condition of normal weight.

• Fortunately, even a moderate weight loss of 5–10%, if maintained over time, 
reduces most of the physical complications associated with obesity and often 
produces significant psychosocial benefits.

• Most obesity treatments are able to produce this short-term weight loss in a large 
subgroup of patients but tend to fail in terms of helping patients to maintain the 
weight lost.

• CBT-OB has been designed to help patients to achieve and maintain a healthy 
weight.

• The treatment includes several strategies and procedures designed to help 
patients to develop specific skills and a mindset that will enable them to control 
their weight in the long term.

• The treatment is tailor-made to address their specific obesity issues and individ-
ual needs, and it will enable them to become an expert on their own condition 
and the processes that maintain it.

• The treatment is therefore divided into two phases: Phase 1, which lasts about 
24 weeks and has the aim of helping patients to achieve and be satisfied with a 
healthy weight loss, and Phase 2, which lasts 48 weeks and has the aim of help-
ing patients to develop a mindset and habits that will enable them to maintain the 
weight lost in the long term. In the first 8 weeks of Phase 1, sessions will take 
place once a week and thereafter every 2 weeks. Phase 2 sessions will take place 
every 4 weeks.

• During Phase 1, patients can expect to achieve a weight loss of between 0.5 and 1 kg/
week. The amount of weight loss achievable does, however, vary considerably from 
person to person and week-by-week, as it is influenced by individual physical char-
acteristics (e.g. age, gender, body weight) and by the degree of adherence to dietary 
and physical activity changes. There is also variation in how long people maintain the 
weight they have lost. However, CBT-OB has been specifically designed to reduce 
the risk of weight regain, and patients will learn and practice long-term weight-main-
tenance skills in Phase 2, in which they will be asked to interrupt any further weight-
loss efforts and focus their endeavours solely on weight maintenance.

• After the end of the therapy, four review sessions will be scheduled at 3-month 
intervals to assess a patient’s progress and how they are handling the almost 
inevitable setbacks.

• It is crucial not to have breaks in the treatment so as not to interrupt the “thera-
peutic momentum”, in which patient and therapist work together to develop new 
eating and exercise habits and a long-term weight-control mindset.

• Each session will last 45 min, and it is important that it starts and finishes on 
time. It is also advisable to arrive 15 min before the appointment to have time to 
prepare the topics to address in the session. Likewise, the therapist will do their 
best to always be on time.
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• The style of treatment is collaborative in nature, and patients must expect to play 
an “active” role in determining the content of the sessions. They will work 
together with the therapist to address their own obstacles to weight loss and 
maintenance, and from time to time agree on specific homework tasks that should 
be done between sessions. These tasks are of paramount importance, since it is 
what patients do between sessions that will determine the outcome of their 
treatment.

• The treatment should be seen as a priority that requires commitment and a radi-
cal change in lifestyle. The more effort is put into the treatment, the greater the 
rewards that can be attained.

• It is fundamental to “start well”, because the amount of weight lost in the first 
and second months is a powerful predictor of weight loss in the long term.

• The treatment should be considered as a special opportunity to start a new, 
healthier life. As with every change, there are risks, but the benefits that the 
patient can get are enormous and include better health, improved physical fitness 
and self-confidence.

• Losing weight and keeping it off is hard, but will be worth it!

3.4.3  Involving the Patient Actively in the Decision to Change

Although logic would dictate that most of the adult patients seeking weight-loss 
treatment are motivated to lose weight, it is nonetheless advisable to discuss with 
them their reasons for and against losing weight and initiating lifestyle change. This 
can be achieved by collaboratively producing a list of pros and cons of lifestyle 
modification. It is best to start by asking patients to list their reasons against 
change—e.g. whether they are afraid or whether their current lifestyle provides 
them with perceived advantages that they would be unwilling to give up. 
Subsequently, patients should be asked to evaluate the benefits of change; the 
CBT-OB therapist should encourage patients to reflect on both the short- and long- 
term effects of changing their eating and exercise habits on body-weight control, 
and on their physical and psychosocial quality of life. This list of pros and cons, and 
the conclusions resulting thereof, should be written down in table form for future 
reference (see Table 3.2).

This table should then be analysed in detail together with the patient. During this 
discussion, the CBT-OB therapist should focus the patient’s attention on their long- 
term goals, not just on the immediate future. Every reason for change should be 
positively reinforced. That being said, it is also important to deal with the cons of 
change, in order to help patients to reach the conclusion themselves that changing 
eating and exercise in a lasting way will be necessary for them to control body 
weight in the long term and to reduce the medical and psychosocial complications 
associated with obesity.

In practice, this often occurs naturally, when a patient begins to make statements 
such as “If lose weight I will be able to…”—a sign that they see their present life-
style as problematic. Should this occur, clinicians should not forget to make a 
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confirmatory statement such as “I see that you have decided to try and change your 
lifestyle and to lose weight. That’s great”. At this point clinicians should also sug-
gest that patients actively try to change. In reluctant patients, clinicians could rec-
ommend that they “take the plunge” and make a fresh start (e.g. “I encourage you to 
take the plunge, and to start changing your eating and exercise habits. The sooner 
you try, the sooner you will see the benefits”), even if only on a trial basis.

The importance of discussing the pros and cons of lifestyle changes with patients 
has been confirmed by the results of a study that added motivational interviewing 
(i.e. a brief intervention eliciting the patients’ own reasons and arguments for 
change) to a BT-OB programme. This combined approach improved body weight- 
loss outcomes and glycaemic control in specific groups of overweight women with 
type 2 diabetes [25].

3.4.4  Assessing the Patient’s Readiness to Change

One vital aspect to consider before starting CBT-OB proper is to assess whether or 
not a patient is ready to begin. In general, it is better not to start a weight-loss treat-
ment until the odds of success are at their best. Hence, if patients are moving house, 
changing job or school, getting married, expecting a child, going away or have some 
other major obstacle, it would be wise to suggest that they postpone treatment until 
they are able to fully devote themselves to it. As weight change in the first 2 months 
of a lifestyle intervention predicts long-term weight changes [26], patients will need 
the first 8 weeks free of important commitments in order to start well and therefore 
increase their likelihood of a good outcome.

3.4.5  Assessing Whether a Patient Will Make the Programme 
a Priority

Changing habits and losing weight require persistent commitment, and a fundamen-
tal condition for weight loss is therefore to consider the programme a priority. To 

Table 3.2 Example table showing individual pros and cons of losing weight

Reasons for not losing weight Reasons for losing weight
I will have to resist feelings of hunger
I will have to give up snacks and dinners 
with friends
I will have to cope with my emotions 
without
Resorting to comfort eating
I will have to exercise, even when I don’t 
feel like it

I will be in better shape
I will improve my health
I will reduce my risk of diabetes and 
cardiovascular disease
I will meet new people
I will be happier
I will be more attractive
I will increase my self-confidence

Conclusions: I want lose weight to improve my physical fitness and health, to reduce my risk of 
diabetes and cardiovascular disease and to improve my interpersonal relationships and psycho-
logical wellbeing
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ensure that this is indeed the case, the CBT-OB therapist should ask the patients if 
they are willing and able to put the programme first among their day-to-day com-
mitments. They should remind the patient that planning meals, buying food, cook-
ing and compiling the Monitoring Records take time—on average 45–60 min a day. 
If this time does not immediately appear to be available, the therapist should help 
the patient make a list of daily activities, putting those that are not a priority on one 
side. In our experience, even the busiest people can find 45–60 min a day to devote 
to the weight-loss programme if they so desire. However, if a patient claims that 
they cannot find the time, the therapist should nevertheless discuss with them the 
pros and cons of starting treatment, thereby giving them an opportunity to reassess 
their priorities. At the same time, the therapist should also try to help in any practical 
way that they can, rescheduling appointment times so that they are compatible with 
the patient’s other commitments.

3.4.6  “To Lose Weight or Not to Lose Weight” Questionnaire

The “To Lose Weight or not to Lose Weight” questionnaire (Fig. 3.1) is designed to 
assess a patient’s degree of motivation not only to lose weight but also to change 
their eating habits and commit to exercise. It assesses whether a patient is willing to 
consider the treatment a priority, ready to change and agrees with the goal of the 
programme. The questionnaire comprises six questions, measured on a Likert scale 
(0–10); responses for each item are added together and then divided by six. The 
higher the resulting score (from 0 to 10), the stronger the patient’s motivation to 
change. However, it should be noted that a “perfect” score is not necessary for a 
patient to start the programme—a score greater than 6 is more than sufficient. 
Indeed, the motivation of the patients to change is likely to increase with the benefits 
they get from CBT-OB.

Vignette
The patient, a 40-year-old divorced dentist, mother of an 8-year-old-child, 
was very reluctant to start the treatment, because she did not feel that she had 
enough time to dedicate to it. She was working about 7 h a day and spent the 
rest of the day doing housework and looking after her son. The therapist 
reviewed with the patient her daily schedule, and together they realised that 
she might delegate some housework to the nanny and that in reality she spent 
much of the day doing things that she could postpone or delegate to others. In 
addition, the therapist set the sessions 45 min after the end of the patient’s 
working day to facilitate her attendance. In light of this review, the patient 
decided that she would, in fact, start CBT-OB. She later expressed apprecia-
tion not only for the improvement in her eating and physical activity habits, 
and the weight loss she achieved on the programme, but also the improvement 
in her lifestyle in general and the time that she was finally able to dedicate to 
herself.

3.4 Engaging the Patient in the Treatment
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3.4.7  Assessing the Involvement of Significant Others

Some research has found that interpersonal relationships can exert a social influence 
on obesity [27]. Significant others may transfer dietary habits that can promote a 
change of weight in adults [28]. For this reason, the therapist should assess with the 
patient the possibility of involving their partner (or anyone that may influence their 
eating and physical activity habits) in the treatment. If the patient feels that this 
would be a good idea, what type of participation they will be asked to contribute 
should be discussed. It is important to underline, however, that in CBT-OB signifi-
cant others are involved only with the consent of the patient, and if both the patient 
and therapist agree that their involvement might be useful to facilitate change in the 
patient’s eating and exercise habits. How significant others may be involved in 
CBT-OB is described in detail in Chap. 10.

How motivated am I to lose weight?

Not at all Completely

0 1 2 3 4 5 6 7 8 9 10

How motivated am I to change my eating habits?

Not at all Completely

0 1 2 3 4 5 6 7 8 9 10

How motivated am I to exercise?

Not at all Completely

0 1 2 3 4 5 6 7 8 9 10

How motivated am I to consider the programme as a priority?

Not at all Completely

0 1 2 3 4 5 6 7 8 9 10

How ready am I to start the programme?

Not at all Completely

0 1 2 3 4 5 6 7 8 9 10

How much do I agree with goals of the programme?

Not at all Completely

0 1 2 3 4 5 6 7 8 9 10

Total score: sum of scores divided by 6  ……………

Fig. 3.1 The “To lose weight or not to lose weight” questionnaire
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3.5  Addressing Concerns and Questions About 
the Treatment

The therapist should always ask the patient to raise any questions and concerns they 
may have about the treatment. Some examples are listed below, together with appro-
priate responses by the therapist.

• Patient: “How much weight will I lose on the programme?”

• Therapist: “The goal of the treatment is to lose between 0.5 and 1 kg a week. The 
weight loss you achieve will depend on the degree of your adherence to the diet and 
physical activity plans. I suggest you focus on a weekly weight loss rather than 
your long-term weight goal, because it is more rewarding and easier to achieve”.

• Patient: “Can I continue to lose weight after the 24 weeks of Phase 1?”

• Therapist: “Yes, you can, although a distinctive characteristic of this treatment is 
to help you to develop and practice skills for maintaining weight. It is for that 
reason that the programme suggests you stop any attempt at weight loss after 
about 24 weeks and instead put all your efforts into weight maintenance. 
However, for now, I advise you to focus your attention only on the changes in 
your lifestyle that will help you to lose weight. We will discuss when to start the 
weight-maintenance phase later in the treatment”.

• Patient: “You are right. It would be better for me to concentrate on weight loss 
for now. However, I like the fact that the programme places so much importance 
on the maintenance of weight. Keeping the weight off was a problem with my 
previous treatments”.

• Patient: “The weekly goals of this programme seem too modest. My orthopaedic 
specialist says I need to lose a lot of weight rapidly so I can have knee replace-
ment surgery”.

• Therapist: “I understand, but losing weight too quickly is associated with a sig-
nificant loss of muscle mass—this may be counterproductive to recovery from 
knee surgery. In contrast, a weight loss of between 0.5 and 1 kg a week produces 
an optimal change in body composition percentages, especially if you include 
regular physical activity to build muscle. In any case, if you agree, I will call your 
orthopaedic surgeon to discuss this issue”.

• Patient: “Thank you. I really appreciate it. Here is the phone number”.

• Patient: “I am afraid of not being able to follow the diet. I am always so hungry”.

• Therapist: “I understand your concerns. However, the programme includes spe-
cific procedures that will help you to tolerate hunger and change your eating 
habits. Set aside your fears, and concentrate your efforts on implementing the 
treatment procedures; if you are having difficulty we can discuss it then”.

• Patient: “I do not have enough willpower to lose weight. I cannot stop eating sweets”.

• Therapist: “Taking control over eating is not a question of willpower. In our 
treatment, willpower is the commitment you put into the programme, which will 
teach you specific skills that will enable you to control your eating”.

3.5 Addressing Concerns and Questions About the Treatment
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• Patient: “I don’t understand”.

• Therapist: “Here’s an example: you can try to prevent boiling water from escap-
ing a pot; you can press down on the lid, but in the end the water pressure will be 
too strong and you will not be able to stop it escaping. This is the approach based 
on willpower. Alternatively, you can lower the flame and reduce the intensity of 
the boil. This is the approach based on skills acquisition”.

• Patient: “Now it is clear. Thank you”.

• Patient: “Is it possible for me to take weight-loss drugs?”

• Therapist: “Yes, it is. However, I suggest that you start the treatment without any 
drugs, so you can decide whether or not you really do need them. I am quite sure 
that if you apply the procedures of the programme, you will not need any drugs 
to control your eating and weight loss”.

3.6  Assessment Outcomes

At the end of the evaluation, the therapist should decide, together with the patient, 
on one of the following treatment options:

• Individual outpatient CBT-OB. This is appropriate for patients with obesity who 
are willing to actively engage in treatment and prefer an individual, rather than a 
group, approach.

• Group outpatient CBT-OB. This is appropriate for patients with obesity who are 
willing to actively engage in treatment and prefer a group, rather than an 
 individual, approach. It is also preferred by some patients because is less expen-
sive than individual treatment.

• Day hospital or residential CBT-OB. These intensive treatments are reserved 
solely for the subgroup of patients with disabling obesity. The appropriateness of 
these treatments is assessed by the Comprehensive Appropriateness Scale for the 
Care of Obesity in Rehabilitation (CASCO-R) [29], as described in Chap. 12. 
Day hospital CBT-OB is appropriate when the CASCO-R score is between 20 
and 25 and residential CBT-OB when the score is >25.

• Additional assessment sessions. With ambivalent patients, the therapist should 
set one additional assessment interview to engage them in the decision to start 
the treatment.

• CBT-OB after a preliminary intervention. If the patient has comorbid clinical 
depression, it is not appropriate to start CBT-OB immediately, as clinical depres-
sion interferes with treatment in various ways. Depressive thoughts prevent the 
patient having any hope of making a change and hinder their ability to engage in 
treatment—an effect that is intensified by their apathy. Moreover, clinical depres-
sion is associated with impaired concentration, which will interfere with the 
reception and retention of information. Hence, it is best for the clinical depres-
sion to be addressed first, with drugs that do not adversely affect eating control 
(e.g. fluoxetine). Once the patient has displayed a full response to this treatment, 
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CBT-OB can be commenced. Likewise, if a patient has coexisting BED, we sug-
gest that patients embark on an initial preparatory stage of 5 weeks derived from 
CBT-E for eating disorders [20], as discussed above. This should help the patient 
regulate their eating and reduce the frequency of binge-eating episodes, as such 
behaviour is counterproductive to any attempt to lose weight.

• CBT-OB with other forms of treatment. In patients who are not convinced about 
the possibility of losing weight through lifestyle modification because several 
such treatments have already failed in their case, the therapist should discuss the 
option of integrating CBT-OB with a weight-loss drug or bariatric surgery (if 
they have severe obesity, e.g. BMI ≥ 40 or between 35 and 39.9 with obesity- 
related comorbidity) (see Chap. 14).

• Advice on avoiding weight gain. If patients do not feel ready to commit to any of 
the above options at this stage, the therapist should advise them to weigh them-
selves on a weekly basis, to avoid weight gain and to get treatment for any risk 
factor and comorbidity associated with their obesity. If the patient chooses this 
option, the therapist should remind the patient that their door will be open when 
they decide they are ready to start CBT-OB.

3.7  Medical Management

The following sections provide some general information for non-medical CBT-OB 
practitioners on the medical management of patients with obesity.

Vignette
The patient, a 55-year-old married lawyer with two children, was referred to 
us by his family doctor. The patient had a BMI of 34 and a waist circumfer-
ence of 115 cm; he was being prescribed an ACE inhibitor for hypertension 
and was also with prediabetes and high triglyceride levels. According to his 
wife, his snoring had recently intensified, and he was probably experiencing 
episodes of sleep apnoea. He had previously attempted to lose weight at the 
ages of 40, 45 and 48, but in all cases, after a weight loss of 5–7% in about 
4–5 months, he gradually regained all the weight lost in about 1 year. In the 
year preceding the consultation, he had gained approximately 5 kg, which he 
attributed to a sedentary lifestyle and a disordered and excessive food intake, 
especially at dinner when he often overate and drank too much wine. However, 
he reported no objective binge-eating episodes or severely negative body 
image, although he was dissatisfied with his body weight and the shape of his 
stomach. He had a weight loss goal of 20 kg, and his primary reason for losing 
weight was to improve his health and physical fitness so that he would not end 
up like his father, who suffered from diabetes and died of myocardial infarc-
tion at the age of 65. The patient was enthusiastic about the nature and goals 
of CBT-OB, in particular the collaborative approach and its focus on develop-
ing a long-term weight-control mindset, and agreed to start individual 
CBT-OB.

3.7  Medical Management
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3.7.1  Points for Non-medical Therapists to Keep in Mind

• The health and safety of patients with obesity are paramount and must never be 
neglected or underestimated.

• Obesity can be associated with several physical complications, and therapists 
must be aware of them.

• Non-medical therapists conducting the Preparatory Phase of CBT-OB should 
always send the patients to a physician for the assessment and management of 
physical complications associated with obesity.

• Non-medical therapists who deliver CBT-OB should make sure that patients 
have a medical doctor who will take responsibility for their medical manage-
ment. The therapists should also exchange contact information with this physi-
cian so that they can liaise if necessary.

• The majority of risk factors and complications associated with obesity improve 
with a 5–10% reduction in weight, the normalisation of eating habits and the 
adoption of an active lifestyle. However, in some cases the medical doctor may 
prescribe pharmacological treatment for some specific risk factors (e.g. hyper-
tension, high fasting blood glucose, hypercholesterolemia, hypertriglyceridae-
mia) to potentiate the effects of lifestyle modification and weight loss.

• There is no need for specific laboratory or clinical tests to make the diagnosis of 
obesity; it is sufficient to measure weight and height (to calculate BMI) and waist 
circumference. However, some in vivo and in vitro diagnostic tests are recom-
mended to assess the presence of risk factors and complications associated with 
obesity.

3.7.2  Recommended Medical Tests

A list of laboratory and clinical tests that should be administered to patients with 
obesity before starting CBT-OB is the following (N.B. non-medical therapists 
should not attempt to interpret the results of these tests and instead defer to the 
medical doctor who is treating the patient):

• Haemachrome with formula (to identify the possible presence of anaemia, leuko-
penia and thrombocytopenia)

• Alanine aminotransferase (ALT), aspartate aminotransferase (AST), gamma- 
glutamyl transferase (GGT) (to assess hepatic function)

• Creatinine (to assess renal function)
• Potassium, sodium, calcium, magnesium and phosphorus (to assess electrolyte 

status)
• Glucose, insulin, LDL and HDL cholesterol and triglycerides (to assess cardio-

vascular risk factors)
• C-reactive protein and fibrinogen (to assess for any an inflammatory condition)
• Thyroid-stimulating hormone (TSH) (to assess thyroid function)
• Vitamin D [25(OH)D] (to assess vitamin D status)
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• Urine analysis (to assess hydration status and detect urinary infections or other 
complications)

• Electrocardiogram (to assess any changes in heart rhythm)
• Systolic and diastolic blood pressure (to detect any hypertension)
• Abdominal ultrasound (in case of suspected non-alcoholic fatty liver disease)
• Pelvic ultrasound (in case of suspected polycystic ovary syndrome)
• Epworth Sleepiness Scale and polysomnography (in case of suspected obstruc-

tive sleep apnoea syndrome)
• Indirect calorimetry (to measure basal metabolic rate)
• Bioelectrical impedance analysis or Dual Energy X-ray Absorptiometry (DEXA) 

(to measure body composition)
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4Module 1: Monitoring Food Intake, 
Physical Activity and Body Weight

Module 1 starts in the first session after the Preparatory Phase and features the fol-
lowing components:

 1. Explaining what the treatment will involve
 2. Educating on energy balance
 3. Establishing real-time monitoring of food intake and physical activity
 4. Initiating weekly weighing
 5. Concluding the session

Exceptionally, the first session is longer than the others and will usually last 
about 90 min.

4.1  Explaining What the Treatment Will Involve

The therapist should start the first session in Module 1 by welcoming the patients 
and reviewing the nature and general organisation of the treatment. Although many 
of these issues should have already been addressed in the Preparatory Phase, it is 
important to explain again to the patient what the treatment will involve, given the 
differences between CBT-OB and the traditional obesity treatments that they may 
already be familiar with. Specifically, the therapist should explain that the treatment 
has two main goals, the first losing weight and the second maintaining the weight 
lost. As the first goal is reached by a large subset of patients and many programmes, 
but the second goal is more difficult, CBT-OB is designed to tackle these goals in 
two distinct phases. In Phase 1 (which will last about 24 weeks), patients should 
focus on the goal of achieving a healthy weight loss, while in Phase 2 (about 
48 weeks) their goal will be to maintain the weight lost (even if they have not yet 
reached their desired weight). As suggested by Cooper et al. [1], it is important for 
patients to commit to maintaining the weight lost in Phase 1 without attempting to 
lose weight in Phase 2 so that they have the opportunity to learn and practise the 

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-319-91497-8_4&domain=pdf
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skills and mindset for maintaining weight in the long term—the most challenging 
and much desired ultimate goal of obesity treatments. In other words, CBT-OB is 
designed to enable and assist patients both to lose and maintain weight, empowering 
them to take control of their own health and BMI.

With this in mind, the therapist should point out that, unlike traditional treat-
ments for obesity—which rely heavily on willpower—CBT-OB will expose them to 
specific strategies and procedures that will help them to improve their adherence to 
the lifestyle habits needed first to lose and then maintain the weight (i.e. diet and 
exercise). This will involve them not only making changes to their behaviour but 
also adjusting their way of thinking. The aim is to develop a “weight-control mind-
set” that will give them greater control over their eating, exercising and weight.

As described in Chap. 1, patients’ unrealistic weight-loss goals are not discussed 
or directly addressed at the beginning of CBT-OB, because our research has found 
that higher weight-loss expectations are associated with greater weight loss [2]. 
However, to prevent the early dropout often associated with higher weight-loss 
expectations [3], the therapist agrees with the patients on short-term weight-loss 
goals, such as a weekly weight-loss rate from 0.5 to 1 kg. Unrealistic weight-loss 
expectations are addressed later on in the programme, in Module 5, but only if 
patients report a decrease in weight-loss satisfaction. Indeed, this is associated with 
poor weight maintenance [2, 4], and it is fundamental that patients start Phase 2 of 
the treatment satisfied with the weight loss achieved at the end of Phase 1.

The therapist should also describe to patients how the sessions will be run, saying 
that they will start with in-session weighing and homework review, discussing the prog-
ress and the obstacles encountered over the past week. Then the patient and the therapist 
will set and work collaboratively through the agenda. Finally, the session will be con-
cluded by agreeing on the homework to be done for the next session, summarising col-
laboratively what has been addressed in the session and setting the next appointment.

As mentioned, the therapist should always emphasise to patients the importance 
of giving priority to the treatment and playing an active role in the attempt to change. 
The benefits of “starting well” and not having any breaks should be pointed out—
namely, that the amount of weight loss in the first 4–8 weeks is a powerful predictor 
of long-term weight-loss outcomes [5]. The fundamental importance of doing the 
agreed homework between sessions should also be stressed at this stage.

The therapist should make sure that the patient is free to ask any questions they 
may have and should do so if they do not understand or disagree with anything that 
is said. In patients who express the feeling that they will never be able to lose weight, 
the therapist should instil the hope that by working together, it will be possible to 
identify and overcome their personal obstacles to weight loss and thereby reach a 
reasonable, healthy weight for them.

Finally, the therapist should take time to address the practical aspects of the pro-
gramme with the patient, such as whether there are any difficulties getting to the 
office and whether the session times are compatible with their other commitments. 
In general, therapists should do their best to address any such obstacle reported by 
patients and exchange (work) phone numbers and e-mail addresses in case there is 
any need to reschedule, etc.

4 Module 1: Monitoring Food Intake, Physical Activity and Body Weight
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4.2  Educating on Energy Balance

A key strategy of CBT-OB is educating patients on energy balance, describing, with 
the aid of handouts, the following points:

• The energy balance is the balance between the amount of calories (kcal) burned 
and the amount of calories consumed.

• From a physical point of view, the “calorie” is a unit of energy measurement 
equivalent to the amount of heat needed to raise the temperature of a litre of 
distilled water at sea level from 14.5 to 15.5 °C.

• The daily energy intake corresponds to the energy (i.e. the caloric) value of the 
foods and liquids that we introduce every day.

• The calorie content of the food depends on its composition in macronutrients. 
The calorie values for the macronutrients are:
 – Protein: 4 kcal/g
 – Carbohydrate: 4 kcal/g
 – Fat: 9 kcal/g
 – Alcohol: 7 kcal/g

• The daily energy expenditure is determined by three major components [6]: (1) 
basal metabolic rate, (2) diet-induced thermogenesis and (3) energy expenditure 
through physical activity.

• The basal metabolic rate is the amount of energy, expressed in kcal, that a person 
needs to keep the body functioning at rest. It accounts for about 60–75% of the 
daily calorie expenditure and may be measured using a test called indirect calo-
rimetry or estimated using the Harris–Benedict equation (see below). It repre-
sents the calories expended by the body to maintain the body’s normal functions 
(e.g. breathing, blood and nerve activity, metabolic and glandular activity and 
maintaining body temperature). The basal metabolic rate is influenced by body 
temperature, food intake, body weight (the higher the weight, the greater the 
expenditure), gender (it is lower in women) and age (it declines by 1–2% per 
decade after age 20, mostly due to loss of fat-free mass over the years).

• Diet-induced thermogenesis (DIT) is the energy required to digest, absorb, trans-
port and deposit food, and in healthy subjects with a balanced diet, it represents 
about 10% of the total amount of energy ingested over 24 h [7] (e.g. if an indi-
vidual introduces 2000 kcal, the DIT corresponds to about 200 kcal).

• The energy expenditure through physical activity accounts for about 20–30% of 
the total daily energy expenditure. It is useful to distinguish between two types 
of physical activity: (1) active lifestyle (i.e. the physical activity that is part of 
everyday life, such as walking around, standing, climbing, cleaning the house, 
gardening, etc.) and (2) formal exercise (i.e. physical activity that involves effort 
and increases heart and respiratory rate, such as swimming, tennis, running, 
etc.).

• A neutral energy balance occurs when the calories taken in through food are 
equal to the calories expended. A neutral energy balance is required to maintain 
weight.

4.2 Educating on Energy Balance
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• A positive energy balance arises when more calories are taken in with food than 
those expended. A positive energy balance leads to weight gain and increased fat 
deposition.

• A negative energy balance is caused by fewer calories being taken in than those 
that are expended. A negative energy balance is necessary to achieve weight loss.

• To lose about 1 kg of body weight, it is necessary to create a negative energy 
balance of about 7000 kcal. In other words, if you wish to lose 1 kg/week, you 
will have to expend 7000 more calories than you take in.

We find that Fig. 4.1 is an effective means of illustrating to patients how the vari-
ous components of the energy balance described above serve to maintain, increase 
or reduce weight.

Energy intake

Foods and liquids 
intake

Energy expenditure

Basal metabolic rate

Diet-induced
thermogenesis

Physical activity

Neutral energy balance - weight is maintained

+

Energy intake

Foods and liquids 
intake

Energy expenditure

Basal metabolic rate

Diet-induced
thermogenesis

Physical activity

Positive energy balance - weight is gained

–Energy intake

Foods and liquids 
intake

Energy expenditure

Basal metabolic rate

Diet-induced
thermogenesis

Physical activity

Negative energy balance - weight is lost
Fig. 4.1 The energy 
balance
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4.3  Initiating Real-Time Monitoring of Food Intake 
and Physical Activity

Self-monitoring of food intake and physical activity is a core procedure of CBT-OB, 
because the greater the use of self-monitoring, the greater the amount of weight lost 
[8, 9]. However, the Monitoring Record adopted as part of CBT-OB (see Appendix 
A) differs from a traditional “food diary”, as it is used to record mealtimes and the 
food, drink and calories that the patients are consuming both in advance and in “real 
time” (i.e. in the precise moment at which the food is consumed). In Module 1, the 
Monitoring Record is used by patients to record their eating in real time, noting 
where the food or drink is consumed; they are also asked to place asterisks in the 
fourth column adjacent to any episodes of eating or drinking that they felt were 
excessive and to use the last column to record any events, thoughts, emotions and/
or physical sensations that influenced their eating at that time. In Module 2 the 
Monitoring Record is also used for planning meals in advance (see Chap. 5).

The therapist should carefully explain to patients how to use the Monitoring Record 
in Session 1, after they have been educated on energy balance. Patients should be 
informed that numerous studies have shown the importance of using self- monitoring 
in the treatment of overweight and obesity and that people who consistently compile 
the Monitoring Record lose more weight than those who do not [8]. Greater weight 
loss seems to derive from a more accurate control of portion sizes and increased 
adherence to the diet and physical activity. The therapist should also tell the patient 
that, by providing a detailed picture of their eating habits in real time, this procedure 
is designed to bring to their attention their individual obstacles to weight loss (e.g. 
comfort eating). Moreover, by making them aware of what they are doing while they 
are eating, monitoring helps them to eat consciously and interrupt dysfunctional and 
automatic eating habits that may seem uncontrollable. This way of eating should con-
tinue until new habits conducive to weight control have become automatic.

Naturally, for successful monitoring, the therapist should provide the patients 
with detailed information on how to calculate the calorie content of foods in kcal. 
To this end, we give the patients a calorie guide [10] and suggest some websites and 
apps that show how many calories are in the foods they are eating. The calorie guide 
is deliberately simple, with foodstuffs listed in alphabetical order and grouped in 
food groups according to classical divisions; it reports only the amount of calories 
and fat in 100 g of food or the average amount calorie per serving (e.g. an average 
apple). Since people tend to underestimate their food intake [11], the therapist 
should suggest that patients adjust their estimate upward when they are uncertain 
about how much they have eaten. To reinforce this skill, we also do in-session calo-
rie counting exercises with patients until they learn to rapidly calculate the calorie 
content of foods. Patients are also encouraged to use known-capacity measuring 
tools, such as cups, spoons and food scales, and taught how to read nutritional infor-
mation labels. Practical in-session exercises are dedicated to these activities.

The therapist must also train patients how to calculate a rough estimate of their 
energy expenditure. Although this is complex and can only be accurately performed 
with the aid of costly and sophisticated instruments that are generally only available 
in research settings, patients can be taught a simple formula that will provide a 
rough estimate of their daily energy expenditure. In spite of an inevitably high 
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margin of error, this task helps patients to understand how calories are burned and 
enables them to relate these amounts to those they are introducing through food and 
drink. Patients are taught, by means of practical in-session exercises, to estimate 
their daily energy expenditure by adding together the kcals they burn through the 
following components:

• Basal metabolic rate. Measured by indirect calorimetry (if available) or esti-
mated by means of the Harris–Benedict formula [12]

• Diet-induced thermogenesis. Estimated as 10% of the total amount of energy 
ingested over 24 h [7]

• Lifestyle activities (in terms of daily step count). Estimated with a pedometer or 
a digital wristband step counter, which will preferably be supplied by the 
therapist

• Formal exercise. Estimated using the metabolic equivalent of task (MET) table, 
which is provided to the patients [13] (see Table  4.1; a more detailed list of 
 activities and MET intensities can be found on the Compendium of Physical 
Activity website [14]). MET is the ratio of the rate of energy expended during an 

Table 4.1 Examples of physical activity and metabolic equivalent of task (MET) [13]

Physical activity MET
Low-intensity activities <3
Sleeping 0.9
Watching television 1.0
Writing, desk work, typing 1.5
Walking 2.7 km/h, level ground, strolling, very slow 2.3
Walking, 4 km/h 2.9
Moderate-intensity activities 3–6
Cycling, stationary, 50 W, very light effort 3.0
Doing yoga 3.0
Walking, 4.8 km/h 3.3
Calisthenics, home exercise, light or moderate effort, general 3.5
Walking, 5.5 km/h 3.6
Cycling <16 km/h, leisure, to work or for pleasure 4.0
Playing ping-pong 4.0
Dancing 4.5
Golfing 4.8
Cycling, stationary, 100 W, light effort 5.5
Playing volleyball 5.5
Vigorous-intensity activities ≥6
Swimming 6.0
Playing tennis, doubles 6.0
Jogging, general 7.0
Playing football 7.0
Playing tennis, single 7.0
Playing basketball 8.0
Calisthenics (e.g. push-ups, sit-ups, pull-ups, jumping jacks), vigorous effort 8.0
Playing rugby 8.3
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activity to the rate of energy expended at rest. For example, 1 MET is the rate of 
energy expenditure while at rest. A 4-MET activity expends 4 times the energy 
used by the body when it is at rest.

This procedure enables the patient to make a rough estimation of their daily 
energy balance by subtracting their daily energy expenditure from their daily energy 
intake. In our clinical experience, understanding the energy balance motivates 
patients to increase their daily energy expenditure through exercise and reduce their 
energy intake via their diet.

A blank CBT-OB Monitoring Record is provided in Appendix A, while Fig. 4.2 
shows an example of one that has been filled in with a neutral energy balance; we 
use this to illustrate to patients how to use self-monitoring. The therapist should 
provide the patients with 20 blank copies of the Monitoring Record, accompanied 
by written instructions on how to use it (see Table 4.2). Patients are recommended 
to keep their Monitoring Records private but to take them with them wherever they 
go so that they can record their intake in real time, whatever the occasion. Patients 
are also advised to file their Monitoring Records in sequential order in a large ring- 
binder. This will make it easy to review earlier records and compare changes in their 
eating and exercising habits over the course of treatment.

4.3.1  Addressing Concerns and Questions About 
Self-Monitoring

The therapist should always ask the patients to raise any questions and concerns 
they may have about the prospect of self-monitoring. Some examples are listed 
below, together with appropriate responses by the therapist:

• Patient: “I can control what I eat using willpower. I don’t need to use the 
Monitoring Record”.

• Therapist: “Maybe this is true. However, we often eat automatically without pay-
ing attention to what we eat. It is a habit. Recording in real time will help you to 
eat in a conscious way, to interrupt automatic and apparently uncontrollable dys-
functional eating behaviours, and to increase your capacity to decide when, what, 
and how much to eat. Why don’t you give it a try?”

• Patient: “This sounds too hard”.

• Therapits: “Yes, at first it can be challenging, but in a few days it will become 
easier and very useful, because it will help you to improve control over your eat-
ing behaviours”.

• Patients: “I used a food diary in the past, but I did not lose any weight”.

• Therapist: “The Monitoring Record that I have suggested is very different from the 
traditional food diary, in which you report the food eaten several hours afterwards. 
The purpose of monitoring in CBT-OB is to help you to interrupt automatic eating 
behaviours and to understand which factors influence your behaviour, and this 
requires real-time recording of your behaviours, thoughts and feelings”.

4.3 Initiating Real-Time Monitoring of Food Intake and Physical Activity
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Day ............................................... Daily calorie goal ..............................................

A. ENERGY INTAKE

Time Food and drink consumed Calories * Place Comments and contexts

8:00 coffee with 5 g of sugar 20 Kitchen

Office

Office

Office

low fat milk (1.8%) 20 g 10

1 small slice of fruit tart 180

10:30 3 apricots 125 g 35

13:00 rise 90 g 300 Kitchen

sauce with mushrooms 40 g 30

parmesan cheese 10 g 40

frozen spinach 45

olive oil 10 g 90

1 pear 250 g 65

16:30 1 yogurt cream 150 g 150

17:30 2 cookies 15 g 80 *

20:00 soft cheese 100 g 300 Kitchen

potatoes 225 g 190

boiled zucchini 300 g 35

olive oil 20 g 180

1 apple 190 g 80

coffee with 5 g of sugar 20

Daily energy intake 1,850

B. ENERGY EXPENDITURE

Calories

Steps Number   4,351 140

Formal exercise Type   exercise bike minutes  10 76

Forma exercise Type minutes

Basal metabolic rate 1,449

Diet induced thermogenesis (about 10% of the total calories consumed) 185

Daily energy expenditure 1,850

C. ENERGY BALANCE

1,850 – 1,850 = 0

Daily energy intake Daily energy expenditure Energy balance

Monday, February 4th 1,500 kcal

They were on my table 
and I could not resist

101 kg. This is my 
weight at the start of the 
treatment

Fig. 4.2 Example of a completed CBT-OB Monitoring Record
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Table 4.2 Patient’s handout explaining how to use the Monitoring Record

Self-monitoring is one of most important procedures of CBT-OB and has four main aims:
  1. To help you lose more weight
  2. To provide an accurate record of what you are eating, drinking and doing in terms of 

physical activity and to help you understand the factors that influence your behaviour. 
If we understand this, we can find solutions for the things that are making it difficult 
for you to lose weight

  3. To help you change some automatic eating behaviours. You will realise that by 
becoming aware of what you are doing, thinking and feeling in the precise moment that 
you are eating, you will learn that you have the choice to decide what to eat. This will 
help you interrupt some behaviours that now seem automatic and uncontrollable. 
However, remember that you can achieve this control only by doing accurate real-time 
monitoring. Reporting in the Monitoring Record after the fact does not work

  4. To enable you to choose the foods that are best for you to eat and introduce a wide 
variety of foods that are normally excluded from traditional low-calorie diets

At the beginning, you may find writing down everything that you eat, etc. irritating and boring, 
but after a few days, it will become natural and useful
Here are instructions on how to complete your Monitoring Record:
  • Date and day of the week:
   – Here you should write the date and the day of the week

  • Daily calorie goal:
   – Here you should indicate the daily calorie goal, as agreed with your therapist

  • A—Energy intake:
   – Time. In this column you should report the time when you eat and drink
   –  Foods and drinks consumed. In this column you should report in real time all solids 

and liquids that you consume immediately after their ingestion, not at the end of the 
meal

   –  Calorie. In this column you should report the calorie content of the foods and drinks 
that you consume. To calculate the calorie content of the food you eat, you should 
look at your calorie guide and use the following formula:

       kcal content of the food = (kcal in 100 g × g of food to consume)/100
   –  Place. In this column you should record the place where you consumed the food. If 

you are eating at home, you should describe where and how you are eating (e.g. in 
the kitchen, at the breakfast bar or in the living room, with the family, etc.)

   –  *. In this column, you should put an asterisk when you think that you have eaten an 
excessive amount of food and/or eaten without control. In this way, the column of 
asterisks will highlight any episode of overeating or binge eating/drinking

   –  Comments. You should use this column as a diary to record the events, thoughts, 
emotions and/or physical states that might have influenced your eating/drinking. For 
example, if an event triggered an uncontrolled episode of overeating, you should 
report the nature of the episode in this column

   –  Daily energy intake. At the end of day, you should calculate the sum of all the 
calories you consumed through food and drink and report it in this column

  • B—Energy expenditure:
   –  Steps. In this box you should report the number of steps you took throughout the 

day. The number of steps can be measured with a pedometer, which you should wear 
all day and reset in the morning, or with a digital wristband step counter. You should 
calculate the calories you expend through steps using the following formula:

       kcal consumed = weight (kg) × 0.0005 × number of steps

(continued)
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• Patient: “I am afraid of becoming obsessed with food”.

• Therapist: “It is possible that at the beginning you will be more preoccupied with 
food, but in the long term this will help you to become more aware of the events, 
thoughts, emotions, and physical states influencing your eating, and to find solu-
tions for improving your eating control. In any case, the increase of preoccupa-
tions with food is transitory and will disappear within a few weeks”.

• Patient: “Do I also have to record in real-time when I eat out?”

• Therapist: “Yes you do. If you are embarrassed to get your Monitoring Record 
out in a restaurant, for example, you can jot down what you are eating on your 
smartphone or a slip of paper and fill in the Monitoring Record later. Alternatively, 
you could go to the bathroom at intervals to fill in your Monitoring Record”.

Table 4.2 (continued)

   –  Formal exercise. Here you should report the type of formal exercise you did during 
the day and how long (in minutes) that you did it for. Formal exercise is any activity 
that involves effort and an increase in heart rate and respiratory rate (e.g. swimming, 
tennis, running, etc.). You should include a line for each type of formal exercise you 
performed during the day. Remember to remove your step counter during formal 
exercising. To calculate the amount of energy consumed during formal exercise, you 
should use the metabolic equivalent task (MET) table to identify the MET 
corresponding to the physical activity that you did. The following formula should be 
used to calculate the energy you expended during each type of exercise you 
performed:

       kcal consumed = MET × weight (kg) × minutes of physical activity/60
   –  Basal metabolic rate. In this column you should report the value of your basal 

metabolic rate, that is, the amount of energy required at rest with no additional 
activity. If your basal metabolic rate has not been measured through indirect 
calorimetry, you can estimate the basal metabolic rate using the Harris–Benedict 
equation (if you do not want to do the calculation yourself, you can use the 
following Internet address: http://www.bmi-calculator.net/bmr-calculator/metric-
bmr-calculator.php):

        BMR (men) = 66.47 + (13.75 × weight in kg) + (5.003 × height in 
cm) − (6.755 × age in years)

        BMR (women) = 655.1 + (9.563 × weight in kg) + (1.850 × height in 
cm) − (4.676 × age in years)

   –  Diet-induced thermogenesis. In this box you should report the value of diet-induced 
thermogenesis (i.e. the energy consumption that occurs after ingestion of a meal), 
which represents about 10% of the total amount of energy ingested over 24 h (e.g. if 
your daily energy intake was 1800 kcal, your diet-induced thermogenesis was 
180 kcal)

   –  Daily energy expenditure. Here you should report your daily energy expenditure, 
adding together the calories that you burned through your step count, formal 
exercise, basal metabolic rate and diet-induced thermogenesis

  • C—Energy balance
   –  In this box you should report your daily energy balance, which you should calculate 

from your daily energy intake (A) minus your total energy expenditure (B). 
Remember that to lose about 0.5 kg/week, you need to create a negative energy 
balance of approximately −3500 kcal
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• Patient: “Can I use my smartphone or a laptop instead of these forms?”

• Therapist: “That is not a good idea. This Monitoring Record has been specially 
designed to allow you to record not only what you eat but also events, thoughts, 
feelings and physical states that influence your eating. If you use another means 
of recording what you eat, you risk missing information that you will need to 
deal effectively with these influences”.

• Patient: “Do I have to record all the food I eat? That would be very 
embarrassing”.

• Therapist: “Try to record everything. I am here to help you to improve your con-
trol over eating, and I will never judge your behaviour. However, I suggest that 
you do not show your records to other people, as this might affect what you write 
down”.

4.4  Establishing Weekly Weighing

Regular self-weighing is one of most important behaviours associated with weight 
loss and weight maintenance [15], but people with obesity often shift from avoiding 
weighing (when their diet is uncontrolled) to an excessive frequency of weighing 
(when they are on a diet). Needless to say, both of these behaviours are problematic 
[1, 16]. Avoiding weighing does not enable collection of information about weight 
variations and, particularly in individuals predisposed to obesity, is often associated 
with a progressive weight gain. Frequent weighing (e.g. every day or several times 
each day), on the other hand, may create concerns about irrelevant fluctuations in 
weight due to changes in hydration. These, if misinterpreted, may promote a tempo-
rary abandonment of food control, often determined by an all or nothing mode of 
thinking (e.g. “My efforts are useless because my weight hasn’t changed. It is not 
worth continuing this diet”). Checking weight regularly—generally once a week—
is the best approach, as it enables examination of the relationship between eating 

Vignette
The patient, a 60-year-old retired woman, manifested some doubts about her 
ability to use the Monitoring Record and disputed its usefulness for losing 
weight. However, after completing the in-session exercises of calorie count-
ing food intake and energy expenditure, she realised that the task was not as 
difficult as she had believed. She agreed to use the Monitoring Record in real 
time for 1 week to test its utility. In the next session, she reported that self- 
monitoring had helped her to become aware that she eats far more calories 
than what she had thought and that writing down the food she was eating in 
real time helped her to reduce the episodes of overeating during meals. She 
also reported that using a pedometer prompted her to increase her number of 
daily steps, because when, in the late afternoon, she realised that she had only 
taken 2000–3000 steps, she would take a walk for about half an hour.

4.4  Establishing Weekly Weighing
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and weight variations and establishing lifestyle changes necessary to lose or main-
tain weight.

Collaborative weighing is a core procedure of CBT-OB that has been designed to 
educate patients to check their weight at the right frequency, i.e. once a week, and 
to interpret variations in body weight correctly. The procedure involves the patient 
being weighed in their indoor clothing and no shoes on a scale with 0.5 kg intervals, 
to avoid too minute reading of the weight. The number shown on the scale is then 
plotted on a “weight-loss graph” (see the example in Fig. 4.3) and interpreted by the 
patients with the aid of the therapist. Patients are educated in the correct form of 
interpreting changes in their weight—that is, to consider the trend over a period of 
4 weeks. In other words, they are advised to look at five weight measurements (the 
current weight and the four previous ones) on the weight-loss graph, using a trans-
parent ruler to link the current weight with that of 4 weeks before. The therapist 
should say to the patients that this is the only way to really understand whether the 
weight is fluctuating or has in fact decreased or increased.

The two dotted lines on the weight-loss graph represent the recommended 
weekly weight loss of between 0.5 and 1  kg/week. This illustrates to patients 
whether their rate of weight loss is in line with the goals of the treatment. Patients 
are asked also to check their weight at home, if possible the same day as the session, 
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Fig. 4.3 An example weight-loss graph
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and to write this “unofficial” weight and their interpretation on it in the “Comments” 
column of the Monitoring Record. However, it is important for the therapist to 
underline that the “official” weight in the first 8 weeks will be that measured in the 
office. It is not important if there is any difference between the two figures, but this 
difference should remain constant throughout the course of the treatment. In the 
event of any discrepancy, the therapist should suggest that the patient recalibrate 
their personal scale.

4.5  Bringing the Session to a Close

In the last part of the session, the therapist should agree with the patients on the 
homework they will do before the next session. At this stage, this will be to start 
real-time monitoring from the beginning of the next day and weekly weighing. The 
therapist should remind the patient that homework is integral to CBT-OB and fun-
damental to change. Patients should also be informed that suggestions on changing 
eating and physical activity will be discussed in the subsequent session—at this 
stage the focus is on raising awareness of current behaviour. To close the session, 
the therapist should collaboratively summarise the material covered to help patients 
to remember the major points and then book the next appointment.

Vignette
The patient, a 22-year-old woman who had suffered from obesity since child-
hood, had not weighed herself for 5 years, during which she experienced a 
weight gain of about 30 kg. After listening to the therapist’s explanation of the 
weekly weighing procedure, she admitted that she had avoided weighing her-
self because she was very concerned about her body weight and wanted to 
block out the fear of weight gain. However, she agreed that avoiding weighing 
was counterproductive, because she had put on a large amount of weight with-
out being fully aware of what was happening, and, paradoxically, her con-
cerns about weight had increased in the long term. She agreed on the 
importance of starting the weekly weighing, but she reiterated her anxiety 
regarding this task. The therapist empathetically told the patient that he under-
stood her concerns but that weekly weighing was a necessary first step on the 
way to taking back control of her body weight. He explained to her that 
although there was a possibility of her worries about her weight getting worse 
in the short term, they would fade in a few weeks as she gained control over 
her weight. The patient started weekly weighing and in the following weeks 
realised that this procedure helped her to increase her adherence to the meal 
plan. She also realised that her fear of weighing gradually diminished and was 
in fact replaced by curiosity—checking the effect of the changes she had 
made to her eating and physical activity habits became an interesting and 
encouraging, rather than frightening, experience.

4.5 Bringing the Session to a Close
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5Module 2: Changing Eating

This chapter concerns the core strategies and procedures that will need to be imple-
mented in the weight-loss phase of CBT-OB. It is essential that the patient be given 
ample education and chance to practise each, underlining the importance of consis-
tency in these practices to successful weight-loss outcomes.

5.1  In-Session Weighing

The therapist starts CBT-OB Session 2 by weighing the patients. Although in the 
first week of treatment the patients did not receive any recommendations regarding 
losing weight, they will likely have lost some weight as the consequence of the real- 
time recording, which often provides an incentive to reduce food intake. In any case, 
as described in Chap. 4, the therapist should remind the patients that, due to varia-
tions in their hydration status, it will be impossible to perform an accurate evalua-
tion of their changes in weight until 4  weeks have passed—it is not possible to 
interpret a single reading [1].

In the following sessions, after recording the patient’s weight, the therapist 
should ask them about their progress. Any amount of weight loss should be praised, 
being careful always to stress the importance of looking at the trend that has emerged 
over the last 4  weeks. The therapist should also express concerns if there is no 
change in weight over this period and help the patients to identify and address any-
thing that may be preventing weight loss (see Chap. 7 for obstacles to weight loss), 
emphasising that the key factor to losing weight is adherence to calorie restriction.

5.2  Reviewing Records and Other Homework

In Session 2, the therapist should dedicate about 10 min to reviewing collabora-
tively the patient’s Monitoring Record in detail. This review should assess two spe-
cific aspects of recording:

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-319-91497-8_5&domain=pdf
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 1. The process of recording. A review of the recording quality should be undertaken 
by asking patients about their attitude towards this procedure, how it has gone 
from their perspective and whether they encountered any difficulties in record-
ing. Points to investigate are whether their self-monitoring was done in real time, 
whether all episodes of eating and drinking were reported and whether the aster-
isk and comment columns were used correctly.

 2. The content of recording. A review of the recording content should be performed 
in order to assess whether a patient’s calculations of the daily calorie intake, step 
count and formal exercise and diet-induced thermogenesis were accurate. They 
should also be asked whether each day was typical or atypical and what they 
have learned by recording their behaviour (see the Vignette below).

During the review, the therapist should also provide information and advice on 
how to improve reporting and calculation of the caloric intake and expenditure if 
problems are noted. That being said, patients should always be praised for their 
efforts to record, even if it was not done very well. In this case, they should be fur-
ther educated and encouraged to use the Monitoring Record according to CBT-OB 
indications (see Chap. 4). Likewise, if a patient attends the session without their 
Monitoring Records, the therapist should take the blame but investigate the reasons 
why and reiterate the procedure and the rationale behind it (e.g. “Maybe I did not 
explain the importance of self-monitoring very well. Can we review together why it 
is fundamental for losing weight?”).

