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Abstract
Background Psychological and behavioral characteristics
that predict success or failure with weight-loss treatments
are poorly understood.
Purpose The purpose of this study was to assess whether
social cognitive theory-based factors discriminate between
women who are successful and unsuccessful at weight loss.
Method Obese women (BMI = 30 to 45 kg/m2) who
participated in a treatment of behavioral exercise support
counseling and nutrition education were divided into
quartiles based on percentage of body weight lost over
6 months. Factors based on social cognitive theory, both at
baseline and change over 6 months, and exercise attendance
were used to discriminate between the successful (highest
quartile, Mchange in body weight =−9.3%; n=40) and unsuccessful (lowest quartile, Mchange in body weight =1.9%; n=37)
groups.
Results Stepwise discriminant analyses indicated that body
satisfaction and tension (anxiety) scores at baseline, and
changes over 6 months in self-regulatory efficacy and body
satisfaction, made significant contributions to predicting
group membership (64% and 69% of cases were correctly
classified, respectively). Attendance percentage of exercise
sessions was significantly greater for the successful weightloss group, and when added as a predictor, changes in self-
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regulatory efficacy and attendance made a significant
contribution to predicting group membership (81% of cases
were correctly classified).
Conclusion Further research may enable psychological determinants to better guide weight loss theory and treatments.
Keywords Exercise . Weight loss . Social cognitive .
Behavioral . Self-efficacy . Physical activity

Introduction
In the USA, approximately two thirds of the adult
population is now either overweight (body mass index
(BMI)=25.0 to 29.9 kg/m2) or obese (BMI≥30.0 kg/m2)
[1]. The World Health Organization [2] has deemed the
increasing prevalence of overweight and obesity an
international problem. In the USA, more women (33.4%)
than men (27.5%) are obese. At any given time, approximately 44% are attempting to lose weight—mostly by
trying to eat less [3]. Restricting caloric intake (dieting) for
weight loss, however, has overwhelmingly been ineffective
[4, 5].
Although there has been preliminary research on the
psychological and behavioral factors that predict success or
failure with weight loss, findings have not been incorporated into a comprehensive model. For example, in
retrospective research, it appeared that weight-loss failure
was associated with dichotomous thinking, perception of
weight-loss barriers, evaluation of self-worth through body
shape, and use of eating to regulate mood [4, 6]; success
was associated with intrinsic motivation, a positive appraisal of physical outcomes, self-efficacy, and the use of selfmanagement strategies to overcome barriers [7, 8]. The
moderating effects of psychological variables on treat-

