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Preface

We are sure we are not alone as health professionals in our experience of the difficulty in
helping obese people lose weight. Permanent weight loss has been impossible to achieve
for about 80% of overweight people, yet the serious consequences of being very over-
weight are well documented. The obese women with whom we have worked have tried
repeatedly, but without success, to lose weight and keep it off; by the time they come to
us they are desperate. The response to them, which this book describes, has evolved over
about eight years and is built on our work as therapists with women with disordered eat-
ing. It will not be suitable for all those who want to lose weight. We present, in the first
part of what follows, our argument for thinking that within the total group of obese peo-
ple there is a subgroup of perhaps 30-50% whose eating is driven by emotional issues
and who have a background of psychological distress. It is for the women in this group
that our programme has evolved.

In what follows we discuss the research literature that has brought us to these conclu-
sions and consider how this group of patients can be identified. We describe how the
research literature has influenced the shape and content of the intervention and its five
themes. We discuss the context of the research we are undertaking in which the pro-
gramme evolved, and share with readers our experience of running the groups. We also
discuss the skills that will be required of those who wish to conduct the programme. We
then present the programme in detail week by week over 36 sessions. Ample freedom is
given to the group leader to modify the pace of the programme according to her clinical
judgement. Illustrative examples are provided of responses to the various elements of the
programme.

Although we are in the process of testing the programme we do not yet have results to
demonstrate its effectiveness. We offer it to health professionals on the basis that it has
been devised in accordance with the research literature and offers an innovative approach
to a patient group whose needs are plainly not being met by current interventions. We are
committed to the publication of results as they become available and would also welcome
feedback from those who make use of the programme.

Julia Buckroyd
Sharon Rother
November 2006

The workbook appendices included in this book are available online, free to
purchasers of the print version. Visit the website www.wiley.com/go/obesity to find
out how to access and download this material.
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Introduction

The work described in this book addresses the relatively new and very serious problem
of obesity and describes an integrated group treatment for obese women designed to
effect maintained weight loss. As is well known, rates of obesity have increased very sig-
nificantly over the past 20 years and continue to escalate (WHO, 1997). In 1980 6% of
men and 8% of women were classified as obese in the UK. By 2002 the proportions had
increased to 23% of men and 25% of women (House of Commons Health Committee,
2004; Rennie & Jebb, 2005). The health risks (Conway & Rene, 2004) and the many
other social, psychological and economic consequences that result from obesity have
become a major cause of concern, especially in developed economies (Field et al., 2002;
Wolf, 2002; Haslam & James, 2005).

The implications of obesity for the national economy and the health of the nation have
led to the issuing of government advice in relation to what is seen as a developing crisis in
the UK. This advice has been, and continues to be, heavily dominated by the conventional
recommendations to eat less and exercise more (DOH, 2004). NIHCE guidelines published
in December 2006 constitute largely advice to improve food choice, reduce the amount
eaten and increase activity. Where these initiatives fail, drug treatments and stomach surgery
are recommended. Similar authoritative advice from the US Department of Health and
Human Services (National Institutes of Health, 2000) gives 10 steps to treating obesity in
the primary care setting. These 10 steps emphasise dietary restriction and physical activity,
yet make no mention whatever of psychological factors.

Yet, as early as 1991, Garner and Wooley were reporting ‘overwhelming evidence that
[behavioral and dietary treatments of obesity] are ineffective in producing lasting weight
loss’ (p. 729). This reality has been obscured because almost everybody can secure short-
term weight loss via dietary restriction (Garner & Wooley, 1991). Disappointingly, ‘short-
term results are frankly misleading indicators of long-term outcome’ (p. 737). They report-
ed abundant evidence ‘that most individuals will regain most or all of their weight after four
or five years’ (p. 736). As they comment, dietary restriction maintained by willpower is sim-
ply too difficult for most people. A substantial minority of obese people, perhaps 20-30%
of those seeking treatment, suffer from binge eating disorder (BED) (Devlin et al., 1992).
Both cognitive behavioural therapy (CBT) and inter-personal therapy (IPT) have resulted in
a reduction in bingeing but, unfortunately, neither these treatments nor behavioural weight
loss treatment for BED have been shown to produce maintained weight loss (Wilson et al.,
2000). Devlin (2001) is similarly convinced that ‘sustained weight loss [for patients pre-
senting with both obesity and BED] remains a largely unrealised goal’. Glenny and
O’Meara (1997) reviewed the prevention and treatment of obesity and concluded that
although a number of treatments had been shown to achieve weight loss, weight regain was
common and modified only by long-term follow-up strategies. Douketis et al. (1999)
reviewed material on the detection, prevention and treatment of obesity and concluded that
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there was a lack of evidence supporting the long-term effectiveness of weight reduction
methods. Harvey et al. (2002) reviewed health professionals’ management of obesity and
concluded that “at present there are few solid leads about improving obesity management’.

It seems clear that so far all attempts at treatment, with the possible exception of the
very drastic solution of surgery, are ineffective in producing maintained weight loss
(Garner & Wooley, 1991; Cogan & Ernsberger, 1999; Jeffery et al., 2000; Haslam &
James, 2005). Surgery may also be a problematic solution because of its cost and the need
for continuing monitoring for side effects. A recent sustained follow-up indicates a com-
plication rate of almost 40% (Encinosa, 2006). Pharmaceutical remedies such as Orlistat
(Sjostrom et al., 1998), Sibutramine (James et al., 2000) and Rimonabant (Van Gaal et
al., 2005; Despré et al., 2005) are likely to be imperfect long-term solutions with all the
dangers of the side effects of long-term pharmacotherapy and the typical weight regain
when medication is withdrawn (Perri, 1998; Collins & Williams, 2001; O’Meara et al.,
2001, 2004). In fact, treatment has proved such a challenge that recent researchers have
proposed that obesity be accepted as a chronic disease in order to focus greater resources
on its treatment (NHLBI, 1998; Perri, 1998; Liebbrand & Fichter, 2002; Conway
& Rene, 2004).

However, we continue to be interested in the problem of effecting maintained weight
loss so that our focus over the past seven years has been in developing a treatment for
those who are already obese. Our work so far has been exclusively with women. It
remains to be seen whether the approach we describe is also appropriate for men.

Before we go any further and start to describe the treatment we have developed, we
would like to raise the issue of whether our treatment is suitable for all obese women.
There are currently approximately 15 million obese people in the UK. To date, treatments
that have been developed have been assumed to be equally suitable for all obese people.
Those who have sought to understand why only a small percentage of participants in the
treatments maintain a clinically significant weight loss have generally provided the very
frustrating answer that the people who are successful are those who maintain a pattern of
careful eating, attention to their weight and regular exercise (Pronk & Wing, 1994; Klem
et al., 1997; Wing & Klem, 2002). Unfortunately, this is an entirely circular argument,
since what we need to know is not how to maintain weight loss in a practical way, but
how to enable people to follow these precepts; as Byrne et al. (2004) comment, ‘relapse
appears to be attributable to the individual’s inability to persist with the behavioural
strategies needed to maintain the new lower weight’ (p. 1341).

As Foster and Kendall (1994) and Wilson (1994) both suggest, it is unlikely that all
obese people are the same, psychologically speaking, or that all obese people will
respond to a single approach. Foster and Kendall identify ‘the psychological heterogene-
ity of obese persons’ (p. 711) and suggest that ‘a significant percentage of obese patients,
presenting for treatment, may require psychotherapy or pharmacotherapy in addition to
any obesity treatment’ (p. 711). Although differences have been identified for some con-
siderable time and the need for differential treatments understood (Brownell & Wadden,
1992; Schwartz & Brownell, 1995) no progress has so far been made in matching treat-
ments to individual needs.

XVi
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An early paper by Colvin and Olson (1983) identified autonomy, or a recognition of
responsibility, as a relevant feature of those who maintain weight loss. Recent work by
Texeira et al. (2005) takes up this theme. They attempted to discover whether it was pos-
sible to predict treatment outcomes by identifying significant predictors of weight loss.
They identified that treatment meant a reduced calorie diet, sometimes with exercise, and
a behaviour modification component. They discovered that the people who benefited
from this treatment were those who had few previous weight loss attempts (as Jeffery
et al., 1984 had previously found) and an autonomous, self-motivated, cognitive style.
Our understanding of this work is that Texeira et al. have demonstrated that a specific
treatment (reduced calorie, exercise + behaviour modification) works for a specific
group of people (few previous weight loss attempts and an autonomous, self-motivated,
cognitive style).

But the women we have worked with have been dramatically different from those that
Texeira et al. describe. They have been binge eaters and emotional eaters; they have had
difficult histories and now often live in difficult circumstances; and they have had multi-
ple experiences of weight loss and regain. We would like to propose that the treatment we
have developed is suitable for those women but very unlikely to be suitable for those that
Texeira et al. describe. We see the intervention, described in this book, as not simply
facilitating changes in eating behaviour, and therefore weight, but also addressing psy-
chological issues and offering a programme of lifestyle change which also addresses food
use and activity.

As psychological therapists we have extrapolated from our work with eating-disordered
women the idea that disordered eating of whatever kind is, at least in part, driven by
psychological issues. Whereas the treatment of eating disorders has moved steadily away
from an exclusive focus on eating behaviour, the treatment of obesity is characteristical-
ly entirely focused on eating behaviour. Building on the work of feminist psychothera-
pists and, more recently, cognitive behavioural therapists, we have developed a group
treatment that not only incorporates attention to food choices and activity levels but also
makes use of the considerable body of evidence that links psychological issues and eating
behaviour.

The fundamental hypothesis on which the work is based is that eating behaviour for all
human beings is affected by social, psychological and cultural factors (Ogden, 2003;
Logue, 2004). In particular we believe that the eating behaviour of many people is influ-
enced by psychological factors, particularly those to do with the regulation of affect. We
have found, in a process of continuing informal enquiry, that women, of whatever weight,
readily accept the proposition that their eating behaviour is affected by their mood and,
moreover, will spontaneously supply us with examples. We have often heard how eating
is affected by boredom, frustration, depression, etc. We also notice that our language
encapsulates this behaviour in the phrase ‘comfort eating’. We further hypothesise that
the degree to which emotional eating is employed varies greatly within the population
and that those who employ it to a greater extent are likely to be more overweight. This
relationship has not yet been formally tested but we are in the process of carrying out
studies that will begin to explore that relationship.

XVii
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We are not proposing that all obesity can be accounted for in this way. There is a wide
range of physiological and biochemical mechanisms that affect appetite and eating
behaviour (accessibly reviewed in Logue, 2004). Other factors such as the decline in
activity, the greater availability of food, the popularity of calorie-dense food and changes
in social structures around eating are likely to be involved. Genetic inheritance certainly
also plays a part (Chagnon et al., 2003) but perhaps not as great a part as some would
argue (Collins & Williams, 2001) as does socio-economic status (Parsons et al., 1999;
Leather, 2003). Nevertheless, it seems plain to us that changing eating behaviour, for
many people, is a psychologically and emotionally more complex task than has so far
been recognised.

The whole of the treatment programme described in this book is based on the premise
that obesity, for a significant proportion of people, is strongly associated with psycho-
logical issues. The research that we are about to describe can so far only suggest how
many obese people may be responding with their eating behaviour to psychological
issues but proposes a profile of the kind of person who may be suitable for our
programme.

Our hypothesis, at its widest, is that food is used by many obese people as a way of
managing their emotional lives. We suspect that obesity coincides, not only with a toxic
environment of abundant, available, inexpensive, calorie-dense food, but also with the
breakdown of the fabric of society which has previously sustained and contained people
in the UK. This factor is probably true for numbers of other societies and it may be that
the western cultures that suffer most from obesity (notably the USA) are also those where
social disintegration is most obvious (Kasser, 2002; James, 2007). Some authors have
carried out research that supports our ideas about the breakdown of social support and
have shown that the fragmentation of family and community support systems has health
effects and may increase the number of those using food for ‘comfort’ (Egolf et al., 1992;
Forbes, 1994; McElroy, 2002).

We believe that people need each other to manage life events and circumstances that
affect us all. Historically the need for emotional support has been met by families and by
the plethora of social and community associations, which include religious groups, youth
groups, uniformed organisations and community groups. Currently this social support
has fragmented. It seems to us that people are unsupported in a way that is new and that
alternative social groupings are slow to develop.

We suspect that in this vacuum many people look for other means of managing day
to day. We notice the enormous increase in every addictive and compulsive activity you
can name (Orford, 2001). We consider that overeating is one of these activities, less
harmful than many others and more available than most (and affecting about one-
quarter of the UK population). We believe that the general failure of exhortations to eat
less and exercise more becomes intelligible if we understand that excessive consump-
tion can have meaning and, indeed, is a necessary part of some people’s way of
managing their lives.

It stands to reason that giving up one’s way of coping will not be sustained in the
long run unless some alternative has been developed. Our programme seeks to help

XViii



Introduction

participants to identify the meaning of their overeating and to develop alternative
strategies, particularly better relationships, to cope with whatever life brings them.

In support of this hypothesis, we would like to present some of the research literature,
which leads us to think that for substantial numbers of obese people a consideration of
psychological factors is highly relevant.

Eating disorders research (as opposed to obesity research) has repeatedly shown that
there is a high probability that the over-consumption or restriction of food is an
emotionally driven activity. In fact a number of authors suggest that it is normative for
food to be used in all human societies for other than physiological purposes (Ogden,
1998, 2000, 2003; Canetti et al., 2002; Logue, 2004). Ogden, in particular, has shown the
enormous complexity of the way that food is used by all of us, including those who are
in no way ‘eating disordered’. Hayward et al. (2000) agree that ‘complex health problems
[such as obesity] are replete with social and psychological factors that may undermine
treatment success. Understanding a client’s experience while attempting behavior change
is crucial for the development of interventions that address difficult and costly health
behaviors’ (p. 616). Life events and their emotional consequences often result in abnor-
mal food use in the wider population (Rookus et al., 1988). It may not, therefore, be very
surprising to think that obesity for some people may be the result of an emotional use of
food.

Some attempt has been made to identify abnormal eating patterns both in the general
population and in the obese population. Binge eating has been extensively studied, espe-
cially in relation to aversive emotional states (Heatherton & Baumeister, 1991; Kenardy
etal., 1996; Telch & Agras, 1996; Vogele & Florin, 1997; Deaver et al., 2003; Chua et al.,
2004). Marcus and Wing (1987) found that between 20% and 46% of obese individuals
in a weight control programme reported binge eating (see also Yanovski, 2003a). More
recently Gluck et al. (2004) reported that up to 46% of those defined as obese do in fact
binge eat, and binge eating appears to be more common in females (Freeman & Gil,
2004; Linde et al., 2004). On the basis of this evidence it looks as though almost half of
all obese people may be using food to manage difficult feelings. Foreyt and Goodrick
(1994) found that weight regain was associated, among other things, with life stress, neg-
ative coping style and emotional or binge-eating patterns. Fichter et al. (1993) and Agras
et al. (1997) reported that binge eating predicted weight regain.

Canetti et al. (2002) looked at the relationship between emotions and food intake, and
concluded that, in particular, negative emotions, increase food consumption among nor-
mal weight people as well as overweight people. They also concluded that the influence
of emotions on eating behaviour is stronger in obese people and confirmed that obese
people eat in response to emotions more than normal weight people. Benjamin and
Kamin-Shaaltiel (2004), for instance, related overweight in Israeli women to anger avoid-
ance. We suppose that they imply that food is used to enable the suppression or manage-
ment of anger.

Steptoe et al. (1998) determined that stress leading to increased distress stimulated
alterations in food choice towards greater intake of fat and sugar, in vulnerable individu-
als. Popkess-Vawter et al. (1998) identified power/control, relationships with others and
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unpleasant feelings as triggers for overeating in overweight women. Epel et al. (2001)
show that artificially induced stress promotes ‘comfort food intake’. Schoemaker et al.
(2002) and Freeman and Gil (2004) report that stress precipitates binge eating. Rosmond
(2005) is also interested in the relationship between stress and visceral obesity, and sug-
gests that persistent stress results in the release of excess cortisol which, in turn, promotes
visceral obesity. Gluck et al. (2004) came to the same conclusion. Conversely, Heinrichs
et al. (2003) discovered that social support and oxytocin suppressed cortisol production.

Geliebter and Aversa (2003) reported that overweight individuals overate during
negative emotional states and situations. Byrne et al. (2003) identified the use of eating
to regulate mood, or to distract from unpleasant thoughts and moods, as one characteris-
tic of obese women who had lost a substantial amount of weight and then regained it.
Walfish (2004) found that 40% of a sample of bariatric surgery patients could be identi-
fied as ‘emotional eaters’ and recommended treatment to address this problem to increase
the likelihood of long-term maintenance of weight loss.

There is substantial evidence to suggest that those who use food for affect regulation
may have significant psychological issues relating to their history. Attachment history has
been studied extensively for its relationship to affect regulation. Schore has developed a
clear model for the relationship between attachment history, its neurological consequences
and the person’s capacity to regulate affect. ‘Enduring structural changes [as a result of
traumatic attachments] lead to the inefficient stress coping mechanisms that lie at the core
of . .. post traumatic stress disorders’ (Schore, 2002, p. 11; see also Raynes et al., 1989;
Zimmerman, 1999; Schore, 2000, 2001, 2003). A review of attachment research in eating
disorders (Ward et al., 2000) concluded that insecure attachment is common in eating-
disordered populations. Maunder and Hunter (2001) have extended the scope of the
enquiry to evaluate the evidence linking attachment insecurity to illness generally. They
cautiously proposed that overeating, leading to obesity, may be a means of managing inse-
cure attachment. Flores (2001) related attachment difficulties to addiction and substance
abuse as a means of self-repair. Trombini et al. (2003) found that obese children and their
mothers had a significant prevalence of insecure attachment style and recommended that
treatment of obesity in children needed to include a psychological intervention with the
mother. Vila et al. (2004) similarly identified disturbance in the families of obese children
and recommended family treatment. Ciechanowski et al. (2004) found that avoidant
attachment patterns were associated with poorer self-management in patients with dia-
betes — there is an 85% association of Type 2 diabetes and obesity (Eberhardt et al., 2004).
Troisi et al. (2005) commented that ‘persons with eating disorders are expected to have a
high frequency of adverse early experiences with their attachment figures and a high
prevalence of insecure attachment . . .. The insecure attachment style has been also
considered as a risk factor for the development of an eating disorder’ (p. 89). Tasca et al.
(2006) reported that both attachment anxiety and attachment avoidance were related to
poorer outcomes in group treatment for binge eating disorder.

