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Chapter Five: Discussion 

5.1 Overview of findings 

Obesity is an increasing problem in the UK (Foresight, 2007). Few interventions 

promoting sustained weight loss through healthy lifestyle changes have been 

evaluated in real-practice settings over a substantial length of time in the UK. This 

evaluation aimed to assess the effectiveness of one such programme and disseminate 

the results to improve and inform future programmes. Principle outcomes of the 

‘Your Choice’ programme evaluation were: 

 

Aim 1: To determine the effects of the service on participant measures of health. 

Sixty-two percent of participants that attended the initial ‘Your Choice’ education day 

and subsequent follow-up appointments had lost weight at the time of evaluation 

(median 9 months after baseline). Participation in the ‘Your Choice’ education day 

and attendance of two or three follow-up appointments was associated with a 

significant weight reduction and decreased BMI. Obese individuals often have 

additional related diseases; therefore, risk factor reduction can be a successful 

outcome of obesity therapy. Participants also experienced significant reductions in 

systolic blood pressure at each follow-up appointment. Diastolic blood pressure and 

heart rate did not change, regardless of the number of follow-up appointments 

attended. 

  

Aim 2: To evaluate participant satisfaction with the service. 

Ninety-five percent of participants were satisfied or very satisfied with the education 

day overall. Programme staff were rated highly in terms of friendliness, helpfulness 
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and approachability. A high proportion of participants felt the information they 

received at the education day was easy to understand and useful.  

Aim 3: To establish the number and characteristics of participants who did not 

attend follow-up sessions in the programme. 

At the time of evaluation, 41% of patients that attended the education day had not 

attended a follow-up appointment. Those that did not attend any follow-up 

appointments were significantly younger and had lower systolic blood pressure than 

those that attended. Twenty-five percent of questionnaire respondents did not attend 

any follow-up appointments; this was mainly due to the stage in the programme these 

respondents were at (56% of these had not received their first appointment at the time 

of evaluation). Sixteen percent of questionnaire respondents reported dropping out of 

the programme after attending the education day with various reasons cited. 

 

Aim 4: To use this evaluation to make practical recommendations in order to 

improve the service for future participants of the ‘Your Choice’ programme and 

to disseminate the results to make practical recommendations for future weight 

management programmes. 

The results of the questionnaire identified positive areas of the programme and 

provided comments and suggestions to improve various aspects of the programme, 

including location, time, information provided, follow-up and referral to the SMILE 

service.  

 

5.2 Changes in weight 

To be effective, weight management programmes should treat established overweight 

and obesity and maintain weight loss. In the ‘Your Choice’ programme, attendance to 
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the initial education day and two subsequent follow-up appointments (median 6 

months after baseline) showed mean (±SD) weight reduction of 1.5 ± 4.5kg, a 1.6% 

decrease (n=50). Significant reductions in weight were also observed for participants 

that attended three follow-up appointments, who lost 1.9 ± 4.6kg, a 2% reduction in 

baseline weight over a median period of 12 months (n=31).  Indeed, mean weight 

decreased in all participants that attended the education day and up to four subsequent 

follow-up appointments. Although not all changes were significant, trends were 

observed. Weight lost by participants in the programme was not affected by initial 

BMI or gender, suggesting the programme is suitable for male and female individuals 

with a BMI greater or equal to 25kg/m2. 

 

When the data was analysed according to specific time points (each three-monthly 

appointment), it showed the participants that attended their three- and twelve-month 

appointments experienced significant weight loss of 0.99 ± 2.7kg (n=46) and 2.46 ± 

5.1kg (n=25) respectively, compared with baseline. No significant increases in weight 

were recorded at any follow-up stage, implying that participation in the programme 

can assist in weight maintenance and prevention of further weight gain. 

 

The magnitude of weight loss achieved by participants in this programme was below 

the current national recommendations, which advise a 5-10% reduction in baseline 

weight with a maximum of 0.5 to 1kg weight loss per week (NICE, 2006),  or 

“modest weight loss” equating to 5-10kg per year (SIGN, 1996). Weight reduction of 

this magnitude in individuals with a BMI greater than 25kg/m2 has been shown to 

produce health benefits such as decreased blood lipid levels, blood pressure and blood 

glucose levels (in individuals with type 2 diabetes) (NIH, 1998; SIGN 1996) (Table 
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5.1). In this study, 14% of participants lost greater than 5% baseline weight while 

participating in the programme.  

 

Table 5.1: Benefits of 10kg weight loss (Adapted from SIGN, 1996). 

Lipids  fall of 10% total cholesterol 

fall of 15% LDL-C 

fall of 30% triglycerides 

increase of 8% HDL-C 

Blood pressure fall of 10 mmHg systolic BP 

fall of 20 mmHg diastolic BP 

Diabetes fall of 50% in fasting glucose 

Mortality  >20% fall in total mortality 

>30% fall in diabetes-related deaths 

>40% fall in obesity-related cancer deaths 

LDL-C: Low density lipoprotein cholesterol, HDL-C: High density lipoprotein 
cholesterol. 
 