Int. J. Behav. Med. (2010) 17:168–175

ments’ association with weight loss have, however,
remained understudied. This is probably because research
goals have been limited to generating hypotheses for further
investigation [9]. In practice, many treatments still emphasize information in desirable nutrition practices without
accounting for cognitive–behavioral factors that may well
predict success or failure with requisite behavioral changes.
In addition to psychological factors, physical activity is a
robust correlate of weight loss [10, 11]. Although physical
activity may have benefits for weight loss well beyond just
the energy expended [12], many behavioral weight-loss
treatments have deferred initiating an exercise program
because of fears that it may overwhelm limited selfmanagement abilities, already being tested by a restrictive
diet. Regimens of regular physical activity have been hard
to adhere to. This is exemplified by research suggesting that
half to two thirds of those initiating exercise programs will
drop out within 3 to 6 months [13, 14], and only about 3%
of American women get the suggested minimum amount of
physical activity [15]. Although mechanisms of the physical activity–weight loss relationship remain unclear, an
adaptation of social cognitive and self-efficacy theory [16,
17] posited that participation in an exercise program would
improve mood, body image, self-efficacy, self-esteem, and
coping and, thus, increases behaviors associated with
weight loss [18].
A recent behavioral treatment incorporated previous
findings on the psychological characteristics of success/
failure with weight loss, tenets of social cognitive and selfefficacy theory, propositions made by Baker and Brownell
[18], and exercise adherence intervention research to
support physical activity and weight loss through improvements in self-efficacy, satisfaction with one’s body, and
mood [19, 20]. For example, the self-efficacy components
of task self-efficacy (i.e., perceived physical capabilities)
and self-regulatory efficacy (i.e., perceived self-management
capabilities) [21] were addressed by inducing participants to
feel an increased sense of competence about their physical
abilities and teaching them self-management and selfregulatory skills (e.g., goal setting, cognitive restructuring,
stimulus control) so that they feel competent at countering
common barriers (e.g., time, discomfort). Improvements in
body satisfaction were attempted through a focus on
incremental process goals (e.g., progressively increasing
time and intensity of exercise) over simple physiological
measurements (e.g., body weight, circumference measurements) that may be disappointingly slow and discouraging.
Research showed that when manageable short-term goals
were established, attained, and acknowledged, feelings of
competence and mastery were associated with an increased
satisfaction with one’s body—even when physiological
improvements were minimal [22]. Mood improvements
such as a reduction in anxiety and depression and increased
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energy were thought to be a function of simply completing
some regular exercise. Most reviews suggested that improved mood, which is quite reliable for new exercisers, has
little association with physical activity amounts [23, 24].
Improvements in mood were, thus, highlighted to maximize
its reinforcement value for participants. As recommended,
after treatment effects on weight loss were determined,
findings were decomposed to determine the impact of
theory-based factors [25, 26].
The present research was intended to extend previous
findings and use theoretically based psychological factors
to discriminate between successful and unsuccessful participants in a behavioral weight-loss treatment incorporating
physical activity at its outset. The psychological factors of
self-efficacy, body satisfaction, and mood were suggested
to be both directly associated with weight loss and
indirectly associated through proposed paths that related
the psychological changes and exercise, and exercise with
weight loss [12, 20]. The comparative strengths of these
two conceptual approaches for predicting weight-loss
success or failure were unclear; thus, both were tested.
Moreover, psychological variables at treatment initiation,
along with changes in the variables over the course of
treatment, appeared important to account for when predicting weight-loss success or failure. Thus, psychological
factors at treatment initiation, along with their responses to
the dynamic process of weight loss during treatment, were
assessed. It was expected that higher amounts of selfefficacy, body satisfaction, and mood at baseline, and
greater improvement on those factors over the duration of
the treatment, would be associated with membership in the
successful weight-loss group and vice versa. Additionally, it
was thought that exercise session attendance would
strengthen the percentage of participants correctly classified
into successful and unsuccessful weight-loss groups. Although theory and previous research have given some
useful direction to behavioral weight loss intervention,
findings still suggest that individual responses to treatment
are highly variable, and there remains a minimal understanding of factors and processes predictive of success or
failure with weight loss. It is hoped that findings will
facilitate a better understanding of how social cognitive
theory factors and physical activity predict success or
failure within a behavioral weight-loss treatment.

