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Preparatory Phase 

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

3.  Deciding how best to proceed.



Preparatory Phase 

Procedures

1. Developing  a collaborative and trusting relationship 
2. Obesity Assessment Interview:
- Personal information
- Weight history
- Previous treatments for obesity 
- Current status 
- Medical history 
- Weight goals and reasons for wanting to lose weight 
3. Physical examination (Body weight and height, waist 

circumference Blood pressure, skin examination, thyroid 
examination , presence of oedema , neurological examination)

4. Fitness assessment (Resistance, balance, flexibility, and strength)
5. Psychosocial assessment (EDE-Q, ORWELL, BSI)



Preparatory Phase 

Weight Loss Indications 
• BMI≥ 30
• BMI between 25 and 29.9/high waist circumference + 1 or more CVD

Weight Loss Contraindications
• BMI <25 with waist circumference <88 cm in women and <102 cm in 

men 
• Pregnancy/Breastfeeding
• Eating disorders 
• Major depression and other disease in which caloric restriction is 

contraindicated

Weight Loss Obstacles: 
• Psychological: MDD, BED, poor motivation

• Drugs: psychiatric medications, diabetes drugs,..

• External circumstances: holidays, lack of time, lack of support,.



Preparatory Phase 

Educating The Patient on Obesity and Weight Loss Benefits in 
an Informative Way 
• Inform not terrorize 
• Obesity increases the risk of numerous disease
• Weight loss (even 5%) reduces the medical risks associated with obesity

Treatment Description
Phase 1 (weight loss): 6 months
• 16 sessions
• First 8 weeks: one session a week 
• Then one session every two weeks

Phase 2 (weight maintenance): 12 months
• 12 sessions held at 4 weeks interval



Preparatory phase 

Treatment Description (cont’)

Behavioural and cognitive change 

• Behaviours (eating and physical activity) 

• Cognitions (obstacles to weight loss and long-term weight control mind-set)

Weight goals

• Achievable weight loss: About 0.5-1kg per week for 6 months 

The Role of The Patient

• Play an Active role/Be engaged
• Treatment as a priority
• Starting well
• Not skipping the session (therapeutic momentum)
• Homework outside the sessions are essential 



Preparatory phase 

Assessing the patient motivation (cont’)

“To lose weight or not to lose weight” 
questionnaire
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Module 1: Monitoring Food Intake, Physical Activity 
and Body Weight

1. Explaining What The Treatment Will Involve
It starts in session 1 and continues till the end of the treatment 

2.  Educating on Energy Balance
• Energy Intake by calculating the calories consumed
• Energy Expenditure 

3. Establishing Real-Time Monitoring of Food Intake and 
Physical Activity 

• Achieves better weight loss results
• Promotes more accurate control of portion sizes 
• Increased adherence to the diet and physical activity

BMR DIT Physical Activity

60-70% of daily energy 

expenditure

10% of the total amount 

of energy ingested over 24 
h 

20-30% of energy 

expenditure



Module 1: Monitoring Food Intake, 
Physical Activity and Body Weight



4. Initiating Weekly Weighing 
• It provides patients with realistic information about their weight and how 

it changes 
• It helps patients identify and interpret changes in their weight 

Procedure 
• Psycho-education about body weight
• Weighing at home is stopped
• Weekly weighing  is initiated at the beginning of each session 
• Plotting the weight on a “weight-loss graph”
• Interpretation of the weight trend (4 readings) in session with the 

therapist

Module 1: Monitoring Food Intake, 
Physical Activity and Body Weight



Module 1: Monitoring Food Intake, Physical 
Activity and Body Weight



Module 1: Monitoring Food Intake, Physical 
Activity and Body Weight

Reviewing Records and Other Homework 

• Each session (from # 2 onwards) opens with the measurement and 
interpretation of the weight and the review of the monitoring records

• The monitor records should be discussed in great detail 

• The process of recording

– Was it done in real time?

– Were  all episodes of eating and drinking reported? 

– Were the asterisk and comment columns were used correctly?

• The content of recording

– Were the calculations of the daily calorie intake correct?

– Were step count and formal exercise and diet-induced thermogenesis were 
accurate.