Attachment difficulties may well be associated with difficult early experiences (Prior
& Glaser, 20006). Felitti (one of the first researchers to explore these themes) observed a
55% dropout rate in a weight loss programme despite the fact that dropouts had been
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losing weight, not gaining. This observation and subsequent interviews and studies
(Felitti, 1991, 1993) indicated that overeating and obesity were often unconscious ‘pro-
tective solutions to unrecognised problems dating back to childhood’ (Felitti, 2003, p. 2).

Felitti’s work stimulated an epidemiological study in collaboration with researchers
from the Center for Disease Control and Prevention (CDC) in Atlanta, USA: the ‘Adverse
Childhood Experiences (ACE) Study’. This study sought to examine the relationship
between childhood abuse and family dysfunction and many of the leading causes of adult
mortality (Felitti et al., 1998). Eight categories of experiences (ACEs) that could adverse-
ly affect a child were developed, three of which were direct actions: physical, verbal and
sexual abuse. The other five addressed environmentally adverse experiences such as loss,
neglect or trauma; violence against mother; growing up in a household with members
who had been imprisoned, were substance abusers, or who were depressed, suicidal or
had untreated mental illness. Of 17,337 adult participants more than 50% reported at least
one ACE, and 25% reported at least two. Those that reported four or more ACEs were at
increased risk for substance abuse (drugs, alcohol, smoking), mental health problems,
cancer, heart disease, chronic pulmonary disease, etc. In relation to obesity, the study
found that people who had experienced four or more ACEs had a 1.4 to 1.6-fold increased
risk for severe obesity and inactivity (Felitti et al., 1998).

A number of other authors have explored the relationship between earlier adverse life
experiences, eating disorders and obesity (Kopp, 1994; Lissau & Sotrensen, 1994; Kent
et al., 1999; Williamson et al., 2001; Wonderlich et al., 2001) In a review of the literature
of childhood sexual abuse (CSA) and obesity, Gustafson and Sarwer (2004) note that
‘studies suggest at least a modest relationship between the two’. A similar result was
found in a review by Smolak and Murnen (2002) who found that CSA is associated with
an increased likelihood of eating disorder symptoms. A positive correlation between CSA
and binge eating has been found (Grilo & Masheb, 2001; Wonderlich et al., 2001). It is
possible that binge eating is the mediating factor between CSA and obesity.

Mills (1995) found that adults whose obesity dated from childhood had poorer mental
health than those who became obese later in life, suggesting early traumatic experience.
Power and Parsons (2000) suggested that emotional deprivation in childhood might be
related to adult obesity. In studies by Grilo and colleagues, 83% of participants with
binge eating disorder reported some form of childhood maltreatment (Grilo & Masheb,
2001). (BED is a diagnostic description of bingeing combined with a loss of a sense of
control that occurs twice a week or more over a period of six months.) A study of bariatric
(stomach) surgery patients found that half the females had experienced early sexual abuse
(Rowston et al., 1992) and abuse history was significantly related to overweight/obesity
in a sample of female gastrointestinal patients (Jia et al., 2004). In a study of extremely
obese bariatric surgery candidates, 69% reported maltreatment (Grilo et al., 2005).

Longitudinal studies, over a period of seven years, of sexually abused children revealed
higher rates of healthcare utilization and long-term health problems than comparison groups,
and both studies mention comparatively higher rates of overweight and obesity in the abused
groups (Frothingham et al., 2000; Sickel et al., 2002). While there are few long-term stud-
ies, there is varied literature on the effects of early abuse and neglect upon adult health
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(Roberts, 1996; Weiss et al., 1999; Stein & Barret-Connor, 2000; MacMillan et al., 2001,
Kendall-Tackett, 2002; Hulme, 2004; Leserman, 2005) and there is some evidence that CSA
may negatively influence weight loss in obesity treatment (King et al., 1996). Wiederman
et al. (1999) discuss how obesity may have an adaptive function for sexually abused women,
which lends some support to the findings of Felitti (1993) where participants reported using
obesity as a sexually protective device, and overeating to manage emotional distress.

Much of the data quoted above has been gathered by means of questionnaires.
However, when obese people have been given the opportunity to talk about their obesity
at greater length, the findings have shown very similar results. Qualitative studies have
consistently demonstrated the association of poor family functioning and excess use of
food. These studies have also shown the importance of the social environment and food
use in response to negative affect. Stress, anxiety and loneliness are particularly identi-
fied in the data (Lyons, 1998; Sarlio-Lahteenkorva, 1998; Bidgood & Buckroyd, 2005;
Davis et al., 2005; Goodspeed-Grant & Boersma, 2005). Work that we have recently car-
ried out again confirms these findings (Buckroyd et al. in preparation c). A sample of 79
obese women seeking treatment were asked at first interview what factors they thought
were involved in their obesity. As expected many practical factors were identified, includ-
ing bad diet, overeating, etc., but all of them also attributed their eating behaviour to
emotional factors. These mainly ranged from particular feeling states, e.g. boredom,
depression, anxiety, to current life events, e.g. relationship problems, bereavement,
illness, etc., to reports of adverse childhood experiences.

If psychological factors and obesity can be linked, as the above evidence suggests, we
need to know precisely how they may be linked. In the past ten years or so evidence has
been accumulating which suggests that eating particular comfort foods — foods high in
fat and carbohydrate — has an effect on the biochemistry of the brain which reduce stress
or produces hedonic effects (Colantuoni et al., 2002; Will et al., 2003, 2004). Yanovski
(2003b) found that the opioid system might be involved in response to ingestion of sweet,
high-fat foods by women. Lowe and Levine (2005) have proposed that the presence of
highly palatable food is enough to activate a hedonic appetite system. Apparently the
prospect of the pleasurable results of eating is a powerful force. Dallman et al. (2005)
demonstrate that eating comfort foods reduces the effects of chronic stress by modifying
the biochemical effects. She urges that, rather than accepting that those in chronic stress
will indulge in comfort foods and thus become obese, the chronic stressor should be
removed. She proposes, therefore, that obesity might be less common ‘were policy mak-
ers aware of the insidious effects of not actively seeking to relieve sources of uncontrol-
lable chronic stressors’ (p. 279). This is a long way from urging obese people to eat less.

This data does not demonstrate that all obese people use food for emotional purposes.
It does, however, show that the emotional use of food is normative in the non-obese pop-
ulation and that a significant proportion, perhaps approaching 50% of obese people, seem
to use food to manage their emotional lives to such an extent that they become obese. Our
programme, therefore, proceeds on the assumption that sustained weight loss will not be
achieved for these people unless such emotional issues are addressed and alternative
coping strategies are adopted.

XXii



Introduction

The question remains: How can that proportion of obese people to whom these issues
are relevant be identified or, in other words, how can we match individuals to the treat-
ment we are offering? At the moment there is no good answer to this question, identified
by Rossner, Brownell and Wadden as early as 1992, reiterated by Schwartz and Brownell
in 1995 and also thought important by Jeffery et al. (2000). However, it seems likely that
those who score highly on measures of binge eating and emotional eating are likely to
fall into this category. As Felitti remarked in 2003, the use of food to manage psycho-
logical issues may be unconscious, and responses to questionnaires on emotional eating
will therefore be unreliable. Nevertheless there seems to be a strong correlation between
emotional eating and binge eating (Eldredge & Agras, 1996; Telch & Agras, 1996), so
that binge eating may be a useful proxy measure.

Elfhag et al. (2003) have also been concerned to identify subgroups among the popu-
laton of obese people. She thought that two subgroups could be identified: one charac-
terised by difficulties with emotions, binge eating and experiencing body size as having
psychological meaning. This sounds very much like the group we have been working
with. The other group was characterised by coping liabilities, a lower socio-economic
level and irregular or chaotic meal patterns. She suggests that this second group might
need to find a structure for eating and lifestyle changes. It may well be that these two
groups overlap to some extent, but the treatment for those who need a structure for eating
and lifestyle changes might well be a shorter and more practical behaviour modification
treatment than the programme we are proposing. It is possible that those who benefit from
commercial weight loss programmes may do so because of the structures that are
imposed by them.

Our conclusion is, therefore, that we seek to identify a subgroup among treatment-
seeking obese women who acknowledge binge eating and are receptive to the idea that
their eating behaviour may be influenced by their emotions.

Research on psychological treatments for obesity

In 2004 Hay et al. carried out a Cochrane Review on psychotherapy for bulimia nervosa
and bingeing, which concluded that there was some support for the use of CBT but that
these treatments did not contribute to weight loss. Another recent Cochrane Review by
Shaw et al. (2005) assessed the effects of psychological interventions for overweight or
obesity as a means of achieving sustained weight loss. They concluded that psychological
interventions, particularly behavioural and cognitive behavioural strategies, enhance
weight reduction and that they are predominantly useful when combined with dietary and
exercise strategies. They commented that other psychological interventions have been less
rigorously evaluated for their efficacy as weight loss treatments. Unfortunately this review
comments principally on weight loss. For inclusion, follow-up was required for only three
months, and few studies were long term. As the authors comment, without longer term
studies the true effect of psychological interventions on weight is difficult to determine.
This authoritative review therefore takes us very little further forward in identifying
an appropriate psychological treatment for maintained weight loss. Although we are
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currently researching our own treatment we are certainly not in a position to assure you that
we can solve this very difficult problem. However, we consider that the evidence we have
quoted above of the importance of psychological issues to a significant proportion of obese
people, supports our fundamental hypothesis of the need to address the psychological
issues.

Before proceeding we would like to give a brief outline of the intervention, which is
described in much greater detail in the rest of this book.

A group of approximately 10 women, conforming to the psychological profile identi-
fied above, with a BMI = 35 is recruited to meet on a weekly basis for two hours for
36 sessions (Body Mass Index (BMI) is calculated by dividing weight in kilograms by
height in metres squared). It is likely that these 36 sessions will be spread over a
calendar year once holidays have been included. The intervention is led by a group
leader who has trained as a psychological therapist and has undertaken additional
training in running a group of this kind. The principal objective of the group is to
enable maintained weight loss = 5-10% of baseline weight for two years. The
intervention is structured in three 12 week ‘terms’. The first term addresses the
psychological meaning of food and eating behaviour to individual members. It also
provides cognitive behavioural strategies for modifying eating behaviour. The second
term continues these themes and adds the subject of food choice which is similarly
addressed from a psychotherapeutic and cognitive behavioural perspective. The third
term continues these three themes while adding attention to increased activity.
Activity is also addressed from a psychotherapeutic and cognitive behavioural
perspective.
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Chapter 1
Guiding Principles

Introduction

Psychological treatments of whatever kind are based on differing theories and under-
standings of human development and functioning and incorporate value systems that
focus on different aspects of human behaviour. Our judgement is that these theories
often privilege the understanding of one aspect of human behaviour over others so, for
example, person-centred theory has privileged feelings, psychodynamic theory has
privileged insight, cognitive behavioural theory has privileged thinking, behavioural
theory has privileged behaviour. In what follows we have described briefly the range
of theories and accompanying value systems that we have found useful. We have also
provided a short account of the particular relevance of these theories to our client
group of obese women. We do not pretend to have developed a comprehensive account
of human functioning, rather our understanding has been pragmatically driven to use
what works. We have also been influenced by recent research that seems to demon-
strate fairly conclusively what has come to be known as the ‘dodo’ effect (reviewed
usefully by O’Brien & Houston, 2000). The ‘dodo’ effect supports the idea that what
works in therapy is not the particular modality in which it is delivered (e.g. psycho-
dynamic, CBT) but characteristics that are transmodal. These appear to focus on ‘the
ability to engage the client in a cooperative participation with regard to the goals and
tasks of therapy, to provide an opportunity for the client to express emotion and to
create a healing, therapeutic bond’ (O’Brien & Houston, 2000, p. 37). In our discussion
of the conduct of the group and the training of the group leaders these transmodal
elements are stressed.

We are also aware of research which suggests that there are different learning styles.
These seem to correspond to people who learn more easily from words as opposed to
those who learn more easily from diagrams and illustrations and, secondly, to those who
have a grasp of a whole subject as opposed to those who focus on the detail of a part of
a subject (Riding & Rayner, 1998). The integration of different modalities in our pro-
gramme may give room for these differences. We have tried to use a combination of ver-
bal and visual activities although the weight of the programme is certainly towards the
verbal.

Similarly we have tried to provide a balance between the detail of individual sessions
and activities and a picture of the whole. Each session begins with its overview and a
recapitulation of the previous session. At the beginning of the programme we provide an
overview of the whole programme (Appendix 2). Similarly at the end of each 12 week
block there is the opportunity for review and an overview.
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It may be that different clients make use of some elements of our programme more
than others. We are hoping to provide a range of ways of understanding eating behaviour
so that the participants in our groups can make use of those elements that have most
resonance for them. Much of the language of different theories is metaphorical. It may be
that, in time, neuroscience (Schore, 1997a, 1997b, 1997¢, 2000, 2002, 2003) will be able
to help us to understand more exactly how different interventions impact on the brain and
inform our choices so that psychotherapy of all kinds can be delivered more effectively.
In the meantime we are offering a buffet.

In what follows we describe the range of theories we have employed. They are all
based on the assumption that human beings are capable of emotional growth and devel-
opment; as the British Association for Counselling and Psychotherapy says ‘Counselling
is a way of enabling choice or change or of reducing confusion’ (www.bacp.co.uk/edu-
cation/whatiscounselling.html).

Carl Rogers and Person centred theory

We have been concerned in carrying out our research and in developing the programme,
to ensure that our participants are treated with respect and empathy. This may seem a self-
evident principle for working with patients of any kind. However the literature reveals,
and the evidence provided by our participants confirms, that respect and empathy cannot
be assumed in the treatment of obese people.

Discrimination against obese people is common (Garner & Wooley, 1991; Fabricatore &
Wadden, 2004) and has been identified in areas including employment, housing and
healthcare (Friedman & Brownell, 2002; Harvey et al., 2002b). Puhl and Brownell (2002)
describe discrimination in employment, healthcare and education. A study by Carryer
(2001) describes the experience of nine ‘large bodied women’ which reports discrimina-
tion by nurses and suggests strategies for improving their responses to large women.
Obese people themselves report significant difficulty in continuing a normal social life
and find themselves discriminated against in both work and social situations (Crisp,
1988; Lee & Shapiro, 2003). Women in particular are stigmatised for being obese
(Rothblum, 1994; Cogan & Ernsberger, 1999). One study confirmed widespread preju-
dice against overweight women when eating out (Zdrodowski, 1996).

Our own research has supported the findings that obese people experience prejudice
and discrimination. In a study conducted with a community sample of obese people,
participants were explicit about the prejudice they encountered:

People, if you're fat, don’t take you seriously and they don’t have much
respect for you either.

I don't like going out. I like to sit at home . . . because I know people
talk about me behind my back.

If you're waiting to be served, you can be overlooked. . . big as you are,
you can be invisible. People make snide comments to each other in lifts.
In passing they will stare.
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[People] seem to think you're fair game to be treated like garbage and
talked to like rubbish—-you don’t have feelings. I may be very big on the
outside, but on the inside I've got the feelings of a size 10 and if anything
I'm as fragile, if not more fragile.

(Bidgood & Buckroyd, 2005, p. 224)

The participants in our study encountered prejudice and stigmatisation in a wide range
of situations: in shops, restaurants, places of entertainment and recreation, public
transport, and even in hospitals in one case. Apparently the National Health Service
wheelchair is not strong enough for anyone weighing more than 22 stone/140 kilograms
(White, 2002). Participants felt that the needs of large people are ignored: seats on buses,
coaches and aircraft were too narrow, seatbelts were almost impossible to use. Job
prospects for the participants were diminished, for men as well as women, due to the dif-
ficulty of overcoming the immediate hurdle of gaining acceptance into the job in the first
place. In many cases such widespread prejudice and stigmatisation had resulted in the
participants withdrawing from social life and hiding away at home as much as possible
(Bidgood & Buckroyd, 2005). A Cochrane Review (Harvey et al., 2002b) on improving
health professionals’ management and the organisation of care for overweight and obese
people concluded, rather depressingly, that there was little to suggest how the management
of obesity might be improved.

Our recognition of all the deeply felt hurt that results from this prejudice and stigmati-
sation has made us determined to offer a different environment in which to work with our
participants. We have taken Carl Rogers (1979, 1981) and, more recently, Tudor et al.
(2004) as valuable guides to placing the women we work with at the centre of our concern.
Rogers’ supreme insight, explored in many different ways in his published work, was that
change is more likely to take place in an environment of safety and respect. He codified
this understanding in what he called the ‘core conditions’. These include congruence,
empathy and unconditional positive regard. When troubled people are met with these con-
ditions they tend to be able to resolve their difficulties and embark on a process of change.
Rogers believed that given this facilitating environment, the inherent capacity for change
in positive directions that all of us possess, can be activated. This theory fits in well with
the research on transmodal counselling described above (O’Brien & Houston, 2000).