Greater weight reductions than that observed in the present evaluation have been 

demonstrated in previous reviews. Avanell et al. (2004) reported mean weight loss of 

5.31kg (95% CI -5.86 to -4.77kg) over 12 months through diet alone. Diet and 

exercise was associated with a weight loss of 4.78kg (95% CI -5.41 to -4.16kg); while 

diet, behaviour therapy and exercise together compared with control was associated 

with an overall reduction in weight of 4.00kg (95% CI -4.47 to -3.54kg). Furthermore, 

US national guidelines state that a 10% weight reduction from baseline is achievable 

within six months for individuals in well-designed programmes (NIH, 1998). These 

findings were based on the results of several well controlled RCT’s, which often 

demonstrate greater weight loss than studies carried out in a real-practice setting due 

to differences in the study sample, study setting, intensity of the intervention and 

incentives employed.  
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RCT’s investigating weight change associated with lifestyle based interventions have 

reported weight reductions at 12 months of 6.8kg (-10.0 to -2.6kg; P=0.0001) 

(Hamman et al., 2006), 4.5 ± 5kg (Lindstrom et al., 2003) and 4.2 ± 5.1kg (95% CI -

1.8 to -3.6kg) (Tuomilehto et al., 2001), and 4.4kg (95% CI -4.8 to -3.9kg) at 6 

months (Stevens et al., 2001). These results equate to 4.7%-7.2% reductions in 

baseline body weight, which is within national guidelines (NICE, 2006; NIH, 1998, 

SIGN, 1996) and are 2-3 times greater than weight loss observed in the ‘Your Choice’ 

programme within a similar period.  In contrast to ‘Your Choice’, these studies were 

performed in large, multi centre research settings and applied stringent eligibility 

criteria and resource-intensive interventions, which limits the results to real-practice 

settings. When these methods are translated into real practice, without obvious patient 

incentives, the situation can very different, and results can be seen as disappointing 

compared to those observed in RCT’s.  Therefore, it is important to investigate the 

outcomes of smaller studies performed to assess effectiveness in real practise settings. 

 

It is often difficult to compare evaluations of weight management programmes due to 

heterogenecity between studies in terms of participants, interventions, outcomes and 

settings. This problem has also been identified when undertaking systematic reviews, 

and has contributed to the lack of evidence-based weight management strategies 

(Harvey et al., 2002). No programmes identical to the ‘Your Choice’ programme 

were reported in the literature, thus making direct comparison between interventions 

difficult. 
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Keppie & Lyon (1999) undertook a similar evaluation of a weight management 

service, which involved individual appointments with a dietitian. Mean weight loss 

was greater than that achieved in the ‘Your Choice’ programme. The authors reported 

weight loss of 2.5kg over an average episode of care of 36 weeks, with participants 

attending an average of five appointments (Keppie & Lyon, 1999). This equates to 

one appointment every seven weeks, whereas the ‘Your Choice’ programme offers an 

appointment every 12 weeks. Nineteen percent of participants lost greater than 5% 

baseline body weight, compared with 14% in the ‘Your Choice’ programme, while 

60% lost 0-5% baseline weight, compared with 48% in this evaluation. This could be 

due to the fact that a high proportion of participants in this study had not yet 

completed a defined episode of care, as only a median of two follow-up appointments 

were attended at the time of evaluation. Alternatively, it could be related to the greater 

number of appointments offered within the service. 

 

Read et al. (2004) reported weight reductions of 3.1kg (95% CI -2.4 to -3.7kg) in a 

three-month group intervention followed by no significant weight changes in the less 

intensive maintenance phase from months three to 12 (mean -0.45kg (-0.5 to 1.39kg) 

P=0.35). This suggests that over 12 months, weight loss exhibited by individuals in an 

intensive group programme is similar to that achieved through a less intensive one-to-

one approach. This has important implications on dietetic resources and costs. Ash et 

al. (2006) compared three dietitian-led weight management interventions in a tertiary 

hospital setting in Australia: six weekly group sessions (follow-up at week eight), 

eight weekly individual sessions, and control (nutrition resource booklet). This was 

followed by monthly sessions until six months with final follow-up at twelve months. 

At three months, mean weight loss was -1.9±0.5kg and -2.6±0.4kg in group and 
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individual sessions respectively (not significant), 4% of participants achieved 10% 

weight loss and 13% achieved between 5% and 10% (Ash et al., 2006). At 12 months, 

group and individual sessions showed weight loss of -2.9 ± 0.9kg (P=0.05) and -1.8 ± 

0.8kg (P=0.05) respectively, no significant difference was observed between the two 

settings.  These studies compare with the ‘Your Choice’ programme in that the mean 

weight loss achieved was also below current recommendations.  

 

The interventions described by Read et al. (2004) and Ash et al. (2006) included 

defined weight loss and maintenance phases, as recommended by SIGN guidelines 

(1996). The fact that participation in the ‘Your Choice’ programme until 12 months 

(attendance of three follow-ups) achieved similar weight loss that achieved by Ash et 

al. (2006) suggests that programme design may not affect weight loss over one year. 

Similarly, a recent systematic review of long-term weight loss reported no difference 

(P values not reported) in weight loss in studies with only an induction phase (-1.5 to 

-3.5kg) compared to studies with an induction and maintenance phase (-0.9 to -10.4 

kg), with weight loss usually being <5kg after two to three years (Douketis et al., 

2005). Therefore, the modest weight loss shown in the ‘Your Choice’ programme 

may not be due to the design, intensity or setting of the programme but additional 

factors not identified by this evaluation. 

 

There is a strong argument that prevention of further weight gain should be 

considered successful for weight management programmes. The normal course of 

weight gain in adults is represented in Figure 5.1, suggesting that even sustained 

weight can be considered a successful outcome. Body weight tends to increase 

gradually over time in most adults, and body fat accumulates until the 7th decade. 
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Therefore, in weight management interventions over 12 months, mean weights could 

potentially increase due to this “rising baseline” of weight over time (Heitmann & 

Garby, 1999). Indeed, US national guidelines state that the general goals of weight 

loss should be to prevent further weight gain, to reduce body weight and to maintain 

lower body weight in the long term (NIH, 1998).  