From Session 3 onwards, the records review is mainly focused on the content of 
recording, using one or two relevant Monitoring Records to identify the patient’s 
individual obstacles to weight loss (see Chap. 7).

Vignette
The patient, a 40-year-old woman who had made many attempts to lose weight 
via a traditional prescriptive biomedical approach, reported numerous episodes 
of “grazing” during the day. At the end of the first session, she stated that she was 
sceptical that using a Monitoring Record could help her lose weight. She was 
also a little annoyed that the session was brought to a close without her being 
prescribed a diet. However, she agreed to perform real-time self-monitoring for 
a week as an experiment that would enable her to figure out if it could help her 
to improve her control over food intake. By Session 2, the patient had lost 1 kg 
and (to the therapist’s surprise) presented with accurate daily Monitoring Records 
compiled in real time. A review of the records clearly demonstrated that her 
weight loss was ascribable to the fact that she had eaten regularly, without graz-
ing. When asked by the therapist about the mechanisms that had helped her to eat 
regularly, the patient confirmed that real-time self-monitoring had helped her to 
improve her control over eating. Moreover, counting calories had helped her to 
realise that she had been eating much more than she had thought and therefore 
encouraged her to limit her intake of high-energy foods. These positive effects of 
real-time self-monitoring on her eating convinced her of the usefulness of the 
Monitoring Records and the accurate use of this procedure.
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5.3  Introducing the Change in Eating

As stated above, the CBT-OB dietary recommendations are designed to produce a 
500–1000 kcal energy deficit per day in order to obtain a variable weight loss of 
about 0.5–1 kg a week. In our clinical practice, we calculate this energy deficit by 
subtracting 250–500 kcal from the patient’s basal metabolic rate (BMR) measured 
through indirect calorimetry and then adjusting the calorie deficit for the individu-
al’s physical activity level. We also educate patients on how to follow a low-energy 
diet (LED) eating plan based on the Italian Mediterranean diet, adapted to both the 
characteristics and preferences of the individual and their metabolic targets. 
Although the Mediterranean diet appears not to produce greater short- or medium- 
term weight loss than diets of other macronutrient compositions [2], the choice to 
adopt this dietary model derives from the fact that it determines better long-term 
weight loss than a low-fat diet [3]. It is also well known for its positive health effects 
[4] and is preferred by the population we treat. However, CBT-OB can be easily 
adapted to different cultures, patient preference and health statuses, as suggested by 
the AHA/ACC/TOS Guideline, by adopting any of the following methods of reduc-
ing food and calorie intake [5]:

• 1200–1500 kcal/day for women and 1500–1800 kcal/day for men (kcal levels 
should be adjusted to the individual’s body weight)

• Any of the evidence-based diets that restrict certain food types (such as high- 
carbohydrate foods, low-fibre foods or high-fat foods) in order to create an 
energy deficit through reduced food intake

Indeed, as described in Chap. 1, our studies in real-world settings have shown 
that the amount of weight loss is associated with an increase in cognitive dietary 
restraint and a reduction in cognitive dietary disinhibition [6], irrespective of the 
(healthy) diet type. For this reason, CBT-OB has introduced some specific proce-
dures to help patients improve their adherence to their particular diet plan by 
increasing their dietary restraint and reducing their dietary disinhibition. These pro-
cedures are explained in the following paragraphs.

5.3.1  Planning Ahead When, What and Where to Eat

The therapist should explain to patients that one of the most effective strategies for 
improving adherence to the meal plan and taking control over eating is planning 
ahead. Indeed, planning in advance what they are going to eat and drink helps 
patients to increase diet structure and limits food choices, thereby reducing tempta-
tion and potential mistakes in calculating energy intake [7]. Moreover, it is one of 
the key procedures in changing eating habits that are automatic and apparently dif-
ficult to change, as illustrated in the Vignette above.

To help patients to improve the quality of their diet, we provide patients with a 
meal plan based on the food exchange lists for meal planning published by the 
American Diabetes Association and the American Dietetic Association [8], adapted 
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for the Mediterranean diet [9] (see Appendix C). The main advantage of the food 
exchange system is that it provides patients with a system that includes a wide selec-
tion of foods, thereby offering variety and versatility to the person who is trying to 
limit their caloric intake. Furthermore, the list provides a framework, grouping 
foods with similar nutrient contents, which can help patients to make substitutions 
on the basis on their preferences without going over their calorie limit. In addition 
to using these lists, however, patients are encouraged to count the calories in the 
planned food, because this may help them to avoid the rigidity and monotony of a 
prescribed diet and to become aware of the caloric content of the food they are 
eating.

Patients are taught how to use the first three columns of the Monitoring Record 
to plan and write in advance when, what and where they are going to eat (see 
Fig. 5.1). The therapist also suggests that patients choose a specific moment of the 
day to do this task, when they have no other chores or distractions. They should 
associate this task with a written shopping list, which will ensure that the food they 
have planned to eat is available. Some patients prefer to plan their meals each morn-
ing before breakfast, others the day before and others every 2–3 days or once a 
week.

5.3.1.1  When to Eat
A key strategy for improving control over eating is adopting the procedure of regu-
lar eating. This procedure, initially developed for the treatment of bulimia nervosa 
[10], has also proven to be very effective in reducing the frequency of binge-eating 
episodes in patients with BED [11] (see Chap. 13).

The therapist should explain to the patient that there is no right or wrong time of 
day to eat and that there are no differences in food absorption at different times of 
the day. However, delaying eating as much as possible increases the risk of having 
an episode of overeating or binge eating. Furthermore, eating regularly at intervals 
not exceeding 4 h provides structure to eating habits (and to the day) and prevents 
any alteration in the planned dietary restriction (e.g. skipping meals) and/or overeat-
ing. The following two behaviours should be adopted in order to ensure regular 
eating [1]:

 1. Eating three meals plus two snacks at planned, regular intervals (of not more 
than 4 h), for example:
 (a) 8:00 am—Breakfast
 (b) 10:30 am—Snack
 (c) 1:00 pm—Lunch
 (d) 4:00 pm—Snack
 (e) 8:00 pm—Dinner

 2. Not eating between planned meals and snacks

The therapist should explain to the patient that regularisation of eating will 
resynchronise their feelings of hunger to specific times of the day, which it will then 
be gradually possible to rely on. Patients are advised that the new eating pattern 
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Day ............................................... Daily calorie goal ..............................................

A. ENERGY INTAKE

Time Food and drink consumed Calories * Place Comments and contexts

7:00 skimmed milk 150 g 69 Kitchen

3 crispbreads 24 g 98

10:30 1 orange 190 g 35

13:00 spaghetti 80 g 282 Kitchen

Office

Office

tomato sauce 50 g 9

parmesan cheese 10 g 40

lettuce 100 g 19

olive oil 10 g 90

1 apple 150 g 80

16:30 1 fruit yogurt cream 125 g 62

20:00 tenderloin 150 g 190 Kitchen

fennel 200 g 18

olive oil 10 g 90

1 apple 150 g 80

Daily energy intake 1,162

B. ENERGY EXPENDITURE

Calories

Steps Number   

Formal exercise Type   minutes  

Forma exercise Type minutes

Basal metabolic rate

Diet induced thermogenesis (about 10% of the total calories consumed)

Daily energy expenditure

C. ENERGY BALANCE

– =

Daily energy intake Daily energy expenditure Energy balance

Monday, February 11th 1,200 kcal

Fig. 5.1 An example of a Monitoring Record used for planning ahead (when, what and where  
to eat)
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should take precedence over other activities and circumstances. That being said, in 
the event of sudden changes in day-to-day commitments, patients should be advised 
to adopt a flexible approach, adapting the time of eating but sticking to the 4-h inter-
val guideline.

If the records show that patients are skipping meals or snacks, they should be 
educated on the potential negative consequences of this behaviour. In particular, 
skipping meals increases the risk of overeating or binge eating and becoming too 
preoccupied with food and therefore undermines dietary restriction. At the other 
end of the spectrum, if patients have difficulty not eating between planned meals 
and snacks, the therapist should suggest that they apply the “things to think and do” 
procedure described in Chap. 7 (Module 4).

5.3.1.2  What to Eat
To start, the therapist should inform the patient that the amount of weight loss is not 
dependent on the qualitative composition of the diet but rather the adherence to 
caloric restriction. A safe weight loss of about 0.5–1 kg/week can be achieved by 
creating an energy deficit of 500–1000 kcal/day. There are two main strategies for 
attaining this energy deficit: (1) following a diet that restricts certain types of food 
(e.g. high-carbohydrate foods, low-fibre foods or high-fat foods) and (2) counting 
the calories in food intake. The approach we use combines these two strategies, sug-
gesting calorie counting and a meal plan based on the Mediterranean diet.

The first step in this approach is agreeing with the patient a daily calorie goal. 
This can be identified through indirect calorimetry (see above) or from the mean 
total energy expenditure estimated by patients in their Monitoring Records (if an 
indirect calorimeter is not available). The therapist should inform the patient as the 
programme progresses to maintain a weight loss of about 0.5–1 kg/week; it may be 
necessary to further reduce the calorie content of their diet in line with the progres-
sive reduction in their basal metabolic rate. However, patents should be aware that 
it is not advisable for them to follow a very low-calorie diet (i.e. a diet with a calorie 
content below 800 kcal/day) because these often lack nutrients, are associated with 
a high risk of overeating and will not help them develop long-standing healthy eat-
ing habits [12]. Patients are also educated that in the first weeks of caloric restric-
tion, it is common to lose a greater amount of weight due to glycogen breakdown 
and loss of water in their tissues (up to 2–3 L) [13] and because their basal meta-
bolic rate will be higher [14].

The second step in our approach is to explain to the patient the rationale behind 
restricting certain types of foods. As previously described, in our unit, we suggest 
that patients follow a meal plan based on the Mediterranean diet because it deter-
mines better long-term weight loss than a low-fat diet [3], is preferred by the popu-
lation we treat and has well-known positive health effects [4]. The therapist should 
explain that the Mediterranean diet contains a healthy nutrient balance, as it ensures 
the daily intake of complex carbohydrates (i.e. pasta, bread, rice) and the correct 
ratio of animal and vegetable proteins (i.e. fish, meat, pulses), as well as healthy fat 
(i.e. olive oil), vitamins, mineral salts and soluble and insoluble vegetable fibre. 
Furthermore, olive oil and fish are rich in monounsaturated and polyunsaturated 
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fatty acids—such as oleic, linoleic and linolenic acids—which are essential for the 
maintenance of cell membrane integrity and the containment of cholesterol levels 
within normal limits. The Mediterranean diet is also rich in antioxidants—like vita-
min E—that prevent damage caused by free radicals in aging, inflammatory pro-
cesses, tumours and atherosclerosis. Moreover, the high content of unrefined 
complex carbohydrates, as well as vegetable protein and dietary fibre, contributes to 
the reduction of blood fats and therefore reduces the risk of cardiovascular dis-
ease—as demonstrated by several epidemiological nutritional studies [4] and a ran-
domised controlled trial [15]. Research also shows that the Mediterranean diet 
improves surrogates of cardiovascular disease such as waist-to-hip ratio, lipids and 
markers of inflammation and reduces the burden—or even prevents the develop-
ment—of breast cancer, depression, colorectal cancer, diabetes, obesity, asthma, 
erectile dysfunction and cognitive decline [16].

The third step in helping the patient decide what to eat is suggesting some gen-
eral dietary guidelines for enhancing the pleasure of eating, the feeling of satiety 
and the quality of the diet, which will protect against common diseases (e.g. heart 
disease, stroke, type 2 diabetes, several common cancers, cataracts, osteoporosis, 
dementia and other age-related diseases). The main informed instruction the thera-
pist should provide in this regard is the following:

• Reduce the intake of certain saturated fats (i.e. butter, fat meat, processed meats, 
whole milk and yoghurt, cheese and many biscuits, cakes, pastries, pies, fast 
food, fried foods, potato chips, crisps and other savoury snacks and tropical oils) 
and avoid trans fats. This may help to decrease the “bad” low-density lipoprotein 
(LDL) cholesterol and reduce the risk of cardiovascular diseases by about 30%, 
in particular if they are replaced by polyunsaturated and monounsaturated fats, 
such as those found in vegetable oils (i.e. corn, soybean, safflower and cotton-
seed oils) [17] and the omega-3 fatty acids found in fish fat, seeds and who-
legrains [18].

• Reduce the intake of processed meat and red meat, in favour of protein from 
healthy sources such as beans, nuts, seeds, fish, poultry and eggs. Processed 
meat, and probably red meat, is carcinogenic to humans. The association is 
mainly with colon cancer, but it also seems to be a factor in pancreatic and pros-
tate cancers [19]. Moreover, getting more protein from plants, poultry and fish is 
linked to a lower risk of heart disease and diabetes. Finally, an adequate daily 
intake of proteins (e.g. 25%) improves weight loss and maintenance, because 
high-protein foods slow the movement of nutrients from the stomach to the small 
intestine; this increases the sensation of fullness and avoids the rapid, steep rises 
and falls in blood sugar caused by refined carbohydrates like those found in 
white bread and potatoes, for example [20].

• Swap refined carbohydrates for wholegrains (e.g. bread, pasta, brown rice, qui-
noa, whole oats and bulgur). This may help to reduce body weight via several 
mechanisms [21], through the lower energy density of wholegrain-based prod-
ucts and the increased feeling of satiety through the fermentation of  non- digestible 
carbohydrates. Moreover, the rich fibre content of complex carbohydrates 
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improves intestinal transit, modulates gut bacteria and slows the absorption of 
carbohydrates and the stimulation of insulin secretion, which may otherwise 
increase the sensation of hunger. If whole carbohydrates are consumed without 
an excess of condiments, they may also help to reduce the calorie intake from fat, 
not to mention expand the range of tastes, textures and colours that are pleasing 
to the palate [20]. What is more, observational studies show that eating high-fibre 
cereals and foods with a low-glycaemic index helps reduce the respective risks 
of an individual developing diabetes and having a heart attack. In contrast, con-
suming soft drinks, white bread, white rice, French fries and cooked potatoes are 
all associated with an increased risk of diabetes, heart attack, stroke and heart-
related deaths [20]. Finally, foods rich in fibre keep the stool soft and bulky and 
thereby help to prevent constipation—a common side effect of low- calorie 
diets—as well as diverticulosis and diverticulitis [20].

• Increase the intake of water-rich foods such as fruits and vegetables. Reducing 
the energy density of the diet is associated with substantial weight loss [22]. 
Moreover, water-rich foods contain large amounts of vitamins, minerals, antioxi-
dants and fibre, whose intake is associated with a reduced risk of hypertension, 
cardiovascular disease, cancer and all-cause mortality [23]. For this reason, it is 
highly recommended that fruit and vegetables are always included in main meals 
and snacks, varying by variety and colour (e.g. dark green, leafy vegetables, yel-
low or orange fruits and vegetables, red or purple fruits and vegetables, pulses 
and peas, citrus fruits) [20]. Potatoes and corn, although vegetables, should be 
considered akin to starches like rice and pasta, since they deliver mostly easily 
digested starch, whose increased intake seems to be linked to weight gain [24].

• Consume nuts (and fruit) as snacks. Although nuts are energy-dense and high- 
calorie, they are excellent sources of proteins, vitamins, minerals and antioxi-
dants. They also improve adherence to a low-calorie diet because they have a 
high satiety value, which leads to strong compensatory dietary responses. They 
are not associated with weight gain—due to the inefficiency of the body in 
absorbing the energy they contain—and evidence suggests that they may even 
increase resting energy expenditure and fat oxidation [25].

• Drink at least 1.5–2.0 L of liquids every day. This may help to prevent the devel-
opment of dehydration associated with caloric restriction. The best drink is 
water, but other healthy alternatives are light tea, chamomile tea, herbal infusions 
and coffee in moderate amounts. It is advisable to limit or avoid altogether sugar- 
sweetened beverages, which contain on average 10% of simple sugars and have 
little nutritional value (i.e. they contain pure calories and are completely devoid 
of the healthy nutrients that may be present in real fruit juices, i.e. vitamins, 
minerals, other phytochemicals and maybe some fibre). Moreover, the simple 
sugars in fizzy drinks trigger rapid and intense rises in blood sugar, which causes 
the pancreas to produce more and more insulin; in the long term, this may 
increase the risk of developing type 2 diabetes [20]. Diet soda can be drunk in 
moderation—people who consume diet soda gain less weight than those who 
consume sugar-sweetened soda—but it should be noted that the sweet taste of 
artificially sweetened drinks may stimulate the brain to increase cravings for 
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more sweet food and drink, which can add up to extra calories. Fruit juice intake 
too should be moderate, because, although it contains water and healthy nutri-
ents, it is easy to consume a large amount; this translates to a lot of sugar and 
thereby increases the daily intake of calories. It is equally important to limit the 
consumption of alcohol because, although in moderate doses (i.e. one drink a 
day) it could offer some protection against heart disease [20], its calorie content 
and its disinhibitory effect on control over eating may compromise weight loss.

• Gradually reduce the amount of sugar (e.g. from two teaspoons of sugar in a cup 
of tea or coffee to one and so on). This should obviate the need for artificial 
sweeteners, which, however, can be used in moderation.

• Limit the use of salt. This is particularly advisable in patients with high blood 
pressure. The taste buds can easily adapt to a gradual reduction of salt, so it is not 
very difficult to reduce the amount normally consumed at a time (provided, of 
course, that processed foods—often high in salt—are avoided altogether).

• Remove all visible fat from meat and skin from chicken and turkey. This helps to 
reduce the fat and therefore calorie content of these foods. Meat and fish should 
preferably be cooked without the addition of fat (e.g. grilled, boiled or steamed) 
and served with vegetables and spices rather than rich condiments and sauces. 
Fried foods should be avoided, but a dash of olive oil with vinegar or lemon is a 
good choice for seasoning vegetables. Accompaniments for pasta and rice should 
predominantly consist of vegetables, without adding fat, although small portions 
of lean meat or fish associated with pasta or rice can be healthy.

• Adopt a consistent pattern of eating (e.g. repeating a similar pattern of eating 
week by week). This helps to establish and consolidate new eating habits, which 
gradually become a lifestyle that does not require a continuous cognitive effort 
to control what to eat.

• Follow a meal plan in a flexible way, introducing favourite foods on occasion. 
This helps to improve control over eating, prevents the sense of deprivation and 
improves gratification. Adopting extreme and rigid dietary rules only increases 
risk of overeating and binge eating; if dietary rules are extreme (i.e. many dietary 
rules requiring constant vigilance), they will inevitably be broken, and the slight-
est deviation from rigid rules may be interpreted as a failure (dichotomous think-
ing) and lead to temporary abandonment of eating control [1].

• Take a multivitamin and multimineral supplement every day. This will prevent 
the onset of any deficiency associated with a low-calorie diet. It also provides a 
nutritional “safety net”, as several ingredients in standard multivitamins (i.e. 
vitamins B6 and B12, folic acid, vitamin D and beta-carotene) are instrumental 
in preventing heart disease, cancer, osteoporosis, memory loss and other chronic 
diseases [20].

The fourth step in instilling healthy eating behaviour is to explain to patients the 
composition of the Mediterranean diet and how the food exchange system can be 
used to make substitutions on the basis on their preferences and the suggestions 
above (Appendix C reports some sample menus of 1200 and 1500 kcal, and the 
foods groups adapted for a Mediterranean-based meal plan). We also provide 
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patients with a book containing menus and recipes if they like to cook tasty and 
low- calorie foods [26]. However, patients are informed that the menus should be 
used as a general guide, because calorie counting (a procedure that they learned 
through the Monitoring Record in the first week of treatment) can be used to create 
an individualised and flexible meal plan according to personal preferences and life-
style. Indeed, it is not realistic to expect to follow a prescribed meal plan for life, 
and the goal of CBT-OB is that patients gradually became therapists of their own 
obesity. The importance of monitoring food intake and calorie counting has been 
demonstrated by several studies which show that the adoption of this procedure is 
associated with greater weight loss [27]. Moreover, in our clinical experience, we 
have observed that patients who count calories become more aware of the calorie 
content of foods and their effects on energy balance and that this awareness helps 
them to choose foods with lower energy density, become more flexible in their 
dietary planning and adhere better to dietary restriction.

The fifth and final step in planning what to eat is discussing how to reduce por-
tion sizes, as making smaller portions of food is a key strategy for controlling weight 
[28]. In general, the therapist should give the patients the following advice:

• Weigh the food before cooking it (if possible).
• Adopt some easy-to-use reference measurements for estimating food portions 

(e.g. a cup for 80 g of rice, a glass for a portion of milk, a tablespoon for 10 g of 
olive oil, etc.).

• Only eat pre-packaged foods that report their calorie content.
• Go to restaurants that serve normal (i.e. small) portions of food.
• Use small dishes (a strategy that helps to reduce the portion size).
• Serve the food only once and in the right portion (no second helpings).

With patients who often eat out or have difficulty in calibrating the exact portions 
or controlling their food intake when they handle food, we discuss the possibility of 
using meal replacements. Indeed, some studies have shown that the use of meal 
replacements is associated with a greater weight loss and better weight maintenance 
[29]; meal replacements may in fact help to reduce food-related stimuli that pro-
mote excessive food intake, because there is less available “free” food at home, the 
portion is already quantified and there is no need to cook.

5.3.1.3  Where to Eat
In the first 4 weeks of CBT-OB, the therapist should suggest patients limit as much 
as possible social occasions in which there is a great exposure to food stimuli, and 
it is difficult to plan ahead what to eat. Indeed, one of the important initial goals of 
CBT-OB is to help patients to develop new eating habits, and this is facilitated if 
they only eat in an environment in which they have full control over what to eat and 
are exposed to as few food-related stimuli as possible (see Chap. 7). Ideally, patients 
should plan to consume as many meals at home as possible or in restaurants where 
they know the menu and calorie composition of the dishes they serve (which makes 
it possible to plan ahead what to eat). When eating at home, patients are encouraged 
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to eat only at the table in the kitchen or dining room. Once the patients have devel-
oped new eating habits and are confident of having control over their eating, how-
ever, they are encouraged not to avoid high-risk social occasions and to accept 
sudden invitations to lunch or dinner—this will be the perfect opportunity for them 
to practise their ability to control what to eat without being influenced by the exter-
nal environment.

5.3.2  Continuing Real-Time Monitoring of Food Intake

Patients should be encouraged to continue real-time monitoring, as it helps to 
change some eating habits that are automatic and improves adherence to the meal 
planning [27]. The therapist should suggest that patients write in their Monitoring 
Record where they plan to eat the meals and snacks. They should then monitor their 
food intake in real time, by putting a tick (✓) next to the food planned and con-
sumed, noting down any planned foods that were not eaten and any foods consumed 
that were not planned. In the event of any deviation from the meal plan, the patient 
is advised to recalculate their calorie intake and to put an asterisk in the “*” column, 
accompanied by a brief description of the associated events, thoughts and emotions 
in the “Comments” column (see Fig. 5.2).

Vignette
The patient, a 50-year-old business man with obesity, type 2 diabetes and 
hypertension, was very resistant to idea of planning when, what and where to 
eat in advance and to eating three meals and 2 snacks a day. When the thera-
pist suggested this procedure, he immediately responded that it would be 
impossible for him to plan his meals in advance because he eats out regularly, 
often with clients, and that he doesn’t eat snacks. The therapist therefore 
asked the patient to review his last seven Monitoring Records and to deter-
mine whether it would have been possible (even if difficult) to plan some of 
the meals in advance. From this review, the patient realised that in most cases, 
he ate in restaurants where he is familiar with the menu and collaboratively 
agreed to a meal plan for the following week. At the therapist’s suggestion, he 
also undertook to include eating snacks as an experiment, to see if these pro-
cedures might assist him to lose weight. In subsequent sessions, the patient 
reported that meal planning and regular eating did in fact help him to improve 
control over eating and decrease food preoccupation. At the end of Phase 1 of 
the treatment, when the therapist asked the patient which procedures had 
helped him to lose a total of 18 kg, the patient stated that the most important 
procedure was regular eating and including snacks in his diet, which he 
declared he would never give up. He also stated that planning in advance had 
become more natural and not so difficult, even though he continued to eat in 
restaurants.
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Day ............................................... Daily calorie goal ..............................................

A. ENERGY INTAKE

Time Food and drink consumed Calories * Place Comments and contexts

7:00 skimmed milk 150 g  69 Kitchen

3 crispbreads 24 g  98

10:30 1 orange 190 g  35

13:00 spaghetti 80 g  282 Kitchen

Office

Office

tomato sauce 50 g  9

parmesan cheese 10 g  40

lettuce 100 g  19

olive oil 10 g  90

1 apple 150 g slice of jam tart 198 80 *

16:30 1 fruit yogurt cream 125 g 62

20:00 tenderloin 150 g 190 Kitchen

fennel 200 g 18

olive oil 10 g 90

1 apple 150 g 80

22:00 Dark chocolate 10 g * Sitting

room

Daily energy intake 1,162 1,335

B. ENERGY EXPENDITURE

Calories

Steps Number   9,737 385

Formal exercise Type   minutes  

Forma exercise Type minutes

Basal metabolic rate 1,417

Diet induced thermogenesis (about 10% of the total calories consumed) 133

Daily energy expenditure 1,935

C. ENERGY BALANCE

1,335 – 1,935 = -600

Daily energy intake Daily energy expenditure Energy balance

Monday, February 11th 1,200 kcal

Weight 92 kg. I’m losing 
0.5 kg a week and I’m 
achieving my weekly 
weight loss goal

The tart was on the 
table, and I was tired. I 
felt the need to grafity
myself

Watching the television, 
I often eat automatically 
and without awareness

Fig. 5.2 An example of a Monitoring Record used for planning ahead and real-time monitoring

5 Module 2: Changing Eating
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5.3.3  Eating Consciously

Another key strategy that may help to improve adherence to caloric restriction and 
interrupt automatic dysfunctional eating habits is suggesting that patients eat con-
sciously, observing their own behaviour during meals. Patients are educated to eat 
slowly, enjoying each mouthful and appreciating the smell, the textures, the colour 
and the taste of food, and adopt a mindset focused on weight control; this will entail 
following the meal plan without being influenced by external (e.g. seeing food, life 
events) or internal stimuli (e.g. craving, need for gratification, hunger, thoughts of 
food, changes in mood). This cognitive approach to eating—facilitated by the real- 
time self-monitoring of food intake— should be adopted by patients until they 
develop new healthy eating habits and can trust their internal hunger and satiety 
signals to regulate their food intake more naturally. The therapist should also inform 
patients that to reach this condition, it will be necessary for them to eat consciously 
for several weeks, until they realise that they have developed new eating habits that 
do not require a strong cognitive effort to maintain. Patients are also encouraged to 
adopt a mindset oriented towards the long-term goals of the treatment (e.g. reaching 
a healthy weight loss and its associated physical and psychological advantages)—a 
cognitive strategy that may help them tolerate the short-term aversive experiences 
(e.g. hunger and craving for high palatable foods) and loss of pleasure (e.g. not eat-
ing chocolate) that may occur when restricting energy intake [20].

5.3.4  Addressing Concerns and Questions About Meal Planning, 
Real-Time Monitoring and Eating Consciously

The therapist should always ask the patients if they have any concerns or questions 
about the procedures of meal planning, recording in real time and eating con-
sciously. Here are some examples of typical concerns and appropriate responses:

• Patient: “I have no time to write in advance when, what and where to eat. Can’t 
I just plan mentally?”

• Therapist: “I know that it may be a little time-consuming to write down in 
advance when, what and where to eat, but I suggest you try it out next week to 
see if it is useful or not in helping you improve your control over eating. Many 
reluctant patients of mine have found that meal planning enabled them to improve 
their adherence to the dietary recommendations and to lose more weight. When 
only planning mentally, it is common to forget when, what and where to eat, and 
you will be more susceptible to environmental and internal eating triggers”.

• Patient: “I don’t like the idea of planning in advance. I prefer to be more sponta-
neous and decide at the last moment when and what to eat”.

• Therapist: “It is difficult to change eating habits without planning in advance. 
Indeed, eating habits like overeating or snacking are often automatic behaviours, 
and planning in advance may help to create a condition that facilitates adherence 
to the meal plan”.

5.3 Introducing the Change in Eating
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• Patient: “I have never eaten three meals and two snacks!”

• Therapist: “Try to use this pattern of eating as an experiment. It has been designed 
to help you to tolerate food restriction and reduce your preoccupation over eating 
and risk of overeating”.

• Patient: “If I start the day eating breakfast, I will eat too much!”

• Therapist: “The weight you lose will depend on your total daily energy intake, 
not when the food is consumed. Try out this regular eating plan for a couple of 
weeks and see how you feel”.

• Patient: “If I eat carbs, I will never lose weight!”

• Therapist: “It is a common belief that to lose weight one has to avoid carbs. 
However, data from several studies shows that there are no differences in long- 
term weight loss between a diet rich or poor in carbs. The key factor is adherence 
to the calorie restriction rather than the specific nutritional composition of the 
diet, and with this programme you will learn several strategies and procedures to 
improve your adherence to the meal plan” .

• Patient: “May I follow the menu without counting the calories?”

• Therapist: “Yes you can. However, I suggest that you count the calories because 
you will become more aware of the energy content of what you eat, and this will 
help you to create an individualised and flexible meal plan, according to your 
preference and lifestyle”.

• Patient: “It is too hard to eat consciously all the time”.

• Therapist: “Yes, it is hard, and a little unnatural. However, it is a procedure that 
you should apply for several weeks if you want to improve your control over eat-
ing. If you adopt this mindset, you will be better able to cope with sudden 
impulses to deviate from your meal plan and to decide consciously what to eat or 
not to eat. Once you have developed new eating habits that do not require a 
strong cognitive effort, you will eat more naturally”.

5.4  Bringing the Session to a Close

As in Session 1, in the last part of this session, the therapist should agree on the 
homework for the next session, which at this stage will be planning in advance 
when, what and where to eat. This should be in line with the identified calorie goal 
(conducive to a weight loss of between 0.5 and 1 kg a week) and include real-time 
monitoring and eating consciously, as well as the homework set in Module 3 (see 
Chap. 6). Patients should also continue to check their weight once a week, both at 
home and in the therapist’s office. Finally, and as always, the therapist should sum-
marise the session collaboratively to help patients remember the main topics cov-
ered and confirm the date of the next appointment.

5 Module 2: Changing Eating
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6Module 3: Developing an Active Lifestyle

Exercise training plays a fundamental role in the management of obesity, and 
weight-loss programmes incorporating some form of physical activity are known to 
be more effective than those that rely on dietary prescription alone [1]. Moreover, 
exercise training limits the loss of fat-free (lean) tissue mass that tends to accom-
pany calorie deficit and reduce abdominal fat [2]. Regular exercise is one of the 
most important factors associated with long-term body weight maintenance [3] and 
is known to produce significant health benefits independent of its effect on weight 
management. Indeed, regular exercise has been associated with significant reduc-
tions in the incidence of cardiovascular events [4], even in high-risk groups [5], and 
also has a protective effect against metabolic diseases (e.g. metabolic syndrome and 
type 2 diabetes); it reduces visceral adipose tissue accumulation, serum triglycer-
ides and blood pressure, not to mention the risk of mortality [6].

6.1  Preparing the Patient for an Active Lifestyle

Although physical activity is of the utmost importance in obesity management, the 
majority of individuals with obesity find it difficult to get the amount of exercise 
necessary for weight loss and long-term control of body weight. This problem is 
compounded by the fact that many obesity therapists have not received adequate 
training in establishing effective communication with patients with a view to pro-
moting radical change in terms of physical activity. However, patients with obesity 
can be encouraged to initiate and maintain regular exercise using simple cognitive 
behavioural techniques, the key principles of which are described in this chapter.

The aim of Module 3 is to help the patient to start and continue regular exercise. 
The relevant strategies are usually introduced in Session 2, after a review of the 
patient’s Monitoring Record and an explanation of the main procedures of Module 
2’s “Changing Eating” (see Chap. 5).

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-319-91497-8_6&domain=pdf
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6.1.1  Assessing a Patient’s Eligibility for Exercise

The majority of sedentary patients with obesity with no signs of significant disease 
can start a moderate-intensity physical activity programme—such as walking 
slowly—with no contraindications [7]. However, non-medical therapists should 
refer patients to a medical doctor for a thorough medical examination before pre-
scribing any type of exercise if they respond “Yes” to one or more questions in 
Table 6.1. If patients answer “No” to all questions, the therapist can be reasonably 
sure that it is safe for them to start becoming more physically active. Patients should 
begin slowly and build up gradually [8], taking note of their blood pressure—if the 
reading is over 144/94, they should see their doctor before becoming much more 
physically active [8]. The functional exercise capacity assessment described in the 
next session is also a good way of determining basic fitness.

6.1.2  Assessing the Patient’s Functional Exercise Capacity

A patient’s functional exercise capacity has traditionally been assessed by asking 
them how many flights of stairs they can climb or blocks they can walk. However, 
patients tend to overestimate or underestimate their actual functional capacity, and 
we therefore prefer to use objective measurements rather than self-reports. The tests 
that we use to determine functional exercise capacity are as follows:

 1. The 6-min walk test (6MWT). This test, whose guidelines have been described in 
detail by the American Thoracic Society [9], measures the distance that a patient 
can quickly walk on a flat, hard surface in 6 min. It evaluates the global and inte-
grated responses of all the systems involved during exercise, including the 

Table 6.1 Questions to assess whether or not the patient requires a medical examination before 
starting to become more physically activea

Yes No
Have you ever had cardiovascular disease (e.g. cardiac infarction, angina pectoris, 
heart attack, cardiac arrhythmia, cardiac valve disease)?
Have you had a stroke or any neurological problem?
Do you suffer from high blood pressure?
Do you suffer from type 1 or type 2 diabetes?
Do you suffer from liver disease?
Do you suffer from renal disease?
Do you suffer from an endocrine metabolic disease?
Do you suffer from severe orthopaedic or skeletal problems?
Have you had any health problem that may prevent you doing physical activity?
Do you think that exercise may be harmful of risky for you?
Indication for medical examination

aIf the patient answers “Yes” to one or more question, a medical examination is indicated before 
any type of physical activity programme is begun

6 Module 3: Developing an Active Lifestyle
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 pulmonary and cardiovascular systems, systemic circulation, peripheral circula-
tion, blood, neuromuscular units and muscle metabolism. Rather than the maxi-
mal exercise capacity, the 6MWT assesses the submaximal level of functional 
capacity—a more realistic reflection of the functional exercise level for daily 
physical activities, which are generally performed at submaximal levels of exer-
tion. According to our data, a cut-off of 470 m can discriminate between patients 
with obesity and reduced lean body mass and those with obesity but no reduced 
lean body mass [10].

 2. The handgrip test. The purpose of this test is to measure the maximum isometric 
strength of the hand and forearm muscles, as measured with a hand-grip dyna-
mometer [11]. According to our data, 23.5 kg is a cut-off that can be used to 
distinguish between patients with obesity and reduced lean body mass and those 
with obesity but no reduced lean body mass [10].

 3. The five times sit-to-stand test. This test measures the functional muscle strength 
of the lower limbs and the static and dynamic balance [12]. The test requires the 
patient to sit with their back against the chair and arms folded across their chest 
and then to stand up and sit back down five times as quickly as they can, without 
touching the back of the chair.

 4. The functional reach test. The purpose of this test is to evaluate a patient’s physi-
cal stability [13]. Patients are instructed to stand next to (but not touching) a wall 
with their dominant arm raised to shoulder height (90° of shoulder flexion) and 
their fist closed. They should then reach with this fist as far forward as they can 
without taking a step. Scores are determined by assessing the reach distance, i.e. 
the difference between the starting and ending positions.

6.1.3  Strategies for Motivating Patients to Exercise

The adoption of an engaging style—by means of the strategies detailed described in 
Sect. 3.4.1—is vital for motivating patients to exercise. The CBT-OB therapist 
should always assess the motivation of the patients to exercise, proposing an achiev-
able physical activity programme using a collaborative style and showing empathy 

Vignette
The patient, a 55-year-old businessman with central obesity (body weight 
90.0 kg, BMI 35.0, waist circumference 155 cm) was assessed for physical 
activity eligibility before starting Module 3. The therapist helped him to com-
plete Table 6.1, and the patient reported that in the past he had been seen by a 
cardiologist due to hypertension and that he was currently being prescribed 
pressure-lowering drugs. For this reason, the patient was referred to his cardi-
ologist in order to determine his eligibility for exercise. The appropriate test-
ing (EKG under stress), performed under medical supervision, revealed no 
contraindication to exercise, and the therapist was therefore able to administer 
the above physical fitness tests to the patient.

6.1 Preparing the Patient for an Active Lifestyle
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for the patient’s difficulties in exercising. The therapist should validate each patient’s 
experience but within the framework of a balance between acceptance and change, 
firmness and empathy. It is advisable never to address resistance to exercise with 
confrontation but with a collaborative evaluation of the variables involved in main-
taining a sedentary life. As in the Preparatory Phase, the therapist should make a 
functional analysis of the pros and cons of increasing physical activity, eliciting 
each person’s own reasons for change and highlighting the advantages of regular 
exercise. The therapist should always foster self-efficacy in a patient by underlining 
that the physical activity programme has been designed to especially to be both suit-
able and achievable for them.

6.1.3.1  Educating on the Benefits of Regular Physical Activity
It may promote a patient’s engagement in increasing their physical activity level to 
provide them with information about the general benefits of exercise and their spe-
cific need to increase their level of physical activity in order to achieve long-term 
body weight control. To this end, the topics described in Table 6.2 should be covered 

Table 6.2 Main topics to cover when educating patients with obesity about exercise

Physical activity increases energy expenditure

• The amount of energy expended depends on the intensity and duration of activity, and the 
muscle groups involved, i.e. the more and the longer the patient exercises, and the more 
muscle groups they involve, the more calories they will burn off

Physical activity may help preserve fat-free mass during weight loss
• About 75% of body weight lost by dieting alone is composed of adipose tissue (which is 

good), with the remaining 25% being lean, or fat-free, mass (which is not) [15]. Exercise 
may, however, alter this ratio in favour of preserving fat-free mass

Physical activity alone results in minimal weight loss
• Although exercise does help lose weight, unless this is accompanied by a low-calorie diet, 

this will be minimal (an average of 2 kg less with respect to controls) [16]
Physical activity plays a fundamental role in the maintenance of weight loss
• Several studies have found that continued regular exercise is associated with successful 

long-term body weight loss [3]
• However, considerable physical activity is necessary for weight-loss maintenance. The 

amount of physical activity required to reduce the rate of body weight regain is walking 
briskly 75 min/day (equivalent to burning about 2500 kcal/week) [17]

Exercising at home improves adherence to physical activity
• Long-term adherence to a walking programme was better in participants who were merely 

asked to walk in their own time rather than to participate in a supervised on-site 
programme [18]. Furthermore, home-based physical activity programmes seem to be 
associated with greater long-term weight loss than group-based programmes [18], in which 
barriers to exercising (e.g. cost, time constraints and embarrassment) may reduce 
attendance

Body weight maintenance can be achieved either with programmed activities or by changing 
lifestyle habits

• Increasing daily lifestyle activities is as effective as a structured endurance exercise 
programme in maintaining long-term weight loss [19]

Physical activity improves body image and psychological wellbeing
• Participants in exercise-intervention clinical trials report a more positive body image and 

psychological wellbeing post-intervention compared to non-exercising control participants [20]

6 Module 3: Developing an Active Lifestyle
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interactively. Another effective strategy for promoting a patient’s engagement in 
treatment is to give them detailed written information about the aims, duration, 
organisational procedures and expected results of lifestyle modification [14].

6.1.3.2  Assessing Individual Exercise Levels and Barriers to Change 
in a Non-judgmental Way

The CBT-OB therapist should empathetically enquire (rather than assume) how 
patients judge their current level of physical activity and whether they believe that it 
will be sufficient in their attempt to lose or maintain body weight. If, as is usually 
(but not necessarily) the case, patients report being sedentary, the therapist should 
ask them the reasons for their sedentary lifestyle and about any barriers to exercise 
they perceive that should be taken into consideration when designing their person-
alised physical activity programme.

In general, many barriers reported by our patients are shared with individuals 
without obesity and include low motivation and perceived self-efficacy, no history 
of learning to exercise, lack of coping skills and aversive environmental features—
such as poor access to gyms or other facilities, high costs of training programmes, 
low social and cultural support and time constraints [21].

Other more specific barriers to individuals with obesity include low fitness, phys-
ical conditions (e.g. arthritis, obstructive sleep apnoea), boredom and lack of stim-
uli, laziness, negative comparisons with others, shame associated with exposing 
their body, weather constraints and fear of injury or death. Furthermore, it is impor-
tant to bear in mind that women with obesity tend to report lower pleasure ratings 
during exercise of increasing intensity, and lower energy scores immediately after 
exercise, than women without obesity [22].

6.1.3.3  Involving the Patient Actively in the Decision to Change
The CBT-OB therapist should encourage patients to think about their personal rea-
sons for and against exercising. It is best to start by asking patients to list the cons 
of changing—whether sedentary life provides them with perceived advantages that 
they are afraid or unwilling to lose. Subsequently, patients should be asked to evalu-
ate the pros; at this stage, clinicians should encourage patients to reflect on both the 
short- and long-term effects of exercise on their physical and mental quality of life, 
as well as their ability to control their body weight. For future reference, the list of 
pros and cons should be written down in table form (Table 6.3).

Table 6.3 An example table of the pros and cons of change

Reasons not to exercise Reasons to exercise
I will have to exercise even when I don’t feel to like it
I will have to overcome my laziness
I like to rest when I have free time
I feel very tired when I exercise
I will have less time to play chess—my hobby
I will be tired all the time
I will be embarrassed if other people see me 
exercising

I will lose more weight and keep it off
I will be in better shape
I will improve my health
I will meet new people
I will be happier
I will be more physically attractive
I will increase my self-confidence

6.1 Preparing the Patient for an Active Lifestyle



80

The pros and cons of change table should then be analysed in detail with the 
patient. During this discussion, the CBT-OB therapist should focus the patient’s 
attention on their long-term goals, not just on their immediate future. Every reason 
to change should be reinforced. It is also important to deal with the cons of chang-
ing—the aim being to help patients to come to their own conclusion that exercise 
will be necessary to for them to control their body weight in the long-term and to 
reduce the medical and psychosocial complications associated with obesity.

6.2  Types of Exercise Recommended by CBT-OB to Increase 
Levels of Physical Activity

One of the primary goals of CBT-OB is to help patients to gradually develop an 
active lifestyle, concentrating on the physical activities that are part of everyday life 
(such as walking, standing, climbing, cleaning the house, gardening), as this helps 
to improve body composition and cardiorespiratory fitness and is associated with a 
better weight-loss maintenance [23]. However, lifestyle activities alone do not 
improve other important components of the physical fitness, such as muscle strength 
(i.e. the muscle’s capacity to exert force against resistance), endurance (the ability 
to perform a specific muscular action for a prolonged period of time), body compo-
sition (the percentages of fat mass and fat-free mass), flexibility (the ability to move 
joints effectively through a complete range of motion) and neuromotor fitness (the 
ability of the nervous system to communicate with the musculoskeletal system, 
which affects balance, coordination and agility) [24]. For this reason, we recom-
mend that patients associate an active lifestyle with simple exercises (see Sect. 
6.2.2) selected to improve specific components of their physical fitness, bearing in 
mind the results of the previous assessment.

Formal exercise is the physical activity that involves effort and increases heart 
and respiratory rate (such as swimming, tennis, running, etc.). Although formal 
exercise is associated with improvement in general health conditions, it is suggested 
only to CBT-OB patients who are motivated to start it or that already do some.

6.2.1  Strategies for Developing an Active Lifestyle

Unlike diet, exercise adherence tends to increase the less structure is imposed—pre-
sumably through a reduction in the barriers to exercising (e.g. lack of time or finan-
cial resources) [25]. Hence, the exercise recommended as part of CBT-OB is 
primarily focused on helping patients to increase the level of physical activity 
involved in daily activities.

6.2.1.1  Reducing Sedentary Activities
The first strategy that we suggest to patients for developing an active lifestyle is 
reducing sedentary activities. There are many ways in which this can be achieved 
(see Table 6.4), and the strategy should be personalised on the basis of a patient’s 
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lifestyle and habits. For example, a housewife with obesity could be encouraged to 
reduce the time she spends watching TV, to take the stairs instead of the elevator and 
to clean the house alone, without resorting to a housekeeper. Similarly, a person 
who always uses a car to get around should be encouraged to use the car as little as 
possible and begin to get around by bike.

Patients should be educated that developing an active lifestyle by reducing sed-
entary activities has several positive consequences. Moreover, it is easy to adopt, 
takes little time, does not require special clothes or equipment, easily becomes a 
habit over time and makes a person feel better both physically and mentally.

6.2.1.2  Increasing the Daily Step Count
The second strategy we suggest that patients adopt as part of developing an active 
lifestyle is to gradually increase the number of daily steps until they reach the goal 
of 10,000–12,000 steps per day. This will produce a calorie deficit of at least 
400 kcal/day—an amount of exercise that promotes weight loss, maintains muscle 
mass and prevents weight cycling [26].

However, patients should be discouraged from increasing their step count too 
rapidly, as this may cause skeletal pain and a return to a sedentary lifestyle. An 
action plan that can be suggested to patients is using a pedometer to check their 
habitual daily step count (i.e. the number of steps at baseline) and then to gradually 
increase their daily steps each week (i.e. the first week 5000 steps per day, the sec-
ond week 7500 steps per day and the third week 10,000 or more per day). As regards 
the intensity of walking, we suggest that patients walk without hyperventilating 
(they should be able to have a conversation while they are walking) and without 
feeling musculoskeletal pain.

It is also advisable to discuss with the patient when to walk during the day; we 
suggest that every moment of the day is suitable for walking (e.g. before breakfast, 

Table 6.4 Strategies used to reduce sedentary activities

At home
• Reducing the use of labour-saving devices (e.g. using the body’s energy to mix food, open 

cans, mow the lawn and so on)
• Walking up and down the stairs several times a day (if the house has more than one floor)
• Gardening
• Cleaning the house
• Washing cars by hand rather than at the car wash
At work
• Taking the stairs instead of the elevator
• Taking a walk during morning and mid-afternoon breaks
• Raising the body off a chair by bearing weight on the arms or hands (if they sit for many 

hours a day)
Transport
• Walking rather than driving a car
• Parking farther away in the parking lot
• Avoiding shortcuts and introducing detours when walking
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after lunch, during breaks, at the end of the day before returning home and/or after 
dinner or late in the evening before going to bed) and that patients should choose the 
time(s) compatible with their own lifestyle. As with changing eating habits, patients 
are also advised to plan in advance when and how long to walk and to adhere to this 
plan, without being influenced by thoughts, emotions and physical states, until this 
behaviour becomes a habit.

Walking can be also replaced by jogging (20–40 min/day), cycling or swimming 
(45–60 min/day), in accordance with a patient’s individual preferences.

6.2.2  Strategies for Improving Physical Fitness

By careful assessment of a patient’s functional exercise capacity (see Sect. 6.1.2), a 
personalised exercise programme and advice can be devised to focus the single 
components of physical fitness that they should add to lifestyle activity enhance-
ment. However, since few clinical teams have the opportunity to collaborate with a 
physical activity specialist, our physiotherapist colleague has developed three sim-
ple exercises—described in Fig. 6.1—that can be recommended to most patients 
with obesity [27]. These exercises are easy to perform and include in their day-to- 
day lives, and patients are encouraged to do them several times during the day (e.g. 
exercise 1 every 30 min at work, to interrupt long periods of sitting in front of a 
computer screen). There are not an exact number of repetitions that should be done, 
but patients should continue each exercise until they feel that the muscles involved 
are a little tired. Once again it is important that not too much is attempted too soon.

Patients who are very motivated to improve their cardiorespiratory, musculoskel-
etal and neuromotor fitness should be assisted by a physical activity specialist (our 
team includes a physiotherapist trained in CBT-OB), who may suggest to them spe-
cific exercises for improving their physical fitness. Our physiotherapists recom-
mend exercises derived from the guidelines published by the American College of 

Vignette
The patient is employed in a post office but, even though he lives nearby, gets to 
work by car; after 8 h of sitting at a desk, he returns home and spends long hours 
watching TV or using the computer. At weekends, he spends most of his time at 
home engaged in sedentary activities. The therapist discussed with the patient 
the importance of developing an active lifestyle, and together they drew up a 
plan for him to reduce his sedentary activities and gradually reach the goal of 
walking 10,000 steps every day. Although initially reluctant, the patient began 
to travel to his office on foot and to use the stairs at work rather than the elevator. 
He also agreed to perform several body raises in his chair a day. This change in 
habits permitted him to increase his daily steps from 2500 to 10,000 in 4 weeks. 
When the therapist asked if he had still any doubts about the importance of an 
active lifestyle, he reported that, although he found it difficult in the first 
2 weeks, he had started to feel better, more energetic and happier and that his 
improved fitness was associated with less difficulty in controlling his diet.
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Sports Medicine (ACSM) Position Stand [7] but adapted specifically for patients 
with obesity, with particular regard to long-term weight-loss maintenance:

• Progressing to a moderate (3–5.9 METs) to vigorous level of cardiorespiratory 
exercise training (>6 METs), equivalent to 200–300 min/week (e.g. brisk walk-
ing). This should be completed in bouts of at least 10 min. In combination with 
a reduced energy intake, this amount of physical activity, which is greater than 
the ≥150 min/week recommended by the ACSM [7], enhances long-term weight 
loss and reduces the risk of weight regain [23].

• Resistance exercises for each of the major muscle groups and neuromotor exer-
cises involving balance, agility and coordination ≥2  days a week. Although 
resistance does not have a significant effect on weight loss (in part because it may 
cause an increase in lean mass), it does have a favourable effect on cardiometa-
bolic risk factors, as well as improving muscle strength and function [23].

• A series of flexibility exercises for each of the major muscle–tendon groups 
≥2 days per week to maintain the joints’ range of movement.

6.2.3  Strategies for Continuing or Commencing Formal Exercise

Most people with obesity find it difficult to do sports, often due to medical problems 
associated with their excess weight (e.g. arthrosis of the knees or hips) and/or 
because they are embarrassed to reveal their body to others. If our patients do not 

Exercise 1

Knee-bends. Patients are 
instructed to bend their 
knees as low as possible 
without feeling pain in 
their joints while keeping 
their back straight. To
reduce the difficulty,
patients may be advised 
to rest their hands on the 
back of a chair. 

Exercise 2

Wall-pushes. The patient
should placing their
hands on the wall and
bend their elbows. For a
proper distance, patients
should be instructed to
have the trunk slightly
forword flexed as a
starting position.

Esercise 3

Free-standing balance. 
The patient should keep 
their balance on one leg 
for as long as possible. 
If the exercise is too
difficult, patients can
be advised to rest their 
hand(s) on the back of a 
chair initially.

Fig. 6.1 Three simple exercises for improving physical fitness in patients with obesity
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like the idea of doing sports, we do not insist, as formal exercise is not the goal of 
the programme. Indeed, patients can lose and maintain weight by adopting a more 
active lifestyle alone. However, if a patient is willing to take up a sport or already 
does one, it is a good idea to encourage this, because formal exercise, besides help-
ing people lose weight, is very effective at improving health in general [28]. In any 
case, patients should be informed that once they do take up a sport, they should 
continue, because its abrupt suspension is often associated with weight gain.