Psychodynamic theory

This basic framework of respect for our participants is amplified by psychodynamic
ideas, that is to say, those ideas that derive from Freud and his successors over the past
hundred years. We have both trained extensively as psychodynamic practitioners and,
although we have both since developed an integrative approach to our therapeutic work,
we make use of a good many psychodynamic ideas. Most basic of these is the idea that
symptoms (in this case obesity) have meaning. Our fundamental understanding of obesity
in the subgroup of obese people that we have identified is that it results from eating
behaviour that is, in part, emotionally driven. We regard the symptom (i.e. the eating
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behaviour and resultant obesity) as evidence of emotional distress. In other words, we
believe that obesity is not simply the result of a poor diet or a lack of exercise, but has
emotional meaning.

A second fundamental psychodynamic idea that is important to our work is the convic-
tion that the past has a powerful effect on the present and that many of our habits of all kinds
are formed by early experience. To this basic understanding we add a particular respect for
attachment theory (Sroufe, 1995; Bowlby, 2000a, 2000b, 2000c; Stern, 2000; Holmes,
2003; Howe, 2003). We consider that attachment theory, one of the best evidenced elements
of modern psychodynamic theory, is extremely helpful in describing the patterns of rela-
tionship which derive from the past and get re-enacted in the present. It has been our clin-
ical experience that coming to a better awareness of the influence of the past on the present
can be a huge relief to our participants. An initial suspicion, voiced by most of our partici-
pants that their eating behaviour is influenced by feelings and life events, is developed so
that their behaviour becomes more meaningful to them. They can then often stop describ-
ing themselves as greedy or lacking willpower, for example, and acknowledge that their
eating and their obesity make sense (Buckroyd et al., 2006). When they are less hostile to
themselves they have more space in which to make choices about their behaviour.

We also make use of the psychodynamic understanding of an inner self which is com-
posed of different ‘voices’ or parts. It seems helpful to think that the different parts of the
self (popularised, for example, in phrases such as ‘the inner child’) are in relationship
with each other and that at different times one or other part of the self may be more pow-
erful or influential (Summers, 1994). Again it has been our experience that to talk in
metaphors of this kind can be helpful, especially to women who find self-care difficult.
The idea of the development of an internal good mother, for example, can often help them
to offer support to parts of themselves that would otherwise seek solace in food.

A related area of psychodynamic thinking that we have found particularly helpful is the
work of Heinz Kohut (Kohut, 1984; Siegel, 1996; Mollon, 2001; Lessem, 2005). Kohut
was interested in the development of the self and in the conditions necessary to create a
strong sense of self in the child and young person. He is sometimes seen as a theorist who
bridges psychoanalytic and person-centred theory (Kahn 1997). He believes that condi-
tions rather similar to those that Rogers describes as the Core Conditions, develop a robust
sense of self. Since our participants uniformly demonstrate very poor self-esteem we have
been influenced by Kohut’s ideas of how this early damage can be repaired in a therapeu-
tic relationship. So, for example, we have emphasised the acknowledgement of participants’
strengths and successes and recognised that they need to experience the group leader as a
positive figure who acknowledges their feelings and their struggle.

Feminist theory

Issues concerning eating behaviour and body esteem have, at least in the past, been seen
to concern women far more than men. (Currently, in the UK, rates of obesity for men lag
only a couple of percentage points behind those for women). Feminist writers have
interested themselves in providing an account of women’s relationships with their bodies
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and with food in a patriarchal society (e.g. Orbach, 1978; Lawrence & Dana, 1990;
Polivy & Herman, 1992; Burgard & Lyons, 1994; Fallon et al., 1994; Bloom et al., 1999;
Heenan, 2005). Our experience of working with women suffering from eating disorders,
and with obese women, has not persuaded us that the feminist account of these issues is
to be preferred above other accounts. We do think their contribution is valuable for some
women but not meaningful for all.

However, there are aspects of feminist theory that we have adopted. One important
element derives from the feminist conviction that the personal is political. It is common
in therapeutic circles for distress to be seen entirely as the product of the individual’s
experience. Feminists have been as interested in how the culture limits and shapes
women’s experience, and consequently their behaviour. Among our participants, for
example, there was great reluctance to engage in exercise or swimming in a mixed sex
environment. The women felt unwilling to be subject to the gaze of men. An uninformed
observer might accuse them of being unwilling to exercise and, therefore, failing to take
responsibility for their own health but, from a feminist perspective, the culture deprives
them of that freedom (McElroy, 2002). We have tried to listen carefully to our partici-
pants’ experience of their own environment and to be attentive to their needs from that
perspective. We have, for example, run the groups in term time, recognising that other-
wise childcare obligations would prevent some of our participants from attending.

A second aspect of feminist practice that we have adopted has been to diminish the power
differential between group leader and participant as far possible. The hierarchies of a patri-
archal society are the common experience of women, especially those from a deprived back-
ground. We seek to provide a different experience. We have done this by seeking opportuni-
ties to empower our participants to devise their own remedies. So, for example, we have not
drafted in ‘expert’ nutritionists or dieticians or exercise specialists (as is commonly done in
weight maintenance groups) because our experience has been that our group members have,
between them, a vast store of latent knowledge of these issues. They do not need an expert
to tell them what to do; they need encouragement to make active what they already know.
Similarly, the group leader we see as providing the facilitating environment for the group to
work rather than functioning as the expert. Our image is of collaboration.

Cognitive behavioural therapy

Cognitive behavioural therapy (CBT) is an exceedingly well-known therapy that has
demonstrated its value via research much more than most other methods. It is based on
the premise that we all view our current experience through the prism of the past. In our
formative years we develop beliefs as a result of our experience and we continue to act
on those beliefs whether or not they are appropriate in the light of current experience. So,
the person who has learned that no one will be interested in her distress as a child and
that food is a more reliable comforter, will tend to act on this belief even if her experience
of people in the present does not reflect her earlier experience.

It is the task of the CBT practitioner to engage the client in a series of ‘experiments’ to
find out whether her thinking is accurate or not. It is a therapy that has little interest in the
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past or how clients may have arrived at the convictions they hold but instead it focuses on
changing those convictions in the present. Common faults in thinking such as all or noth-
ing thinking (I've eaten a cream bun and spoiled my diet so I may as well eat 10 cream
buns) or catastrophising (I’ve eaten a cream bun so I’'m never going to lose any weight)
can be challenged and explored using CBT. For that reason it has been widely adopted for
many different client populations, including obese people. Shaw et al. (2005) reviewed
CBT as an adjunct to dietary and exercise strategies for achieving weight loss but
unfortunately were not able to comment on its value for achieving maintained weight loss.

Cooper et al. (2003) have published a CBT programme for obese people in individual
treatment. This programme begins with a conventional calorie-counting, food-restricting
diet programme based on a daily intake of 1,500 calories. It is followed by close attention
to problems in keeping to this diet and encouragement to increase activity using largely
behavioural strategies. Attention is focused on challenging failure to conform to the pro-
gramme’s requirements. Recommendations for healthy eating are included. The second
phase of the programme addresses obstacles to maintaining weight loss, including improv-
ing body image using cognitive strategies. Patients are supported to pursue their life goals
whether or not they have lost weight. The authors stress the value of the final phase of the
programme, which teaches strategies for monitoring weight, anticipating problems in
maintaining their diet programme and developing a personal weight maintenance plan.
Although the authors are researching the long-term effectiveness of their plan for weight
loss maintenance, results were not available at the time of writing. However, the pro-
gramme incorporates areas of functioning that have been demonstrated to be involved in
the process of weight loss and weight loss maintenance. These include a reduction in
calorific intake and increase in activity, attention to body esteem, strategies for managing
situations likely to trigger overeating and, most particularly, attention to ways of thinking
that undermine the patients’ belief in their capacity for maintained weight loss.

We have also used many of the above strategies to engage our participants’ cognitive
strengths to support the emotional growth that we are trying to encourage in our groups. So,
for example, when we explore the emotions associated with eating particular foods and the
memories these foods evoke, we then invite participants to consider whether they need to
continue with the patterns they have carried over from the past. We also challenge partici-
pants’ convictions that they, for example, cannot plan their eating, cannot choose healthy
food and cannot find strategies to manage situations such as eating out. Most fundamental-
ly, we challenge their conviction, born of repeated weight loss and regain, that they are
unable to achieve the changes in their lives that will enable them to maintain weight loss.

We have been influenced by Yalom’s belief that a cognitive structure is desirable as
part of a group therapy (Yalom, 2005). For this reason we have provided an overview of
the intervention to be given to participants in the first session, as well as opportunities for
review after each 12-week section. We have adopted CBT strategies of homework setting
and have also provided throughout, a rationale for the activities in the group, although
this has not necessarily been provided first. Sometimes we have wanted the group mem-
bers to experience something emotionally before we talked about it.




Chapter 2

Transtheoretical Elements
of the Treatment

Introduction

In running our groups we wanted to take advantage of work in other disciplines which
has focused on the psychology of change and development and of eating behaviour. We
are of course fundamentally interested in behaviour change although we focus more than
most on understanding psychological and emotional aspects of behaviour. We found
Conner and Armitage (2002) and Ogden (2003) particularly useful in guiding us through
a literature in social and health psychology that was relatively new to us.

Three contributions to social and health psychology have informed our work. The first
is the theory of change developed over many years by Prochaska and DiClemente, the
second is the theory of self-efficacy developed by Bandura, and the third is the theory of
the value of groups, developed by numerous authors. We are especially interested in those
whose work relates to therapeutic groups and social support.

Theory of change

Prochaska and DiClemente have spent their working lives creating models of the process
of change (1984). The version of their work that we have used is represented in Figure 2.1,
although it can also be represented on a line or a spiral.

Its strengths for the purposes of our groups seem to be as follows. Firstly, it shows
change as a process with different stages taking place over a period of time. Our person-
al experience, and certainly the experience of our participants, is that change is a difficult
or even impossible challenge. It seems that their expectation is that they can move from
one set of behaviours to another without difficulty, while at the same time their experi-
ence is that after a very short time any change will be reversed. For many of them this
has created an unwillingness to attempt any change. For example, many of our partici-
pants say that they will never diet again because they have had such a lot of experience
of failure. The idea of a process gives them more hope.

Secondly, the figure includes and normalises the idea of relapse. The idea of relapse as
part of the process of change helps to dispel the fantasy that change can or should be
something achieved without hesitation or interruption. It also allows for the resumption
of the process of change after relapse and so modifies the tendency to think that failure
means that there is no point in continuing to attempt change.

Thirdly, the figure enables us, as facilitators, to invite group members to identify for them-
selves where they are in relation to any aspect of the programme. So, for instance, when we
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ACTION

PREPARATION

MAINTENANCE

CONTEMPLATION

PRE-CONTEMPLATION

Figure 2.1 The Wheel of Change. (Adapted from Prochaska and DiClemente, 1984)

introduce the notion of increased activity, we invite the group to identify where they are in the
process of change in relation to increasing activity. This enables us to see whether additional
work needs to be done to prepare the participants for action before the step counters are
handed out, so that we increase the likelihood that they will be used, and used constructively.

Fourthly, the use of Figure 2.1 places the responsibility for the change process firmly at the
door of the participant. By identifying where they are in the change process, the group mem-
bers implicitly acknowledge their own responsibility for change. By this means the group
leader minimises the likelihood that she will be seen as requiring, or imposing, change and so
lessens the chance that the group members will see change as her project and not theirs. Other
researchers (Rothman et al., 1993) have found that taking responsibility for health promoting
behaviour results in behaviour change for women accessing mammography. A similar attri-
bution of responsibility is likely to help women to change their eating behaviour.

Prochaska et al. (1992, 1993) found that using the change model, and tailoring treatment
to the individual’s stage on it, vastly improved success rates for smoking cessation and
was relevant to the treatment of addictive behaviours. Logue et al. (2000) recommended
the use of the model to allow primary care professionals to identify when obese patients
might be receptive to treatment. Kasila et al. (2003) used the model to identify patients’
readiness for dietary change. They found that understanding where the patients were in
relation to the change process enabled health professionals to empower patients and to
modify professional interventions to each individual.
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Self-efficacy

Albert Bandura is a social psychologist who has developed the idea that a person’s capacity
to carry out tasks, and particularly those relating to change, is directly related to a belief that
they will be successful. This he calls self-efficacy (Bandura, 1997). This quality has been
shown to be of relevance in weight control. Bandura reviews research literature which demon-
strates the value of self-efficacy in the regulation of eating and exercise habits and concludes
‘that perceived efficacy predicts weight management at each phase of change in eating and
exercise habits’ (1997, p. 351). Lewis et al. (1992) used self-efficacy among other strategies
in a group therapy for sustained weight loss. Schwarzer and Fuchs (1995) consider that ‘self-
efficacy [for weight control] operates best in concert with general lifestyle changes, including
physical exercise and provision of social support. Self-confident clients of intervention pro-
grams were less likely to relapse to their previous unhealthful diet’ (p. 266). Goodrick et al.
(1999) found that increases in eating self-efficacy were associated with reductions in binge
eating severity. Conversely, low self-efficacy has been associated by a number of authors with
weight regain (Gormally et al. 1980; Colvin & Olson, 1983; Jeffery et al., 1984; Tinker &
Tucker, 1997). Since our programme aims at lifestyle change and provides the social support
of the group it has seemed especially appropriate to incorporate the ideas of self-efficacy.

Bandura recommends that self-efficacy can be strengthened via a number of routes
(1997). The first is ‘mastery experiences’, that is to say, the more experience people have
of success the more they believe they can succeed. Considerable effort is expended dur-
ing our programme both in setting achievable goals and in developing participants’ strate-
gies to succeed in reaching these goals. Secondly, Bandura believes that social modelling
is important in strengthening a sense of self-efficacy. The group provides a ready made
set of social models who are struggling with very similar problems and whose sharing of
successes and failures is very important to individual participants. The group leader is
also available to teach skills and strategies for behaviour change. Thirdly, Bandura
believes in the importance of social persuasion. The positive and supportive tone of the
group process contributes to this end. Finally, Bandura believes that improved emotional
and physical functioning enhances self-efficacy. Group leaders consistently affirm
progress and encourage further effort in these directions.

Groups

The number of obese people in developed societies seems likely to overwhelm healthcare
systems. Finding a response that is effective and affordable will be a major challenge in the
next two decades. It is to be hoped that prevention work, in its many developing forms, will
ensure that the number of people who become obese is much reduced. There is some mod-
erately encouraging data when very far-reaching public health initiatives are established, as
they have been in Finland (Puska et al., 1985). Unfortunately it seems unlikely that a socie-
ty such as the UK would support initiatives of that kind. It seems improbable that changes
on a large scale will happen quickly, especially if our growing conviction — that food (among
other activities and substances) is used to manage the social disintegration within western

11



Therapeutic Groups for Obese Women

society — is correct. We believe that the health decrements of obesity will demand initiatives
to deal with obese people, particularly very obese people. It seems obvious that if group
treatment can work as well or better than individual treatment, then it should be adopted.

The research has not yet been carried out that would enable a comparison of these two
modes of treatment although most weight loss treatment is carried out in group settings
(Hayaki & Brownell 1996; Renjilian et al., 2001). Cognolato et al. (1996) reported good
results from a psychodynamic group with obese patients but the numbers were very small
and the results cannot be more than suggestive. More useful results are reported by
McKisack and Waller (1997) who investigated factors influencing the outcome of group
psychotherapy for bulimia nervosa. They found that there was no evidence to suggest an
advantage to any single therapeutic orientation but that better outcomes were associated
with longer, more intensively scheduled, groups and with the addition of other treatment
components. They also reported that relatively larger groups were a viable option
(although the largest was only nine participants).

Conviction of the value of group treatment for obesity therefore rests largely on the
evidence for the generic value of groups. This is not the place to argue for the effective-
ness of groups. However, group leaders need to bear in mind that, although the
programme is semi-structured and involves the leader in taking an active role, the ordi-
nary features of group functioning and development will still apply. We recommend
Yalom (2005), Benson (2001) and Aveline and Dryden (1988) for helpful information.

There are a number of characteristics of group functioning that we would like to point
out will be of particular relevance to the client group concerned. Firstly, we would like to
discuss those to do with stages of the group process. Group process involves a number of
stages differently labelled by different theorists (e.g. Tuckman, 1965; Garland et al.,
1965; Hartford, 1972; Schutz, 1979). We have used a four-stage model: an initial stage
when the group is formed; a stage when rivalries and anxieties predominate; a stage when
the group coheres and works to achieve its objectives; and an ending stage. These stages
need particular thought in reference to groups of obese women:

e Group therapy, especially in the initial stage, involves a tension between the wish to be an indi-
vidual and the wish to be one of a group. Our experience is that obese women who conform
to the subgroup we have described, have a powerful urge to remain separate rather than
to become involved with others. There is a significant danger that the group will never form or
that some members will feel unable to join and will drop out in the early sessions. The task of
the group leader, to make the group a safe enough place for long-standing methods of self-
reliance to be laid aside, is particularly difficult with this patient group. The homogeneous
nature of the group may assist in this task; members may recognise that others have similar
problems and experiences.

e The second stage involves the expression of difficult feelings. Research on alexithymia, (p. 16)
demonstrates that it is very common for obese women to have difficulty in identifying, let alone
expressing, feelings of anger, discontent, dissatisfaction, etc. Indeed, their use of food may well
be directed to keeping them distracted from these feelings. There is a danger then, that dissat-
isfied group members will drop out because they have no means of negotiating difficult feel-
ings. Alternatively they may turn the group into something bland, so that the feelings cannot be
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expressed. In the first 12 weeks of the group a good deal of work is done on naming feelings to
develop this skill, but the group leader needs to bear these considerations in mind and facilitate
the expression of awkward feelings to the best of her ability. Emotional competence of this kind
is known to be related to well-being (Ciarrochi & Scott, 2006).

e The third stage involves the emotional involvement of the group members with each other. This
is of particular significance to obese women who, as research shows, are characteristically
socially and emotionally isolated and have poor relationships. It is particularly important that
the bonds between group members at this stage of the group are supported and encouraged so
that they build an experience of mutual help and support.

e The final stage of the group involves an end of relationships that have almost certainly been
important to the members. The hope is that the learning in the group will transfer to situations
in relationships in ordinary life. The programme for this group emphasises the issue of rela-
tionships throughout, precisely because this is such an area of difficulty for obese women. The
task of the group leader in the ending stage is to ensure as best she can that the ending is not
seen as yet another disappointing failure of attachment.

