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ABSTRACT

PURPOSE The aim of the study was to test a tailored lifestyle intervention for help-
ing obese primary care patients achieve weight loss and increase physical activity.

METHODS We conducted a 24-month randomized clinical trial in Rhode Island.
Primary care physicians identified obese, sedentary patients motivated to lose
weight and increase their moderate to vigorous physical activity. These patients
were randomized to 1 of 2 experimental groups: enhanced intervention (El)

or standard intervention (SI). Both groups received 3 face-to-face weight loss
meetings. The enhanced intervention group also received telephone counseling
calls, individually tailored print materials, and DVDs focused on diet and physi-
cal activity. Active intervention occurred in year 1 with a tapered maintenance
phase in year 2.

RESULTS Two hundred eleven obese, sedentary patients were recruited from 24
primary care practices. Participants were 79% women and 16% minorities. They
averaged 48.6 years of age, with a mean body mass index (BMI) of 37.8 kg/m?,
and 21.2 minutes/week of moderate to vigorous physical activity. Significantly
more El participants lost 5% of their baseline weight than SI participants (group
by visit, P <.001). The difference was significant during active treatment at 6
months (37.2% El vs 12.9% SI) and 12 months (47.8% vs 11.6%), but was no
longer significant during the maintenance phase at 18 months (31.4% vs 26.7%,)
or 24 months (33.3% vs 24.6%). The El group reported significantly more min-
utes of moderate to vigorous physical activity over time than the SI group (group
by visit, P = 0.04). The differences in minutes per week at 6 months was 95.7

for the El group vs 68.3 minutes for the SI group; at 12 months, it was 126.1

vs 73.7; at 18 months, 103.7 vs 63.7, and at 24 months, 101.3 vs 75.4. Similar
trends were found for absolute weight loss and the percentage reaching national
guidelines for physical activity.

CONCLUSION A home-based tailored lifestyle intervention in obese, sedentary
primary care patients was effective in promoting weight loss and increasing
moderate to vigorous physical activity, with the effects peaking at 12 months but
waning at 24 months.

Ann Fam Med 2016;14:311-319. doi: 10.1370/afm.1952.

INTRODUCTION

besity is a public health problem of epidemic proportions affect-

ing more than one-third of the adult US population.' Obesity

increases the risk for multiple medical conditions that reduce
quality of life and increase mortality, including hypertension, diabetes,
coronary heart disease, stroke, and some cancers.??® The economic bur-
den is large and increasing; medical care for obesity-related diseases is
estimated to reach $48 billion to $66 billion dollars a year in the United
States by 2030.* Despite numerous efforts to identify successful weight
loss strategies, the prevalence of obesity has remained stable.” Although
interventions can produce weight reduction to improve health and delay
onset of diabetes and hypertension,®?® the existing research-based pro-
grams have not been translated into clinical practice.
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A review of weight loss interventions in primary
care shows that while evidence of the effectiveness of
weight loss interventions delivered by primary care
physicians is limited,”'® primary care physicians can
play a critical role in diagnosing obesity, evaluating
changes in weight-related comorbid conditions, and
referring patients to trained interventionists.'” Pri-
mary care physicians are in a unique position to refer
patients because they reach most segments of the
population, and their expertise is highly regarded.'
Consistent with this, recent translational weight loss
studies using a variety of team-based approaches have
shown benefit; these studies, however, have largely
focused on weight loss and not concomitant physical
activity.'®?? Tailored interventions that match individ-
ual patient characteristics with treatment hold promise
to be effective for promoting weight loss and increas-
ing physical activity, as well as for their generalizabil-
ity to clinical application.?**” Efficacious, individually
tailored interventions that can be implemented by
print, telephone, video, or a combination of these
media without the need for extensive face-to-face or
group counseling may be an effective and easy-to-
disseminate model that primary care physicians could
refer patients to. We evaluated such an intervention
in a randomized, controlled trial of obese, sedentary
adults recruited from primary care practices.

The primary aim of the Choose to Lose study
was to evaluate the effectiveness of a tailored lifestyle
intervention, which we will call the “enhanced inter-
vention” (EI), in promoting weight loss and increasing
physical activity compared with a standard interven-
tion (SI) for obese patients referred by primary care
physicians. We hypothesized that the EI group would
demonstrate greater reductions in weight at the end of
active treatment (12 months) and better maintenance
of these reductions over time (at 24 months) com-
pared with the SI group. In addition, we hypothesized
that the EI group would engage in greater levels of
moderate to vigorous physical activity at 12 months
and maintain a higher level of physical activity at the
24-month follow-up compared with the SI group.