 

Riebe et al. (2003) investigated the effects of exercise alone without calorie restriction 

and concluded that CVD risk factors could be improved independent of weight loss, 

suggesting that interventions that include physical activity and improve dietary quality 

but result in no significant weight loss can lead to positive changes to CVD risk 

profiles. Some participants may not be able to achieve significant weight reduction, 

especially those with a history of weight-loss failure or those where weight loss is 

difficult. Therefore, an important goal is to prevent further weight gain that would 

exacerbate disease risk. Indeed, prevention of further weight gain can be an important 

step towards weight loss. In some cases, the emphasis on losing weight should be 

reduced, and development of positive lifestyle changes or improvement of other 

health outcomes encouraged to avoid the adverse effects of weight-loss failure 

(NHMRC, 2003). 

 

Although the magnitude of weight loss observed in this study was below 

recommendations, participants’ mean weight remained either unchanged or decreased 

(depending on the number of follow-up appointments attended). This implies that 

participation in the ‘Your Choice’ programme may assist in the maintenance of a 

constant weight and prevent further weight gain. A number of previous reviews 

(Harvey et al., 2001; O’Meara et al., 1998; Glenny et al., 1997) support the need for 
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regular monitoring for effective weight maintenance. The ‘Your Choice’ programme 

provides regular contact, but could also lead to escalating patient numbers and future 

cost implications for the PCT. 

 

Figure 5.1: Possible outcomes for weight loss programmes (Adapted from NHMRC, 

2003). 

 

 

5.3 Changes in other health parameters 

5.3.1. BMI 

BMI is a widely accepted measure of general adiposity in adults (NICE, 2006). 

Baseline BMI was 35kg/m2 in this study, which equates to Grade II obesity (WHO, 

1997). This is similar to baseline values of participants in other published studies (Ash 

et al, 2006; Bacon et al., 2002; Rapoport et al., 2000). Similar to weight outcomes in 

this evaluation, there was a trend (P=0.07) for BMI to decrease following attendance 

to the initial education day and the first follow-up appointment, while significant 
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reductions in BMI were observed in individuals that attended both two and three 

follow-up appointments respectively.  

 

Although BMI reductions were small (up to -0.79±1.7kg/m2), they were significant in 

terms of health. Morbidity risks increase from BMI’s of 25-30kg/m2 and increase 

more rapidly at BMI’s greater than 30kg/m2 (SIGN, 1996), therefore even small 

reductions can have health benefits.  Throughout the programme, 15% of participants 

reduced their BMI class, thus reducing adverse health risks, while 77% stayed within 

the same BMI category. Three individuals (4%) altered BMI classification from 

“obese” to “overweight”, and one further individual reached a “healthy weight” 

category (WHO, 1997). 

 

5.3.2 Body Fat 

Analysis of changes in body fat suggested that participation in the education day and 

subsequent follow-up appointments achieved no significant decrease in body fat 

percentage. Paradoxically, body fat significantly increased in participants that 

attended three follow up appointments, while body weight and BMI decreased. 

Analysis of changes in body fat were limited by missing data due to both the inability 

of the body fat measurement apparatus to record body fat percentage above 50%, and  

a number of occasions when the measurement apparatus was not functioning 

correctly. These results should be viewed with caution because individuals with 

baseline body fat above 50% or with baseline data missing were omitted from 

analysis.  
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Because obesity is defined as an excess accumulation of body fat, and it is the amount 

of excess fat that correlates with ill health, previous studies have argued that that 

greater attention should be paid to direct measurement of body fat rather than on 

surrogate measures (Prentice and Jebb, 2001). BMI does not distinguish fat mass from 

lean mass, leading to underestimation in older individuals and overestimation in those 

with a muscular build (Nevil et al., 2006). Another limitation is that BMI does not 

necessarily reflect differences in body-fat distribution due to different body 

proportions, and therefore may not describe the same degree of health risk associated 

with obesity in different ethnic populations (NHMRC, 2003). Using body fat 

percentage as a measurement of risk could potentially account for increasing body fat 

with aging when BMI remains constant and the causes of ethnic differences in BMI 

and percentage body fat correlations (Gallagher et al., 2000).  

 

Although percentage body fat can be a viable measure of overall body fatness, recent 

guidelines have regarded it as less predictive of disease outcomes than fat distribution 

(NHMRC, 2003). Evidence suggests that waist circumference shows a positive 

correlation with risk of disease when BMI is less than 35 kg/m2 and may be a 

sufficient measure of body fat distribution, as it has high predictive validity, less 

potential for error and is more cost-effective than other methods (Jannsen et al., 

2004). In view of the results of this study and current evidence, future assessment and 

monitoring strategies for the ‘Your Choice’ programme should involve measurement 

of waist circumference.  
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5.3.3 Blood Pressure 

Baseline systolic and diastolic blood pressure was 140.69 ± 20.8 and 82.28 ± 11.3 

respectively, classified as grade 1 (mild) hypertension (Williams et al., 2004). The 

prevalence of high blood pressure increases with BMI; 35.3% of US adults with BMI 

greater than 30kg/m2 have hypertension compared with 17.4% of individuals with a 

BMI less than 25kg/m2 (NIH, 1998). A 10 kg higher body weight is associated with a 

3mmHg higher systolic and 2.3mmHg higher diastolic blood pressure, which 

translates to an approximate 12% increased risk for CHD and 24% increased risk for 

stroke (NIH, 1998).  