There are also a number of issues for the group leader to keep in mind in relation to her task:

e The group leader in this model of group work needs to be able to assume authority. This is not
a group in which the leader is the passive observer of the group process. By definition, obese
women manage their emotional lives with food rather than with people. Group members need
to see modelled, by the group leader, patterns of interaction and response. The group leader is
the one who has a vision of how emotions can be managed with the help of other people. The
group members are most unlikely to have that vision and depend on the group leader to facili-
tate its realisation in the group. They need to see her naming feelings and demonstrating her
competence in containing and discussing them. The group also needs to see that the leader
responds empathically to attempts at communication of feelings, whether positive or negative,
and no matter how clumsily expressed, in order to have the courage to attempt communication
themselves.

e In an active group of this kind a tension can develop between the need to attend to the task as
laid out in the programme and the need to attend to the group process. The advantage of a pro-
gramme is that it aims at specific outcomes and provides a focus for the work. It also creates a
structure and a procedure for helping the group achieve its objectives (Benson, 2001). However,
unless the leader ensures that the group members are able to work together, it will be impossi-
ble to carry out the programme. On the other hand, this is not a classic group therapy where the
task is almost exclusively to attend to relationships between the members, and where the learn-
ing is focused on becoming aware of how group members interrelate. Modes of relating will, in
any case, become obvious as the tasks are carried out. It will be a matter of judgement for the
group leader to determine how much attention is paid to these dynamics.
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Chapter 3
Constituent Parts of the Treatment

In this part of the book we first of all describe the aims and objectives of the programme.
We then go on to describe the central themes of the programme and the ways they are
implemented within the programme.

Aims and objectives

Aims

If the data on the effects of obesity on physical and emotional well-being is taken at all seri-
ously it seems evident that sustained weight loss = 5-10% of baseline weight, is the crucial
result which will deliver significant benefits (Blackburn, 2002; Seidell & Tijhuis, 2002). The
first aim is, therefore, to offer a lifestyle change programme which will have this result, via
investigation of the meaning of eating behaviour; strategies for improving eating behaviour;
improved food choice and increased activity. This will be measured by recording BMI at base
line, 12 weeks, 36 weeks, 36 weeks + six months and 36 weeks + two years.

The second aim is to effect a general improvement in the health of participants as a result of
weight loss and increased activity, which is assessed via the proxy measure of blood pressure.
Blood pressure is measured at the same intervals as BMI.

The third aim is to improve the eating behaviour of participants so that they reduce the
amount of emotional eating and binge eating both of which are known to contribute to
obesity. These changes are measured at the same intervals as weight and blood pressure
using the Binge Eating Scale (Gormally et al., 1982) and the Emotional Eating Scale
(Arnow et al., 1995).

The fourth aim is to offer a programme of counselling in a supportive group environment
which addresses psychological problems that are contributing to inappropriate eating behav-
iour but which also manifest as emotional distress. Changes in this area are evaluated via a
measure of emotional health such as Clinical Outcomes in Routine Evaluations (CORE)
(Evans et al., 2000).

Subsidiary aims

Because obesity is closely related to food choice, emotional meanings of inappropriate food
choices are explored and cognitive strategies for their improvement are offered.

Weight maintenance is known to be associated with minimum levels of activity. The programme
reviews emotional meanings of activity and offers cognitive and behavioural strategies for the
improvement of levels of activity using stepometers.
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Objectives

e Weight loss = 5-10 % of baseline weight sustained for two years post-intervention.

e Stabilisation of blood pressure within the normal range.

e Reduction of emotional eating as measured by the Emotional Eating Scale (Arnow
et al., 1995).

e Reduction of binge eating as measured by the Binge Eating Scale (Gormally et al., 1982).

e Improvement of the emotional well-being of the participants as measured by CORE (Evans
et al., 2000).

Subsidiary objectives

e Improvement of food choice towards a standard appropriate diet, as reported by participants.
e Improvement in activity levels as measured by stepometers and reported by participants.

As you read through the programme you will have to decide how much outcome
measurement you want to include. The judgement you make may well relate to the
specifics of your client group and the circumstances in which the group is conducted. We
recommend at least an audit of participants. We would be interested in creating a central
data pool of any results you may gather. Contact us at the University of Hertfordshire:
j-buckroyd@herts.ac.uk, or s.m.rother@herts.ac.uk

The five major themes of the programme are described below. The first three themes-
developing emotional intelligence, developing the capacity for self nurture and develop-
ing relationships-are intended to enable participants to identify their feelings, take better
care of themselves emotionally and make better use of others. We anticipate that the
development of these three functions will lead to a lessening dependence on food and
make it more possible for participants to change their behaviour. For this reason these
three themes are addressed first. The last two themes are improving food choice and
increasing activity. They are intended to address obesogenic behaviour by first recognis-
ing why participants find lifestyle change so difficult and then enabling them to develop
better habits.

Developing emotional intelligence

You may well be familiar with the term ‘emotional intelligence’ from the book by
Daniel Goleman (1995). Here we are particularly concerned with the development of
emotional language. There is evidence to suggest that people with eating disorders of all
kinds find it difficult to express their feelings in words, a condition known as alex-
ithymia. The relationship between alexithymia ‘a default in the ability to identify and
express emotions and a prevalence of externally oriented thinking’ (Pinaquy et al., 2003)
and eating disorders (anorexia and bulimia) has already been demonstrated (Cochrane
et al., 1993; Schmidt et al., 1993; de Zwaan et al., 1995; Rdstam et al., 1997) however
its relationship with obesity has been less researched. Clerici et al. (1992) found a high
prevalence of alexithymia in obese people. De Chouly De Lenclave et al. (2001) found
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that alexithymia was significantly more frequent in obese patients than in controls but
that no significant difference was found between patients with and without BED.
However Pinaquy et al. (2003) also explored the extent of alexithymia in obese people.
They discovered that BED was significantly associated with alexithymia. Since BED
affects 20-30% of treatment-seeking obese people (Devlin et al., 1992), this is an impor-
tant finding. An inability to express emotions is strongly associated with emotional eat-
ing which, in turn, Pinaquy et al. found to be a significant predictor of BED.

Our clinical experience has been that some participants in our groups have a great dif-
ficulty in finding an emotional language and in articulating their feelings. Without this
language it is, of course, difficult to discuss or resolve emotional issues. A person of this
kind is thrown back on the use of symbolic behaviour (for example, the use of food) to
express what has not been symbolised in words. For these reasons the first step in the
process of developing emotional intelligence is the development of an emotional lan-
guage. Participants will differ in their need for this development.

The programme develops emotional intelligence through a number of exercises
designed to expand the emotional lexicon of group members and to get them to be able
to identify the syndromes of physical sensations which are named as individual feelings.
We have found that, to begin with, the feelings that our participants can identify are those
most basic physical sensations such as tired, hungry and thirsty. Over time, and with sup-
port, they can identify feelings expressed by others and describe the behaviour which
identifies those feelings; so, for example, they can connect anger with shouting and
slammed doors and physical violence. They can then begin to identify at least a small
range of feelings of their own, especially feelings such as anxiety, guilt and boredom.

We continue the development of emotional intelligence by a number of strategies:
one is to ask group members to identify the feelings which trigger overeating. To begin
with they often find this difficult. The monitoring sheets which ask them to undertake
this exercise are given out in the first few weeks of the programme when many strug-
gle to complete them. However, the exercise has the value of demonstrating just how
difficult group members find it to identify and name feelings. It is a good idea to return
to the monitoring sheets later in the programme when participants will be better able
to use them.

Secondly, we make a point of inviting the expression of feelings about the group
experience at the beginning of every session. It is part of the group leader’s task to
ensure that she creates an environment of safety within which group members can feel
free to experiment with voicing their feelings. The group leader needs to be particular-
ly alert to facilitating the expression of negative feelings since they tend to be the feel-
ings which prompt overeating (see pp. xix—xx). It is particularly important that the
group leader helps participants to tolerate their wish for rapid results and their disap-
pointment in the inevitably slow process of change. Enduring negative or difficult feel-
ings without having recourse to food is an essential skill in changing eating behaviour
and lifestyle.

Thirdly, we invite participants to reflect upon their experience, particularly their experi-
ence of mothering, nurture and relationship generally. The experiential exercises which are
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the vehicle for this task often produce a great deal of emotion. Provided that the emotion can
be appropriately contained (see pp. 19-22), we consider that the expression of emotional
upset for obese women is valuable in itself since it is our experience that they frequently
short circuit emotion and respond to their experience via their eating behaviour. Once emo-
tion has become overt and expressed within the group it can then be shared, discussed and
processed. In this way group members are progressively educated in the possibility that feel-
ings can be tolerated, managed and even resolved with the help of other people, through
talking, and without the use of food. As the group progresses, it becomes commoner for par-
ticipants to share with the group examples of the expression of strong emotion rather than
examples of bingeing. All of this, of course, is only possible while the group leader models
empathic understanding and acceptance.

We extend the strategy of encouraging group members to reflect upon their experience
into the fields of food choice and activity. Our experience has been that group members
are well aware of what they ‘should’ eat and that they ‘should’ be more active. Rather
than exhortation to put this latent knowledge into action, we have taken time to enquire
about the emotional history of their food choices and their sedentary way of life. Very
often we have found that enabling the expression of feeling in relation to these areas has
enabled participants to take much greater responsibility for their behaviour in the present.
They begin to distinguish better between then and now.

Developing the capacity to self-nurture

It is by no means a new idea that disordered eating has a relationship to difficulties in tak-
ing care of oneself. For many participants the only mode of nurturing they knew was to
feed themselves. The feeding of the baby is the prototypical example of the connection
between love and food (Gerhardt, 2004). This association continues for very many peo-
ple throughout their lives. Certainly our participants could articulate very clearly how
food and love were often connected in their experience even when other modes of the
expression of love were absent (Buckroyd et al., in preparation c).

However, many participants had an additional reason to identify nurture with food; for
them experience had shown that those on whom they might be supposed to be able to
depend, could not be relied upon for consistent nurture. Their solution had been to use
food instead. One of our tasks, in relation to these participants, was to validate their
ingenuity and capacity for survival while simultaneously suggesting that nurture might
also take other forms.

As we have already discussed, our understanding is that our participants are using food
to manage their emotional lives and we have also suggested that they have no other way.
We are asking them to take part in a group which explores their feelings, but are simul-
taneously asking them to give up their habitual way of managing feelings. Our long-term
aim is to help them to learn to use other people but first they need to learn how to use
themselves. We want to prevent participants being overwhelmed by their feelings and
memories because we share the view of current trauma experts in thinking that such
experiences can simply retraumatise rather than enable the integration of the experience.
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This is not the place to discuss the subject of the integration of trauma but we believe it
is very important for group leaders to be well informed about it. Herman (1992),
Matsakis (1994) and Mollon (1996) are good guides to the subject. Nor are we suggest-
ing that the programme is capable of doing enough psychological work in a group setting
to heal serious trauma. We want to propose rather that group members can be helped to
control the degree of affect to which they expose themselves using affect management.
Group leaders should ensure that they are well informed on this subject (e.g. Zlotnick et
al., 1997; Omaha, 2004, www.april-steele.ca/nurturing.php, www.april-steele.ca/self.php,
www.sensorymotorpsychotherapy.org/articles.html).

Omaha’s Affect Management Skills Training, for example, is a strategy to try to put in
place some of the most basic capacities for self-soothing and regulation of affect: ‘a for-
mulaic approach to remediating impaired affect regulation resulting from childhood
deficit experience’ (2004). These skills are taught early in the programme for use, not just
during the programme but at any time.

We also consider that it is helpful for participants to be taught the basic outline of how
affect management is internalised in ordinary situations and how it is distorted in diffi-
cult situations. We have decided to give an outline of these processes for group leaders
since the literature describing them is complex. What follows gives a brief account of
how a child in a good situation learns affect management.

e In the beginning the child is entirely contained psychologically within the mother
(see Figure 3.1). The child’s difficult feelings (hunger, pain, anger) are entirely managed by
the mother. So, for example, a hungry child who cries is picked up by the mother, soothed
and fed.

Difficult feelings = X

Good feelings = O

Mother

Figure 3.1

e At a slightly later stage of development, the mother soothes the distressed child and
down-regulates the feelings but is herself capable of managing her own feelings (see
Figure 3.2).
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Figure 3.2

e Over time the mother takes in the child’s upset feelings and returns them to the child as soothed
feelings (see Figure 3.3).

Mother

O -—X

Figure 3.3

¢ Over time this system becomes internalised within the child and leads to unconscious automat-
ic emotional regulation (see Figure 3.4).

Internalised mother

Figure 3.4

20



Constituent Parts of the Treatment

A person who has gone through this process in her early life is capable of affect man-
agement in all ordinary circumstances.

On the other hand, when early circumstances are not good, the mother is incapable of
facilitating the process of affect regulation.

e At The child is not contained within the mother but is felt to be separate, and both mother and
child are full of difficult feelings (see Figure 3.5).

Figure 3.5

e The effect on the mother, who is incapable of managing the child’s feelings, is that she feels that
the child gives her its feelings and that she will return them unmodified. So, for example,
an angry child may have its own angry feelings returned to it, with interest, by an angry mother
(see Figure 3.6).

Child
X X

X

Mother
X

X X

Figure 3.6

e The effect of this process on the child is an emotional numbing or switching off from the parts
of the self holding the memories of emotional overwhelm and an internalised mother, full of
difficult feelings. The result is a person who is at risk of encountering memories of overwhelm
without an internalised system of emotional regulation (Figure 3.7).
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Child

Dissociated experience of
emotional overwhelm

Internalised mother — unable
to self soothe

Figure 3.7

These skills, collectively, are ways of enabling group members to manage feelings and
to resist being overwhelmed by memories so that they are no longer in the present. As a
strategy it relies on the idea of an adult self which can take care of hurt child parts.

When participants have affect management skills at their disposal, the process of devel-
oping the capacity for self-nurture depends, first of all, on supporting participants in the
exploration of how they perceived the nurturing they had received, so that a considerable
amount of time is spent using experiential exercises to help them to identify their experi-
ence of their mothers, other family members, friends and their support network in gener-
al. We begin by asking group members to reflect upon their experience of family meal-
times. Our reasoning is that these occasions provide a snapshot of the family dynamic and
an opportunity to identify the quality of the relationships within the family. This exercise
(which is often very powerful) also connects food and nurture and frequently demonstrates
how charged the subject of food and eating has been for the participants for many years.

We follow the family mealtime exercise with work on mothers. The principal exercise
asks participants to create an image of themselves and their mother/principal caregiver,
using art materials. The choice of a non-verbal medium is deliberate. As art therapists
have always known, the creation of an image can express ideas that are not yet in con-
sciousness. It is a particularly useful strategy for those who would otherwise use food
(Buckroyd, 1994; Dokter, 1994; Hinz 2006). Reflection by the group members on the
images they have produced offers a strategy for voicing thoughts and feelings about their
nurture of which many will previously have been unaware.

These exercises are the preliminary to inviting the group to consider how they nurture
themselves and other people. We have found that our participants very often give others a
quality of care which they neither received, nor give themselves. The next step therefore
is to encourage them in better physical and emotional self-care. We ask them to identify
in detail qualities of a good mother or a good friend and to consider when and from whom
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they had received that sort of care. Too often we have heard stories from women who have
little experience of being loved, cherished and valued in the past or the present. However,
we have also been able to get group members to identify those in their lives in the past who
have supported them (e.g. teachers, best friend’s mother, etc.) and those in the present on
whom they can rely for support.

Our next task in the development of the capacity to self-nurture is to resurrect their
hope that other people may offer them what they long for. We will discuss the process of
developing trust in others and hope in relationships in the next section.

However, until our participants have a better sense of their own value, they are inca-
pable of using other people. A further aspect of self nurture is therefore the development
of improved self-esteem and body esteem which have been seen as useful components of
a psychological approach to obesity (Garner & Wooley, 1991). Lewis et al. (1992) found
that group therapy directed at improving self-assertion, self-efficacy and self-esteem
enabled group members to improve their scores in these areas but also enabled sustained
weight loss. Although the group members were not obese, these results are never the less
suggestive. Foreyt and Goodrick (1994) agree that improving self-esteem should be a
large part of the treatment of obese people. Morrison (1999) confirmed what is clinical-
ly well known, that trying to decrease the value placed upon body shape and size as a
means of improving women'’s self-esteem, is extremely difficult but Wardle et al. (2001)
demonstrated that a reduction in body dissatisfaction was associated with a reduction in
binge eating score for obese women.