METHODS
Study Design

Choose to Lose was a 2-arm, randomized-controlled
translational research trial. The active treatment phase
occurred from baseline to month 12, with a tapered
maintenance phase during months 13 to 24. Details

of the study design and recruitment have been pub-
lished previously** with sample materials included in
the Supplemental Appendix, available at http:/www.
annfammed.org/content/14/4/311/suppl/DC1. All study

materials and protocols were reviewed and approved
by the Institutional Review Boards of Memorial Hos-
pital of Rhode Island and Brown University. Partici-
pants gave written informed consent before initiation
of the study protocol.

Randomization, Allocation, and Blinding

After the baseline visit was completed, participants
were block randomized within practice in pairs using
a random number generator created by the data man-
ager with SPSS for Windows, version 11.0 (IBM).
After completion of the initial lifestyle counseling
session, the research assistant gave each participant
an envelope that revealed the study arm to which the
participant was assigned. The research assistants, clinic
examiners, research statisticians, data entry personnel,
primary care providers, and study investigators were
all blinded to the allocation. Lifestyle counselors were
unblinded after the initial counseling session.

Study Population

We drew study participants from the practices of 24
primary care physicians selected from a total of 41
physicans who had expressed an interest in partici-
pating. The 24 physicians represented 24 primary
care practices in Rhode Island and southeastern
Massachusetts.

Of the 24 physicians, 54% were male, 75%
family physicians, 25% general internists, and 83%
US medical school graduates; the average age of
participating physicians was 53, with an average of
26 years in practice. To enable them to refer patients
to the study appropriately, physicians and their staffs
underwent a training session that included discussion
of patient inclusion and exclusion criteria, the proposed
intervention, and study outcome measures.

Participant inclusion criteria included being 18
to 80 years old with a BMI of at least 25 kg/m? and
the ability to read and speak English and provide
informed consent. Exclusion criteria included having
a family member already enrolled in the study and
having a health condition that might make participa-
tion in a weight loss and exercise study unsafe. For
full eligibility criteria see Hartman et al** and the
Supplemental Appendix (http:/www.annfammed.org/
content/14/4/311/suppl/DC1).

Patients referred by their primary care physicians
were screened by telephone to determine initial eligi-
bility. Of 610 patients screened, 211 met all eligibility
criteria and were randomized into the study (Figure 1).
A total of 105 participants were randomized to the El
arm and 106 to the SI arm. Four participants were cen-
sored after randomization because they had become
pregnant the first 12 months of the trial.
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Role of Primary Care Physician

The principal role of the primary care physicians was to
identify patients motivated to lose weight and increase
physical activity and refer those patients to this home-
based intervention. During a training session, the physi-
cians were given guidance about providing an environ-
ment supportive of weight loss and increasing physical
activity, including capitalizing on teachable moments

in the visit. The physicians were updated about their
patients’ progress during the study to support manage-
ment of related comorbidities, to give patients further
accountability, and to promote adherence to the weight
loss and physical activity regimen.

Interventions

The intervention design and materials have been
described previously**; sample materials are available in
the Supplemental Appendix (http:/www.annfammed.
org/content/14/4/311/suppl/DC1). Briefly, both the SI
and EI groups began with 12 months

Enhanced Intervention

Participants in the EI group received phone calls from
the lifestyle counselor monthly for the first 6 months
and bi-monthly for the next 6. For the first 12 months
they also received weekly mailings that included print

1

materials, feedback on food and exercise logs, and 2
exercise-related DVDs. The mailings focused on par-
ticipant motivation, weight loss, calorie and exercise
goal attainment, journal compliance, food-related
issues, and comorbid conditions. Four of these mailings
were tailored nutrition reports based on information
gathered on the counseling calls. Enhanced inter-
vention participants also received monthly tailored
exercise feedback reports for the first 12 months
focused on processes of change, decisional balance,
and self-efficacy. The reports were generated from a
computer-based expert system in response to the par-
ticipant's answers to monthly questionnaire items.3%-3?
In the maintenance phase during the second year, El

focused on weight loss and lifestyle
changes under the guidance of reg-

Figure 1. CONSORT diagram of participant flow.

