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The NoHoW project is a 5 million Euro project that received funding
from the European Union’s Horizon 2020 research and innovation
programme under grant agreement No. 643309. The project brings
together a multidisciplinary team of academic experts in behaviour
change, consumer science, weight management interventions (and
intervention evaluation), weight management delivery, disease pre-
vention, biomathematics, computer science, personal data tracking
and human-computer interactions. The primary focus of the project
was to develop and evaluate evidence-based behavioural approach-
es to weight loss maintenance.

Abstract

There is substantial evidence documenting the effects of be-
havioural interventions on weight loss (WL). However, be-
havioural approaches to initial WL are followed by some de-
gree of longer-term weight regain, and large trials focusing
on evidence-based approaches to weight loss maintenance
(WLM) have generally only demonstrated small beneficial ef-
fects. The current state-of-the-art in behavioural interven-
tions for WL and WLM raises questions of (i) how we define
the relationship between WL and WLM, (ii) how energy bal-
ance (EB) systems respond to WL and influence behaviours
that primarily drive weight regain, (iii) how intervention con-
tent, mode of delivery and intensity should be targeted to
keep weight off, (iv) which mechanisms of action in complex
interventions may prevent weight regain and (v) how to de-
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sign studies and interventions to maximise effective longer-
term weight management. In considering these issues a
writing team within the NoHoW Consortium was convened
to elaborate a position statement, and behaviour change
and obesity experts were invited to discuss these positions
and to refine them. At present the evidence suggests that
developing the skills to self-manage EB behaviours leads to
more effective WLM. However, the effects of behaviour
change interventions for WL and WLM are still relatively
modest and our understanding of the factors that disrupt
and undermine self-management of eating and physical ac-
tivity is limited. These factors include physiological resis-
tance to weight loss, gradual compensatory changes in eat-
ing and physical activity and reactive processes related to
stress, emotions, rewards and desires that meet psychologi-
cal needs. Better matching of evidence-based intervention
content to quantitatively tracked EB behaviours and the spe-
cific needs of individuals may improve outcomes. Improving
objective longitudinal tracking of energy intake and energy
expenditure over time would provide a quantitative frame-
work in which to understand the dynamics of behaviour
change, mechanisms of action of behaviour change inter-
ventions and user engagement with intervention compo-
nents to potentially improve weight management interven-

tion design and evaluation. ©2021 The Author(s)
Published by S. Karger AG, Basel

Introduction

There is now considerable evidence documenting the
effects of behavioural interventions on weight loss (WL)
[1-3]. Diet and lifestyle interventions in adult popula-
tions produce mean WLs of <5 kg after 24 years, which
is less than pharmacological and surgical approaches
[4]. Currently available drugs provide mean WLs of
3-12%, although pharmacotherapy often has some side
effects and cannot be used indefinitely [5]. Surgical in-
terventions produce by far the most effective outcomes,
but the procedure is not without risk, is often irrevers-
ible and generally reserved for treatment of severe obe-
sity [6, 7]. Perioperative morbidity and mortality rates
are 5 and 0.3%, respectively [6]. Complications (and
percentage frequency) of bariatric surgery include sepsis
from anastomotic leak 0.1-5.6%, haemorrhage 1-4%,
cardiopulmonary events <1%, thrombosis 0.34%, death
0.1-0.3%. Later complications for gastric band (band
slippage, leakage and erosion) range between 1 and 15%.
Those for bypass (anastomotic strictures, marginal ul-
cers, bowel obstructions), range between 1 and 5% [6].

Position Statement on Approaches to
Weight Management

However, almost all approaches to initial WL are fol-
lowed by some degree of longer-term weight regain [1].
Multicomponent diet, lifestyle, physical activity and be-
haviour change approaches (which we refer to as behav-
ioural interventions) are the first line of intervention,
potentially with the maximum level of scale, that is in-
voked to help people manage their weight [8]. The focus
of this paper is behavioural weight loss maintenance
(WLM) interventions in adults and their effectiveness,
excluding WL achieved by pharmacotherapy and sur-
gery.

At present, systematic reviews and meta-analyses
show the extent to which behaviour change interven-
tions for WLM in adult populations are effective [9].
Generally, per-protocol results show greater WL than
intention-to-treat analyses. A number of large trials fo-
cusing on evidence-based approaches to WLM have
demonstrated effects on weight-related outcomes, gen-
erally not exceeding 2 kg by trial end, over time periods
ranging between 6 and 12 months. These include the
WLM randomised controlled trial [10], DiOGenes [11],
PREVIEW [12], NuLevel [13] and NoHoW [14] trials.
The Look AHEAD trial produced clinically significant
WL (25%) after 8 year’s intensive lifestyle intervention
in 50% of 2,570 adults with type 2 diabetes, a patient
population with a strong clinical reason for trying to
achieve WLM [15]. The current state-of-the-art in be-
havioural interventions for WL and WLM raises ques-
tions of (i) how do we define the relationship between
WL and WLM, (ii) how do energy balance (EB) systems
respond to WL and influence behaviours that primarily
drive weight regain, (iii) how intervention content,
mode of delivery and intensity should be targeted to
keep weight off, (iv) which mechanisms of action in
complex interventions may prevent weight regain and
(v) how do we design studies and interventions to max-
imise effective longer-term weight management.

In considering these issues a writing team within the
NoHoW Consortium was convened to elaborate this
position statement. Behaviour change and obesity ex-
perts were invited to attend a workshop supported by
the European Association for the Study of Obesity
(EASO) at the European Congress on Obesity (ECO)
conference in May 2019 in Glasgow, UK, to discuss these
positions and to refine them. This paper considers six
positions that were discussed at that workshop related
to current behavioural approaches and directions for
longer-term weight management research that can in-
form practice.
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Fig. 1. Adaptation of the NIH Working Group Report framework
for maintenance of weight loss (WL) to show how changes in en-
ergy balance physiology and behaviour potentially undermine lon-
ger-term weight management interventions. The study on weight
management tends to be split into small-scale physiological studies

Position 1

WL by intentional weight management attempts can be
described as a period of WL and subsequent weight regain
prevention (maintenance), but the process of WL attempts
usually follows a trajectory of WL followed by weight re-
gain. Behaviour change programmes should take into ac-
count the dynamic nature of WL attempts.

Obesity is a complex chronic condition that often in-
volves relapsing cycles of attempted WL and weight re-
gain [16-18]. It can be described using practical and ho-
listic tools for categorizing severity of weight-related
health problems such as the Edmonton Obesity Staging
System Tool [19] and the classification of obesity as an
adiposity-based chronic disease (ABCD) [20]. Even
though it is recognised that obesity management can be
best achieved through multicomponent behavioural in-
terventions and prevention strategies, to date no set of
policies or approaches has made a significant impact on
long-term obesity prevalence [21]. Evidence-based inter-
ventions and commercial programmes for WL are widely
available [1, 2]. However, the evidence for the effective
components of behaviour change interventions is limited

248 Obes Facts 2021;14:246-258
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of WL and the larger-scale interventions that seek to understand
mechanisms of action of behaviour change approaches, and there
is an urgent need to integrate these fields of study. EI, energy in-
take; EE, energy expenditure.

and weight regain is common, with 80% of individuals
who achieve clinically significant WL failing to sustain
that WL over a period of 12 months or more [22]. WLM
outcomes are similarly modest. In maintenance interven-
tions using behaviour change approaches, the overall
mean outcome is about 1.5 kg [9]. Typically, in WLM in-
terventions people have lost about 8-10% of their weight
(approx. 8-10 kg) prior to intervention for maintenance.
This means that WLM intervention participants on aver-
age are keeping off about 15% of the weight they initially
lost at 1 year after WL, i.e. they are regaining 80-85% of
the weight they lost [9-13, 15].