Awareness of the value of improved self-esteem and psychological welfare in general
has led a substantial number of researchers to explore the value of an intervention for
overweight people which focuses on improving psychological welfare rather than on
weight loss. This approach has been strengthened by the discovery of the many physio-
logical and psychological mechanisms which make deliberate weight loss via restriction
of intake so difficult. Unfortunately non-dieting approaches do not, generally, lead to
significant weight loss and may even reject the concept of weight loss as irrelevant
(e.g. Roughan et al., 1990; Garner & Wooley, 1991; Polivy & Herman, 1992; Carrier
et al., 1994; Omichinski & Harrison, 1995; Ciliska, 1998; Tanco et al., 1998; Cogan &
Ernsberger, 1999; McFarlane et al., 1999). We support the idea of improving self-esteem
and psychological welfare but we wish to combine this process with strategies known to
produce weight loss and improved health. It is for this reason that we include attention to
food choice and increased activity in our programme.

Our strategy for improving self-esteem is, first of all, the maintenance by the group
leader of a contained environment of careful listening, consistent concern, acceptance of
group members’ communications and appropriate challenge. It has been surprising and
distressing for us to realise how many of our group members have never expressed their
deepest concerns and hurts to anyone. An empathic response from the group leader and
the group was in itself validating for many of them.

We begin to address the issue of body esteem in the middle of the programme because
by then we anticipate that the group has developed enough trust and cohesion for this
very difficult issue to be raised. Group members are asked to identify the messages about
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their body that they received throughout their growing up and as adults. The aim is to
demonstrate that these messages have come from outside and have been internalised and
that, therefore, they can be challenged as to whether they are true or not. This work is
continued by exploring the meanings attached to fat and thin in order to start to erode the
rigid definitions of fat as bad and thin as good. We then ask participants to identify the
qualities they value in other people and point out that being thin has not appeared on their
list. We move from this to asking them to identify their own positive qualities. As part of
the process of imagining change, as a preliminary to enacting it, we ask participants to
answer the question: “If you really loved your body what difference would it make to
your behaviour?” We urge our group members to deconstruct the cultural messages about
fat and thin from TV, magazines, etc., and to create a loving image of the ‘acceptable me’.
We challenge what may well be a deeply ingrained idea that living has to be deferred until
they are thinner. We teach our group members to alter the self-talk that makes disparag-
ing comments about their own bodies, and we ask them to construct a list of what they
are grateful for in their bodies — a kind of thank you for its functioning.

A further opportunity for addressing body image concerns is created by the introduc-
tion of work on activity, two-thirds of the way through the programme. We are concerned
to investigate the group members’ experience of activity throughout their growing up. The
humiliation suffered by many of our group members who were already fat when called
upon to participate in physical activity at school has often contributed to their lack of body
esteem. We encourage participants to re-evaluate their capacity for movement while
acknowledging the hurts from the past. We support the development of a new vision of
their physicality. Both weight loss and increased activity will promote improvements in
body esteem.

One of the fundamental strategies we have used throughout the programme is that of
empowerment. As a generalisation we would say that our group members feel themselves
to be disempowered — the victims of their own lives. The theories of Albert Bandura have
been useful in conceptualising the value of identifying and validating success. When
group members feel that they have accomplished something, and that their achievement
is recognised, their sense of self is enhanced. It is part of the task of the group leader to
be watching out for examples of achievement however small and to ensure that they are
acknowledged.

Developing relationships

The fundamental hypothesis about food use that we have evolved for working with the
population of binge and emotional eaters is that food is used for affect regulation. We
think that the reason why weight loss programmes eventually lead to renewed weight
gain is that the prior function of the eating behaviour was to enable day-to-day emotion-
al management (see pp. xix—xxii). When changes in eating behaviour are imposed
(rather than developing organically) then the person must find other means of managing
her feelings or, in due course, the use of food for that purpose will be resumed. This pat-
tern is not necessarily obvious and is often unconscious. Weight loss programmes do not,
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usually, attend to this issue and therefore when the immediate support of the group or
programme comes to an end, individuals are left to their own devices and are highly
likely to return to the mode of affect regulation most familiar to them, namely food use.

The support from any weight loss programme is useful. Its termination brings support
to an end and may explain why weight regain seems to be delayed until the end of that
support system following on from a more active intervention (Jeffery et al., 2000; Perri,
1998, 2002). Research of this kind has led some researchers to propose that obesity
should be treated as a chronic condition similar, perhaps, to diabetes (Perri, 1998;
NHLBI, 1998; Liebbrand & Fichter, 2002). This solution would, of course, have enormous
financial implications, and for that reason, if for no other, alternative avenues need to be
explored. A major aim of our groups is to use the group leader and the group to demon-
strate the value of other people for affect regulation and to teach participants how to apply
the use of people to other circumstances. Rabinor (2004) quotes a group member saying
“I took the group in my pocket” (p. 257); this is just the result we are trying to effect.
Steptoe et al. (1998) drew attention to the value of social support for people under stress
who are otherwise likely to use food to manage it, and Hayward et al. (2000) emphasised
the value of support networks for weight loss.

The programme, therefore, has, as one of its main aims, the replacement of food
with relationship and human interaction. This is bound to be part of the function of
any therapy group but the vast majority of such groups are not working exclusively
with people whose means of expressing themselves has been via food. We consider
that, by definition, a person who uses food extensively for affect regulation is unable
to use words or people for that purpose and needs to learn to do so. It is for this rea-
son that our groups are semi-structured rather than unstructured. The activities pre-
sented in the group offer an easier route to interaction than an unstructured group
(Buckroyd, 1994).

The whole structure of the group, as well as the content, encourages an ongoing expe-
rience of, and reflection upon, relationship with others. Many of our group members were
in their 30s and 40s and so had many years of experience of substituting food for people.
We recognised that in order to modify this pattern of behaviour, we needed to provide as
intense an experience of the usefulness of other people as possible. Thirty-six sessions is
not a long programme to undo the habit of decades.

The group leader needs to be aware of how each group member is functioning within
the group and to encourage all to participate. She should not wait for the group, or indi-
viduals within it, to address failure to participate, or to monopolise the group. If she
seriously considers the group members’ lack of hope or trust in each other, she will recog-
nise that until trust is well developed she will have to take the role of the protector and
facilitator. In due course she can expect that the group will begin to develop these
functions, but it will probably be slow to do so.

This group, like any other, will have stages of development. The first will be the
establishment of the group itself with its rules for functioning and its focus. In this peri-
od, group members will recognise that they have much in common with others and will
develop sufficient trust to be able to move on to the next stage. This next stage is the
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time during which the group members can focus on what brought them to the group and
do the work that is necessary for them to begin to change. In our groups that means:
reflecting on their eating behaviour, thinking about how they have used food historically,
making concrete plans to modify their behaviour, identifying major psychological issues
in their lives and starting to address them. This is followed by the development of a
greater trust which moves them on from their earlier dependence on the group leader to
a greater willingness to interact with each other and, even, to challenge each other.
During this period you might expect to see significant changes in relationships within
the family, significant behavioural changes and the development of greater hope and
autonomy. The final stage is the ending of the group. Over a period of at least six weeks
and perhaps up to twice that time, members will begin to recognise that the group will
be ending. This truth will provoke a far more overt expression of feelings of all kinds
than would have been possible at the beginning of the group. Members will express a
wide range of feelings that are likely to include anger and disappointment as well as
gratitude and hope.

The process of developing greater trust and reliance on others needs to be addressed in
as many ways as possible during the life of the group. For that reason a wide range of dif-
ferent formats are used to enable interaction between group members in many different
combinations. Throughout the programme there are opportunities for the group to engage
in an activity together. For example:

e Brainstorming — This allows individuals to contribute to a group task while at the same time
benefiting from the contribution of other members to the same task.

e Group discussion — This is a more sophisticated way of demonstrating that other people can
make a contribution to each others’ understanding.

o [ndividual activity discussed in the group — Individual group members can carry out a task on
their own, e.g. painting, and then both share what they have done with other group members
and hear what they have to say.

There are also many opportunities for group members to work together in pairs or in
small groups. For example:

e Discussing a homework task already completed, in pairs.
e Sharing their history in relation to a topic raised in the session.
e Devising a response to a problem or task.

All of these activities are intended to structure interactions between people who are not
used to intimacy with others and who need practice in expressing themselves verbally.
They also need practice in being listened to. It has been our experience that, as time goes
on, group members become progressively more able to share their experience, even when
that is painful, and much more able to name feelings.

The content of the programme also encourages group members to consider their
relationships both in the past and in the present. Relationships in the family of origin are
explored in a number of exercises which encourage participants to reflect on the nature
of those relationships and their effects in the present. We also encourage participants to

26



Constituent Parts of the Treatment

reflect on their support networks in the present and to consider how they can be improved
and extended.

Our group encourages members to contact each other outside group meetings for the
specific purpose of mutual support. There are some precedents for this strategy in the work
of Perri et al. (1992) and Pendleton et al. (2002), but it is directly counter to the require-
ments of most therapeutic groups. Its rationale (rather similar to the use of a sponsor in
12-step groups) is that the substance (food) is readily and immediately available and that
in order to be weaned from it, the alternative of human interaction with trusted others
needs to be available.

We have been surprised at the variation in response to this element of the programme.
Some groups have enthusiastically embraced the idea and have formed a support group
which has outlived the formal group itself. Many participants have made energetic use of
texting and have used this as a means to keep in touch with each other between group
meetings. However, there have been some groups, and some individuals within groups,
who have not wanted to participate in ‘buddying’ activities. Sometimes we have felt that
this is the result of an understandable worry about confidentiality. Other group members
have expressed a wish to keep the group and its activities entirely separate from their
social lives. Still others have been anxious about whether a telephone call might be
experienced as intrusive or demanding. One or two participants have voiced exactly that
reaction and said that they didn’t feel able to cope with any emotional demands from
anyone else. We remain undecided about the whole idea of ‘buddying’. We think that for
some people it is the way to friendship and closeness of a kind they have never previously
experienced. For others, perhaps with difficult experience of relationship, the whole idea
is too threatening and some are simply just not interested. We suggest that you introduce
the idea to your group members at a point when they are starting to feel more confident
with each other. We have placed this at Session 5 but you may wish to wait longer.

We must also report, however, that all of the groups which have so far completed
the programme have made plans to continue to meet. We do not yet know how many
people took part in these continuing informal groups nor how long their meetings will
continue, but we believe that the wish to meet is a tribute to the positive experience of
other people that the groups have given them. We know from research carried out by
Latner (2001) that self-help groups are a ‘promising venue for the provision of continu-
ing care’ and ‘an adjunct to more intensive, specialty therapies’.

Improving food choice

The middle section of the programme — that is, Sections 13—24 — has improving food
choice as its continuing theme. There is abundant evidence, accumulated over at least the
past 20 years, that dietary restriction does not produce sustained weight loss for most peo-
ple (see pp. xv—xvi). Eating less than we want or need seems to be impossible to sustain
by willpower alone for more than a very limited period. The alternative, again understood
for at least the past 20 years, is an improvement in food choice (Garner & Wooley, 1991).
There is freely available information on what, in the eyes of current nutritional expertise,
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is seen as a good diet. It can be briefly outlined as a diet high in complex carbohydrate and
low in fat and sugar. We have no doubt that our participants understand the basic princi-
ples very well and often have an extensive knowledge of food values. For this reason our
programme does not include any substantial teaching or information about the constituents
of a good diet. Rather, our aim is to make conscious what may be latent knowledge of
appropriate eating patterns and to challenge participants on the difference between their
knowledge of what they should eat and their actual eating behaviour. We also work on
identifying the emotional meaning of particular foods in an attempt to reduce attachment
to what may be unsuitable choices.

We begin with an exercise which asks group members to write down what they believe
to be a healthy diet for themselves for one day and, when they have done this, to explain
why they think it is a good diet. We follow this by asking them to write down what they
ate the previous day. The often striking contrast between these two diets is used to raise
the issue of why they don’t do what they know is good for them. We follow this with an
invitation to identify opportunities for modifying inappropriate eating. This cognitive and
behavioural approach is followed by an exploration of the food they ate in their family of
origin and their current view of it. We ask them how far what they eat now replicates the
food in their family of origin and whether that is a conscious choice. Our challenge to
them to improve their food choices is accompanied by an exercise on problem solving.
All of this material conforms to a standard behavioural and cognitive way of addressing
food choice.

We then try to go a little further in identifying meanings and associations to food, both
good and bad. These relics from the past may well be still active in influencing food
choices. We urge participants to take responsibility for their choices in the present and to
think of improving their diet as taking power over food and looking after themselves
better. These themes are continued in the discussion of shopping and its problems.

This direct discussion of food choices is supplemented throughout the programme by
meal planning strategies. We have discovered that meal planning can be helpful to
women who feel afraid of being hungry and who are less compulsive about food if they
can provide it for themselves at frequent structured intervals.

Increasing activity

The last 12 weeks of the programme have increased activity as a continuing theme. In
what follows here, we describe some of the literature which demonstrates the value of
exercise for obese people. We then go on to explain how we included attention to our par-
ticipants’ memories and associations to exercise as a necessary preliminary to changing
behaviour. We then briefly review the different options for increasing activity among
obese people before describing our use of stepometers.

Research seems to have demonstrated that when exercise is combined with reduced
calorific input then the results in terms of weight loss are better than if either strategy had
been adopted alone (Miller et al., 1997; Wing & Jakicic, 2000). However, we are concerned
not only with weight loss but with maintained weight loss. Again, research shows that those
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who eat moderately, remain vigilant about their weight, and continue to exercise, are likely
to maintain weight loss (Pronk & Wing, 1994; Klem et al., 1997; Wing & Klem, 2002).
However, to introduce exercise into the lives of obese women and expect that this change
will be maintained is to hope for a lifestyle change that will take months to consolidate.

It seems that many obese women are almost completely inactive; it is likely that they
are co-terminus with the 20-30% of least active and most unfit members of the adult
population. This group has at least a doubled risk of mortality (Blair & Connelly, 1996).
It is now well established that ‘sedentary living leads to coronary heart disease and
perhaps to some cancers, stroke, non-insulin-dependent diabetes mellitus and other
health problems’ (Blair & Connelly, 1996). Data from the United States suggests that
both adolescent and adult females exercise less than males. For both adolescent and adult
women, obesity is one of the most important public health challenges (Maiese, 2002), but
although in theory it is possible to be fit and fat (Brodney et al., 2000) these levels of
exercise are unlikely to be achieved by obese people (Shaw et al., 2002).

Very few of our group members were active and some were so disabled by their obesity
(and sometimes other disabilities) that they were unable to walk, let alone engage in
activity. They found even the idea of activity embarrassing and uncomfortable. They were
unwilling to go to the gym (hardly surprising since most gyms seem to cater for the
young and slender). The thought of going to a swimming pool and putting on a bathing
costume was anathema to them.

Popular television shows seem to have taken on none of these considerations and their
participants are frequently shown being coerced into activity that is plainly beyond their
capacity and distressing to them. For example, one participant in such a show remarked
after a gruelling and unsuitable exercise period that she could not imagine people enjoy-
ing exercise. We are puzzled by programmes requiring exercise that is plainly unsuitable.
It is hard to avoid the conclusion that the exercise is designed as a humiliating spectacle
for the TV audience rather than as a genuine attempt to encourage increased activity in
overweight people, since it is known that participation in physical activity is influenced
by, among other things, levels of discomfort and enjoyment (King et al., 1988). There is
little information available on exercise for significantly overweight people. Publishers of
exercise manuals have so far not recognised the need for specialised approaches to this
group.

Having said all of this, the benefits of exercise for inactive, overweight people are so
substantial that it seems well worth while considering how it can be made part of our
group members’ lifestyle.

Physical benefits

Physical benefits of even moderate levels of activity are substantial. Risk of mortality
declines as rates of activity increase and even low to moderate exercise intensity
improves coronary artery disease risk factors. These benefits are particularly valuable for
those who are sedentary (Blair & Connelly, 1996). Pescatello and VanHeest (2000)
demonstrated that “lifestyle physical activity” benefited cardio-metabolic health among
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obese people even when weight loss was not substantial. A total of 30 minutes moderate
activity undertaken on three or more days per week was suggested to be enough to reduce
the risk of cardiovascular disease substantially (ACSM, 1995). However, more recent
consensus (Saris et al., 2003; Schoeller et al., 1997) suggests that “prevention of weight
regain in formally obese individuals requires 60-90 minutes of moderate intensity activ-
ity [per day] or lesser amounts of vigorous intensity activity” (Saris et al., 2003, p. 101).
Whether this is an attainable goal is another question, however, any activity will have
desirable effects. Mobility is improved, with a corresponding decrease in aches and pains
and metabolic rate is increased with a corresponding benefit for calorific consumption.
Appetite is reduced through lowering of insulin levels.

In order to lose weight, as opposed to maintaining weight loss, group members would
need to undertake vastly more exercise than these relatively minimum amounts. A review
by Miller et al. (1997) concluded that exercise programmes were not effective in
producing weight loss compared to diet alone or exercise and diet, but even a small
increase in activity will help to maintain weight loss, or go some way to stabilising exist-
ing weight (Shaw et al., 2002). In terms of obesity even stabilising of weight can be seen
as a positive outcome.

Psychological benefits

The psychological benefits of increased activity are also substantial. The release of
endorphins promotes improved mood and reduces depression. The successful undertak-
ing of activity promotes empowerment and self-efficacy and, thus, improvements in
self-esteem (Shaw et al., 2002).