 

Weight loss in obese individuals is associated with a decrease in blood pressure. A 

recent meta-analysis of 25 RCT’s to estimate this effect suggested that one kilogram 

of weight loss achieved reductions of -1.05 mmHg (95% CI, -1.43to -0.66) systolic 

and -0.92 mm Hg (95% CI, -1.28 to -0.55) diastolic blood pressure (Neter et al., 

2003). The Trials of Hypertension Prevention (TOHP) were large randomised 

controlled trials investigating the effects of non-pharmacologic interventions on 

preventing hypertension, and provide strong evidence that weight loss through 

lifestyle changes can result in lowered blood pressure (Stevens et al., 2001).  

 

In the ‘Your Choice’ programme, significant reductions were observed for systolic 

blood pressure in individuals that attended the education day and one to four follow-

up appointments, but diastolic blood pressure remained unchanged. These results are 

similar to previous evaluations of weight management programmes (Bacon et al., 

2002; Ash et al., 2006). Elevated blood pressure is a significant risk factor for 

cardiovascular disease. Although weight loss observed in this study was lower than 
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national recommendations, participants achieved reductions in systolic blood pressure 

that could reduce their cardiovascular risk, which is a positive outcome. A limitation 

of the study is that additional information such as anti-hypertensive medications, 

specific dietary content, salt intakes and physical activity were not measured. These 

factors can also affect blood pressure in addition to weight loss (Williams et al., 

2004).  

 

5.3.4 Heart rate 

Obesity and the cardiac autonomic nervous system are intrinsically related. Increased 

resting heart rate has been associated with increased all-cause and cardiovascular 

disease mortality in both the general population (Kannell et al., 1987) and individuals 

with hypertension (Gillman et al., 1993), yet measurement is often overlooked in 

clinical practice (Gillman et al., 1993). A 10% increase in body weight is associated 

with a decline in parasympathetic tone and a rise in heart rate. Conversely, heart rate 

decreases with weight reduction. It has been shown that 10% weight loss in severely 

obese patients (BMI ≥ 40.0kg/m2) is associated with significant improvement in 

autonomic nervous system cardiac modulation, which causes a decrease in heart rate 

(Poirier et al., 2003). 

 

Although participants in the ‘Your Choice’ programme lost weight, no significant 

changes in heart rate were observed.  This could be due to relatively small amount of 

weight loss achieved in comparison to previous studies, suggesting that as much as 

10% of initial weight must be lost before changes in heart rate are observed. Other 

explanations for the lack of significant results may be due to confounding factors such 
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as physical activity, medications, age and gender, which were not explored in this 

evaluation.  

 

5.4 Reported lifestyle changes 

The ‘Your Choice’ programme focuses primarily on healthy lifestyle changes. The 

results of this evaluation show that participants adhered to this ethos. Many 

participants reported making positive changes to their food choices and physical 

activity following the education day. This shows that the topics covered not only 

improve individual’s knowledge, but also motivate them to make positive, healthy 

changes. NICE Guidance (2006) recommends that weight management programmes 

should include behaviour change strategies to increase physical activity, improve 

eating behaviours and dietary quality and reduce energy intake. The nature of changes 

varies according to each individual’s nutritional and clinical priorities, prevalence of 

risk factors, and normal diet and lifestyle habits.  

 

5.4.1 Nutritional knowledge and food choices 

Over three quarters of participants that attended the education day reported that they 

had a better understanding of food groups, portion sizes, food labelling and healthy 

food choices. Ninety-three percent reported making changes to their diet following the 

education day. This is higher than figures reported in Read et al. (2004), where 70% 

of participants considered themselves successful or very successful at improving 

eating habits. Most participants made more than one dietary change, such as 

increasing fruit and vegetables, increasing fibre, using low fat dairy products and 

reducing portion sizes. Similarly, individuals attending individual weight management 

clinics reported successful changes including reducing portion sizes, fat, sugar, 
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snacks, fast food, ready meals and alcohol, and including breakfast and fruit (Jones et 

al., 2007). Similarly, participants in the intensive intervention group of the Diabetes 

Prevention study were more likely to report changes in dietary habits than those in the 

control group, which received general lifestyle advice at baseline only (Toumilehto et 

al., 2001; Table 5.2). 

 

Table 5.2: Self reported change in dietary habits from baseline to 12 months in 

lifestyle intervention and control groups in the Diabetes Prevention Study (Adapted 

from Toumilehto et al., 2001). 

 Intervention(n=253) % Control (n=247) % P 

Decreased dietary fat 87 70 0.001 

Changed quality of fat 70 39 0.001 

Increased fruit and veg 72 62 0.01 

Decreased dietary sugar 55 40 0.001 

 

These changes resulted in increased proportions of energy from carbohydrate, reduced 

proportions of energy from fat, and decreased absolute amounts of fat and energy 

(Table 5.3) (Lindstrom et al., 2003). This illustrates the positive effects of dietary 

advice focusing on qualitative changes, as recommended by The Eatwell Plate (FSA, 

2007) and NICE (2006) guidelines. 
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Table 5.3: Changes in nutrient intake from baseline to 12 months in the Diabetes 

Prevention Study (Adapted from Lindstrom et al., 2003) 

 Intervention Control P 

Energy (kcal/day) -247 ± 438 -108 ± 464 0.0001 

Carbohydrates 

% energy 

Total (g) 

 

3.3 ± 8.1 

-13 ± 52 

 

1.7 ± 7.3 

-4 ± 48 

 

0.0023 

0.0590 

Fat 

% energy 

Total (g) 

 

-3.4 ± 8.2 

-16 ± 25 

 

-2.1 ± 7.6 

-8 ± 28 

 

0.0002 

<0.0001 

 

5.4.2. Physical activity 

Weight loss through dieting alone can adversely affect both lean body mass and 

resting energy expenditure, which can be reduced by as much as 30%, thus slowing 

the rate of continued weight loss and preventing weight maintenance (Villanova et al., 

2006). Physical activity has been advocated as a key component in both weight loss 

and the prevention of weight regain (Rippe & Hess, 1998), with additional benefits 

including decreased blood pressure, increased blood lipid levels and increased insulin 

sensitivity (NIH, 1998).   

