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Problems of the status quo

 What is obesity? Body mass index or BMI 30 kg/m2 and over

 What is overweight? BMI between 25 and 30 kg/m2

 In Europe…

 Highest societal costs: 50% more than smoking (1800 USD vs. 1200 USD) 

(Moriarty et al, 2012)

Source: Moriarty et al. (2012). The Effects of Incremental Costs of Smoking and Obesity on Health Care Costs Among Adults: A 7-Year

Longitudinal Study. Journal of Occupational & Environmental Medicine, 54(3), 286-291. doi: 10.1097/JOM.0b013e318246f1f4



Problems with current solutions

Limits of current psychosocial treatments:

 During the treatment … high dropout rates as a major challenge (about 50%) (Minniti et al, 2007)

 After the treatment / follow up … poor maintenance of weight loss (Minniti et al, 2007)

 Low effect size (d around .35) for weight loss (Moldovan & David, 2011)

Defining a successful treatment / obesity management: 

five-to-ten percent weight loss that is maintained for at least 1 year (Minniti et al, 2007)

Source: Moriarty et al. (2012). The Effects of Incremental Costs of Smoking and Obesity on Health Care Costs Among Adults: A 7-Year Longitudinal Study. Journal of Occupational & 

Environmental Medicine, 54(3), 286-291. doi: 10.1097/JOM.0b013e318246f1f4

Minniti, A., Bissoli, L., Di Francesco, V., Fantin, F., Mandragona, R., Olivieri, M., ... & Zamboni, M. (2007). Individual versus group therapy for obesity: comparison of dropout rate and 

treatment outcome. Eating and Weight Disorders-Studies on Anorexia, Bulimia and Obesity, 12(4), 161-167.

Does CBT play a role in obesity / overweight management?

 Most CBT-related studies has tackled ED (eating disorders) rather than obesity management

 Yet, CBT facilitate dealing with a series of challenges such as: unrealistic expectations, low self-

efficacy, dichotomous thinking, body image, binge eating, depression
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The research question
 Are there scientific evidences to test the efficacy of CBT in obesity management?

Eligibility aspects:

Strong methodological design (randomized trials)

Follow-up of at least six months (at minimum) are taken as proofs for a successful intervention

Intervention should primary aim for weight loss (not for reducing comorbid problems)

Vs.

Strong methodological design (randomized trials)

Follow-up of at least six months (at minimum) are taken as proofs for a successful intervention

All interventions (including those aiming at different problem (e.g. depression, self-efficacy, binge eating))



The search

 Databases: PsycINFO & EBSCO’s Psychology and Behavioral Sciences Collection

 Key words: “obesity or overweight” AND “CBT or cognitive behavioral treatment / 

therapy” AND “weight-loss”

 84 full-text articles

 15 studies were eligible for analysis



Main observations / results

 Only four experimental studies tested the CBT role for reducing weight loss as a 

primary outcome

 The other 11 studies used weight loss as a distal aim, by focusing on various aspects 

related to weight loss (e.g. reducing depression, reducing binge eating episodes etc.)

 High dropout rate (above 40%)

 Heterogonous results with regard to weight loss and weight loss maintenance
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 Higher unrealistic expectations in patients who dropped out (Michelini et al, 2014)

 Baseline weight loss expectation - independent predictor of attrition: the higher the expectations, the higher 

attrition at 12 months. (Grave et al, 2005)

 Baseline weight expectations does not relate to the maintenance of weight loss (Ames et. al., 2005)

Ames et al (2005) has successfully trained participants who received a reformulated cognitive–behavioral treatment.
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Different facets of self-efficacy

- self-efficacy in changing to an active life

- self-efficacy in front of food temptation

- self-efficacy with relation to treatment progress (short-term achievable goals) 

Individual CBT produced significantly enhances self-efficacy, stronger goal intentions, and more detailed 

implementation intentions than the control groups at follow-ups (Göhner et al, 2012)
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 Group therapy had a dropout rate significantly lower individual therapy (Minniti et al, 2007).

 Frequent meetings may determine better helping alliance which accounted for the lower dropout rate. (Minniti et al, 2007)
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 Dichotomous (all-or-nothing) thinking (DT) or on-the diet versus off-the-diet mentality. "1 ate outside of my 

diet plan, so I've blown the entire diet."(Taylor et al, 2012)

 DT is not related with weight loss in the short term but predict weight regain in the long term (Byrne et al, 2004 

Psychological predictors of weight regain in obesity).
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 Depressive symptoms are negatively associated with weight-loss (Dove et al, 2009)

 After 16 weekly treatments of group CBT participants for overweight people with BED showed significant 

improvement in measures of depression at 12 month follow-up (Munsch et al, 2007)

 Body satisfaction significantly improved for the intervention groups (individual CBT + group CBT; virtual 

reality+ group CBT) , with no difference across them, but not for control condition (Cessa et al, 2013)

 Regainers reported having assigned a lower priority to weight control than had the Maintainers (Byrne, Cooper 

and Fairburn, 2004), being less preoccupied with their image / weight. 

 Participants that received reformulated CBT for reducing weight-loss expectations reported significantly 

improved satisfaction with body areas (e.g., thighs, stomach) at the end of treatment (Ames et al, 2005).
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 Both individual and group CBT were successful in maintaining a low rate of monthly binge eating 

episodes (Cessa et al, 2013)

 Individual CBT appears to be more effective than group CBT in determining a full recovery at the end of 

treatment but, in the long term, both CBT treatments show similar response (Rica et al, 2010)

 The probability of remission was significantly improved in CBT compared to behavioral weight loss 

programs at the end of the treatment. However, after 6 years this difference was lost (Munsch, Meyer & 

Biedert, 2012)



Limits

 Mostly female adults (few studies on older participants (age 60 and up) and on males)

 High attrition rates observed in most studies

 Relatively few studies, and very few that were primarily focused on 

weight loss



Conclusion
No direct tests of the mechanisms of change involved in the CBT effect on weight loss and 

very few outcome studies that specifically aimed at weigh loss / weight loss maintenance 

Several indicators / guidelines for a successful CBT intervention for weight loss (5-10% for at least 1 

year):

 Expectation management, weight-loss self-efficacy need to be addressed

 Social support (e.g. group sessions, systemic approaches) should be encouraged

 Body dissatisfaction / body image and food related dichotomous thinking – should be specifically 

addressed

 Other potential co-morbidities should be addressed, if present (e.g. binge eating, emotional eating)



Thank you!