– What the patient has learned by recording his/her behavior? 
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Module 2: Changing Eating

It starts in session 2 -Changing eating to create a moderate 
energy deficit 

Educating  Patients 
• Obesity is a chronic condition necessitating lifestyle modification

• Weight loss speed: 0.5-1kg per week is achievable with 500-1000Cal deficit/day

• Composition of weight loss (75% fat mass and 25% lean body mass)

• Very low-calorie diets (< 800 kcal/day) are contraindicated leading to nutritional 
deficiencies

• Diet composition: does not influence amount of weight loss, key is adherence to 
caloric restriction



Module 2: Changing Eating

Based on Multiple Research Studies:

There is no clear advantage of a “Low-carb” over a “High-carb diet”
1-Johnston et al (2014). Comparison of Weight Loss Among Named Diet Programs in Overweight 
and Obese Adults. JAMA, 312(9). doi:10.1001/jama.2014.10397.
2-Hall et al. (2015). Calorie for Calorie, Dietary Fat Restriction Results in More Body Fat Loss than 
Carbohydrate Restriction in People with Obesity. Cell Metabolism, 22(3), 427-436. 
doi:10.1016/j.cmet.2015.07.021
3-Gardner et al . (2018). Effect of Low-Fat vs Low-Carbohydrate Diet on 12-Month Weight Loss in 
Overweight Adults and the Association With Genotype Pattern or Insulin Secretion. JAMA, 319(7). 
doi:10.1001/jama.2018.0245

• A focus on carbohydrate quality (low-GI, fibre), and food-based approaches (whole 
grains, pulses, and fruits and dietary pattern (Med diet, Dash diet, etc) rather than 
carbohydrate quantity provides best evidence for benefit    



Based on Multiple Research Studies (cnt’):

• VLCD have no advantages versus LCD on weight loss; Lack nutrients, are 
associated with a high risk of overeating, and will not help in developing long-
standing healthy eating habits (Evolution of Very-Low-Calorie Diets: An  Update and 
Meta-analysis. Obesity, 14, 8 : 1283-1293)

• Adherence is one of the most important determinants for attaining the benefits 
of any diets (Dansinger et al. JAMA 2005).

• Health professional should advise patients on evidence-based dietary patterns 
which align best with each patient’s values, preferences and 
prevention/treatment goals to achieve the greatest adherence over the long-
term (Estruch et al. . (2018). Primary Prevention of Cardiovascular Disease with a 
Mediterranean Diet Supplemented with Extra-Virgin Olive Oil or Nuts. New England 
Journal of Medicine, 378(25), e34. doi:10.1056/NEJMoa1800389).

Module 2: Changing Eating



How to increase adherence to the diet?

• Increasing the diet structure increase the rate of weight loss and weight 
maintenance 

• Underestimation of the caloric intake

– People with obesity: 30%-50%

– People in normal weight: ~20%

– Dietitians: ~10%

Module 2: Changing Eating



Educating  Patients (Cont’)
• Limiting the food variety (greater the variety, greater the energy intake, 

repetition of behaviors facilitates the developments of habits)

• Weighing the food

• Moderate Dietary Restriction: Meal plan of 1200-1500Cal/day for women and 
1800-2000Cal for men 2013 AHA/ACC/TOS, Obesity Guidelines

• Regular eating (3 meals + 2 snacks + 0 in between/ 3 to 4 hours in between 
meals and snacks)/Planning ahead When, What, and Where to eat

• Diet Composition- The Mediterranean diet model/Harvard Healthy Plate
Low glycaemic index

Adequate protein intake (25%)

Moderate fat intake (25-30%)

Rich of fruit and vegetable

Module 2: Changing Eating





Strategies 

1. Calories counting
• Promoting a greater weight loss and improving weight maintenance
• Engaging the patient and be more aware of the eating behaviour
• Promoting more flexibility and freedom of choice in their eating
• Subtracting 500-1000Cal/day from the TEE measured using the monitoring 

record will allow a weight loss of 0.5 -1 Kg per week. 

2. Personalized meal plan 
• Based on the Food Exchange Lists  adapted for the Mediterranean diet and 

the GCC region. 
• Educating patients on the different food groups: Starches, protein, dairy, 

fruits, vegetables and fats and their portion size based on 1 exchange.