There is a current debate as to whether WL and WLM
involve separate physiological, psychological and behav-
ioural phases or whether the transition from WL to main-
tenance is a two-stage process [16, 18, 23]. For example, it
remains unclear whether maintenance of WL requires a
different skills set (from an individual perspective) to that
needed to achieve initial WL or whether it involves a con-
tinuation of the implementation of the skills developed for
initial WL. Some of the behaviours that lead to WL are
continued during WLM [24]. Some additional behaviours
are also initiated during the period of WLM [23].

Stubbs et al.
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The distinction between behavioural strategies for WL
and WLM is theory driven (conceptual) [25] but when
tested in research trials, few studies have demonstrated
this distinction. We do not yet know if the behavioural
and psychological mechanisms of action that may be ef-
fective for WL are the same as those for WLM. The gen-
eral course of WL and subsequent outcomes is that max-
imal WL is achieved at about 6 months of an intervention
and body weight gradually increases back to baseline
thereafter [1]. Current models of behaviour change in-
clude reflective and reactive components [16, 25, 26], but
they may not capture changes in the dynamics of com-
pensatory components energy expenditure (EE), eating
and physical behaviours that respond to negative EBs
over time [18].

It is likely that a dynamic interaction between behav-
ioural strategies to lose and maintain weight on the one
hand and the active physiological and passive environ-
mental resistance to WL on the other, account for the pat-
terns of WL and subsequent regain often observed in WL
interventions [1] (Fig. 1). The transition from WL to
WLM or weight relapse is likely to operate at the environ-
mental, behavioural and physiological levels [18, 27, 28].
Those who lose weight are at high risk of weight regain
[1].

Given the limited effectiveness of diet and lifestyle pro-
grammes for WL, most people with obesity who have en-
gaged in a successful WL attempt may be actually aiming
to lose more weight upon entry to a WLM study rather
than maintain the weight lost [24, 29] and many relapse
[30]. Many people attempting to maintain their WL
therefore experience periods where they re-visit strategies
they originally used to lose weight, in order to cope with
weight relapse or lose further weight [18]. In this sense the
study of WLM would be better described as the study of
WL and subsequent regain prevention. Indeed, a greater
focus on “why” longer-term WL interventions are subject
to the laws of diminishing returns may help us better un-
derstand mechanisms that could be more effective for re-
lapse prevention, be it long and slow (as in the case with
compensatory EB behaviours) or short and fast (as in the
case with drop-out from WL programmes). While we
have learned a great deal from studies of weight control
registries, these are select samples who are relatively suc-
cessful at longer-term weight management and may not
be representative of the many people who engage in WL
attempts [24, 29, 31, 32].

Greaves et al. [16] describe longer-term weight man-
agement as generating a tension between existing habits
(EB behaviours) and incompatibility of new (weight

Position Statement on Approaches to
Weight Management

management) behaviours with the fulfilment of psycho-
logical needs. They suggest that this tension can be man-
aged through self-regulation, renewed motivation and
managing external influences to change habits, finding
non-obesogenic approaches to meet psychological needs
and changing self-concept. It is likely that some of the fac-
tors that undermine longer-term WL, such as changes in
EB physiology affecting EE, food reward-based processes
or energy intake (EI), may be outside of conscious recog-
nition and control. There is some evidence that aspects of
self-regulation and motivation may improve the odds of
changing EB behaviours and if those changes become ha-
bitual in the longer term the chances of preventing weight
regain may improve [9, 33, 34]. It is possible that chang-
ing habits can take 2-5 years [30]. However, it is likely
that reactive processes (emotions, desires, impulses re-
sulting from associative learning and physiological resis-
tance to WL) are powerful forces that can undermine rel-
atively transient and fragile attempts at changing EB be-
haviours during WL (e.g. [35, 36]). It is perhaps in this
dynamic transition where we need to better understand
the interplay between physiology and behaviour to im-
prove longer-term weight management and the preven-
tion of weight regain [25, 37].

Position 2

Sustained weight management interventions should
place greater emphasis on aligning mechanisms of action
of behaviour change interventions with the compensatory
EB behaviours that undermine those interventions.

Energy deficits alter the physiology of EE in a quanti-
tatively significant manner [38]. In addition, there are a
number of changes in compensatory behaviours that op-
pose or undermine WL [17, 18]. It would appear from
mathematical models, that over a period of 12-24 months
approximately 25-30% of physiological resistance to WL
may be due to compensatory changes in EE, while 70-
75% are due to an increased EI [39]. The models [40] that
estimate long-term changes in EI from body weight (as-
suming no change in physical activity EE) during WL in-
terventions suggest compensation in EI is proportionate
to WL and appears to be approximately 3-4 times greater
than estimated compensation of estimated EE in response
to 10-20% WL [39]. If prolonged WL attempts lead to
increases in appetite (using estimated EI as a proxy) in
proportion to the weight that islost, it is important to take
these changes into account in designing behaviour change
interventions for weight management [39, 41].
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WL influences body structure, which in turn affects EB
physiology (the composition and distribution of tissues
mobilised and EE) and consequently behaviours (physi-
cal activity and eating), in a way that attempts to restore
body weight to pre-WL levels [18]. Physiological resis-
tance to WL appears to exert a large influence on weight
regain through EB behaviours. Current WLM interven-
tions do not appear to be configured to take account of
the strength of compensatory behaviours that may un-
dermine longer-term weight management. Researchers
should align physiological models of EB regulation and
behavioural weight management interventions to ac-
count for a number of salient features of the way human
EB responds. The asymmetry of EB regulation means that
EE behaviours are far less responsive to weight gain than
WL [18, 38]. The dynamic physiological responses to en-
ergy deficits and their potential impact on behaviour
make weight regain a highly probable response to weight
management attempts [17, 18].

Thus, while a primary target for WLM should be the
maintenance of eating and physical activity behaviours
that led to WL in the first place, this should be coupled
with an appreciation of how EB systems adjust to WL
through lowered energy requirements and compensatory
increases in EI over time [18]. These increases are difficult
to perceive at the level of the individual and may go un-

250 Obes Facts 2021;14:246-258
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detected by current methods of measurement. Measure-
ment of EI and EE (with the exception of indirect calo-
rimetry including doubly labelled water) usually relies on
self-report measures that are known to have several limi-
tations and are arguably unreliable in free-living partici-
pants [42]. Furthermore, it is often the case that in many
interventions, outcome measures are made during con-
strained time windows at a small number of regular stag-
es at the beginning, middle and end of the intervention
(Fig. 2). Such “snapshot” measures may miss the dynam-
ics of change in mechanisms of action that occur over
time and that may be cumulatively important for behav-
ioural outcomes. More sophisticated approaches to track-
ing EB behaviours in the context of continuously tracked
changes in body weight and composition are needed [43]
e.g. to identify relapse signatures/trajectories as points for
intervention and to provide an empirical framework for
tracking psychological and physiological mechanisms.

Position 3

Objective tracking of changes in energy balance behav-
iours over time may improve prevention of weight regain
through personalisation of weight management interven-
tions.

Stubbs et al.
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The asymmetry of EB regulation is a major factor that
should be considered when designing behavioural inter-
ventions for longer-term weight management (i.e., WL
and prevention of weight regain). The majority of longer-
term WL interventions decrease in intensity as the inter-
vention progresses (i.e., greater intervention intensity is
focused on the WL rather than the WLM phase). How-
ever, progression of a weight control intervention is as-
sociated with decreased adherence, lapse in the control of
EB behaviours, increased drop-out and hence weight re-
gain, and as such it is more logical for intervention dose
to be maintained or increased, or targeted to critical mo-
ments (e.g., lapses) rather than decrease, over time.

Evidence supports an extended care approach, in
which obesity is treated as a chronic condition requiring
continuous support to prevent weight regain [44]. It has
been argued that continuing face-to-face interventions
over prolonged periods are resource-intensive strategies
that are at high risk of diminishing cost-effectiveness
[45].