Method
Participants
Participants were derived from a pool of 148 obese women
(BMI=30 to 45 kg/m2) who responded to advertisements in
the local print media and voluntarily participated in a 6-
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month supported exercise and nutrition education treatment
for weight loss. Along with the above BMI range, inclusion
criteria were (a) age of 21 to 65 years, (b) no regular
exercise within the previous year, and (c) reporting a goal
of weight loss. Exclusion criteria were (a) inadequate
physical condition for exercise, (b) being, or planning to
soon become, pregnant, (c) taking medications for weight
loss, and (d) previous surgery for weight loss. Informed
consent was required in writing, along with written
permission to participate from a physician. Appropriate
institutional review board approval was received.
Individuals were designated as being in either the
successful weight-loss group or the unsuccessful weightloss group by assessing their percentage of change in body
weight over 6 months and by partitioning into quartiles.
The successful weight-loss group (quartile with the greatest
weight loss; n=40) had a mean of 9.3% weight loss (SD=
4.6) or a mean loss of 9.3 kg (SD=4.8). The unsuccessful
weight-loss group (quartile with the least weight loss, or
with weight gain; n=37) had a mean of 1.9% weight gain
(SD=2.1) or a gain of 1.8 kg (SD=1.9). Uneven group
sizes are due to ties on weight change percentages. Overall,
participants’ mean age was 44.2 years (SD=9.2), and
ethnicities were 52% White, 41% African American, and
7% of other ethnic groups. Baseline physiological factor
scores are given in Table 1. Participants were predominantly in the lower–middle and middle classes.
Measures
Self-efficacy Consistent with previous research [19], the
two dimensions of self-efficacy (i.e., self-regulatory efficacy and task self-efficacy) [17, 21] were separately measured. The Exercise Self-Efficacy Scale (ESE; [27]) was
used to measure self-regulatory efficacy or confidence in
using internal psychological resources to overcome barriers
to completing exercise. The ESE required responses to five
items which began with the stem, “I am confident I can
participate in regular exercise when:” (e.g., “I feel I don’t
have the time”), ranging from 1 (Not at all confident) to 7
Table 1 Descriptive statistics of
age and physiological factors at
baseline, by group
Age (years)
Body fat percentage
Waist circumference (cm)
Resting heart rate (beats/min)
Blood pressure—systolic (mmHg)
Blood pressure—diastolic (mmHg)
Body mass index (BMI; kg/m2)

(Very confident). Internal consistencies were .82 and .76,
and test–retest reliability over 2 weeks was .90 [28].
The Physical Self-Concept Scale (PSC) of the Tennessee
Self-Concept Scale [29] measured task self-efficacy or
feelings of adequacy regarding the physical self. PSC
required responses to 14 items (e.g., “I have a healthy
body,” “I am neither too fat nor too thin) ranging from 1
(Always false) to 5 (Always true). The internal consistency
was .83, and test–retest reliability over 1 to 2 weeks was .79
[29]. Significant correlations with the Psychasthenia scale
of the Minnesota Multiphasic Personality Inventory
(MMPI), Body Shape Questionnaire, and Nash Body Image
Scale suggested concurrent validity in women [29, 30].
Body satisfaction The Body Areas Satisfaction Scale
(BAS) of the Multidimensional Body-Self Relations Questionnaire [31] evaluated satisfaction with areas of one’s
body (e.g., lower torso (buttocks, hips, thighs, legs),
weight). The BAS required responses to five items ranging
from 1 (Very dissatisfied) to 5 (Very satisfied). Internal
consistency for women was .73, and test–retest reliability
was .74 [31].
Mood Total Mood Disturbance (TMD) is an aggregate
measure of mood derived from the six subscales of the
Profile of Mood States-Short Form [32]. Respondents rate
feelings over the past week on 30 items ranging from 0
(Not at all) to 4 (Extremely). Internal consistency for the
Tension (T), Depression (D), Fatigue, Confusion, Anger,
and Vigor subscales ranged from .84 to .95, and test–retest
reliability at 3 weeks averaged .69 [32]. The factor structure
demonstrated consistency, and concurrent validity was
suggested through contrasts with measures such as the
Beck Depression Inventory, Manifest Anxiety Scale, and
MMPI ([32], pp. 13–15).
Exercise Session Attendance Exercise session attendance
was the ratio of sessions attended divided by the “ideal”
number or 72 (three sessions assigned per week ×
24 weeks), expressed as a percentage. Exercise sessions

Successful weight loss (n=40)

Unsuccessful weight loss (n=37)