istered dietitians trained as lifestyle
counselors, followed by a 12-month
maintenance intervention. All partici-
pants met with a lifestyle counselor at
baseline and set a weight loss goal of
10% over 6 months. They were given
a structured meal plan dependent on
their starting weight to support a 500
to 1,000 kcal reduced-calorie diet
based on the Diabetes Prevention
Program guidelines.’* Participants
were encouraged to add 10 minutes
of moderate-intensity activity most
days of the week and to work up to
engaging in 300 minutes of moder-

Enrollment

610 assessed for eligibility

399 excluded

108 did not meet inclusion
criteria

\ 4

111 declined to participate

180 were excluded for
other reasons

Y

211 randomized

ate physical activity per week by 6 v

\ 4

months. Participants were given food

and exercise self-monitoring diaries intervention

105 allocated to enhanced

106 allocated to standard

Allocation . )
intervention

for the first 6 months. All participants

also met with their lifestyle counselor
Y

at 6 and 12 months to review prog-

\ 4

ress and set new goals as needed.

17 missed 6-month visit

28 missed 6-month visit

Standard Intervention

In addition to the 3 face-to-face
meetings with the lifestyle coun-
selors, participants in the SI group
received 5 pamphlets (3 in year 1 and
2 in year 2) produced by the National
Institute for Diabetes and Digestive
and Kidney Diseases on weight loss,
physical activity, and healthy eating.

21 missed 12-month visit
30 missed 18-month visit
32 missed 24-month visit

Y

105 analyzed

1 Participant had some
data censored at
some visits because
she was pregnant

Follow-up

31 missed 12-month visit
29 missed 18-month visit
31 missed 24-month visit

Y

Analysis

106 analyzed

3 participants had some
data censored at
some visits because
they were pregnant
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participants received tailored and non-tailored materi- ference in weights between the groups at a = .05, with

als bi-weekly for the first 6 months and monthly for the  80% power, with 3 repeated measures and intra-class

last 6 months. They also received exercise feedback
reports 4 times throughout the second year and 2
nutrition-related DVDs.

Data Collection

Data were collected at baseline and at 6-, 12-, 18-,
and 24-month visits by assessors blinded to group
assignment. Demographic data collected at baseline
included age, race, sex, and insurance status. Height,
weight, waist circumference, resting heart rate, and
resting blood pressure were measured at each visit.
Physical activity was assessed using an interview-
administered 7-day Physical Activity Recall Ques-

correlation of 0.50 for repeated measures. A fourth
18-month measurement was added after recruitment
was complete to ensure adequate power given the
sample size of 211 participants.

RESULTS
Study Participants

Table 1 shows the baseline demographic and clinical
characteristics of the randomized sample. The CON-
SORT diagram (Figure 1) shows that retention rates
differed at 6 months (84% vs 73%), and 12 months
(80% vs 70%), with more active participation in the EI

group than the SI group, but were similar at 18 months
(72% vs 72%) and 24 months (70% vs 70%).
The average baseline BMI of those who completed

tionnaire.?® To anchor the participant’s perception
of moderate intensity activity, he or she performed
a 10-minute treadmill walk at a 3-4 mph pace before
completing the physical activity

recall questionnaire.” Table 1. Baseline Characteristics of Study Participants
Statistical Analysis Enhanced Standard
. s Intervention  Intervention

For baseline characterlstl‘cs, P Characteristic n=106 n=105 P Value
values were computed with x* or
exact method if cells were small for Agé‘ mean (SD). y 48.5 (11.9) 486 (112.1) 96

. . . Weight, mean (SD), kg 104.8 (21.6) 102.1 (18.7) .35
the categorical variables and with ,

Ivsis of . ANOVA) f Body mass index, mean (SD) 37.7 (6.5) 37.8 (6.7) 93
analysis ol variance ( : ) of Waist circumference, mean (SD), cm 116.0 (15.1) 114.8 (14.1) 54
continuous variables. An intention- Physical activity,” mean (SD), min/wk 20.3 (26.0) 22.1 (28.6) 65
to-treat, repeated-measurement, Race/ethnicity, No. (%) 44
mixed-effect model with variance White 83 (79.0) 92 (86.8)
component covariance structure was Hispanic 6 (5.7) 3(2.8)
used for data analysis since block Black 11 (10.5) 9(85
randomization was performed by Other 5(4.8) 2(1.9)
practice, and participants varied by Ed“fa“"n' No. (%) A7
age, sex, and race within practice. High SChlcl’OI or less Z? %3'8) 2 (if'B)