Objective quantification of EI and EE would help us
understand and better use self-reported psychological
and behavioural mechanisms by which weight manage-
ment interventions may work. Significant components of
EB behaviours are automatic and therefore extremely dif-
ficult to measure using self-report methods [42]. The
measurement of eating behaviour in participants of ther-
apeutic WL programmes is remarkably difficult because
caloric restriction is often a primary strategy used to lose
weight, compliance with such regimes is notoriously poor
and self-reported food intake is notoriously unreliable
[42]. Given the apparent unreliability of self-report mea-
sures of El and EE, development and application of objec-
tive tracking technologies would enable better quantifica-
tion of EI and EE. Rapid progress is being made in devel-
oping machine learning algorithms that improve our
ability to estimate EE from physiological and accelerom-
etry data [46-48]. Combining such estimates with tracked
body weight (which can now be integrated easily into in-
terventions using WiFi-connected smart scales) would
allow approximate estimates of EI changes using validat-
ed mathematical models [39-41]. Such developments
may provide a major leap forward in longitudinal esti-
mates of EB behaviours and their relative contribution to
weight outcomes in behaviour change interventions for
weight management. These methodological develop-
ments would potentially provide the quantitative frame-
work on which behaviour change interventions for lon-
ger-term self-management of body weight could be im-
proved.

Position Statement on Approaches to
Weight Management

Combining detailed digital tracking and feedback of
user engagement, with tracking of EB behaviours, body
weight and where possible body composition may enable
a more targeted approach for focusing delivery of brief
interventions at the point of weight relapse or discontin-
uation of programme engagement. Such targeted strate-
gies may increase cost-effectiveness of next-generation
longer-term weight management interventions and im-
prove personalised delivery of intervention content to
meet the specific requirements of those experiencing
lapses or relapses. In order to achieve more cost-effective
and targeted interventions, we need to better understand
how to target the content and structure of behaviour
change interventions to the changing needs of individuals
throughout the course of those interventions. It is impor-
tant to better understand how the mechanisms of action
of behaviour change for weight management operate in
different people and how to best apply them [49]. An-
other relevant approach in recognizing the dynamic na-
ture of WL and regain is to teach WLM skills prior to WL
[50]. This approach shows some promise in helping peo-
ple prevent weight regain [50].

Position 4

There is a need to develop structured, longitudinal as-
sessments of moderators and mediators of objectively
tracked EB behaviours and their relative contribution to
weight outcomes in longer-term weight management inter-
ventions.

Behaviour change approaches for WL and prevention
of weight regain should be both theoretically informed
and evidence-based in order to understand and target ef-
fective intervention components to the needs of specific
individuals [3, 51, 52]. Currently there is more theory
(117 theories of behaviour change [25]) than clear evi-
dence, and it is important therefore to order both theory
and potential mechanisms by which behaviour change
interventions exert their effects (or lack of effect). Multi-
component behaviour change interventions are by their
nature complex [53]. This requires the development of
standardised, shared methods to describe the compo-
nents of behaviour change interventions [53]. Over the
last few years theories of behaviour change have been ag-
gregated into a theoretical domains framework to iden-
tify theories relevant to behaviour change and theoretic
constructs that may affect changes in behaviour [54]. This
has allowed the construction of taxonomies of behaviour
change techniques with the intention of mapping behav-
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Fig. 3. Schematic adaptation of the NIH Working Group Report
framework for maintenance of weight loss illustrating how pre-
treatment predictors and mechanisms of action of behaviour
change interventions relate to compensatory changes in the com-
ponents of energy intake (EI) and energy expenditure (EE). At
present, moderators, mediators of energy balance behaviours and

iour change techniques onto the mechanisms by which
they achieve changes in specific behaviours [55, 56]. This
approach enables the specified active ingredients of be-
haviour change interventions (behaviour change tech-
niques) to be related to changes in behaviour through
standardised, recognised mechanisms of action, support-
ed by systematic reviews and expert consensus [53]. The
COM-B model provides an overarching theoretical
framework to understand the barriers and facilitators of
behaviour. Specifically, the model suggests that behav-
iour change requires capability (physiological or physical
ability), motivation (reflective and automatic processes to
activate or inhibit behaviour) and opportunity (physical
and social environment to enable behaviour) [28]. Kwas-
nicka et al. [25] have systematically reviewed theoretical
explanations for the maintenance of behaviour change
and identified five overarching theoretical explanations

252 Obes Facts 2021;14:246-258
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energy balance behaviours themselves all tend to be assessed using
self-report measures. Objective tracking of estimated energy in-
take, expenditure and balance would provide an empirical frame-
work in which to examine psychosocial predictors of longer-term
weight outcomes. WLM, weight loss maintenance.

for the maintenance of behaviour change representing
motives, self-regulation, psychological and physical re-
sources, habits and environmental/social influences on
behaviour. A key question is how such frameworks for
reflective and automatic mechanisms of behaviour change
interface with the physiology of energy balance compen-
sation in response to attempted or imposed energy defi-
cits. The NIH framework for WLM provides a concep-
tual model of how compensatory changes in the compo-
nents of EB oppose WL interventions. Figure 3 shows
how this framework can be adapted to assess moderators
and mediators of EB behaviours within an objectively
tracked EB framework.

Evidence for mechanisms of action that lead to sus-
tained weight management is currently limited [18]. It is
unclear what specific behaviour change approaches, de-
livery, settings and implementation strategies are most

Stubbs et al.
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effective for sustained change in EB behaviours. Never-
theless, in the last few years evidence that self-regulation
of longer-term weight control and EB behaviours im-
proves longer-term weight outcomes in adults has grown.
Dombrowski et al. [9] have found in 45 studies that be-
havioural interventions targeting both diet and physical
activity behaviours for WLM are moderately effective,
and not less effective than Orlistat (approx. 1.6 kg differ-
ence compared to control/placebo interventions) at pro-
moting WLM over 1 year. There is some evidence of ef-
fectiveness over 2 years and limited evidence relating to
weight outcomes beyond 2 years [33, 34, 52]. Dombrow-
ski et al. (2014) found no evidence that mode and dose of
intervention delivery (number of intervention compo-
nents or frequency of contact, Internet vs. control or face-
to-face vs. remote delivery of the same intervention), for
diet, physical activity or nutritional supplements/food re-
placements have a greater effect when used as interven-
tions alone.

Teixeira et al. [33] have systematically reviewed 42 pu-
tative self-regulatory and psychological mechanisms as
mediators of longer-term weight outcomes and EB be-
haviours across 35 behavioural interventions. They iden-
tified mediators of successful weight outcomes as higher
exercise autonomous motivation, exercise self-efficacy,
low perceived barriers to exercise, self-regulatory tech-
niques, flexible eating restraint and positive body image.
Mediators of sustained increases in physical activity were
autonomous motivation, self-efficacy and use of self-reg-
ulatory skills. No mediators of long-term dietary intake
were identified, which is perhaps unsurprising given the
nature and extent of mis-reporting of EI. Varkevisser et
al. [34] have recently systematically reviewed 49 studies
and evaluated 5 demographic, 59 behavioural, 51 psycho-
logical/cognitive and 9 social and environmental predic-
tors of weight outcomes in observational, long-term WL
and maintenance interventions. They found that aspects
of self-regulation of eating, activity and weight control
behaviours are predictive of WLM, through their impact
on change in behaviour during weight management at-
tempts. This is important because pretreatment predic-
tors including sociodemographic background explain
very little of the variance in WL [34, 57, 58].