M

SD

M

SD

45.9
37.6
107.5
79.7
135.9
81.6
37.8

8.7
4.4
11.5
11.5
17.9
10.3
4.8

42.4
37.2
104.1
82.4
131.5
84.6
35.7

9.4
3.5
10.4
10.1
16.9
11.6
4.3
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completed were recorded electronically through a system
that was suggested to be valid through strong significant
correlations (r=.42 to .55) with changes in measures of
cardiorespiratory function (e.g., VO2 max, blood pressure,
resting heart rate) [22].
Physiological Factors A stadiometer and a recently calibrated digital scale were used to measure BMI (kg/m2). A
tape measure was used to measure waist circumference
(cm). Body fat percentage was assessed using skinfold
calipers at three sites (abdomen, ilium, and triceps) and
applying the Jackson–Pollock equation [33]. Resting heart
rate (beats/min) was assessed after a minimum of 5 min
rest. An aneroid sphygmomanometer with attached stethoscope was used to measure systolic and diastolic blood
pressure in mmHg. Measurements were each taken at a
similar time of day by the same technician.
Change scores were calculated by subtracting the
baseline score from the score at week 24.

Procedure
Participants were given access to YMCA wellness centers,
along with enrollment in an exercise support protocol based
on social cognitive theory [13] and a group nutrition
education program [34]. The exercise support protocol
consisted of a sequence of six 1-h meetings with a trained
wellness leader, spaced across 6 months. These one-on-one
meetings included an orientation to available exercise
apparatus and administration of an array of methods
intended to support the maintenance of exercise. Goal
setting and progress feedback and other cognitive–behavioral methods such as contracting, stimulus control,
cognitive restructuring, and dissociation from exerciseinduced discomfort were presented. The exercise support
protocol used has been associated with significant improvements in exercise adherence when contrasted with typical
wellness center processes [13, 35].
Although specific modalities used in exercise plans (e.g.,
type of cardiovascular machines, incorporation of outdoor
walking/running) were based on each participant’s preference, three exercise sessions per week were uniformly
assigned. The cardiovascular exercise progressed from a
minimum of 20 min to a maximum of 30 min per session at a
rate of perceived exertion of 13 to 14 (estimated 60% to 70%
VO2 max) [36]. Exercise sessions could be completed both
inside and outside of the available exercise facilities.
Computerized kiosks provided within wellness centers and
the Internet were used to record completed exercise. Graphic
summaries of completed exercise were always available.
The nutrition education program consisted of six 1-h
nutrition information sessions over the initial 3 months. They
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were led by a registered dietitian in a group format of
approximately 15 participants based on a standardized format
supported by a workbook [34]. Examples of program
components were: (a) understanding calories, carbohydrates,
protein, and fats; (b) using the food pyramid for number of
servings and portion sizes; (c) developing a plan for snacking;
and (d) menu planning.
Testing of the physiological and psychological factors
was conducted in a private area at baseline and at week 24.
Data Analysis
Because this investigation was preliminary, several combinations of psychological factors were tested to accommodate variants of social cognitive theory. Within the
adaptation of social cognitive theory of Baker and Brownell
[18] that focused on the relationship of physical activity,
psychological factors, and weight loss, a number of these
variants were exemplified. For example, it was not known
whether overall mood or tension and depression, specifically, should be included along with self-efficacy and body
satisfaction factors as possible discriminators of success/
failure with weight loss. In addition, it was not clear
whether exercise session attendance should be treated as an
additional discriminator or be considered as a possible
outcome of the psychological factors tested, which would
necessitate its analysis as a moderator of weight loss in a
different experimental design. Moreover, because it was
possible that self-efficacy, body satisfaction, and mood
factors at both baseline, and change from baseline to
treatment end, would discriminate between success or
failure with weight loss, both temporal scenarios were
tested. Largely for these reasons, the present analytic
strategy was considered justified to provide direction for
future, more thorough, investigation of factors associated
with success or failure within a behavioral weight-loss
treatment incorporating exercise from its outset.
An intention-to-treat design was used where missing
data associated with treatment dropout were imputed using
the baseline carried forward method [37]. Because research
suggests that short-term weight loss will typically revert to
baseline soon after terminating treatment [38], this method,
previously used under conditions similar to this study [9,
39–41], was employed. It had the advantage of maximizing
statistical power while not retaining data from only those
with high treatment compliance or predicting changes (and
imputing) based on results from participants who successfully complied [37]. Survey responses that were missing on
a random basis were imputed using the expectation
maximization approach [42, 43].
Statistical significance was set at α=.05 (two-tailed).
The sequential Bonferroni procedure suggested by Jaccard
[44] and Holm [45] was used to adjust alpha levels for