Means of weight are modeled as a Some college 31(29.9) (21.33)
function of the eroup assignment College graduate or other 47 (46.7) 57 (55.34)

et 1 ﬁ oup assign " Female sex, No. (%) 79 (75.2) 88 (83.0) 18
VlS'lt time, and their interaction, aTn' Household income, No. (%) 97
adjusted by age, race, sex, and clinic. <$25,000 15 (14.3) 17 (16.0)
Variances were sourced from the $25,000-$75,000 48 (45.7) 47 (44.3)
participant level and the clinic level. >$75.000 40 (38.1) 39 (36.8)
Model-based standard errors were Unknown 2(1.9) 3(2.8)
computed for the fixed-effect param- Employment, No. (%) 55
eter estimates and functions of them. Full time 57 (54.3) 64 (60.4)
Point estimates of weight were com- Part time 25(23.8) 17(16.0)
puted using average age, race, and Not employed 22(21.0) 24(22.6)

. . . Don‘t know 1(0.9) 1 (0.9)
sex. If weight or physical activity ) -
L. t follow-up. the value Medical Conditions, No. (%)

\fNaS ml}jsmg a' o P d Hypertension 50 (47.6) 54 (50.9) .68
rom t. e previous visit was L'ISC , Diabetes 15 (14.3) 20 (18.9) 46
following the last-value-carried- Dyslipidemia 47 (44.8) 41 (38.7) 20
forward imputation method. Before Osteoarthritis 17 (16.2) 16 (15.1) .86
the study, a Sample size calculation Congenital heart disease 3 (2.9) 3 (2.8) .99
revealed that 104 participants pt?r 2 Minutes of moderate and vigorous physical activity per week.
arm were needed to find a 5% dif-
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the program was less than that of those who didn't,
both at 6 months (37.6 kg/m? vs 38.1 kg/m?) and at 12
months (37.4 kg/m? vs 38.9 kg/m?) but was not dif-
ferent between the El and SI groups, so differential
follow-up would not explain our results.

Weight Loss
Participants in both the EI and SI groups lost weight
at each study visit relative to baseline. Clinically
significant weight loss was defined as losing 5% or
more of baseline weight. Overall, significantly more
El participants than SI participants lost 5% of their
baseline weight (group by visit, P <.001; Figure 2). The
difference was significant during active treatment at 6
months (37.2% EI vs 12.9% SI, P <.01) and 12 months
(47.8% vs 11.6%; P <.01), but was no longer significant
during the maintenance phase at 18 months (31.4% vs
26.7%, P=.64) or 24 months (33.3% vs 24.6%, P = .39).
Similarly the EI group lost significantly more
weight overall than the SI group (group by visit,
P =.02). During the active intervention phase the
members of the EI group lost more weight on average
than the members of the SI group both at 6 months

(5.0 kg vs 3.4 kg, P=11) and at 12 months (5.4 kg

vs 3.8kg, P =.10), but these differences did not reach
statistical significance. The differences were not sus-
tained during the maintenance phase at 18 months (4.4
kg vs 4.3 kg, P=.87) or at 24 months (4.1 kg vs 4.0 kg,
P =.89) (Table 2).

Physical Activity

Participants in both the EI and SI groups increased
their weekly minutes of moderate to vigorous physi-
cal activity, with the EI group reporting significantly
more minutes over time (group by visit, P=.04). The
El group had more minutes than the SI group at all
study visits after baseline, with the difference reach-
ing statistical significance at 12 and 18 months only: 6
months (95.7 vs 67.9, P = .10); 12 months (126.1 vs 73.7,
P=.002); 18 months (103.6 vs 63.3, P=.02); 24 months
(101.3 vs 75.0, P=.12) (Table 2).

Overall, a low percentage of participants in both
groups met the national physical activity guidelines of
at least 150 minutes of moderate to vigorous physical
activity per week. At 12 months, however, significantly
more El participants than SI participants met guide-

24 months.

Figure 2. Percentage of participants attaining 5% weight loss from baseline by intervention group over

75

=@— Enhanced intervention

=== Standard intervention

P<.01

P<.01
60

. PN

—

30

Percentage of Participants, by Intervention Group

6 Month 12 Month

Study Visit

18 Month 24 Month
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Week Over 24 Months

Table 2. Change from Baseline in Weight and Minutes of Moderate and Vigorous Physical Activity per