3.   Meal replacement (use of meal replacement is associated with a greater weight 
loss and a better maintenance in the long term)

Module 2: Changing Eating





Module 2: Changing Eating



Strategies to Increase Adherence to The Meal Plan

Increase dietary restraint and decrease dietary disinhibition:
• Planning ahead When, What, and Where to eat (in advance, in the monitoring 

records)

• Continuing Real-Time Monitoring of Food Intake ( ✅ real time when they 
have eaten the planned food on the monitoring record, ✳️ if any deviation 
from the meal plan )

• Educating about food portioning 

• Eating Consciously 
- Slowly, without distractions, sitting down,.. 
- Following the meal plan without being influenced by external (seeing 

food,..) or internal (craving, need for gratification, hunger,..) stimuli 

• Minimizing variety

Module 2: Changing Eating
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Module 3: Developing an active lifestyle

It starts in session 2 simultaneously with Module 2 -changing 
eating

Primary Goal
• Increasing the level of active lifestyle

Secondary Goals
• Practicing a fitness program (cardiovascular risks, tone and muscle strength, 

flexibility and muscle elasticity,..)
• Doing formal exercising (In patients who are already doing it or thinking about 

starting it, exploring the pros and cons)



Module 3: Developing an active lifestyle

Physical Assessment

Has been done in the preparatory phase

Motivate Patients to Exercise

1. Adopting an engaging/collaborative style (collaborative style, empathy,..)

2. Educating on the benefits of regular physical activity



Motivating patients to exercise (cont’)

3. Assessing individual exercise levels and barriers to change in a non-
judgmental way

Asking patients the reasons for their sedentary lifestyle and about any 
barriers to exercise they perceive

– General barriers (shared with people without obesity)
• low motivation and perceived self-efficacy, no history of learning to 

exercise, lack of coping skills and aversive environmental features (e.g., 
poor access to gyms or other facilities, high costs of training programmes) 
low social and cultural support and time constraints

– Specific barriers
• low fitness, physical conditions (e.g. arthritis, obstructive sleep apnoea), 

boredom and lack of stimuli, laziness, negative comparisons with others, 
shame associated with exposing their body, weather constraints and fear 
of injury or death, 

Module 3: Developing an active 



Module 3: Developing an active lifestyle

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

Motivate Patients to Exercise (cont’)

4- Involving the patient actively in the decision to 
change
Pros and cons table for reasons not to exercise 
and reasons to exercise



Module 3: Developing an active lifestyle

Types of Exercise Recommended

1. Adopt an Active lifestyle
Strategy
a) Reducing 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.

b) Increase the daily step count 



Module 3: Developing an active lifestyle

Types of Exercise Recommended 
(cont’)

2.  Exercises to improve physical fitness
• Personalized exercise program and 

advice given by a physiotherapist 
based on the assessment of a patient’s 
functional exercise capacity

3.  Formal exercise
• Encouraging patients to continue or 

commence formal exercise if they 
want to as it is not the goal of the 
program



Module 3: Developing an active lifestyle

Strategies for increasing a patient’s adherence to exercise

• Factors influencing the adherence
– Stage of change 

• pre-contemplation (no exercise now and no intention of exercising in 
the next 6 months)

• contemplation (no exercise, but intention to do so in the next 6 
months)

• preparation (no exercise, but intention to do so in the next 30 days)
• action (exercising for fewer than 6 months) 
• maintenance (exercising for more than 6 months).

– Patient’s self-efficacy
– Initial psychological wellbeing
– Unrealistic expectations



Strategies for Increasing a Patient’s Adherence to Exercise

• Tailoring personalized activity goals

- Achievable but moderately challenging, specific and quantifiable 

- Weekly, at home 

• Real time self-monitoring

Module 3: Developing an active lifestyle



Strategies for Increasing a Patient’s Adherence to 
Exercise

• Responding to non-adherence
- Congratulate on every success
- Unconditional acceptance of a patient’s behavior
- Problem solving approach

Long-term success in body weight management 
is related to a set of skills rather than willpower 

alone.