  

In this study, 70% of respondents reported increasing their level of physical activity 

following the education day, while similar evaluations have reported 50% of 

participants rating themselves as being very successful at increasing physical activity 

(Read et al., 2004).  NICE guidelines recommend increasing physical activity by 

including more activity in daily life, such as walking to work or taking the stairs, 

reducing sedentary activities and increasing planned activities such as walking, 

cycling and swimming (NICE, 2006). In this evaluation, the most popular reported 
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activities were walking, going to the gym, swimming and exercising at home, similar 

to previous studies. In a qualitative evaluation by Jones et al. (2007), participants 

reported feeling exercise was central to successful weight loss. Walking, gardening, 

housework, cycling, swimming, going to the gym and golf were cited as main 

activities (Jones et al. 2007). Although individuals reported their levels of physical 

activity increased, the questionnaire did not address the intensity or duration of 

physical activity.  

 

In the DPS, physical activity levels were assessed more quantitatively. The aim of the 

lifestyle intervention group was to achieve at least 30 minutes of physical activity per 

day. Thirty-six percent of participants in the intervention group reported increased 

exercise in the first year of the intervention, compared with 16% of controls 

(P=0.001) (Tuomilehto et al., 2001). This resulted in increased moderate to vigorous 

physical activity in the intervention group (49 minutes, range -41 to 140) compared 

with the control group (14 minutes, range -47 to 90) (P=0.01), while total physical 

activity remained the same (P=0.90) (Lindstrom et al., 2003).  

 

The small changes in weight observed in this evaluation could have been due to 

participants not achieving the recommended amount of moderate intensity physical 

activity per week. Similar observations have been observed in the DPS, where total 

physical activity increased by 16 minutes (range -126 to 115 minutes), considerably 

lower than the recommended 30 minutes per day (Lindstrom et al., 2003). In this 

study, responders to the questionnaire had a mean age of 62 and were obese, which 

may limit the increase of physical activity. The lack of physical activity could also be 

related to other co-morbidities associated with obesity, such as reduced mobility, poor 
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body image, cardiovascular or respiratory problems. These barriers could potentially 

be overcome by joining the SMILE exercise scheme, which could advise on suitable 

activities such as arm-chair exercises; about half of respondents joined this group as a 

result of the ‘Your Choice’ programme. 

 

5.5 Participant satisfaction 

Assessing participant views of the programme can identify factors that promote or 

impede weight loss success and therefore contribute to service development and 

improvement. While most previous studies identified in the literature focused on 

weight change outcomes, only a few have examined the effectiveness of interventions 

from the participant’s perspective (Jones et al., 2007; Read et al., 2004; Rapoport et 

al., 2000; Keppie and Lyon, 1999). It is important to note that the results of this 

should be interpreted with caution as they reflect about half of the participants (56%) 

that attended the ‘Your Choice’ education day, therefore representing a potentially 

biased group.  

 

Jones et al. (2007) undertook a qualitative study to address patient views of a weight 

management clinic.  This study differs from the present evaluation and others in the 

literature as it did not involve a questionnaire, but used open-ended questioning based 

on an interview schedule that addressed dieting history, satisfaction with advice, 

changes made, barriers to change, and the impact of lifestyle change on patients’ 

lives. Despite the questioning style used in the present study, similar themes were 

identified between both studies, such as level of satisfaction and reasons for attrition. 
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Research has shown that satisfied patients are more likely to follow treatment 

instructions and medical advice, probably because they are more likely to believe that 

treatment will be effective (Hardy et al., 1996). This evaluation showed that 

respondents of the questionnaire were mostly satisfied with the ‘Your Choice’ 

programme in terms of staff, location, waiting list, setting and health checks. 

Suggestions for improvements focussed on logistical aspects of the programme, such 

as location, times and organisation of the education day. NICE guidance (2006) has 

highlighted the importance of all primary care interventions ensuring that mode of 

delivery, setting and partnerships are client centred. It is through evaluations such as 

this that we are able to identify the participant requests in order to tailor interventions 

accordingly.  

 

Ninety-five percent of respondents were satisfied with the education day overall, this 

is similar to responses obtained in previous evaluations (Jones et al., 2007; Read et 

al., 2004). This could be due to the programme being delivered in a group based 

community setting, avoiding the need for participants to attend hospital clinics, with 

advice tailored to local population and shopping and leisure facilities. The high level 

of satisfaction could have contributed to the observed weight loss in 62% of 

participants; conversely, it could represent the views of a potentially biased group. 