Patients who wish to take up a sport but do not have a precise idea about of what 
type to choose should be invited to write down a list of the sports they would like to 
do and evaluate the pros and cons of each, thinking about the potential obstacles to 
address (e.g. lack of time, non-availability of adequate spaces for a certain type of 
exercise, the need to buy special clothes and equipment, etc.). It is also useful to 
encourage patients to exercise with a family member or friend, to register with a 
club or gym, to buy an exercise bike etc. or to engage a personal trainer, as these are 
all good strategies that can help patients to increase their adherence to regular sport.

6.3  Strategies for Increasing a Patient’s Adherence 
to Exercise

As mentioned above, many patients with obesity may find it difficult to stick to a 
regular exercise regime. Nonetheless, CBT-OB has been designed with this in mind 
and includes several strategies and procedures that should maximise the chances of 
them doing so.

6.3.1  The Problem of Adherence to Exercise

Most individuals with obesity are sedentary, and changing their lifestyle to include 
consistent exercise is not easy. Indeed, they often display considerable aversion and 
low tolerance for exercise—one of the major reasons for the long-term failure of 
treatments for obesity. Hence, a patient’s adherence to physical activity recommen-
dations is one of the most important factors to address.

Available data suggest that the stage of change and the patient’s self-efficacy, 
psychological wellbeing and expectations are the most important psychological 
predictors of adherence to physical exercise. The Stage of Change model—origi-
nally developed to guide the study of smoking behaviour [29]—can be used to clas-
sify five main stages in the path to initiation and maintenance of exercise as follows 
[30]: (1) pre-contemplation (no exercise now and no intention of exercising in the 
next 6 months), (2) contemplation (no exercise, but intention to do so in the next 
6 months), (3) preparation (no exercise, but intention to do so in the next 30 days) 
and action (has been exercising for fewer than 6 months) and (4) maintenance (has 
been exercising for more than 6 months). This theory explains why some patients 
are more responsive than others to exercise counselling; for example, subjects at the 
contemplation or pre-contemplation stages (who have limited or no immediate 
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intention to exercise) are generally less receptive than those in the preparation stage 
(who intend to exercise and may have already given it considerable thought).

Likewise, perceived self-efficacy is a consistent predictor of physical exercise 
adherence; it is defined as the degree of a person’s belief in their capabilities to 
produce designated levels of performance [31]. In other words, perceived self- 
efficacy is the extent to which an individual believes they are capable of implement-
ing a behavioural change—in this case increasing the level of physical activity. 
Self-efficacy therefore plays an important role in achieving healthy behavioural 
change [32] and should be encouraged by CBT-OB (building a trusting relationship, 
setting achievable goals, etc.).

The initial psychological wellbeing perceived by the subject seems to be another 
important psychological factor influencing exercise adherence. Indeed, poor initial 
psychological wellbeing and the mental stress associated with exercise (training) 
may reduce the limited energy normally available for self-change even further [33]. 
In addition, poor psychological wellbeing may have a negative influence on self- 
efficacy, thereby contributing to an increased likelihood of attrition [32].

Finally, unrealistic expectations also seem to be a major determinant of a 
failure to change behaviour. Several studies have shown that subjects scoring 
high on a measure of expectancy (but low on self-efficacy) displayed higher 
rates of attrition [34].

The interaction between these cognitive processes has been investigated by one 
study assessing the comprehensive role of expectation, self-efficacy, stage of change 
and psychological wellbeing in adherence to an exercise programme. This study 
revealed that participants who completed the course had lower baseline expecta-
tions of change, which made it easier for them to reach their targets, with respect to 
those who dropped out [35]. Unsurprisingly, this achievement led to an improve-
ment in perceived self-efficacy in completers, a factor that tended to deteriorate in 
dropouts. These findings suggest that unrealistic and overly optimistic expectations 
may lead to dissatisfaction and attrition in exercise programmes. It is therefore 
essential to bear in mind these cognitive processes when suggesting to a patient with 
obesity that they increase their level of physical activity.

6.3.2  Tailoring Activity Goals to Individual Patients

The CBT-OB therapist should always assess whether the suggested exercise is phys-
ically and psychologically feasible for patients, taking into account all the relevant 
obstacles that emerged at the assessment stage. Accordingly, the therapist should 
actively assist patients in developing an achievable exercise plan and provide them 
with the cognitive and behavioural skills to enable them to modify their sedentary 
habits. Recommendations should not be given as generic prescriptions but tailored 
to each patient’s preferences and ability. Indeed, as already mentioned in this chap-
ter, exercise adherence tends to increase when less structure is imposed, presumably 
as this throws up fewer obstacles. The research shows that patients are more likely 
to engage in physical activity when instructed to do so on their own at home than 
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when asked to attend supervised, group-based on-site exercise sessions. In addition, 
increasing lifestyle activity results in comparable weight loss but better mainte-
nance than structured, planned activity. Finally, multiple short bouts of exercise 
(10 min each), rather than one long session, may help patients accumulate more 
daily minutes of exercise by providing them with more easily achievable goals. In 
summary, these data suggest that de-structuring helps patients to overcome both 
practical and psychological barriers to exercise [25].

6.3.3  Goal Setting

Patients should be encouraged to set specific and quantifiable weekly physical activ-
ity goals, which should be achievable but moderately challenging. Indeed, achiev-
ing goals is associated with a sense of accomplishment, which is self-reinforcing 
and enhances perceived self-efficacy—a construct associated with long-term 
weight-loss maintenance. The therapist should suggest that patients start with gentle 
exercising and gradually increase to a goal of 200–300  min per week [23]. As 
described in Sect. 6.2.1.2, walking is the preferred exercise, as it is a form of 
unstructured physical activity that may easily be included in the daily routine. When 
discussing this topic with the patient, unrealistic goals should be promptly discour-
aged because they are likely to cause attrition (see Chap. 1).

6.3.4  Self-Monitoring

Self-monitoring of physical activity, alongside food intake and body weight, is one 
of the core procedures of CBT-OB. Self-monitoring raises patients’ awareness of 
their exercise habits, and helps them to identify ways in which they can maximise 
their energy deficit. As described in detail in Chap. 4, physical activity in the form 
of daily step count and minutes of formal exercise should be recorded on the 
Monitoring Record. Patients interested in having a more precise measurement of 
their daily energy expenditure may use an accelerometer—which measures not only 
total energy expenditure over a prescribed period but also the energy expended dur-
ing a particular session of physical activity, the duration and the levels (in METs) of 
the session and the time spent sleeping.

Patients may also benefit from recording events, thoughts, moods and physical 
sensations associated with exercise in the Comments column of the Monitoring 
Record. This strategy may highlight obstacles to exercising, and self-monitoring 
can also be used to provide information for the identification of activity contingen-
cies, which can be targeted for intervention.

6.3.5  Responding to Non-adherence

Long-term adherence to exercise and body weight control can be extremely diffi-
cult, due to a complex combination of biological, environmental and psychological 
pressures. The therapist should therefore congratulate patients on every success 
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they achieve and never criticise failures. Indeed, criticism may produce guilt and 
loss of self-confidence, thereby increasing the likelihood of attrition. Unconditional 
acceptance of a patient’s behaviour and the adoption of a problem-solving approach 
will safeguard the clinician–patient relationship, and the strategies and procedures 
to address obstacles to an active lifestyle are described in detail in the Chap. 7 
(Module 4). This approach will also help patients understand that long-term success 
in body weight management is related to a set of skills rather than willpower alone.
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7Module 4: Addressing Obstacles 
to Weight Loss

Module 4 starts the week after Modules 2 and 3, but the strategies and procedures that 
it introduces should be continued and reinforced until the end of the weight-loss phase. 
It is designed to help patients to identify and address their personal obstacles to weight 
loss. As such, patients are educated on the main mechanisms that maintain excessive 
eating and a sedentary lifestyle. Each obstacle will be incorporated into each patient’s 
Personal Formulation and subsequently addressed, providing them with specific cogni-
tive behavioural strategies and procedures designed to help the patient overcome them.

7.1  Educating Patients on Cognitive Behavioural  
Weight-Loss Obstacles

In Session 3, after in-session weighing and a review of the week’s Monitoring 
Records, the CBT-OB therapist introduces the topic of weight-loss obstacles to the 
agenda. According to CBT-OB, these fall into the following three categories [1]: 
(1)  antecedent stimuli, (2) positive consequences and (3) problematic thoughts.

7.1.1  Antecedent Stimuli

The CBT-OB therapist starts by explaining that the Western environment in which 
we live is full of stimuli that encourage excessive eating and promote a sedentary 
lifestyle. Such stimuli arouse physiological, behavioural, cognitive and/or emo-
tional responses that make it difficult to lose weight. These are called “antecedent 
stimuli” because they produce a subsequent behavioural response—for example, 
excessive eating or the adoption of a sedentary lifestyle. Antecedent stimuli can be 
divided into eating and non-eating stimuli:

• Eating stimuli. These are produced by the presence of food in the environment in 
which we live. The mere sight of food is a stimulus that naturally determines a 
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physiological response: it is enough to see an ice cream or a pastry shop to expe-
rience an involuntary increase in salivation and desire for food—a response that 
is particularly strong in individuals on a diet [2].

• Non-eating stimuli. These include events and changes in mood that encourage 
eating to excess or sedentary behaviours. Examples include negative (i.e. anger, 
anxiety, sadness, boredom) or positive (i.e. joy, cheerfulness) emotions, times of 
day (i.e. the evening, after dinner) and places (i.e. the parents’ house, the arm-
chair), as well as doing certain activities (i.e. watching TV), experiencing physi-
cal symptoms (i.e. tiredness, muscle aches) or practical impediments to exercise 
(e.g. not having the proper clothes or equipment, not having much money, having 
to exercise alone, living too far from the gym). Other non-eating stimuli are less 
easily identifiable, but in some individuals, they are one of the biggest barriers to 
weight loss, favouring both excessive eating and a sedentary lifestyle, and should 
therefore be investigated by the CBT-OB therapist.

The therapist underlines that repeatedly associating an eating stimulus (food) 
with a non-eating stimulus (e.g. watching TV sitting in an armchair after work) 
eventually determines a learned response, called “classical conditioning” [3]. In 
other words, if a person gets into the habit of eating in front of the TV, they are trig-
gered to want food every time they watch TV. Similarly, the repeated association 
between a sedentary lifestyle stimulus (i.e. tiredness) and sitting in an armchair 
encourages the person to always seek to resolve tiredness by sitting in an armchair.

7.1.2  Positive Consequences

Another element that can hinder weight-loss attempts is the gratifying effect of food 
intake and sedentary behaviours. The gratification and pleasure associated with 
food intake results from a complex interaction of biological (e.g. food intake—espe-
cially sweet foods—seems to stimulate the mesolimbic/mesocortical dopaminergic 
reward circuitry [4], the same systems stimulated by recreational drugs), cognitive 
(i.e. the positive expectation of the consequence of food intake [5]) and emotional 
(i.e. the positive or negative emotional consequences of food intake [6]) factors. 
However, the therapist should make patients reflect that some people tend to use 
food as an exclusive or predominant means of gratification and that this behaviour 
could be an important obstacle to weight loss.

To help the patients to understand better the concept of positive consequences, 
the CBT-OB therapist should make use of examples to illustrate that each behaviour 
produces certain consequences; if the consequence is positive, we tend to repeat the 
same behaviour (e.g. “I always go to that restaurant because I like the food and they 
give me large portions”; “Every night I lie on the couch watching TV because it 
relaxes me”), while if the consequence is negative we tend to avoid the behaviour 
(e.g. “I don’t drink coffee because it gives me indigestion”; “Sitting down for a long 
time always makes me feel sluggish”). This process, called “operant conditioning” 
[7], is based on the concept of reinforcement, which can be positive or negative: 
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• Positive reinforcement. This occurs when a behaviour produces gratification or a 
positive subjective response (e.g. “I feel comforted when I eat food I like”; “I’m 
so relieved to be sitting down at last!”) and increases the likelihood that the same 
behaviour will be repeated over time, in the search for the same gratification.

• Negative reinforcement. This occurs when a behaviour is practised to get out of 
an unpleasant situation or to eliminate a negative emotion (e.g. “If I eat some-
thing, I won’t be so ‘angry’”; “I won’t be so tired if I sit down for a while”).

7.1.3  Problematic Thoughts

After having explained the association between eating/non-eating stimuli and prob-
lematic behaviours (i.e. eating when stressed), the CBT-OB therapist should then 
start to describe the influential role that thoughts, beliefs and attitudes towards eat-
ing and exercise can have on emotions and behaviours [8], explaining that the way 
we think can facilitate or prevent the adoption of problematic behaviours.

Thoughts that hinder weight loss are also called “sabotaging thoughts” [9], because 
they lead to behaviours that sabotage any attempt to lose weight. These thoughts are 
mainly automatic, and the person is often unaware of them. They typically occur 
when a patient trying to lose weight by changing their behaviours perceives effort and 
frustration, which they use to justify the maintenance or recurrence of old habits.

The therapist should therefore educate patients about such sabotaging thoughts. 
These may have emerged in the first review of the Monitoring Records, but com-
mon problematic thoughts reported by patients that should be discussed are as fol-
lows [9]:

• Justification thoughts. There are many reasons that patients use to justify exces-
sive eating or sedentary behaviour, but all have the effect of sabotaging the 
attempt to lose weight. Typically, these thoughts start with the phrase: “I eat 
because…” or “I’m not going to do any exercise because…”. Here are some 
examples:
 – “I’m going to eat because I’m celebrating; it’s a special occasion”.
 – “I’m going to eat because I need the energy; it’s been a tiring day”.
 – “I’m going to eat because it’s free; you shouldn’t look a gift horse in the 

mouth!”
 – “This food isn’t very fattening, I can eat a little”.
 – “It would be a shame to let all this food go to waste”.
 – “I’m going to eat this food because I spent money on it”.
 – “I may as well eat because nobody is watching”.
 – “I’m just going to have a snack because I’m stressed/tired/bored/sad/angry”.
 – “Food is the only pleasure I have nowadays”.
 – “I’m too tired to do any exercise tonight”.
 – “I haven’t got enough time to do any exercise today”.
 – “I’m too fat to do any exercise”.
 – “If I do any exercise I will only get hungry again”.
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• Self-critical thoughts. Besides hindering weight-loss attempts, self-criticism pro-
motes deviation from the meal and/or exercise plan. Self-critical thoughts reduce 
self-confidence in the ability to lose weight and may lead to a person giving up 
their attempt entirely. Some examples of self-critical thoughts that may provoke 
this result are:
 – “I’m too weak-willed”.
 – “I’m incapable of sticking to a diet”.
 – “I have no willpower”.
 – “I cannot control myself”.

• Negative predictions. These thoughts are characterised by the prediction that the 
weight-loss attempt will fail. As such, they sabotage the adoption of the behav-
iours needed to lose weight. Typically, negative predictions arise when the patient 
sees that the weight loss they have achieved does not meet their expectations, in 
spite of all their effort. Here are some examples of negative predictions:
 – “I will never be able to lose the weight”.
 – “Even if I manage to lose some weight, I’ll only put it all back on again”.
 – “If I am not losing at least one kilo per week, there is no sense in making all 

this effort to diet and exercise”.
• All-or-nothing thoughts. This type of thoughts almost inevitably leads the 

patients to abandon any attempt to control eating and typically occurs when they 
break a rule that they have set for themselves (as regards eating or exercise) or do 
not see the results (in terms of weight loss) that they feel that they deserve or 
expect. Patients adopting an all-or-nothing style of thinking do not recognise half 
measures—either they diet or they eat to excess; either they are losing weight or 
they will put it on. Here are some examples of all-or-nothing thinking:
 – “If I don’t manage to stick to the diet, I’ll just give up and binge”.
 – “If I don’t lose at least X kilos a month/week, I’ll stop bothering”.
 – “I’ve already eaten a chocolate bar that I didn’t intend to, so today may as well 

be a no-diet day”.
 – “There is no way I will be able to walk for an hour, so I’d be better off just 

sitting here”.

7.2  Introducing the Weight-Loss Obstacles Questionnaire

After having explained the principal cognitive behavioural obstacles to weight loss, 
the CBT-OB therapist can introduce the “Weight-Loss Obstacles Questionnaire” 
(see Appendix D). This is a self-report questionnaire that the patient should fill in 
once a week; it includes key questions that investigate whether or not they are apply-
ing the set strategies and procedures and if any other behaviours or attitudes that 
might hinder weight loss have occurred over the previous week. For every obstacle 
identified, the patients should report on the Questionnaire their opinion of why it 
arose and what mechanisms could be driving the problematic behaviours.

The Weight-Loss Obstacles Questionnaire also investigates an individual’s attitudes 
to weight loss (i.e. satisfaction, self-efficacy and motivation) and the degree of family 
support they are receiving. These questions are designed to help the patient and therapist 

7 Module 4: Addressing Obstacles to Weight Loss



93

to intervene when a dysfunctional attitude regarding weight loss arises (see Chap. 8) or 
to intercede with a view to improving support from significant others (see Chap. 9).

7.3  Creating the Personal Formulation

From Session 4 onwards, until the end of the weight-loss phase, part of each session 
should be dedicated to helping patients identify and address their individual obsta-
cles to weight loss. The patients are actively involved in this task through weekly 
compilation of the Weight-Loss Obstacles Questionnaire and collaborative review 
of their Monitoring Records.

With the aid of the therapist, the obstacles identified are incorporated by each 
patient into their Personal Formulation—a procedural tool that has been specifically 
adapted with a view to personalising CBT-OB. The “formulation” concept is widely 
used in other areas of CBT [10], but not generally in traditional BT-OB. It involves 
creating a visual representation (a flow chart) of the cognitive behavioural processes, 
previously described to the patient (see Sect. 7.1), that may hinder their adherence to 
the lifestyle changes needed to lose weight. Specifically, it includes [11] (1) antecedent 
stimuli, (2) positive consequences and (3) problematic thoughts (see Sect. 7.1, above).

The creation of the Personal Formulation has a number of purposes:

• It helps to engage the patients in the treatment.
• The process of creating the Formulation distances the patients from their prob-

lems. Rather than simply eating to excess or living a sedentary lifestyle, the 
patients are now encouraged to step back and try to understand the problem and 
why it persists, a procedure that can help the patients to develop an interest in 
their behaviours and subsequently to understand how to change them.
The Formulation itself helps the patient to understand that their difficulties in 
losing weight are related to a variety of interacting, self-perpetuating mecha-
nisms, rather than a simple lack of willpower.

• It provides a guide to what needs to be targeted by the treatment, by highlighting 
the main mechanisms that are maintaining the patient’s excessive eating and sed-
entary lifestyle.

• Developing a Formulation is a key procedure in terms of personalisation of the 
treatment, which will determine the implementation of only the strategies and 
procedures that are potentially useful for addressing the patient’s specific weight-
loss obstacles.

An example of a CBT-OB Formulation is shown in Fig. 7.1, while Appendix B 
is a blank formulation that can be used as a template.

The Formulation should be constructed step by step in an unhurried manner, with 
the therapist taking the lead but the patient being actively involved [10]. The 
Formulation should focus only on the main mechanisms that appear to be maintain-
ing the excessive eating and/or sedentary lifestyle in the individual patient. The 
therapist should stress that the Formulation is provisional and will be custom-mod-
ified as needed during the treatment.

7.3 Creating the Personal Formulation
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Once the Formulation has been created, the therapist should discuss its implica-
tions with the patient. One major point to emphasise is that control of neither eating 
nor physical activity is wholly dependent on their willpower. In fact, it can be 
improved by learning specific cognitive and behavioural skills designed to counter-
act the biological, environmental, cognitive and emotional pressures to eating 
excessively and adopt a sedentary lifestyle—the main goal of CBT-OB.

In collaboration with the patient, the therapist should decide which weight-loss 
obstacles to address and in which order. To this end, it is important to note that, like 
CBT-E for eating disorders [10], CBT-OB is administered bearing in mind two key 
principles: first, simple procedures are best, and, second, it is better to do a few 
things well rather than many things badly (“principle of parsimony”).

Antecedent stimuli

Eating stimuli

Having too much junk 
food (like chips, cookies, 
cakes, chocolate, candies 
& carbonated drinks) at 
home

Having too many social 
eating occasion

Non-eating stimuli

Boredom, anxiety, stress

Unhealthy Eating
Behaviour

Problematic thoughts

I eat because I am 
stressed

Eating is the only way I 
have to relax after a hard 
day’s work

When I see sweet foods I 
can’t resist - I haven’t got 
enough willpower

It is not polite to refuse 
food offered by others

When I eat out with friends 
I have no control

Positive consequences

I feel good (the food gives 
me intense feelings of 
pleasure)

I feel better and relaxed

I enjoy eating with others
Picking, snacking, 
eating large amounts of 
food on social occasion

Fig. 7.1 An example personal cognitive behavioural Formulation featuring a patient’s main obsta-
cles to weight loss (based on this formulation, the treatment was focused on reducing eating stim-
uli; addressing boredom, anxiety, and stress; challenging problematic thoughts; and finding 
alternatives to food as a reward) (From Dalle Grave et al. [11]:1–11. Reprinted with the permission 
of Springer-Verlag Italia)
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At the end of the session, patients should be given a copy of their formulation 
and asked to review it before the next appointment, when it will be modified as 
necessary. At each subsequent session, just after collaborative weighing and 
Monitoring Record review, the therapist should ask the patients to complete the 
Weight-Loss Obstacles Questionnaire (when the sessions are held every 2 weeks, 
the patients should fill in the questionnaire at home in the week in which there is no 
session). When a new obstacle is identified, patients are invited to update their for-
mulation to include any newly identified mechanisms hindering weight loss.

The following Vignette is an example of how a personalised formulation can be 
effectively constructed with a patient.

Vignette
Luisa is a 45-year-old high school teacher who began the CBT-OB weight-loss 
programme with enthusiasm but after 2 weeks felt demoralised and inadequate 
because of the difficulties she encountered adhering to the meal plan; as a result 
of this, she tended to overeat. A review of her Monitoring Records showed that 
she was eating more food than she planned at specific mealtimes—namely, 
Sunday breakfast and Tuesday and Thursday afternoon snacks. The therapist 
asked the patient to fill out the Weight-Loss Obstacles Questionnaire and used 
the resulting information to help her address this problem:

• Therapist: “Well, Luisa, if you agree, I would like to analyse with you what 
happened in the situations in which you were not able to stick to your meal 
plan. Can we refer to what you wrote in the Questionnaire?”

• Patient: “Yes, willingly. I feel terrible when I don’t eat what I have planned”.

• Therapist: “I understand what you mean, and that’s exactly why I want us to 
discuss this issue. I would like to analyse these difficult situations together. 
If we can understand how they happen and why, we can find solutions”.

• Patient: “That would be nice!”

• Therapist: “Well, let’s start with the first episode, which occurred at breakfast 
on Sunday morning. You wrote that on that occasion you ate a slice of cake, 
instead of the crispbread you had planned. You report in your Monitoring 
Record that the reason was that there was some cake left over from dinner the 
night before in the kitchen. Can you tell me more about this situation?”

• Patient: “Of course! On Saturday night, my husband and I, just like always, 
had my sister and her husband to dinner. During dinner, I was able to maintain 
good eating control and stick to my meal plan—it was simple because I cooked 
the foods that I planned to eat. My sister, however, usually brings a cake. She 
bakes it herself, and we all love her cakes. I usually have no problem during 
dinner, as I have already eaten my meal and I do not need to eat a slice of cake. 
However, on Sunday morning, when I went to the kitchen to make breakfast, I 
caught sight of the rest of cake, sitting on the counter. I couldn’t resist and had 
a big slice of cake instead of the crispbread I had planned. I’m just greedy!”
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• Therapist: “I understand that this makes you feel bad, but let’s take a look at 
your Personal Formulation (the therapist indicates the Formulation, which is 
on the desk); where should we put this slice of cake in the diagram?”

• Patient: “I think we should put it into the ‘antecedent eating stimuli’ box”.

• Therapist: “Great! You are right! From what I understand, this is a stimulus 
you encounter every Sunday morning”.

• Patient: “Yes, it is”.

• Therapist: “Ok, now let’s try to break this down; when you go to the 
kitchen on Sunday mornings, you always encounter tasty food that does 
not require any preparation. Right?”

• Patient: “Yes”.

• Therapist: “This stimulus drives you to eat something that you had not 
planned and therefore to eat more than you would like. Is that right?”

• Patient: “Yes, just like that!”

• Therapist: “The sight of the cake every Sunday morning and the fact that it 
is a food that you like prompts you to repeat the same behaviour. It is very 
difficult to resist readily available food, especially the food that we like. 
We call this mechanism ‘positive reinforcement’; do you remember? You 
planned to eat crispbread, but instead you ate a slice of cake, as you prefer 
that to crispbread. In the moment this made you feel good because the cake 
was delicious. This positive consequence reinforces your desire to do the 
same thing again next Sunday. Do you see?”

• Patient: “Yes, now it is clear, and it also seems simple to understand”.

• Therapist: “Good! So, we can put this mechanism in the Formulation (the 
patient writes it)”.

• Therapist: “Excellent! Now, before we review the whole thing, I would 
like to discuss with you the other situations in which you eat to excess that 
you have identified”.

• Patient: “Are you talking about the afternoon snacks?”

• Therapist: “Yes, especially the episodes on Tuesdays and Thursdays that 
you noted as problematic. In the Weight-Loss Obstacles Questionnaire, I 
saw that you wrote that the snack you planned was not enough. Can you try 
to help me understand?”

• Patient: “Yes, just like that. On Tuesdays and Thursdays, I always go to the 
gym; I like it because I do an aerobics course with my friends—we have fun, 
and it’s a way to spend time together. Since the course is at 6 pm, I plan my 
snack, usually some fruit, at 5 pm. But then I’m afraid that a piece of fruit 
will not be enough and I add a large slice of bread and jam, though I know 
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it’s too much and I’ll go over my calorie allowance. I feel guilty; I say to 
myself that next time I will stick to the plan, but then it always ends badly”.

• Therapist: “Why do you think that some fruit is not enough?”

• Patient: “I’m afraid of feeling faint, my blood pressure dropping, and not 
having enough energy. Once it happened and it was terrible!”

• Therapist: “You are right. It is bad when you feel that you don’t have 
enough energy. Can you tell me when that happened to you?”

• Patient: “It happened a couple of years ago; I’d had a bad chest infection 
so I was feeling a bit run down. I was still on antibiotics because my GP 
told me I had to finish the cycle. I was back at work, and a friend from my 
gym group called and told me there was a nice new teacher (she smiles), 
and I absolutely had to go to the gym. Although I wasn’t completely well, 
I was feeling much better and so I decided to go. However, after about 
15 min of physical activity, I felt my legs giving way—I got dizzy and had 
to lie on the floor. My friends all gathered round and took me home. It was 
a really awkward and embarrassing situation!”

• Therapist: “Since then, have you ever felt sick in the gym?”

• Patient: “No, but I have always prevented it, by eating something else 
before I go”.

• Therapist: “So your reasoning is more or less this: ‘If I do not eat enough 
before going to the gym I might be sick’. Am I right?”

• Patient: “Yes, that’s right”.

• Therapist: “Hmm… Thinking back over the last 2 years, have you ever had 
to go to the gym without having eaten an adequate snack?”

• Patient: “Now that you mention it… Yes! Sometimes, though not often, 
after dropping my son off at the swimming pool, I’ve been chatting with 
the other mothers and lost track of time. On those occasions, I was running 
late and I had to hurry to the gym without having a snack”.

• Therapist: “Well… and on those occasions, did you have any problems 
during your exercise session?”

• Patient: “To tell you the truth, I do not remember any so… I suppose I was 
fine”.

• Therapist: “Well, this tells us something important”.

• Patient: … (the patient reflects) “Yes, it does. Maybe I can do physical 
activity without any physical problems even if I only eat fruit”.

• Therapist: “If you don’t try you will never find out. It is probable that when 
you felt sick other factors were the cause, not the lack of energy due to the 
lack of food”.
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• Patient: “Yes, I was probably weakened by illness and medicine… Now 
I’m physically fit”.

• Therapist: “Right! Looking at your Formulation, where would you put this 
obstacle?”

• Patient: “It seems to me to be a problematic thought”.

• Therapist: “I agree. Can we try to break it down? Try to think what went 
through your mind when you ate bread and jam after the fruit”.

• Patient: “Probably something like this: ‘I should eat more so I don’t feel 
bad when I’m at the gym’… Of course, I like bread and jam…”.

• Therapist: “That sounds accurate. It seems that you used this thought to 
allow yourself to eat a food you like without feeling too guilty. However, 
by analysing the situation in detail, we have seen that feeling bad during 
physical activity seldom actually happens and that continuing to maintain 
this way of thinking sabotages your attempt to lose weight rather than 
helping you increase your energy at the gym. Why don’t you write this 
example of problematic thinking in your Formulation?”

• Patient: “I will (the patient inserts the problematic though into her 
Formulation)”.

• Therapist: “Well done! Now, we have been able to identify some obstacles 
to your losing weight and incorporate them into your Formulation. As you 
can see, the Formulation helps us to understand what drives you to eat too 
much. We have identified an antecedent eating stimulus and a problematic 
thought, both of which are very powerful. Now, look at the Formulation 
again; where should you focus your efforts if you want to prevent new 
episodes of overeating?”

• Patient: “Undoubtedly by trying to address the obstacles—that is, Sunday 
morning cake and my problem thoughts”.

• Therapist: “Exactly! We will have to find strategies that will help you to 
overcome these obstacles. This Formulation helps us to see that, in order to 
deal with eating to excess, it is necessary first to identify the mechanisms 
maintaining your unhealthy behaviour and then to find appropriate solu-
tions. Your willpower does not come in to it!”

• Patient: “You are right. This makes me feel a lot calmer… (she smiles) 
Maybe I can do it!”

• Therapist: “I would say so! You can do it (smiling)”.
Afterwards, the therapist helps the patient to draw up an action plan to 
address the weight-loss obstacles identified in this way using the proce-
dures outlined in the following paragraphs.
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7.4  Addressing Weight-Loss Obstacles

In this section we report the strategies and the procedures recommended by CBT-OB 
for addressing the main weight-loss obstacles described in Sect. 7.1.

7.4.1  Reducing Environmental Stimuli

Unfortunately, our patients live in an environment that makes it difficult to control 
eating. Environmental stimuli, such as appetising food, that promote excessive eat-
ing are all around, and most people are very busy and surrounded by labour-saving 
devices, which make it difficult for them to get enough physical activity. It is there-
fore essential to train patients to adopt strategies that will reduce their exposure to 
excessive environmental stimulation and thereby facilitate their compliance with 
the treatment.

To this end, patients whose Personal Formulation indicates that environmental 
stimuli are an obstacle to their weight-loss attempt are provided with an exhaustive 
list of counteractive strategies, as shown Table 7.1. The list has been designed to 
include several everyday situations in which people typically encounter unhelpful 
environmental stimuli.

Table 7.1 Environmental stimuli that hinder weight loss and strategies for reducing them

Strategies for reducing eating stimuli
Doing the grocery shopping
• Plan in detail what to buy beforehand (e.g. based on a weekly meal plan)
• Only do the grocery shopping on a full stomach
• Stick to your shopping list and do not buy food that you do not need
• Do not take more money than you need
• Avoid the confectionary aisle and tempting shops
• Stock up on food that requires preparation
Storing food
• Don’t leave food in sight
• Only keep food in the kitchen or pantry
• Store food in pre-established places
• Store food wrapped in foil or dull containers
• Put tempting foods in inaccessible places
Preparing food
• Cook the exact amount of food you need and prepare single portions
• Cook using as little fat as possible
• Don’t taste food during preparation
• Don’t cook when you are hungry
• Chew gum while cooking
• Put cooking utensils in soapy water as soon as you have finished using them

(continued)
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Table 7.1 (continued)

Serving food
• Serve food on individual plates rather than serving dishes
• Don’t put a basket of bread or “nibbles” on the table
• Wait 5 min before having second helpings
• Use small plates
During eating
• Take small bites and chew thoroughly
• Put your cutlery down between one bite and the next
• Always eat meals in the same place
• Always eat sitting at the table or breakfast bar
• Focus on what you are eating
• Focus on the taste of food
• Eat at the same time every day
• Eat according to your meal plan, not according to hunger or eating stimuli
After eating
• Get up as soon as you have finished your meal
• Clear the table right after you’ve finished eating
• If possible leave the kitchen
• If you have coffee after your meal, drink it in the living room
• Do not hoard leftovers
• Wrap usable leftovers in foil
Social occasions (restaurant, friends’ houses, parties)
•  Avoid these occasions if you do not feel ready or if you are having to deal with too many 

high-risk situations (a lot of dinner invitations)
•  Plan calorie management ahead (e.g. eat fewer calories the day before and/or the day after 

the social situation in which you eat with others)
•  Plan how to tackle the difficulties you will encounter in terms of limiting your calorie 

intake
• Order before the others
• Choose low-fat dishes
• Avoid the bread basket and appetisers
• Limit alcohol consumption
• Eat slowly
Strategies for reducing sedentary lifestyle stimuli
• Buy workout clothes
• Plan physical activity (what, who, when and how)
•  Prepare your workout clothes the evening before, and put them where you will see them as 

soon as you get up
• Keep a gym bag in your car so you don’t have to go home to get it
• Set an alarm to remind you it’s time for exercise
• Arrange with a friend to exercise together
• Phone them to remind them of your exercise appointment
• Have a break if you get tired
• Reward yourself after you have done the physical activity you planneda

aRewards should not be food-based (see Sect. 7.4.5)
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After looking at possible ways to reduce exposure to unhelpful environmental 
stimuli, patients are set the relevant homework; we ask them to compile a table of 
how they reacted to such stimuli before the treatment began and, based on the infor-
mation discussed in the current session, what they will do from now on. The thera-
pist should review this table (see example in Table  7.2) with the patient in the 
following session.

Patients are educated that in order to change dysfunctional behaviour, the 
replacement behaviour needs to be implemented consciously, until it becomes a 
new habit. This is why we recommend that patients periodically read their table and 
continue to systematically apply the new behaviours. Generally, patients realise that 
after a “training” period, the new behaviours become spontaneous. But, to help the 
patient better understand how a new behaviour can become a habit, we use the 
example of driving. Learning to drive a car is a very stressful activity because it 
requires the simultaneous implementation of a series of “unnatural” movements. 
For example, when we drive, we have to press down on the accelerator but also keep 
steering, looking ahead of us and in the mirrors, keep an eye out for road signs and 
be ready to brake. At first, we have to consciously think about every single behav-
iour before putting it into action, and this requires enormous concentration, but after 
we have driven for a while, the new behaviours become habitual, and we no longer 
realise how many simultaneous movements and gestures we are performing when 
we are driving—we just drive.

Vignette
Returning to Luisa, the therapist addresses the “antecedent eating” stimulus, 
namely, the Sunday morning cake. Food availability, especially if the food 
is highly palatable and ready to eat, makes it difficult for her to maintain 
control overeating. With the aid of the therapist, and referring to the list in 
Table 7.1, the patient identified the following possible solutions for reduc-
ing that specific environmental stimulus: she could ask her sister to bring 
something other than the cake (e.g. a bottle of wine, which would not be a 
problem for the patient since she is teetotal) or bring a smaller cake that 
would be just enough for Saturday dinner; she could give her sister the rest 
of the cake to take home; she could put the leftover cake in an opaque con-
tainer, in a less accessible place, and give it to other family members at 
Sunday lunch. After evaluating the pros and cons of each potential solution, 
Luisa decided to ask her sister if she would be willing to bring some wine 
instead and only on special occasions (e.g. a birthday or a party) to bring 
a—small—cake and to take home any leftovers. With these strategies to rely 
on, the patient felt very relieved and was able to deal effectively with her 
antecedent eating stimulus.
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7.4.2  Addressing Events Influencing Eating  
and Physical Activity Habits

Reviewing the Monitoring Record and the Weight-Loss Obstacles Questionnaire 
with the patients enables them to see whether changes in eating or physical activity 
have been preceded by certain events. If this is indeed the case, it is useful to analyse 
by which mechanisms the event might have influenced the behaviour, making refer-
ence to the Personal Formulation. This procedure has the aim of helping the patients 
to deal with “trigger” events and moods directly and effectively and to prevent them 
changing eating or physical activity habits. To this end, the therapist should intro-
duce “proactive problem-solving” [10].

Table 7.2  Example of a completed table on reducing exposure to environmental stimuli

What I used to do What I will do now
Doing the grocery shopping
I used to go to the supermarket once a 
week and bought food (often junk food) 
without a shopping list

I will now go to the supermarket three times a week. 
I will plan in detail what to buy and buy only food 
that requires preparation and that I need for my 
meal plan

Storing food
I used to place chocolates and sweets in 
a dish by the TV

I will no longer leave any food in sight

Preparing food
I used to make a large amount of food, 
using a lot of fat and condiments, and 
often tasted the food while I was 
cooking

I will cook the exact amount of food I need and 
prepare single portions. I will use the least amount 
of fat possible, and I will not taste food during 
preparation

Serving food
I used to put all the food on the table on 
large serving dishes, so that family 
members could help themselves

I will avoid placing serving dishes on the table and 
instead serve food on individual plates, like in a 
restaurant

During eating
I used to eat very fast, and I was always 
the first to finish a meal

I will take small bites and chew each one thoroughly. 
I will put my knife and fork down between bites and 
try to gradually increase the time it takes me to finish 
a meal

After eating
I usually stayed at the table after 
finishing the meal and often snacked on 
chocolates or walnuts afterwards

I will avoid staying at the table for a long time, and I 
will stay out of the kitchen after meals

Social occasions
I often used to drink too much alcohol, 
and I ate all the food that was served

I will cut down on (or even avoid) alcohol, and I will 
plan ahead what to eat; I will order first and eat 
slowly

Sedentary lifestyle stimuli
I always used to drive everywhere I will get to work by bike and plan daily physical 

activity
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The proactive problem-solving procedure should be presented in the session in 
which an event associated with a change of eating or exercising habits comes to 
light. The sequence of events that led to this change should be reconstructed in 
detail, exploring the triggering event (e.g. pressure at work, tiredness, having noth-
ing to do all day, etc.) and the subsequent feelings, thoughts and behaviours. The 
therapist should help the patients to see that this sequence could have been inter-
rupted, with the aim of introducing the notion that such disruptions of eating or 
physical activity habits are not inevitable. For example, the sequence of events that 
led to excessive eating on a particular occasion could have been interrupted by 
someone calling the patient to invite him or her out to see a film or to take a walk. 
Moreover, it should be explained to patients that while many problems may seem 
overwhelming at first, if they are addressed systematically via a proactive problem-
solving procedure, it is possible to resolve them in most cases. Effective problem-
solving is a skill which, once learned, permits a person to address negative events 
without overeating or avoiding exercise.

Subsequently, the patient should be trained how to use proactive problem-solv-
ing techniques to address events that might trigger changes in eating or physical 
exercise habits in advance. Effective problem-solving involves the following steps:

• Step 1. Identify the problem as early as possible. Spotting problems early on is 
vital, as the great majority of problems are easier to deal with if they are pre-
empted. For example, if you know you have nothing to do this evening, which 
will likely lead to overeating out of boredom, plan to go to the cinema with a 
friend. It is almost always easier to solve a problem earlier in the day than at the 
last minute.

• Step 2. Understand the problem. Working out the true nature of the problem is 
essential to finding the best solution. If it emerges that there are actually two or 
more co-existing problems, each problem should be addressed individually.

• Step 3. Consider as many solutions as possible. All possible solutions to the 
problem should be considered (“brainstorming”). Some solutions that come to 
mind may seem nonsensical or impractical but should nevertheless be included 
on the list. The more solutions generated, the more likely a good one will emerge. 
Patients who find it difficult to think of potential solutions should consider what 
they would suggest to a friend who is in a similar situation.

• Step 4. Think of the pros and cons of each solution. The likely effectiveness and 
feasibility of each solution should be evaluated.

• Step 5. Choose the best solution or combination of solutions. Interestingly, if 
Step 4 has been conducted thoroughly, choosing the best solution (or combina-
tion of solutions) is usually straightforward.

• Step 6. Act on the solution. The solution chosen should be applied without any 
hesitation.

• Step 7. Review the process of problem-solving. Patients should review how they 
solved their problem the next day to assess if the issue has been resolved and/or 
whether and how the problem-solving procedure could be improved.
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Having explained this procedure, the therapist should encourage the patient to 
address an identified problem (using the first six steps of the problem-solving pro-
cedure) as if it had been spotted in advance. This is crucial practice, and the patient 
should be encouraged to take the lead whenever possible. If time allows, it is advis-
able to identify and address another recent event associated with a change in eating 
in the same way.

As homework, the therapist should ask the patient to practise problem-solving. 
Patients should be instructed to keep a look out over the following days for any 
potential events that could trigger a change in eating and address them in advance 
using the proactive problem-solving procedure. Specifically, once patients identify 
a problem they should write “Problem” in the right-hand column of the day’s 
Monitoring Record and then turn the sheet over and write out the problem-solving 
steps required to address it. Patients should be also advised against problem-solving 
in their head alone, as this is much less effective. The homework should be reviewed 
in the next session and further practice encouraged. Table 7.3 shows an example of 
the proactive problem-solving procedure in action.

Table 7.3 Example of the problem-solving procedure being used to handle events associated with 
a change in eating

Problem!
Step 1. Identify the problem as early as possible
I eat too much when I get home from work
Step 2. Specify the problem accurately
I usually eat too much when I had a very hard day, I’m tired and I have no plans for the 
evening
Step 3. Consider as many solutions as possible Step 4. Think about the pros and cons of 

each solution (+ = pros, − = cons)
Have a hot bath (+) It’s a good idea; I’d relax and at the 

same time I’d get away from the 
temptation of food
(−) None

Watch television (+) None
(−) There is nothing good on tonight, and 
in any case, I often want to snack in front 
of the TV

Call friends to see if they are free (+) This is definitely a good idea. I know 
that when I feel alone, if someone calls or 
comes to see me, I feel better
(−) Everyone might be busy

Do some housework (+) The house would be cleaner
(−) After a long day of work, I’d only be 
miserable and frustrated if I had to clean 
the house; it would only increase my sense 
of loneliness

Take a walk (+) This is also a good idea; it would help 
me to stay away from food, relax and at 
the same time burn calories
(−) None
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7.4.3  Addressing Impulses and Emotions Influencing Eating 
and Physical Activity Habits

Applying the proactive problem-solving procedure helps to prevent predicable 
event-related changes in eating or exercising behaviour, but sometimes impulses or 
emotions are sudden and unpredictable and therefore need to be addressed using 
different strategies. CBT-OB adopts two main strategies for addressing sudden 
mood swings or impulses. The first of these strategies is using the Monitoring 
Record “Comments” column to report, in real time, the nature of the emotional state 
or impulse and a strategy to help “decentre” from these states without changing eat-
ing or deviating from planned physical activity. The second strategy, which should 
be associated with the first, is the “procedure of things to say and do” [1].

“Things to say” involves the patient learning to use phrases that help them main-
tain control whenever they feel they are at risk of deviating from their eating or 
exercise plan. Such phrases are designed to help a patient to tolerate the frustration 
of coping with the impulse and emotion without changing eating or physical activity 
habits and to see the craving for food/hunger/impulse to eat or desire not to exercise 
as transitory and tolerable states. To the same end, patients should also be instructed 
to use “things to do”. To be an effective means of managing these impulses, the 
“things to do” should meet three main criteria: (1) help pass the time (after a while 
the impulse will fade—half an hour should be long enough for this to occur), (2) 
make it difficult to eat excessively from a practical point of view and (3) distracting 
and preferably pleasant. The procedure adopted to facilitate adherence to the physi-
cal activity plan should remind the patient of the commitment they have undertaken 
and stimulate the desire to persevere.

We usually furnish the patients with a list of example “things to say and do” in 
these situations (see Table 7.4) but ask them to create their own list as homework. 
This should be written on an index card (or similar) that they should always carry 
with them. The card should include the things to say and do that they think would 
be useful in helping them to cope with their impulse/mood change. When they feel 
at risk of deviating from their eating or physical activity plan, they should immedi-
ately get the card out and apply without hesitation the things to say and do that seem 
most appropriate on that occasion.

Step 5. Choose the best solution or combination of solutions
Having a hot bath, calling friends and taking a walk if they are not free
Step 6. Act on the solution (write the date, the day and the situation)
Tuesday January 20th. I came home from work. I first took a hot bath, then I called two 
friends, neither of whom was free, so I went out and took a 45-min walk; once I was back 
home, my desire to eat had faded, so I watched a little television and then went to sleep
Step 7. Review the process of problem-solving
I did a good job, but I have to think about taking up a hobby, preferably involving other 
people, that would keep me occupied in the evenings

Table 7.3 (continued)

7.4 Addressing Weight-Loss Obstacles



106

7.4.4  Addressing Problematic Thoughts

Patients are educated that the first step in addressing problematic thoughts effec-
tively is to recognise them in real time. To this end, the therapist should first help the 
patients to identify thoughts that are hindering their weight loss whenever a 
Monitoring Record indicates that there is a deviation from the meal or physical 
activity plan. In this event, the therapist should ask the patient something like this: 

Table 7.4 Examples of things to say and do to handle sudden impulses to eat or deviate from the 
physical activity plan

Things to say
Eating
• No choice (I cannot change my schedule)
• Hunger is not an emergency; I can tolerate it
• Think how healthy I will be when I reach my weight-loss goals
• Reflect on the negative consequences of overeating
• I do not want to let myself down
•  Desire for food is like a wave; it gets bigger and stronger until it reaches its peak, then 

diminishes in intensity
• Think of the reasons that led me to stop eating too much
• It’s tough, but I can do it
• I’m following a scientific programme that helps me to keep control over my eating
• Hunger is powerful, but sooner or later, it will go away
Physical activity
• I want to be more physically active
• If I overcome the initial difficulties of starting exercise, then I will feel better
• The more I train, the easier it will be to do physical activity
• I will start exercising now, and I will finish my set
• Feeling fit is very pleasurable
• I know I can do it!
Things to do
Eating
• I will immediately walk away from food stimuli
• I will call a friend
• I will take a walk
• I will wait until the desire for food diminishes
• I will not eat for 1 h
• I will read a book
• I will listen to my favourite music
• I will slap a cushion
• I will pick up an ice cube and focus on the physical sensation
• I will brush my teeth
Physical activity
• I will put my sneakers on immediately
• I will go out for a walk
• I will not sit on the couch
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“What was going through your mind before you overate/decided to lie on the couch 
instead of going for a walk?” In most cases the patient’s answer will enable easy 
identification of the problematic thoughts associated with the change in behaviour. 
The therapist should then instruct the patient to ask themselves the same question in 
real time (“What is going through my mind”) when they encounter any difficulties 
in sticking to their eating and/or exercise plan. With practice, patients usually learn 
to identify a thought that is likely to hinder their weight-loss attempt and “decentre” 
in advance, before it leads to a disruption in their planned behaviour. Patients should 
be asked to write the problematic thought that they have identified in the “Comments” 
column of their Monitoring Record, so it can be discussed in the next session, for 
example: “I eat sweets because it is the only pleasure I have in my life”, or “I’m 
lying on the couch because I’m tired”.

The last step in this procedure is to suggest that the patient “does the opposite” 
of whatever the problematic thought is encouraging them to do, for instance, to eat 
the apple they had planned to eat rather than the sweets they want or going for the 
walk they had planned to do rather than lying on the couch. If the problematic 
thoughts are recurrent, the therapist can advise the patient to write a personal 
reminder to themselves to decentre on a piece of card to carry with them, of the 
type: “This is a problematic thought, but losing weight is a very important goal for 
me. I will stick to what I have planned, and I will not be conditioned by what is 
going through my mind”. The therapist could also help the patient to write the ben-
efits that they hope to attain by losing weight on the card, which may help them deal 
more effectively with difficult situations.

7.4.5  Addressing the Use of Food as a Reward

Many patients use food as their main source of gratification in life. They take plea-
sure in organising evenings out with friends to try out new restaurants; they plan 
holidays according to the food they will discover and eat when there is nothing 

Vignette
Returning to Luisa, she wrote the following reminder card to address her 
problematic thought of falling ill in the gym if she did not eat enough before: 
“I haven’t been ill at the gym for a long time; why should it happen right 
now?”; “If I start feeling weak, I will stop exercising and rest”; “If I stick to 
my meal plan, I will lose weight and my health will improve”; and “When I 
exercise I feel better—it makes me stronger, not weaker!” Luisa made it a 
habit to read this reminder card every Tuesday and Thursday afternoon before 
eating her afternoon snack, and in this way, she was able to adhere to her meal 
plan before going to the gym. She did not feel a sense of weakness during or 
after physical activity, and this helped her to continue successfully on the 
CBT-OB programme.
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better to do or they are bored. Using food as a reward, however, is one of the most 
powerful obstacles to weight loss. To address this problem, the therapist should help 
the patients to identify—using their Monitoring Records and Weight-loss Obstacle 
Questionnaire—all the situations in which the prime purpose of the food they eat is 
as a reward. The patients are then asked to assess which other activities in their life 
are rewarding, in the search for alternatives.

7.4.5.1  Identifying Rewarding Activities and Their Consequences
This should start by discussing with the patient that the need for gratification is a 
fundamental element in anybody’s life. The patient should therefore be helped to 
identify their particular “rewarding activities” and to draw them on a pie chart, in 
which the size of each slice represents the degree of gratification conferred by each 
rewarding activity (i.e. larger the slice, the more gratifying is the activity). Then the 
implications of the pie chart should be discussed and a plan devised for addressing 
any problems associated with the use of food as a main form of reward. Here fol-
lows an example dialogue between a therapist and patient addressing the issue of 
using food as a reward.

• Therapist: “So, taking a look at the course of our treatment, I think that it is 
becoming increasingly clear that you have an important obstacle to weight loss”.

• Patient: “Yes, I realise that food is an important part of my life”.

• Therapist: “I agree… Food seems to be an important form of gratification in your 
life”.

• Patient: “That’s right, I think that if I can’t eat what I like or taste new or special 
foods, my day is ruined. After all, food is the spice of life!”

• Therapist: “Certainly! Food is one of the great pleasures in life. However, I 
would like to discuss with you if there are any other things that make you 
happy. All people are on the lookout for gratification… reward is something 
that keeps us going, even if the day is otherwise tedious or stressful. For 
example, some people get their kicks from doing a hobby, such as photogra-
phy, others are gratified by the work they do, and others get their sense of 
reward from doing a sport, buying new clothes or gadgets or just chatting with 
friends. Of course, as we said before, food is very rewarding, but many people 
do several types of rewarding activity, not only eating, and this enables them 
to get more pleasure out of life. Do you agree?”

• Patient: “Yes. Yes, I do”.

• Therapist: “So I think we should explore what other options you have. To under-
stand if you find an activity rewarding, we have to consider some parameters. 
The first is your desire to do it, the second is the pleasure you experience while 
you are doing it, and the third is the frustration you feel if you can’t. Is that 
clear?”

• Patient: “Yes, I think so. For example, there is a colleague of mine who can’t wait 
to go home to build his model aeroplanes—it’s his passion”.

7 Module 4: Addressing Obstacles to Weight Loss



109

• Therapist: “Exactly! I am sure that for him building model aeroplanes is a 
rewarding activity. Now let us try to understand what your rewarding activities 
are at this time of your life. A good way to represent them is to draw a pie chart 
in which each slice represents the activities that you perceive as rewarding and 
the size of each slice as how gratifying you rate them. Before we start, however, 
I suggest we write a list of all the activities you find rewarding”.