Module 3: Developing an active lifestyle
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Module 4: Addressing obstacles to weight loss

It starts in session 3 till the end of phase 1

Achieve cognitive behavioural skills to address the obstacles to 

weight loss

Procedures

• Identify the obstacles:

1. Revision of the monitoring records
2. Revision of the weight-loss obstacle questionnaire given weekly 
3. Collaboratively create a Personal Formulation 







Module 4: Addressing obstacles to weight 
loss



Module 4: Addressing obstacles to weight 
loss

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.

Procedures (cont’)
Antecedent Stimuli
• Addressing eating stimuli (environmental stimuli)
Table done in session with patient: What I used to do and What I will do now 



Procedures (cont’)
• Addressing non-eating stimuli
1. Proactive problem solving– to address the events influencing 

eating

Step 1. Identify the problem as early as possible
Step 2. Understand the problem
Step 3. Consider as many solutions as possible
Step 4. Think of the pros and cons of each solution
Step 5. Choose the best solution or combination of solutions
Step 6. Act on the solution
Step 7. Review the process of problem-solving

Module 4: Addressing obstacles to weight 
loss



Things to say
• 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.

Things to do

• 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 one hour.

• 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.

Module 4: Addressing obstacles to weight 
loss

Procedures (cont’)
• Addressing non-eating stimuli (cont’)
2. Procedures of things to say and do- to address impulses and emotions influencing 
eating and physical activity plan 



Module 4: Addressing obstacles to weight 
loss

Procedures (cont’)

• Addressing Problematic Thoughts
1. Identify the problematic thoughts in real time 
2. Do the opposite using a self-reminder

• Addressing the use of food as a reward:
- Identifying rewarding activities and their consequences
- Enhancing the importance of other rewarding activities
- Using non-food rewards

• Favourite activities
• Saying nice things to themselves,
• Thinking about nice things,



Module 4: Addressing obstacles to weight 
loss

Procedures (cont’)

• Getting Back on Track 
1. Addressing the violation effect (Do not catastrophize)
2. Learning by the setbacks and reacting in a constructive way (Proactive 

problem solving)

• Involving significant others 
1. If they can help :
• Asking for help openly, without fear
• Describing their problems without fear
• Thanking for the help received

2. If they are an obstacle to the patient change
• Using assertive communication
• Making specific requests.
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Module 5: Addressing weight-loss 
dissatisfaction 

It is introduced between weeks 16 and 20 till the end of 
the program

Adherence to diet, weight loss and weight-loss satisfaction, measured during 
the late weight-loss phase, are associated with weight-loss maintenance
Eat and Weight Disord (2018). Calugi, Marchesini, El Ghoch, Gavasso, Dalle Grave.



Module 5: Addressing weight-loss 
dissatisfaction 

Procedures
1- Detect weight-loss dissatisfaction (weight loss obstacle questionnaire)

2- Identify reasons for weight-loss dissatisfaction 
• Unrealistic weight goals
• Dysfunctional primary goals for losing weight (from the weight and primary goals 

questionnaire)
• Negative body image (from the body image inventory questionnaire)- To be 

addressed first 

3- Addressing barriers to accept a reasonable and healthy weight  

15. How satisfied are you with your weight loss so far?

A score of 7 or less after week 
19 identifies individuals who 

will not maintain weight.



Two strategies
• If dissatisfaction occurs in the first 12 weeks of treatment, 

and is associated 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 
(addressing obstacles to weight loss)

• If weight-loss dissatisfaction occurs after week 12 → it is
addressed directly

Module 5: Addressing weight-loss 
dissatisfaction 



Identifying Reasons for Weight-Loss Dissatisfaction

1. Unrealistic weight goals

2. Dysfunctional primary goals for losing weight

3. Negative body image

Module 5: Addressing weight-loss 
dissatisfaction 



The Weight and Primary Goals Questionnaire 



The Body Image Inventory

• Questions to understand if the patient is exposed to specific social 
pressures (family attitudes, work)

• Questions to explore if attitudes and behaviors associated with 
body image create harm



Which reasons for weight-loss dissatisfaction to address first?