The limited evidence from these meta-analyses sug-
gests that navigating from initial WL to WLM requires
long-term self-management of EB behaviours. This oc-
curs in the face of physiological resistance to WL. Avoid-
ing weight regain requires behavioural strategies in which
relapse coping and WLM become learned skills of self-
regulation, action planning, developing self-efficacy, au-
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tonomy and motivation [33, 59-62] as part of a longer-
term process. These findings suggest that tracking the dy-
namics of change in EB behaviours during the course of
weight management interventions may be an important
approach to improving weight outcomes. Similarly, Roth-
man’s group have articulated the need to track within-
person shifts between reactive and reflective systems that
may promote or derail effective behaviour change. They
also advocate the collection of intensive longitudinal data,
electronic tracking of behaviour, ecological momentary
assessment and complex modelling approaches, which
would help us better understand the factors promoting or
undermining longer-term behaviour change [26]. These
arguments also apply to EB behaviours and WLM. These
are key areas on which next-generation WLM interven-
tions could focus. Core features of WLM interventions
that show some effect in adults include behaviour change
techniques that improve self-efficacy in self-monitoring
(of weight and behaviour), short-term relapse preven-
tion, goal setting, and action plans for diet and physical
activity [9, 17, 33, 34, 51, 63, 64]. Autonomous self-regu-
lation and intrinsic motivation may augment self-regula-
tory goals and self-efficacy [58, 61, 64, 65]. Understand-
ing the tension or conflict between these behaviour
change strategies and the factors that undermine WLM is
necessary to better target intervention delivery to meet
the needs of those who lapse, drop out and/or relapse [18,
27, 28].

Position 5

Intentional WL attempts have the potential to have ad-
verse impact on mental health and well-being, which can
in turn impact weight management capability.

It is well documented that people living with obesity
experience stigma, have lower self-esteem and a higher
risk of experiencing depression and anxiety and perceive
a high pressure to lose weight [66-68]. This high pressure
to lose weight can result in frequent WL attempts with
high personal and financial investments. These efforts are
often unsuccessful and when successful, often not sus-
tained. This results in reduced confidence associated with
negative emotions; these negative emotions as such be-
come barriers to WLM [69].

Historically, behaviour change models have focused
on social cognition (e.g., beliefs, intentions, attitudes and
decisions), emphasising pathways of reasoned action in
which predecisional motivation leads to the formation of
intentions and the implementation of intentions as voli-
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tional action [70, 71]. Reactive processes (emotions, de-
sires, habits resulting from associative learning and phys-
iological states) may also have a major impact on behav-
iour and behaviour change. These processes tend to be
relatively rapid, impulsive (less conscious) and habitual
in comparison to the slow, deliberative processes of mo-
tivation and self-regulation [72, 73]. Furthermore, the de-
velopment of self-regulatory changes in EB behaviours is
effortful, particularly in the face of physiological resis-
tance to WL, while unconscious or reactive components
of EB behaviours are rapid and effortless [74]. Physiolog-
ical mediators of homeostatic and hedonic appetitive
drives, and changes in physical activity that are triggered
by WL may feed into such a reactive process of behaviour
change to undermine self-regulation of EB behaviours.

Another aspect of automaticity (reactivity) potentially
affecting EB behaviours is distress tolerance and emotion
regulation. Individuals trying to lose weight can experi-
ence increased psychosocial stress and weight-related
stigma [66-68], which may undermine self-regulatory
practices and WL attempts. Repeated attempts at WL fol-
lowed by weight regain can have a negative emotional im-
pact, leading to perceived stress and negative emotions.
For some, eating may be a means of coping with these
negative experiences, potentially derailing strategies of
planned behaviour [75-79]. There is sufficient evidence
to highlight people making WL attempts as a high-risk
population for mental health problems [80] and to re-
quire that WL interventions make provisions for well-be-
ing and self-esteem and to add particular support when
participants discontinue the weight management pro-
gramme as such. Likewise, it is important to strongly rec-
ommend that well-being and quality of life need to be
considered as an additional important outcome of weight
management studies.

While there is increasing evidence for multiple ten-
sions between physiology and behaviour, cognitive strat-
egies and subconscious behaviours, intentions and psy-
chological needs, we are still along way from articulating
these conflicts or strategies for their resolution in the con-
text of behaviour change interventions for longer-term
WLM. Recent models emphasise the interplay between
reflective and reactive processes and their impact on
planned behaviour [16, 25, 26]. Underneath these pro-
cesses and interfacing with them are compensatory
changes in EB physiology and behaviour, which under-
mine behaviour change interventions for weight manage-
ment and are likely to escalate as energy deficits increase
in magnitude. We hypothesise that compensatory chang-
es in EB physiology and behaviour primarily operate
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through reactive processes, making them difficult to self-
monitor and measure [18]. There is a need to develop
more comprehensive and relevant logic models that in-
clude the factors likely to both promote and undermine
WLM that are perhaps more specific to the personal ex-
periences of those engaged in longer-term weight man-
agement attempts. We also need to understand better
how different people experience and respond to a WL at-
tempt, throughout the course of that attempt. These in-
sights may help us better articulate the way longer-term
weight management interventions could work and why
they have not yet achieved the desired effects for the ma-
jority of people.

Position 6

Greater standardisation of predictive constructs and
outcome measures, in clearly defined study populations,
tracked longitudinally would improve cause-effect models
that characterise (i) compensation of EB behaviours un-
dermining longer-term weight management, (ii) how and
which behaviour change approaches can overcome physi-
ological resistance to WL in various stages of the process of
weight management, and (iii) who is likely to maintain
weight or relapse.

There is some evidence that aspects of self-regulation
and motivation may improve the odds of sustaining
changes in EB behaviours and if those changes become
automatic in the longer-term, the chances of preventing
weight regain may improve. However, reactive processes
(emotions, desires, appetitive drives and habits resulting
from associative learning and physiological resistance to
WL) are powerful forces that can undermine the relative-
ly transient and fragile attempts at changing EB behav-
iours during WL and maintenance attempts. It is perhaps
in this dynamic transition where we need to better under-
stand the interplay between physiology and behaviour to
improve longer-term weight management and the pre-
vention of weight regain. Developing interventions that
provide ongoing health behaviour support is an important
innovation that may improve next-generation interven-
tions [81]. A considerable amount of work is being done
in optimising intervention design and establishing mech-
anisms of action of behavioural interventions [82-85].

Longer-term weight management interventions
should be designed around the known compensatory
physiological/behavioural responses to WL, and develop-
ing approaches to tracking EB behaviours is a critical gap
that needs to be addressed in improving future interven-
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Fig. 4. Schematic diagram illustrating how quantified user engagement with intervention components (using
meta-data) can be related to cause-effect models elucidating mechanisms of action of behaviour change interven-
tions in the context of quantified energy balance physiology and behaviour. WLM, weight loss maintenance; EI,
energy intake; EE, energy expenditure; AES, change in energy stores; At, change in time.

tions (Fig. 4). Objective tracking of EB behaviours would
provide empirical framework in which behaviour change
interventions could be more comprehensively assessed.
There is currently a gap between detailed, small-scale
physiological studies of WL and the larger-scale interven-
tions that seek to understand mechanisms of action of
behaviour change approaches [18]. Behaviour change in-
terventions for weight management tend to ignore phys-
iological resistance to WL and compensation of EB be-
haviours, as well as contextual barriers [86]. It is impor-
tant to improve our understanding of the mechanisms by
which WL facilitates subsequent weight regain as a con-
text in which behaviour change interventions attempt to
operate. It is equally important for the research commu-
nity to take stock of why behaviour change interventions
for WL and WLM do not yet produce much beyond mod-
est effects. It is probably not the interventions themselves,
but the fact that EB physiology and behaviour tend to
undermine them that accounts for the high probability of
weight regain. It may be useful to consider the key mini-
mum components of WLM interventions as a basis on
which to build new approaches and give some thought to
the reasons why weight regain is so likely. There is a great
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deal to learn about why such interventions do not work
as well as we hope they would. Considerable insight could
be gained from detailed structured analyses of why WLM
interventions do not work at the experiential level.
There is a need to develop interventions using ongoing
support, that track changes in behaviour, mechanisms of
action of behaviour change interventions and user en-
gagement with those interventions, using logic models
based on theoretically informed, evidence-based inter-
vention content [82-85]. Employing repeated measures
of components of EB (e.g., physical activity, weight)
tracked over the course of WL attempts may improve
cause-effect relationships between behaviour change ap-
proaches and EB behaviours [18, 26]. Such interventions
should also, where possible, examine user interactions
with and experience of intervention content. Given the
evidence reviewed above it is likely that such secondary
analyses will yield critical information about who re-
sponds to certain intervention components and how
those components affect EB behaviours, to inform per-
sonalised interventions in the future. If the typical effect
sizes produced by multicomponent interventions are
small, personalisation of such interventions, by better
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matching evidence-based behaviour change content and
delivery to the specific needs of individuals may improve
longer-term weight outcomes [87, 88].