The therapist helps the patient to generate a list of rewarding activities. If patients 
have difficulties in identifying rewards other than food, the therapist should explain 
to them that rewarding activities may have become part of their life without them 
noticing them anymore. To elucidate what these are, the patient should be asked to 
focus on their typical days, to figure out whether stopping some routine activities—
such as having a coffee break with colleagues, taking a child to school or listening 
to music in the car—would cause frustration and a general decline in daily satisfac-
tion. The more examples the therapist provides to the patients, the easier it will be 
for them to recognise some of their own rewarding activities.

Once the list of rewarding activities has been created, the pie chart should be 
drawn—the more rewarding an activity, the larger the corresponding slice. Patients 
should be told that the best way to understand the size of the slice that represents the 
rewarding activity is thinking of the intensity and duration of frustration when they 
are not able to do it—the more frustrating the consequence, the bigger the slice 
should be.

The therapist should then ask the patients about their views on their pie chart. 
Figure 7.2 shows an example of a dysfunctional pie chart dominated by a large slice 
representing the reward obtained from food, which is accompanied by few other 
less rewarding activities, and a functional pie chart with a larger number of reward-
ing activities and none predominant. Many patients whose pie chart is like the 

Eating

Talking with my friends

Buying music

Eating

Going out with 

my friends

Buying music

Staying with my dog

Photograph

Reading a book

Walking with 

my brother

Fig. 7.2 A dysfunctional 
pie chart (on the left) and a 
functional pie chart (on the 
right) of rewarding 
activities
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former are embarrassed and ashamed about the importance they place on food. They 
should, however, be reassured that this is common to many people and is something 
that they can change.

As homework, the patient should be asked to review their pie chart each day and 
think about whether it accurately represents the true state of their rewarding activi-
ties based on their day-to-day attitudes and behaviours. It may be helpful for them 
to redraw their pie chart at the end of each day (on the back of the day’s Monitoring 
Record), and at the next session, the pie chart should be further discussed and the 
size of the slices adjusted as needed.

Once the pie chart has been produced, the therapist should discuss with the patient 
the implications of their rewarding activities and prompt them to think about whether 
there might be any problems with it. This discussion should lead to the identification 
of the main adverse consequences of using food as main form of gratification. At this 
stage the therapist should explain to the patient that having a pie chart with a domi-
nant slice can be risky. This is because when gratification is predominantly repre-
sented by a single activity, it is likely that all will be well as long as it can be put into 
practice, but when for some reason it cannot, life seems less significant and satisfac-
tory. Another problem with having a pie chart dominated by a single slice is that this 
narrow interest is self-perpetuating and marginalises other activities. As a conse-
quence, interests, attitudes and relationships can get reduced to situations in which 
food must be present. Finally, if the predominant rewarding activity, like eating or 
sedentary behaviour, is practised to excess, it may have negative consequences for 
health and represent a factor that promotes the onset and maintenance of obesity.

Vignettes
A patient stated that eating with friends and trying out new dishes in exotic 
restaurants were very rewarding for him, but he realised that when he went out 
to dinner with his friends, they only talked about food and shared few other 
topics of conversation. He said: “It’s crazy! I’ve only just realised that we 
meet each other to eat, and then we spend all evening taking about food… the 
food we ate at other restaurants, the food we would like to try, or how one of 
us has a new recipe… it’s as if there’s nothing else in our life. In the past, we 
did all sorts of other things together… I miss that”.

Another patient admitted that she thought of food as both her best friend 
and worst enemy, saying “When I have a stressful day at work or I’m tired, I 
start thinking that I’ll feel better when I get home and tuck into my favourite 
food. Then I go home, I eat, and I feel better. Food is my great companion, 
sometimes I think of it as my best friend… it is always available and does not 
ask for anything in return. But it is also true that it does not really help me, 
because I am continuing to gain weight, and this makes me increasingly tired 
and stressed out”.
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7.4.5.2  Enhancing the Importance of Other Rewarding Activities
Once the patients become aware of the importance of addressing the use of food as 
their main form of gratification, two strategies can be adopted. First, the patient 
should be encouraged to break the link between pleasure-seeking and food by using 
the previously described procedures for managing events, emotions and impulses 
that influence eating (i.e. proactive problem-solving, “things to say and do”). 
Secondly, the possibility of finding rewards other than food should be explored and 
encouraged. We stress to our patients that this strategy has the advantage of making 
life more pleasurable, creating and maintaining new opportunities for gratification 
and not having the food as a primary form of reward.

The first step in helping a patient to engaging in other rewarding activities is to 
explain the rationale behind it. For example, the therapist might say something like 
this: “We know that weight loss is an important goal in your life. However, together 
we have noticed that you often seek reward through food, and that this is a major 
obstacle to weight loss. One way to address this obstacle is to engage in other 
rewarding activities. Investing time doing other activities will permit you to dis-
cover that food is only one of several rewarding activities, and may in fact be the 
least useful for you”.

Subsequently, the second step should be to identify new activities which the 
patient may be interested in doing. Clues to these may come from activities or inter-
ests that the patient used to do in the past but gave up and/or consideration of what 
their friends or work colleagues do in their free time. A “brainstorming” approach 
is best here, with all possibilities being listed, even if they seem (to the patient) silly 
or intimidating. In patients who report that they have no time for other activities, as 
they are too busy with family and work, etc., the therapist should remind them that 
to achieve a good outcome in weight loss and maintenance, it is essential to consider 
the treatment as a priority in life, and finding new sources of reward could be a very 
important step in this process.

The third step is to agree on one, or possibly two, activities that the patients will 
try to include in their life. These can be anything, as long as they are feasible and 
habitual. It is best if the patient involves others (especially significant others) in 
these activities and the decision to take them up, as that way they will be more likely 
to become self-perpetuating.

Once the patient has agreed to take up a new hobby, the fourth step is to ensure 
that they actually start engaging in the identified activity. The therapist should ask 
the patients to use the last column of their Monitoring Record to document this 
activity and in particular any barriers. These should subsequently be reviewed and 
solutions sought. The therapist should not be shy about actively encouraging hesi-
tant patients get started. For example, if the patient is considering enrolling in a 
photography course, it would be quite appropriate for the therapist to help them 
work out ways of identifying suitable courses and talking them through the registra-
tion process. Indeed, getting the patient started should be the main priority at this 
stage. The patient’s progress should also be reviewed week by week (as a permanent 
item on the session agenda), and the therapist should be encouraging and facilita-
tive. Patients should be helped to use problem-solving to overcome any difficulties 
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they encounter. It is important to bear in mind that the rewarding activities may 
change over the course of treatment, as unsuitable ones are dropped and additional 
activities identified and adopted.

7.4.5.3  Using Non-food Rewards
It is well known that a behaviour followed by a reward will have a good chance of 
being repeated, but if it results in a punishment, it is less likely to be repeated. For 
example, we reward children with sweets or chocolate when they are “good”, but 
we punish or scold them when they misbehave. In our society, food is often used as 
a reward; many mothers use it as an expression of love and affection, and it is how 
we celebrate when we pass an exam or get a job promotion. We like to eat together 
to mark a special event or even when we just need cheering up. If it is other people 
celebrating, it may be difficult to refuse, but patients who are trying to lose weight 
should avoid using food as a reward for their own behaviour.

Hence, when it emerges from a patient’s Monitoring Records that this is occur-
ring, the therapist should help the patient to create a list of non-food rewards to 
employ instead. These rewards should be personalised, enjoyable and take little 
time, money or effort. The more positive the consequences, the easier it will be to 
commit to this strategy long term. Patients are encouraged to use one of the non-
food rewards on the list when they reach a personal goal. For example, when they 
achieve their weekly CBT-OB target (e.g. losing 0.5  kg/week, filling out the 
Monitoring Record every day or doing 10,000 steps on at least 5 days a week) or 
other personal goals (involving work, school, family or friends), they should reward 

Vignette
A 43-year-old patient reported that he found food extremely rewarding. He 
likes to eat and has a social life that is predominantly focused on social occa-
sions at which food is present. He also says that after a busy day at work, he 
says to himself, “What could be better than a nice aperitif with something to 
nibble on? It makes me feel good just thinking about it!” Understandably, the 
patient had a hard time giving up this habit because, even though he recog-
nised it as an obstacle to weight loss, he thought that he would feel deprived 
and would miss this source of gratification. However, with the aid of the 
therapist, the patient tried to understand what other activities, other than 
drinking and eating, would make him feel good. Upon reflection, the patient 
identified two evening activities that might be rewarding: reading his favou-
rite comic books and going to a movie club with his friends. In this way, he 
would avoid “happy hour” and meet his friends after dinner. Although not 
without some initial difficulty, the patient learned to see the benefit of his 
new “hobbies”, which he not only enjoys, but allow him to avoid “happy 
hour”, and therefore limit occasions to indulge in alcoholic drinks and 
energy-rich snacks.
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themselves with a non-food reward from the list. Similarly, they can use the same 
strategy when they have succeeded in dealing effectively (i.e. without deviating 
from their eating plan) with a negative emotion, like anger after a quarrel or frustra-
tion at work.

The system works best if the non-food reward is awarded immediately after the 
behavioural goal has been achieved. There are three types of rewards that the patient 
should consider:

 1. Favourite activities, for example, going out, shopping, doing a hobby, chatting 
with friends, calling a loved one, taking a trip to the cinema, listening to music, 
doing physical activity, having a massage and going dancing or going to a spa.

 2. Saying nice things to themselves, for example, “I’m proud of myself”, “I handled 
that situation well”, “I’m doing great”, or “I’m a good person”.

 3. Thinking about nice things, for example, “It’ll be great when I reach a healthy 
weight”.

At the next session, when the patients have created a list of non-food rewards, the 
therapist should recommend that they reward themselves often, even once a day, 
saying “the more you reward yourself, the easier it will be to succeed”.

Patients should also learn how to use “cognitive credits” once they reach their 
exercise goals, metaphorically patting themselves on the back by using phrases such 
as “I’ve done well”, “I’m doing great”, and “I can achieve my goals”. The regular 
use of such cognitive credits may help patients reduce the frustration associated 
with exercise and strengthen their confidence in their being able to control body 
weight and maintain an active lifestyle.

7.4.6  Addressing the Patient’s Rational Excuses  
for Not Adopting an Active Lifestyle

At first, physical exercise is hard; the more sedentary the lifestyle, the more difficult 
it is to exercise. Patients with obesity may find it more enjoyable to sit in front of the 
television than to go for a walk, but those who have started treatment may feel a 
certain amount of guilt about this. It is common for patients to combat these feelings 
by reporting rational excuses for not having an active lifestyle to the therapist. The 
following paragraphs contain some of the common rational excuses for not exercis-
ing that we have heard and how the therapist should best respond.

• Patient: “I work long hours and when I get home in the evening, I’m too tired to 
do any physical activity”.

• Therapist: “I can image that you are tired after a long day of work; however, the 
fatigue accumulated during the day is mainly due to nervous tension, and physi-
cal activity helps to reduce stress-related fatigue”.

7.4 Addressing Weight-Loss Obstacles
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• Patient: “I have no time to do physical activity”.

• Therapist: “20–30 min is a tiny fraction of your day. If you do not find this time, 
it means that your daily commitments are too stressful and you certainly need to 
do some physical activity to reduce stress”.

• Patient: “I’m too fat to be running and jumping about”.

• Therapist: “I suggest you start slowly and gradually increase the intensity of 
your physical activity. If you persevere with the programme we have designed, 
you will see that it will get easier and more enjoyable as you go along. Moreover, 
doing exercise regularly will help you to keep the weight off in the long term”.

• Patient: “I can’t do any physical activity because there’s no one else to look after 
my child”.

• Therapist: “I know that this is an obstacle to exercise. However, why don’t we try 
to find some solutions together to resolve this problem?”

• Patient: “Hmm… Maybe I could take a walk with my child using a running 
stroller, like my friend Anna does”.

• Therapist: “Great! Any other ideas?”

• Patient: “I suppose I could get a babysitter for a few hours a week, so I can go for 
a walk”.

• Therapist: “That is an excellent idea, and the money you spend on the babysitter 
will not be wasted, because you will be investing it in improving your health”.

• Patient: “I’m too old to start an exercise programme”.

• Therapist: “Why don’t you try to start gradually by increasing your daily step 
count? Walking is a physical activity that is suitable for all ages, and regular 
physical activity also helps to slow down the aging process”.

• Patient: “I’m too depressed to do any sport”.

• Therapist: “I know that it may be difficult to exercise, especially when you are 
feeling low. However, several studies have shown that a good way of improving 
mood is doing regular physical activity”.

7.5  Getting Back on Track

Patients should be aware that most people experience setbacks. Engaging in behav-
iour that hinders weight loss is very common, but if they are to succeed in losing 
weight, they need to be able to get back on the track after a lapse—an episode in 
which they have deviated from their meals or exercise plan. It is common that patients 
who are doing well in treatment hope that they will not resume their problematic 
behaviours. However, this is unlikely in the majority of patients, and without being 

7 Module 4: Addressing Obstacles to Weight Loss



115

unduly negative, the therapist should ensure that their expectations are more realistic, 
as they will otherwise be prone to react negatively to any small setback.

The final goal of CBT-OB is for patients to develop a stable weight-loss mindset, 
but this will require time, effort and an effective strategy for dealing with setbacks. 
To help the patient confront these difficult situations, the therapist should agree with 
them in advance some phrases that they could use on such occasions. For example, 
they might say to themselves, “Okay, I should not have eaten that much; I made a 
mistake. However, if I stick to my meal for the rest of the week, I am unlikely to put 
on weight”, or “I ate something that I did not plan to, but it is not the end of the 
world. I can stick to my meal plan again now. Just because I had a slip, I do not have 
to give up. That would not make sense. There are far more reasons to stop overeat-
ing now than to continue”.
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8Module 5: Addressing Weight-Loss 
Dissatisfaction

Our studies have found that a key cognitive factor involved in weight maintenance 
is patient satisfaction with the weight lost [1, 2]. In addition, we have recently 
shown that a decline in weight-loss satisfaction from around the week 19 of the 
programme, specifically a cut-off score of 7 or less on the weight satisfaction item 
of the Weight-Loss Obstacles Questionnaire (Appendix D), may help to identify 
patients who will be unable to maintain the weight they have lost [3]. As discussed 
in Chap. 1, it is feasible that dissatisfaction with the results obtained in the weight- 
loss phase of treatment may cause patients to decrease their motivation and reduce 
adherence to the lifestyle modification needed to maintain the weigh lost in the long 
term. To address this problem, CBT-OB Module 5 specifically aims to help the sub-
group of patients who manifest weight-loss dissatisfaction 4–5  months after the 
beginning of treatment. The aim is to help the patient to arrive at the start of the 
weight-maintenance phase satisfied and positively accepting of the weight they 
have lost and therefore with the right attitude to develop a long-term weight- 
maintenance mindset.

8.1  Detecting Weight-Loss Dissatisfaction and General 
Strategies to Address It

The degree of satisfaction with weight loss is assessed by the therapist, session by 
session, conducting a review of the patient’s response to the first item in the 
“Attitudes” section of the Weight-Loss Obstacles Questionnaire (Appendix D). For 
this item, the patient is asked to assess their satisfaction with the weight they have 
lost on Likert scale (0–10). If the patient assigns a score of 7 or lower to this item, 
the issue of weight-loss dissatisfaction should be included in the session agenda.

CBT-OB addresses weight-loss dissatisfaction by means of two different general 
strategies. If dissatisfaction occurs in the first 12 weeks of treatment, and is associ-
ated lower with a rate of weight loss than the weekly CBT-OB goal (i.e. 0.5 kg/
week), it is addressed via the strategies and procedures described in Module 4 

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-319-91497-8_8&domain=pdf
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(see Chap. 7); these aim to help the patient to identify and address the obstacles to 
weight loss and thereby improve their adherence to the eating and physical activity 
plan. It is important to address this early weight-loss dissatisfaction promptly, as it 
is often associated with dropout [4, 5]. However, if weight-loss dissatisfaction 
occurs after week 12, it should be addressed using the specific strategies and proce-
dures described in the following sections. Dissatisfaction with the results achieved 
at this late stage is likely to be due to unrealistic expectations, problematic primary 
goals for losing weight and/or negative body image, rather than weight-loss obsta-
cles, which should have already been largely overcome.

8.2  Identifying Reasons for Weight-Loss Dissatisfaction

It is essential to identify the reasons why a patient is dissatisfied with the amount of 
weight loss that they have managed to achieve. To do so, the therapist may ask some-
thing like this: “I noticed that in the Weight-Loss Obstacles Questionnaire, you reported 
a score lower than 7 on the question regarding weight-loss satisfaction. Is there some 
specific reason why you are dissatisfied with your weight loss?” Commonly, patients 
initially report generic reasons, such as that they want to lose more weight and/or they 
thought they would have lost more by this stage. However, if the therapist investigates 
these feelings in more detail, it usually emerges that the reasons behind this dissatisfac-
tion fall into one or more of the following broad categories [6]:

 1. Unrealistic weight goals
 2. Dysfunctional primary goals for losing weight
 3. Negative body image

Investigation of unrealistic weight goals and dysfunctional primary goals may be 
facilitated by asking the patient to fill in the “Weight and Primary Goals 
Questionnaire” (see Appendix E). The questionnaire has three sections, the first of 
which asks the patient to fill in the following three weight goals:

 1. Dream weight—the weight they would ideally like to be (even if it may be unre-
alistic and unattainable)

 2. Desired weight—the weight that they want to achieve and think is attainable
 3. Acceptable weight—the highest weight that they think they could accept

For each of the above weight goals, the patient should report a number in kilo-
grams. Sometimes, patients have no specific goal in terms of weight but want to get 
to a desired clothing size or lose as much weight as possible. Even if this is the 
case, they should be invited to quantify their desired size, etc. with a precise num-
ber in kilograms.

The second section of the Weight and Primary Goals Questionnaire includes 
specific items about the desired weight—which can be considered the “true” 
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weight-loss goal. Patients are also asked to report the reasons why they have selected 
that desired weight, if this has changed at all, and why this variation has occurred (if 
that is indeed the case). Another question in this section asks the patient to think 
about the difficulty they think they will have reaching and maintaining their desired 
weight and how long in the past they had been able to maintain it. Finally, the third 
section of the questionnaire includes questions about the primary goals for losing 
weight, what they expect to achieve by losing weight and whether this necessarily 
entails losing weight.

Identification of negative body image is a more complex task and requires a 
sympathetic and accepting approach, as patients with obesity are generally very 
sensitive about this issue. This assessment can be facilitated by asking patients to fill 
in the “Body Image Inventory” reported in Appendix F. The inventory includes the 
following four sections: (1) body concerns, (2) body avoidance, (3) body checking 
and (4) feeling fat.

The Body Image Inventory should be reviewed in detail with the patient in 
order to get a good picture of their body image and to discern which of the four 
principal areas are necessary to address. In our practice, at this point we also ask 
patients if they are exposed to some individual specific social pressures, such as 
family attitudes to body weight and shape (e.g. living with significant others that 
criticise their body weight and shape or that overvalue thinness), job requirements 
(e.g. the need to travel by plane or bus, etc. or to give public presentations or wear 
revealing clothes) or other social contexts that serve to maintain their body image 
concerns. Finally, we also explore with the patients if their attitudes and behav-
iours associated with body image impair some aspects of their life, such as psy-
chological wellbeing, interpersonal relationships and/or work or school 
performance. If this review indicates that patients report expressions of negative 
body image very frequently, and that these seem to impair their quality of life, the 
therapist should suggest that they address it together (see Sect. 8.6). On the other 
hand, if the therapist realises that the patient does not have a negative body image, 
there is no reason to address it.

8.3  Which Reasons for Weight-Loss Dissatisfaction 
to Address First?

As general strategy, if patients do not report a negative body image, the intervention 
should address unrealistic weight goals and eventually some specific reasons asso-
ciated with their desired weight. However, if their responses indicate a negative 
body image, this should be addressed as a priority, as it will be difficult to help 
patients not to pursue unrealistic amounts of weight loss if they are unable to accept 
their new weight and appearance. Naturally, the body image intervention should be 
integrated on a case-by-case basis, using the procedures to address unrealistic 
weight-loss goals and any associated primary goals that will be helpful to the patient 
in question.

8.3 Which Reasons for Weight-Loss Dissatisfaction to Address First?

https://doi.org/10.1007/978-3-319-91497-8_BM1


120

8.4  Addressing Unrealistic Weight Goals

CBT-OB does not address unrealistic weight-loss expectations at the beginning 
of the treatment, as these are associated with greater weight loss [2]. That being 
said, since high weight-loss expectations are also associated with a higher rate 
of dropout [4, 5], the patients are encouraged from the beginning to focus on 
achievable short- term weight-loss goals (e.g. a weight loss of between 0.5 and 
1.0 kg per week), rather than their long-term weight-loss goal. However, when 
the weight-loss phase is winding down, it is essential to ensure that patients are 
ready to embark on the weight-maintenance phase, which will entail them set-
ting aside their long-term weight-loss goals, at least for the duration. Hence, 
unrealistic weight-loss goals are addressed, by means of the procedures 
described in the following sections, after week 12 if a related decline in weight 
loss-dissatisfaction is detected. The goal is to help patients to be satisfied with a 
reasonable and healthy weight loss, balancing what can be changed with what 
can be accepted.

8.4.1  Educating the Patients on Body Weight Regulation

The first step towards acceptance is educating the patient about body weight regula-
tion and results generally obtained by treatments for obesity based on lifestyle mod-
ification. The principal points to discuss are the following:

• Some aspects of obesity can be changed, others cannot.
• Body weight is partially controlled by genetics, and there is therefore only so 

much a person can do to change it.
• There are currently no treatments (with the exception of bariatric surgery) that 

determine a mean weight loss greater than 10–15% of the initial body weight.
• Even people who lose a lot of weight have difficulty maintaining it in the long 

term.
• Most people, if they do not adopt specific weight-maintenance strategies, regain 

one third of the weight lost after 1 year and the entire weight lost after 5 years.
• Most people who start a weight-loss treatment want to lose more than 10–15% 

of their body weight, and these unrealistic expectations may lead them to aban-
don the programme or not engage in weight-loss maintenance, because they con-
sider the achievable result unsatisfactory.

• A 5–10% weight loss has many health benefits, and this can have a positive effect 
on quality of life, as well as reducing the major medical complications associated 
with obesity.

• A good treatment helps to change what can be changed and to accept what can-
not. A balance between change and acceptance is a common goal in medicine, 
especially in other chronic medical conditions such as diabetes mellitus.
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Based on these facts, the patient should be asked to discuss and consider the fol-
lowing three points [7]:

 1. Some changes (i.e. weight loss) are possible, and although maybe less than ideal, 
they can bring significant benefits.

 2. The treatment can successfully address other primary reasons associated with 
personal weight goals, and this will result in an improvement in quality of life. 
However, to succeed it is essential to accept what cannot be changed (acceptance 
as self-affirmation).

 3. If there is no acceptance of what cannot be changed, there is a high risk of 
relapse. This is because there is a tendency to underestimate what has been 
achieved during treatment and reduce commitment to maintaining the weight 
lost, as it is not considered important.

8.4.2  Questioning the Desired Weight

The second step towards preparation for the weight-maintenance phase is to help 
patients accept and be satisfied with the weight that can be achieved by the weight- 
loss phase. To this end, they should be questioned on their desired weight goal, 
taking care to address the following topics [7]:

 1. Sources of the desired weight. The therapist should ask the patient about the 
origins of their desired weight. In our experience, the most common answers 
patients give are doctor’s recommendations, the ideal weight chart, the desire to 
return to a lower weight they had been at a certain period of life or the belief that 
a particular weight is needed to achieve the primary goals.

 2. Variability of the desired weight. The therapist should explore whether their 
desired weight has changed over the years. If the answer is yes, as is often the 
case, they should explore together the reasons that led to a change in their desired 
weight.

 3. Previous weight-loss attempts. The patient should also be asked whether they 
were able to reach their desired weight in previous weight-loss attempts. If not, 
what were the obstacles that they met? If so, why were they not able to maintain 
that weight?

 4. Difficulties and risks in pursuing the desired weight. The patient should be 
helped to reflect upon the difficulties they will have to overcome in order for 
them to reach their desired weight and whether there are any risks associated 
with wanting to reach it at all costs.

 5. Consequences of achieving the desired weight or not. The therapist should also 
ask the patients what they think will realistically happen if they do, or do not, 
reach their desired weight. How will they interpret this result? What will they 
do? Will their life really change?

8.4 Addressing Unrealistic Weight Goals
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8.4.3  Reviewing the Causes of Poor Weight-Loss Maintenance 
in Previous Attempts

Another strategy that can help patients to accept a higher weight than that 
desired is to review with them in detail the causes that led to past failures to 
maintain the weight they had lost. To this end, the therapist should help them 
analyse both the weight-loss and weight-maintenance phases of previous 
weight-loss attempts as follows:

• Weight-loss phase. The patient should be asked about their initial weight, how 
long the weight-loss phase lasted, how much weight they lost and whether or not 
they reached their desired weight. It is also important to encourage patients to 
come to some conclusion about their previous experience.

• Weight-maintenance phase. The patient should be asked if they intentionally decided 
to start weight maintenance. If so, why? If not, why not? It is also useful to ask how 
long their weight maintenance lasted and which factors affected their subsequent 
weight regain. In this regard, the therapist should invite the patient to consider three 
main processes [7]: (1) having unrealistic weight-loss goals and being dissatisfied 
with the weight that they had achieved made them abandon the commitment to 
maintaining the weight lost; (2) not knowing how to maintain weight; and (3) hav-
ing difficulties adhering to an excessively restrictive diet for a long time.

8.4.4  Identifying the Benefits of Current Weight

Positive acceptance of a higher weight than that desired can be facilitated by helping 
the patient to assess the benefits of a modest weight loss and the positive changes 
that they have already achieved through the treatment. To this end, it may be useful 
to encourage the patients to consider their improvement in following areas:

• Physical appearance and reduced clothing size
• General wellbeing
• Self-confidence
• Obesity-related medical complications (the therapist can suggest that patients 

repeat the laboratory blood tests they had before the weight-loss phase to assess 
any objective improvements)

• Physical fitness (e.g. climbing the stairs with less fatigue, feeling more agile, 
lacing up shoes more easily)

8.4.5  Evaluating the Pros and Cons of Aiming  
for the Desired Weight

The next step is to encourage the patients to write the pros and cons of continuing 
to aim for their desired weight in a table; they should consider the potential advan-
tages but also the disadvantages and risks.
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Vignette
The patient is a 50-year-old woman who started CBT-OB with a body weight 
of 95 kg. At baseline she also suffered from hypertension, diabetes and high 
cholesterol, which were being kept under control by several medications. 
After 5 months of treatment, she had reached a body weight of 81 kg, but her 
personal goal was to reach a weight of 65 kg, which she had at the age of 
20 years, when she had an unforgettable sentimental relationship. After edu-
cating the patient on body weight regulation, the therapist asked her to re- 
examine her desired weight by reviewing her previous weight-loss attempts 
(she had never been able to go back to 65 kg). Highlighting her achievement 
of a 14 kg weight reduction, the therapist asked the patient to identify any 
benefit that she perceived at her current weight. Without hesitation, the patient 
replied that she had obtained many physical benefits. In particular, she had 
reduced the number of medicines she needed to take to control her blood pres-
sure, glucose and cholesterol; she felt more agile—able to walk for several 
kilometres without panting and no longer experienced the excessive sweating 
that had previously caused her embarrassment on social occasions. However, 
she was still dissatisfied with the weight loss she had achieved and by the fact 
that her body weight had remained stable over the last 2 weeks. She was deter-
mined to increase her dietary restriction in order to reach her desired body 
weight of 65 kg. The therapist therefore set her the homework of filling in the 
table of pros and cons of reaching her desired weight. In the next session, a 
review of this table revealed that the patient had reported no cons of reaching 
the desired weight but only pros (such as feeling better physically, having a 
greater choice of clothes and being able to go jogging) with her friend. Here 
is the dialogue that took place between the therapist and patient:

• Therapist: “Thank you for filling in the table. How did you feel doing this 
homework?”

• Patient: “Good! However, I could only find advantages to losing more 
weight”.

• Therapist: “I see (the therapist indicates the pros of the table). You wrote 
that if you reached your desired weight you would have a greater choice of 
clothes and be able to go running with your friend”.

• Patient: “I would like to wear a medium… it would be a pretty good goal. 
And I would love to go jogging with my friend”.

• Therapist: “Ok, I understand. I see that your weight-loss satisfaction score 
is currently 6”.

• Patient: “Yes, it is! I think that if I manage to reach 65 kg, with its positive 
effects, it would be a nine or ten”.

• Therapist: “Let us analyse the fact that you did not write any disadvantages 
of reaching your desired weight; what do you plan to do to achieve your 
65 kg goal?”

8.4 Addressing Unrealistic Weight Goals



124

• Patient: “What do you mean? I’ll do the same as I am already doing!”
• Therapist: “Are you sure? In the last 2  weeks, your body weight has 

remained stable”.
• Patient: “That’s true (frowning)”.
• Therapist: “This is a common event. Weight loss tends to reach a plateau 

after 5–6  months. This because the weight lost produces a progressive 
decrease in energy expenditure”.

• Patient: “That’s bad. So, I need to eat fewer calories or do more 
exercise”.

• Therapist: “Yes, that is correct. However, but before you decide whether or 
not you should increase caloric restriction or energy expenditure, we 
should talk about the consequences of doing so. For example, now you are 
following a meal plan containing about 1500 calories per day. If you want 
to continue to lose weight and reach 65 kg, that means you may have to 
reduce your energy intake to 1000 or 800 calories per day”.

• Patient: “Yes, that is so”.
• Therapist: “Have you thought about the consequences of following a very 

restrictive diet?”
• Patient: “What do you mean?”
• Therapist: “For example, how you will cope in social situations. I know 

that you go out to eat with your friends twice a week, and you like to spend 
this time with them”.

• Patient: “I’ll eat very little during the day so I can relax in these social situ-
ations. Either that or I’ll choose what to eat in the restaurant very care-
fully… Hmm… perhaps, it would be better to increase physical activity”.

• Therapist: “How do you think you would organise your day? Last month, 
work commitments made it very difficult for you to do 10,000 steps every 
day”.

• Patient: “That’s true”.
• Therapist: “And doing more exercise would not make it any easier for you 

to control what you eat in social situations; if you can only eat 800–1000 
calories per day, and your plan is to reduce what to eat during the day and 
do a lot of exercise, by dinner-time you will be very hungry indeed. How 
do you think you will manage the eating stimuli you are exposed to in the 
restaurant—the delicious food on the menu, and seeing your friends and 
enjoying the food they eat, for example”.

• Patient: “I will have to control myself”.
• Therapist: “Don’t you think that excessive control might condition you or 

have negative consequences?”
• Patient: “Hmm… Maybe yes. My friends will probably see that I am not 

happy-go-lucky and too uptight. However, it will be worth it in the end”.
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8.4.6  Reviewing and Adjusting the Desired Weight

The above vignette illustrates the very common occurrence that discussion of the 
pros and cons of pursuing the desired weight does not end with the patient conclud-
ing that they should adjust their goals. Nevertheless, the aim of this intervention is 
to instil some doubt about the potential risks and disadvantages of achieving overly 
challenging weight-loss goals. The therapist should also ask the patient to rewrite 
the pros and cons of achieving their desired weight as homework and to assess 
whether or not it would be advisable to adjust it to a higher, more realistic level, 
considering the problems that could arise if they did not. As always, the homework 
should be reviewed in the following session.

8.5  Addressing Dysfunctional Primary Goals  
for Losing Weight

We can consider the goals driven by the patient’s main reasons for losing weight as 
their “primary goals”—what the patient most hopes to achieve through weight loss. 
These should already have been identified in the third section of the Weight and 
Primary Goals Questionnaire (see Sect. 8.2 and Appendix E) and do not necessarily 
require a large weight loss or, in fact, any weight loss at all. Some primary goals, 
such as improving health and fitness, improving physical appearance and modifying 
body shape, may be achieved through a modest weight loss and/or other factors, and 
others, like improving interpersonal relationships and/or self-confidence, are not 
necessarily linked to weight loss [7]. The association of psychological and interper-
sonal goals with weight loss is in part linked to the positive stereotyping of thinness 
in Western society and the notion of an “ideal” weight. The media in particular 
fosters the purported association, particularly in women, of this physical character-
istic with important values such as happiness, control, competence, intelligence and 
romantic success.

Vignette
In the next session, the patient, who had previously expressed a desired weight 
of 65 kg, reported that she had identified several disadvantages of achieving 
that goal. Her pros and cons table now included the negative influence on 
interpersonal relationships and the risk of overeating—as she had experienced 
in the past when she had adopted rigid and extreme dietary rules. She also 
realised that it would be unrealistic to maintain an excessive dietary restric-
tion for the rest of her life to avoid weight regain and, considering the benefits 
already obtained in the weight-loss phase, decided to focus her efforts on 
maintaining a body weight of 81 kg.

8.5 Addressing Dysfunctional Primary Goals for Losing Weight 
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As suggested by Cooper et  al. [7], the first step in addressing dysfunctional 
primary goals is to review with the patient which of them they have already 
achieved—and are therefore likely related to weight loss—and those that they have 
not; they should be asked to consider whether additional weight loss would solve 
these “problems” or whether different strategies (other than weight loss) will be 
required. Depending on the reasons the patient reports for wanting to lose weight 
(i.e. their primary goals), there are several interventions that can be attempted by 
the therapist.

8.5.1  Improving Physical Appearance

Most patients are satisfied with a moderate weight loss; however, a subgroup main-
tains a significant degree of body dissatisfaction, despite the weight loss they have 
already achieved. In this case, the therapist should help the patient to understand 
that the problem is not their body weight per se (i.e. an objective number) but rather 
their (subjective) opinion of their physical appearance. If they can understand this, 
they should be able to see that losing weight is not the only solution to their “prob-
lem”. Alternatively, it may be useful to suggest that the patient tries to develop a 
different way of thinking about their weight and to consider whether or not they 
judge other people in the same way as they judge themselves. Conclusions such as 
“a person’s value does not depend on their weight” and “I can look nice at this 
weight” should be elicited if possible, and other solutions for improving physical 
appearance should be discussed. For example, we routinely suggest that patients 
treat themselves to a haircut or new clothes and make-up, without waiting until they 
reach their desired weight to make these changes. In our clinical experience, this 
strategy helps the majority of our patients to reduce their body dissatisfaction and to 
accept a reasonable body weight. However, this intervention has a limited effect on 
those with a negative body image (see Sect. 8.6).

8.5.2  Improving Health

One of the most common reasons why patients seek treatment for obesity, espe-
cially those who are older or have already developed some medical complications—
such as diabetes, hypertension, cardiovascular disease or arthrosis—is to improve 
health. In most cases, it is not necessary to directly address this primary goal, 
because patients will achieve a significant improvement in health with a weight loss 
of 5–10% and the adoption of a lifestyle similar to that recommended by the pro-
gramme. However, if patients still express some doubt about the progress they have 
made in terms of improving their health, despite a reasonable weight loss, it may be 
useful to prescribe repeat laboratory blood tests. Generally speaking, results will 
show that there has been a positive shift in the main metabolic indices (glycaemia 
and lipid profile, hepatic function, etc.)—an objective demonstration of how a mod-
erate weight loss has produced a considerable improvement in their health status.
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8.5.3  Improving Physical Fitness

A common primary goal of many patients is to improve their physical fitness. In 
most cases the goals are to overcome some of the difficulties they encounter in their 
daily lives, such as walking upstairs without panting, lacing up shoes, etc., or to take 
up sport. Adopting an active lifestyle, such as that indicated by the CBT-OB, is a 
strategy that helps improve physical fitness regardless of the overall amount of 
weight lost. Moreover, an active lifestyle exerts positive effects on other primary 
goals such as body image, self-confidence and, when performed with others, inter-
personal relationships. To provide an objective demonstration of the improvement 
in physical fitness, it is useful to repeat the measurements of functional exercise 
capacity done at baseline (i.e. 6MWT, handgrip test, five times sit-to-stand test and 
functional reach test; see Sect. 6.1.2).

8.5.4  Improving Interpersonal Relationships

A subgroup of patients seeking treatment for obesity has the goal of improving 
their interpersonal relationships, as they (irrationally) think they have no friends 
or unsatisfactory relationships due to their excess weight. If the patient expresses 
this reason for losing weight, the best thing to do is to encourage them to try to 
become more socially active from this point forward, without postponing this 
until they achieve their desired weight. Patients should be advised to break down 
this process and set themselves small, specific, achievable goals (e.g. calling a 
friend and inviting them to go for a walk or have a coffee). To address the obsta-
cles, patients should be advised to use a proactive problem-solving procedure, 
which they should already be familiar with (see Sect. 7.4.2). It may also be of use 
to ask them whether they would shun someone because they were overweight. If 
patients have marked long-term interpersonal difficulties (e.g. interpersonal con-
flict or interpersonal deficits), they should be referred to a psychology specialist 
for dedicated treatment.

8.5.5  Improving Self-Confidence

If improving self-confidence is a primary goal for losing weight, this can be a com-
plex goal to achieve. In a person with adequate self-esteem, low self-confidence 
usually derives from general demoralisation, whereas other patients may suffer 
from long-standing low self-esteem. Neither of these states are necessarily linked to 
body weight, but self-confidence can be enhanced through several mechanisms tar-
geted by CBT-OB, such as weight loss, greater eating control, increased levels of 
physical fitness, improved physical appearance and better health. As with other pri-
mary goals for losing weight, it is crucial to suggest that patients consider trying 
other means, in addition to weight loss, of improving their self-confidence. However, 
these changes will have a limited effect on subjects who suffer from low self-esteem 
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that is not dependent on their weight. In such cases, the patient should be referred to 
a psychology specialist to address this issue.

8.5.6  Making Life Changes

Some patients seeking treatment for obesity think that weight loss will allow them 
to make important and beneficial life changes. Some examples of changes that 
patients cite are getting a better job or a promotion, taking up a new hobby, inter-
rupting an unsatisfactory relationship, starting a new relationship and/or taking up a 
sport. As a rule, such patients tend to put off initiating these life changes until they 
reach their desired weight. In this case too, therefore, the strategy should be to sug-
gest that the patient implements the desired changes straight away, without waiting 
until they achieve their primary goal.

8.6  Addressing Negative Body Image

Body dissatisfaction is very common, particularly among women living in Western 
societies, who may be suffering from “normative discontent” [8]. Body dissatisfac-
tion is almost always a factor in patients seeking weight-loss treatment and is one of 
the main goals for weight loss. However, it is also associated with a higher dropout 
risk in comparison with patients whose primary reason for losing weight is health 
concerns [5].

Available studies show that patients with obesity who lose weight, either through 
BT-OB [9] or bariatric surgery [10], report a significant improvement in body 
image, but these results are largely independent of the amount of weight lost and 
may in fact occur without any appreciable reduction in body weight [11]. Indeed, 
we confirmed this finding in a study which assessed 473 treatment-seeking patients 
with obesity across 13 medical centres [12]. At 6-month follow-up, the mean per-
centage of weight loss was about 9% in men and 7% in women. Both men and 
women displayed a significant improvement in body image, but this was correlated 
with improvements in measures of psychological distress and binge eating—not 
with the amount of weight lost. It is also our clinical experience that most patients 
with body dissatisfaction may be helped to accept a reasonable and healthy weight 
loss by means of the CBT-OB procedures described in Sects. 8.4 and 8.5 of this 
chapter; these address unrealistic weight goals and the primary goals (e.g. improv-
ing physical appearance) for aiming for the desired weight.

However, there is a subgroup of patients who reports no improvement in body 
image, even though they have lost weight. This becomes a major obstacle to the 
acceptance of a reasonable and healthy weight loss and makes it less likely that the 
patient will acquire and practise weight-maintenance skills [6, 7]. Hence a negative 
body image needs to be addressed, in parallel with the work on unrealistic weight 
goals and dysfunctional primary goals for weight loss, and should often be contin-
ued in the weight-maintenance phase.
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As the above Vignette illustrates, addressing negative body image in patients 
with obesity is challenging for both the therapist and the patient. The therapist, in 
particular, needs to be very sensitive to the attitudes that fuel the patient’s unrealistic 
weight-loss expectations. It is essential that the therapist accepts the patient uncon-
ditionally, with no preconceptions or prejudices against people with obesity, if they 
are to have any change of helping them improve their body image and self-esteem. 
It is also vital that the therapist truly understands how patient with obesity experi-
ences their body shape in a culture that associates excess body weight with a lack of 
willpower and sends the message that the solution to obesity is the commitment of 
the individual.

When the therapist explores the patients’ weight-loss dissatisfaction, it is inevi-
table that he or she develops a feeling of discomfort and impotence while listening 
to their emotional suffering. Patients often report upsetting experiences that 

Vignette
Emma started CBT-OB at a body weight of 129.3 kg and a BMI of 39.9. During 
the weight-loss phase, she never really felt satisfied with her weight, despite 
having an average loss of 0.7 kg per week. She often reported a weight-loss-
satisfaction score under 7 on the Weight-Loss Obstacles Questionnaire and 
was very upset on the few occasions that her weekly weight loss had been less 
than 0.5 kg per week. At the time, the therapist encouraged the patient not to 
focus on a single reading but instead to consider the 4-week trend in her weight 
loss and the improvement in her overall wellbeing. Unfortunately, however, 
this intervention had little impact on her attitude, and the improvement in qual-
ity of life she perceived was minimal at best. Compounding the issue, after 
about 5 months, her 4-week weight-loss trend revealed a plateau, when she had 
reached the weight of 98 kg (BMI 30.0). This resulted in her weight-loss-satis-
faction score decreasing to 4. The therapist asked her why she felt so unhappy 
about her weight loss, as she had lost 30 kg, and the patient responded that she 
was still very dissatisfied with her physical appearance and embarrassed by her 
weight, especially when she met new people. She linked this embarrassment to 
the fear of being seen as a weak person with no willpower and reported avoid-
ing situations such as taking her 3-year-old child to the water park; she did not 
want to be ridiculed or experience the usual disgust she felt when parts of her 
body wobbled. Concerns about her body shape also prevented her from doing 
previous hobbies such as horseback riding, as she believed that a horse would 
not be able to bear her weight. The patient took little care of her physical 
appearance, wearing no make-up and dark, loose clothing. Her negative body 
image also caused her to avoid social situations such as throwing a birthday 
party for her child or stopping off for a coffee after taking him to kindergarten. 
When the therapist asked if she might consider addressing this type of avoid-
ance, she replied that the only chance of her doing so would be if she continued 
to lose weight and reached a weight of 60 kg.

8.6 Addressing Negative Body Image



130

reinforce their sense of feeling discriminated against, such as not being able to fit 
comfortably in a movie theatre or aeroplane seat, having difficulty finding clothes 
that fit and/or being blamed by significant others and health professionals for their 
excessive weight. For these reasons, the therapists should be empathetic, showing 
that they understand how difficult it is for patients with obesity to live in our society. 
Empathy is skill crucial for validating a patient’s negative feelings about their body 
shape and weight and for helping them attain a cognitive shift—from adopting the 
negative societal prejudices against obesity to the positive acceptance of themselves 
that promotes the behavioural changes needed to improve self-esteem without pur-
suing unrealistic weight-loss goals.

8.6.1  Explaining the Differences Between Body Image 
and Physical Appearance

Patients should be educated on the concept of “body image” as distinct from “physi-
cal appearance”. The therapist should explain that body image is not the actual 
“objective” physical appearance but the mental picture that people have about their 
own body. To explain this concept clearly, the therapist should explain that many 
adolescents, but also some adults, feel fat and overweight, even if they are not con-
sidered so objectively; at the other end of the spectrum, some people who have 
obesity feel good about their body and have good self-esteem and interpersonal 
relationships, despite their excess weight. The therapist should also explain that 
many people with body dissatisfaction might like how they look after a moderate 
weight loss and making changes to other aspects of their appearance; body dissatis-
faction does not have a negative influence on their self-evaluation or their ability to 
function in social situations. However, as we have seen, in some people, body image 
concerns continue to have a negatively impact on self-esteem and their everyday 
functioning despite a healthy weight loss, and in such cases it will be necessary to 
address these concerns to achieve successful weight maintenance.

8.6.2  Engaging the Patients in the Decision to Address Negative 
Body Image

Generally, the difference between body image and physical appearance is immedi-
ately understood by most patients, and some of them admit admiring people who 
are able to accept or even like their own body, even if they are overweight, but they 
really do not believe that this could happen to them. In such cases, it is important to 
instil hope in patients by informing them that there are specific strategies and pro-
cedures that, by addressing the cognitive and behavioural mechanisms maintaining 
a negative body image, can help to promote a positive acceptance of body shape, 
irrespective of the amount of weight lost.

Even if patients understand the difference between body image and physical 
appearance, however, some will persist in the belief that an improvement in the 
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former will only be possible if they reach a normal weight. In such cases, the thera-
pist should review with the patient their previous weight-loss attempts and the effect 
that these had on their physical appearance and body image. It is common that, in 
spite of losing a large amount of weight and achieving significant change in their 
physical appearance, such patients report that this resulted in no improvement in 
their body image. In the event of this disclosure, the therapist should explain that 
these previous experiences underline the differences between physical appearance 
and body image and that it might be interesting to understand—and then address—
the mechanisms maintaining a negative body image that are not linked to physical 
appearance. The patient should also be informed that the maintenance of body 
image concerns may be an obstacle to weight maintenance, because it maintains 
dissatisfaction with weight loss and may prompt the adoption of severe dietary 
restriction. This is usually impossible to maintain over time and can therefore make 
the individual more vulnerable to weight regain in the future. Moreover, continued 
pursuit of weight loss would prevent them from taking the opportunity afforded by 
the programme to learn the skills needed to maintain the weight they have already 
lost in the long term.

If a patient reports that past weight loss improved both their physical appearance 
and body image, the therapist should review with them why they failed to maintain 
the weight lost. This discussion should persuade the patient to conclude that one of 
the major causes of their weight regain was that they were unable to stick to an 
excessively restrictive diet over a long period of time, as it was not compatible with 
everyday life.

At the end of this discussion, the therapist should ask the patient to evaluate the 
pros and cons of addressing body image concerns directly and to emphasise that this 
will be conducted while they continue to work on losing weight (i.e. until the end of 
Phase 1). This is important, as it will obviate anxiety about having to immediately 
abandon any attempt at weight loss in favour of focusing on improving body image. 
In our clinical experience, most patients agree to address this topic as part of their 
treatment, as they report that negative body image is one of the major reasons that 
led them to seek help for weight loss.

8.6.3  Discussing the Maintenance of Negative Body Image

The first step in attempting to overcome a patient’s negative body image is to tell 
them that the key strategy is to address the cognitive processes that are reinforcing 
it. For this reason, the therapist should describe the main maintenance mechanisms 
behind negative body image—focusing in particular on those that emerged in a 
review of the Body Image Inventory—and the pertinent pressures exerted by society 
at large and the individual’s surroundings (see Sect. 8.2).

General and individual social pressures. The therapist should explain that “gen-
eral” and “individual” social pressures may contribute not only to the development 
of a negative body image but also to its maintenance. General social pressures are 
those that lead a person to want to conform to the prevailing social standard of 
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beauty based on thinness. Patients with obesity live in a society that perpetuate body 
concerns, as it overvalues thinness and fosters negative judgements about individu-
als who are overweight. Furthermore, some patients are exposed to specific indi-
vidual social pressures—in the family or at work, for example—that magnify the 
effect of the general pressures in contributing to maintain a negative body image 
(see Sect. 8.2).

Body concerns. There are a wide variety of body concerns that patients with 
obesity can suffer from, on a continuum of severity from slight body dissatisfaction 
to extreme self-loathing. This range of severity is primarily mediated by the degree 
of importance that the individual attaches to body shape and weight in their self- 
evaluation and at its extreme is characterised by what is termed the “overvaluation 
of shape and weight”. If this is found to be the case (as is common in patients with 
BED, see Chap. 13), the individual will judge themselves predominately or even 
exclusively in terms of their shape and weight. Such body concerns explain the main 
expressions of negative body image, such as body checking, body avoidance and 
feeling fat.

Body avoidance. This is a typical behavioural expression of body concerns, and 
it is very common among patients with obesity. It refers to the avoidance of situa-
tions in which patients think they will feel very self-conscious about their physical 
appearance [7]. Body avoidance has a positive short-term effect by reducing the 
distress associated with body exposure, but in a long term it tends to maintain and 
intensify body concerns through the mechanisms described in Sect. 8.6.7.2.

Body checking. This behavioural expression of body concerns is manifested by a 
subgroup of patients with obesity. It involves the frequent checking of body shape 
and weight—by pinching, weighing, looking in the mirror and comparing one’s 
own body with that of others. As with body avoidance, body checking, in some 
cases, may have a positive effect in the short term, reassuring the individual that 
they have not put on weight, but in the long term, it has a negative impact—serving 
to maintain body concerns through the mechanisms described in Sect. 8.6.7.1.

Feeling fat. Another expression of body concerns is feeling fat. This sensation 
is frequently reported by patients with obesity, but it is not necessarily related to 
their actual body weight, since it is also reported by many normal or low-weight 
individuals and not by some individual who are overweight. Moreover, it is not 
present all the time, being triggered by certain body-related experiences and emo-
tions; this too serves to maintain the body concerns, via the mechanisms described 
in Sect. 8.6.7.3.

Figure 8.2 illustrates the main maintenance mechanisms of negative body image. 
These should be explained to any patient that displays this feature.

8.6.4  Devising a Plan to Address Negative Body Image

The next step in addressing negative body image is devising a personalised action 
plan. This should be focused on the main maintenance processes operating in the 
patient that emerged from the review of the Body Image Inventory and individual 
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social pressures (see Sect. 8.2). That being said, in the majority of cases, the plan 
will employ three complementary strategies designed to (1) address social pres-
sures, (2) enhance the personal significance of other self-evaluation domains and (3) 
address the expression of body concerns (i.e. body checking, body avoidance and 
feeling fat).

8.6.5  Addressing Social Pressures

Unfortunately, there is little we can do to reduce the general social pressure to be 
thin that a patient is subject to, and it is also often difficult to address the indi-
vidual social pressures they experience. Nevertheless, the therapist should help 
the patient to become aware of these social pressures and the negative effect they 
have on people that are not naturally normal weight. It is also important to help 
the patient to understand that negative social attitudes towards people with obesity 
are unjustified—merely the result of prejudice and ignorance, since several scien-
tific findings indicate that obesity is often the result of a complex interaction 
between genetic and environmental risk factors. As suggested by Cooper et al., 
patients should be encouraged to ask themselves “Is it my problem or a problem 
with society in general?” [7].

If the patients agree that it is society that has the problem, they should be 
encouraged to distance themselves from these prejudices and to avoid being nega-
tively influenced by them. It is also useful to discuss with patients some possible 
strategies for coping with social pressures. These may be as simple as ignoring 
them and responding to criticism assertively, or more active, for example, writing 
a letter to a newspaper and/or joining a group that fights prejudice against people 
with obesity.

If the patient is experiencing social pressure from within the family, the therapist 
should evaluate with them whether it would be helpful to involve significant others 
in their treatment. In this way, their major critics could be educated and discuss how 
they could temper their judgemental attitude the patient’s eating, shape and weight 
(see Chap. 10).