172

multiple t tests. Thus, for the smallest alpha value (within a
grouping of t tests), .05 would be divided by the number of
tests conducted to establish the critical value for statistical
significance (e.g., .05/4 tests=critical value of .01). If
significance is met, the second smallest alpha value would
have the .05 value divided by the number of tests minus 1
to establish the critical value (e.g., .05/3=critical value of
.02). This process continues one by one with the progressively greater alpha values until statistical significance is no
longer met. Research suggests that this method performs
better than the traditional Bonferroni correction procedure
in maintaining statistical power, while also controlling for
inflation of the Type I error rate [46]. Because of the
exploratory nature of this investigation, adjusted alpha
values based on a marginal significance of α=.10 were also
reported.
Initially, group differences in age, baseline scores on
physiological factors, and ethnicities were assessed. Independent t tests were then conducted to contrast mean scores
at baseline on the self-efficacy factors of PSC and ESE, the
body satisfaction factor of BAS, and the mood factors of
TMD, T, and D between participants in the successful and
unsuccessful weight-loss groups. Following this, stepwise
discriminant analyses (p<.05 to enter; p<.10 to remove)
were conducted to determine the most relevant of these
factors at baseline for predicting membership in the
successful and unsuccessful weight-loss groups. Models
were tested that separately included the three mood factors
assessed (TMD, T, and D). For each model, classification
accuracy was then calculated and contrasted with the a
priori criterion set which was ≥125% of the proportional
by-chance accuracy rate.
Independent t tests were then conducted to contrast score
changes over the 6 months of treatment (mean difference
scores) on the aforementioned psychological factors and
exercise session attendance over 6 months. On further
analyses, stepwise discriminant analyses were conducted to
determine the most relevant of these factors for predicting
membership in the successful and unsuccessful weight-loss
groups. In the first of the models, changes in scores of PSC,
ESE, BAS, and TMD were included. Changes in T and D
scores were then individually substituted for changes in
TMD scores in additional models. Finally, exercise session
attendance was added to each of the models. Classification
accuracy was calculated and contrasted with the criterion
set.

Results
Independent t and χ2 tests indicated no significant group
differences in age, baseline physiological factors, or ethnic
group makeup. The unsuccessful weight-loss group had
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significantly higher baseline scores than the successful
weight-loss group on BAS and T. Their higher scores on
PSC and TMD were marginally significant (Table 2).
Results of the stepwise discriminant analyses where PSC,
ESE, BAS, and TMD scores at baseline were predictor
variables indicated that only BAS made a significant
contribution to predicting membership in the successful
and unsuccessful weight-loss groups, Wilks’ λ=.92, χ2(1)=
6.22, p=.013. The factor correctly classified 55.8% of
cases, which was below the accuracy criterion set. There
was no difference in the results when D was substituted for
TMD. When T scores at baseline were substituted for TMD
scores in a discriminant analysis, results indicated that T
and BAS made a significant contribution to predicting
group membership, Wilks’ λ=.85, χ2(2)=11.64, p=.003.
Standardized canonical correlations were .70 and −.67,
respectively. The factors correctly classified 63.6% of
cases, which was above the accuracy criterion set.
Exercise session attendance percentage in the successful
weight-loss group (M=79.60%, SD=18.69) was significantly greater than in the unsuccessful weight-loss group
(M=59.29%, SD=16.90). The difference reached statistical
significance, t(75)=4.99, p<.001, d=1.14. Mean change
scores from baseline to month 6 were significantly greater
on ESE in the successful weight-loss group (Table 3).
Results of the stepwise discriminant analyses where
changes in PSC, ESE, BAS, and TMD scores over 6 months
were predictor variables indicated that ESE and BAS made
a significant contribution to predicting membership in the
successful and unsuccessful weight-loss groups, Wilks’
λ=.86, χ2(2)=11.13, p=.004. Standardized canonical correlations were .79 and .67, respectively. The factors
correctly classified 68.8% of cases, which was above the
accuracy criterion set. There was no difference in the results
when changes in T and D scores were separately substituted
for TMD scores. When exercise session attendance was
added to each of the above models, exercise session
attendance and ESE made a significant contribution to
predicting group membership, Wilks’ λ=.71, χ2(2)=25.00,
p<.001. Standardized canonical correlations were .88 and
.53, respectively. The factors correctly classified 80.5% of
cases, which was above the accuracy criterion set.