Improved measurement of EB and associated behav-
iours may help us bring together research on physiologi-
cal and behavioural responses to energy deficits, better
understand the factors that lead to weight regain and help
people navigate more effectively to sustained changes in
their weight and health outcomes.

Conclusion

At present the evidence suggests that developing the
skills to self-manage EB behaviours leads to more effective
WLM. However, the effects of behaviour change interven-
tions for WL and WLM are still relatively modest and our
understanding of the factors that disrupt and undermine
self-management of eating and physical activity is limited.
These factors include physiological resistance to WL, grad-
ual compensatory changes in eating and physical activity,
reactive processes related to stress, emotions, rewards and
desires that meet psychological needs. Better matching ev-
idence-based intervention content to both the specific
needs of individuals and EB behaviours they target may
improve outcomes. Improving objective longitudinal
tracking of EI and EE over time would provide a quantita-
tive framework in which to understand the dynamics of
behaviour change, mechanisms of action of behaviour
change interventions and user engagement with interven-
tion components to potentially improve weight manage-
ment intervention design, evaluation and effectiveness.

References

Acknowledgements

The EASO OMTF provided expert input on the management
of obesity and weight regain.

Disclosure Statement

RJ.S. consults for Slimming World through Consulting Leeds,
which is a wholly owned subsidiary of the University of Leeds.
M.M.M. has provided consultancy services for Slimming World.

Funding Sources

The NoHoW project has received funding from the European
Union’s Horizon 2020 research and innovation programme under
grant agreement No. 643309. The Parker Institute, Bispebjerg and
Frederiksberg Hospital is supported by a core grant from the Oak
Foundation (grant agreement No. OCAY-18-774-OFIL).

Author Contributions

RJ.S., BLH, P.T,, E.F.S. and A.L.P. conceived the NoHoW
project. R.J.S. was the principal investigator of the NoHoW ran-
domised controlled trial. B.L.H. was the grant coordinator. C.D.
was the trial manager. C.D., A.L.P. and S.C.L. were site coordina-
tors. G.H. is the trial statistician and coordinator of the project data
management. M.M,, LS. and C.D. coordinated the experts’ work-
shop conducted at ECO to discuss and refine the positions pre-
sented in the paper. R.J.S. and C.D. drafted the manuscript, and
R.O.D, ].T, DK, EF.S., M.M,, 1.S,, ].C.G.H. and B.H. were in-
volved in the experts’ discussion and have made substantial con-
tributions to the paper. All authors revised and approved the final
version.

Franz MJ, VanWormer JJ, Crain AL, Boucher
JL, Histon T, Caplan W, et al. Weight-loss
outcomes: a systematic review and meta-anal-
ysis of weight-loss clinical trials with a mini-
mum 1-year follow-up. ] Am Diet Assoc. 2007
Oct;107(10):1755-67.

Leblanc ES, O’Connor E, Whitlock EP, Pat-
node CD, Kapka T. Effectiveness of primary
care-relevant treatments for obesity in adults:
a systematic evidence review for the US Pre-
ventive Services Task Force. Ann Intern Med.
2011 Oct;155(7):434-47.

Hartmann-Boyce J, Johns D, Jebb S, Aveyard
P; Behavioural Weight Management Review
Group. Effect of behavioural techniques and
delivery mode on effectiveness of weight
management: systematic review, meta-analy-
sis and meta-regression. Obes Rev. 2014;
15(7):598-609.

Douketis JD, Macie C, Thabane L, William-
son DF. Systematic review of long-term
weight loss studies in obese adults: clinical
significance and applicability to clinical prac-
tice. Int ] Obes. 2005 Oct;29(10):1153-67.
Pilitsi E, Farr OM, Polyzos SA, Perakakis N,
Nolen-Doerr E, Papathanasiou AE, et al.
Pharmacotherapy of obesity: available medi-
cations and drugs under investigation. Me-
tabolism. 2019 Mar;92:170-92.

Schauer PR, Mingrone G, lkramuddin §,
Wolfe B. Clinical outcomes of metabolic sur-
gery: efficacy of glycemic control, weight loss,
and remission of diabetes. Diabetes Care.
2016 Jun;39(6):902-11.

O’Brien PE, Hindle A, Brennan L, Skinner S,
Burton P, Smith A, et al. Long-term outcomes
after bariatric surgery: a systematic review and
meta-analysis of weight loss at 10 or more years

256

DOI: 10.1159/000513042

Obes Facts 2021;14:246-258

10

for all bariatric procedures and a single-centre
review of 20-year outcomes after adjustable gas-
tric banding. Obes Surg. 2019 Jan;29(1):3-14.
National Institute for Health and Care Excel-
lence. Obesity management in adults. NICE
pathways. 2020.

Dombrowski SU, Knittle K, Avenell A, Arat-
jo-Soares V, Sniehotta FF. Long term mainte-
nance of weight loss with non-surgical inter-
ventions in obese adults: systematic review
and meta-analyses of randomised controlled
trials. BMJ. 2014 May;348(May 14 6):g2646.
Svetkey LP, Stevens V], Brantley PJ, Appel L],
Hollis JF, Loria CM, et al.; Weight Loss Main-
tenance Collaborative Research Group. Com-
parison of strategies for sustaining weight
loss: the weight loss maintenance randomized
controlled trial. JAMA. 2008 Mar;299(10):
1139-48.

Stubbs et al.

€20z 1snbny 0| uo 1senb Aq 4pd-z0E1LS000/02¥00EE/OYZ/Z/Y L 1Ppd-8lole/ejo w00 1ebiey/:dny woly papeojumoq


https://www.karger.com/Article/FullText/513042?ref=1#ref1
https://www.karger.com/Article/FullText/513042?ref=2#ref2
https://www.karger.com/Article/FullText/513042?ref=3#ref3
https://www.karger.com/Article/FullText/513042?ref=4#ref4
https://www.karger.com/Article/FullText/513042?ref=5#ref5
https://www.karger.com/Article/FullText/513042?ref=5#ref5
https://www.karger.com/Article/FullText/513042?ref=6#ref6
https://www.karger.com/Article/FullText/513042?ref=7#ref7
https://www.karger.com/Article/FullText/513042?ref=9#ref9
https://www.karger.com/Article/FullText/513042?ref=10#ref10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

Larsen TM, Dalskov SM, van Baak M, Jebb
SA, Papadaki A, Pfeiffer AF, et al.; Diet, Obe-
sity, and Genes (Diogenes) Project. Diets with
high or low protein content and glycemic in-
dex for weight-loss maintenance. N Engl |
Med. 2010 Nov;363(22):2102-13.
Huttunen-Lenz M, Hansen S, Larsen TM,
Christensen P, Drummen M, Adam T, et al.
The PREVIEW Study. Eur ] Health Psychol.
2019;26(1):10-20.

Sniehotta FF, Evans EH, Sainsbury K, Adam-
son A, Batterham A, Becker F, et al. Behav-
ioural intervention for weight loss mainte-
nance versus standard weight advice in adults
with obesity: A randomised controlled trial in
the UK (NULevel Trial). PLoS Med. 2019
May;16(5):€1002793.

Scott SE, Duarte C, Encantado J, Evans EH,
Harjumaa M, Heitmann BL, et al. The No-
HoW protocol: a multicentre 2x2 factorial
randomised controlled trial investigating an
evidence-based digital toolkit for weight loss
maintenance in European adults. BMJ Open.
2019 Sep;9(9):029425.

Look AHEAD Research Group. Eight-year
weight losses with an intensive lifestyle inter-
vention: the look AHEAD study. Obesity (Sil-
ver Spring). 2014 Jan;22(1):5-13.