8.6.6  Enhancing the Personal Significance of Other  
Self- Evaluation Domains

As described in Sect. 8.6.3, negative body image is primarily mediated by the 
importance that the individual attaches to their body shape and weight in their own 
evaluation of themselves. For this reason, a CBT-OB strategy for indirectly reduc-
ing the degree of importance attributed to shape and weight is to help the patient 
enhance the personal significance of other self-evaluation domains.

The first step in this process is to educate the patient about the abstract concept 
of self-evaluation. Here we report a dialogue between the therapist and Emma (the 
patient introduced in the previous Vignette) on this topic.
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• Therapist: “Today I think we should talk about the way people evaluate or judge 
themselves”.

• Patient: “That is interesting topic. I like the idea”.
• Therapist: “Well, you know that all of us have a way of judging ourselves. If we 

are fulfilling our expectations in the areas of life we value, we feel quite good 
about ourselves, but if not, we feel bad”.

• Patient: “I agree”.
• Therapist: “Typically, people judge themselves according to various domains; 

one example domain could be how they are doing in their relationships with a 
partner and/or friends. Other things that may be important to their self-evaluation 
could be how they are performing at work and the quality of their performance 
in their pastimes—for example, sports or hobbies. However, largely due to the 
negative messages that our society sends regarding obesity, people who do not 
feel that they fit into the “normal” stereotype often judge themselves harshly on 
their shape and weight, which they feel are very important”.

• Patient: “I know; this is my problem”.
• Therapist: “If someone feels very bad if one area of their life is going badly, this 

indicates that that particular aspect of their life is probably very important to them”.
• Patient: “I understand. So, when I see my body and I feel terrible, this means that 

my body is very important to me. You know, I feel so bad about myself that some 
days I don’t go out”.

• Therapist: “Exactly. This indicates that your shape and/or appearance are a very 
important part of how you judge yourself. A good way of looking at the criteria 
you use to judge yourself is to draw a “self-evaluation pie chart”; the various 
slices in the pie chart represent the areas of life that you use to determine your 
self-worth, and the bigger the slice, the more important it is to you”.

• Patient: “Yes, I understand”.
• Therapist: “Before you draw your own pie chart, we should first list the things that 

factor into the way you judge, or evaluate, yourself. What might they be?”

The therapist then helps the patient generate a list of “self-evaluation domains”. 
Once the list has been drawn up, the therapist explores with the patient the relative 
importance of each, ranking them and drawing a provisional pie chart. Each slice of 
the pie represents the relative importance that the patient attributes to that area in 
their self-evaluation schema. The self-evaluation pie chart produced by Emma—the 
patient from the above vignette, who has a negative body image—is shown in 
Fig. 8.1 (on the left) alongside one pertaining to another patient with obesity but 
without a negative body image.

The self-evaluation pie chart provides the patients with a handy visual represen-
tation of the excessive importance that they may give to shape and weight and is 
used by the therapist to elicit the advantages and disadvantages of using a system 
of self-evaluation in which shape and weight have excessive importance [13]. This 
analysis should help the patient to conclude that having one large self-evaluation 
domain is a dysfunctional form of self-evaluation, as it marginalises other impor-
tant aspects of life (e.g. relationships, school, work, hobbies, etc.) and leads to 
some behaviours (e.g. body avoidance and body checking) that characterise and 
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maintain a negative body image. Furthermore, if something goes wrong (e.g. weight 
gain or not being able to reach the desired weight), it could cause self-worth to 
collapse entirely. Finally, it drives a person to pursue an excessive weight loss, 
which is not only difficult to achieve but also to maintain—they will never be satis-
fied with their weight.

Then, after the patient has agreed that a smaller slice devoted to weight and shape 
would be preferable, the therapist should help them to address any direct expres-
sions of negative body image that they report, specifically the marginalisation of 
other life areas, the body checking, body avoidance and feeling fat [13]. Through 
several mechanisms, these expressions serve to maintain a negative body image 
and, therefore, need to be addressed by the treatment (see Fig. 8.2).

Hence the next steps are to help the patient to address the marginalisation of 
other areas of life and directly enhance the importance of other self-evaluation 
domains. Negative body image, especially if extreme, inevitably marginalises other 
areas of life, which might otherwise contribute positively to self-evaluation. 
However, even if the expressions of negative body image are not extreme, they may 
nevertheless have a strong influence on the patient’s quality of life and their self- 
evaluation, having a negative impact on interpersonal relationships and/or limiting 
participation in some social activities, hobbies or sports that involve body exposure 
and therefore distress.

Shape and weight
School
Family
Music
Other

Shape and weight
School
Family
Sport
Music
Friends
Painting
Other

Fig. 8.1 A pie chart 
pertaining to a patient with 
obesity and negative body 
image (on the left) and one 
of a patient with obesity 
without negative body 
image (on the right)

General social
pressure

Individual social
pressure

Body concerns

Negative body image

Marginalisation
of other areas

of life

Body checking
Body avoidance

Feeling fat

Fig. 8.2 An example of a 
body image Personal 
Formulation
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This type of marginalisation is generally manifested in two ways [13], both of 
which can be ascertained from the self-evaluation pie chart. First, self-evaluation 
domains not related to body image are few in number (i.e. there are few unrelated 
slices in the patient’s pie chart) with respect to those that patients without body 
concerns might have. Second, they may be of limited importance (i.e. the slices 
are small in size), particularly in patients with extreme body concerns (i.e. those 
with overvaluation of shape and weight). The goal therefore is to help patients 
develop other areas of life that should take on more importance in their self-
evaluation schema and thereby indirectly reduce the patient’s overvaluation of 
shape or weight.

The strategy involves encouraging patients, using a “brainstorming” approach, to 
identify any activities or areas of life that they would like to work on, and assisting 
them to do so [13]. Possible areas to suggest are hobbies, etc. that the patients had 
in the past but gave up due to their obesity. Activities that they have always wanted 
to do but have never got round to may also help in this regard. Sometimes good 
ideas can come from considering what other people of the same age do in their spare 
time. In general, it is advisable to agree on one or possibly two activities that the 
patient will try and ensure that they actually start to engage in the activity identified. 
The last column of the Monitoring Record should be used to record and review any 
progress or obstacles in this area on a weekly basis, and any barriers that arise 
should be addressed through a problem-solving approach.

8.6.7  Addressing Other Expressions of Negative Body Image

It is crucial to encourage the patient to target the other major expressions of negative 
body image directly. This strategy should be applied at the same time as enhancing 
the importance of other self-evaluation domains and involves tackling body check-
ing, body avoidance and feeling fat. In most cases, it is advisable to address body 
checking first, as this tends to increase the body dissatisfaction that maintains body 
avoidance and triggers feeling fat. However, in some patients, body avoidance is the 
first expression to address, as they do not report significant body checking behav-
iours. Usually feeling fat is the last expression to address, although in some cases 
the order can be reversed if this expression of body concern is extreme.

Vignette
Emma, with great reluctance, decided to enrol in a riding school, as to ride a 
horse had always been her dream. To her surprise, she was welcomed with 
kindness and warmth by the teacher and other members of the school. 
Attending the riding school gave her the opportunity to meet some nice new 
people and to spent enjoyable times at the clubhouse after the end of her rid-
ing lesson. She started to take more care of her physical appearance, buying 
new make-up and more colourful clothes. She also started to accept invita-
tions to the birthday parties held by the mothers of her son’s classmates.
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8.6.7.1  Addressing Body Checking
As described in Sect. 8.6.4, a common direct expression of negative body image is 
body checking. The aim of this behaviour is usually to keep an eye on the shape of 
the body and/or to check whether it has changed. Body checking is common among 
people in general, but in those with a negative body image, it manifests more fre-
quently and in very unusual ways [13]. Common body checking behaviours of 
patients with obesity are the following:

• Frequent weight checking (e.g. measuring the body weight frequently)
• Visual checking (e.g. frequent self-examination of specific parts of the body in 

the mirror, or any reflective surface, with a hypercritical attitude)
• Measurement checking (e.g. measuring the circumference of the body, for exam-

ple, waist, hips, thighs and/or wrists)
• Tactile checking (e.g. pinching the folds of fat to gauge their size, wearing tight 

clothes to see how they feel)
• Comparison checking (e.g. looking at leaner people or particular features of oth-

ers, such as a flat belly, slim, long or muscular legs; looking at models or actors 
in the media; taking interest in the weight and body size of others)

• Reassurance checking (e.g. asking other people for reassurance about the shape 
of their own body).

The first step in addressing these behaviours is to describe to the patient the main 
forms of body checking and how these maintain and intensify body dissatisfaction 
through the following main mechanisms [13]:

 1. Checking weight too frequently favours negative interpretations of minimal weight 
changes (which are generally due to changes in the body’s hydration status).

 2. Constantly scrutinising, touching and measuring the body means that the “prob-
lem” is never out of sight or out of mind.

 3. Focusing on disliked parts of the body amplifies the perceived defects.
 4. Superficial observation of the body parts of atypical people (e.g. models or 

actors), a subgroup of lean people or those with “special” features (e.g. a flat 
belly) only intensifies the misperception that one’s own body is the wrong shape.

The second step is to explain to patients that people are often unaware that they 
themselves are engaging in these behaviours, and they should therefore monitor any 
episodes that they notice over a 2-day period in the last column of their Monitoring 
Record. This will enable assessment of their frequency and implications and explo-
ration of associated thoughts and emotions.

The third step is to review with the patients the motivation behind the body 
checking behaviours they have made note of and what they perceive to be the con-
sequences. The following questions may be of assistance in this regard [13]:

• Why did you check your body?
• Why did you check your body so frequently?

8.6 Addressing Negative Body Image
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• Which part of your body did you look at?
• Do you usually feel better after checking your body?
• Do you think that body checking has any negative effects?

This should lead to the conclusion that body checking increases body dissatisfac-
tion, and the fourth step is therefore to discuss with patients which dysfunctional 
body checking behaviours (e.g. weight checking, mirror use, comparison checking) 
to address. The aim is to reduce the frequency and nature of these behaviours in 
order to obtain a functional control of body shape and weight.

During this period, the target behaviour should be monitored in real time, with 
the patient writing why they were doing it in the last column of the Monitoring 
Record. This should make it easier for the patient to learn to stop this behaviour at 
the outset and understand what they are trying achieve through this behaviour. As 
with weight checking (addressed in Module 1, see Sect. 4.4), preoccupation with 
shape may transiently increase, but it then tends to decrease as the patient gains 
control. However, if a patient finds it difficult to stop body checking, they should be 
encouraged to identify the trigger situations (e.g. after eating, when getting 
undressed) and to devise and practice strategies that will enable them to resist the 
urge (e.g. undressing in front of a mirror, handling an object instead of pinching 
their fat folds).

When it is suggested to patients that they attempt to change the frequency and 
nature of their body checking [13], the therapist should discuss the appropriate use 
of mirrors and in particular the purpose of looking in the mirror, as well as a normal 
frequency and time spent doing so. Patients should be advised to look in the mirror 
to check their hair and clothes in the morning when they get up or before they go 
out. There are no other healthy or useful reasons for looking in a mirror!

With patients that report frequent comparison checking, the therapist should sug-
gest that this is addressed by targeting the two typical biases associated with this 
behaviour [13]: (1) subject bias (i.e. comparing oneself with someone who is young 
and attractive) and (2) evaluation bias (i.e. looking at other people’s bodies in a 
superficial and uncritical way but being meticulous and critical when they check 
their own). Patients are encouraged to reduce the frequency of such comparisons, to 
become aware in real time of the two biases, to widen their focus of attention (e.g. 
hair, shoes) and to observe people’s other characteristics (e.g. personality). It is also 
useful to stimulate patients to become aware of body diversity. In the event that 
comparison is focused on celebrities in magazines or other media, one useful strat-
egy may be to point out to patients that such images are not representative of realis-
tic body models, as the vast majority, if not all, have been retouched (there are 
numerous examples of “the Photoshop Effect” on the internet which may help them 
appreciate this).

8.6.7.2  Addressing Body Avoidance
Body avoidance is another typical expression of negative body image and is common 
in patients with obesity [12]. Avoiding situations that may cause distress due to the 
need to expose the body perpetuates body dissatisfaction. Although avoiding these 
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situations prevents distress and discomfort in the short term, it does not give patients 
a clear idea of what they actually look like, or to learn to overcome their anxiety 
when swimming, exercising in public or other occasions in which they feel exposed 
[7]. The result is that patients become completely dependent on their own judgement 
about how they or others will see them, and as a consequence these negative predic-
tions and fears are never put to the test. Body avoidance is also a huge obstacle to 
healthy socialisation, intimacy with a partner and everyday activities such as buying 
new clothes or going out with friends. Typical body avoidance behaviours include (1) 
avoiding checking body weight, (2) avoiding looking at one’s own body, (3) avoiding 
touching one’s own body and (4) avoiding exposing one’s body to others.

The first step in addressing body avoidance is for the CBT-OB therapist to illus-
trate this process to the patient, taking the lead from some of their own experiences 
and explaining how it acts to reinforce body dissatisfaction. The therapist should 
help the patients to conclude that it is better to confront the situations they would 
rather avoid, if only to test their predictions and the negative consequences that they 
foresee [7].

Next the therapist should help plan specific behavioural tasks that the patient 
feels that they will be able to achieve. The plan should involve progressively expos-
ing specific body parts, beginning with those that cause less discomfort (e.g. going 
out in three-quarter-length rather than long sleeves). Patients should also be encour-
aged to predict the consequences of body exposure, writing their predictions in the 
Monitoring Record, and, with the help of the therapist, plan in advance how to 
achieve the task and cope with the anticipated negative consequences [7].

The third step is to ask how the attempt went and whether the predicted negative 
consequences in fact occurred. The therapist should emphasise the positive aspects 
of the outcome, including the fact that the patients overcame their reticence to try it, 
and review with the patients what they have learned from the experience [7]. In this 
way, patients are assisted to gradually become accustomed to the sight and feel of 
their own body and ultimately to become comfortable exposing it in the presence of 
others. Usually, this process does not require many sessions and leads to a marked 
reduction in harmful body avoidance, as well as secondary benefits such as increased 
opportunities for socialising.

8.6.7.3  Addressing Feeling Fat
Many people report feeling fat, even if they are of normal or low weight, but the 
experience is extremely intense and frequent among those with obesity—especially 
in those with overvaluation of shape and weight and intense body concerns. Feeling 
fat seems to be consequence of “mislabelling” three main experiences [13]:

 1. Negative physical states (e.g. the sensation of body fat wobbling—which is com-
mon in women and people who have excess body weight—and feeling tired, full, 
bloated or sluggish)

 2. Negative emotions (e.g. anxiety or depression)
 3. Accentuated body awareness (through body checking, wearing tight clothes and/

or receiving comments on the body)

8.6 Addressing Negative Body Image



140

Research indicates that excessive feeling fat could be a consequence of patients’ 
long-standing and prolonged preoccupation with body shape [13]. As feeling fat, 
like other expressions of negative self-image, increases body dissatisfaction, it must 
also be addressed by the treatment.

Patients are encouraged to identify when feeling fat “peaks” (i.e. when the sensa-
tion is more intense). They should then seek to identify the experience associated 
with that feeling by asking themselves questions such as, “Has something happened 
over the last hour or so that may have triggered my feeling fat?”, or “What else am 
I feeling at this time (in addition to fat)?”. Finally, they should address the circum-
stance directly (e.g. wearing looser clothes to address accentuated body awareness, 
problem-solving to cope with negative emotions and tolerating negative physical 
states by being aware that they are only transitory) [13].

8.7  Accepting a Reasonable and Healthy Weight

The interrelated and complementary strategies and procedures used to address neg-
ative body image in CBT-OB should produce a gradual erosion of its main expres-
sions (i.e. weight checking and avoidance, shape checking, body avoidance and 
feeling fat). Together with an enhancement of the importance of other life domains, 
this acts to progressively reduce the patient’s body concerns and the significance 
they place on shape and weight in their own self-evaluation. This process is also 
consolidated by addressing unrealistic weight-loss goals and dysfunctional primary 
goals or losing weight.

The final strategy of this type of intervention is to encourage the patient to reach 
positive acceptance of the body shape and weight they have achieved at the end of 
the weight-loss phase. The emphasis should be on balancing change and accep-
tance, i.e. changing what can be changed (lifestyle) and accepting what cannot (i.e. 
attaining an “ideal” body shape and weight) [14].

The patients should be helped to accept that extreme weight-control measures 
such as extreme dietary restriction and strenuous physical activity are counterpro-
ductive in the long term. Such extreme and unhealthy behaviours will not help them 
to achieve the ultimate goal of maintaining an “ideal” shape and weight and can in 
fact destroy self-confidence and self-esteem. The negative implications of an attempt 
to change what cannot be changed must be balanced with trying to consider the 
existing weight and body shape in a more positive light. Ideally, self-acceptance 
should become an active process of self-affirmation rather than a passive process of 
resignation or “surrendering to fate” [14]. The goal is to expand the patient’s defini-
tion and sense of self. To achieve this, they should be encouraged to compile a list 
of personal strengths that do not depend on their body shape and weight. It may be 
also helpful to help patients to identify famous people that meet the current social 
criteria for physical beauty but actually have had a miserable life. Sometimes it is 
also helpful to ask the patients to give themselves the advice they would give to a 
friend in a similar situation.
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Acceptance of obesity can be facilitated by exploring the origins of the patient’s 
negative beliefs about body shape and weight. Among the factors involved, the ther-
apist should discuss with the patients the social pressures, prejudice, discrimination 
and mockery that people with obesity are often subjected to in our society. The 
patient should be encouraged to think that if people with obesity are discriminated 
against, it is because they are perceived to belong to a certain category of people (all 
those who do not match the “ideal”), not due to their individual personality, and 
therefore it is no fault of their own.

The ultimate goal of this intervention is not to get the patient to “love their body” 
but instead to reduce the overemphasis on body shape and weight in their self- 
evaluation, especially in cases in which a patient’s self-worth is primarily based on 
an idealised image of physical appearance. Patients are not forbidden from being 
unhappy with their body; in fact, as already described in Sect. 8.6, such discontent 
is “normal” in Western culture [8]. As Cash (1995) described, a useful analogy of 
body dissatisfaction is chronic interpersonal conflict [15], as follows: if you are 
unhappy with your partner, you can decide to separate, but the only option with your 
own body is to make peace with it. This includes reaching a compromise and accept-
ing less than what might be considered ideal.

Vignette
Emma worked hard to address her negative body image. In addition to suc-
cessful attempts to increase the importance of other self-evaluation domains, 
as previously described, she stopped some dysfunctional body checking 
entirely, such as repeatedly pinching herself, looking critically at her body 
shape in the mirror (in particular her legs and hips) and comparing herself 
with younger and slimmer women. Taking up horse riding helped her to 
become more self-confident about herself and to expose herself in situations 
that she had previously avoided, such as going to the beach with her son. 
Nevertheless, she still found it difficult to address feeling fat, which tended to 
become more accentuated before her period—when she also had a low 
mood—and when she rode a horse. In the latter situation, she partially over-
came the unpleasant sensation of her body wobbling by using a sports bra, 
and, perhaps more importantly, she was able to label the sensation of feeling 
fat as a transitory phenomenon stimulated by her interpretation of negative 
emotions and body awareness. At the end of the weight-loss phase, although 
Emma was still dissatisfied with her body shape, she did agree to start weight- 
loss maintenance; she realised that her quality of life had already much 
improved thanks to the weight loss she had achieved to date and that her self-
evaluation had also improved due to the effort she had put into addressing her 
negative body image.

8.7 Accepting a Reasonable and Healthy Weight



142

References

 1. Dalle Grave R, Melchionda N, Calugi S, Centis E, Tufano A, Fatati G, et al. Continuous care in 
the treatment of obesity: an observational multicentre study. J Intern Med. 2005;258(3):265–
73. https://doi.org/10.1111/j.1365-2796.2005.01524.x.

 2. Calugi S, Marchesini G, El Ghoch M, Gavasso I, Dalle Grave R. The influence of weight-loss 
expectations on weight loss and of weight-loss satisfaction on weight maintenance in severe 
obesity. J Acad Nutr Diet. 2017;117(1):32–8. https://doi.org/10.1016/j.jand.2016.09.001.

 3. Calugi S, Marchesini G, El Ghoch M, Gavasso I, Dalle Grave R. The association between 
weight maintenance and session-by-session diet adherence, weight loss and weight-loss satis-
faction. Eat Weight Disord. 2018. https://doi.org/10.1007/s40519-018-0528-8.

 4. Dalle Grave R, Calugi S, Compare A, El Ghoch M, Petroni ML, Tomasi F, et al. Weight loss 
expectations and attrition in treatment-seeking obese women. Obes Facts. 2015;8(5):311–8. 
https://doi.org/10.1159/000441366.

 5. Dalle Grave R, Calugi S, Molinari E, Petroni ML, Bondi M, Compare A, et al. Weight loss 
expectations in obese patients and treatment attrition: an observational multicenter study. Obes 
Res. 2005;13(11):1961–9. https://doi.org/10.1038/oby.2005.241.

 6. Cooper Z, Fairburn CG. A new cognitive behavioural approach to the treatment of obesity. 
Behav Res Ther. 2001;39(5):499–511.

 7. Cooper Z, Fairburn CG, Hawker DM. Cognitive-behavioral treatment of obesity: a clinician’s 
guide. New York: Guilford Press; 2003.

 8. Rodin J, Silberstein LR, Striegel-Moore RH. Women and weight: a normative discontent. In: 
Sonderegger TB, editor. Nebraska symposium on motivation: psychology and gender. Lincoln: 
University of Nebraska Press; 1984. p. 267–307.

 9. Foster GD, Wadden TA, Vogt RA.  Body image in obese women before, during, and after 
weight loss treatment. Health Psychol. 1997;16(3):226–9.

 10. Adami GF, Meneghelli A, Bressani A, Scopinaro N. Body image in obese patients before and 
after stable weight reduction following bariatric surgery. J Psychosom Res. 1999;46(3):275–81.

 11. Cash TF.  Body-image attitudes: evaluation, investment, and affect. Percept Mot Skills. 
1994;78(3 Pt 2):1168–70. https://doi.org/10.2466/pms.1994.78.3c.1168.

 12. Dalle Grave R, Cuzzolaro M, Calugi S, Tomasi F, Temperilli F, Marchesini G, et  al. The 
effect of obesity management on body image in patients seeking treatment at medical centers. 
Obesity (Silver Spring). 2007;15(9):2320–7. https://doi.org/10.1038/oby.2007.275.

 13. Fairburn CG.  Cognitive behavior therapy and eating disorders. New  York: Guilford Press; 
2008.

 14. Wilson GT. Acceptance and change in the treatment of eating disorders and obesity. Behav 
Ther. 1996;27:417–39.

 15. Cash TF. What do you see when you look in the mirror? New York: Bantam Books; 1995.

8 Module 5: Addressing Weight-Loss Dissatisfaction

https://doi.org/10.1111/j.1365-2796.2005.01524.x
https://doi.org/10.1016/j.jand.2016.09.001
https://doi.org/10.1007/s40519-018-0528-8
https://doi.org/10.1159/000441366
https://doi.org/10.1038/oby.2005.241
https://doi.org/10.2466/pms.1994.78.3c.1168
https://doi.org/10.1038/oby.2007.275


143© Springer International Publishing AG, part of Springer Nature 2018
R. Dalle Grave et al., Treating Obesity with Personalized Cognitive  
Behavioral Therapy, https://doi.org/10.1007/978-3-319-91497-8_9

9Module 6: Addressing the Obstacles 
to Weight Maintenance

Maintaining the weight lost is the most challenging problem of overweight and 
obesity treatment. There are many ways to lose weight, but none has thus far 
proved wholly effective in preventing future weight regain. To address this issue, 
Module 6 introduces several strategies and procedures specifically designed to 
help patients maintain their lower body weight. It coincides with the beginning of 
Phase 2 of the CBT-OB programme and lasts 48 weeks. In most cases, it is begun 
after the 24-week weight-loss phase, when the weight-loss rate has slowed or 
reached a plateau. However, the start of Module 6 may be delayed for several 
months if a patient wants to lose more weight and displays a constant weight-loss 
rate of 0.5 kg/week without adopting extreme weight-control behaviours. This is 
because studies have found that the more weight lost, the more satisfied the 
patients are with the treatment, and the greater the likelihood of them being able 
to maintain the weight lost over time [1]. However, the therapist should carefully 
evaluate with the patient the pros and cons of delaying the start of the weight-
maintenance phase; whatever their decision at this stage, they should understand 
that weight maintenance is an integral part of treatment and cannot be postponed 
indefinitely.

Before starting Phase 2, one or two sessions should be dedicated to preparing 
patients for weight maintenance, since it is crucial that they agree to commit to a 
lifestyle and mindset oriented towards weight maintenance (not weight loss) for at 
least 48 weeks. As part of this phase, patients will attend one session every 4 weeks, 
and these sessions will be structured similarly to those in Stage 1.

9.1  Preparing the Patient for Weight Maintenance

By analysing our patients’ past weight-loss attempts, we realised that in almost all 
cases, they never practised lasting maintenance of the weight lost. Indeed, from 
their accounts, it emerged that they had adopted weight-control behaviours with 
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the sole aim of losing weight and commonly went back to their previous eating 
habits when they stopped. As suggested by Cooper et al. [2], one of the reasons for 
poor long-term outcomes in obesity treatment is the failure of therapists and 
patients to appreciate the importance of establishing and practising weight-mainte-
nance skills, which are different from those required to lose weight. For this rea-
son, it is crucial to dedicate one or two sessions to preparing patients to start the 
weight-maintenance phase well. Usually, it is advisable to address this topic by 
reviewing collaboratively the amount of weight lost and the improvements achieved 
in the quality of the patient’s physical and psychosocial life. Then the patient 
should be educated on weight maintenance. Finally, the therapist should actively 
involve the patient in the decision to start the weight-maintenance phase and only 
then start to address it.

9.1.1  Reviewing the Changes Achieved Through Weight Loss

A review of the changes in a patient’s physical and psychosocial wellbeing asso-
ciated with the weight they have lost is a good way to introduce the topic of 
weight maintenance, as it may help them to appreciate the importance of main-
taining the weight lost. As part of this review, the therapist should ask the patient 
to compare their current lifestyle, physical condition and health with how they 
were before the beginning of CBT-OB. In most cases, patients report that now 
they adopt healthy eating and an active lifestyle; they have stopped overeating or 
binge eating; they sleep better, are less tired, have less pain in the joints and can 
get upstairs easily; and their physical fitness has dramatically improved. In some 
patients, the physical improvements can be confirmed by the normalisation of 
blood test results and a reduction in the medicines used to treat some comorbidi-
ties associated with obesity (e.g. hypertension, diabetes, dyslipidaemia, etc.). 
The therapist should also ask the patient if their weight loss has been associated 
with any psychosocial improvements. In many cases, the patients report that their 
self-confidence, mood and body image have improved, they are no longer 
excluded from things due to their weight, and they feel more confident during 
social occasions.

Once their achievements have been listed, the next step is to ask the patient if 
they consider it important to maintain the benefits obtained through weight loss. In 
most cases patients report that they do not want to go back to how they were because 
they feel much better now. The therapist should then draw the patient’s attention to 
previous weight-loss attempts, asking them whether they had resulted in similar 
benefits, which were subsequently lost when they regained weight. Patients fre-
quently respond “yes” to this question and conclude that their main problem is 
maintaining the weight lost. At this point, the therapist should ask the patients if 
they are interested in receiving some general information about weight-loss mainte-
nance. Most patients respond that they would, and the therapist can therefore start 
to educate them on this topic.
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9.1.2  Educating the Patient on Weight Maintenance

A fundamental step for helping patients to accept the weight-maintenance phase 
weight is to educate them on three main themes: (1) weight maintenance is more 
difficult than weight loss; (2) some people are able to maintain the weight lost in the 
long term; and (3) to maintain weight, it will be necessary to learn and practise the 
appropriate skills.

9.1.2.1  Weight Maintenance Is More Difficult Than Weight Loss
The therapist should explain that weight maintenance is more difficult than weight 
loss for the following reasons [2]: (1) one has to accept a weight that might previ-
ously have been considered unacceptable; (2) weight loss has a definite duration, 
while weight maintenance is an indefinite process that lasts forever; (3) during 
weight maintenance, people tend to receive little encouragement from significant 
others (indeed, sometimes they are criticised for not trying to lose more weight); (4) 
the positive results of weight loss can be evaluated each week, but assessment of 
weight maintenance requires months or years; and (5) during weight loss, the goal 
is to improve (e.g. weight, health, appearance, etc.), while during weight mainte-
nance the goal is to preserve what has been achieved.

The therapist should also emphasise that relapse after weight loss is an insidi-
ous process, very different from that observed in substance misuse. Foremost in 
the minds of former substance misusers (e.g. alcohol, smoke, cocaine, etc.) is the 
possibility of “falling off the wagon”, but this is generally not the case in weight 
maintainers. For instance, a person who has given up smoking knows that one 
cigarette will likely lead to relapse and is therefore very careful to avoid even 
minimal transgression and maintain a lasting abstinence. However, in weight 
maintainers, the first steps on the road to relapse are less obvious. In this case, the 
process of relapse usually begins with small but persistent changes in eating (e.g. 
eating food rich in fat, grazing, etc.) or physical activity habits (e.g. no longer 
walking 10,000 steps a day). At the beginning, these changes do not necessarily 
produce an immediate increase in weight, because to gain 1 kg it is necessary to 
eat about 7000 kcal more than those burned. This fact may lead the individuals 
to develop the false confidence that they can eat more and move less without 
gaining weight. Even when they regain 2 kg, they often remain unaware that a 
relapse is underway and tend to think that they will be able to lose this weight 
easily “whenever they want”. In reality, however, this amount of weight regain is 
often the sign that old habits have been reactivated and re-established over a 
persistent period of time, and the patient is already on the slippery slope that will 
almost inevitably lead to gradually putting back on all the weight that they had 
lost. This means that in the weight-maintenance phase, it is essential for the 
patient to learn to pay attention to the early signs of relapse (i.e. changes in eat-
ing and/or physical activity habits), and to nip transgressions in the bud, even 
before their weight begins to creep up. In short, they must be taught how and 
when to get back on track.

9.1 Preparing the Patient for Weight Maintenance
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9.1.2.2  Some People Are Able to Maintain the Weight Lost 
in the Long Term

The therapist should reinforce the notion that some people are able to keep their 
weight off in the long term by describing to the patient the results of analysing the 
National Weight Control Registry (NWCR). This scientific study was designed to 
follow people (18 years or older) who had lost at least 13.6 kg (30 lbs) and kept it 
off for at least 1 year. Over 10,000 people enrolled in the study, completing annual 
questionnaires about their current weight, diet and exercise habits and behavioural 
strategies for weight-loss maintenance, and in 2014 the study reported a 10-year 
observation of self-reported weight-loss and behavioural change in 2886 partici-
pants, recruited primarily through newspaper and magazine articles. The mean 
weight loss of these participants was 31.3 kg at baseline, 23.8 kg at 5 years and 
23.1 kg at 10 years. Of note, 87% of participants were still maintaining at least a 
10% weight loss after 5 and 10  years. The therapist should emphasise that the 
impressive NWCR data shows that long-term weight-loss maintenance is possible. 
The therapist should inform the patient that weight maintainers in the NWCR study 
adopted the following behavioural strategies [3]: (1) high levels of physical activity 
(about 1 hour per day); (2) eating a low-energy, low-fat diet; (3) eating breakfast 
regularly; (4) self-monitoring weight frequently; and (5) maintaining a consistent 
eating pattern across weekdays and weekends. Moreover, the chance of longer-term 
success increased in those who managed to keep their weight off for 2 years or 
more.

That being said, the therapist should inform the patients that the NWCR study 
was not, unfortunately, designed to answer the central question, namely, why some 
individuals do manage to continue to practise weight-control behaviours, and there-
fore maintain weight loss in the long-term, while others do not. Some have sug-
gested that the driving force behind weight regain is the biological pressure on 
individuals to overeat in order to restore their original weight (the set-point theory) 
[4], while others implicate the exposure to an environment that promotes overeating 
and sedentary behaviours. Whatever the case, the NWCR study clearly shows that 
many individuals are able to overcome these pressures in the long term and to main-
tain significant weight loss through lifestyle modification.

If biological pressures are not entirely to blame, the therapist should suggest that 
it is conceivable that cognitive mechanisms interacting with specific changes in diet 
and physical activity may play a pivotal role in long-term weight maintenance. 
Indeed, the complex behaviours involved in lifestyle modification—in this case 
adopting and persisting with strategies required to lose and maintain weight—are in 
part influenced by conscious cognitive processes. Our research, for example, has 
found that weight maintenance is associated with greater satisfaction with the 
weight loss achieved and its attendant benefits [1, 5], while a decline in weight-loss 
satisfaction over the weight-loss phase is associated with weight regain in the long 
run (see Chap. 1) [6]. This indicates that cognitive processes strongly influence the 
likelihood of persisting with weight-maintenance behaviours. In particular, for 
long-term success, it is necessary to appreciate the weight loss achieved—even if it 
is less than that expected—and to develop a long-term weight-control mindset.
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9.1.2.3  The Need to Develop and Practise Weight-Maintenance Skills
Patients should be informed that, after about 6 months (in most cases), weight loss 
tends to slow down and then stop. For this reason, CBT-OB initiates the mainte-
nance phase at 24 weeks, after which it will focus on minimising the risk of relapse. 
It is important to stress to the patient that it will be necessary for them to dedicate 
time and effort to learning how to maintain the weight lost. In the maintenance 
phase, it is essential to stop any attempt to lose weight because this is incompatible 
with acquiring the cognitive and behavioural skills required to keep it off long term. 
The maintenance period should be at least 48 weeks long and could be followed by 
another cycle of weight loss and maintenance, if indicated.

9.1.3  Involving the Patient Actively in the Decision to Start 
Weight Maintenance

After having analysed the benefits achieved through weight loss and educated patients 
on weight maintenance, the next step is to evaluate collaboratively the pros and cons of 
initiating the weight-maintenance phase. Using the same strategy adopted in the 
Preparatory Phase (see Chap. 2), the therapist should ask the patient to think about their 
reasons for and against starting weight maintenance. It is best to begin by asking 
patients to list the cons, and whether continuing to pursue weight loss would provide 
them with any advantages that they would be afraid or unwilling to give up. 
Subsequently, patients should be asked to evaluate the pros, and at this stage, the thera-
pist should prompt them to reflect on the possibility that the failure of previous weight-
loss attempts could have been due, in part, to their not having learned and practised 
weight-maintenance skills. The list of pros and cons and the conclusions the patient 
draws from this discussion should be written down in table format (see Table 9.1).

If, despite this analysis, the patient is reluctant to begin the maintenance phase, the 
therapist should accept their decision on a temporary basis but emphasise the risks of 
continuing to pursue weight loss. In such patients, the therapist should use the follow-
ing sessions to intensify their efforts to help them to address the obstacles to accepting 
body weight maintenance, employing the procedure described in Module 5.

Table 9.1 Pros and cons table of starting weight maintenance

Reasons for not starting weight maintenance Reasons for starting weight maintenance
I want to lose other 10 kg
I am still obese
I will be more attractive and happier if I lose 
more weight
If I control my eating better I will lose more 
weight, and I then I will be more satisfied

I haven’t lost any weight for 4 weeks
I have already obtained several benefits from 
weight loss (I feel much fitter now, I have more 
energy, I can wear clothes that I like, my 
health has improved)
In the past, I have never tried to maintain 
weight, and I have always regained the weight 
I had lost
I really don’t know how to maintain  
weight—either I lose weight or I gain weight

Conclusions: I want to start weight maintenance because I have already obtained several benefits 
from weight loss, and I need to learn how to maintain the weight
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9.1.4  Addressing Concerns and Questions About Starting 
Weight Maintenance

Patients should always be asked if they have any concerns or questions about start-
ing weight maintenance. Here are some examples.

• PATIENT: “I am a little bit worried about starting weight maintenance. In the 
past, I have always regained the weight I had lost”.

• THERAPIST: “It is not so bad that you are worried about weight maintenance, 
because as you know from your past experience, and as we discussed before, it 
is the most difficult part of treatment. However, this programme has been specifi-
cally designed to help you to develop skills to maintain weight in the long term. 
Moreover, your past experience may help alert you to the first signs of relapse 
and prevent you putting the weight back on”.

• PATIENT: “I know that it is important to start weight maintenance, but my hus-
band told me that I still need to lose weight”.

• THERAPIST: “I am happy that you agree that it is important to start weight main-
tenance. Maybe we can meet with your husband to explain why you should be 
starting weight maintenance, and ask for his help”.

• PATIENT: “Yes. I think that’s a good idea”.

• PATIENT: “What should I do if I start to put on weight?”
• THERAPIST: “Good question. With the treatment you will learn specific skills to 

prevent weight regain and to return to an acceptable weight-maintenance range 
if this occurs”.

• PATIENT: “Can I change my mind and decide to lose more weight later on, after 
a month or so?”

• THERAPIST: “Of course. You are free to decide what you want to do. However, 
I do not think that would be a good idea, because you need time to learn and 
practise the skills required to maintain weight”.

• PATIENT: “I feel I am able to lose more weight. Why do I have to start 
maintaining?”

• THERAPIST: “If you are confident in your ability to lose more weight you can 
choose to continue the weight-loss phase for a couple of months. However, 
before making this decision we should carefully evaluate the pros and cons of 
delaying the start of weight maintenance. Whatever your decision, you should be 
aware that weight maintenance is an integral part of the treatment, and will be 
necessary sooner or later if you are to succeed in keeping the weight off”.

• PATIENT: “Will it be possible for me to lose more weight after the end of the 
weight-maintenance phase?”

• THERAPIST: “Yes, of course. We will address this issue towards the end of 
treatment”.
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9.2  Procedures for Weight Maintenance

9.2.1  Establishing Weekly Self-Weighing and a Weight-
Maintenance Range

Research has shown that one of the most important procedures involved in long-
term weight maintenance is regular weighing and that people who stop doing this 
tend to recover all the weight they had lost [3]. It has been suggested that regular 
self-weighing has the potential to allow individuals to detect an energy imbalance 
early on, before these changes produce substantial weight regain [7] (although as 
we have seen, this may, in fact, be a relatively late sign). Regular weighing, most 
commonly once a week, has also been reported by the majority of the long-term 
successful weight-loss maintainers in the NWCR [8]. Hence, the therapist should 
inform the patient that weighing themselves once a week is a key procedure for 
weight maintenance and should become a lifetime habit, like washing or brushing 
teeth.

Patients have been trained in home self-weighing from the start of the treatment, 
during the in-session collaborative weighing (see Module 1 in Chap. 3), and they 
should now be experts in interpreting any changes in their weight. In the weight-
maintenance phase, the patient should be firmly advised to continue the weekly 
self-weighing procedure at home, even though the frequency of in-session weighing 
will be reduced from every 2 weeks to every 4 weeks. For this purpose, the therapist 
should provide the patient with a “weight-maintenance graph” (see Fig. 9.1) with 
48 weeks on the x-axis (i.e. the duration of Phase 2); a weight-maintenance range of 

Vignette
The patient, a 35-year-old single woman working as a lawyer, achieved a 
weight loss of 15 kg after 24 weeks of treatment (from 85 to 70 kg). However, 
over the last month, she only lost 1 kg. She reported that the weight loss she 
had achieved to date made her feel much better both physically and psycho-
logically. Moreover, she had received many compliments from her clients and 
friends and also has a new “beau”. Despite these gains, she was very reluctant 
to start weight maintenance because her goal was to reach a “normal” weight. 
Nonetheless, after receiving information about the need to learn and practise 
skills for weight maintenance and reviewing the failure of previous weight-
loss attempts, in which she never practised a period of weight maintenance, 
she agreed to start Phase 2. When interviewed after 48 weeks of weight main-
tenance at 69 kg, she stated that the decision to interrupt the attempt to lose 
weight and to focus her attention only on maintenance was a good one. She 
reported great appreciation for her current lifestyle and physical fitness (she 
was routinely able to play tennis for 1 h without feeling tired) and acceptance 
of her body shape.
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2 kg either side of the patient’s current weight (i.e. the mean of the last 4 weeks) 
should be traced or highlighted, to show them the outer limits of their individual 
weight-maintenance range—from the maximum (2 kg above the average weight) to 
the minimum (2 kg below the average weight). A range of 4 kg has been chosen 
because the body weight tend to fluctuate as consequence of normal alterations in 
body hydration [2].

In addition to analysing 4-week changes in weight rather than a single reading 
(the indication given to patients in the weight-loss phase), the patient should be 
instructed to look out for the following two situations when interpreting their 
weight-maintenance graph (see Fig. 9.2):

 1. The weight goes beyond the weight-maintenance range. If the weight increases 
above the maximum weight in the acceptable range, they should immediately 
implement a pre-prepared action plan that will allow them to get back on track 
(see Sect. 9.2.7). Similarly, if their weight goes under the minimum in the main-
tenance range, it is important that the patient assesses whether or not this weight 
loss was intentional. If this is the case, they should be advised against pursuing 
further weight loss, because the goal of Module 6 is to learn to maintain weight, 
not to lose it—a necessary part of long-term success. If, however, the weight was 
not intentionally lost, it will be necessary to adjust the calorie intake to keep the 
weight within the maintenance range.
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Fig. 9.1 An example weight-maintenance graph
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 2. Their weight seems to be increasing. In this event, the patient is advised to assess 
whether their weight gain is related to normal weight fluctuations or is, in fact, 
the beginning of a weight regain trend (see Fig. 9.2). In order to resolve this 
issue, the patient should consider how their weight has changed over the last 
4 weeks, rather than at a single weighing. Weight fluctuations are normal and can 
occur due to both physiological factors (e.g. in the premenstrual phase) and vari-
ations in the energy balance. If their weight shows an increase over 1 or 2 weeks, 
the patient should not worry, because the weight variation may be transitory and 
secondary to changes in their hydration status. However, if a trend of increasing 
weight develops over 4 weeks, the patient should put their contingency plan into 
action without hesitation.

9.2.2  Adopting Eating Habits Conducive to Weight Maintenance

The specific strategies that the therapist should suggest that the patient adopt to 
maintain weight will depend on the trend in their weight over the preceding 
4 weeks. If a patient’s weight seems to be stable—as is often the case—no energy 
balance modification is required. If, on the other hand, the patient’s weight is 
showing a tendency to decrease, and they have agreed to start the 
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Fig. 9.2 An example of a weight-maintenance graph showing weight fluctuations, weight gain 
trend, and weight that goes beyond the effective maintenance range (dotted lines)
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weight-maintenance phase, the calorie intake should be increased on the basis of 
the amount of weight lost (e.g. an increase of 500 kcal per day for loss of 2 kg over 
4 weeks, because 1 kg of weight loss corresponds roughly to an energy deficit of 
approximately 7000 kcal).

On a related note, the therapist should also generally recommend that patients 
seek to maintain the same nutritional composition as the meal plan they adopted for 
weight loss. However, if a patient lost weight by eating a low percentage of protein 
(e.g. less than 25%) but a relatively large proportion of carbohydrates, the therapist 
should inform them about the findings of a large randomised controlled trial that 
observed better weight maintenance with an ad libitum high-protein and low-gly-
caemic-index diet with moderate fat content [9]. On the basis of these findings, it is 
advisable that such patients increase their protein intake and limit foods with a high 
glycaemic index.

The therapist should also remind patients to maintain the eating habits they 
adopted during Phase 1, particularly regular eating (i.e. three meals and two snacks 
a day), and to follow a flexible healthy eating plan.

9.2.3  Adopting Physical Activity Habits Conducive to Weight 
Maintenance

Studies have consistently found that regular physical activity is associated with 
long-term weight loss maintenance [10, 11], but how much exercise is needed, and 
are particular types of exercise better than others for weight-loss maintenance?

A response to this question comes from the data pertaining to participants in the 
NWCR. This indicates that successful weight-loss maintainers do higher levels of 
physical activity (burning on average about 2600  kcal/week, which translates to 
~60–75 min of moderate intensity activity, such as brisk walking, per day) than the 
traditional medically recommended target for body weight control (1000  kcal/
week) [12]. In particular 75% reported expending >1000  kcal/week in physical 
activity; about half (54%) >2000  kcal/week; and 35% burned >3000  kcal/week, 
although 25% did report burning <1000 kcal/week [12]. Walking was a favourite 
activity among NWCR participants, but about 29% also reported some form of 
resistance training. Although resistance training is not required for successful 
weight-loss maintenance [12], it may contribute to enhancing the daily energy 
expenditure by promoting an increase in muscle mass [12]. That being said, about 
92% of NWCR participants who reported doing resistance training also engaged in 
other physical activities.

The amount and type of exercise practised by NWCR success stories is similar 
to that recommended in Module 3 of CBT-OB (see Chap. 6). For this reason, the 
therapist should encourage patients to continue with the exercise plan that they had 
adopted during the weight-loss phase—if it was sufficiently intense (e.g. at least 
10,000 steps a day). Otherwise, patients should be persuaded to gradually increase 
their physical activity to reach an energy expenditure of at least 2600 kcal/week, as 
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this will improve their ability to maintain the weight lost in the long term. Any 
obstacles to physical activity should be addressed with the procedures described in 
Module 4 (see Chap. 7).

9.2.4  Constructing a Weight-Maintenance Mindset

Cognitive processes are strongly involved in the maintenance of the behaviours 
involved in maintaining the weight lost. In particular, our research indicates 
patients that were either satisfied with the results they had achieved or confident in 
their ability to control their body weight without additional professional help were 
more likely to succeed in long-term weight maintenance (3 years on). This finding 
highlights the importance of a construct similar to the concept of self-efficacy, 
which is associated with greater adherence to weight-loss treatment, and it is sur-
prising that cognitive strategies are not exploited more often in standard body 
weight-control programmes. Working under the assumption that this may be one of 
the reasons for their limited effectiveness, CBT-OB Phase 2 includes specific pro-
cedures designed to help patients control their weight in the long term by develop-
ing a “weight-maintenance mindset”. The first step in this process is to 
collaboratively create a list of the patient’s personal reasons for sticking with their 
current body weight. To help them create this list, the therapist should encourage 
the patient to focus on the four main domains of their life—health, psychological 
wellbeing, interpersonal relationships and work performance—taking both a short-
term and a long view (see Table 9.2). The patient should be encouraged to consult 
this list when their resolve starts to waver, in order to train their mind to focus on 
body weight control and adhering to the eating and physical activity habits neces-
sary for long-term success.

Table 9.2 An example list of personal reasons for maintaining weight

Health domain:
• I feel fitter
• I can get up the stairs without getting tired
• My cholesterol is in the normal range
• My blood sugar is in the normal range
• My blood pressure is normal without the pills
Psychological domain:
• I have more confidence in myself
• I am happier with my body shape and I can finally wear the clothes I like
• I feel good and no longer get depressed
Interpersonal domain:
• I feel more confident around others
• My sex life has improved
•  I can do things with others (e.g. going for a walk in the mountains) which I could not do 

before
Work domain:
• I feel less tired and more focused at work
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The therapist should encourage the patient to maintain the eating and physical 
activity habits that led to these positive changes, but in most cases these will have 
already become ingrained and do not require a strong cognitive effort. However, 
patients should also be cautioned against readopting their old lifestyle habits—look-
ing out for any hint of “backsliding”—as this would almost certainly promote 
weight regain. Patients should be informed that more a person persists in practising 
a behaviour, the more it becomes automatic and easy to do, whereas the opposite 
occurs when one is lazy and takes up the old dysfunctional habits. It may be useful 
to compare the control of eating to the physical training when explaining this con-
cept; specifically, the more a person trains their muscles, the less fatigue they expe-
rience, while if they take time out from exercising, they will have to work hard to 
regain their former fitness.

Another important strategy for patients is to adopt a weight-maintenance mind-
set geared to their personal reasons for keeping off the weight. They will need to 
keep a constant focus on weight control and conduct daily self-awareness reviews 
of their eating and exercising. In particular, they should be sure to practise the fol-
lowing cognitive skills, which they learned during the weight-loss phase:

• Mentally planning at the beginning of the day when, what and where to eat.
• Eating consciously—appreciating the smell and taste of the food—and stick-

ing to the meal plan without being influenced by external (e.g. the sight of 
food, events) or internal stimuli (e.g. cravings, need for gratification, hunger, 
thoughts of food, changes in mood) that may negatively influence their 
adherence.

• Awarding cognitive credits each week if the goal to maintain their weight 
within the weight-maintenance range has been achieved, using phrases such as 
“I’ve been good”, “I’m doing great”, and “I can achieve my goal of maintain-
ing weight”. The regular use of cognitive credits may help patients reduce the 
frustration associated with maintaining a lifestyle oriented to long-term weight 
control and strengthen their confidence in being able to control their body 
weight.

• Using proactive problem-solving to address events that might influence eating.
• Using the procedure of “things to think and do” to address changes in mood, 

impulses to overeat and cravings for high-calorie foods.
• Using a decentring procedure to address thoughts that could promote the adop-

tion of old eating and physical activity habits.

9.2.5  Identifying and Addressing High-Risk Situations

The situations that put patients at a high risk of weight regain can be divided into 
three main categories [2]: (1) phases of life, (2) behaviours and (3) thoughts. Patients 
should be taught to recognise these situations and to address them appropriately. For 
example, to address high-risk “phases” (e.g. holidays, forced periods of inactivity, 
illness, etc.), the patient should implement two main strategies:
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 1. Have a contingency plan ready.
 2. Evaluate the respective pros and cons of (1) trying to prevent weight gain or (2) 

suspending weight maintenance for the interim and then taking compensatory 
action once the high-risk phase is over.

As regards the latter, the therapist should suggest that the patient analyse their 
past experiences of option (2)—if whether after regaining weight they were in fact 
able to return to their habitual weight. The example of physical training may also 
help them decide to continue their weight-maintenance efforts throughout the high-
risk phase, i.e. taking time out from exercising will make it harder to regain their 
former fitness—a concept that also applies to eating control.

Common behaviours that increase the risk of weight regain are the following:

• Eating foods rich in fats and calories in general or eating more in stressful 
periods

• Doing less exercise in general or in winter (e.g. less than 2600 kcal/week)
• Overeating during the holidays
• Overeating when eating out or in social occasions

Each of these problematic behaviours should be addressed by means of the pro-
active problem-solving strategies described in Module 4.

Finally, there are several problematic thoughts that may promote the abandon-
ment of controlled eating and physical activity habits and lead to weight regain, but 
the two most common are the following:

 1. Dysfunctional reactions to weight regain. Examples include giving up weekly 
weighing (“ostrich” dysfunctional thinking), hoping that the problem will resolve 
itself (“vain hope” dysfunctional thinking) and abandoning any further attempts 
to control weight (“all or nothing” thinking).

 2. False confidence. Example: “I can eat what I want without gaining weight”. This 
attitude tends to develop when a person has not observed a weight regain after a 
short period of laxity. Unfortunately, it is axiomatic that maintaining a positive 
energy balance for prolonged period of time will inevitably lead to weight gain.

To address problematic thoughts and attitudes, the therapist should encourage 
patients to apply the procedures described in Sect. 7.4.4 (i.e. decentring and doing 
the opposite).