 

Weight loss and maintenance is associated with an internal motivation to lose weight, 

social support, better coping strategies, self-efficacy and overall more psychological 

strength and stability (Linde et al., 2006; Elfhag & Rössner, 2005). Self-reported 

motivators to lose weight include improved quality of life, education about the risks 

of obesity, regular monitoring by an “important other” (i.e. dietitian) and education on 
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diet and exercise (Jones et al., 2007). Self-efficacy refers to people's belief in their 

capability to organize and execute the course of action required to deal with 

prospective situations (Bandurs, 1977) and has been shown to be a causal mechanism 

in a wide range of health behaviours including weight control, exercise and nutrition 

(Maibach and Murphy, 1995). It plays an influential role in health behaviour changes 

because people tend to avoid tasks they feel exceed their capabilities, and pursue 

those they feel able to perform (Maibach and Murphy, 1995). In this evaluation, most 

respondents reported that they felt both better equipped and more confident in 

controlling their weight following the education day.  

A majority of participants viewed monitoring their health parameters was helpful; the 

positive changes observed appeared to be motivational and are easily incorporated 

into weight management interventions. This is similar to other evaluations in which 

100% of patients found learning about their blood tests and clinical measurements 

either helpful or very helpful (Read et al., 2004).  

 

Most participants provided positive and negative aspects of the education day. 

Aspects for improvement of the programme related to providing more information on 

healthy diet and lifestyle (28%) and more frequent follow-up sessions (21%). Despite 

this, 78% of individuals that attended follow-up appointments reported the time 

between follow-up appointments was “just right”. In a similar participant evaluation 

questionnaire, the reported usefulness of sessions decreased from 98% when sessions 

were 2 weeks apart, to 23% when sessions were three months apart (Read et al., 

2004).  
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The intensity of a programme is economically important, because high intensity 

programmes cost more in terms of time and dietetic resources. Group programmes in 

a real-practice setting are likely to be more cost effective than standard individual 

dietetic assessment, as group programmes can manage more patients over time 

compared with individual interventions. Studies have demonstrated that both methods 

can achieve similar outcomes (Ash et al, 2006; Melin et al., 2003). It could therefore 

be argued that the initial intensity of the programme may not affect weight change or 

weight maintenance over one year and continued therapist contact and support is more 

important (Jones et al., 2007).  The ‘Your Choice’ programme is of lower intensity 

than most weight management programmes reported in the literature, with individual 

follow-up every three months. Higher intensity programmes offer more regular 

contact, and may achieve better weight loss outcomes but they are costly in terms of 

time and resources. This is an important factor to consider when designing 

programmes in primary care NHS settings where finances and funding are often 

limited. The structure of the ‘Your Choice’ programme allows for participants to be 

seen more often and for a longer period compared with standard dietetic practice, 

enabling more thorough education, support and encouragement. The ‘Your Choice’ 

programme can accommodate 120 to 144 participants annually when the education 

days are run on a monthly basis, thereby allowing a large proportion of individuals 

within South Manchester PCT to access an effective weight management service. This 

provides a realistic, cost-efficient alternative to standard individual dietetic practice.  

 

Forty-seven percent of those that did attend follow-up appointments reported that they 

preferred an individual setting for follow-up appointments. It has been shown in a 

small study that group treatments produce greater weight loss than individual weight 
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loss programmes, even among individuals that express a preference for individual 

treatment (Renijian et al., 2001), while a recent systematic review concluded their 

was insufficient evidence to conclude that individual therapy was more beneficial to 

group therapy (Avanell et al., 2004).  

 

5.6 Follow-up  

It was difficult to assess follow-up compliance due to the on-going nature of the 

programme at the time of evaluation. Three quarters of respondents reported attending 

at least one follow-up appointment. Fifty-six percent of those that had not attended at 

least one follow-up appointment had attended the education in the past three months 

and had not yet received their first appointment, thereby skewing the results.  

 

This evaluation showed an overall attrition rate of 41%, which is an over-estimation 

as it includes those that had not yet received their first follow-up appointment. Lower 

age and lower systolic blood pressure were identified as possible predictors for 

dropout. This could be related to the fact that older people have more free time to 

attend follow-up appointments during working hours compared with younger 

individuals that are working full-time. A high dropout rate is common in weight 

management programmes, and can limit their success. Attrition rates are not easily 

comparable between weight management programmes as they can be defined 

differently between interventions. In a systematic review of long-term weight loss 

studies in obese adults, losses to follow-up in identified studies were reported as 30%-

60% over one to four years (Douketis et al., 2005).  
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The attrition rate in this study is similar to more intensive programmes that report 

attrition rates of 40% within the first three months (Read et al., 2004), and 57% in 4.5 

weeks (Garaulet et al., 1999). An RCT evaluating group and individual dietetic 

intervention with control (provision of a booklet) showed the highest drop out in the 

group receiving the booklet (63%), while 17% and 28% of the individual and group 

participants respectively dropped out of the programme by 12 months (Ash et al., 

2006). In previous studies, common reasons for drop out were cited as vacations, 

expectations of faster or “fad” diets and social reasons (Garaulet et al., 1999), 

inconvenient timing of sessions, work commitments and childcare problems (Read et 

al., 2004). 