• If patients do not report a negative body image
– Address unrealistic weight goals and eventually dysfunctional primary 

goals for losing weight

• If patients reports a negative body image
– Addressing body image 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.

– The body image intervention should be integrated, using the procedures 
to address unrealistic weight-loss goals and any associated primary goals

Module 5: Addressing weight-loss 
dissatisfaction 



Module 5: Addressing weight-loss 
dissatisfaction 

1- Addressing unrealistic weight goals

(Not adressed at the beginning of treatment)

• Educating the patients on body weight regulation
• Questioning the desired weight
• Reviewing the causes of poor weight-loss maintenance in previous 

attempts
• Identifying the benefits of current weight 
• Evaluating the pros and cons of aiming for the desired weight
• Reviewing and adjusting the desired weight 



Procedure
Addressing unrealistic weight goals (cont’)

1. Educating the patients on body weight regulation
– Some aspects of obesity can be changed, others cannot - Body weight is partially controlled by 

genetics

– 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.

– Unrealistic expectations may lead them to abandon the programme or not engage in weight-loss 
maintenance, because they consider 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 cannot.

– Essential to accept what cannot be changed otherwise high risk of relapse 

Module 5: Addressing weight-loss 
dissatisfaction 



Procedure

Addressing unrealistic weight goals (cont’)

2. Questioning the desired weight

– Sources of the desired weight.

– Variability of the desired weight.

– Previous weight-loss attempts.

– Difficulties and risks in pursuing the desired weight.

– Consequences of achieving the desired weight or not.

Module 5: Addressing weight-loss 
dissatisfaction 



Procedure

Addressing unrealistic weight goals (cont’)

3. Reviewing the causes of poor weight-loss maintenance in 
previous attempts

– Weight-loss phase

• Initial weight, how long the weight-loss phase lasted, how much weight they lost and whether or not they 
reached their desired weight

– Weight-maintenance phase

• Patient should be asked if they intentionally decided to start weight maintenance. If so, why? If not, why not? 

• How long their weight maintenance lasted and which factors affected their subsequent weight regain. 

• Three main processes:

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+

3. Having difficulties adhering to an excessively restrictive diet for a long time.

Module 5: Addressing weight-loss 
dissatisfaction 



Procedure

Addressing unrealistic weight goals (cont’)

4. Identifying the benefits of current weight
– Physical appearance and reduced clothing size

– General wellbeing

– Self-confidence

– Obesity-related medical complications

– Physical fitness

Module 5: Addressing weight-loss 
dissatisfaction 



Procedure
Addressing unrealistic weight goals (cont’)

5. Evaluating the pros and cons of aiming for the desired weight
6. Reviewing and adjusting the desired weight

– Homework
• Reviewing the desired weight and evaluate if it is necessary to adjust it 

to a higher and more realistic level. 
• Considering which problems can occur if you one does not accept a 

higher weight

Instill doubt about the potential risks and disadvantages of achieving
overly challenging weight goals

Module 5: Addressing weight-loss 
dissatisfaction 



2- Addressing dysfunctional primary goals

• Improving physical appearance
• Improving health
• Improving physical fitness
• Improving interpersonal relationships
• Improving self-confidence
• Making life changes

Encourage patients to improve all of the above before reaching the 
desired weight to make these changes

Module 5: Addressing weight-loss 
dissatisfaction 



Procedure

Addressing dysfunctional primary goals (cont’)
• Improving physical appearance

– Most patients are satisfied with a moderate weight loss

– Those who maintain a significant degree of body dissatisfaction despite the 
weight loss achieved should be helped to understand that the problem is not 
the body weight per se but their subjective opinion of their physical 
appearance

– Losing weight is not the only solution so encouraging that patients treat 
themselves to a haircut or new clothes and make-up, without waiting until 
they reach their desired weight to make these change

• Improving health

– It is an achievable goal with a weight loss of 5-10%

– It might be useful to prescribe bio-humoral and instrumental examinations that 
objectively highlight the improvements obtained