Weight, Average (95% Cl), kg

Physical Activity, Average (95% Cl), min/wk

Study Visit El Group SI Group

El Group SI Group

Group by Visit Interaction

Baseline 103.8 (99.8 t0 107.8)  102.8 (98.8 to 106.8)
6 Mo -5.0 (-6.4 t0 -3.5) 3.4 (4.9 10 -1.9)
12 Mo 5.4 (-6.9 10 -3.9) 3.8 (-5.3 10 -2.3)
18 Mo -4.4 (5.9 t0 -2.9) -43 (5.8 10 -2.8)
24 Mo -4.1 (5.6 10 -2.6) -4.0 (5.5 t0 -2.5)

20.6 (0.0 to 44.4)
95.7 (71.9 to 119.4)
126.1 (102.3 to 149.8)
103.6 (80.0 to 127.5)
101.3 (77.6 to 127.4)

23.0 (0.0 to 46.7)
67.9 (44.2 to 91.6)
73.3 (49.6 t0 97.0)
63.3 (39.6 to 87.0)
75.0 (51.3 10 98.7)

F ratio F3620 = 3.17% P = .02

Fagsz = 2.49% P = .04

El = enhanced intervention; SI = standard intervention.

Note: Weight at baseline is actual weight; weights at 6, 12, 18, and 24 months are weight changes from baseline.

2 Interaction F statistic for change in weight; model adjusted for age, sex, and race/ethnicity.
b Interaction F statistic for physical activity minutes; model adjusted for age, sex, and race/ethnicity.

group over 24 months.

Figure 3. Percentage of participants attaining ACSM guideline levels of physical activity by intervention

=== Enhanced intervention
40

«={l}= Standard intervention

30

P<.01

20

P<.05

Percentage of Participants, by Intervention Group

Baseline 6 Month

12 Month 18 Month 24 Month

Study Visit

ACSM = American College of Sports Medicine.

lines, and the difference remained significant at 18
months and 24 months, although the overall group by
visit interaction did not quite reach statistical signifi-
cance (P=.06) (Figure 3).

Intervention Adherence

Both groups had high adherence for the face-to-face
visits (2.8 of 3, on average) and for EI, high adher-
ence with the phone calls; on average, 7 out of 8 calls
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were completed (Table 3). Participants in the EI group
mailed in an average of 14 food and exercise journals
out of a possible 24 during the first 6 months. On
average, El participants received 3.8 of 4 individually
tailored nutrition mailings over the first 6 months,
which relied upon information gathered from monthly
lifestyle phone calls. The individually tailored physical
activity reports required completing a monthly mailed
questionnaire and were sent on average 6 out of 13
possible times during year 1 and 1.4 out of 4 possible
times during year 2.

Adverse Events

Fifty-two adverse events involving 40 different par-
ticipants occurred, divided nearly equally between the
groups: SI=25, EI =27 Of the adverse events, 42 were
related to musculoskeletal issues, 10 were medical con-
ditions (3 hypoglycemic episodes in participants with
diabetes, 1 episode of chest pain, and 1 gallbladder
surgery) and 5 were related to symptoms: shortness of
breath, light-headedness, etc. Of the 52 adverse events,
21 resulted in referrals to the participants’ primary care
physicians, and 3 required medical intervention.

DISCUSSION

This randomized, controlled translational research trial
evaluated the effectiveness of a home-based weight loss
and physical activity intervention for obese, sedentary
adults that was mediated by referrals from primary
care physicians. This intervention involved limited
face-to-face contacts in combination with weekly tai-
lored print and monthly telephone contacts over the
first year, with a tapered maintenance phase during the

second year. Almost half of the EI group had lost more
than 5% of baseline weight—a clinically significant
amount—by the end of the active treatment phase,
with one-third maintaining the loss at 24 months. Simi-
lar trends were seen for moderate to vigorous physical
activity, with the EI group peaking at an average of
126.1 minutes per week at the end of active treat-
ment, with a slight drop to 101.3 minutes per week

by the end of the maintenance phase. While clinically
significant weight loss of more than 5% was achieved
by many participants, the difference between groups
in actual weight loss only reached statistical signifi-
cance for an overall effect but not at any single time
point, and the percentage of participants that reached
national guidelines for physical activity was modest.
The benefits appeared to peak at 12 months for both
weight loss and increasing moderate to vigorous physi-
cal activity, with no statistically significant difference
in benefit between the groups at 24 months.