Discussion
This investigation assessed the ability of self-efficacy, body
satisfaction, mood factor scores, and exercise session
attendance to discriminate between obese women in a
supported exercise and nutrition education treatment that
were in the most and least successful weight-loss quartile
groups. At baseline, no significant group differences in age,
ethnicity, and measures of body composition and cardio-
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Table 2 Group differences in means on psychological factor scores at baseline

Physical Self-Concept Scale (PSC)
Exercise Self-Efficacy Scale (ESE)
Body Areas Satisfaction Scale (BAS)
Total Mood Disturbance (TMD)
Tension (T)
Depression (D)

Successful weight loss (n=40)

Unsuccessful weight loss (n=37)

t(75)

p value

M

SD

M

SD

36.30
15.68
9.23
18.83
4.63

8.53
4.98
1.95
14.92
3.56

39.95
17.05
10.43
12.25
2.84

3.96

2.77

2.74

d

5.84
2.30
2.19
10.85
2.05

2.17
1.42
2.56
2.20
2.67

.03**
.16
.01*
.03**
.01*

.59
.35
.58
.50
.62

2.76

1.94

.06

.44

d Cohen’s measure of effect size
*p<.05, **p=.05 to .10, with the sequential Bonferroni adjustment applied

vascular functioning were found. Findings suggested that at
the start of treatment, perceptions of adequacy of the
physical self, satisfaction with one’s body, and mood were
worse for the successful weight-loss group. Body satisfaction and tension were the critical factors in discriminating
between membership in the successful and unsuccessful
weight-loss groups. While these findings may appear
unsupportive of social cognitive theory, alternate explanations are possible within the context of the present
research. For example, it is possible that less satisfaction
with one’s body served to energize and make more
productive the short-term goal setting and incremental
feedback aspects of the present behavioral treatment. It is
also possible that women with a poorer image of their
bodies were especially motivated by feedback that reinforced perceptions of competence and mastery associated
with undertaking an exercise program. Body image
improvements have been associated with even low-tomoderate amounts of physical activity, and these changes
have been disproportionally positive compared to measured
physiological changes in obese women [22]. This may have
been even more pronounced for the present study’s
participants that had initially low body satisfaction. More-

over, as suggested by Baker and Brownell [18], perceptions
of competence with physical activity may have generalized
to feelings of control over eating, thus, more success overall
with weight reduction.
Participants with initially more negative mood may have
benefited most in their weight loss quests if emotioninduced eating was tempered through the mood-enhancing
properties of exercise [47]. Significant improvements in
tension and depression have previously been associated
with a program of two 20- to 25-min bouts of moderate
cardiovascular exercise per week [13], which was typical of
the successful weight-loss group within this investigation.
Both the reinforcing properties of a more positive psychological outlook and reduced occurrences of low mood that
may trigger overeating may, thus, have affected weight loss.
Continued research on relations of trait and state moods
with eating and on low mood “thresholds” associated with
overeating may direct treatment research to better consider
implications of individuals’ psychological makeup. It
should be noted that the above propositions are tentative
and require direct testing.
The important role that changes in self-regulatory
efficacy and in body satisfaction played in discriminating

Table 3 Group differences in means on changes in psychological factor scores over 6 months