9.2.6  Preventing a Lapse Becoming a Relapse

At this stage, it is also important to emphasise to patients that their attitude to any 
setback is crucial in determining what happens next. Specifically, they are encour-
aged not to view any setback as a “relapse”—a passive, hopeless attitude highly 
likely to result in their regaining all the weight lost [13]. Rather they should identify 
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any setback as a temporary “lapse”, a strategy that should make them more likely to 
successfully address the problem. In particular, the therapist should discuss with the 
patient the following concepts:

 1. The need to have realistic expectations regarding eating, because it is almost 
impossible to eat healthily at all times

 2. The importance of recognising high-risk situations immediately and applying 
appropriate responses in order to pre-empt a lapse (e.g. planning in advance, eat-
ing consciously, things to say and do, proactive problem-solving and decentring 
from problematic thoughts)

 3. The importance of reacting constructively when a lapse occurs and to get imme-
diately back on track to prevent a lapse becoming a relapse

 4. The importance of analysing and addressing the underlying reason(s) for the 
lapse using the proactive problem-solving procedure

9.2.7  Addressing Weight Regain

Weight maintenance requires balancing the caloric intake with the energy expendi-
ture. Although the role of physical exercise in weight maintenance should not be 
underestimated, controlling energy intake is the most important aspect of maintain-
ing this balance (see Sect. 9.2.3). Nevertheless, weight regain is commonly due to 
changes in energy intake or energy expenditure or both. The therapist should there-
fore tell patients that if weight regain occurs, they should immediately implement 
an action plan involving the following steps [2]:

 1. Identify the type of weight variation: is it a “blip” or a trend (see Fig. 9.2)?
 2. Identify the reason for the weight regain (in terms of energy balance): is it due to 

an increase in energy intake (more common), a decrease in energy expenditure 
or both?

 3. Identify the underlying causes: is it due to poor management of a high-risk phase 
(e.g. holidays, work stress, disease), the adoption of dysfunctional behaviours 
(e.g. eating junk food, eating too much on social occasions, grazing, binge eat-
ing, drinking too much alcohol, etc.) or the effect of problematic thoughts (e.g. a 
dysfunctional reaction to weight regain or false confidence)?

 4. Design and implement a contingency plan to address weight regain, based on 
the reason it occurred. Reducing energy intake and/or increase energy expendi-
ture to create a negative energy balance of between 500 and 1000 kcal/day until 
the weight returns to the weight-maintenance range. Once that occurs, readjust 
the energy input and/or energy expenditure to the prior weight-maintenance 
levels.

 5. Design and implement a plan to address the underlying causes. Use the proactive 
problem-solving procedure (in Module 4, see Chap. 7).

The therapist should also suggest that the patient use proactive problem-solving 
in the event of these three possible scenarios [2]:
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 1. An increase in body weight (e.g. upon return from holidays, during the preg-
nancy or after a period of inactivity due to illness)

 2. A situation that might increase the risk of weight regain (e.g. stopping smoking, 
retiring from work, changing jobs, experiencing a family crisis, becoming unem-
ployed, spending a period of time at the hospital, starting the menopause)

 3. A situation where it is not possible to do the weekly weighing (e.g. because the 
scales are broken or being in a place for a long time where there aren’t any)

Patients are encouraged to explore these potential scenarios and find effective 
solutions for them in advance. As these sections show, the style of the therapist–
patient interaction begins to change during these sessions, on the one hand, becom-
ing more and more oriented toward the future and, on the other, stimulating the 
patients to solve their problems independently.

9.3  Discontinuing Real-Time Monitoring of Food Intake

Towards the end of treatment, the patient is asked to discontinue the use of 
Monitoring Records, because it would not be realistic to expect to continue food 
monitoring for the rest of their life. It is better to stop real-time self-monitoring dur-
ing treatment rather than doing so suddenly when the programme is over, as this 
would likely increase the risk of relapse [2]. As always, suspension of self-monitor-
ing should be controlled and approached in three steps:

 1. The patient should stop counting calories but continue to write what they eat.
 2. The therapist and patient should review the impact of this change on eating con-

trol and weight—if the patient has not experienced rapid weight gain or overeat-
ing, they are ready to stop real-time self-monitoring.

 3. The therapist and patient should then review the impact of not monitoring on 
eating control and weight.

Vignette
The patient, a 35-year-old divorced office worker, achieved a weight loss of 
20 kg in CBT-OB Phase 1 and began Phase 2 without reluctance because she 
was very satisfied with both the weight loss achieved and the improvement in 
her control over eating and physical fitness. During the weight-maintenance 
phase, however, she experienced several recurrent episodes of weight regain, 
as she tended to eat large amounts of chocolate and sweets in the first half of 
her menstrual cycle. However, by implementing her personal action plan, she 
was always able to lose the weight that she had gained and to return to within 
the weight-maintenance range. Using proactive problem-solving, she discov-
ered that by avoiding scheduling any stressful obligations, not drinking alco-
hol and planning meals and snacks high in unrefined complex carbohydrates 
in advance, she was able to reduce and deal with the craving for chocolate and 
sweets she habitually experienced before her period.
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Even though the Monitoring Records will no longer be used, the therapist 
should suggest that the patient continues to mentally plan where, what and where 
to eat in advance and use the device that they have been using to count their daily 
steps. If a patient is very reluctant to suspend the use of their Monitoring Records, 
the therapist should ask them to do so as an experiment and remind them that this 
procedure is always available to them for use in case of necessity. Although they 
should be encouraged to suspend real-time self-monitoring, refusing to do so is not 
a barrier to successful weight maintenance. Indeed, some of our patients continue 
self-monitoring for several years, because this procedure helps them to maintain 
the weight lost. One of these, when asked why they continued to use self-monitor-
ing 2 years into the programme replied: “You see, I know many people had to have 
bariatric surgery to lose a large amount of weight. I achieved and maintained a 
similar amount of weight loss using real-time monitoring of eating—a procedure 
that has no side effects and enables me to eat in a flexible way and stay in 
control”.

9.4  Evaluating Possible Future Weight-Loss Attempts

In patients who still wish to lose more weight in the future, the therapist should sug-
gest that they think very carefully about their reasons for and the potential risks of 
doing so. For example, will further weight loss really provide the desired result? 
What are the chances that attempting to stick to a very-low-energy diet will increase 
the risk of binge eating and/or disruption of the habits necessary for healthy weight 
maintenance? Even if they are determined to persist in a further weight loss attempt, 
they are encouraged to wait for an appropriate period of time (i.e. 48 weeks), which 
will give them the opportunity to learn and practise weight-maintenance skills, as 
these will eventually be necessary for long-term success.

9.5  Preparing a Weight-Maintenance Plan

The last procedure provided by the programme is to help patients plan effectively 
for weight maintenance. Their individual “weight-maintenance plan” should be col-
laboratively agreed upon and written down. The therapist should inform patients 
about the value of this plan, pointing out that it provides them both with a useful 
reminder of what has been learned during Module 6 and a handy guide to what to 
do in the future. Compiling a draft weight-maintenance plan should be set as home-
work, and to this end, the patient should be provided with a handout that includes 
the following sections:

 1. The weight-maintenance range
 2. Reasons to maintain the weight lost
 3. Procedures for maintaining the weight lost
 4. Procedures for preventing weight regain
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Table 9.3 An example weight-maintenance plan

Weight-maintenance plan
1. My weight-maintenance range:

  87–91 kg
2. Reasons I want to maintain weight:

  (a) I have more confidence in myself at this weight
  (b) My health is good at this weight
  (c) I can wear some clothes that I like
  (d) I feel more comfortable with others at this weight
  (e) I like the healthy lifestyle I am adopting to maintain the weight
  (f) If I will regain weight, I will harm my health and my psychological wellbeing

3. Procedures for maintaining weight:
  (a) Weekly weighing:

   •  I will check my weight every Monday morning (my official weighing day)
   •  I will plot my weight on the weight-maintenance graph
   •  I will interpret any change in weight by looking at the last 4 weeks (never a single 

reading)
  (b) Eating habits:

   •  I will regularly eat three meals and two snacks
   •  I will not eat between meals and snacks
   •  I will accurately plan the food to buy so I can easily stick to my healthy eating plan
   •  I will follow a healthy Mediterranean diet
   •  I will limit animal fats (cheese, biscuits, cakes, pastries, pies, burgers, fried foods, crisps)
   •  I will cook meat and fish without adding fat
   •  I will use olive oil for seasoning
   •  I will eat vegetable and fruits at all main meals
   •  I will choose whole-grain bread, pasta and rice
   •  I will limit red meat, and I will mainly choose fish, white meat, eggs and pulses as 

protein sources
   •  I will avoid sugar and sugary drinks
   •  I will limit my use of salt
   •  I will drink at least 1.5 L of water every day
   •  I will follow my meal plan in a flexible way, periodically introducing some of my 

favourite foods
  (c) Exercising habits:

   •  I will try to walk at least 10,000 steps every day
   •  I will do calisthenics exercises twice a week

  (d) Weight-maintenance mindset:
   •  I will read my weight-maintenance plan every week
   •  I will mentally plan when, where and what to eat every day
   •  I will address the impulse to eat non-planned foods using the “things to say and 

do” procedure
   •  I will use proactive problem-solving to address phases, events (e.g. holidays, social 

occasions, stressful periods, illness, etc.) and changes in mood that might 
negatively influence my eating behaviour

   •  I will decentre immediately from thoughts that may negatively influence my eating 
behaviour

   •  I will reward myself with cognitive credits (e.g. “I’ve been good”, “I’m doing 
great”) every week if I achieve my goal of keeping my weight within the weight-
maintenance range

   •  I will not view setbacks as a relapse, but as a lapse from which I can learn to 
improve my eating control. I will not think the worst, and I will remain in control, 
analysing the reasons for the lapse and using proactive problem-solving to get 
myself immediately back on track

(continued)

9.5 Preparing a Weight-Maintenance Plan
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The therapist should suggest that the patient review all of the CBT-OB proce-
dures they have practised and to include those that they found useful for maintaining 
weight and preventing relapse. They are also encouraged to think whether some 
procedures that they have not yet implemented may be useful in the future.

In the following session, the therapist should review the draft collaboratively 
with the patient, point by point, and help them to prepare a detailed weight-mainte-
nance plan (see an example in Table 9.3). This can be given or sent to them, and the 
patient should be asked to consult it periodically to ensure that they maintain focus 
on the procedures required to maintain weight and prevent relapse.

9.6  Bringing the Treatment to a Close

Towards the end of the Phase 2, patients are explicitly instructed in self-efficacy. 
They are reassured that they now have all the tools they will need to be able to main-
tain their lower weight by themselves and told that it is time to apply the procedures 
learned throughout treatment without the therapist’s supervision.

The therapists should do their best to ensure that the treatment ends well, and 
should congratulate the patient for the results achieved, attributing their success to 
their own efforts and ability. Then the patient should be asked how they feel about 
the fact that the treatment is at an end and encouraged to continue to apply the fol-
lowing key procedures:

• Periodically reviewing their weight-maintenance plan
• Weekly weighing and analytical interpretation of any change
• Maintaining the eating and physical activity habits required to control weight
• Keeping the weight-maintenance mindset active at all times

Table 9.3 (continued)

4. Procedures for preventing weight regain:
  (a) To identify any early signs of weight regain, I will ask myself:

   •  Are my old eating and physical activity habits creeping back in?
   •  Is my weight outside the weight-maintenance range?
   •  Does my weight-maintenance graph show a weight regain trend?

  (b) To identify explanations for any weight regain (in terms of energy balance):
   •  I will look at any changes in my eating and exercising habits in recent weeks

  (c) To identify the underlying causes of weight regain:
   •  I will look at any events, thoughts or emotions that may have negatively influenced 

my eating and exercising habits
  (d) To address weight regain

   •  I will restart real-time self-monitoring
   •  I will follow a 1500 kcal meal plan until my weight returns to the weight-

maintenance range. I will then adjust my meal plan with the aim of maintaining 
weight

  (e) To address the underlying causes:
   •  I will use proactive problem-solving to address the underlying causes

9 Module 6: Addressing the Obstacles to Weight Maintenance
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Finally, patients are invited to attend post-treatment review sessions at 3-month 
intervals after the end of treatment for at least 1 year. These sessions will be focused 
on discussing their progress, and any obstacles that they have met while attempting 
to maintain weight, adjusting their weight-maintenance plan as appropriate.
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10Involving Significant Others

Optimal management of obesity requires long-term maintenance of lifestyle modi-
fication, which is more difficult to sustain if a person does not receive adequate 
support [1–3]. Nonetheless, many treatments for obesity fail to establish a support-
ive social and interpersonal context that could help to reinforce and maintain behav-
iours conducive to weight loss [4]. Support occurs most readily in a social 
environment that facilitates healthy eating and health-promoting exercise, and fam-
ily is the social context most likely to influence healthy behavioural changes of 
patients with obesity. Fortunately, dietary and exercise behaviours are well suited 
for family interventions, because meals and recreational activities often involve 
other members of the family.

Several studies have identified spousal support as an important factor influencing 
weight reduction among women with type 2 diabetes and obesity [5]. Moreover, 
familial support has been reported as being effective at producing health-promoting 
behaviours among patients with cardiovascular disease [6] and in chronically ill 
family members’ adherence to physical activity guidelines and better dietary behav-
iours [7]. Indeed, family support has been shown to correlate positively with physi-
cal activity levels [8].

10.1  Involving Family Members in the Sessions

Although CBT-OB does not necessarily rely on the involvement of others, it is our 
practice to involve family members (e.g., spouse, partner, parents) that live in the 
same house as the patient if this is likely to facilitate treatment. We do this with the 
aim of creating the optimum environment for facilitating change. As mentioned 
above, there are two specific indications for involving significant others:

 1. If they could help the patient to make positive changes
 2. If they are currently making it difficult for the patients to change—for example, 

by commenting adversely on their body weight and/or eating habits

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-319-91497-8_10&domain=pdf
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Typically, joint meetings with significant others are held as part of Module 4 
and take place immediately after a routine individual session. In general, we plan 
three or four such sessions, each lasting about 30  min, in about half of our 
patients.

If patients agree to involve their significant other(s), it is important that the joint 
sessions are prepared thoroughly in advance. The therapist should outline the aims 
and content of these sessions to the patient, explaining that they will be focused on 
discussing how the significant other(s) can create a home environment that will 
facilitate their attempt to lose weight. It is important to stress that no topics outside 
the focus of CBT-OB will be addressed.

Generally, the first joint session begins with an introduction by the therapist and 
a statement about the aims of the meeting. The patient is then invited to explain the 
nature of treatment, all the positive changes in eating and physical activity they have 
achieved so far, and the obstacles that they are seeking to overcome.

The next step is for both patient and therapist to listen to the points of view 
expressed by the significant other(s), providing answers to any questions they may 
have. Generally speaking, the most common question is about the attitude to adopt 
towards the patient who is trying to lose weight. In particular, significant others 
usually ask whether it is helpful for them to comment upon or check the food that 
the patient is eating and how they could encourage them to follow the diet and 
physical activity plan. All questions raised should be addressed in the same ses-
sion, with the therapist encouraging the patient to state how they would prefer to 
receive help from their significant other(s). Indeed, while some patients prefer to 
receive support and advice about what food to eat and encouragement for exercis-
ing, others tend to perceive comments about eating and physical activity as criti-
cism and would therefore prefer that their significant other(s) refrain from making 
such comments.

Based on this information, the subsequent part of the joint session should be 
dedicated to discussing how significant others could be of practical aid to the patient. 
In general, the support that patients may like to receive from significant others can 
be divided into three main categories:

 1. Dealing with a crisis. Significant others may be asked to intervene when the 
patient displays some change in mood that could influence their adherence to the 
eating and exercise plan.

 2. Creating an environment that promotes positive changes in eating and physical 
activity habits. Significant others may be recruited to help plan meals and do the 
grocery shopping, as well as reduce the availability of high palatable and ready- 
to- eat foods. They may be involved in helping the patient change the way they 
cook and limiting the use of condiments and/or reinforcing positive behaviours, 
adopting a positive attitude and accepting any setbacks that the patient may 
experience.

 3. Helping to apply the programme procedures. Significant others may contribute 
by doing physical activities and/or meal planning and counting calories together 
with the patient.

10 Involving Significant Others
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Some family members are very critical towards patients with obesity and their 
eating and physical activity habits. In these cases, it is important to address their 
criticism, as it may create negative emotions and reactions in the patient and, para-
doxically, promote the opposite behaviours (e.g., overeating) to those expected. In 
most cases, criticism is based on a lack of knowledge regarding the causes of obe-
sity—a condition that people often deem to be the person’s own fault, due to their 
lack of willpower, gluttony and laziness [9]. If they are to help the patient control 
their weight, therefore, significant others should be educated about obesity and how 
it is treated. In particular, the therapist should inform them that obesity is, in fact, 
the result of a complex interaction of genetic and environmental factors [10]; it is a 
chronic condition requiring lasting lifestyle modification [11], and dysfunctional 
eating and exercising habits are maintained by several biological, environmental, 
cognitive, emotive and behavioural mechanisms—not by a simple lack of will-
power. To better explain this concept, the therapist should show to the significant 
others the patient’s Personal Formulation and inform them that the obstacles to 
weight loss will be addressed by the treatment through specific procedures. The aim 
is to engage the significant others in providing active support and help to the patients, 
avoiding any form of criticism, because this will reduce the chances of success 
rather than promoting it.

10.1.1  Addressing a Patient’s Resistance to the Involvement 
of Significant Others

It is not uncommon for patients to resist the idea of involving significant others in 
the sessions, even if the therapist feels that this is indicated. This is often because 
they are sceptical of their significant others’ ability and/or willingness to change 
their attitudes and behaviours. This happens frequently when family members are 
critical and hostile towards the treatment, which they see as another failed attempt 
to lose weight in the making. Some comments by significant others that our patients 
have reported are of the type: “Why do you bother? It’s just a waste of time”, “We 
already know how this will end up…”, and “Your willpower is the only thing neces-
sary to eat less and lose weight; why do you need specialist treatment?” In such 
cases, we discuss with the patient whether this attitude from a significant other may 
be an obstacle to weight loss. They usually agree that this is the case, and we there-
fore reiterate the importance of involving them in therapy.

We explain that “losing weight is only a matter of willpower” is a message 
continuously reinforced by the mass media, even though it is categorically 
untrue. However, it is common that even patients have the same attitude until 
they receive scientific information about the real nature of obesity and the obsta-
cles to weight loss. We tell patients that family members, for example, often feel 
impotent and do not know how to help, and this can lead them to react with anger 
and detachment to every new weight-loss attempt. We discuss with the patient 
that in most cases it is useful to explain to their significant others that dysfunc-
tional eating and physical activity habits are not the result of a lack of willpower, 

10.1 Involving Family Members in the Sessions
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but rather several mechanisms that can be addressed successfully via 
CBT-OB. Moreover, if they consent to the involvement of significant other(s), 
they will be helped to understand the importance of their role in the treatment 
outcome, and how they can be of use, which will likely improve both their atti-
tude and the treatment outcomes.

If, despite this discussion, the patient decides not to involve significant other(s), 
or if the significant other(s) are not willing or able to participate in the therapy, it is 
important to point out that CBT-OB is in any case an individual treatment and that 
the patient, with the help of the therapist, will learn several strategies and proce-
dures for addressing the main obstacles to weight loss, including those created by 
significant others.

10.2  Social Support

Family involvement is not the only form of assistance that the patient can receive 
from others. Another form is the social support from other people that are not 
involved in the CBT-OB sessions. The importance of social support in the treatment 
of obesity has been demonstrated by several studies which show that it is a major 
determinant of success in weight loss and maintenance [12, 13]. In general, the need 
for outside help varies from person to person, but social support from friends or 
other family members can be solicited in several situations. Permanent help may be 
necessary to change the domestic environment with a view to reducing exposure to 
eating or sedentary stimuli, for example. Friends and colleagues may also be 
recruited to help in social occasions in which there will be opportunities to eat, e.g., 
dinner parties, days out, holidays, etc. A wider support network may also be useful 
to the patient in the event of crises, for example, when the patient feels at risk of 
losing control over eating.

10.2.1  Identifying Potential Helpers

If patients agree that it would be helpful for them to receive social support, they 
should be educated on identifying people who might be of assistance. Ideal char-
acteristics of potential helpers are willingness, availability, and a positive and 
empathic attitude towards those who suffer from obesity. However, people who 
have no understanding of obesity and say things like “People with obesity lack 
control and self-discipline!” should not be involved as potential helpers. It is also 
not advisable to involve those who, unwittingly or not, sabotage the patient’s 
weight-loss attempt by making comments such as “Dieting makes you sad, why 
do you bother?” “I’ve spent all morning cooking this for you, please do not 
refuse to eat all the food I prepared!”, “Oh go on, have a day off!”, “Just one 
won’t hurt!”, and “Today, I don’t want to hear the word diet, didn’t we all get 
together to have fun?”

10 Involving Significant Others
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10.2.2  How, What and When to Ask People Who Can Help

The patient should be educated that the second step in recruiting social support is to 
ask the helpers they have identified for assistance. To this end the following strate-
gies can be suggested to the patient:

• Asking for help openly, without fear. Usually, the best strategy is to take a poten-
tial helper aside and explain the problem calmly. If the patient is shy, or fearful 
of the other person’s reaction, they should be asked to think how they would feel 
if a friend asked them for help. In most cases patients respond that they would 
be honoured by such a request, which helps them to overcome their timidity.

• Describing their problems without fear. The patients should explain to the per-
son the nature of the programme they are following, what their difficulties are, 
and what type of help they would like to receive.

• Making specific requests. Patients should be informed that they may not get the 
support they need if they do not make specific requests. “Could you help me to 
stick to my diet?” for example, is too generic, while “Can we take a walk together 
sometimes?”; “When we have dinner together, do you mind if we go to a restaurant 
where I can have a low-calorie option?”; and “When we go to lunch with other 
friends, can you stand up for me if anyone suggests that I should eat everything on 
my plate?” make it clear precisely what kind of assistance would be appreciated.

• Using assertive communication. For example, a patient complained because her 
partner regularly eats crisps in front of the television; this makes her angry 
because it threatens to undermine her self-control. Reacting aggressively by say-
ing “Don’t do that!” will be unlikely to produce change, but a more assertive 
statement such as “It would be very helpful for me if you would not eat crisps in 
front of the television; you know that for me that it takes a great deal of effort not 
to join you” is more likely to provoke a positive response.

• Thanking for the help received. The therapist should also tell the patient that the 
help of family or friends can only be extended over time if it is reinforced by 
continually rewarding their efforts. For example, a patient, after having received 
help from a friend during a party, could say to her: “Thank you so much for the 
support you gave me by not offering me pastries”; or, in a moment of crisis, a 
patient comforted by her husband could reinforce his commitment saying: 
“Thanks for listening to me when I was in crisis; you’ve been very helpful.” 
Patients are also advised to give a small gift or send a thank-you card to the 
people who are supporting their weight-loss attempt.
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11Adapting CBT-OB for Groups

Naturally, in this era of striving towards personalised medicine, it is preferable that 
patients are treated one-on-one. However, realistically speaking, this is not always 
feasible, as the high costs of individual treatment may outweigh the financial pos-
sibilities of the patient and/or the healthcare provider. It is also important to note 
that the number of patients with obesity is increasing year on year, and in some 
areas the demand for treatment significantly outstrips the supply of adequately 
trained therapists. With this in mind, we have adapted CBT-OB for group delivery, 
as described below.

11.1  Advantages and Disadvantages of Group CBT-OB

Little data is available to compare the effect on weight loss of group BT-OB versus 
individual BT-OB, and what information is available is contradictory. One 6-month 
randomised controlled trial found that group treatment performed better than indi-
vidual counselling in terms of weight loss, regardless of the individual’s preferred 
method of treatment [1], but another study found no difference between the two 
ways of delivering the treatment at 12- and 36-month follow-ups [2].

However, the CBT-OB approach for groups presents some advantages with 
respect to that administered to individual. In particular, treating groups costs less, 
which lessens the burden on the public healthcare setting and/or makes the treat-
ment accessible to a greater number of people in a private setting. Furthermore, 
those treated as part of a group may receive social support, as well as a potentially 
healthy dose of competition [3], which may potentiate the effects of the intervention 
on weight loss. Moreover, according to the social learning theory, patients can learn 
from one another via observation, imitation and modelling [4]. In our clinical expe-
rience, group treatment can also favour the development of a “group mindset” in 
participants; they report that members of the group stimulate each other to adopt the 
mindset and the strategies used by the other group members to address problematic 
situations outside the group sessions.

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-319-91497-8_11&domain=pdf
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Although it undoubtedly brings certain benefits, group treatment also has some 
potential disadvantages. Besides fewer opportunities to personalise the intervention, 
there is the risk that some participants can negatively influence the motivation and 
adherence of other members. For example, the early interruption of the treatment by 
one participant may be contagious, prompting others to make the same decision. 
Likewise, a critical or sceptical attitude towards the treatment of a subset of group 
members may discourage other members from actively working to achieve change.

Another disadvantage of group therapy with respect to individual treatment is the 
difficulty in addressing some individual problems that may interfere with the treat-
ment, such as marked interpersonal difficulties, mood intolerance, severe low self- 
esteem or other important psychological problems. Indeed, the patients usually do 
not feel ready to discuss these private issues in a group, and such problems require 
a more targeted therapy than group CBT-OB can offer.

Finally, as group CBT-OB is delivered in closed groups, another potential disad-
vantage is the waiting list, whose duration varies on the basis of the time required to 
recruit eight to ten participants. It is our experience that a waiting list longer than 
3 months is associated with a higher dropout rate in the first part of the treatment, 
presumably because the patients have lost the motivation necessary to change that 
they may have had when they attended their first consultation.

11.2  Preparing Patients for Group CBT-OB

If, at the end of the assessment session (see Sect. 3.6), the therapist decides, in 
agreement with the patient, the option of group treatment, they should participate in 
two individual sessions with the aim of assessing more in depth if group CBT-OB is 
suitable for them.

The first part of these preparatory sessions is dedicated to explaining to the 
patient the organisation, content and rules of group CBT-OB. In particular patients 
are informed on the following group rules:

• Being punctual. It is important that every group session begins and ends on 
time. It is also a good idea to get to the session a little early (about 10–15 min 

Vignette
A group CBT-OB participant, reviewing the strategies she had been using to 
address some weight-loss obstacles, reported the following experience: “I am 
handling high-risk situations pretty well because outside the group sessions I 
often think about Luigi, who parks his car a bit farther away from his work-
place in order to have a walk, and also Marco, who on vacation decided to 
book a hotel in the hills to practice Nordic Walking. I also imagine Elisabeth, 
who at work dinners sits close to the colleague that eats healthily. These 
thoughts help me to stay in control and keep my focus on applying the pro-
gramme’s strategies.”
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before) in order to acclimatise, relax and prepare the things to be discussed by 
the group.

• Adopting an active role in the group and considering the treatment a priority.
• Working collaboratively with the therapists and the other group members. In 

group CBT-OB, the patients and therapists work together as a team to address the 
obstacles to weight loss and weight maintenance. Together, they agree on spe-
cific homework that patients should make the commitment to do between one 
session and another. These tasks are of paramount importance and should be 
given absolute priority; it is what patients do between sessions that will deter-
mine the success of treatment.

• Assuming the responsibility of not negatively affecting other participants with 
your behaviour, attitudes and adherence to treatment. In group CBT-OB, patients 
interact with each other, and this can have positive or negative effects. One of the 
main tasks of the therapists is to create a positive atmosphere in which patients 
help each other to address the obstacles to weight loss and weight maintenance. 
However, it is common that some patients, even involuntarily, may have a nega-
tive influence on other patients. Examples of behaviours that tend to adversely 
affect other participants are as follows: criticising the treatment and therapists, 
stating that no one will lose weight, not applying the treatment procedures con-
sistently, introducing drugs and alcohol into the group and not maintaining con-
fidentiality outside the group. Constructive criticisms of the treatment are 
welcome, but they must be conveyed to therapists in private, not in front of other 
group members.

At the end of the first preparatory session, the therapist asks the patient to fill in 
a Monitoring Record every day for 7 days. They will not be admitted to the group if 
they cannot adhere to this procedure, recording all the food eaten each day (without 
counting calories).

In the second preparatory session, the therapist will review with the patient the 
number of Monitoring Records they have completed and assess whether they are 
comfortable with the content, rules and engagement required to participate in the 
group treatment. If the patient has filled in the Monitoring Record consistently and 
agrees with the group CBT-OB requirements, they should be put on the waiting list 
and included in a group as soon as possible.

Our clinical experience suggests that the two preparatory sessions before the 
group are very effective in reducing dropout and preventing some of the problems 
described above, such as a critical attitude towards the treatment.

11.3  General Organisation of Group CBT-OB

Like the individual version of the treatment, group CBT-OB lasts 18 months and is 
structured in two main phases:

• Phase 1 (weight loss). This phase is delivered in 16 sessions across 24 weeks, 
held once a week in the first 8 weeks, and then every 2 weeks.
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• Phase 2 (weight maintenance). This phase is delivered in 12 sessions across 
48 weeks, held every 4 weeks.

The groups are closed and made up of eight to ten participants aged between 20 
and 65 years with a BMI ≥30.0. Before each group session, the patients meet with 
their therapist for few minutes to be weighed and plot their weight graph (see Sect. 
4.4). Patients are required not to disclose their weight to other group members. Each 
session lasts 90 min and is delivered by two therapists (i.e., one clinical psycholo-
gist and one dietician), who, in the event of absence, are substituted by another 
CBT-OB therapist.

To maintain a personalised approach, the group sessions adopt a format similar 
to that used in CBT-OB for individuals and cover the same material. The session 
begins by reviewing one Monitoring Record and other homework that participants 
have chosen to discuss. It then continues by collaboratively setting the agenda, 
working through the agenda and agreeing on homework tasks. Finally, the session 
is concluded by summarising what was addressed in the session, repeating the 
homework assignments and arranging the next appointment.

Except for the first two sessions, in which the therapist describes the use of self- 
monitoring in real time (see Sect. 4.3), the change in eating (see Sect. 5.3) and 
strategies for developing an active lifestyle (see Sect. 6.2.1), sessions are dedicated 
to discussing how to address the weight-loss obstacles that each participant has 
identified in their Weight-Loss Obstacles Questionnaire (see Appendix D). The 
therapists write every obstacle identified on a general formulation of weight-loss 
obstacles on a black- or whiteboard and then invite each participant to include their 
individual obstacles on their own Personal Formulation (see Sect. 7.3). They should 
then be asked to consider which strategies and procedure to use to address each 
obstacle. Homework assignments are collaboratively agreed upon, just as in indi-
vidual treatment. In addition, the therapists encourage patients to share common 
experiences, provide support for each other and collectively problem-solve obsta-
cles that they encounter. However, it is advisable that this support occur only during 
the group sessions, as patients are asked not to contact each other outside the group. 
A lack of contact between sessions will prevent schisms and potentially unhelpful 
conversations.

Vignette
During a review of the group’s weight-loss obstacles, one patient reported 
having encountered the following unexpected difficulty. Like every year, 
the patient had been asked to help install stands for the village fête with 
some friends. He reported that, buoyed up by the enjoyable atmosphere, he 
had drunk five beers during the various breaks in proceedings. The patient 
was disappointed in the way he had handled the situation, especially 
because he had drunk more than he had planned. At this point the therapist 
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The above Vignette provides a good example of the potential benefits of group 
treatment and, in particular, how the experiences and way of thinking of one patient 
can suggest behavioural changes and promote cognitive change in another. In this 
context, the group effectively becomes the therapist of the individual. Indeed, the 
comments of the other group members and the initial patient’s willingness to try the 
experiment provided several lessons for all participants. Firstly, food and drink are 
not the only components of being sociable. Secondly, it is possible to enjoy social 
interactions while moderating the intake of food and drink. Thirdly, it is important 

asked the patient why he had been unable to do what he wanted in this situ-
ation. The patient responded by saying that if he had continued to work, 
refusing to take a break and drink with his workmates, he would have 
appeared to be unsociable. Then the therapist asked whether, put in a simi-
lar situation, it would be possible for him to take a break with the others but 
drink in more moderation, e.g., drinking only one beer on one break and 
water on the others. The patient commented that this would be possible, but 
did not resolve the problem of being seen as an unsociable person. The 
therapist therefore asked the other group participants what they thought 
about this high-risk situation. One of them said that she frequently encoun-
tered similar situations and was still conditioned by them. Another patient 
admitted that this was a typical difficulty that he had encountered in the 
past, but had since come to realise that drinking and eating together did not 
in themselves define the sociability of an occasion, but that the social inter-
actions themselves were more important. The patient also added that in 
these situations we may needlessly worry too much about what others think 
of us. Another patient said that these situations can sometimes reveal the 
excuses that we use to justify our behaviour and give in to our wish to 
gratify ourselves by drinking or eating. However, the patient who reported 
the problem said that he did not agree that it was an excuse but rather a 
question of self-image—others were used to see him as a person who was 
“game for anything.” The therapist brought the discussion to a close by 
asking the patient whether he would consider his groupmates’ suggestions 
and put his hypothesis to the test in a similar situation—trying to be a 
sociable person while drinking less. If he agreed, he could try sipping his 
beer or wine without emptying the glass, so that others would be less likely 
to fill it up again, and see whether anyone got upset about him being “less 
sociable.” He agreed to try out this experiment and at one of the subsequent 
meetings reported to the group that in another social situation, a friend of 
his joked about his weight loss and drinking in moderation, asking him if 
he was thinking of becoming a fashion model. However, this was offset by 
others expressing admiration for his ability to moderate his drinking, say-
ing that it was high time that they too began to cut down on alcohol.
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to pay attention to problematic thoughts that justify excessive eating and drinking, 
even if this did not seem to be the case in this particular patient.

The weight-maintenance phase of group CBT-OB includes Module 6 (see 
Chap. 9), in which patients review the changes achieved through weight loss, are 
educated on weight maintenance, and are involved actively in the decision to 
begin weight maintenance. The therapists then introduce specific procedures for 
weight maintenance to the group, i.e., establishing weekly self-weighing and the 
weight- maintenance target range, adopting eating and physical activity habits to 
maintain weight, constructing the weight-maintenance mindset, identifying and 
addressing situations that could lead to weight regain, preventing lapses from 
becoming relapses and addressing potential weight regain.

In the last part of the weight-maintenance phase, group participants, like indi-
vidual patients, are encouraged to discontinue real-time self-monitoring of food 
intake and prepare a personalised weight-maintenance plan (see Sect. 9.8).

11.4  Some Considerations on Group CBT-OB

There is as yet no research upon which to base a definitive conclusion on whether 
this version of CBT-OB is as effective as CBT-OB delivered individually or even 
more so. That being said, data from a pilot study seems promising [5]. This cohort 
study included 67 patients with morbid obesity (BMI kg/m2 39.84  ±  5.7; 
106.76  ±  16.64  kg) treated in seven CBT-OB groups (maximum ten people per 
group). 76.2% of the patients were able to complete the treatment, and in these 
patients, there was a substantial and healthy reduction in weight (11.6% in com-
pleters and 10.4% at the intention-to-treat analysis), which was largely maintained 
at 18 months. The treatment was also associated with a significant improvement in 
cardiovascular risk factors and psychological variables.

It is clear, however, that group treatment is much more difficult to organise than 
CBT-OB for individuals. Indeed, many patients do not like the idea of addressing 
their problem with others, and it is difficult to schedule sessions without any inter-
ruptions. Mainly, however, the biggest issue is adequate personalisation of sessions. 
Although we have introduced the specific procedures described in Sect. 11.3 to 
overcome this issue, it remains problematic for some. For this reason we, on occa-
sion, arrange extra individual sessions with some group participants to address 
severe interpersonal difficulties that they were experiencing but did not want to 
discuss in front of the group. Another problem is the heterogeneity of the problems 
and obstacles reported by the patients, for instance, some participants encounter 
problems on social occasions, while others have difficulties when they are home 
alone. That being said, the strong social support engendered by the group setting is 
helpful to many patients, and both the psychoeducational aspects of CBT-OB and 
the self-monitoring procedure are ideal for delivery in a group setting and are gener-
ally very well received.
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12Adapting CBT-OB for Intensive  
Levels of Care

The mainstay of obesity management is outpatient treatment. It is less costly and 
disruptive than residential or day hospital treatment, and the changes made are more 
likely to last as patients make them while living in their usual environment. 
Nevertheless, some patients suffer from severe obesity associated with severe 
comorbidities, disability and poor quality of life and may therefore require a more 
intensive version of the treatment administered in specially designed rehabilitation 
units.

This chapter discusses the association between obesity and disability, the ratio-
nale of adopting a rehabilitative perspective for severe obesity and the indications 
for intensive rehabilitation treatment. It then goes on to describe the rehabilitative 
intensive treatment developed for patients with disabling obesity at the Department 
of Eating and Weight Disorders of Villa Garda Hospital (Italy), adopting the prin-
ciples, strategies and main procedures of CBT-OB.

12.1  Obesity and Disability

Disability is defined as a restriction or lack of ability to perform an activity in any 
domain of life [1]. Obesity is a significant risk factor for disability and chronic ill-
ness, independent of age and physical activity level [2]. It has been estimated that 
adults with obesity aged between 30 and 49 years lived 5.70 (men) and 5.02 (women) 
fewer years free from limitations in daily living activities (DLAs) after the age of 50 
than their normal-weight counterparts [3].

Obesity in adulthood may lead to disability through one or more of the follow-
ing biological processes: skeletal stress, protein glycation in connective tissue and 
atherogenesis [4]. These conditions may result in motor (i.e., joint pain and osteo-
arthritis), metabolic and cardiorespiratory complications that lead to limitations in 
DLAs.

Examples of DLAs affected by obesity include walking, taking the stairs, climb-
ing on a stool, getting up from a couch, picking up objects from the ground, putting 
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on shoes, bathing and showering, dressing, personal hygiene, work activities (due to 
premature fatigue), postural pain, frequent absences from work or school and inabil-
ity to perform some tasks. The physical functions affected by disability associated 
with severe obesity predominantly involve the lower limbs (i.e., strength and main-
taining balance), although the function of upper limbs (i.e., strength and manual 
skills) can also be compromised [4]. The impact of obesity on disability is particu-
larly severe among the elderly (i.e., >65  years of age) because sarcopenia—the 
physiological decline in lean mass—interacts negatively with the effects of obesity 
in this age range [5].

Obesity also has negative impacts on psychological wellbeing and interpersonal 
relationships and is associated with an increased risk of clinical depression, anxiety, 
low self-esteem, negative body image, pathological eating, substance misuse and 
suicidal thoughts and behaviours [6]. Since some of these outcomes persist after 
accounting for BMI, age of obesity onset, gender and age, many negative psycho-
logical consequences seem to derive from stigmatising experiences rather than obe-
sity per se [6].

The Italian Society of Obesity (SIO) has recently proposed and validated—in a 
multicentre study conducted in 16 Italian hospitals—the Obesity-Related Disability 
Test (Test SIO Disabilità Obesità Correlata, TSD-OC) [7]. This test comprises 36 
items divided into seven sections (pain, stiffness, DLAs and indoor mobility, house-
work, outdoor activities, occupational activities and social life). Responses are sig-
nificantly correlated with measures of functional (i.e., 6-min walk test and handgrip 
strength) and health-related quality of life (i.e., the 36-item Short Form Health 
Survey). On the Obesity-Related Disability Test, the degree of disability of the sub-
ject is evaluated by comparing the score obtained with the maximum possible score 
(360 pts). A person who has a global score greater than 33% of the total or a score 
of 8/10 on any of the individual items is considered to suffer from disabling 
obesity.

12.2  Rationale for Adopting a Rehabilitative Perspective

The cycle between obesity, physical and psychosocial complications, disability and 
weight gain represents a considerable social and economic burden on national 
health systems worldwide, as a rehabilitative therapeutic perspective is required for 
effective treatment [8]. Unfortunately, people with disabling obesity tend to have 
difficulties gaining admission to standard rehabilitation units, which are in most 
cases structurally and technologically inadequate for the treatment of pathological 
conditions in such patients, being designed predominantly for individuals of normal 
weight.

To address this issue in Italy, some rehabilitation units have been specially estab-
lished to treat patients with disabling obesity, and a consensus endorsed by SIO and 
the Italian Society of Eating Disorders (SISDCA) has laid out the standards appli-
cable to units for the metabolic, nutritional and psychological rehabilitation of 
patients with severe obesity [9]. Briefly, this report states that any such rehabilitative 
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treatment programme should encompass nutritional intervention, functional reha-
bilitation, physical reconditioning, psychoeducational and psychotherapeutic inter-
ventions and rehabilitation nursing, combined in a multidimensional interdisciplinary 
approach [9].

12.3  Indications for Intensive Rehabilitation Treatment

Intensive residential or day hospital rehabilitation should be incorporated into the 
obesity care network and should be taken into consideration when [9]:

• The severity of medical and/or psychiatric comorbidities of obesity is high.
• The obesity has a strong impact on the patient’s disability and quality of life.
• Numerous interventions are required to treat the patient, and it would be advis-

able (for both clinical and financial reasons) to administer them over a relatively 
short period, as part of a coordinated project (case management).

• Less intensive routes (previous outpatient and/or day hospital treatment) have 
not yielded the hoped-for results, and the risk to the health of the patient is 
increasing.

In our unit, the appropriate setting for treating patients with obesity is assessed 
by means of the Comprehensive Appropriateness Scale for the Care of Obesity in 
Rehabilitation (CASCO-R). This was developed by a panel of experts under the 
aegis of the SIO-SISDCA consensus [10] and is designed to be completed by a 
physician during the patient’s initial assessment. It consists of evaluating the follow-
ing four criteria, each via a dedicated section (Fig. 12.1):

 1. BMI and waist circumference
 2. Comorbidities associated with obesity (type 2 diabetes; dyslipidaemia; cardio-

vascular diseases; respiratory, gastrointestinal, skeletal and genital–urinary tract 
diseases; pro-inflammatory and pro-coagulative status; malnutrition)

 3. Risk factors potentially increasing obesity-related morbidity (family history, 
age, lifestyle habits such as smoking and sedentary lifestyle, major disturbances 
in eating behaviour, other clinically significant psychopathological disorders)

 4. Previous unsuccessful hospitalisations for nutritional–metabolic rehabilitation 
(this section assigns negative scores after one or more previous hospitalisations 
in metabolic and nutritional rehabilitation units)

A significant correlation was found between the CASCO-R scale score, overall 
workload and adverse clinical events. Moreover, the CASCO-R scale demonstrated 
excellent performance in terms of internal validity and test–retest analysis. Three 
global score cut-offs have been proposed: >25 for intensive residential rehabilita-
tion, 20–25 for day hospital treatment and <20 for outpatient treatment [10].

Intensive rehabilitation treatment may be also indicated for a subgroup of patients 
with severe obesity and several complications scheduled for bariatric surgery. This 
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Patient name Date

Attributable
score

Obtained
score

Obesity degree
And related risk for 
cardiovascular 
and metabolic disorders

BMI ≤ 40 kg/m2 8

BMI 35-39.9 kg/m2 6

BMI 30-34.9 kg/m2 4

Waist circumference > 102 cm ♂; 88 cm ♀ 2

C
o

m
o

rb
id

it
y

Dyslipidemia LDL-cholesterol ≥ 130 mg/dl or antidyslipidemic medications 4

HDL-cholesterol ≤ 40 mg/dl ♂; 50 mg/dl ♀ 2

Triglyceride > 150 mg/dl or antidyslipidemic medications 1

Impaired glucose
metabolism

IFG (fasting blood glucose 110-125 mg/dl) or hyperinsulinemia 
(insulin > 25 mcU/ml or > 80 mcU/ml on the 75-g OGTT between 
60’ and 120’ or with a peak > 90’) or HOMA (Glic * Ins/405) > 2.77

2

IGT (2 h glucose levels of 140 to 199 mg/dl on the 75-g OGTT) 4

T2DM (fasting plasma glucose ≥ 126 mg/dl) or 2 h glucose levels 
≥ 200 mg/dl on the 75-g OGTT) or antidiabetic medications

6

Cardiovascular system Hypertension (SBP > 130 mmHg or DBP > 85 mmHg or 
antihypertensive medications)

3

Atherosclerosis (ischemic cardiomyopathy, stroke, …) 4

NYHA: class III (marked limitation in activity due to symptoms, 
even during less-than-ordinary activity) or IV (severe limitations; 
symptoms even while at rest)

4

Asymptomatic left ventricular hypertrophy 3

Respiratory system OSAS, restrictive respiratory failure 4

Dyspnea, Epworth scale > 10 2

Skeletal system Osteoarthritis (hip, knees, spine) 3

Genitourinary system Gynecological problems (dysmenorrhea, PCOS) 2

Impaired sexual function 2

Urinary incontinence 2

Gastrointestinal tract

Proinflammatory status

NAFLD, biliary calculi 1

C-reactive protein > 10 mg/l 3

Procoagulant status Fibrinogen > 450 mg/dl 3

R
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 c
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 c
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Family diseases Early cardiovascular diseases (myocardial infarction, stroke, 
sudden death before age 65 in ♀ relatives or before age 55 in ♂ 
relatives)

4

Age ≥ 45 years ♂; 55 years ♀ (or premature menopause without 
hormonal replacement treatment)

2

Life habits Sedentary lifestyle (< 10 METs/week) 1

Smoking > 10 cigarettes/day 1

Behaviour Psychic alterations (depression, anxiety) 2

Eating disorders: prandial hyperfagia, grazing, emotional eating, 
night eating

3

Eating disorders: bulimia nervosa, BED 4

Anamnesis Failure of > 3 out-patient treatments for weight loss 2

Malnutrition
(undernutrition)

Hb < 12 g/dl ♀, 13 g/dl ♂; albuminemia < 35 g/l; total cholesterol 
< 150 mg/dl (without antidyslipidemic medications); arm 
circumference < 22 cm; calf circumference < 31 cm

4

Previous in-patient
rehabilitation treatments

First return (weight gain > 50% of that lost during the previous 
admission)

-5

Following returns (weight gain > 50% of that lost during the 
previous admission)

-10

a.   > 25: in-patient rehabilitation
b.   20-25: intensive out-patient rehabilitation
c.   < 20: out-patient treatment

TOT

Fig. 12.1 CASCO-R.  Comprehensive Appropriateness Scale for the Care of Obesity in 
Rehabilitation. From Donini LM, Dalle Grave R, Di Flaviano E, Gentile MG, Mezzani B, Pandolfo 
Mayme M, Brunani A, Rovera G, Santini F, Lenzi A, Cuzzolaro M (2014) Assessing the appropri-
ateness of the level of care for morbidly obese subjects: validation of the CASCO-R scale. Ann Ig 
26 (3):195–204. Reprinted with permission of Società Editrice Universo – Roma
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should reduce the risks associated with the operation and/or the postsurgical period 
in patients who are having difficulty implementing the lifestyle modifications nec-
essary to achieve adequate weight loss. It is also indicated in pre-surgical patients 
with persistent weight-related disabilities and/or the onset or recurrence of eating 
disorder, which may compromise the success of surgical intervention.

12.4  Intensive CBT-OB-Based Rehabilitation Treatment

Rehabilitative CBT-OB has been developed at the Department of Eating and Weight 
Disorders of Villa Garda Hospital (Italy) and combines a rehabilitative approach 
with intensive CBT-OB [11].

12.4.1  The Unit

Intensive rehabilitation treatment based on CBT-OB should be provided in a spe-
cialised unit for the treatment of disabling obesity. The patients’ rooms should 
have a private bathroom, and wardrobes, desks and beds adapted for people with 
severe obesity (Fig. 12.2). The unit should also include a nurses’ office with a 
high- capacity scale with a large platform for private weighing, as well as rooms 
for medical offices, a dining room with a kitchen for cooking, rooms for individ-
ual and group CBT-OB sessions, a suitably equipped gym for physical activity 
and a room for recreational activities. The unit should be open, so that patients are 
exposed to the environmental eating triggers that they will encounter after 
discharge.

Vignette
The patient, a 60-year-old woman with a BMI of 52.0, had steadily gained 
weight from the age of 20. At the age of 55, she was given surgical knee 
replacement due to severe arthritis. However, this failed to resolve the knee 
pain and left her reliant on a walking stick to get around. She also suffered 
from type 2 diabetes, hypertension, obstructive sleep apnoea (being treated 
with C-PAP) and severe lower limb oedema. She reported not being able to 
climb the stairs or put on shoes and having extreme difficulties in maintain-
ing adequate personal hygiene, dressing and doing housework. Due to 
fatigue and postural pain, she was forced to stop work (as a shop assistant) 
at the age of 55, and since then her weight had increased by 25 kg due to the 
progressively reduction in her mobility and worsening eating habits (char-
acterised by frequent snacking during the day). She scored 55% on the 
Obesity-Related Disability Test, confirming the presence of disabling obe-
sity, and 28 on the CASCO-R, indicating the appropriateness of residential 
rehabilitation.

12.4 Intensive CBT-OB-Based Rehabilitation Treatment
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12.4.2  The Non-eclectic Multidisciplinary Team

The organisation of intensive rehabilitative units makes a multidisciplinary team 
essential for treatment delivery in the vast majority of cases. However, a team 
approach presents both advantages and disadvantages. The main advantage is 
that the team includes clinicians with various areas of expertise, which may facil-
itate the management of complicated patients with severe comorbidities and dis-
ability—the typical subgroup of patients with obesity admitted to rehabilitation 
units.

The disadvantages may be divided in two main categories. First, treatment 
involving multiple therapists (e.g., physicians, psychiatrists, psychologists, dieti-
cians and physiotherapists) encourages patients to partition their problems and to 
talk about specific topics with specific people. There is a risk, therefore, that—
without proper mediation—no one therapist is party to the entire clinical picture. 
This is a problem that does not occur with outpatient CBT-OB, where just one 
therapist (or two when the treatment is delivered in a group) is responsible for 
each patient’s care. Furthermore, in most treatments that manage disabling obe-
sity, an “eclectic” approach is adopted, incorporating a wide variety of proce-
dures, including rehabilitative, medical, psychiatric, psychological, nursing and 
social interventions based on different and often conflicting theories. For exam-
ple, the physician and the psychiatrist are likely to follow a biomedical approach—
prescribing drugs to treat the medical and psychiatric complications associated 
with obesity, respectively; the psychologist may apply some forms of generic 
CBT; and the dietician and the physiotherapist may give the patient advice on diet 
and physical activity, respectively, using a traditional prescriptive approach. In 
other words, each member of an eclectic treatment team adopts the theory and 
practice dictated by their area of expertise, pursuing therapeutic goals related to 
their own professional role rather than those of the team as a whole (and therefore 
the patient).

Fig. 12.2 A room with 
beds for patients with 
disabling obesity
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While each of these approaches undoubtedly has it merits, and will benefit the 
patient to a certain extent, their co-administration inevitably entails some significant 
drawbacks:

• It facilitates the delivery of contradictory information to patients about obesity 
and the procedures and strategies required to address it. This may create confu-
sion in patients about which problems to address, when and how and may thereby 
compromise the effectiveness of the individual treatments themselves.

• Therapeutic boundaries are unclear. Therapists may, unwittingly or otherwise, 
cross over into the territory of another team member, generating further confu-
sion in the patient. For example, a dietician, frustrated by the patient’s difficulties 
adhering to their meal plan, may give patients an untrained psychological inter-
pretation of their resistance, thereby effectively taking on the role of the 
psychologist.

• It increases the risk of conflicts among team members, who likely have different 
beliefs about the best way to treat obesity and the issues to address with patients.

• It makes it difficult to produce substantial improvements in treatment. Without a 
shared theory, it is almost impossible to understand which are the active and 
inactive elements of a treatment approach.