Greaves CJ, Sheppard KE, Abraham C, Har-
deman W, Roden M, Evans PH, et al.; IMAGE
Study Group. Systematic review of reviews of
intervention components associated with in-
creased effectiveness in dietary and physical
activity interventions. BMC Public Health.
2011 Feb;11(1):119.

Stubbs RJ, Lavin JH. The challenges of imple-
menting behaviour changes that lead to sus-
tained weight management. Nutr Bull. 2013;
38(1):5-22.

Stubbs RJ, Duarte C, O’Driscoll R, Turicchi J,
Michalowska J. Developing evidence-based
behavioural strategies to overcome physio-
logical resistance to weight loss in the general
population. Proc Nutr Soc. 2019 Nov;78(4):
576-89.

Sharma AM, Kushner RF. A proposed clinical
staging system for obesity. Int ] Obes. 2009
Mar;33(3):289-95.

Frithbeck G, Busetto L, Dicker D, Yumuk V,
Goossens GH, Hebebrand J, et al. The ABCD
of obesity: an EASO position statement on a
diagnostic term with clinical and scientific
implications. Obes Facts. 2019;12(2):131-6.
Jebb SA, Aveyard PN, Hawkes C. The evolu-
tion of policy and actions to tackle obesity in
England. Obes Rev. 2013 Nov;14 Suppl 2:42—
59.

Wing RR, Phelan S. Long-term weight loss
maintenance. Am | Clin Nutr. 2005 Jul;82(1
Suppl):2225-58.

Sciamanna CN, Kiernan M, Rolls BJ, Boan J,
Stuckey H, Kephart D, et al. Practices associ-
ated with weight loss versus weight-loss
maintenance results of a national survey. Am
J Prev Med. 2011 Aug;41(2):159-66.

Thomas JG, Bond DS, Phelan S, Hill JO, Wing
RR. Weight-loss maintenance for 10 years in

Position Statement on Approaches to
Weight Management

25

26

27

28

29

30

31

32

33

34

35

36

37

38

the National Weight Control Registry. Am |
Prev Med. 2014 Jan;46(1):17-23.

Kwasnicka D, Dombrowski SU, White M,
Sniehotta F. Theoretical explanations for
maintenance of behaviour change: a system-
atic review of behaviour theories. Health Psy-
chol Rev. 2016;10(3):277-96.

Dunton GF, Rothman AJ, Leventhal AM, In-
tille SS. How intensive longitudinal data can
stimulate advances in health behavior main-
tenance theories and interventions. Transl
Behav Med. 2021;11:281-6.

Greaves C, Poltawski L, Garside R, Briscoe S.
Understanding the challenge of weight loss
maintenance: a systematic review and synthe-
sis of qualitative research on weight loss
maintenance. Health Psychol Rev. 2017 Jun;
11(2):145-63.

West R, Michie S. A brief introduction to the
COM-B model of behaviour and the PRIME
theory of motivation. Qeios; 2020. DOI:
10.32388/WWO04E6.

Thomas G, Bond D, Hill ], Wing R. The Na-
tional Weight Control Registry: a study of
“successful losers”. ACSM’s Health Fit].2011;
15(2):8-12.

Phelan S, Hill JO, Lang W, Dibello JR, Wing
RR. Recovery from relapse among successful
weight maintainers. Am ] Clin Nutr. 2003
Dec;78(6):1079-84.

Ogden LG, Stroebele N, Wyatt HR, Catenacci
VA, Peters JC, Stuht J, et al. Cluster analysis
of the national weight control registry to iden-
tify distinct subgroups maintaining successful
weight loss. Obesity (Silver Spring). 2012 Oct;
20(10):2039-47.

LaRose JG, Leahey TM, Hill JO, Wing RR.
Differences in motivations and weight loss
behaviors in young adults and older adults in
the National Weight Control Registry. Obe-
sity (Silver Spring). 2013 Mar;21(3):449-53.
Teixeira P], Carraga EV, Marques MM, Rutter
H, Oppert JM, De Bourdeaudhuij I, et al. Suc-
cessful behavior change in obesity interven-
tions in adults: a systematic review of self-reg-
ulation mediators. BMC Med. 2015 Apr;
13(1):84.

Varkevisser RDM, van Stralen MM, Kroeze
W, Ket JCF, Steenhuis IHM. Determinants of
weight loss maintenance: a systematic review.
Obes Rev. 2019 Feb;20(2):171-211.

Blundell JE, Finlayson G. Is susceptibility to
weight gain characterized by homeostatic or
hedonic risk factors for overconsumption?
Physiol Behav. 2004 Aug;82(1):21-5.
Berthoud HR. Metabolic and hedonic drives
in the neural control of appetite: who is the
boss? Curr Opin Neurobiol. 2011 Dec;21(6):
888-96.

MacLean PS, Wing RR, Davidson T, Epstein
L, Goodpaster B, Hall KD, et al. NIH working
group report: innovative research to improve
maintenance of weight loss. Obesity (Silver
Spring). 2015 Jan;23(1):7-15.

Stubbs RJ, Hopkins M, Finlayson GS, Duarte
C, Gibbons C, Blundell JE. Potential effects of
fat mass and fat-free mass on energy intake in

39

40

41

42

43

44

45

46

47

48

49

50

different states of energy balance. Eur ] Clin
Nutr. 2018 May;72(5):698-709.

Polidori D, Sanghvi A, Seeley RJ, Hall KD.
How strongly does appetite counter weight
loss? Quantification of the feedback control of
human energy intake. Obesity (Silver Spring).
2016 Nov;24(11):2289-95.

Sanghvi A, Redman LM, Martin CK, Ravussin
E, Hall KD. Validation of an inexpensive and
accurate mathematical method to measure
long-term changes in free-living energy in-
take. Am J Clin Nutr. 2015 Aug;102(2):353-8.
Hall KD, Sanghvi A, Gébel B. Proportion-
al feedback control of energy intake during
obesity pharmacotherapy. Obesity (Silver
Spring). 2017 Dec;25(12):2088-91.
Dhurandhar NV, Schoeller D, Brown AW,
Heymsfield SB, Thomas D, Serensen T1, et al.;
Energy Balance Measurement Working
Group. Energy balance measurement: when
something is not better than nothing. Int ]
Obes. 2015 Jul;39(7):1109-13.

Shook RP, Hand GA, O’Connor DP, Thomas
DM, Hurley TG, Hébert JR, et al. Energy in-
take derived from an energy balance equation,
validated activity monitors, and dual X-ray
absorptiometry can provide acceptable calor-
ic intake data among young adults. ] Nutr.
2018 Mar;148(3):490-6.

Ross L, Simkhada P, Smith WC. Evaluating
effectiveness of complex interventions aimed
at reducing maternal mortality in developing
countries. ] Public Health (Oxf). 2005 Dec;
27(4):331-7.

Manzoni GM, Pagnini F, Corti S, Molinari E,
Castelnuovo G. Internet-based behavioral in-
terventions for obesity: an updated systematic
review. Clin Pract Epidemiol Ment Health.
2011 Mar;7(1):19-28.

Staudenmayer J, Pober D, Crouter S, Bassett
D, Freedson P. An artificial neural network to
estimate physical activity energy expenditure
and identify physical activity type from an ac-
celerometer. | Appl Physiol (1985). 2009 Oct;
107(4):1300-7.

Ellis K, Kerr J, Godbole S, Lanckriet G, Wing
D, Marshall S. A random forest classifier for
the prediction of energy expenditure and type
of physical activity from wrist and hip accel-
erometers. Physiol Meas. 2014 Nov;35(11):
2191-203.

Montoye AHK, Begum M, Henning Z, Pfei-
ffer KA. Comparison of linear and non-linear
models for predicting energy expenditure
from raw accelerometer data. Physiol Meas.
2017 Feb;38(2):343-57.

Kwasnicka D, Dombrowski SU, White M,
Sniehotta FF. N-of-1 study of weight loss
maintenance assessing predictors of physical
activity, adherence to weight loss plan and
weight change. Psychol Health. 2017 Jun;
32(6):686-708.