Changing attitudes and behaviour

All of this is well known and well understood. The problem is how a group of seriously
overweight and almost completely inactive women can be supported to improve their activ-
ity levels when it is known that overweight people have particular difficulty maintaining
exercise (Wing & Jakicic, 2000). What change needs to take place to allow them to begin
to move more? Our first answer to this question is that women have to get over the feelings
and associations to exercise that they carry with them. It is known that, by puberty, most
girls have ceased to engage in physical activity (Goran et al., 1998). Sport is seen as unfem-
inine and the usual accompaniments of unflattering sports wear and activity taking place in
public, when girls are acutely self-conscious and conscious of their bodies, are not likely to
recommend it. Many of our participants had excruciating memories of humiliation and
embarrassment from school sport. We felt it was necessary to get all these feelings out of
the way before we could start to talk about increasing activity in the present.

It was then necessary to evaluate the group members’ readiness for change using the
Prochaska and DiClemente model of change. Identifying their place in the change
process meant that individuals could be encouraged to move along that process rather
than assume that they were ready to increase their activity (Wing & Jakicic, 2000).
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We now need to mention the issues of vocabulary. ‘Sport’ and ‘exercise’ are often
taken to refer to organised and formalised activity. For most of our participants this
kind of activity was out of the question. Indeed, in common with current usage, we
talked not about exercise but about activity. The question was what sort of activity
might they undertake?

We ended up with two solutions to that problem, both of them ‘home based activ-
ities” or ‘lifestyle exercises’ (Wing & Jakicic, 2000). Rather than participate in
supervised exercise, an attempt was made to get our participants to increase activity
without doing so in a formal way and without going anywhere or using any special
equipment. Activity accumulated over the day is effective in delivering health bene-
fits (Wing & Jakicic, 2000). We tried to encourage our group members to come up
with their own ideas about how that could be done in the spirit of empowering them
and encouraging them to take ownership of the changes, but the kinds of thing that
we imagined were: going up and down stairs more often; not using the television
remote control; getting things for themselves rather than asking others to get them,
and so on. Perri et al. (1997) demonstrated that, at 15 months home-based exercise
showed superior performance, better adherence and significant weight losses than
group exercise.

Our other solution was to provide participants with stepometers. We were influenced
by research which indicates that walking is probably the best and simplest all-round
cardiovascular exercise for all of us, and is particularly valuable for those suffering from
Type 2 diabetes (Yamanouchi et al., 1995; Morris & Hardman, 1997; Manson et al.,
2002). It has the added advantage that it costs nothing and is universally available. These
were important considerations to the group members who had very little in the way of
financial resources. It does create a problem for women who are unable to walk. We
encouraged those group members to find themselves a programme of exercise which
would at least maintain some joint mobility even though it was not load bearing. One
group developed sufficient cohesion to be able to take a non-mobile member of the group
swimming with them and were brave enough to get the hoist used to enable the disabled
member to get in and out of the pool. However, these are complex and time-consuming
operations and not to be expected.

As a way of creating targets for increasing activity we gave all our members stepome-
ters. Lean (2005), in the USA, noted that walking an extra 2,000 steps a day combined
with a small decrease in consumption could abolish 90% of obesity. We followed the
advice of Cooper et al. (2003) as to which stepometer to buy and found that the Yamax
SW200 was very accurate and worked well. We thought about merely lending it to our
members but it cost only about £10 when bought in bulk and we felt it was a means to
encouraging members to continue with their walking after the intervention was complete.
With the stepometers we could create a base line of each individual’s activity and use that
as the starting point for an increase. We were pleased with the excitement and pleasure
that the stepometers gave and the generally enthusiastic reception for them as a device to
help increase activity. At the time of writing it seems as if most participants have main-
tained a higher level of activity.
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Chapter 4
Description of the Research Programme

Introduction

As you, the reader, will have recognised by this point, we write this book from the
perspective of two therapists who have worked extensively with eating disordered and
obese women. Our original training was in psychodynamic thinking and although we
have since modified our approach so that we draw our treatment strategies from a wide
range of theories, we find it easy to identify emotional meaning in eating behaviour.

Food can never be simply the means to satisfy hunger in human societies. Its absolute
necessity for our survival gives it an importance way beyond the casual acceptance of
plenty that we experience. Our experiences with food as babies and children are laden
with meaning and association that influence us as adults. Although environmental factors
which render food cheap and readily available undoubtedly have a part to play in the
current levels of obesity, we are also struck by how its availability allows it to be used as
a symbol and a remedy. We see no difference conceptually speaking between psycholog-
ically generated obesity and other disordered eating such as anorexia or bulimia.
Overeating or under eating, bingeing or starving, seem to us to have more in common
than they are different. There is a general consensus that anorexia and bulimia are multiply
determined but that one element in them is emotional. We understand the overeating that
leads to obesity in exactly the same way.

Since 1999 we have been engaged in developing a research programme to test some
of our ideas. In particular we are investigating whether attending to the emotional
meanings of food for individual women who binge eat, eat emotionally and have dif-
ficult histories and poor attachment patterns, enables them to modify their eating
behaviour and achieve sustained weight loss. We are well aware that the clinical expe-
rience of those working solely from this perspective has demonstrated that women
improve on measures such as self-esteem and depression but they do not lose weight.
However, our hypothesis is that if known effective methods of weight loss (diet, exer-
cise and CBT) are combined with a psychotherapeutic element then the psychological
purposes which have maintained overeating may be sufficiently eroded and other
strategies for affect management may be sufficiently implemented, to permit
maintained weight loss.

Our research programme began with preliminary studies to develop an intervention.
We are currently engaged in the first of three Phase 2 studies to explore the gross effect
of the intervention with three different populations. We hope, in due course, to be able
to run a Randomised Controlled Trial. At the same time we are carrying out a number
of auxiliary studies which explore further the relationship between emotional issues




Therapeutic Groups for Obese Women

and eating behaviour. Although our work has, to date, been carried out with obese
women we believe that there is an emotional component in all eating behaviour and
that bingeing and emotional eating are part of many women’s behaviour (we are less
sure about men). We think that a psychological component would be useful in all
weight management programmes, even those that are preventive or that deal with peo-
ple who are overweight rather than obese. We suspect, as the research we have cited
suggests, that this might be a useful perspective in working with obese children and
young people and their families. We hope that in due course we will be able to test
some of these ideas.

Preliminary studies

The preliminary studies that we carried out have been described at some length elsewhere
(Buckroyd et al., 2006). Here we will give a brief outline. The first study explored
whether a psychotherapeutic element added to a cognitive behavioural programme to
modify binge eating, produced psychological and behavioural changes likely to lead to
sustained weight loss. The results showed changes in attitudes to eating which, if main-
tained, were likely to lead to sustained weight loss. Kern et al. (2002) used a similar strat-
egy for estimating treatment success. Numbers in our study were very small but the
results were sufficiently encouraging for us to test the intervention (psychotherapy +
CBT) with a further group of obese women. Six of the eight completers showed main-
tained weight loss at 18 month follow-up.

This research had a number of weaknesses but was sufficiently encouraging for us
to continue our work. After reviewing the literature, we were persuaded by the research
evidence of the value of diet, exercise and behavioural approaches for weight loss. We
therefore included those elements in our next intervention, which is described in this
book.

Current research

Since 2005 we have been testing this new intervention with groups of obese women. This
is the work that is described in the accompanying programme. There is more detail of
exactly how the groups were run in Chapter 6, and, of course, the content is described in
great detail in Part II.

Group therapy for women who binge eat

This study was one of the group of studies which we have carried out to explore further
the relationship between emotional issues and eating behaviour. It offered a six-month
group for obese women who were binge eaters (Seamoore et al., 2006). Eight women
attended a weekly integrative therapy group. At six-month follow up all participants
demonstrated changes in eating behaviour of statistical significance. Reduction in binge
eating was accompanied by changes in dichotomous thinking, greater awareness of eating
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behaviour, greater detachment from food and dietary changes. Although this study placed
less emphasis on improving food choices and increasing activity than the programme
described in this book, the CBT and psychotherapeutic elements had many similarities.
Weight changes were not reported for this group but it is reasonable to assume that
changes in attitude reported will lead to sustained weight loss. Issues such as the neces-
sary length of a group of this kind and whether it needs to include material on food choice
and increased activity have not, as yet, been researched. Our feeling is that weight gain
developed over a good number of years is unlikely to be reversed and maintained in a short
time, however desirable that would be for funders.

Obese people’s understanding of their eating behaviour

There is a lack of studies which investigate obese people’s own understanding of their eat-
ing behaviour and attempts at weight loss. We undertook a study of this kind (Bidgood
& Buckroyd, 2005) which confirmed the experience of prejudice and stigmatisation
reported by other researchers. It also revealed that excessive eating can feel like addiction;
that prejudice and stigmatisation restrict lifestyles and hinder treatment; that dieting has
limited success; that our participants felt unheard; and that they needed ongoing help.
Their self-esteem was uniformly poor. This study confirms the findings of other qualitative
investigations (e.g. Lyons, 1998; Goodspeed-Grant & Boersma, 2005) and has strength-
ened our resolve to develop interventions that respond to the needs of service users.

Population study

It is already known that emotional eating and binge eating correlate (Eldredge & Agras,
1996; Telch & Agras, 1996) and that binge eating is characteristic of up to 46% of obese
people (Marcus & Wing, 1987; Gluck et al., 2004). Furthermore it is known that binge
eating is associated with weight regain (Fichter et al., 1993; Foreyt & Goodrick, 1994;
Agras et al., 1997). What is not known is how emotional eating and binge eating relate
to BMI within the general population. It seems likely that there is a continuum from
little or no binge and emotional eating for people of normal weight to greatly increased
binge and emotional eating for obese people. If this relationship is demonstrated it will
provide further evidence that emotional factors need to be considered in the treatment of
obese people. We are in the process of researching this hypothesis.

Trauma and attachment difficulties in obese women

Fairburn et al. (1998) demonstrated that women with BED had rates of trauma equal to
those in a psychiatric population. We are carrying out a study which compares trauma and
attachment difficulties in two groups of women, 60 with a BMI = 35, and 60 women con-
sistently slender for five years. Our hypothesis is that the obese women will show greater
levels of trauma and attachment difficulties. Our focus, again, is on the use of such a
result for informing treatment options.
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Champion slimmers

In association with the BBC we carried out a survey of 74 winners of slimming compe-
titions who were examined with respect to their relationship with food. They had lost an
average of 40% of their body weight during dieting. Weight regain after the dieting phase
increased as time went on. However, even those who had lost the weight more than five
years previously were on average about a third lighter than at the start of their diet.

These relatively good results were modified by measures of disordered eating.
The women showed significantly higher levels of emotional eating, eating concern, shape
concern, weight concern and restraint than the general population: 70% had binged in the
last three months and 31% binged four or more times in the past month. These figures
are comparable to the prevalence of bingeing found in those seeking clinical treatment
for obesity, despite the fact that only 20% were obese (at the time of data collection).
Bingeing was more common among those with high restraint, eating, shape and weight
concern. These findings suggest that weight loss by itself is no indication that difficulties
with food, shape and size have been overcome. They confirm our conviction that weight
loss strategies, for a significant proportion of women, need to be accompanied by attention
to psychological issues (Buckroyd et al., in preparation b).

Future intentions

We are currently planning to continue to develop the intervention used in this book for
specific populations and hope to win funding to work with morbidly obese diabetic
women who fulfil our criteria and also with a student population. We hope that the work
we have described above will make a contribution to the search for more successful inter-
ventions for obesity. At the moment an obese person has very little chance of sustained
weight loss without undergoing surgery. We would like to help develop other alternatives.
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Chapter 5

Experience of Running the Treatment
Groups

Introduction

In this section we would like to share with you the experience we have gained as a result
of running the group programme this book describes. If you are already very experienced
in running groups, much of what we say will be familiar to you. However, even though
all who were involved in this project had extensive experience, we learned a great deal
from carrying out the programme. We hope that what we learned will be useful to you.

Recruitment of group members

An obvious necessary preliminary to running a group of this kind is the recruitment of its
members. We would like to share our experience of this process since it may be helpful
to others (Buckroyd & Rother, in preparation a). Our initial intention was to run groups
for obese women in primary care and to invite health professionals to refer their patients
to us. When we made presentations in health centres for this purpose we were given an
enthusiastic reception. Health professionals of all kinds assured us that they could imme-
diately think of numbers of patients who would benefit from our proposed treatment, but
for reasons that we have never understood, very few referrals were forthcoming. This
may be because of the pressure of work, but it puzzles us that a resource which was
offered free and enabled conformity with government guidelines on addressing obesity,
was virtually ignored. What is more, when patients were referred, as happened with a few
energetic health professionals, it seems as though the letter that was sent to patients
telling them about the groups and suggesting that they contact us, was often seen as coer-
cive rather than an opportunity. For example, of 17 women referred by a health visitor,
only 10 wished to be interviewed. Of these, eight attended the interview, and of these in
turn, only six attended the first meeting of the group. Within a few weeks only two
women were continuing to attend and, when this group was inevitably amalgamated with
another, only one woman made the transition.

Of the 55 women who were interviewed following referral, 33 (60%) joined the
group and there were 27 completers (49%). By contrast when we advertised for partici-
pants in the local free newspaper, we were overwhelmed with responses and of the
24 women subsequently interviewed, all 24 attended the first meetings of their group.
After the first 12 weeks of the group 20 women were still attending and 18 completed
(75%). 1t seems that the effort required to self-refer implied a greater readiness to use
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the group process. The moral of the story seems clear: advertising works better in
recruiting group members. Unfortunately this recruitment process did not access as
many of the population of women in deprived circumstances that we had originally
tried to recruit.

The literature on referral is not particularly helpful. Alexander (1998) found that self-
referral for an employee assistance programme led to greater satisfaction than referral by
a supervisor. On the other hand, Loneck et al. (1996) found that compulsory referral to
drug treatments resulted in an outcome as successful as that of clients who entered
treatment voluntarily.

Initial contact

Because we were running groups as part of a research programme, the initial contact for
potential participants was with the researcher. The process of carrying out measurements,
administering questionnaires and conducting an intervie gave an opportunity for inter-
viewees to ask questions about the group and implicitly to test out further what they had
already learned from the participant information. If the group is not being conducted as
a research project, other strategies will have to be developed for an initial meeting. We
think that it is very important that potential participants have the chance to discuss the
nature of the group and its aims and objectives. We found that even though participants
said that they had read the information pack they often did not understand the nature of
the programme. In particular we were often asked whether participants would be given a
diet sheet — a question which revealed a complete misunderstanding of the programme.
We found that participants used this initial meeting as an assessment process; those to
whom it was not appealing did not attend the group at all. In future we will also use this
initial meeting as an assessment from our point of view, since we now understand so
much more clearly how to describe the people for whom our programme is likely to be
successful. Benson (2001) suggests making individual contracts with potential members
as a way of enabling discussion of motivation, objectives, expectations, responsibility,
confidentiality and safety.

Size of group

Traditionally, small therapy groups have a membership of between 7 and 10 (Aveline
& Dryden, 1988). Our initial intention was to have groups of up to 12. This decision was
based on our feeling that whatever the emotional needs of the membership it was unlikely
that they could be sufficiently met in a group meeting for 36 sessions. Our intention
was never to attempt the fundamental restructuring that is part of the analytic group
therapy purpose (Hyde, 1988) but rather to enable and consolidate lifestyle change. For
this reason we fixed on 12 as a manageable number for one group leader who would be
able to get to know the participants and create relationships with and within the group
that would be significant and enduring. In group theory a group of this size is known as
an activity group or a learning group (Benson, 2001). Groups recruited from referred
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participants suffered badly from drop-out so that we found ourselves running groups for
as few as four members. Other clinicians report drop-out from groups is higher than from
individual treatment (Gilbert, 2000).

In groups where women self-referred there has been a much lower drop-out rate and
both groups settled at 10, so we have had experience of a membership from 4 to 10. Our
conclusions are that 12 is slightly too big a group and that 10 would be better. On the other
hand, four is too small to provide the energy needed to carry through the programme. A
group as small as that makes great demands on the group leader and tends to get very
involved in the pathology of individuals in the manner of analytic groups. The concept of
the group as facilitating and requiring members to take responsibility for their own lives
(Ratigan & Aveline, 1988) is much closer to the ethos of what we were attempting.

McKisack and Waller (1997) report evidence to suggest that additional treatment,
e.g. individual as well as group treatment, reduces drop-out in groups for bulimics. A sig-
nificant number of our participants proved to have difficult personal histories which not
only could not be properly addressed in the group but also tended to overwhelm these
individuals and have a powerful effect on other group members. As described elsewhere
(p. 18-22), we recommend the use of strategies to limit emotional overwhelm, but we
think that ongoing individual therapy would be a very valuable resource for some partici-
pants. Whether such a comprehensive treatment could be afforded is another matter.

Inclusion and exclusion criteria

Inclusion and exclusion criteria, we now think, should be as follows:

Inclusion

e Female

e Obese BMI = 35

e Readiness to take action in relation to weight as measured by the Prochaska and DiClemente
process of change.

e Willingness to join a group

e Ability to understand and process data.

e Showing evidence of binge and/or emotional eating as measured by Gormally et al. (1982) and
Arnow et al. (1995) or other appropriate measures.

e Showing evidence of a poor attachment history and/or a history of trauma as measured by the
Adult Attachment Interview (George et al., 1996) and the Trauma Interview Schedule (Turner
& Lee, 1998) or other appropriate measures.

The groups we ran were limited to females. The issue of obesity treatment for men will
be discussed later.

The minimum BMI that we accepted was 30. However, we now think that the
minimum should be 35. So many people are overweight that it seems sensible to
restrict the provision of an intensive treatment, such as we propose, to the heavier end
of the spectrum of obesity. We are currently planning an intervention where the
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minimum BMI will be 40 but it may be that the same criteria for our treatment should
be adopted as for surgery (Mitchell & Courcoulas, 2005) of a minimum of 40, or 35 if
there are co-morbidities.