Module 5: Addressing weight-loss 
dissatisfaction 



Procedure

Addressing dysfunctional primary goals (cont’)
• Improving physical fitness

– Encouraging the patients to adopt an active lifestyle

– 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

• Improving interpersonal relationships

– Encouraging and supporting the patient to be more socially active 

– Do not delaying this task until the desired weight is reached 

– 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 obstacles, patients should be advised to use a proactive problem-
solving procedure

Module 5: Addressing weight-loss 
dissatisfaction 



Procedure
Addressing dysfunctional primary goals (cont’)

• Improving self-confidence
– 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

– Suggesting that patients consider trying other means, in addition to 
weight loss, of improving their self-confidence

– These changes will have a limited effect on subjects who suffer from 
low self-esteem

• In such cases, the patient should be referred to a psychology 
specialist to address this issue.

.

Module 5: Addressing weight-loss 
dissatisfaction 



Procedure

Addressing dysfunctional primary goals (cont’)

• Making life changes

– Suggesting that the patient implements the desired changes (e.g., 
getting a better job or a promotion, taking up a new hobby, 
interrupting n unsatisfactory relationship, starting a new relationship 
and/or taking up a sport) straight away, without waiting until they 
achieve their primary goal.

Module 5: Addressing weight-loss 
dissatisfaction 



Module 5: Addressing weight-loss 
dissatisfaction 

3- Addressing negative body image
• Explaining the differences between body image and physical appearance
• Engaging the patients in the decision to address negative body image
• Discussing the maintenance of negative body image
• Addressing social pressures (weight stigma)
• Enhancing other self-evaluation domains
• Addressing body checking
• Addressing body avoidance
• Addressing feeling fat

GOAL: Accepting a reasonable and healthy weight.
Changing what can be changed (lifestyle) and accepting what cannot 

(i.e. attaining an “ideal” body shape and weight)



Procedure 

Addressing negative body image (cont’)
• Explaining the differences between body image and physical appearance

– Body image (the mental picture that people have about their own body) vs physical 
appearance

– Many people feel fat and overweight, even if they are not considered so objectively

– Some people who have obesity feel good about their body and have good self-esteem and 
interpersonal relationships, despite their excess weight

– Many people with body dissatisfaction might like how they look after a moderate weight 
loss and making changes to other aspects of their appearance

– 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

Module 5: Addressing weight-loss 
dissatisfaction 



Procedure 

Addressing negative body image (cont’)
• Engaging the patients in the decision to address negative body image

– Informing patients that there are specific strategies and procedures 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

– Reviewing with the patient their previous weight-loss attempts and the effect that these 
had on their physical appearance and body image

– Emphasizing that it might be interesting to understand and address the mechanisms that 
maintain a negative body image not related to the physical aspect

Module 5: Addressing weight-loss 
dissatisfaction 



Procedure 

Addressing negative body image (cont’)
• Discussing the maintenance of negative body image

– General and individual social pressures

– Marginalisation of other areas of life

– Body concerns

– Body avoidance

– Body checking

– Feeling fat

Module 5: Addressing weight-loss 
dissatisfaction 



Procedure 

Addressing negative body image (cont’)
• Devising a plan to address negative body image

– Focused on the main maintenance processes operating in the patient

• Body Image Inventory and general and personal social pressures

– Three complementary strategies
1. Addressing social pressures

2. Enhancing the personal significance of other self-evaluation domain

3. Addressing the expression of body concerns (i.e. body checking, body 
avoidance and feeling fat).

Module 5: Addressing weight-loss 
dissatisfaction 



Procedure 

Addressing negative body image (cont’)
• Addressing social pressures

– Helping the patient to become aware of these social pressures and the negative effect 
they have on people that are not naturally normal weight

– Negative social attitudes towards people with obesity are unjustified—merely the 
result of prejudice and ignorance (obesity is the result of a complex interaction 
between genetic and environmental risk factors

• Is it my problem or a problem with society in general?

– Encouraging patients to distance themselves from these prejudices and to avoid being 
negatively influenced by them. It

• 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.

– Involving significant others in the treatment if the pressure is within the family

Module 5: Addressing weight-loss 
dissatisfaction 



Procedure 

Addressing negative body image (cont’)
• Enhancing the personal significance of other 

self-evaluation domains
– Educating the patients on the abstract concept of self-

evaluation

– Building the self-evaluation pie chart

– Helping the patients to identify new domains

• Old interests, what other people of the same age do in 
their spare time, activities that they have always wanted 
to do but have never got round

– 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.