Kiernan M, Brown SD, Schoffman DE, Lee K,
King AC, Taylor CB, et al. Promoting healthy
weight with “stability skills first”: a random-
ized trial. ] Consult Clin Psychol. 2013 Apr;
81(2):336-46.

Obes Facts 2021;14:246-258

DOI: 10.1159/000513042

257

€20z 1snbny 01 uo 3senb Aq Jpd z#0€1.5000/0L700EE/9Y2/Z/Y | /Pd-8loilE/ej0/w0d 1abB1es//:d)y WOy papeojumoq


https://www.karger.com/Article/FullText/513042?ref=11#ref11
https://www.karger.com/Article/FullText/513042?ref=11#ref11
https://www.karger.com/Article/FullText/513042?ref=12#ref12
https://www.karger.com/Article/FullText/513042?ref=13#ref13
https://www.karger.com/Article/FullText/513042?ref=14#ref14
https://www.karger.com/Article/FullText/513042?ref=15#ref15
https://www.karger.com/Article/FullText/513042?ref=15#ref15
https://www.karger.com/Article/FullText/513042?ref=16#ref16
https://www.karger.com/Article/FullText/513042?ref=17#ref17
https://www.karger.com/Article/FullText/513042?ref=18#ref18
https://www.karger.com/Article/FullText/513042?ref=19#ref19
https://www.karger.com/Article/FullText/513042?ref=20#ref20
https://www.karger.com/Article/FullText/513042?ref=21#ref21
https://www.karger.com/Article/FullText/513042?ref=22#ref22
https://www.karger.com/Article/FullText/513042?ref=23#ref23
https://www.karger.com/Article/FullText/513042?ref=23#ref23
https://www.karger.com/Article/FullText/513042?ref=24#ref24
https://www.karger.com/Article/FullText/513042?ref=24#ref24
https://www.karger.com/Article/FullText/513042?ref=25#ref25
https://www.karger.com/Article/FullText/513042?ref=25#ref25
https://www.karger.com/Article/FullText/513042?ref=26#ref26
https://www.karger.com/Article/FullText/513042?ref=26#ref26
https://www.karger.com/Article/FullText/513042?ref=27#ref27
https://www.karger.com/Article/FullText/513042?ref=28#ref28
https://www.karger.com/Article/FullText/513042?ref=29#ref29
https://www.karger.com/Article/FullText/513042?ref=30#ref30
https://www.karger.com/Article/FullText/513042?ref=31#ref31
https://www.karger.com/Article/FullText/513042?ref=32#ref32
https://www.karger.com/Article/FullText/513042?ref=32#ref32
https://www.karger.com/Article/FullText/513042?ref=33#ref33
https://www.karger.com/Article/FullText/513042?ref=34#ref34
https://www.karger.com/Article/FullText/513042?ref=35#ref35
https://www.karger.com/Article/FullText/513042?ref=36#ref36
https://www.karger.com/Article/FullText/513042?ref=37#ref37
https://www.karger.com/Article/FullText/513042?ref=37#ref37
https://www.karger.com/Article/FullText/513042?ref=38#ref38
https://www.karger.com/Article/FullText/513042?ref=38#ref38
https://www.karger.com/Article/FullText/513042?ref=39#ref39
https://www.karger.com/Article/FullText/513042?ref=40#ref40
https://www.karger.com/Article/FullText/513042?ref=41#ref41
https://www.karger.com/Article/FullText/513042?ref=41#ref41
https://www.karger.com/Article/FullText/513042?ref=42#ref42
https://www.karger.com/Article/FullText/513042?ref=42#ref42
https://www.karger.com/Article/FullText/513042?ref=43#ref43
https://www.karger.com/Article/FullText/513042?ref=44#ref44
https://www.karger.com/Article/FullText/513042?ref=45#ref45
https://www.karger.com/Article/FullText/513042?ref=46#ref46
https://www.karger.com/Article/FullText/513042?ref=47#ref47
https://www.karger.com/Article/FullText/513042?ref=48#ref48
https://www.karger.com/Article/FullText/513042?ref=49#ref49
https://www.karger.com/Article/FullText/513042?ref=50#ref50

51

52

53

54

55

56

57

58

59

60

61

62

63

Michie S, Abraham C, Whittington C, Mc-
Ateer J, Gupta S. Effective techniques in
healthy eating and physical activity interven-
tions: a meta-regression. Health Psychol.
2009 Nov;28(6):690-701.

Dombrowski SU, Sniehotta FF, Avenell A,
Johnston M, MacLennan G, Aratjo-Soares V.
Identifying active ingredients in complex be-
havioural interventions for obese adults with
obesity-related co-morbidities or additional
risk factors for co-morbidities: a systematic
review. Health Psychol Rev. 2012;6(1):7-32.
Michie S, Johnston M. Theories and tech-
niques of behaviour change: developing a cu-
mulative science of behaviour change. Lon-
don: Taylor & Francis; 2012.

Cane J, O’Connor D, Michie S. Validation of
the theoretical domains framework for use in
behaviour change and implementation re-
search. Implement Sci. 2012 Apr;7(1):37.
Abraham C, Michie S. A taxonomy of behav-
ior change techniques used in interventions.
Health Psychol. 2008 May;27(3):379-87.
Michie S, Wood CE, Johnston M, Abraham C,
Francis JJ, Hardeman W. Behaviour change
techniques: the development and evaluation
of a taxonomic method for reporting and de-
scribing behaviour change interventions (a
suite of five studies involving consensus
methods, randomised controlled trials and
analysis of qualitative data). Health Technol
Assess. 2015 Nov;19(99):1-188.

Teixeira PJ, Going SB, Houtkooper LB,
Cussler EC, Metcalfe LL, Blew RM, et al. Pre-
treatment predictors of attrition and success-
ful weight management in women. Int ] Obes
Relat Metab Disord. 2004 Sep;28(9):1124-33.
Carraga EV, Santos I, Mata ], Teixeira PJ. Psy-
chosocial Pretreatment Predictors of Weight
Control: A Systematic Review Update. Obes
Facts. 2018;11(1):67-82.

Larimer ME, Palmer RS, Marlatt GA. Relapse
prevention. An overview of Marlatt’s cogni-
tive-behavioral model. Alcohol Res Health.
1999;23(2):151-60.

Sniehotta FF, Schwarzer R, Scholz U, Schiiz B.
Action planning and coping planning for
long-term lifestyle change: theory and assess-
ment. Eur ] Soc Psychol. 2005;35(4):565-76.
Teixeira PJ, Carraca EV, Markland D, Silva
MN, Ryan RM. Exercise, physical activity,
and self-determination theory: a systematic
review. Int ] Behav Nutr Phys Act. 2012 Jun;
9(1):78.

Teixeira PJ, Mata J, Williams GC, Gorin AA,
Lemieux S. Self-regulation, motivation, and
psychosocial factors in weight management. |
Obes. 2012;2012:582348.

Dombrowski SU, Avenell A, Sniehott FF. Be-
havioural interventions for obese adults with
additional risk factors for morbidity: system-

64

65

66

67

68

69

70

71

72

73

74

75

76

atic review of effects on behaviour, weightand
disease risk factors. Obes Facts. 2010 Dec;
3(6):377-96.

Silva MN, Vieira PN, Coutinho SR, Minderi-
co CS, Matos MG, Sardinha LB. Using self-
determination theory to promote physical ac-
tivity and weight control: a randomized con-
trolled trial in women. ] Behav Med. 2010
Apr;33(2):110-22.

Verstuyf ], Patrick H, Vansteenkiste M, Teix-
eira PJ. Motivational dynamics of eating regula-
tion: a self-determination theory perspective.
Int ] Behav Nutr Phys Act. 2012 Mar;9(1):21.
Carr D, Friedman MA. Is obesity stigmatiz-
ing? Body weight, perceived discrimination,
and psychological well-being in the United
States. ] Health Soc Behav. 2005 Sep;46(3):
244-59.