As the involvement of more than one therapist is inevitable in intensive rehabili-
tative settings, CBT-OB has been designed to ensure a unified, rather than eclectic, 
multidisciplinary approach. To guarantee that all members of the team are cognisant 
of the full clinical picture, and to prevent conflicting advice being given to patients, 
the following three main strategies are put into practice:

 1. All therapists involved in treating patients with disabling obesity (i.e., physi-
cians, psychiatrists, psychologists, dieticians, physiotherapists and nurses) 
receive extensive training in CBT-OB before joining the team. This ensures that 
while the therapists maintain their specific professional roles, they all share the 
same philosophy (cognitive behavioural theory and treatment) and therefore use 
a similar language with patients.

 2. Therapeutic roles are well defined and coordinated within the team. Thus, the 
dietician is primarily concerned with addressing modification of eating habits 
and weight, the psychologist conducts individual and group CBT-OB sessions, 
the physician oversees the medical health of the patients and the prescription of 
any medication, the physiotherapist manages the physical activity program, and 
the nurse supervises the administration of medication and assists patients in 
weighing and managing everyday difficulties.

 3. A review meeting (round table) attended by the patient and all their therapists is 
held on a weekly basis. At this meeting, the patient’s progress is assessed, and 
the various elements of the treatment and their relationship to one another are 
discussed. This allows all team members to form a complete picture of the 
patient’s eating problem, and gives the patient a sense of empowerment, at the 
same time obviating the risk of mixed messages arising.

12.4 Intensive CBT-OB-Based Rehabilitation Treatment
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The potential advantages of a non-eclectic CBT-OB team are that patients have 
the opportunity to benefit from a theory-based treatment, even at intensive levels of 
care, and the treatment itself can be continually refined and adjusted to suit the indi-
vidual. Moreover, it facilitates the construction of a collaborative therapeutic rela-
tionship with the patient, who is reassured by the support received from different 
professionals on several fronts. In this way patients can benefit from being treated 
as a whole person by means of a coherent, non-contradictory approach. Last but not 
the least, a common line of attack unites the team and facilitates evaluation of the 
strengths and limitations of the treatment itself—something that is invaluable from 
a research perspective and can ultimately only lead to improvement in therapeutic 
strategies. Table 12.1 gives some practical advice on how to put together a CBT-OB 
clinical team.

12.4.3  The Patient’s Role in Intensive CBT-OB

Like standard outpatient CBT-OB, intensive CBT-OB adopts a collaborative 
approach, encouraging the patients to play an active role in their own treatment. 
They are required to put the maximum effort in applying the CBT-OB procedures 

Table 12.1 Practical advice on building a CBT-OB clinical team

1.  Select, if possible, open-minded therapists who like to work in teams and follow a 
manual-based treatment. They should not be committed to other theories and therapeutic 
practices, because strong alternative influences may be dangerous, causing a therapist to 
deviate too far from CBT-OB guidelines

2.  Train all therapists (physicians, psychologists, dieticians, physiotherapists and nurses) in 
CBT-OB and the team approach before they start to see patients. Neither universities nor 
psychotherapy schools (even CBT-based) tend to prepare therapists in either intensive 
CBT-OB or teamwork

3. Monitor therapist adherence and consistency by adopting the following procedures:
  •  Providing the therapists with a written treatment protocol to implement
  •  Planning a weekly peer-supervised meeting between therapists to discuss clinical work, 

freely and at length
  •  Asking the therapists to record individual sessions and encouraging them to listen to 

selected recordings of each other’s treatment sessions
  •  Asking the therapists to give evidence of the topics covered in each session, which should 

be included in the medical records
  •  Introducing new procedures and strategies only when mutually agreed upon
  •  Providing the following procedures to improve the team approach:
   –  Maintaining the highest standard of professional skill in the team, with regular group 

updates on obesity literature
   – Pooling knowledge gained with all team members
   – Helping other team members to resolve any problems implementing CBT-OB
   –  Never criticising other team members (especially in the presence of the patient or other 

team members)
   –  Organising a weekly team meeting to set out the professional tasks of each member in 

detail, to address any difficulties raised by implementation of the treatment and to 
integrate new strategies and procedures
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and to do homework between sessions. They are also asked to be punctual and to 
arrive at each therapy session (individual and group CBT-OB sessions, meals, 
weekly review meetings, physical exercise sessions) 10–15 min early so that they 
can be adequately prepared. Patients should make participation in all therapy ses-
sions a priority and consider the impact of their behaviour—in intensive rehabilita-
tive settings, it is easy for patients to affect each other positively or negatively, so 
they are encouraged to do their best to create a positive atmosphere, in which they 
can help each other to address their obesity. Nonetheless, some patients, even invol-
untarily, may have a negative influence on other patients. Examples of behaviours 
that tend to adversely affect other patients are the following:

• Criticising the treatment and therapists
• Openly stating their belief that no one can maintain the weight lost in the long 

term
• Failing to commit in applying the treatment’s procedures
• Introducing food and alcohol into the unit
• Talking about food, weight and body shape

Patients are told that in order to be admitted to the intensive CBT-OB unit, they 
will need to take the responsibility of not influencing the adherence of other patients 
by exhibiting negative behaviours and attitudes. Constructive criticism of the treat-
ment is, of course, welcome, but comments and suggestions should be communi-
cated to the therapists in private—not in front of the other patients. We also 
discourage patients from talking to other patients about food, weight and shape.

12.4.4  Assessment

The assessment of patients with disabling obesity admitted to intensive CBT-OB 
includes the following procedures:

• Medical assessment. The physician conducts a physical examination and takes 
down an accurate obesity-focused history (see Sect. 3.2) to clarify and estab-
lish the specific diagnostic and therapeutic needs of the patient not covered in 
the diagnostic workup (which should be performed as described in Sect. 
3.7.2).

• Psychological assessment. The clinical psychologist conducts a psychological 
evaluation, assessing eating disorder psychopathology by means of the Eating 
Disorder Examination interview (EDE 17.0D) [12, 13], general psychopathol-
ogy with Brief Symptom Inventory (BSI) [14], obesity-related quality of life 
using the ORWELL-97 questionnaire [15] and scores on the SIO Obesity-Related 
Disability Test [7].

• Dietetic assessment. The dietician takes an exhaustive dietary history of the 
patient using a structured interview to assess usual food and/or nutrient intake 
over the last year.
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• Physical fitness assessment. The physiotherapist uses the tests described in Sect. 
6.1.2 to assess muscle strength, aerobic capacity, flexibility and balance, with the 
aim of planning an individualised fitness rehabilitation program.

• Body composition assessment. In a well-equipped unit, this will include bioelec-
trical impedance analysis (BIA) and dual-energy X-ray absorptiometry (DEXA), 
as well as standard measurement of weight, height and waist circumference. 
Both BIA and DEXA provide an estimate of body composition, in particular the 
amount of body fat, and enable the detection of sarcopenia associated with 
obesity.

• Energy expenditure assessment. This is conducted via indirect calorimetry to 
assess the basal metabolic rate and by means of metabolic Holter monitoring of 
the type and intensity of physical activity performed by the patient during the 
day.

12.4.5  Individual Rehabilitation Plan

The above assessment should be used to design a personal rehabilitation plan which 
takes into account the individual patient’s needs and recovery potential, as well as 
their preferences and the resources available. The plan should be designed to meet 
not only the patient’s medical and psychological needs but also improve their over-
all quality of life. As we have seen in the preceding chapters, a patient’s expecta-
tions will be a key factor in determining outcomes and should therefore be thoroughly 
explored. The patient should be given a full description of the goals of the pro-
gramme, the indicators used to assess its effectiveness, the interventions that they 
will be prescribed and the operators responsible for each. During implementation of 
their rehabilitation plan, regular monitoring should be conducted to enable “mid- 
course correction”, i.e., modification and adaptation of the plan to take into account 
any changes and emerging needs. At the end of the treatment programme, assess-
ment should be performed as a matter of course, to evaluate the extent to which the 
individual CBT-OB rehabilitation plan achieved its stated goals. An example indi-
vidual CBT-OB rehabilitation plan is provided in Table 12.2.

12.4.6  Specific Intervention Areas

12.4.6.1  Nutritional Interventions
The nutritional programme is designed to produce a 500–1000 kcal energy deficit 
per day to achieve a variable weight loss of about 0.5–1 kg a week. As in outpatient 
CBT-OB (see Sect. 5.3), this energy deficit is calculated by subtracting 250–500 kcal 
from the patient’s basal metabolic rate (as measured by indirect calorimetry), adjust-
ing the caloric deficit according to the individual’s physical activity level.

A low-energy meal plan is a fundamental part of the programme. It is based on a 
Mediterranean-style low-glycaemic-index diet composed of about 25% protein, 
45% carbohydrates and 30% fats [16]. A high level of dietary protein has been 
adopted because there is evidence that this could help prevent and treat obesity, 
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metabolic syndrome, type 2 diabetes [16] and sarcopenia [17]. Moreover, better 
weight maintenance has been observed in participants of a large randomised con-
trolled trial who consumed a high-protein, low-glycaemic-index diet with moderate 
fat content ad libitum [18] and in subjects who followed a Mediterranean diet as 
opposed to a low-fat diet [19].

Table 12.2 Example of an individual CBT-OB rehabilitation plan

•   Global outcomes (i.e., expected long-term outcome):
  – Achieving healthy weight loss (i.e., a weight loss of at least 10%)
  – Reducing the cardiovascular risk
  – Reducing obesity-related disabilities
  – Achieving a satisfactory quality of life
  – Developing a lifestyle and mindset conducive to long-term weight maintenance
•   Functional outcomes (i.e., expected outcomes at the end of the intensive CBT-OB-based 

rehabilitation treatment, taking into account the complete set of parameters covered by all 
interventions delivered):

  – Learning the cognitive behavioural skills for long-term weight control
  – Starting the weight-loss process
  – Starting to manage cardiovascular risk and the complications associated with obesity
  – Improving cardiovascular fitness
  – Improving obesity-related disabilities
•   Specific outcomes (i.e., outcomes at the end of intensive CBT-OB-based rehabilitation 

treatment related to smaller or more discrete parameter sets, such as recovering a particular 
function):

  – Achieving a weight loss of at least 3%
  –  Increasing knowledge about obesity and acquiring cognitive behavioural weight- 

management skills (achieving at least a 10% increase in the score on an in-house “test” of 
knowledge on obesity and CBT-OB procedures)

  –  Improving cardiovascular fitness (achieving at least a 10% increase in distance on the 
6-min walking test)

  –  Reducing obesity-related disabilities (achieving at least a 10% reduction in Obesity- 
Related Disability Test score)

•   Specific intervention areas:
  – Nutrition

Goal: achieving at least a 3% weight loss
Procedures: 1200 kcal meal plan (25% proteins, 45% carbohydrates, 30% fats)
Operators: dieticians

  – Physical rehabilitation
Goal: achieving at least a 10% increase in distance to 6-min walking test
Procedures: calisthenics sessions 45 min twice a week, gradual increase in daily step 
count to reach at least at 7500 by the end of the treatment
Operators: physiotherapists

  – Cognitive behavioural
Goal: achieving at least a 10% increase in the score on a questionnaire designed to “test” 
the patient’s knowledge of obesity and CBT-OB procedures
Procedures: 12 group cognitive behavioural sessions (90 min each)
Operators: psychologists

  – Medical
Goal: normalising blood sugar and blood pressure
Procedures: adjusting and/or changing the diabetes and blood pressure drugs
Operators: physicians
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We do not routinely recommend very-low-energy diets (VLEDs; 200–800 kcal/
day) because there are questions surrounding the safety of an energy intake of under 
800 kcal [16]. Moreover, VLEDs are not educational and do not facilitate the grad-
ual modification of eating habits, nutritional knowledge and skills that seems to be 
required for long-term weight maintenance [16].

Patients are trained to count their daily calorie intake, to use the Monitoring 
Record, both in real-time, and to plan when, what and where to eat in the weeks 
after discharge.

12.4.6.2  Physical Rehabilitation
The physical rehabilitation programme should adopt the general strategies and pro-
cedures of outpatient CBT-OB but adapted for disabling obesity and personalised 
on the basis of the patient’s baseline fitness.

To this end, at admission, the patient is provided with a pedometer with a view to 
obtaining a baseline daily step count, and the physiotherapist should assess their 
performance in the following tests:

• Six-minute walk test—to evaluate functional exercise capacity
• Handgrip test—to measure isometric muscle strength
• Sit-to-stand and up-and-go times—to assess mobility and static and dynamic 

balance
• Functional reach test—to assess flexibility

After this assessment, the patient should be started on a personalised motor/
functional rehabilitation programme that includes the following two components:

• Lifestyle activity. Patients are encouraged to cut down on sedentary activities 
(e.g., watch less TV, sit for less time during the day, etc.) and gradually increas-
ing the number of their daily steps from baseline (e.g., 2500 at baseline; 5000 at 
week 1; 7500 at week 2; and 10,000 at week 3).

• Calisthenics. Patients should participate twice a week in 45-min sessions 
designed to address the fitness issues that emerged in baseline functional tests. 
Exercises to improve flexibility, balance and lower limb strength should be 
included.

Patients are trained to calculate their daily energy expenditure, reporting the 
number of daily steps, the relative consumption of kcal, the type and duration of 
formal exercise performed, the amount of kcal consumed in this activity, the basal 
metabolic rate and the diet-induced thermogenesis in their Monitoring Record.

Since it is fundamental to continue to adopt an active lifestyle after the conclu-
sion of the intensive CBT-OB-based rehabilitation treatment, patients are encour-
aged to adopt a level of physical activity that is compatible with their work 
commitments during the treatment, so that their regime will be easily transferable to 
their daily life in the real world. Finally, before discharge patients should complete 
an exercise schedule comparing what they used to do in the rehabilitation pro-
gramme and what they will do now (see Table 12.3).

12 Adapting CBT-OB for Intensive Levels of Care



189

12.4.6.3  Cognitive Behavioural Interventions
The cognitive behavioural programme is delivered by the psychologist trained 
extensively in CBT-OB in 12 closed-group sessions of eight participants. Each ses-
sion lasts 90 min and has the following structure (see also Chap. 11 on how to con-
duct group CBT-OB): (1) reviewing the homework, (2) setting and working through 
the agenda and (3) bringing the session to a close. The groups cover psychoeduca-
tion on obesity (i.e., obesity has multifactorial causes, is a chronic condition and 
requires a persistent lifestyle modification and the development of a weight-control 
mindset to manage it), CBT-OB procedures, behavioural exercises and discussions 
on how to address weight-loss obstacles. Two group sessions can be held with sig-
nificant others if indicated and agreed to. Individual CBT-OB sessions can be 
offered to patients with BED and psychiatric comorbidities associated with 
obesity.

The patients are trained to use the following CBT-OB procedures (see Chaps. 3, 
4, 5 and 6 for details):

• Using the Monitoring Record to plan when, what and where to eat and to record 
in real time

• Eating consciously (eating slowly; appreciating the sight, smell and taste of 
food; using the Monitoring Record in real-time; resisting the impulse to deviate 
from the meal plan)

• Weekly weighing (interpreting the weight change every 4  weeks, not from a 
single reading)

Table 12.3 An example exercise schedule

Time What I used to do Time What I will do now
6:00 6:00
7:00 Wake up 7:00 Wake up and take breakfast at home
8:00 Take the bus to work. Breakfast 

at the bar
8:00 Take the bus to work and get off a stop 

before
9:00 Start working 9:00 Start work
10:00 10:00 Go up and down the stairs
11:00 11:00 Go up and down the stairs
12:00 12:00
13:00 Lunch at the office bar 13:00 Lunch in a bar or restaurant 1 km away 

from the office
14:00 Back to work 14:00 Back to work
15:00 15:00
16:00 16:00 Go up and down the stairs
17:00 17:00
18:00 Finish work. Get the bus home 18:00 Finish work. Get the bus home
19:00 Lie down on the couch 19:00 Take the dog for a 30-min walk
20:00 Dinner 20:00 Dinner
21:00 21:00
22:00 Go to bed 22:00 Go to bed
23:00 23:00
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• Constructing a Personal Formulation (including antecedent food and nonfood 
stimuli, positive consequences and problematic thoughts hindering weight 
loss)

• Addressing antecedent food stimuli (e.g., the presence of abundant quantities of 
food in the environment and social occasions)

• Addressing antecedent nonfood stimuli (e.g., events, changes in mood, impulses 
to eat, places and times of day)

• Addressing problematic thoughts (i.e., thoughts that hinder adherence to the life-
style changes needed to lose weight)

• Addressing the positive consequences of food intake (e.g., gratification or elimi-
nation of aversive states through food)

• Planning the return home (1-week meal planning, physical activity planning, 
reducing food stimuli in the home, identifying and avoiding the dysfunctional 
eating and physical activity that characterised pretreatment habits)

Patients should also be encouraged to practice the following behavioural exer-
cises with the aim of changing some cognitive mechanisms that may be hindering 
weight loss:

• Calorie counting (energy intake and energy expenditure). Patients should be 
trained and practice calorie counting, reading food labels, estimating the calorie 
content of food of uncertain composition (e.g., restaurant dishes) and estimating 
the amount of calories burned through daily steps and physical activity (using the 
MET).

• Interpreting the weight-loss graph. Patients should be trained to interpret their 
weight-loss graph accurately on a weekly basis (see Sect. 4.4).

• Eating slowly. Patients are instructed to record the time taken to consume their 
meals and to increase it gradually.

• Leaving something on the plate. As part of the rehabilitation programme, two 
meals a week feature large portions, and the patients are asked to leave some-
thing on the plate.

• Addressing a buffet. One meal a week is organised as a buffet, so the patients can 
practice taking only the food that is included in their meal plan.

• Practicing eating out. Once a week the patients eat in a restaurant outside the unit 
and should order only the food that they have planned to eat.

As part of the intensive CBT-OB-based rehabilitation treatment, significant oth-
ers (i.e., the people who can influence the patients’ eating) may participate with the 
patients in two group sessions to discuss how to create a home environment with 
low exposure to food stimuli. In this way the involvement of significant others can 
facilitate the patients’ adherence to the weight-loss meal plan. Using slides, the 
psychologist uses the first group session to explain the behavioural chain involving 
food stimuli (i.e., buying food, storing food, cooking, serving, eating and after 
meals). The psychologist asks each family group to think about, write down and tell 
the other group members which stimuli they can reduce in their home environment 
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at various points in the behavioural chain. In the next joint group session, the 
changes implemented by the significant others to change the home environment are 
reviewed and discussed.

12.4.6.4  Medical Interventions
The assessment and pharmacological treatment of medical complications associ-
ated with disabling obesity must be managed by a trained physician in CBT-OB. Since 
several drugs are associated with weight gain (see Sect. 3.2), particular attention 
needs to be paid to find substitutes with a weight-neutral or weight-loss-promoting 
effect.

12.4.7  Bringing Intensive CBT-OB to a Close

Just as it is important to start well, it is crucial to bring the intensive CBT-OB-based 
rehabilitation treatment to a satisfactory close. With this in mind, the goal of the last 
phase of the treatment is to prepare patients to return home, continuing the weight- 
loss phase begun in the intensive rehabilitation setting and minimising the risk of 
relapse.

First of all, patients are informed that they have acquired new eating and physical 
activity habits that will permit them to lose weight at home too and that the tendency 
to adopt some apparently automatic and uncontrollable dysfunctional eating habits 
(e.g., eating desserts or grazing) they had before the admission should no longer be 
a problem due to the process of deconditioning that occurred during their intensive 
treatment (i.e., the patients did not eat desserts for 21 days and stopped constant 
snacking). However, the therapist should emphasise to the patients that a habit, once 
learned, never entirely disappears. For this reason, they are recommended to persist 
with the new habits learned during intensive treatment and to pay close attention to 
the early signs of their old eating habits reappearing. Patients are also educated that 
the risk of relapse is facilitated by exposure to multiple environmental stimuli (i.e., 
family environment, work and social occasions) not present in the intensive reha-
bilitation unit and by the transition from intensive to less intensive settings of care.

The final procedure is to assist the patients in preparing a written plan of action 
for the period after the intensive CBT-OB-based rehabilitation treatment that should 
include the following elements:

• Tools to use at home (e.g., Monitoring Record, weight-loss graph, pedometer, 
Personal Formulation, Weight-Loss Obstacles Questionnaire)

• Weighing (e.g., once a week)
• Good eating habits (e.g., eating regularly, meal planning (1200–1500 kcal/day), 

real-time monitoring, eating consciously)
• Good physical activity habits (e.g., 10,000 steps a day, calisthenics twice a week)
• Weight-loss mindset (e.g., adopting a mindset oriented to achieving healthy 

weight loss and its associated physical and psychological advantages and to tol-
erate hunger and cravings for highly palatable foods)
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• Procedures to reduce the risk of relapse (e.g., identifying and addressing high- 
risk weight-regain situations, addressing weight regain—see Sects. 9.5.5, 9.5.6 
and 9.5.7, respectively)

• Outpatient treatment (preferably post-intensive outpatient CBT-OB).

12.5  Post-intensive Outpatient CBT-OB

Exposure to numerous dietary environmental stimuli and everyday life stresses after 
discharge typically makes it difficult to adhere to the lifestyle changes initiated dur-
ing intensive CBT-OB-based rehabilitation treatment. For this reason, patients are 
advised to continue their treatment by attending standard outpatient CBT-OB, as 
described in Fig. 2.1. In this way, the patients can continue to practice the weight- 
loss procedures learned during the initial intensive phase of treatment and address 
their individual obstacles to weight loss via the CBT-OB procedures in Module 4.

Vignette
The patient, a 57-year-old man with a BMI of 46.7 and a CASCO-R score of 
28, was admitted to the intensive CBT-OB-based rehabilitation unit after the 
failure of several specialist outpatient treatments for obesity. The patient had 
disabling obesity associated with type 2 diabetes, high blood LDL cholesterol 
(HDL), high triglycerides, obstructive sleep apnoea (but could not tolerate 
C-PAP), hypertension and atrial fibrillation (resistant to two electrical cardio-
versions). To manage these complications associated with obesity, he was 
being prescribed eight drugs, but his quality of life was poor nevertheless. 
Indeed, he had a score of 70 on the ORWELL-97 questionnaire, correspond-
ing to the 75th percentile of the population—considered indicative of a clini-
cally significant impairment in quality of life—and disability score of 45% on 
the Obesity-Related Disability Test. In particular he scored highly on pain, 
DLA (in particular walking and taking the stairs), activities out of the home, 
occupational activities and social life subscales. He also reported several epi-
sodes of falling asleep during the day.

The patient was actively engaged in the intensive CBT-OB-based rehabili-
tation treatment, which included, in addition to group CBT-OB sessions, a 
nutritional programme with a limit of 1500 kcal (indirect calorimetry indi-
cated he had a basal metabolic rate of 2000 kcal) associated with a programme 
of gradual physical rehabilitation beginning with 3500 steps/day. At the end 
of the 21 days of treatment, he had lost about 5% of his initial body weight 
(7 kg); he was walking 6000 steps/day and showed improvements in the 6-min 
walk test (from 380 to 500 m) and the ORWELL-97 questionnaire score (from 
70 to 48). He also reported sleeping better and feeling less tired during the 
day.
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13Adaptating CBT-OB for Binge-Eating 
Disorder

The diagnostic concept of binge-eating disorder (BED) was first described in 1959 
by the American psychiatrist and researcher Albert Stunkard to illustrate the charac-
teristics of a subgroup of patients with obesity and recurrent episodes of uncon-
trolled overeating [1]. However, it was not identified as a distinct eating disorder 
until the second half of the 1980s, when several studies on the prevalence of bulimia 
nervosa in the population showed a large subgroup of individuals who did not use 
compensatory behaviours after binge-eating episodes. At the same time, it was 
noted that about a quarter of individuals requiring treatment for obesity reported 
recurring episodes of binge eating but did not suffer from bulimia nervosa. 
Subsequent studies have confirmed that BED has distinctive clinical features that 
set it apart from bulimia nervosa and obesity [2], but it was not until 2013 that the 
disorder was recognised as a distinct diagnostic category by the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-5) [3].

13.1  Diagnostic Criteria

According to the DSM-5, a person suffers BED if they meet the following diagnos-
tic criteria [3]:

• Recurrent episodes of binge eating. An episode of binge eating is characterised 
by both of the following:
 – Eating, in a discrete period of time (e.g., within any <2-h period), an amount 

of food that is definitively larger than most individuals would eat in a similar 
period of time under similar circumstances

 – A sense of lack of control over eating during the episodes (e.g., a feeling that 
one cannot stop eating or control what and how much one is eating)

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-319-91497-8_13&domain=pdf
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• The binge-eating episodes are associated with three (or more) of the following:
 – Eating much more quickly than normal
 – Eating until feeling uncomfortably full
 – Eating large amounts of food when not feeling physically hungry
 – Eating alone because of feeling embarrassed by how much one is eating
 – Feeling disgusted with oneself, depressed or very guilty afterwards

• Marked distress regarding binge eating is present.
• Binge eating occurs, on average, at least once a week for 3 months.
• The binge eating is not associated with the recurrent use of inappropriate com-

pensatory behaviours (as in bulimia nervosa) and does not occur exclusively dur-
ing the course of bulimia nervosa or anorexia nervosa.

13.2  Clinical Features

The core feature of BED is the recurrent episodes of binge eating. However, in 
contrast to bulimia nervosa, and indeed anorexia nervosa, extreme weight-control 
behaviours (e.g., purging or extreme and rigid dietary restraint) are absent. In indi-
viduals with BED, binge-eating episodes occur against the background of a general 
tendency to overeat rather than dietary restraint (as typically seen in bulimia ner-
vosa) [4], which explains the strong association of the disorder with obesity.

Another consistent finding is that individuals with BED, compared with those of 
similar weight without BED, report a higher rate of current and lifetime psychopa-
thology (see Sect. 13.4) and more frequent dieting and weight fluctuations [5]. 
Indeed, it is common for individuals with BED to report periods of binge eating, 
during which their weight increases, alternating with other periods of dieting, which 
determine a transitory weight loss [5].

Overvaluation of shape and weight (i.e., the undue influence of shape or body 
weight on self-evaluation)—a core criterion of anorexia nervosa and bulimia ner-
vosa—is not a diagnostic criterion for BED in DSM-5, but is present in about 50% 
in patients with BED [6]. Overvaluation of shape or weight is not associated with 
BMI (i.e., it does not simply reflect distress with excess weight), but has been linked 
to a greater severity of eating-related psychopathology and psychological distress, 
and has reliably demonstrated negative prognostic significance [6]. Moreover, a 
subgroup of patients with BED and a previous history of anorexia nervosa and/or 
bulimia nervosa seem to respond less well to treatment [7].

When BED is severe and characterised by daily binge-eating episodes, it 
impairs quality of life, and individuals may miss work, school or other social 
activities and place a great burden on healthcare systems [8]. In most cases, suf-
ferers try to control their eating by themselves, but only succeed for a short period 
of time, and many patients request treatment for their excess weight—not the eat-
ing disorder itself.
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13.3  Epidemiology, Course and Outcome

The lifetime prevalence of BED in the community, estimated by the National 
Comorbidity Survey Replication, is around 3.5% among women and 2.0% among 
men [9]. While about half of individuals with BED in community studies have a 
condition of overweight or obesity, most of the studies on clinical samples have 
been conducted in such patients [5]. It is estimated that about 7.5% of patients seek-
ing treatment for obesity suffer from BED [10], which is reported in 15.7% of those 
assessed for bariatric surgery [11].

Little data is available about the natural course of BED among adults in the com-
munity, although an association between binge eating and obesity has been observed. 
BED also seems to increase the risk of developing overweight and obesity, a finding 
confirmed by a longitudinal study on adolescents that found that BED is associated 
with an increased risk of obesity and depression [12].

Patients typically report long histories of binge eating, with an increase in fre-
quency in times of stress, but many also report long periods free from this behav-
iour. Indeed, findings from short-term natural history studies and clinical trials 
indicate that BED is characterised by high remission rates [13], even with minimal 
intervention or placebo [5]. That being said, whether this outcome represents a sta-
ble remission is not yet known.

13.4  Coexisting Psychological and Medical Comorbidities

Individuals with BED often report low self-esteem, depressive features and mood 
intolerance, while the most frequently seen personality traits and coexisting psychi-
atric disorders diagnosed in individuals with BED include impulsive traits, mood 
disorders, anxiety disorders and substance use disorders [14]. These associations 
persist even when the weight status is controlled, indicating that they are specific to 
binge eating and not the severity of obesity [5].

The association between BED—independent of weight—and medical complica-
tions is less clear. Studies controlling for weight showed that individuals with BED 
report higher rates of new diagnoses of metabolic syndrome components, including 
dyslipidaemia, impaired glucose levels and type 2 diabetes [15]. Indeed, individuals 
with BED often have an unhealthy lifestyle characterised by daily smoking, low 
exercise frequency, poor nutrition—as binge-eating episodes usually involve foods 
that are high in fat, sugar and/or salt but low in vitamins and minerals—and alcohol 
misuse. This explains why they present both the typical complications associated 
with obesity (e.g., metabolic syndrome, type 2 diabetes) and also several that are 
independent of the excess weight but related to their unhealthy lifestyle, such as 
irritable bowel syndrome; alcohol and smoking complications; neck, shoulder and 
lower back pain; and chronic muscle pain [16].

13.4 Coexisting Psychological and Medical Comorbidities
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13.5  Mechanisms Maintaining Binge Eating

The psychopathology underlying and maintaining episodes of binge eating is very 
heterogeneous. However, according to cognitive behavioural theory, individuals 
with BED can be divided into two subtypes based on the presence or absence of 
overvaluation of shape and weight [6].

In individuals without the overvaluation of shape and weight (about 50% of 
those with BED), binge-eating episodes are triggered and maintained principally 
by events and associated mood changes (Fig. 13.1). In these individuals, binge 
eating may help them to cope with negative events or adverse moods by distract-
ing them from troubling thoughts and via direct modulation of mood (it dampens 
down intense mood states). In other individuals, binge eating may be used as a 
form of gratification [17]. However, as there is the tendency to interpret binge 
eating as the result of poor self-control, after a brief period of mood improve-
ment, individuals with BED tend to feel disgusted with themselves, depressed or 
very guilty, and these negative moods can trigger a new episode of binge eating.

In individuals who do overvalue shape and weight, binge eating is maintained by 
three principal mechanisms that interact with each other (Fig. 13.2): (1) the perceived 
or real weight in excess and/or the overvaluation of shape and weight generates nega-
tive moods (which may also be brought on by events not related to body image) that 
are mitigated by binge eating; (2) by producing weight gain, binge eating intensifies 
the overvaluation of shape and weight; and (3) the overvaluation of shape and weight 
leads them to adopt a strict but intermittent diet—often characterised by rigid and 
extreme dietary rules (i.e., multiple, demanding and specific dietary rules that must 
be adhered to at all costs). The attempt to limit the amount of food eaten may be suc-
cessful for a certain period of time and even produce a significant amount of weight 
loss. However, there is the tendency for any minor infraction of their over-strict 
dietary rules to produce an extremely negative reaction—as evidence of a lack of 
self-control [17]. Patients tend to respond to rule-breaking by abandoning dietary 

Events and
associated

mood change
Weight gainBinge eating

Fig. 13.1 The principal maintenance mechanisms of binge eating in individuals with binge-eating 
disorder without overvaluation of shape or weight
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Fig. 13.2 The principal 
maintenance mechanisms 
of binge eating in 
individuals with binge-
eating disorder and 
overvaluation of shape or 
weight
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restraint and succumb to the urge to eat (intensified by the cognitive dietary restraint 
and the often associated caloric restriction). The result is an episode of binge eating, 
which in turn intensifies the overvaluation of shape or weight [17].

13.6  Treatment: The Problem of Weight Loss

Both CBT for eating disorders and interpersonal psychotherapy (IPT) are the inter-
ventions for BED with the most empirical support. Both treatments produce short- 
and long-term reductions in binge eating (>50% remission rates throughout 
48-month follow-up) and associated psychopathology, but they do not produce 
weight loss [18]. Promising results have also been reported for guided self-help 
based on CBT, with about 46% of patients achieving remission from BED, but this 
treatment too does not produce weight loss [18]. Nonetheless, the 2017 National 
Institute for Health and Care Excellence (NICE) guidelines “Eating disorders: rec-
ognition and treatment” recommends guided self-help programmes based on CBT 
for adults with BED.  If this is unacceptable, contraindicated or ineffective after 
4 weeks, the guidelines recommend offering group or individual CBT for eating 
disorders [19]. The NICE guidelines also advise explaining to individuals with 
BED that “psychological treatments aimed at treating binge eating have a limited 
effect on body weight, and that weight loss is not a therapy target in itself” [19].

In order to provide an “all-round” treatment option for individuals with BED and 
obesity, weight-loss programmes based on BT-OB and bariatric surgery have been intro-
duced. However, available data suggest that BT-OB is not as effective as CBT or IPT in 
reducing the frequency of binge-eating episodes. Furthermore, although BT-OB pro-
duces a greater short-term weight loss, at 2-year follow-up, the weight loss is no longer 
significantly different to that achieved through IPT or guided self- help CBT [20].

The presence of BED also seems to predict a lesser weight loss and a higher 
weight regain in patients treated with bariatric surgery, especially in the subgroup of 
individuals in whom there is a recurrence of the loss of control over eating. Although 
these episodes are not usually associated with the intake of a large amount of food—
due to the limitations imposed by surgical gastric restriction—they will inevitably 
lead to regain if they are recurrent throughout the day [5].

Finally, some studies have tested different drugs for BED, revealing that several 
medications are superior to placebo for reducing binge eating over the short term 
[21]. However, except for topiramate—which significantly reduces both binge eat-
ing and weight over the short term—tested drugs have yielded minimal weight loss. 
In 2015, the Food and Drug Administration approved lisdexamfetamine dimesylate 
(LDX) on the basis of some studies showing its short-term superiority to placebo for 
reducing binge eating after 12 weeks of treatment (about 40% remission on LDX 
vs. 21% on placebo) [21]. However, LDX is a stimulant, and its use is restricted as 
it is not indicated for weight loss or obesity; it also bears a “black box” warning due 
to its high potential for abuse/dependence.

Almost no data exists regarding the longer-term effects of pharmacotherapy for 
BED, although treatment with fluoxetine was shown not to be as effective as CBT 
over time. Moreover, the addition of medication to CBT does not enhance outcomes 
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in either the short or the long term. Hence the NICE guidelines recommend not 
offering medication as the sole treatment for BED [19].

Interestingly, the research into BED treatments has revealed two potentially use-
ful outcome predictors [18]. The first is that patients with overvaluation of shape 
and weight tend to show less overall improvement across treatments over time than 
those without and benefit less from medication than from CBT. The second is that 
patients who display a rapid response to treatment (defined as a 70% or greater 
reduction in binge eating by week four) are more likely to remit than those with no 
rapid response when treated with BT-OB or medications, while this effect is less 
evident in those treated with CBT.

In conclusion, it appears that, while patients with BED seem to respond quite 
well to psychological interventions, especially guided self-help CBT, these are lim-
ited by the fact that none produce significant weight loss. BT-OB and pharmacologi-
cal approaches have also failed in this regard, indicating the need to develop new 
treatments able to produce both remission from BED and a healthy weight loss in 
patients with concomitant obesity. With this in mind, we have developed a version 
of CBT-OB specially adapted for BED.

13.7  CBT-OB for BED

CBT-OB has been adapted for BED specifically to address both the heterogeneous 
and multiple mechanisms that can operate in individuals with this disorder and 
weight loss, if not contraindicated, in those with associated obesity. The treatment 
integrates CBT-E, a treatment designed to address the maintenance mechanisms of 
binge eating—recommended for all eating disorders and ages by the recent NICE 
guidelines [19]—with the weight-loss CBT-OB described in this book.

CBT-E is a personalised transdiagnostic treatment for eating disorder psychopathol-
ogy rather than for a particular eating disorder diagnosis [17]. It was originally designed 
as an individual treatment for adult outpatients, but has subsequently been adapted for 
use with younger patients [22] and for more intensive use in outpatient, day hospital 
and residential settings [23]. The treatment is guided by a personalised formulation of 
the patient’s eating disorder, constructed at the beginning of treatment and revised as 
necessary as the treatment progresses. The strategies and procedures used in CBT-E 
address the expressions of the eating disorder psychopathology (i.e., binge-eating epi-
sodes) and specifically target and disrupt the mechanisms maintaining it. The main 
strategy is encouraging patients to make changes in the way they behave and then help-
ing them to understand and reflect on the effects and implications of these changes. In 
this way, they learn to decentre from their eating problems and eventually to identify 
their eating disorder mindset and learn to control and manipulate it.

With patients who are normal weight, CBT-E has four stages and involves an 
initial assessment appointment followed by 20 50-min treatment sessions over 
20 weeks [17]. The treatment can be delivered in two versions: a “focused” version 
that exclusively addresses the core processes maintaining the eating disorder psy-
chopathology and a “broad” version that also addresses one or more of the three 
additional hypothesised maintenance processes (i.e., clinical perfectionism, core 
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low self-esteem and marked interpersonal difficulties). Both versions are transdiag-
nostic in scope, with the first stages of each being identical; the treatment diverges 
in the later stages based on the patient’s psyhcopatology and clinical presentation.

In our CBT-OB programme, patients with BED and obesity start their treatment 
with Stage 1 of CBT-E. After 4 weeks, during Stage 2, the decision is made whether 
to continue with CBT-E or to shift over to standard CBT-OB. The outcome of this 
decision will depend upon an individual patient’s response to treatment and whether 
or not their psychopathology features overvaluation of shape and weight. The 
patient’s opinion should, of course, be sought, but CBT-OB is generally started if 
the patient presents a remission from binge eating and does not report the overvalu-
ation of shape and weight. Otherwise, the treatment continues with Stage 3 of CBT- 
E, which includes specific modules to address the mechanisms that are maintaining 
the patient’s binge eating. After completing Stage 4 of CBT-E, CBT-OB can be 
started if the patient has achieved remission from binge eating and does not report 
the overvaluation of shape and weight at the post-treatment review session, held 
20 weeks after the end of CBT-E (see Fig. 13.3).
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Fig. 13.3 The CBT-E/CBT-OB map for binge-eating disorder
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This stepped-care approach was developed because in our clinical setting we 
observed that a large subgroup of patients with BED without overvaluation of shape 
and weight achieve complete remission from binge eating after just a few sessions, 
thanks to real-time self-monitoring, in-session weighing and regular eating proce-
dures. These patients therefore do not require a full course of CBT-E treatment and 
after 5 or 6 weeks will be ready to start addressing weight loss via CBT-OB. However, 
a subgroup of patients—with severe BED psychopathology, often associated with 
the overvaluation of shape and weight—do not respond so rapidly to the treatment 
and require the full course of CBT-E to achieve remission from BED. These patients 
run a high risk of relapse, and we suggest that they start CBT-OB only if their remis-
sion from binge eating lasts until the post-treatment review conducted 20 weeks 
after the end of CBT-E.

13.7.1  Involving Patients in the Decision to Address  
Binge Eating First

The therapist should always assess for the presence of BED in patients seeking 
treatment for obesity, as about 10% of this population suffer from this eating disor-
der. They should therefore be asked whether or not they have had episodes of over-
eating or loss of control over eating over the past 4 weeks. The therapist should 
explain to patients that “overeating” means eating what most people would regard 
as an unusually large amount of food within any 2-h period, while “loss of control 
over eating” means having the feeling of not being able to stop eating or control 
what or how much is being eaten. If patients report episodes of overeating associ-
ated with the loss of control over eating, the therapist should ask, on average, how 
often they ate in this way in the last 3 months. Additional questions to confirm the 
diagnosis of BED are asking the patients if these episodes have been associated with 
eating much more than normal, if they ate until feeling uncomfortably full, if they 
ate a lot even when not feeling physically hungry and/or if they did this alone due to 
feelings of embarrassment about how much they were eating. Patients should also 
be asked if they felt disgusted with themselves, depressed or very guilty after these 
episodes. Finally, for an accurate diagnosis of BED, the therapist must exclude the 
presence of bulimia nervosa or anorexia nervosa and ensure that patients do not 
make recurrent use of inappropriate compensatory behaviours (as in bulimia ner-
vosa). It is advisable to use the EDE 17.0D interview [24, 25], which not only aids 
in the differential diagnosis but also enables thorough assessment of the patient’s 
core eating disorder psychopathology (i.e., overvaluation of shape and weight) and 
behavioural symptoms (i.e., binge eating, self-induced vomiting, laxative and 
diuretic misuse, excessive exercising and dietary restraint) over the preceding 
28 days and in the past 3 months.

Once a diagnosis of BED has been made, the therapist should explain to the 
patient the rationale behind addressing the eating disorder before weight loss. The 
first step is to collaboratively create a provisional version of the patient’s Personal 
Formulation (see Figs. 13.1 and 13.2), emphasising the role of both the principal 
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mechanisms maintaining binge eating and their role in promoting weight gain and 
hindering weight loss. It is also useful to review any previous weight-loss attempt 
failures, focusing the patient’s attention on the role played by binge-eating episodes 
in favouring their negative outcomes. The therapist should also say to the patients 
that trying to lose weight without first addressing the binge-eating episodes and the 
mechanisms that maintain them would be like trying to build a house without first 
laying the foundations.

Patients should be informed that in most cases weight-loss treatment (CBT-OB) 
can be started after 5–6 weeks, and in a minority of cases after 40 weeks, when a 
persistent remission from binge-eating episodes has occurred and their self-evalua-
tion schema does not rely excessively on their shape and weight. Patients should 
also be told that the treatment used to address binge eating (CBT-E) has been shown 
by several studies to be very effective in treating BED. The therapist should briefly 
describe CBT- E, underlining the following points:

• CBT-E is a one-to-one treatment that is primarily focused on what makes it dif-
ficult to stop binge eating.

• The treatment is tailored specifically to tackle binge eating and the needs of the 
individual. Both patient and therapist will become experts on the individual’s 
eating issues and what is driving them.

• CBT-E has four stages: Stage 1 lasts 4 weeks and includes twice-weekly ses-
sions; Stage 2 is a progress review that lasts one or two sessions; Stage 3 focuses 
on addressing the main mechanisms driving binge eating and features eight 
weekly sessions; and Stage 4 aims to minimise the risk of relapse over 20 weeks, 
ensuring progress is maintained at sessions held every 2 weeks. If after Stage 2 
there is stable remission from binge-eating episodes and no significant problems 
with body image, CBT-E can be interrupted and weight-loss CBT-OB can be 
started. In all the other cases, the full CBT-E should be completed, and CBT-OB 
can start at the post-treatment review—conducted 20  weeks after the end of 
CBT-E—if there is a lasting remission from binge eating and no significant prob-
lems with body image.

• It is crucial to have as few breaks in the treatment as possible. This is because it 
is important to establish “momentum”—working together from session to ses-
sion to break the binge-eating cycle. Breaks in treatment are very disruptive as 
momentum is lost. It is especially important that there are no breaks in the first 
6 weeks and no longer than 2-week breaks thereafter. This needs to be taken into 
account when deciding when to start treatment.

• Each appointment lasts 50 min and should start and finish on time.
• The patient and therapist will work together as a team to overcome the binge- 

eating problem and agree on specific homework tasks to be done between ses-
sions. These tasks are very important and should be given priority. What the 
patient does between sessions has the greatest influence on the treatment 
outcomes.

• The treatment will be hard, but it will be worth it. The more effort the patient puts 
in, the greater the benefits.
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The final step in helping the patient to decide to address binge eating first is to 
discuss with them the pros and cons of delaying weight loss in favour of tackling 
binge eating. In our clinical experience, this leads to most patients deciding to start 
CBT-E, because they realise that without addressing binge eating the probability of 
weight-loss success is low. If patients are ambivalent about our proposal, we ask 
them to take some days off to decide and to write the pros and cons in a table to be 
discussed in the next assessment session.

13.7.2  Addressing Questions and Concerns About Postponing 
Weight Loss

The therapist should always ask the patient to raise any questions or concerns they 
may have about the proposal to postpone weight loss and to address binge eating 
first. Some examples are listed below, together with the appropriate responses from 
the therapist.

• PATIENT: “If I stop binge eating, will I lose weight?”
• THERAPIST: “It is difficult to predict if you will lose weight or not. In most 

cases there is little or no change in weight, although sometimes it does occur. 
Nevertheless, I suggest that you focus all your efforts on addressing the mecha-
nisms that are maintaining your binge-eating episodes. We will deal with weight 
loss once you have control of your eating.”

• PATIENT: “It is difficult for me to accept not trying to lose weight now because 
I need to lose weight for medical reasons—I need to get my diabetes under 
control.”

• THERAPIST: “I understand, and I know that you need to lose weight for medical 
reasons. However, if you stop binge eating and establish a pattern of regular eat-
ing and an active lifestyle—which CBT-E will help you to do—your blood sugar 
control will improve, and then we will address weight loss with more chance of 
success.”

• PATIENT: “I am disgusted with my body. I need to lose weight so I can start feel-
ing good about myself.”

• THERAPIST: “Your negative body image is an important issue that we will 
address in the treatment. However, I suggest that now you concentrate your 
efforts on regaining control over your eating. In my experience, interruption of 
binge eating improves self-confidence, and is a necessary condition for address-
ing both negative body image and weight loss successfully.”

• PATIENT: “I really do not know how to stop binging. It cannot resist eating. I 
have no control whatsoever.”

• THERAPIST: “As I showed you in this diagram (the BED Formulation), your binge 
eating seems to be maintained by certain events and associated negative emotions, 
and it is more common when you skip lunch. Stopping binge eating does not depend 
on willpower, but on the interruption of these maintenance mechanisms.”
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13.7.3  CBT-E Stage 1

In this and the following sections, we report a brief description of the four stages of 
CBT-E, as applied to patients with BED. A detailed description of the treatment can 
be found in the complete treatment guide [17].

The aims of CBT-E Stage 1 are to engage the patient in treatment and 
change. Appointments are held twice weekly for 4  weeks and involve the 
following:

• Jointly creating with the patient a personalised formulation of the processes 
maintaining the binge eating (see Figs. 13.1 and 13.2).

• Establishing real-time self-monitoring of eating and other relevant thoughts 
and behaviours, by writing them down when they occur on a specific 
Monitoring Record (which can be downloaded at: http://www.credo-oxford.
com/4.4.html).

• Education on body weight regulation and fluctuations (a procedure also adopted 
by CBT-OB, see Sect. 4.4).

• Introducing and establishing weekly in-session weighing and practising inter-
preting and coping with weight fluctuations (a procedure also adopted by 
CBT- OB, see Sects. 4.4 and 5.1).

• Introducing and adhering to a pattern of regular eating, with planned meals and 
snacks. Patients are encouraged to take three planned meals each day plus two 
or three planned snacks and not to eat in the intervals. This ensures that there 
is rarely an interval greater than 4 h between eating. Two principal strategies 
can be taught by the therapist and employed by the patient to help the patient 
resist eating between meals. These comprise two lists of distractive tasks, 
which can be drawn up beforehand and referred to by the patient when they 
feel tempted to eat. These tasks, or behaviours, should be loosely grouped 
under the headings: “Things to Do” and “Things to Say”. Examples of the 
former should be activities that are incompatible with eating and therefore dis-
tract from the urge to binge (e.g., taking a bath, doing a crossword) or those 
that reduce the risk of eating (e.g., going to a place where food is inaccessible). 
The latter group, “Things to Say” (to oneself), comprises external vocalisa-
tions of statements reiterating, for example, that the urge to eat is a temporary 
phenomenon that can be tolerated and overcome. During meals, on the other 
hand, patients are free to eat whatever they wish, with the sole condition that 
the meals and snacks not be followed by purging. The regular eating pattern 
should be the priority of the day and must therefore take precedence over other 
activities. That being said, mealtimes may be adjusted each day to suit the 
patient’s commitments.

• Developing an active lifestyle. This follows the procedures of CBT-OB 
Module 3 and is introduced in the second week of our adaptation of CBT-E 
for BED.

• Involving significant others if they will facilitate treatment.
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13.7.4  CBT-E Stage 2

This stage involves one or two appointments, a week apart, that feature the follow-
ing elements:

• Collaborative review of progress and compliance with treatment
• Identifying barriers to change—both general (e.g., work pressures) and specific 

features of the eating disorder itself (e.g., the presence of events and moods influ-
encing eating, overvaluation of shape and weight, dietary restraint) or external 
maintenance mechanisms (i.e., clinical perfectionism, core low self-esteem, 
interpersonal difficulties) that maintain binge eating

• Modifying the initial formulation as needed in order to plan Stage 3
• Deciding to continue with the CBT-E (the focused or broad version) or to shift to 

CBT-OB

As described above, CBT-OB is initiated if patients present a stable remission 
from binge-eating episodes (e.g., in the last week) and show no overvaluation of 
shape and weight. This core eating disorder psychopathology can be assessed by the 
following questions derived from EDE 17 0.D interview [25]:

• “Over the past four weeks has your weight (the number on the scale) been impor-
tant in influencing how you feel about (judge, think, evaluate) yourself as a 
person?”

• “… If you imagine the things which influence how you feel about (judge, think, 
evaluate) yourself, such as your performance at work, being a parent, your mar-
riage, how you get on with other people, and put these things in order of impor-
tance, where does your weight fit in? What about your shape? How has it compared 
in importance with your weight in influencing how you feel about yourself?”

• “If, over the past four weeks, your weight had changed in any way, would this 
have affected how you felt about yourself? Did you have a negative emotional 
reaction? If Yes, how long did it last?”

If, from these questions, it emerges that shape and weight are among the most 
important things used by patients to evaluate themselves, and they have an intense 
and longstanding negative reaction when their weight increases, overvaluation of 
shape or weight is confirmed. If a patient reports residual binge eating and/or over-
valuation of shape or weight, it is advisable to postpone the start of CBT-OB and 
continue with CBT-E Stage 3.

Vignette
The patient, a 32-year-old woman with a BMI of 32.0, had had a progressive 
increase in body weight from the age of 25, after her first and only pregnancy. 
At the age of 27 years she made her first weight loss attempt, implementing a 
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strict low-carbohydrate diet, and lost about 15 kg, which she only managed to 
maintain for a few months. Afterwards she made several other weight-loss 
attempts, but without success. At the age of 31 she divorced from her husband 
and started to experience binge-eating episodes, especially at the weekends 
when her son was with her ex-husband, which made her feel lonely and sad. 
To compensate for overeating, she tried to diet during the week by eliminating 
carbohydrates, but after a few weeks she started to have recurrent episodes of 
binge eating in the evening after putting her son to bed. During these episodes 
she started by eating large amounts of “healthy foods”—such as a box of 
almonds or walnuts or dried berries—but then these were supplanted by junk 
food such as crisps, cookies and sweets. She ate these things very rapidly, 
when no one else was around, until she felt uncomfortably full. She also felt 
very guilty afterwards. After a few months, she also started to eat large 
amounts of food at some mealtimes. She gave up checking her weight, and in 
about 1 year she had gained about 15 kg.

At the assessment interview, she reported feeling very distressed about her 
eating behaviour and that her goal was to lose 30  kg to improve her self- 
esteem and make her feel more confident in interpersonal relationships. The 
therapist, after having confirmed the diagnosis of BED, explained to the 
patient the rationale behind addressing binge eating first and then weight loss. 
Together they drew a provisional Personal Formulation including the main 
mechanisms maintaining her binge eating (i.e., the negative emotions associ-
ated with the divorce and the sense of loneliness and the strict diet that she 
intermittently adopted in the attempt to compensate for the excess of food she 
ate during the binge episodes). They then reviewed the failure of the patient’s 
attempts to lose weight in the last year and their association with the increased 
frequency of binge-eating episodes. The therapist explained that it would only 
make sense to start the weight-loss treatment after the problem of binge eating 
had been resolved. Finally, the therapist explained the nature of CBT-E and 
discussed with the patient the pros and cons of this proposal. Although ini-
tially ambivalent about the idea of postponing weight loss, the patient agreed 
to start CBT-E to address the binge eating first.