Other recent trials testing weight loss programs
based on referrals from primary care physicians have
shown significant weight loss, including studies con-
ducted as part of the Practice-based Opportunities for
Weight Reduction (POWER) trials."”2* Two of those
studies®'?* did not show the drop-off in weight loss that
was seen in our study in the second year. The interven-
tion arms in both studies, however, continued to have
phone calls and/or group sessions in the second year,
which our study did not have. This continued contact
may be important for weight loss maintenance. Of note,
in the current study we were able to achieve about as
much weight loss as one of the POWER trials??> with-
out the use of the meal replacements and weight loss
medications that study involved. This is important,
since meal replacements and medica-
tions can be costly to patients, and

Table 3. Adherence to Behavioral Intervention, medications are not without risks,
by Intervention Group including potential increases in blood
pressure, increases in heart rate, and
Enhanced Standard gastrointestinal complaints.3”*® Our
Intervention Intervention . . .
study of patients from diverse pri-
Per Average Per Average . . .

Type of Contact Protocol  Actual Protocol  Actual mary care practices, including many
Lifestyle counselor, face-to-face 3 2.7 2.8 from low socioeconomic pOPUIatlons’
counseling, year 1 showed more beneficial results than
Lifestyle counselor, telephone calls, 8 7 — — the third POWER trial, which dem-
1 .
vear o onstrated a modest a 1 kg of weight
Food and exercise journals — — I . v health 23

Journals completed 24 14 _ _ 0ss in 3 community hea t' centers.
Weekly weights recorded 24 12 _ _ That study focused on weight loss
Fat grams recorded 24 11 — — and hypertension control in a high

Physical activity recorded 24 10.5 - — risk, socioeconomically disadvan-
Tailored mailings taged population and did not have
Nutrition reports, year 1 4 3.2 — — . .

. i a robust physical activity compo-
Physical activity reports, year 1 13 5.9 — — . . .

. iy nent, which may explain their more
Physical activity reports, year 2 4 1.4 — —

modest results.
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While our trial provides encouraging results
regarding this translational weight loss and physical
activity intervention, its limitations must be consid-
ered. This study was conducted in 1 geographic loca-
tion, Rhode Island, though it did reach 24 individual
practices in its scope. While there remains the pos-
sibility of contamination because EI and SI participants
were in the same primary care physician's practice, this
would bias our results toward the null. Our sample was
predominately female, which might limit generaliz-
ability, and our measure of physical activity relied on
self-report. In addition, the study used multiple chan-
nels of intervention delivery (tailored and untailored
print, DVDs, and phone), so we could not reliably
assess the individual contributions of these channels. A
post-intervention interview with participants suggested
that the lifestyle counselors' personalized goal setting
and monthly phone calls were most helpful. Future
research should examine which channel of delivery or
combination of channels is most effective and focus
particularly on the maintenance phase of the study;,
given the attenuation of results after 12 months. The
goal should be not only to determine which channel is
most effective but to clarify the optimal frequency of
continued contact and whether such contact is better
initiated by the patient or the provider team.

The current study contributes to the growing body
of research suggesting that weight loss interventions
supported by primary care physicians and delivered
by third parties have significant benefits for weight
loss and, as our results suggest, increasing physical
activity.'”2%22 The use of primary care physicians as
primary identifiers of patients who are motivated to
lose weight adds to the translatability of the Choose
to Lose intervention. Our results imply that referral
by a primary care physician to a home-based program
with limited face-to-face contact can lead to weight
loss and increases in moderate to vigorous physical
activity. Future iterations of this intervention could
use ancillary health care staff in primary care offices
or peer counselors in combination with the computer-
ized tailoring software used in this study to provide
tailored content. Future research should also exam-
ine the use of technology, such as web, e-mails, text
messages, or smart phone apps as other avenues to
provide support and tailored content. The amount of
continued contact and the number of tailored booster
sessions needed to support maintenance of weight loss
and physical activity needs further research. Future
studies should also address Spanish speakers given the
growing population in the United States and the high
levels of diabetes and obesity in this group. Lastly,
future studies should test the cost-effectiveness of
such interventions in dissemination trials.

In conclusion, primary care physicians can play a
key role in supporting patients’ weight loss efforts by
providing referrals to lifestyle programs that incorpo-
rate weight loss and physical activity. Home-based,
individually tailored weight loss interventions with
minimal face-to-face contact can be effective for help-
ing patients reach clinically significant weight loss and
increased physical activity goals, realizing that only
25% to 35% of participants will be able to maintain a
5% clinically relevant weight loss at 24 months if our
findings are generalizable. Better understanding the
amount of and channel for continued contact needed
to support maintenance of weight loss and physical
activity is needed for the long-term success of obesity
and sedentary lifestyle management in primary care.

To read or post commentaries in response to this article, see it
online at http://lwww.annfammed.orglcontent/14/4/311.
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care; translational research
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