Module 5: Addressing weight-loss 
dissatisfaction 



Procedure

Addressing negative body image (cont’)
• Addressing other expressions of negative body image

– Addressing body checking

– Addressing body avoidance

– Addressing feeling fat

See CBT-E procedures

Module 5: Addressing weight-loss 
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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

Module 6

Addressing obstacles  
to weight maintenance

Module 5

Addressing weight-loss dissatisfaction

Preparatory 

Phase



Module 6: Addressing obstacles to weight 
maintenance 

It starts at the beginning of Phase 2 and lasts for 12 months

Strategies 
• Interrupting any weight-loss attempt
• Developing the skills to maintain long-term weight loss

Procedures
1- Educating on weight maintenance
• More difficult than weight loss but POSSIBLE.

2- Involving the patient actively in the decision to start weight 
maintenance
• Pros and cons for starting weight maintenance to be discussed in session with 

patient.



Module 6: Addressing obstacles to weight 
maintenance 

Procedures (cont’)

3- Establishing Weekly Self-Weighing and a Weight Maintenance Range



Module 6: Addressing obstacles to weight 
maintenance 

Procedures (cont’)
4- Adopting eating habits conductive to weight maintenance
• Mediterranean Diet, low glycemic index foods, moderate fat, high protein 

(about 25%)
• Maintain the same nutritional composition as the meal plan they adopted for 

weight loss 

5- Adopting physical activity habits conductive to weight maintenance
• Step goals: 10 000 steps a day is required to maintain the weight loss
• Continuing the physical activity practiced during weight loss phase 



Module 6: Addressing obstacles to weight 
maintenance 

Procedures (cont’)
6- Constructing a weight-maintenance mindset 

• Collaboratively create a list of the patient’s personal reasons for maintaining 
the weight 

• Adopt a weight-maintenance mindset:
- Meal Planning
- Conscious Eating
- Cognitive rewards 
- Pro-active problem solving 
- Procedure of “things to say and do” to address impulses to overeat and 

cravings.
- Procedure of decentring to address thoughts that promote the adoption of old 

eating and physical activity habits.



Module 6: Addressing obstacles to weight 
maintenance 

Procedures (cont’)
7- Identify and address high-risk situations

• Phases of life: holidays, illness, …
• Behaviors: eating food rich in fats and calories, overeating in social occasions, not being 

active in general 
• Thoughts: dysfunctional reactions to weight regain, false confidence

8- Preventing a lapse becoming a relapse 
• Get immediately back on track
• Analyze and address the underlying reason(s) for the lapse using pro-active problem solving 

9- Addressing weight regain 
a. Identify the weight variation
b. Identify the reason for the weight regain
c. Identify the underlying causes 
d. Address weight by creating an energy deficit of 500kcal/day
e. Design and implement a plan to address the underlying causes using pro-active problem 

solving 



Procedures (cont’)
10- To use the PPS in the event of 3 possible scenarios:

• Increase in body weight, 
• Situation that might increase the risk of weight regain
• Situation where it is not possible to do the weekly weighing 

11- Discontinuing real-time monitoring of food intake
• It is better to stop real-time self-monitoring during treatment

12- Evaluating possible future weight-loss attempts 
• Reasons 
• Risks 

13- Preparing a weight maintenance plan:
• Weight maintenance range
• Reasons to maintain weight lost
• Procedures for maintaining the weight lost
• Procedures for preventing weight regain 

Module 6: Addressing obstacles to weight 
maintenance 



Module 6: Addressing obstacles to weight 
maintenance 

13- Bringing the treatment to a close

• Instruct the patient in self-efficacy:
• Tools to maintain the lower weight by themselves without the therapist supervision 

• Congratulate the patient for the results achieved, attributing their success to their own 
efforts and ability 

• Encourage the patient to continue to apply the key procedures learned for 
weight maintenance:

• 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 time

• Invite the patient to attend post-treatment review session every 3 months 
for a period of at least 1 year.



THANK YOU 

Q&A