Puhl RM, Brownell KD. Confronting and
coping with weight stigma: an investigation of
overweight and obese adults. Obesity (Silver
Spring). 2006 Oct;14(10):1802-15.

O’Brien KS, Latner JD, Puhl RM, Vartanian
LR, Giles C, Griva K, et al. The relationship
between weight stigma and eating behavior is
explained by weight bias internalization and
psychological distress. Appetite. 2016 Jul;102:
70-6.

Sainsbury K, Evans EH, Pedersen S, Marques
MM, Teixeira PJ, Lihteenmiki L, et al. Attri-
bution of weight regain to emotional reasons
amongst European adults with overweight
and obesity who regained weight following a
weight loss attempt. Eat Weight Disord. 2019
Apr;24(2):351-61.

Armitage CJ, Conner M. Social cognition
models and health behaviour: A structured
review. Psychol Health. 2000;15(2):173-89.
Sniehotta FF. Towards a theory of intentional
behaviour change: plans, planning, and self-
regulation. Br ] Health Psychol. 2009 May;14:
261-73.

Gibbons FX, Houlihan AE, Gerrard M. Rea-
son and reaction: the utility of a dual-focus,
dual-processing perspective on promotion
and prevention of adolescent health risk be-
haviour. Br | Health Psychol. 2009 May;14:
231-48.

Hofmann W, Friese M, Strack F. Impulse and
self-control from a dual-systems perspective.
Perspect Psychol Sci. 2009 Mar;4(2):162-76.
Bargh JA, Chartrand TL. The unbearable au-
tomaticity of being. Am Psychol. 1999;54(7):
462-79.

Dallman MF, Pecoraro N, Akana SF, La Fleur
SE, Gomez F, Houshyar H, et al. Chronic
stress and obesity: a new view of “comfort
food”. Proc Natl Acad Sci USA. 2003 Sep;
100(20):11696-701.

Adam TG, Epel ES. Stress, eating and the re-
ward system. Physiol Behav. 2007;9:449-58.

258

Obes Facts 2021;14:246-258

DOI: 10.1159/000513042

77

78

79

80

81

82

83

84

85

86

87

88

Gibson EL. The psychobiology of comfort
eating: implications for neuropharmacologi-
cal interventions. Behav Pharmacol. 2012;
23(5 and 6):442-60.

Tomiyama AJ. Weight stigma is stressful. A
review of evidence for the Cyclic Obesity/
Weight-Based Stigma model. Appetite. 2014
Nov;82:8-15.

Vartanian LR, Porter AM. Weight stigma and
eating behavior: a review of the literature. Ap-
petite. 2016 Jul;102:3-14.

Follow diabetes UK. Three in five people with
diabetes experience emotional or mental
health problems. 2017. Available from:
https://www.diabetes.org.uk/about_us/news/
three-in-five-people-with-diabetes-experi-
ence-emotional-or-mental-health-problems
Nahum-Shani I, Smith SN, Spring BJ, Collins
LM, Witkiewitz K, Tewari A, et al. Just-in-
time adaptive interventions (JITAIs) in mo-
bile health: key components and design prin-
ciples for ongoing health behavior support.
Ann Behav Med. 2018 May;52(6):446-62.
Czajkowski SM, Powell LH, Adler N, Naar-
King S, Reynolds KD, Hunter CM, et al. From
ideas to efficacy: the ORBIT model for devel-
oping behavioral treatments for chronic dis-
eases. Health Psychol. 2015 Oct;34(10):971-
82.

Collins LM, Kugler KC. Optimization of be-
havioral, biobehavioral, and biomedical in-
terventions. Berlin: Springer; 2018.

Michie S, Carey RN, Johnston M, Rothman
AJ, de Bruin M, Kelly MP, et al. From theory-
inspired to theory-based interventions: A
protocol for developing and testing a method-
ology for linking behaviour change tech-
niques to theoretical mechanisms of action.
Ann Behav Med. 2018 May;52(6):501-12.
Nielsen L, Riddle M, King JW, Aklin WM,
Chen W, Clark D, et al.; NIH Science of Be-
havior Change Implementation Team. The
NIH Science of Behavior Change Program:
transforming the science through a focus on
mechanisms of change. Behav Res Ther. 2018
Feb;101:3-11.

Rothman AJ, Simpson JA, Huelsnitz CO,
Jones RE, Scholz U. Integrating intrapersonal
and interpersonal processes: a key step in ad-
vancing the science of behavior change.
Health Psychol Rev. 2020 Mar;14(1):182-7.
Klasnja P, Hekler EB, Shiffman S, Boruvka A,
Almirall D, Tewari A, et al. Microrandomized
trials: an experimental design for developing
just-in-time adaptive interventions. Health
Psychol. 2015;34(S):1220.

Nahum-Shani I, Hekler EB, Spruijt-Metz D.
Building health behavior models to guide the
development of just-in-time adaptive inter-
ventions: a pragmatic framework. Health Psy-
chol. 2015;34S5(0):1220-8.

Stubbs et al.

€20z 1snbny 0| uo 1senb Aq 4pd-z0E1LS000/02¥00EE/OYZ/Z/Y L 1Ppd-8lole/ejo w00 1ebiey/:dny woly papeojumoq


https://www.karger.com/Article/FullText/513042?ref=51#ref51
https://www.karger.com/Article/FullText/513042?ref=52#ref52
https://www.karger.com/Article/FullText/513042?ref=54#ref54
https://www.karger.com/Article/FullText/513042?ref=55#ref55
https://www.karger.com/Article/FullText/513042?ref=56#ref56
https://www.karger.com/Article/FullText/513042?ref=56#ref56
https://www.karger.com/Article/FullText/513042?ref=57#ref57
https://www.karger.com/Article/FullText/513042?ref=57#ref57
https://www.karger.com/Article/FullText/513042?ref=58#ref58
https://www.karger.com/Article/FullText/513042?ref=58#ref58
https://www.karger.com/Article/FullText/513042?ref=59#ref59
https://www.karger.com/Article/FullText/513042?ref=60#ref60
https://www.karger.com/Article/FullText/513042?ref=61#ref61
https://www.karger.com/Article/FullText/513042?ref=62#ref62
https://www.karger.com/Article/FullText/513042?ref=62#ref62
https://www.karger.com/Article/FullText/513042?ref=63#ref63
https://www.karger.com/Article/FullText/513042?ref=64#ref64
https://www.karger.com/Article/FullText/513042?ref=65#ref65
https://www.karger.com/Article/FullText/513042?ref=66#ref66
https://www.karger.com/Article/FullText/513042?ref=67#ref67
https://www.karger.com/Article/FullText/513042?ref=67#ref67
https://www.karger.com/Article/FullText/513042?ref=68#ref68
https://www.karger.com/Article/FullText/513042?ref=69#ref69
https://www.karger.com/Article/FullText/513042?ref=70#ref70
https://www.karger.com/Article/FullText/513042?ref=71#ref71
https://www.karger.com/Article/FullText/513042?ref=72#ref72
https://www.karger.com/Article/FullText/513042?ref=73#ref73
https://www.karger.com/Article/FullText/513042?ref=74#ref74
https://www.karger.com/Article/FullText/513042?ref=75#ref75
https://www.karger.com/Article/FullText/513042?ref=76#ref76
https://www.karger.com/Article/FullText/513042?ref=77#ref77
https://www.karger.com/Article/FullText/513042?ref=78#ref78
https://www.karger.com/Article/FullText/513042?ref=79#ref79
https://www.karger.com/Article/FullText/513042?ref=79#ref79
https://www.karger.com/Article/FullText/513042?ref=81#ref81
https://www.karger.com/Article/FullText/513042?ref=82#ref82
https://www.karger.com/Article/FullText/513042?ref=84#ref84
https://www.karger.com/Article/FullText/513042?ref=85#ref85
https://www.karger.com/Article/FullText/513042?ref=86#ref86
https://www.karger.com/Article/FullText/513042?ref=88#ref88
https://www.karger.com/Article/FullText/513042?ref=88#ref88