Our initial interview was used partly to determine readiness to take action in relation
to weight. However, we did not use any formal means of ascertaining this. We now think
that it would be sensible to use Prochaska and DiClemente (see pp. 9-10) to identify the
patient’s attitude to change more precisely. As we have discovered, attending the initial
interview is not in itself a reliable guide to motivation.

Many people have anxieties about being a member of a group. Because a potential par-
ticipant comes to an interview it does not mean that she has consciously realised that she
will be joining a group or that she has considered how she feels about group membership.
We think it is important to explore the issue of a group as clearly as possible with each
potential participant and, where necessary, to discuss specific anxieties or even suggest
that a group may not be appropriate for this individual.

The group demands that participants will be able to read and write English with some
fluency. There are clear issues about equal access to treatment in restricting membership
to this group. However, at this stage in the development of the treatment we decided to
restrict the group and hope that additional work could be done at a later stage to make it
accessible to learning disabled people or non-English speakers. There is a particular need
for interventions for obese learning disabled people (Turner & Moss, 1996) and for some
minority communities such as South Asians who are particularly vulnerable to Type 2
diabetes (Pomerleau et al., 1999). We are not at all sure whether the approach we employ
would be transferable to those coming from radically different cultures for whom, for
example, individualism and the reflection upon the personal inner world may not be
usual. This whole area needs much more research and we have not so far explored it.

Although we used measures to identify bingeing and emotional eating we did not
include them as part of the inclusion criteria. We had not at that time conceptualised our
ideas about sub-groups of obese people and their treatment as clearly as we have now. We
think that measuring these behaviours is essential to identify the patient group for whom
this treatment is suitable.

Similarly we did not use attachment and trauma measures but now think that they
should be used to identify potential group members.

Exclusion

Obesity caused by medical conditions or treatment.
Serious mental health problems.

Addiction to alcohol or other substances.

Under 18 years old or over 65.

Pregnancy.

Because this programme is targeted at people whose obesity is psychogenic it is
appropriate to exclude those whose obesity is clearly caused by medical conditions or
treatment.

40



Experience of Running the Treatment Groups

Not everybody has the capacity to tolerate the inevitable limitations of attention avail-
able to any one individual in a group. For this reason we decided to exclude those whom
we felt were unlikely to be able to manage this situation. Our exclusion of people with
serious mental health problems relates to the need to ensure that a group can work effec-
tively together and that the needs of one person do not preoccupy the group. The exclu-
sion of people with addictions, e.g. drugs and alcohol, again relates to the running of the
group and the demands of those with co-morbidities. Nevertheless, we have no wish to
be discriminatory; it must be the group leader’s decision whether she can cope with par-
ticular individuals within a group. As we indicated previously, the initial interview is an
important opportunity for assessing whether a group is appropriate for any particular
individual. As we also mentioned above, it may be appropriate for some people to under-
take individual counselling at the same time.

In our current study we included anyone over 18 with no upper age restriction.
However, we have since read a correspondence in the British Medical Journal
(Visvanathan & Chapman, 2005) which has made us question whether it is advisable
to include people older than 65 (see also Heiat, 2003). In view of this uncertainty, it
may be appropriate to restrict the age range at least until there is more clarity on this
subject. We also understand that obesity increases with age, but only until the age of
64 (Rennie & Jebb, 2005). A cut-off at 65 may therefore be supported by the natural
history of obesity.

We excluded pregnant women from the group although in practice a number of our
participants became pregnant during the course of the group. The exclusion was entire-
ly to do with our research. Our primary measure was weight loss and, clearly, that was
impossible to determine when a woman became pregnant. In a non-research setting it
might well be quite appropriate to include pregnant women, since the programme is
concerned less with achieving immediate weight loss and more with implementing
lifestyle changes and changes in attitude to food which are likely to be beneficial to a
woman, pregnant or not. However, measuring weight loss would clearly not be appro-
priate as the primary measure for determining the success of the intervention for these
women.

If this intervention were being offered without the complication of a research proj-
ect, there seems no reason why it should not be combined with other weight loss strate-
gies. It would be interesting to explore, for example, collaborating with a commercial
weight loss organisation and leaving them to deal with practical issues of food choice
and activity and thus creating more time for the consideration of the CBT and psy-
chotherapy elements of the programme. Commercial weight loss programmes are very
good at creating precisely that — weight loss — they are not nearly as good at delivering
maintained weight loss. Similarly it might be useful to combine our programme with
Orlistat. The drug would enhance weight loss which would probably support motiva-
tion while the programme could focus on consolidating lifestyle change. The problem
created for the health service by the vast numbers of people who are obese — almost a
quarter of the population — means that creative and innovative solutions are all worth
exploring.
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Will it work for men?

So far we have only had women in our groups and we notice that by far the majority
of treatments for obesity are also directed at women. There is something a little odd
about this since there are almost as many obese men (22.9%) as obese women (25.4%)
(House of Commons Health Committee, 2004). Why then have groups developed for
women alone? Part of the answer may be cultural. Until very recently women have
been under much more cultural pressure than men to maintain a slender body.
Deviation from that preferred norm has been the occasion of enormous shame and dis-
tress. As a result women, for most of the past 50 years, have spent increasing amounts
of time, resources and energy focused on their body shape (Cogan & Ernsberger,
1999). Even though this seems to be changing, so that men are now being shown
idealised body shapes and exhorted to develop that shape (as men’s magazines demon-
strate), there is still, as far as we can see, much less pressure on men to base their self-
esteem on their appearance. Nevertheless, from a health point of view, groups for men
would clearly be a good idea.

Our interest in doing this work derives from our experience with working with
eating disorders which are certainly very much more common among women than
among men. We have extrapolated many of the themes in our programme (e.g. anxi-
eties about body shape and size) from our work with women. Although men may be
equally in need of treatment it is not clear to us whether the programme we have
developed would be appropriate. It is known that there are cultural inhibitions for
men in acknowledging feelings, weakness and vulnerability (Moller-Leimkiihler,
2000; Addis & Mahalik, 2003) so it may be that something rather different needs to
be developed. Models based on work with alcohol or drug misusers may be more
appropriate.

We did consider whether we should recruit mixed groups, but we decided against it
because our experience has been, with both eating-disordered and obese women, that they
frequently report abusive treatment from men both as children and as adults. We felt that to
have a mixed group would be too difficult for the women and perhaps also for the men. As
far as we know, these issues to do with male or mixed groups for obese people, have not been
researched. When a reliably effective treatment for obese women has been developed, there
may be the opportunity to see how it would work in mixed groups or for men alone.

Length of intervention

Whenever we have mentioned the duration of the group in primary care circles we have
been met with a sharp intake of breath. Thirty-six sessions each of two hours is thought
to be extremely long. However, the group has very ambitious aims which are unlikely to
be met by a short intervention. There is a consensus that six months is the minimum time
for lifestyle change (Clark & Hampson, 2001). Perri et al. (1988) showed that a 40 week
treatment was more effective than a 20 week treatment for both weight loss and main-
tained weight loss. In addition, as we have discussed, the programme is directed at a
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group of women who have sustained significant psychological damage, to the extent that
they misuse food.

Many obese women have spent 20 years or more getting to their current size and a sig-
nificant number of them may well have been overweight since childhood. It seems
improbable to us that a lifestyle practised for such an extended period will be reversed in
a short time. The NHS document, Commissioning Obesity Services (NHS Modernisation
Agency/NHS Alliance, 2005) declares that ‘we need to invest in this area in order to
prevent diseases such as diabetes, stroke and heart disease and thereby decrease demand
on NHS services. Because obesity disproportionately affects the least well of [sic] there
is also a strong argument for targeting services to those with greatest need in order to
address inequalities in health.” We believe that services for the patient group we have
described, will need to offer long-term interventions.

We fixed the length of our group sessions at two hours. Traditionally group therapy ses-
sions last for an hour and a half (Aveline & Dryden, 1988). However, our groups may be
a little larger than the usual eight members of a therapy group. The additional time takes
account of the larger numbers, but also of the semi-structured format. The exercises will
take up more time than a purely talking group. As you will see from the description of the
programme, some sessions use art materials to create an image and others use devices such
as structured recall, diagrams and grids and small group work creating lists. These strategies
often require extended time.

The very significant drain on NHS resources of conditions associated with obesity
(House of Commons Health Committee, 2004) may also justify an intervention which
has the potential to reduce that demand. Formal cost/benefit analysis will have to await
further completed research data.

Location and layout of group meeting room

We found that the location of the meeting room in the town was a significant issue. Two
of the venues were in locations thought by the participants to be unsafe for an evening
group. In both cases this was compounded by the need for those who had cars to park
some distance away and walk through pedestrian precincts. These are issues that need
consideration early in the planning process. Some attention also needs to be given to
the location of the group meeting room within the building. The participants may very
well have difficulties with mobility. A room that is not accessible will immediately
undermine the viability of the group as well as demonstrate the kind of disrespect that
we must make every effort to avoid. The room must also be adequately sound-proofed
and private.

The layout of the room also needs consideration. Some thought should be given to
chairs. Many participants will be unable to fit into chairs with arms and many will find it
difficult to get down into, or out of, low chairs. We like to have chairs in a circle but it is
useful to have tables available for artwork and other exercises. Small groups may wish to
work round a table. It should be remembered that participants are unlikely to be able to
draw, among other things, on the floor.
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Purpose of the group

One of the better known characteristics of analytic groups is the reluctance of the group
leader to explain the purpose of the group — a characteristic that is often felt to be pointlessly
frustrating. In our programme the leader, by contrast, has the opportunity to reiterate the
aims and objectives of the group which will already have been made known to the members
from the written information given to them and the subsequent first contact. Not only does
this immediately establish the focus for the group but it also requires members to revisit
their motivation for joining the group and to take responsibility for it.

Confidentiality

The expectation in the groups we describe, is that the participants will, in time, disclose
a considerable amount about themselves and their experience. Much of this information
is of a personal and private nature; for example, group members have talked about their
current marital relations, their relations with their children, details of their childhood and
upbringing which are often difficult, and material about their eating behaviour which may
well be felt to be shameful. Clearly it is necessary that the group constitutes as safe an
environment as possible in which to share such material. For this reason the group mem-
bership is closed as soon as the group is formed. No late entrants or rolling membership
can be permitted. Besides this, the group is following a programme and joining late cre-
ates what we think are insuperable problems. To stress the need for safety in the group
we have drawn up a formal confidentiality agreement for each of the group members to
sign at the first meeting of the group (see Appendix 1).

The group leader has the task of describing what this confidentiality agreement means
and needs to stress that if group members get together outside the group meeting, dis-
cussion of other members of the group is forbidden. Similarly group members are not
allowed to discuss what went on at the group with others, e.g. partners, in any other terms
than their own experience of the group. Of course, this agreement is unenforceable but it
does give appropriate weight to an important element of the group.

Boundary setting

The importance of commitment to regular attendance and to arriving and leaving on time
needs to be stressed. Yalom is eloquent on the effect of absences and lateness (Yalom, 2005).
Not only do absent group members miss part of the group process and so find themselves
out of step with the group, the group members who are present will find the absence dis-
ruptive. Repeated absences are likely to result in either the absent member dropping out,
or the group attacking her when she does return. Since an important element in the group
process is the development of strong ties between group members, it is desirable that
group members should be encouraged to contact anyone who has been absent. We also
think that the group leader should contact absentees, after unexplained absences, indicat-
ing that they have been missed and that they will be welcomed back at the next group
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meeting. At the first meeting of the group the group leader should establish how each
group member wishes to be contacted. There are some women who emphatically do not
wish to be phoned and others for whom that is their preferred method of contact.
Similarly the group leader needs to inform members of the group how they can contact
her if they are unable to attend. We strongly recommend a direct means of contact, e.g.
E-mail or mobile rather than a method of leaving messages. It is our experience that mes-
sages do not get passed on and an apparently unexplained absence will have an impact
on the group.

As will be apparent, the programme for the group is cumulative, that is to say that later
sessions depend on work done in earlier sessions. This structure has implications for
absences. Some sessions, e.g. Session 8 on mothers, are critical, in fact the work for this
session extends backwards and forwards on either side but missing one or two sessions
at this juncture is likely to result in the group member concerned missing an essential step
in her own development and in the group process. Group leaders need to be able to advise
group members to leave the group if they have missed too much. What ‘too much’ is, will
be a matter for judgement. Our experience has been that there is a difficulty for both the
absentee and the rest of the group in reintegrating someone who has not participated suf-
ficiently in the emotional process of the group. It is also the case that group members can
find the material in the programme too difficult. As explained earlier, the group leader
needs to be very alert to the need to contain the group, to teach affect management and
to modify the material as necessary, if drop-out is to be minimised.

Some participants have created situations that mean that they will be repeatedly late to
the group. If it appears, after discussion, that the circumstances causing the lateness
cannot be changed then, in our opinion, the group member should not be allowed to
continue with the group. The disrespect that repeated lateness shows to the group and the
disruption of the group process that is involved, erodes the necessary safety and contain-
ment of the group. Lateness can also indicate ambivalence about attendance at the group
and should therefore be explored. It is also the case that sometimes the bus comes late.

In a group that lasts 36 sessions, it is certain that there will have to be breaks and hol-
idays. The group was originally devised to fit in with school terms so there would be three
terms, each of approximately 12 weeks, and each term would be punctuated with a one-
week break. One of the purposes of this arrangement was to allow mothers of school age
children to attend the group. You may not wish to keep to this academic year format but,
whether you do or not, you need to ensure that the dates of breaks are available to group
members in written form as early as possible. You may wish to negotiate these with group
members at the first meeting or establish dates after the initial interviews have been com-
pleted. In either case written confirmation of the dates should be given to all participants
as soon as possible. Again, unexpected interruptions or inadequate notice erode safety
and trust.

The behaviour of group members needs to be similarly boundaried. It is perhaps
unlikely that participants would engage in behaviour that would damage anything in the
therapy room or engage in violent or abusive behaviour, but many women have been on
the receiving end of violence and abuse. A statement from the group leader stating that
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such behaviour is not permitted may again enhance the safety of the group. Alternatively,
you may wish to create rules with the group. Group members are much more likely to
take notice of a code that they have helped to devise. It would be useful to include some-
thing about listening respectfully to others and not interrupting. Since these virtues are
relatively uncommon, the early sessions of the group include training in listening skills.

An important part of establishing the safety of the group is the conduct of the group
leader. We consider the psychoanalytic model of group leadership, which relies a great
deal on the initiative of the group and the silence of the group leader (Hyde, 1988), an
inappropriate model for the groups we are describing. On the other hand, we also feel that
the Rogerian model of a group leader as someone indistinguishable from the group mem-
bers (Thorne, 1988) is also unsuitable. The group leader has an active role and, although
she encourages collaboration and interaction, she is not just another member of the group.

Absences and breaks

In any group the absence of any group member is likely to be disruptive. Breaks for hol-
idays are also difficult to manage, especially earlier in the life of the group. We found that
a group which included the long summer break had difficulties resuming work and risked
drop-out. We suggest that the group avoids holidays of more than two or three weeks.
Bearing in mind the common difficulty of group members in using other people to help
manage their experience, the group leader needs to be particularly attentive to the unspo-
ken communication of absence from the group, especially when there is no message from
the absent member. We think it is appropriate for there to be a response to the absent
member from the group leader, or indeed from the other group members. If the group is
being used to model the usefulness of other people, then the group leader must model the
expression of interest and concern and must teach the other group members to do the
same.

How the group leader communicates with group members, after an absence, needs
to be thought through before it happens. The traditional way of communicating in
psychotherapeutic circles is via letter. We were working with a group of people to whom
communication by letter was very unusual. The only letters they ever received were offi-
cial communications from agencies such as hospitals or the local authority. Their own
favourite mode of communication was via text. We discussed early in the group process
how they would like to be contacted. None of them said by letter; they preferred to be
telephoned or texted, so that is what we did.

Initial equipment for group members

One of the things we have wanted to do in establishing these groups has been to give
members some symbol of our respect for their courage in attending the group. For this
purpose we have provided each participant with a notebook, a pen and an envelope file.
These can be personalised before they are distributed, if you wish. Some group members
have been a little wary of these gifts because they have been afraid that the group would
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‘be like school’, but generally they seem to have valued the gesture. Even if participants
have made relatively little use of these materials, we have noticed that they have been
faithfully carried backwards and forwards. We noticed a similar phenomenon in the
group that we ran in the preliminary studies, where the self-help book was brought to the
groups and taken home again. In psychodynamic theory, things that are associated with
the therapist can have a useful function of enabling the participant to bear her in mind —
the so-called transitional object (Winnicott, 1953). We have also provided name labels for
both group members and the group leader. We have asked them to be worn for the first
few weeks until names become known. Anything that expresses respect and concern for
the comfort and ease for the participants in the early stages of the group, is desirable.

Listening skills

The successful running of the group demands that group members listen to each other.
Since this is not a skill that is generally practised, we use the opportunity of the first meet-
ing to conduct a listening skills exercise similar to the sort of thing that might be taught
in a counselling skills course. Because the group is semi-structured and focused on con-
tent with relevance to obesity, group members are not, primarily, directed towards the
experience of being with other people as they would be in a conventional therapy group
(Yalom, 2005). Rather than make learning to listen something that is learned slowly over
the course of the group, it seems appropriate to do a little direct teaching. Group mem-
bers will be required to work in pairs and small groups as well as in the whole group, so
it is particularly necessary that they can be relied upon to listen to each other. More than
one opportunity is given in the early days of the group for learning this skill.