 

Identifying client factors that predict dropout is critical for the future development of 

effective weight-loss programmes. In this evaluation, reasons for not attending any 

follow-up appointments, missing some appointments and dropping out of the 

programme were explored. Twenty five percent of responders reported not attending 

any follow-up appointments, the main reasons were that they had not yet reviewed 

their first appointment (n=9) and inconvenient times. Reasons for missing some 

appointments were similar: inconvenient time or location, or forgetting the 

appointment. Two people reported missing appointments because they had not met 

their goals. Only ten (16%) responders to the questionnaire reported reasons for 

dropping out of the programme. These included changes in personal circumstances, 

illness, holidays and not ready to make changes. These results reflect the importance 

of weight management programmes in meeting the needs of participants.  
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5.7 Limitations 

5.7.1 Study design 

A limitation of this evaluation is the retrospective design. A prospective study design 

was not possible as the programme was already underway when the study was 

proposed. Following participants up prospectively is a lengthy process and the 

timeframe of data collection was approximately three to four months. To meet this 

timeframe it was necessary for the study to be retrospective, however such studies are 

susceptible to bias and confounding. Because there was insufficient data available for 

those that did not participate in the ‘Your Choice’ programme to include as control 

group for comparison, and the sample used was a “snapshot” of a population in South 

Manchester PCT, the results can only be generalised to this population at the time of 

evaluation.  

 

This study did not involve a random sample of the population, but a convenience 

sample of patients that were already enrolled on the programme, and is therefore 

susceptible to sampling error. This affects the generalisability of the results to a wider 

population. Those that chose to participate in the weight management programme 

may have been more motivated to lose weight than those that did not take part (i.e. did 

not attend the education day). 

 

Selection bias may have occured because individuals that responded to the 

questionnaire or attended follow-up appointments may have had different 

characteristics to those that did not, for example a higher motivational level or greater 

interest in health. In this case, responders to the questionnaire attended significantly 
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more follow-up appointments, therefore may have a more positive and informed 

opinion of the programme than non-responders.  

 

5.7.2 Data Collection 

The use of retrospective clinical data collection meant that some data were missing 

and therefore it was not possible to analyse data for all participants. Measurement bias 

was introduced because the researcher had no control over data collection, as it had 

previously been collected. 

 

A limitation of the study is that the reliability of the measurements was likely to be 

affected by different observers taking the measurements. When the same instrument is 

not used consistently, the reliability is reduced. As this was a real practice evaluation, 

it cannot be guaranteed that measuring devices were routinely calibrated, which will 

affect precision. In addition, all instruments have internal reliability and validity, 

which must be accounted for.  

 

The self-completed questionnaire may be susceptible to recall bias because responders 

were required to answer questions retrospectively. Length of participation in the 

programme differed between responders; therefore, memory of attendance to the 

education day may be clearer for those that attended more recently. Participants may 

give answers that they feel are socially acceptable or expected by the investigator, 

rather than the true responses. Another limitation was the reliance on self-reported 

data to assess dietary changes and physical activity, as obese individuals tend to 

under-report dietary intake and over-report physical activity levels (Braam et al., 

1998). However, the improvements observed in weight, BMI and systolic blood 
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pressure support the reported changes. There could also have been misunderstanding 

of questions, which would result in random errors. These factors were considered 

when designing the questionnaire, the pilot study aimed to identify and minimise 

potential biases.  

 

5.7.3 Confounding factors 

The results of the study may be influenced by extraneous variables, which can 

confound the results and thereby threaten the internal validity of the study. 

Participants in the weight management programme may be more motivated to lose 

weight; therefore, it was their motivation, rather than the programme itself that caused 

weight change. Other examples of confounding include “readiness to change”, family 

support, length of time with the condition and influences from the media. Medical 

condition, mobility and medications can also influence weight changes, a limitation of 

this evaluation is that details of these were not measured in the evaluation and 

therefore it is difficult account for their effects on study outcomes. 

 

5.7.4 Outcome measures 

The small sample size of this evaluation made it difficult to show significant changes 

at some follow-up stages, although trends were observed. In addition, the weight 

change outcomes are difficult to compare with other studies because interventions and 

episodes of care vary greatly between studies. The lack of sufficient follow-up data 

beyond one year is also a limitation. Weight regain is often undetected in short-term 

studies because it occurs slowly in over 80% of people who lose weight (Douketis et 

al., 2005). Longer-term follow-up studies suggest that patients can maintain 60-70% 

weight loss for one year post intervention, but this is followed by a gradual return to 
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previous weight within five years (Wadden, 1993). In addition, this evaluation did not 

measure other clinical outcomes such as blood lipids, glucose or exercise tolerance 

therefore no conclusions can be made on the effects of participation in the programme 

on these parameters.  

 

5.8 Recommendations 

A number of recommendations to improve the effectiveness of the ‘Your Choice’ 

programme and other future weight management arose as a result of this study. 

 

5.8.1 Weight loss approaches 

This study did not include quantitative measurements of diet and activity. Weight loss 

depends on reducing energy intake while increasing energy expenditure. The study 

relied on reported changes, however under-reporting negative behaviours is common 

in overweight individuals (Braam et al., 1998). In order to identify possible reasons 

for the observed lack of sufficient weight loss, monitoring of diet and exercise could 

be employed. This could be achieved through diaries that participants keep 

themselves or share with the dietitian. Other techniques include 24-hour recall or food 

and activity frequency questionnaires at defined intervals throughout the programme. 

Self-monitoring can help individuals become more aware of unhealthy behaviours and 

can help promote lifestyle change.  