Δ
Δ
Δ
Δ
Δ

Physical Self-Concept Scale (PSC)
Exercise Self-Efficacy Scale (ESE)
Body Areas Satisfaction Scale (BAS)
Total Mood Disturbance (TMD)
Tension (T)

Δ Depression (D)

Successful weight loss (n=40)

Unsuccessful weight loss (n=37)

M

SD

M

SD

2.45
1.58
2.70
−12.87
−1.63

7.21
5.02
3.12
18.31
3.42

2.46
−1.03
1.43
−10.20
−0.38

−1.07

3.16

−0.80

The delta symbol (Δ) denotes score change from baseline to month 6
d Cohen’s measure of effect size
*p<.05, with the sequential Bonferroni adjustment applied

t(75)

p value

d

4.49
3.59
1.82
12.54
2.66

0.01
2.60
2.15
0.74
1.78

.99
.01*
.03
.46
.08

.00
.60
.50
.17
.41

2.16

0.44

.66

.10
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between the successful and unsuccessful weight-loss group
participants is consistent with social cognitive and selfefficacy theory, Baker and Brownell’s [18] adaptation of
these theories, and previous research [19, 20]. An increased
ability to effectively deal with barriers to exercise was
likely to have affected adherence to exercise and generalized to appropriate eating behaviors, “…through a more
general sense of weight-loss self-efficacy.” ([18], p. 323). It
is likely that the present intervention’s focus on selfmanagement and self-regulation skills affected this. It is
also likely that improvements in satisfaction with one’s
body had a highly reinforcing effect that supported
persistence with weight-loss behaviors. A more attractive,
lighter body is a highly sought after outcome for obese
women involved in weight-loss treatments [48].
On a methodological note, the present findings suggest a
need to continue addressing psychological changes made
during treatment as a predictor of weight-loss outcomes.
The dynamics of individuals’ psychological changes during
the course of treatment have been understudied and may
hold great value in both the development of theoretical
models and treatments. If, for example, a treatment fails to
increase participants’ ability to overcome barriers, additional training in self-management/self-regulatory methods
may benefit. If body satisfaction does not improve,
increased attention to markers such as improved cardiorespiratory functioning and greater muscular strength may
induce perceptions of an improved physical self. Ultimately, efforts to account systematically for salient psychological factors at both treatment initiation and changes in
those factors over time may enable treatments to be both
widely disseminated and sensitive to individual differences.
It should also be noted, however, that the predictors of
successful and unsuccessful weight loss assessed here
might have been affected by self-selection associated with
the treatment recruitment process. Treatment goals (e.g.,
appearance, health, mood) may also have affected how
important change in a particular psychological variable was
by participant, thus, affecting results. Additionally, weight
loss goals may have varied between participants and that
may have affected amounts of weight lost. Although every
attempt was made to standardize treatment, variations in
treatment administrators’ personal styles may also have
affected results, along with confounds based on participants’ expectations. Although the above threats to internal
validity should be considered in replications of this research
extended to difference sample types over longer periods, a
strength of this investigation was its external validity
fostered by use of a naturalistic setting. The systematic
investigation of behavioral predictors of weight loss within
“the context in which programs are conducted” has been
specifically suggested to best advance weight loss interventions and behavioral medicine in general ([49], p. 19).
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Extensions of this research examining multiple causal
paths are required to define the specific role of exercise in the
weight loss process and ascertain how the predictive value of
social cognitive theory factors may be best used to advance
both the theory and treatment of weight loss. The association
of exercise with weight loss found here extended what was
known on psychological predictors of weight loss success
and failure [20, 50]. To improve effects on weight loss, it is
strongly advised that future weight-loss treatments be first
derived from the evidence base in behavioral research and
then be decomposed to determine the integrity of their
theoretical bases on the actual weight-loss process observed.
Based on the poor results of weight-loss treatments for
reducing health risks, to date, behavioral science may need
to play a larger role in the development of interventions.
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