The patient was very engaged in the treatment from the beginning, apply-
ing with commitment the CBT-E Stage 1 procedures (i.e., self-monitoring in 
real time, weekly weighing and regular eating). After 1 week of regular eat-
ing, she stopped having episodes of binge eating and at Stage 2 was in remis-
sion from BED, displaying no overvaluation of shape and weight. She was 
therefore started on CBT-OB, and at the end of the programme, she had lost 
and maintained a weight loss of about 15  kg and was very satisfied with 
results achieved.

13.7 CBT-OB for BED
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13.7.5  CBT-E Stage 3

The aim of this stage is to address the key mechanisms that are maintaining the 
patient’s binge eating. There are eight weekly appointments and four modules in the 
focused version of CBT-E (the broad version includes also adjunctive modules to 
address one or more external maintaining mechanisms):

• Events, Mood and Eating Module. This is the Module most commonly used in 
patients with BED.  It includes the following procedures: (1) using proactive 
problem-solving skills to tackle events triggering binge eating and (2) develop-
ing skills to accept and modulate intense moods without binge eating.

• Body Image Module. This is used in patients who display overvaluation of shape 
and weight. It includes the following procedures: (1) providing education about 
this overvaluation and its consequences, (2) developing previously marginalised 
domains of self-evaluation, (3) reducing unhelpful body checking and avoid-
ance, (4) relabelling unhelpful thoughts or feelings such as “feeling fat” and (5) 
exploring the origins of the overvaluation.

• Dietary Restraint Module. This is used in patients who adopt extreme and rigid 
dietary rules between episodes of binge eating. It includes procedures for chang-
ing inflexible dietary rules into flexible guidelines and introducing previously 
avoided food.

• Setbacks and Mindsets Module. This is implemented towards the end of Stage 3 
and includes procedures for learning to identify setbacks and control the eating 
disorder mindset.

13.7.6  CBT-E Stage 4

The aims of the final stage of CBT-E are to ensure that the progress made in treat-
ment is maintained and that the risk of relapse is minimised. There are three appoint-
ments, each 2 weeks apart, which cover the following:

• Addressing concerns about ending treatment
• Devising a short-term plan to continue to implement changes made in treatment 

(e.g., reducing body checking, introducing other avoided foods, eating more 
flexibly, maintaining involvement in new activities) until the post-treatment 
review session

• Phasing out treatment procedures, in particular self-monitoring and in-session 
weighing

• Education about realistic expectations and identifying and addressing setbacks
• Devising a long-term plan to prevent relapse, cope with setbacks and minimise 

their occurrence

Finally, there is a post-treatment review session, 20 weeks after the penultimate 
appointment, to review progress and to revise, if necessary, the long-term 
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maintenance plan. Patients who are in remission from binge eating and do not dis-
play overvaluation of shape or weight can be offered CBT-OB to address weight 
loss at this point.
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14Combining CBT-OB with Weight-Loss 
Drugs and Bariatric Surgery

CBT-OB has been designed to address the environmental, cognitive, emotional and 
behavioural factors hindering weight loss and weight maintenance. However, the 
treatment does not address the biological obstacles to weight loss (i.e., hunger, 
energy expenditure). For this reason, it may be advisable, in the subgroup of patients 
that have difficulties adopting the lifestyle modification needed to manage their 
obesity, to associate CBT-OB with weight-loss drugs or bariatric surgery, whose 
specific aim is to address the biological obstacles to weight loss and weight 
maintenance.

14.1  CBT-OB Combined with Weight-Loss Drugs

Phelan and Wadden were the first to propose associating a lifestyle modification 
intervention (based on BT-OB) with weight-loss drugs [1]. They suggested that 
combined treatment would result in significantly greater weight loss than either 
therapy alone because of the potentially complementary mechanisms of action of 
the two interventions. Indeed, weight-loss drugs act to modify internal signals that 
control hunger (the drive to eat) and satiation (fullness), while lifestyle modification 
helps patients to change external environmental stimuli (e.g., by grocery shopping 
from a list or recording food intake). Phelan and Wadden based their conclusion on 
the results of one study on fenfluramine (which was withdrawn from the market in 
1997 because its intake was found to be associated with valvular heart disease [2]), 
suggesting that the effects of lifestyle modification would be potentiated by the 
addition of weight-control medication [3]. This has in fact been subsequently dem-
onstrated by a trial in which adult patients with obesity were randomly assigned to 
receive either one of two forms of BT-OB lifestyle modification (one delivered by a 
primary care provider in 8 sessions of 10–15 min and one delivered in 30 group ses-
sions), sibutramine alone (a drug withdrawn from the market in 2010 because it was 
found to be associated with a higher rate of cardiovascular events such as heart 

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-319-91497-8_14&domain=pdf


212

attack and stroke [4]), or one of the two lifestyle modification programmes com-
bined with sibutramine [5]. At 1 year, subjects who received combined therapy lost 
2–2.5 times more weight than those receiving lifestyle modification or sibutramine 
alone, respectively.

Although fenfluramine and sibutramine have both since been withdrawn from 
the market, three weight medications are now licensed in Europe for the long-term 
treatment of obesity (i.e., orlistat, liraglutide and bupropion-naltrexone), while in 
USA two other drugs are also available (i.e., phentermine-topiramate and lorcase-
rin). These medicines, with the exception of orlistat, share a common strategy: to 
promote weight loss by manipulating hunger and satiety control in the central ner-
vous system. Most of them are combinations of older medications that have been 
used for conditions other than obesity. Nevertheless, the mean loss of starting weight 
reported with these drugs beyond placebo is in the range of 3–4% for orlistat and 
lorcaserin, 3.7–5.2% for bupropion-naltrexone, about 5% for liraglutide and about 
9% for phentermine-topiramate at full dosage. Continual use of the drug in question 
is required to achieve sustained weight loss [6], and the unique side effect profile of 
each drug must be carefully considered by a medical doctor expert in the pharmaco-
logical treatment of obesity when selecting the best agent for any given individual. 
Medication should be suspended in patients who do not respond with a weight loss 
of at least 5%, as there is no point in exposing the patient to the risks and costs of 
drug treatment when there is little possibility of long-term benefit [7].

Available weight-loss drugs can potentially be combined with CBT-OB to poten-
tiate the effect of the treatment or to help patients to adopt the eating changes needed 
to lose a healthy amount of weight. This indication is in line with the 2013 AHA/
ACC/TOS Obesity Guideline, which recommends that pharmacotherapy be consid-
ered if a patient has a BMI ≥30.0 or ≥27 and has been unable to lose weight or 
maintain weight loss through comprehensive lifestyle intervention [8]. Other appro-
priate candidates for obesity drug treatment are patients with BMI ≥30.0, or ≥27.0 
with comorbidity, who have a history of being unable to lose weight or maintain 
weight loss and who have previously participated in a comprehensive lifestyle mod-
ification intervention; these patients may be offered the option to add pharmaco-
therapy at the time of initiation of a lifestyle intervention programme [8].

However, it is important to remember that there are several problems associated 
with drug treatment of obesity that have not yet been completely resolved. Firstly, 
available weight-loss drugs only produce a modest weight loss. The weight loss 
occurs in the first 6 months of treatment and then stops. Unfortunately, if the drug is 
suspended, the weight tends to be regained. This implies the need to implement 
drug treatment for obesity long term, but with the exception of orlistat—which has 
been tested in a 4-year study—the safety and efficacy of long-term weight-loss drug 
administration have not yet been demonstrated.

Furthermore, many patients do not like taking medicines continually, and an 
extended duration of treatment duration is likely to exacerbate the problems associ-
ated with the acceptability of drug treatment and therefore reduce patient compli-
ance. In fact, the tolerability of the available weight-loss drugs is far from ideal, and 
all are associated with some side effects that in some cases are severe. Moreover, 
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past experience—of the association between valvular disease and the use of fenflu-
ramine, dexfenfluramine, and phentermine, discovered after many years of patients’ 
use—dictates that caution is warranted when weight-loss drugs are involved. There 
is a need to set up an active system of surveillance to detect any potential severe side 
effects of these drugs.

Finally, the cost of weight-loss drugs is high and is generally not reimbursed by 
national health systems or insurance companies. This precludes the use of these 
drugs in a large proportion of the population, in particular those with a higher socio-
economic burden (in whom the prevalence of obesity is higher). Experience shows 
that if patients have to pay for their own weight-loss medication, especially if this 
represents an economic sacrifice, they will continue to do so if they see the benefit, 
but their compliance will invariably wane when their weight loss reaches a plateau. 
Indeed, it is difficult for them to see the need to continue spending money on a drug 
with the sole purpose of maintaining the weight lost.

14.1.1  Practical Suggestions on When and How to Combine 
Weight-Loss Drugs with CBT-OB

Helping patients to decide whether or not to associate a weight-loss drug with 
CBT-OB is not easy, but the patients should be actively involved. The therapist 
should illustrate the reasons for and against this course of action, educating them on 
the drugs’ mechanisms of action, effects on weight loss and potential side effects. 
Together the therapist and patient should draw up and discuss a list of the pros and 
cons of starting pharmacological treatment, in order for them to reach a detailed 
informed decision. Patients should always be informed that the drug treatment 
should be used in conjunction with an intensive lifestyle intervention, as this 
approach approximately doubles weight loss. If the therapist conducting CBT-OB is 
not a medical doctor, he or she should only discuss with patients the option of and 
reasons for and against associating CBT-OB with weight-loss drugs and refer them 
to a physician for the final decision regarding prescription. This physician should be 
an expert in the use of weight-loss medication, familiar with CBT-OB, and motivate 
the patient to associate the weight-loss drug with lifestyle modification.

In general, there are three ways of combining pharmacological therapy with the 
CBT-OB described in this manual:

 1. At the beginning of CBT-OB. Weight-loss medication can be considered in 
patients who report having failed to lose weight in their previous weight-loss 
attempts and do not think that they will be able do so by means of CBT-OB. If 
the drug is added at the beginning of the treatment, it may augment and enhance 
weight loss in the first 4–8 weeks—a predictor of long-term weight loss [9].

 2. After a certain period of the weight-loss phase of CBT-OB. This option may be 
indicated if the weight lost during the weight-loss phase of CBT-OB is less than 
0.5 kg per week for at least four consecutive weeks, and the patient seems unable 
to adequately address weight-loss obstacles via CBT-OB strategies and 
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 procedures. In this case, combination treatment may help patients to improve 
their adherence to the diet by reducing hunger and increasing their sensation of 
satiety.

 3. In the maintenance phase of CBT-OB. This may be a useful approach in patients 
who do not experience problems during the weight-loss phase but show difficul-
ties in maintaining the weight lost by means of CBT-OB strategies and proce-
dures. In such cases, adding a weight-loss drug in the weight-maintenance phase 
may help patients to maintain the long-term lifestyle changes and weight-main-
tenance mindset described in Chap. 9.

A detailed description of the specific weight-loss drugs is beyond the scope of 
this book. However, Table 14.1 shows a brief summary of the mechanisms of action, 
weight-loss effects, and side effects of the major weight-loss drugs with FDA 
approval for obesity. Non-medical therapists should defer advice on taking specific 
weight-loss drugs to the medical doctor who is treating the patient.

Vignette
The patient, a 45-year-old businessman with a BMI of 31.0, had experi-
enced a progressive increase in body weight as an adult after starting work 
and giving up sport. He had previously attempted to lose weight several 
times, through many traditional prescriptive dietary regimes and also an 
individual programme based on BT-OB.  In none of these weight-loss 
attempts was he ever able to change his eating behaviour and start the pro-
cess of weight loss. Assessing with the therapist the reasons for the previous 
treatment failures, he reported that the main causes were excessive hunger 
and exposure to highly palatable foods at the restaurant that he had to attend 
daily for business purposes. Although the therapist informed the patient that 
CBT-OB suggests several strategies that would help him address eating in 
restaurants and social occasions, he was very sceptical about the likelihood 
of his success in changing his eating habits. At this point the therapist dis-
cussed with him the possibility of associating a weight-loss drug with 
CBT-OB in order to facilitate his adherence to caloric restriction in the first 
phase of the treatment. The therapist stressed the importance of adopting 
CBT-OB strategies and procedures to obtaining the best results from phar-
macological treatment, both in terms of weight loss and improvements in 
the metabolic complications associated with obesity. The patient accepted 
the therapist’s proposal, and, since he had prediabetes, he was prescribed 
liraglutide. He was able to adhere to CBT-OB actively and with great com-
mitment and saw a healthy weight loss of 11% of his initial body weight. He 
reported that the drug reduced his appetite and thereby facilitated his appli-
cation of CBT-OB strategies and procedures.
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Table 14.1 Weight-loss drugs indicated for obesity with long-term Food and Drug Administration 
approval

Generic name 
of the drug Mechanism of action

1-year weight 
change relative to 
placebo, mean, 
kg Common side effects

Orlistat Lipase inhibitor causing 
excretion of approximately 
30% of ingested triglycerides 
in stool

60 mg, −2.5 kg
120 mg, −3.4 kg

Oily spotting, flatus with 
discharge, faecal urgency, 
fatty oily stool, increased 
defecation, faecal 
incontinence

Lorcaserin Highly selective serotonergic 
5-HT2C receptor agonist 
causing appetite suppression

−3.2 kg Headache, dizziness, 
fatigue, nausea, dry mouth, 
cough, and constipation, in 
addition to back pain, 
cough, and hypoglycaemia 
in patients with type 2 
diabetes

Liraglutide Glucagon-like peptide 1 
receptor agonist that 
promotes weight loss by 
suppression of food intake 
via central regulation of 
appetite and delayed gastric 
emptying

−5.4 kg Nausea, diarrhoea, 
constipation, headache, 
vomiting, hypoglycaemia, 
decreased appetite, upset 
stomach, tiredness, 
dizziness, stomach pain, and 
changes in blood lipase 
levels

Phentermine/
topiramate-ER

Noradrenergic + GABA-
receptor activator, kainite/
AMPA glutamate receptor 
inhibitor causing appetite 
suppression

7.5 mg/46 mg, 
−6.7 kg
15 mg/92 mg, 
−8.9 kg

Paraesthesia, dizziness, taste 
alterations, insomnia, 
constipation, dry mouth, 
elevated heart rate, memory 
or cognitive changes

Naltrexone 
HCI/bupropion 
HCl

Not entirely understood. 
Bupropion inhibits reuptake 
of dopamine and/or 
norepinephrine, interfering 
with the “reward pathway” 
induced by foods. 
Naltrexone blocks an opioid 
pathway that may slow 
weight loss

16 mg/360 mg, 
−4.6
32 mg/360 mg, 
−6.1 kg

Nausea, constipation, 
headache, vomiting, 
dizziness, trouble sleeping, 
dry mouth, and diarrhoea

14.2  CBT-OB Combined with Bariatric Surgery

The 2013 AHA/ACC/TOS Obesity Guideline, as described in Chap. 1, recommends 
bariatric surgery for individuals with a BMI ≥40.0 or BMI ≥35.0 with obesity-
related comorbid conditions who are motivated to lose weight but who have not 
responded to lifestyle modification interventions (with or without pharmacother-
apy) [8]. Since no trial is available to identify the optimal duration and weight-loss 
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outcomes of non-surgical treatment prior to recommending bariatric surgery, the 
decision to proceed with surgery should be clinical and based on several factors 
such as patient motivation, treatment adherence, operative risk and optimisation of 
comorbid conditions [8].

The most frequently performed bariatric procedure in the world is the Roux-
en-Y gastric bypass (RYGB; 45%), but sleeve gastrectomy (SG; 37%) and adjust-
able gastric banding are also viable options (AGB; 10%) [10]. In fact, recent data 
indicate that SG has overtaken RYGB as the most common intervention nowa-
days. SG is primarily a restrictive procedure, in which the surgeon, after oral 
placement of a gastroscope, uses this as a guide to staple the stomach into a banana 
shape, reducing the volume by around 75%. RYGB, on the other hand, is a proce-
dure in which the surgeon creates a 15–30 mL gastric pouch via surgical stapling/
transection and “rewiring” of the small intestine (in a Roux-en-Y configuration) 
so that a part of proximal small intestine receives gastric content before biliary 
secretions are added; this is designed to determine both gastric restriction and a 
reduction in absorption. However, it should be noted that the metabolic parame-
ters (e.g., fasting blood glucose) of such patients tend to normalise before signifi-
cant weight loss, suggesting that the mechanisms of action of these procedures 
involve other complex mechanisms (e.g., neuroendocrine, bile acids and microbi-
ome alterations) [10].

Bariatric surgery is very effective in producing weight loss and, according to the 
report of the American College of Surgeon Bariatric Surgery Center Network, at 
1-year follow-up the mean BMI loss is 15.34 for RYGB, 11.87 for SG and 7.05 for 
AGB [11]. However, weight-loss trajectories are highly variable [12], and about 
50% of patients experience some weight regain by 2  years post-surgery [13]. 
Moreover, about a quarter of patients have regained a considerable proportion of 
their overall weight loss at 3 years post-surgery [12].

Indeed, bariatric surgery does not address the psychological factors that contrib-
ute to the adoption of maladaptive eating and physical activity habits (e.g., dysfunc-
tional cognitive thoughts and assumptions, events and associated mood changes), 
and it is therefore possible that the variability in post-operative weight-loss out-
comes may be partially dependent on cognitive and emotional mechanisms [14]. In 
fact, available data indicate that while the impact of frequent preoperative psychiat-
ric disorders is inconclusive [15], post-operative binge eating, loss of eating control, 
uncontrolled eating/grazing and depression have a negative influence on adherence 
to dietary guidelines and weight-loss outcomes [16].

Nonetheless, available data suggest that enforcing and sustaining healthy life-
style facilitates patients’ adherence to therapy and therefore helps to prevent 
weight regain after bariatric surgery [17]. A recent systematic review and meta-
analysis examined the effects of lifestyle modification programmes based on 
BT-OB delivered after bariatric surgery in terms of weight loss [18]. The main 
finding of this systematic review was that BT-OB had a positive effect on weight 
loss following bariatric surgery, as patients who received this intervention had 
significantly greater weight loss than those who received the usual care or no 
treatment. Furthermore, a meta-analysis conducted on the available RCTs 
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suggested that weight loss was nearly 2% greater following behavioural lifestyle 
interventions compared with the usual interventions [18]. Hence, lifestyle modifi-
cation programmes for weight management following bariatric surgery seem to 
increase weight loss, and psychological interventions based on CBT-OB or BT-OB 
have therefore been recommended for consideration as an adjunct to bariatric 
surgery [8]. That being said, these interventions are still not routinely offered in 
post-bariatric surgery programmes.

CBT programmes conducted before bariatric surgery, on the other hand, seem 
not to be so effective at improving the rate of weight loss. One study, for example, 
found no significant difference in the rate of weight loss or other outcomes between 
participants allocated to 10  weeks of CBT prior to bariatric surgery and those 
receiving to nutritional support or education [19]. In contrast, however, one study 
has found that six sessions of telephone-based CBT before bariatric surgery pro-
duced a significant improvement in eating psychopathology and depression in 
patients immediately after the intervention, in comparison to the standard preopera-
tive care [14].

14.2.1  Practical Suggestions on When and How to Introduce 
CBT-OB in Bariatric Patients

Based on the above trial data and our clinical experience, the optimal period to 
introduce CBT-OB seems to be after bariatric surgery. However, no data is yet 
available on precisely when to implement it. There are two possible strategies, the 
first being to start CBT-OB in all patients 6 months after the intervention—when 
the acute effect of the biological gastrointestinal alterations on food intake tend to 
be mitigated and a subgroup of patient stops losing weight or starts to regain [12]. 
The second strategy is to propose CBT-OB only to the subgroup of patients dis-
playing difficulties adhering to the dietary and physical activity recommendations 
of the bariatric team—if possible before significant weight regain has occurred. 
While the latter option may be less burdensome for healthcare providers, we are in 
favour of the former, because all bariatric surgery patients may benefit from the 
acquisition of strategies and procedures designed to improve eating and exercising 
habits and developing a weight-control mindset in the long term. Irrespective of the 
strategy adopted, we therefore advise integrating CBT-OB into the standard post-
surgical treatment protocol, alongside the usual care. Patients should be informed 
in advance, preferably before the preoperative period, of the need to start CBT-OB 
after 6  months (or when they experience difficulties adhering to the eating and 
exercising habits required to manage obesity in the long term). They should be 
informed that at this point the acute biological effects on reducing food intake will 
tend to wane, and it will therefore be necessary for them to become more active in 
controlling when and what to eat. As in the Preparatory Phase of standard CBT-OB, 
patients should be educated on the goals and nature of the CBT-OB programme. 
The following general information should be provided, in addition to that described 
in Sect. 3.4.2:
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• Bariatric surgery helps to reduce energy intake by restricting the size of the stom-
ach (and some interventions also cause malabsorption) and producing changes in 
gastrointestinal hormones, bile acid production and microbiota composition. 
These changes seem to create an anorexigenic effect and reduce the rewarding 
effects of palatable food and impulsive eating. However, these effects, although 
persistent, tend to reduce in intensity with the passing of time. It is for this reason 
that the treatment involves CBT-OB.  The CBT-OB programme is offered 
6 months after the operation and is designed to help patients to develop specific 
skills and the mindset necessary to control weight in the long term.

• Several studies have shown that adding treatments similar to CBT-OB in the 
post-operative period improves the amount of weight loss achieved.

The content and the duration of CBT-OB after bariatric surgery are similar to 
those described in this book, without any specific adaptations. Hence the treatment 
can be delivered either individually or in a group, as described in Chap. 11. As 
described in Chap. 12, the intensive version of CBT-OB may be the best choice in 
certain patients. In particular, it may be indicated in the preoperative period in a 
subgroup of patients with severe obesity and complications, to reduce the risk asso-
ciated with the surgical intervention. It should also be considered in the post-opera-
tive period in patients who are having difficulty implementing the lifestyle 
modifications necessary for achieving adequate weight loss, those with persistent 
weight-related disabilities or those with the recurrence or onset of eating disorder, 
which may compromise the long-term success of the surgical intervention.

Vignette
A 55-year-old man had a sleeve gastrectomy at the age of 54, when his weight 
was 181 kg. He lost 35 kg in the first 6 months after the operation but then 
started to eat highly palatable foods during the day and his body weight 
increased by about 10 kg. He also reported a worsening of his physical fitness 
and difficulty in walking more than 100 m. At the assessment interview, he 
reported having a habit of eating rapidly and discarding his meal plan in 
favour of tasty and energy-dense foods. The therapist and the patient agreed 
that a period of intensive CBT-OB could help to improve his physical condi-
tion and help him readopt the eating habits he needed to continue weight loss. 
In intensive CBT-OB unit, in addition to the standard procedures of the treat-
ment, a CBT-OB dietician assisted the patient during some meals and trained 
him to eat slowly using the following strategies: cutting the food into small 
pieces, taking small bites, chewing for a long time before swallowing, focus-
ing on the act of eating and appreciating the taste of each bite, having a break 
during the meal, filling in the Monitoring Record in real time and stopping 
eating as soon as he felt full. With this support, the patient started to eat regu-
lar meals (three per day) and snacks (two per day), and he also gradually 
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15CBT-OB and Digital Technology

Over the last decade, there has been growing interest in using digital technology, 
namely, the Internet, computers, mobile devices such as smartphones and mobile 
software applications (apps) [1], for general health promotion and disease manage-
ment. Several obesity-management tools are already available, and such technolo-
gies may offer a practical and reliable means of managing obesity. In addition, they 
are widespread, accessible, convenient and low-cost. In the foreseeable future, digi-
tal technology could be used to overcome difficulties in disseminating and scaling 
up effective lifestyle-modification treatments for obesity, such as CBT-OB. Digital 
delivery systems for treatments such as CBT-OB will make them available to a very 
large number of people, and digital technology may also conceivably be exploited 
in a second major strategy [2], specifically using modern technology to train thera-
pists—a strategy which would considerably lower the barriers to widespread dis-
semination of efficacious, evidence-based treatments.

15.1  Using Technology to Deliver the Treatment

The majority of the research into using modern technology in the treatment of obe-
sity has thus far focused on assessing the efficacy of treatments delivered by phone, 
but recently some studies have also evaluated the efficacy of digital treatments 
delivered via the Internet. In addition, we have begun to experiment with delivering 
CBT-OB sessions using video-chat technology.

15.1.1  Phone Treatments

The efficacy of phones as a delivery system for lifestyle-modification treatment for 
obesity has been tested in several studies. In 2007, a trial designed to compare the 
efficacy of phone delivery versus a traditional face-to-face clinical approach was 
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conducted. The major outcome measure adopted was achievement of 10% weight 
loss and weight maintenance [3]. Participants with obesity in both groups received 
a 3-month weight-loss programme, followed by a 4-month weight-maintenance 
programme, both delivered either by phone or in-person appointments. The median 
weight loss at 3 months was promising, at 10.6 kg and 12.7 kg for phone and face- 
to- face programmes, respectively, and at 26 weeks these figures were 12.8 kg and 
12.5 kg, respectively. Authors concluded that using the phone to deliver the treat-
ment was a viable alternative to the traditional weight-management clinic [3]. The 
validity of this conclusion was later confirmed by another randomised trial examin-
ing the efficacy of phone delivery versus an on-site approach in participants with 
obesity [4]. Each group received 18 sessions, and at 6 months those in the phone 
group had lost 7.7% of their initial weight, as compared to 8.9% in the face-to-face 
group. These findings suggest that phone-based treatment for obesity is approxi-
mately as effective as in-person treatment in terms of weight-loss outcomes [4].

Furthermore, another study has demonstrated the effectiveness of phone-based 
counselling in weight-loss maintenance [5]. Women with obesity who had lost an 
average of 10 kg during a 6-month run-in period were randomly assigned to receive 
a 1-year twice-monthly weight-maintenance programme delivered either by phone 
or on-site. Women in a third group received newsletters only. Participants in the two 
weight-maintenance interventions both regained only 1.2 kg during the year in com-
parison, with a significantly greater regain of 3.7 kg being reported for those in the 
newsletter group. Likewise, another study found excellent maintenance of weight 
loss at 2-year follow-up via an intervention delivered primarily by phone [6]. Hence, 
the available evidence suggests that a phone-delivered approach seems to be almost 
as effective as in-person delivery in terms of both weight loss and weight-loss 
maintenance.

15.1.2  Video-Chat Treatments

No study has yet been set up to evaluate the use of video-chat technology in the 
treatment of obesity. However, there are several reasons to indicate that this may be 
an effective means of delivering lifestyle-modification interventions to such patients. 
As mentioned, phone-based treatment has demonstrated comparable efficacy to tra-
ditional methods of delivery. Furthermore, smartphones and tablets are now fairly 
ubiquitous, and free video-chat apps (such as Skype and FaceTime) are readily 
accessible to all. It may be that the face-to-face interaction that they allow may ren-
der them even more effective than audio-only phone-based treatment for obesity.

Hence we have begun to test this approach with some patients who live some 
distance from our clinic and/or experience considerable difficulties in attending 
face-to-face sessions in person. We always ensure to conduct the Preparatory Phase 
in person, but we have found that thereafter some or all CBT-OB sessions can be 
easily administered via video chat. Although it is still too early to provide findings 
on efficacy, we can state that thus far adherence rates are similar to those we regu-
larly see with traditional face-to-face CBT-OB. Moreover, patients’ feedback has 
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been positive. In the future, in addition to long-term efficacy data, it will be interest-
ing to discover whether it is feasible to deliver the treatment purely via webchat, 
without the need for initial in-person preparatory sessions.

15.1.3  Digital Procedures

As described in detail above, self-monitoring of food intake and physical activity is 
a core procedure of CBT-OB (see Chap. 4), and smartphone apps may be exploited 
for this purpose too. With the widespread use of the Internet, many digital tools have 
been developed for monitoring dietary intake and physical activity. Early studies 
have shown that the use of mobile devices improves adherence to self-monitoring 
with respect to the traditional hardcopy food diary [7], despite a decline in self- 
monitoring rate. Hence, mobile monitoring associated with clinical feedback 
appears to be an effective approach.

For example, one recent study in a sample of patients awaiting treatment used 
smartphone-connected smart scales to promote daily weighing, alongside weekly 
e-mailed lessons and semiautomated feedback [8]. The adherence to daily weighing 
using the smart scale was high, and at 6 months participants in the daily weighing 
intervention had lost more than 5% of their initial body weight—significantly more 
than the waiting-list group, who received no such intervention. This suggests that 
CBT-OB self-monitoring of food intake, physical activity and body weight could be 
effectively implemented using digital technology. Indeed, this approach would not 
only facilitate the calculation of energy intake and expenditure, and real-time self- 
monitoring (which is sometimes difficult or embarrassing to do on paper Monitoring 
Records in social situations), but it is also likely to be particularly appreciated by the 
younger generations, who are more accustomed to using smartphones than writing 
on sheets of paper.

15.1.4  Digital Treatments

Well-designed digital treatments are already available for depression and most of 
the anxiety disorders, for problems such as insomnia [9] and for eating disorders 
[10]. Furthermore, in the field of obesity treatment, an Internet-based lifestyle- 
modification weight-management programme has demonstrated efficacy within a 
primary care setting (with a mean weight loss of 6% over the 3-month programme) 
[11]. Another study showed how a 12-week, Internet-based weight-loss intervention 
can be successfully implemented in a workplace setting; participating employees 
with overweight or obesity saw a clinically significant weight loss of 5 kg from 
baseline to 6 months [12]. Moreover, participant engagement with the intervention 
website was high, as was adherence to self-monitoring of weight, caloric intake and 
physical activity. An Internet-based intervention has also been compared with an 
on-site weight-loss programme, both using the same 24-session intervention, in 
adults with obesity [13]. The participants in the Internet programme lost around 
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5 kg in 6 months, as compared to the 8 kg lost by those who received on-site treat-
ment. In conclusion, it appears that successful Internet programmes, which provide 
weekly e-mail feedback, can result in a weight loss of nearly two-thirds the magni-
tude of those achieved by traditional on-site behavioural programmes, with the 
added advantages of low cost and easy accessibility and management.

That being said, little is known about the use of the Internet during the weight- 
maintenance period. Some studies have demonstrated the benefit of Internet- 
delivered programmes in reducing the number of patients who regained weight. 
However, when compared with the face-to-face intervention, only the latter 
reduced the amount of weight regained [14]. Despite these promising results, it is 
not yet clear how best to implement digital treatments. To date they have been 
applied to different settings in different ways. In most cases they have been asso-
ciated with some form of support, but the person charged with delivering it has 
had heterogeneous qualifications and training (being termed, respectively, a 
“guide,” “coach,” “facilitator,” “therapist” or “clinician”) [1]. This makes it very 
difficult to interpret and integrate the findings of such research. With a view to 
clarifying the situation, a new form of classification has recently been proposed, 
featuring three main categories [1]:

 1. Autonomous digital treatment. A programme-led intervention in which the inter-
vention is delivered with no external support.

 2. Supported digital treatment. A programme-led intervention in which the inter-
vention is delivered with support from a non-specialist practitioner.

 3. Blended digital treatment. A programme-led intervention in which the interven-
tion is under the supervision of a clinician or a clinician-led intervention in which 
a clinician-led treatment incorporates a digital intervention.

Autonomous and supported digital interventions are designed principally to 
deliver the intervention in community settings, while the blended digital approach 
is mainly suited to clinical settings [1]. Providing a digital treatment without sup-
port (“autonomous digital treatment”) is the most scalable form of treatment, 
although available data in other fields of health treatment indicate that the provision 
of support improves outcomes. However, the support does not necessarily need to 
be provided by a clinician (“blended digital treatment”), and non-specialist practi-
tioners (“supported digital treatment,” also termed “guided self-help”) may be 
involved. Indeed, the main role of such “facilitators” is to promote a user’s engage-
ment in treatment and to enhance their adherence to the digital intervention—a role 
that does not require extensive training or supervision. Due to a favourable balance 
between cost and potential efficacy, guided self-help may be particularly useful for 
individuals from low- and middle-income backgrounds [1].

Nonetheless, there is little data yet available on the best way to design digital 
intervention software. While the early digital healthcare interventions in treatment 
were no more than printed self-help guides delivered via the Internet, the latest gen-
erations, delivered by specific website or smartphone apps, have dedicated much 
more attention to appearance and ease of use; they now tend to include interactive 

15 CBT-OB and Digital Technology



225

features such as learning exercises, self-monitoring tools, progress reports, down-
loadable documents, audio and video files, audio and video feedback, avatars, quiz-
zes, chat forums and games [1]. It is foreseeable that these, in the forthcoming 
widespread application of virtual reality-based procedures and artificial intelligence- 
informed communication, have the potential to make the digital treatment even 
more powerful and effective.

For the moment, in absence of robust data about the efficacy of digital treatments 
and on the best way to deliver them, it is our opinion that these should only be 
implemented in research settings such as our own. If their clinical utility is scientifi-
cally demonstrated, as it is hoped it will be, evidence-based digital approaches can 
then be disseminated in real-world clinical practice. If and when that occurs, it will 
be essential to develop accurate systems for evaluating, regulating and promoting 
these interventions for an appropriate use of this new treatment technology.

15.2  Using Modern Technology to Train Therapists

One of the most important challenges to overcome in the treatment of obesity is the 
dissemination of evidence-based treatments such as CBT-OB. Indeed, even in the 
more advanced Western countries, these treatments are mainly used in research set-
tings, and very few therapists apply them in standard clinical practice. Most clini-
cians continue to “prescribe” patient diet and exercise using the traditional 
biomedical approach, but it is crucial that more attention is paid to cognitive behav-
ioural barriers to adherence to lifestyle modification (see Sect. 1.1.1), if the ongoing 
obesity “epidemic” is to be countered successfully.

The greatest obstacle to the widespread implementation of CBT-OB, for exam-
ple, is that this approach is not usually taught in either graduate or post-graduate 
courses for medical doctors, dieticians, psychologists or physical trainers. It is also 
clear that the traditional methods of promoting evidence-based lifestyle- modification 
treatments—such as scientific papers, 1- or 2-day workshops and treatment manu-
als—are not sufficient to enable a clinician to acquire the necessary skills for apply-
ing such approaches effectively. Although this book has been designed to illustrate 
in detail how to treat clinical cases in the real world, it can only go so far. In order 
to equip the clinician with the tools needed to implement this effective treatment, 
new forms of training are required.

This was why we focused our efforts on developing the first Certificate of 
Professional Training in Eating Disorders and Obesity to offer intensive training in 
CBT-OB and CBT-E for eating disorders. Now established in Italy, this 1-year 
course uses an interactive approach to learning. It includes didactic features such as 
observation of simulated sessions and role-playing to help therapists acquire the 
knowledge and skills necessary for them to practice CBT-OB and CBT-E.  The 
course is attended by professionals from different backgrounds (e.g., physicians, 
psychiatrists, psychologists, dieticians and nurses), and several role-playing ses-
sions are dedicated to the practice and administration of the treatment within a mul-
tidisciplinary team—as recommended at intensive levels of care. To date, more than 
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500 professionals have thus been trained in CBT-OB and CBT-E, and several 
CBT-OB-/CBT-E-trained teams have consequently been set up in Italy.

Unfortunately, this face-to-face approach does not overcome the obstacle of 
training scalability and dissemination of the intervention, as only few therapists can 
attend a 1-year course, for logistic and financial reasons. One promising solution to 
this problem is “web-centred training,” a technology, developed at the Oxford 
Centre for Research on Eating Disorders (CREDO), for training therapists in CBT-E 
for eating disorders and in behavioural activation (BA) for depression. Web-based 
training has the advantage that it can reach a large number of therapists simultane-
ously, conceivably when it is convenient for them [15]. The training website 
describes and illustrates the treatment in great detail and includes features to help 
trainees to learn both the main strategies and procedures of the intervention and the 
skills needed to apply them. The web-centred training approach is highly scalable, 
as it may be used alone or accompanied by support from a non-specialist (guided 
training). A recent proof-of-concept study of web-centred training in CBT-E for 
eating disorders has shown that the therapists who completed the training pro-
gramme (84.3% of 102) benefit from a substantial increase in their competency 
scores, indicative of a good level of skill in this regard [10].

While no web-based training has been yet developed for CBT-OB, the data from 
that designed for training in CBT-E is promising. If confirmed by future studies, it 
will indicate that this form of low-cost digital training has the potential to overcome 
the major obstacles to the widespread dissemination of evidence-based treatments, 
including those promoting the treatment of obesity through lifestyle modification. It 
is therefore hoped that such approaches are carefully evaluated and promoted with 
a view to potentiating our response to the obesity crisis worldwide.
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 Appendix A: The CBT-OB Monitoring Record

Day ………………………………………………………………………… Daily calorie goal ……………………………………………….

A. ENERGY INTAKE

Time Food and drink consumed Calories * Place Comments and contexts

Daily energy intake

B. ENERGY EXPENDITURE

Calories
Steps Number
Formal exercise Type Minutes
Formal exercise Type Minutes
Basal metabolic rate
Diet-induced thermogenesis (about 10% of the total calories consumed)

Daily energy expenditure

C. ENERGY BALANCE

- =
Daily energy intake Daily energy expenditure Energy balance  

https://doi.org/10.1007/978-3-319-91497-8
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 Appendix B: The Personal Formulation 
Template

Antecedent stimuli

Eating stimuli

Non-eating stimuli

Positive consequencesUnhealthy Eating

Sedentary Behaviour

Problematic thoughts
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1.1  Menus

This section provides two example menus with respective calorie contents of 1200 
and 1500/day. The following items are displayed in the menu scheme:

• Meals (breakfast, mid-morning snack, lunch, mid-afternoon snack, dinner)
• Food groups (see below)
• Portion size (with reference to the food group)

The therapist should educate the patients that to increase the variety of the foods 
consumed without adjusting the calories, gram-for-gram substitutions can be made 
within specific food groups.

1200 kcal menu

Meals and snacks Food group Portion size kcal
Breakfast Milk, yoghurt and cheese  

Wholemeal bread
0.5 portion
0.5 portion

45
90

Snack Fruit 1 portion 80
Lunch Whole-wheat pasta/brown rice

Vegetable
Olive oil

1 portion
1 portion
1 portion

280
45
90

Snack Fruit 1 portion 80
Dinner Meat/fish/pulses

Vegetable
Olive oil
Wholemeal bread

1.5 portion
1 portion
1 portion
0.5 portion

285
45
90
90

1500 kcal menu

Meals and snacks Food group Portion size kcal
Breakfast Milk, yogurt and cheese  

Wholemeal bread
1 portion
1 portion

90
180

Snack Fruit 1 portion 80
Lunch Whole-wheat pasta/brown rice

Vegetable
Olive oil
Whole bread

1 portion
1 portion
1 portion
1 portion

280
45
90
90
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Meals and snacks Food group Portion size kcal
Snack Milk, yogurt and cheese 0.5 portion 45
Dinner Meat/fish/pulses

Vegetable
Olive oil
Wholemeal bread
Fruit

1.5 portion
1 portion
1 portion
1/2 portion
1 portion

285
45
90
90
80

 Food Groups

For ease of use, CBT-OB distinguishes five main food groups, which include foods 
grouped together because they provide similar amounts of the key nutrients of that 
food group, plus a sixth that includes foods with high energy density (e.g. season-
ings and sweets) and alcohol:

 1. Bread, cereal, rice and pasta
 2. Meat, poultry, fish, eggs and pulses
 3. Milk, yogurt and cheese
 4. Vegetables
 5. Fruit
 6. Seasonings, sweets and alcohol

In the food group tables, a reference food for each group and its recommended 
portion size is indicated. Patients are educated that, to vary the foods consumed in 
meals, they should make gram-for-gram substitutions according to the information 
provided in each table, taking into account their individual preferences.

Bread, cereal, rice and pasta group

Reference food 1: wholemeal bread Portion size: 80 g  180 kcal
Possible substitutions
2 regular slices of white bread (60 g)
5 tablespoons of cornflakes (50 g)
1 small packet of crackers (40 g)
6 cracker slices (40 g)

3 packets of restaurant breadsticks (40 g)
2 small or 1 medium potato (200 g)
1 small portion of pasta or rice (50 g)
2 slices of cooked polenta (200 g)

Reference food 2: whole-wheat pasta/brown rice Portion size: 90 g  280 kcal
1 medium dish of pasta (80 g–1 cup)
1 medium dish of rice (80 g–1 cup)
1 small portion of ravioli or tortellini (90 g)
1 portion of potato gnocchi (210 g)
1 portion of baked lasagne or cannelloni (170 g)

2 medium potatoes (320 g)
3 slices of cooked polenta (350 g)
3 regular slices of white bread (100 g)
4 regular slices of brown bread (130 g)
5 packets of restaurant breadsticks (60 g)

Meat, poultry, fish, eggs and pulses group

Reference food: chicken breast Portion size: 190 g  190 Kcal
Possible substitutions
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Meat, poultry, fish, eggs and pulses group

½ dish of leg of lamb (180 g)
4 or 5 slices of turkey (180 g)
½ dish of lamb fillet (180 g)
1 tin of beef in jelly (280 g)
1 dish of cured beef (130 g)
1 dish of lean ham (120 g)
2 fillets of cod or plaice (260 g)
1 sea bream (200 g)
1/2 dish of octopus (330 g)

1/2 mullet (230 g)
1/2 dish of cuttlefish (280 g)
1/2 mackerel (110 g)
1 sole or sea bass (230 g)
1 small salmon fillet (100 g)
2 handfuls of dried beans (60 g)
1 dish of fresh beans (140 g)
1 dish of fresh peas (370 g)
2 handfuls of dried lentils (70 g)

Milk, yoghurt and cheese group

Reference food: skimmed milk Portion size: 250 g  90 kcal
Possible substitutions
1 glass of partially skimmed milk (200 g)
1 cup of whole milk (140 g)
2 pots of skimmed milk yoghurt (250 g)

2 pots of low-fat fruit yoghurt (250 g)
2 tablespoonfuls of parmesan cheese (20 g)

Vegetable group

Reference food: vegetable Portion: 200–250 g  45 kcal
Possible substitutions
1 small dish of asparagus (150 g)
1 small dish of beetroot (240 g)
1 small dish of carrots (130 g)
1 small dish of artichokes (200 g)
1 small dish of fennel (500 g)
1 small dish of mushrooms (160 g)
1 small dish of eggplant (240 g)
1 small dish of salad tomatoes (260 g)
1 small dish of turnips (250 g)
1 small dish of courgette (400 g)

1 small dish of broccoli (170 g)
1 small dish of cauliflower (180 g)
1 bowl of cucumber (320 g)
1 small dish of onions (180 g)
1 small dish of lettuce (240 g)
1 small dish of yellow peppers (150 g)
1 bowl of radishes (350 g)
1 small dish of pumpkin (250 g)
1 bowl of rocket (160 g)

Fruit group

Reference food: peeled apple Portion size: 150 g  80 kcal
Possible substitutions
4 or 5 apricots (280 g, whole)
1/4 fresh pineapple (200 g, pulp)
2 slices of pineapple (120 g, pulp)
1 slice of watermelon (500 g)
2 medium oranges (230 g, pulp; 310 g, whole)
1 medium banana (120 g, pulp; 200 g, whole)
4 clementines (220 g, pulp; 260 g, whole)
2 or 3 kiwi fruits (180 g, pulp; 240 g, whole)
2 tangerines (110 g, pulp; 130 g, whole)
3 walnuts (12 g)
7 almonds (14 g)
10 peanuts (15 g)

1 medium apple (150 g, pulp; 170 g whole)
2 slices of melon (240 g, pulp)
2 small pears (230 g, pulp; 300 g, whole)
2 peaches (290 g, pulp;  350 g, whole)
2–3 peach pieces in syrup (140 g)
4 prunes (40 g, pulp; 55 g, whole)
1 small bunch of grapes (130 g)
1 tablespoon of jam (25–30 g)
1 small dish of cherries (210 g, whole)
11 green olives in brine (55 g)
7 black olives in brine (35 g)
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Seasonings, sweets and alcohol group

Reference food 1: extra virgin olive oil Portion size: 10 g  90 kcal
Possible substitutions
1 tablespoon of peanut, corn, rapeseed, soy or sunflower 
oil

1 tablespoon of other seed oil
1 tablespoon of olive oil

Reference food 2: plain cake Portion size: 
60–70 g  260 kcal

Possible substitutions
6–8 plain biscuits (50 g)
1 cream or jam brioche (50 g)
2 chocolates (40 g)
1 small slice of fruit tart (60–70 g)
1 choc ice (80 g)

2 balls of ice cream (80–90 g; 
coffee or fruit, flavour)
1 small pack of popcorn (60 g)
1 small slice of panettone (70 g)
Almond nougat (60 g)

Reference food 3: wine Portion size: 150 g  110 kcal
Possible substitutions
1 can of beer (330 ml)
1 glass of red or white wine (130 g)

1 small glass of liqueur (40 g)
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Instructions:The following questions refer tothe past seven daysonly. Please read each question carefully. 
Please answer all the questions. 

PROCEDURES

1. Did you fill in your Monitoring Records every day? yes no
If not, how many days did you miss?________ What was the reason? 

2. Did youcount calories every day? yes no
If not, how many days did you miss? ________ What was the reason?

3. Did you do your physical activity every day? yes no
If not, how many days did you miss? ________ What was the reason? 

4. Did youuse the step counter every day? yes no
If not, how many days did you miss? ________ What was the reason? 

5. Did youcheck your weightonce a week? yes no
If not, how many days did you check your weight?________ What was the reason? 

6. Did you stick to yourcalorie limit every day? yes no
If not, how many days did you go over the limit?________ What was the reason?  

7. Did you do at least 10,000 steps every day? yes no
If not, how many days did you miss? ________ What was the reason?

 

 Appendix D: The Weight-Loss Obstacles 
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8. Did youe at betweenyour planned mealsand snacks? yes no
If yes, how many times did you eat between meals? ________ What was the reason? 

9. Did youovereat at mealtimes? yes no
If so, how many times?________ What was the reason?  

10. Did you skip any meals? yes no
If so, how many times?________ What was the reason?  

11. Did you have any episodes of binge eating (i.e.being unable to stop yourself eating a large amount of   
food)? yes no
If so, how many times?________ What was the reason? 

12. Did you eat at night? yes no
If so, how many times?________ What was the reason? 

13. Did you avoid eatingcertain food groups on some days? yes no
If so, how many times?________ What was the reason? 

14. Did youdrink too much alcohol? yes no
If so, how many times?________ What was the reason? 

ATTITUDES

15. How satisfied are you with your weight loss so far?
0 1 2 3 4 5 6 7 8 9 10
Not at all Extremely

16. How able do you think you are to lose weight? 
0 1 2 3 4 5 6 7 8 9 10

BEHAVIOURS

Not at all Extremely

Appendix D: The Weight-Loss Obstacles Questionnaire
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17. How motivated are youto lose weight? 
0 1 2 3 4 5 6 7 8 9 10
Not at all Extremely

SOCIAL SUPPORT

How often have you received support from significant others? 

18. In times of crisis
0 1 2 3 4 5 6 7 8 9 10
Never All the time

19. In creating an environment that facilitates change
0 1 2 3 4 5 6 7 8 9 10
Never All the time

20. In applying the programme procedures
0 1 2 3 4 5 6 7 8 9 10
Never All the time

How often have you received criticism from significant others?

21. On your body weight
0 1 2 3 4 5 6 7 8 9 10
Never All the time

22. On your eating behaviour 
0 1 2 3 4 5 6 7 8 9 10
Never All the time

23. On your level of physical activity
0 1 2 3 4 5 6 7 8 9 10
Never All the time
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Questions on your weight goal: 
1. What is your dream weight? ___________

(The weight you would reach in an ideal world, even though you understand that this is
probably unattainable)

2. What is your desired weight? ___________
(The weight you think you should and probably will achieve during the treatment)  

3. What is your acceptable weight? ___________
(The highest weight you think you would be able to accept)? 

Questions on your desired weight (the weight you wrote in question 2): 
4. In the past,was your desired weight different? yes no

If so, why? ______________________________________________________________

5. How long have you been at your desired weight in your life?   

Less than 1 year

Between 1 and 3 years

Between 3 and 5 years

More than 5 years

6. How hard do you think it will be to remain at your desired weight?  

Very A lot A little Not very

7. How important is it for you to achieve your desired weight?  

Very A lot A little Not very

8. How would you feel if you did not reach your desired weight? 

_________________________________________________________________________

_________________________________________________________________________
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Questions on your primary goals for losing weight:  
Instructions: Please put an X in the box you think most appropriate for each statement. 

1 = Totally disagree; 2 = Disagree; 3 = Slightly disagree;  

4 = Slightly agree; 5 = Agree; 6 = Totally agree  

9. Why do you want to reach your desired weight?  

1 2 3 4 5 6
To improve your physical appearance

To reduce the size of some parts of your body  

To reducing your clothing size   

To have a greater choice of clothes

To reach the weight advised by the doctor  

To go back to the weight you had at an important time in your life  

To go back to the weight you achieved in a previous weight loss
attempt
To reach your ideal weight, according to the ideal weight table  

To have the same weight as other people your age  

To have the same weight as friends or family members  

To have the same weight as famous people  

To improve your health  

To improve your physical fitness  

To improve the quality of your free time   

To improve your sex life   

To be more sexually attractive to others  

To get attention from others

To get a promotion

To get a new job

To improve your social life  

To stop being stigmatised 

To improve your interpersonal relationships  

To improve your self-esteem 

To feel better psychologically  

To be able to have a baby

To be around for your children

Of the primary goals that you scored “5” or “6” in question 9:

10. Which is the most important? _____________________________________________________

11. Which necessarily require weight loss? _______________________________

12. Which do not necessarily require weight loss? ___________

___________13. How would it feel if you did not achieve these goals? 

________________________________________
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 Appendix F: The Body Image Inventory

Instructions: The following questions refer to the past 4 weeks (28 days). Please 
read each question carefully and respond to ALL questions. Thank you.

How many times in the last 28 
days… Never

1–5 
days

6–12 
days

13–15 
days

16–22 
days

23–27 
days

Every 
day

Questions on body concerns:
Have you been dissatisfied with 
your body?
Have you had critical thoughts 
about your body?
Have you been worried about the 
size of some parts of your body?
Have you been preoccupied with 
your body?
Have you had contempt for your 
body?
Have you felt disgust for your 
body?
Have you been ashamed of your 
body?
Have you felt embarrassed about 
your body?
Have you judged yourself poorly 
because of your body?
Questions on body avoidance:
Have you worn clothes that hide 
your body?
Have you avoided physical 
intimacy situations to avoid 
judgment about your body?
Have you avoided wearing 
clothes that reveal your shape?
Have you avoided places where 
it is necessary to expose your 
body?



244

How many times in the last 28 
days… Never

1–5 
days

6–12 
days

13–15 
days

16–22 
days

23–27 
days

Every 
day

Have you avoided weighing 
yourself?
Have you avoided looking at 
yourself in a mirror?
Questions on body checking:
Have you weighed yourself?
Have you studied the appearance 
of your body in the mirror?
Have you measured the 
circumferences of some parts of 
your body?
Have you pinched your body 
folds to see how much fat there 
is?
Have you compared the shape of 
your body to that of others?
Have you tried on some clothes 
to see if they are tight?
Have you asked for reassurance 
from others about your shape 
and weight?
Questions on feeling fat:
Have you felt fat?

Appendix F: The Body Image Inventory
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