 

Other techniques could involve more individualised dietary prescriptions. At present, 

the ‘Your Choice’ programme focuses on empowering individuals with the 

knowledge of nutrition and physical activity and providing support in achieving their 

own personal goals to achieve 5-10% weight loss. Participants that fail to achieve 
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weight loss may benefit from more prescriptive dietary advice. Indeed, one individual 

suggested provision of a “diet programme to follow three suggested meals and healthy 

snacks” would help improve the programme, while another requested “a diet sheet to 

jump start weight loss”. Leslie et al. (2002) investigated two popular weight 

management strategies, an individualised 600kcal deficit and generalised 1500kcal 

energy prescription. The authors concluded that while the individualised 600 kcal 

deficit approach was no more effective in terms of weight loss than the 1500 kcal 

generalised approach, the energy deficit approach might be considered preferable, as 

compliance was better with a less demanding prescription (Leslie et al., 2002).  

 

Lifestyle programmes are recommended as first line weight management options, and 

can be used adjunct to other therapies. Weight loss should be monitored closely 

throughout the ‘Your Choice’ programme and pharmacotherapy should be considered 

in individuals that have not reached their target weight or weight loss has stopped 

while still taking part in the programme (NICE, 2006).  

 

5.8.2 Accessibility of services 

While the programme was positively received by most participants, suggestions for 

improvement were highlighted. The education day and follow-up sessions are 

currently run during traditional working hours, posing a barrier for individuals that 

work full-time. An increase in the number of dietitians, increased flexibility of 

working hours, or training of other health professionals would help improve 

accessibility to the service and potentially include more individuals in the programme. 

For example, running sessions in the evenings or weekends or providing child-care 
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facilities would help meet the needs of some participants. Inevitability, this would 

have staffing and cost implications.  

 

 A number of comments were related to the structure of the programme. Individuals 

suggested more frequent follow-up and provision of refresher group sessions, exercise 

and self-help groups. Support during both weight loss and maintenance is vital for 

success, however increased patient contact time is associated with increased costs. 

Social relationships are also important in changing behaviour, and participants 

highlighted the value of meeting other in the same situation and enjoying group 

support. Inclusion of other primary care agencies such as SMILE, local community 

and sports centres can also promote exercise to individuals and possibly provide a 

price subsidiary or other incentives to participants. These schemes should be both 

accessible and acceptable to participants, who may have not exercised or visited a 

leisure centre for some years. In addition, individuals could be encouraged to form 

their own social groups for peer support, or include partners, friends and family. A 

recent addition to the programme (not in place at the time of evaluation) is the 

provision of drop-in follow-up sessions. These have the advantage of providing 

additional support to the participants who fell they need it, thus improving patient 

choice. Support could also be provided via telephone, text messaging or email. 

Partnerships with commercial slimming organisations in the local community could 

also be useful to provide long term support (NICE, 2006). 

 

5.8.3 Attrition 

Future programmes could include prospective identification of psychosocial and 

behavioral variables such as dieting history, dietary intake, exercise self-efficacy and 
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quality of life, which may be useful as predictors of success and attrition in weight 

management programmes. These factors could be used in assessing readiness to 

change in order to improve to low success and completion rates. Alternatively, those 

that dropped out of the programme could be requested to complete a “drop-out 

questionnaire” to identify reasons for attrition. 

 

5.8.4 Future Research 

Future evaluations of the ‘Your Choice’ Programme should be longer term (greater 

than 12 months), include a larger sample size and assess defined rather than 

incomplete episodes of care.  For comparison, a control group should be included. 

This could comprise of individuals on a waiting list for the programme or those that 

chose not to participate in the programme. Quantitative assessment of changes to diet 

and physical activity, as well as use of validated questionnaires to assess general 

health, self-efficacy and quality of life would provide more reliable and valid 

measurement of outcomes. Additional measurements such as waist circumference, 

blood lipids and glycaemic control could also be included in future evaluations to 

assess improvements in risk factors. 

 

5.9 Conclusions 

This evaluation provided important information on the both the outcomes and patient 

perception of this service. The evidence presented from this evaluation supports that 

hypothesis that attending in the education day and two or three subsequent follow-up 

appointments results in significant weight reduction. It is important to note however, 

that the amount of weight lost is considerably lower than the recommended 5-10% 

required to reduce the risk of obesity-related health problems.  
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The fact that weight loss was not within recommendations does raise a question over 

the efficacy of this programme. Limitations of this study include the short duration 

and small sample size, and future evaluations could possibly produce stronger 

evidence for weight loss. When the increasing prevalence of obesity and the modern 

“obesogenic environment” (Foresight, 2007) is accounted for, the outcomes of this 

evaluation could be viewed as very positive. Overall, participants maintained or lost 

weight, they improved their diets and activity levels and they were satisfied with the 

service they received. Participation in the programme also led to favourable changes 

in BMI and systolic blood pressure, which have additional health benefits for 

individuals. The results of this evaluation could lead to further service development to 

improve the effectiveness and increase the magnitude of weight loss. Current NICE 

guidance (2006) recommends that lifestyle based programmes should be used as both 

a first line and adjunct to other weight loss interventions, therefore the ‘Your Choice’ 

programme has a vital role within the overall obesity strategy of South Manchester 

PCT.  

 

One of the main strengths of this study is that it was conducted in a real-practice 

setting and reflects normal clinical practice, unlike other large RCT’s. Minimal 

inclusion and exclusion criteria were applied, no incentives were provided and the 

interventions were provided by dietitians within normal working environments. The 

relatively low-intensity structure of the programme would be realistic to implement 

on a large-scale basis in other community settings, and economically effective in 

terms of time and resources, suggesting the suitability of ‘Your Choice’ programme to 

other community settings within the UK.  
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This study adds to the current evidence for weight management programmes, but 

further long-term research in the UK is required in order to improve the therapeutic 

management of this very prevalent, chronic condition and make treatment in primary 

care practicable, effective and sustainable. 