Hopes and fears

It is inevitable that there will be considerable anxieties for those attending the first meet-
ing of the group. This may be particularly so for our group members because they will
all have failed previous treatments for their obesity. Yet their very presence in the group
indicates that they have some hope of a better outcome. It is better that these anxieties are
openly expressed at the very beginning of the group, so that they do not create obstacles
to participation in the group (Hodge, 1997; Benson, 2001).
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Chapter 6
Training for Leading a Treatment Group

Training of the group leaders

As you will have understood by now, the programme we have devised is capable of
arousing strong reactions in the participants. We feel that this is appropriate. It seems
clear that food and eating are extremely powerful subjects for most people and carry with
them a wealth of association and meaning. If we want people to change their eating
behaviour it seems extremely likely that strong feelings will be aroused. You, as group
leader, must be competent to deal with a group of women who are being put in touch with
memories and associations that may well be difficult.

We consider that if you are taking on the leadership of one of these groups you must,
at a minimum, have counselling training and experience of running groups. Many coun-
sellors are trained in specific theoretical approaches to counselling, e.g. CBT, person cen-
tred, psychodynamic. As we have already explained this programme draws on a wide
range of approaches. If you feel uneasy about combining different approaches or if you
feel a semi-structured group is difficult for you, you should not undertake the running of
one of these groups. The group programme will demand from you an openness to a range
of theoretical and methodological approaches.

However, we think it is also very important that you should have trained specifically to
conduct this programme. As we have already discussed, most obese women have had expe-
rience of weight loss interventions because of an apparent failure of empathy on the part of
those conducting them. Hoppe and Ogden (1997) found, for example, that slender nurses
were likely to blame obese patients for their weight. Training needs to be particularly con-
cerned with getting potential group leaders to review the history of their own relationship
with food and related themes such as their relationship with their body, self-esteem, their
internal voice, etc. We think that working with vulnerable group members without having
addressed these issues in your own life is likely to limit severely your capacity to run the
group. In our experience these themes are very important for most women and addressing
them in one’s own life increases and develops empathy for group members.

Training should involve you in working through the programme and both discussing
how it operates and taking part in a selection of the exercises yourself. We think there is
no substitute for experiencing just how profound the relationship with food and our bod-
ies can be. If you feel unwilling to put yourself through this sort of training programme,
you might ask yourself whether it is ethical to offer a group a treatment which you are
not willing to undergo yourself. Our motto is, ‘If you can’t take it, don’t dish it out’, or
as Benson (2001) says more elegantly ‘Never take a group or its members into any expe-
rience you would not be prepared to go into yourself” (p. 51).
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We also think that it is important that you are equipped for the management of very
powerful feelings in the group. There is no merit whatever in having group members
retraumatised and, besides, the effect is likely to be that they leave the group. The groups
are deliberately recruited from women who have difficult histories; it is very likely that
this will become apparent during the life of the group. Ideally you should have training
in the management of post-traumatic stress. Furthermore, you should ensure that you
have appropriate supervision for this work. It is strenuous to lead a group of this nature
and you need support.

Men as group leaders

As discussed previously this programme is in the process of being researched with
women. Similarly all group leaders so far have been women. The rationale for female
group leaders has been that women’s experience of food and nurturing and their bodies
is very different to male experience. Since one of our primary goals has been to develop
empathy in our group leaders it has seemed more appropriate to train women. However,
we recognise that there are men within the therapeutic world who are more than capable
of empathic understanding. McKisack and Waller (1997) found no advantage attached to
the gender of the therapist in groups for bulimics. We suspect that men’s relationship with
alcohol may have more commonalities with women’s relationship with food than with
men’s relationship with food, but that may enable them to empathise with women. We
have also noticed that many of the women in our groups have exceedingly difficult his-
tories of relationships with men and we wonder how easy it would be for a man to run a
group in these circumstances. We hope that men who would like to run one of these
programmes will prepare themselves appropriately to do so and let us know about their
experience.

The University of Hertfordshire runs training courses totalling 30 hours for this
programme and also offers supervision. If you contact us at j.buckroyd@herts.ac.uk or
s.m.rother@herts.ac.uk we can give you details.
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Introduction to the Programme

The protocol is intended as a guide but it is not meant to be followed like a knitting
pattern. It is impossible to predict how a group will react to the experience and it is
important for you as group leader to feel that you have the authority to vary the
programme if circumstances demand. In general you are likely to find that you have more
material than you can use and that discussions take longer than allowed for in the proto-
col. As long as you feel that the discussion is useful, then that is fine. You may even find
that you want to omit whole exercises. That is also fine, as long as you feel that the essential
themes of the group are being addressed.

The time splits are a guide, not a rule. But with a largish number of people, everything
takes a long time, so take care not to arrive at the conclusion of each session without time
for a proper ending. Participants often have stressful and difficult lives, so it’s only fair
that they leave feeling reasonably calm and collected.
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Session 1

Time split

e Introductions and boundary setting 25 minutes
e Hopes and fears / outline programme 35 minutes
e Listening exercise 25 minutes
e Sharing information 25 minutes
e Ending 10 minutes

Aims and objectives

e To begin to establish the group as a protected space within which emotional
exploration and sharing is possible.

The necessary preliminary is the housekeeping and setting of boundaries:

Venue - toilets - escape routes, etc.

36-week group over a calendar year — agree dates if not already established.

Weekly meetings of 2 hours.

Emphasis on importance of attendance.

Notification of Absence — a system devised by each group leader to allow participants to contact
the group leader. (Give out written details.)

Contacting group members. (Circulate a list of names and ask all members to indicate how they
wish to be contacted, e.g. letter, e-mail, telephone, mobile, text.)

Notebook, envelope file and pen given out, named if possible.

Use labels for names.

Group confidentiality statement: give out and get it signed and returned (see Appendix 1).
Rules for behaviour, i.e. no harming themselves or others or damaging the environment.

Introductory exercise

Suggest they say their name and one thing about themselves or use some other very
simple introductory device.

Hopes and fears

This exercise allows for the expression of the inevitable feelings that will have been
aroused before the group even begins. The logic of getting them into the open is that they
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are less likely to be disruptive once expressed. As group leader you may also find that
there are some misapprehensions about what is going to happen which you will then have
the opportunity to correct. It may also be appropriate to use this opportunity to acknowl-
edge the reality that the group will all be looking at each other and deciding who is the
fattest or thinnest. It may be an early opportunity to say something about acceptance of
difference.

#Hopes

o T Jose weight and sustain the weight loss
o T be healthy

o Finding the missing part of myself

o ™ understand myself better

o T feel confident and have better sel-esteem
o ™ feel worthy and less self loathing

*» ™ stop blaming myself’

® O grow uUp

o T understand my relationship with +ood

o ™ address reasons for overeating

* T Jearn another way to manage emotions

* Abt fo pass habits on to my children

o ™ develop a different IHestyle

o T make a permanent- Change

o T meet some sSimiar sized women

o T get some support and make +riends

Fears

o What | mght discover

o Fajling

o Change

e That the group will not work

e The other people in the group

o The Commitment

* My emotions might get out of control
o Leaving the session in a state

o Getting bigger instead of smaller
e Looking better

oAbt being wanted

o Abt sustaining the weight Joss
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You could begin the exercise by getting them to work individually using their new
notebooks and then get them to divide into small groups (3 or 4) to draw up a list togeth-
er. You could supply them with a large sheet of paper to do this. These sheets could then
be put on the wall or the floor for all to look at. Or you could do a collective list, with
you as scribe for the whole group. (Keep this data.)

You are the only one who knows in any detail what is actually on the menu, so you need
to use this first meeting as the opportunity to give them an outline of what the values of the
group are, what we are trying to accomplish and what the next 36 meetings are going to
involve. Give them the outline (Appendix 2). Give some time for reactions and discussion.

Listening exercise

Explain to the group that they will be learning to listen very carefully to each other in a
way that people do not normally do. This skill needs to be learned and practised. Explain
the basic principles of eye contact, body posture, not interrupting, etc., and then suggest
that they work in pairs, sharing with each other how they use food. Get them to reflect on
how they felt about disclosing, how well they felt they were listened to, and whether there
is anything they need to remember for listening in the future. You can return to the issue
of listening over the first few weeks, whenever they work in pairs or small groups. It is
also something that you can flag up when they are working in the whole group, particu-
larly if sub-conversations are going on.

Sharing information

The main business for the rest of this first session is to do an exercise on sharing infor-
mation with others. This work will be continued in the next session, so this is just the first
attempt. These women have probably no notion of sharing information about themselves
in this way so there needs to be an introduction to the whole concept of confidentiality to
the pair, responsibility as to how much they choose to say, etc.

You could begin by reminding them that earlier in the session they signed a group
confidentiality agreement. You can now begin to discuss its meaning and implications. You
can also use the prior discussions and information to talk about how they think they will
feel about talking about themselves to other people. They have just had a small experience
in the listening exercise; ask them whether this is something they do with friends; what
their experience is of sharing, and possibly betrayal, of confidences. You should mention
that trust is something that is earned and that it will take time for it to develop between
other group members and with you. You have time to discuss these issues fairly fully.

Ending

Try and keep 10 minutes at least for this. You have given group members a very rich and
powerful experience, which may even have felt quite overwhelming. Try to do a bit of
debriefing, calming, sending on their way.
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Homework

For this first session the homework should be nothing more demanding than
inviting them to think about what has been said during the session and how it
might apply to them
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Time split

e Review 10 minutes
o Weightline / lifeline exercise 25 minutes
e Motivational enhancement 30 minutes
e Food monitoring 45 minutes
e Ending 10 minutes

Aims and objectives

e Review the first session.

o To facilitate the group in exploring whether there is a connection between their
weight gains and losses and food use and their emotional lives.

e Enhance motivation for change.

e [Introduce monitoring sheets.

Review First Session

Try to facilitate as open a discussion as possible on how group members experienced the
first session. Bearing in mind what they said in the exercise on hopes and fears, try to
identify the disappointments as well as the satisfactions. Try also to get them to be
patient and give the group a decent chance. This second session is crucial. If they feel
reasonably satisfied after two sessions there is a very good chance they will stay the
course.

Weightline/lifeline exercise

Aim: To explore the relationship between participants’ emotional history and their weight
in order to introduce the concept that their food use may be partly driven by feelings and
emotional experience.

Ask participants to:

e Draw a line in their new notebooks and plot on it weight gains and losses as far back as they
can remember.

e Plot against that line what was going on in their lives at those particular times.

e Work together in pairs to discuss/share what has been said.

¢ Bring this together by sharing in the whole group.
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Sometimes this exercise is very powerful, but at the very least it usually provides
quite a bit of insight. In our experience most people connect life events and eating
behaviour.

We jghtine
Weght gain was associated with Joss

e Death of a MNan

o Best friend moves away
o Son leaves home

e Djorce

o Death of a parent

o [oneliness

We ght Joss

* J was in love and got evergthing | needed Hrom the relationship. | didn't
need food

o When my mother ¥inally died | was so relieved the weght jost dropped
off me

Motivational enhancement

Prochaska et al. (1992) spent their working lives investigating the processes involved in
change. They felt that if people were not ready for change, then efforts to help them to
change were a waste of time. Their work has been used to improve motivation. This
approach has been used a lot in drug and alcohol services to allocate resources appropri-
ately. Schmidt and Treasure (1997) are convinced that it is equally vital in working with
eating disorders. Their major point is that unless the ambivalence about change is
addressed, resistance will undermine the process and progress will be sabotaged. This
point of view works well from a psychodynamic perspective, which acknowledges dif-
ferent and interacting parts of the self. This session begins the process of getting partici-
pants to acknowledge their ambivalence and take responsibility for it, so that they do not
project it on to the group.

Draw the process of change diagram on the flip chart and/or hand out the diagram (see
Appendix 3). Remember that one of the criteria for inclusion in the group was readiness
to take action about weight, and also that all participants have had their motivation tested
by being required to attend for an interview. Explain the wheel and get people to identify
where they are on it. They will probably be on the cusp of preparation/action. You can ask
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them if they can identify being at other points at other times in their lives — thus making
the point that we move round the circle. Point out that at any stage there is the potential
for both progression and regression.

Then try to introduce the idea that we have different voices inside us, some for change
and progress and some not. Get group members to identify in their notebooks their own
reasons for changing and not changing. Share this information in the whole group,
perhaps by a list on the flip chart. (Keep this data.)

o It's so hard to know where to pot myself in relation to change. With my
thinking part I'm all ready to go and | know all the good reasons why |
shouldl lose weght. But in my feelings it's so ditferent. My +eelings get
in the way of doing what | know | should. H | change who will | be?

o Although | want to lose weight I'm frightened to. I I'm thin and attrac
tive I'm afraid men will give me too much attention.

Try to talk about how we can all expect to feel resistance and ambivalence about
change at some points. Heinz Kohut (1984) thought that many people had very little
understanding of how other people think and experience the world. We are apt to suppose
that our way of going on is entirely unique. In fact it is useful for us to understand that
there are vast commonalities in the way human beings operate. Those who have had
difficult beginnings are often least aware of these common denominators. In this group
we have a number of women who share a problem. It is extremely likely that they will all
have had experience of wanting and not wanting to change. Kohut’s recommendation was
that behaviour should, where possible, be normalised. ‘Yes, of course you will feel resist-
ant. It makes perfect sense that you would feel that way.’ This, he thought, enabled people
to feel that they belonged to the human race and were not strange or freakish.

Introducing monitoring

Follow this by introducing the idea of monitoring. This will very likely produce instant
resistance because members will assume that you are asking them to keep a food diary.
This is a common device in dieting circles and is often experienced as shaming. Talk about
how you are not interested at this point so much in what they eat, but how their eating
relates to the rest of their lives. Give out the sheets (see Appendix 4) and let them have a
look at them. You will note that they are not asked to describe what they ate although, in
the responses that some of our participants made (see below), you will see that they
assumed that we wanted them to keep a record of what they ate. Make sure that they are
all crystal clear about what they are being asked to do. Point out how the sheet asks them
to relate their eating behaviour to the time of day, circumstance and mood. It also asks
them whether they ate more than they wanted and what their hunger and satisfaction states
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were before and after. Tell them that you are interested in the patterns that they may be
able to identify. Get them to practise using the sheet by filling in what they did yesterday.
This may or may not produce insight, but will at least show them how to use the sheet. Ask
them to fill in one sheet for each day until the next group meeting. Give them as much time
as you can to express their responses to the prospect of this task. This is the first signifi-
cant demand on them; it’s important that they take on the challenge of doing some work.

e | don't want to do this.

o It's just like Weight Watchers.

o |t makes me eat more when | have to keep a record like this.

o J/t's so boring.

o Well I'm certainly not going to make a list of what | eat- You would be
disgusted and it would make me feel worse.

You should note at this point that participants may not yet be sufficiently aware of how
they use food for emotional regulation to be able to use the monitoring sheets to identify
the link between feelings and eating behaviour. As you progress through the next few ses-
sions their awareness should increase; however, you should keep the option open to con-
tinue using these sheets or to reintroduce them later in the programme.

Ending

Be sure to leave at least 5-10 minutes for ending. Once again they have had a rich
experience, probably very unlike any previous experience. Give them a little time to
debrief and collect themselves before they leave.

Homework

e Complete monitoring sheets.
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Time split
e Review 30 minutes
e Strategies for managing impulses

to overeat 20 minutes
e Names for feelings 15 minutes
e Managing feelings 40 minutes
e Ending 15 minutes

Aims and objectives

e Review Session 2, especially completion of monitoring sheets.

e Explore cognitive behavioural strategies for managing overeating.
e Begin to investigate feelings and how they are expressed.

e Begin learning about management of feelings.

Review

The main thing to review in this session is members’ experience of filling in the moni-
toring sheets. Try getting them to discuss it in small groups first. Then do a brainstorm-
ing on the flip chart using these questions to shape the discussion

How have they managed it?

How have they felt about it?

How has their eating behaviour been?
What have they learned?
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I couldn't bear to do it | left the monitoring sheets in the boot of the

car

o | just can't identiy what I'm +eeling; | don't know. | just +eel numb.

o | know what my overeating is about. It is about comfort and reward.

o | know why | eat. I'm resent+ul and bored.

o | know that | eat before | get hungry. | don't want to feel that feeling
of being hungry and empty.

o It's the first time Ive really recagnised that | eat when I'm not hungry.

o | feel so ashamed when | see that | eat becavse of what I'm feeling
and not becavse I'm hungry.

o | eat in the evening; my husband sits upstairs with the computer and |
feel lonely.

o | eat to gie myself atfection; | Jove myself by giing myself +ood to

fill up the void. lve been waiting for years for someone fo come along

and Jove me so that | can be thin again.

For some people there will be an issue about hiding the monitoring sheets from oth-
ers in their household. Don’t be surprised if compliance has been poor. The job is
tedious at best and shaming at worst. In the nicest possible way, try to address poor
compliance by going back to ambivalence about change. You might want to get them
to make a list of why they want to fill in the sheets and why they don’t want to.
Emphasise what has been learned. Give out more monitoring sheets for the coming
week.

Strategies for managing overeating

This sort of thing is what some members really want and will be looking for. Start to iden-
tify who at this stage finds cognitive work more helpful and who finds emotional work
more useful.

There are two basic approaches to managing behaviour: one is to find a distraction,
alternative or substitute behaviour; the other is to address the problem that the behaviour
is trying to resolve. On this occasion we are only dealing with the first approach.

You could do this via a brainstorming exercise. Get them to provide a scenario or two
that seem typical, e.g. sitting down in front of the TV and starting to snack; getting in
from work and bingeing.

62



Session 3

o As soon as | get in after work | take the dog for a walk. That helps
me not start fo eat straight away.

o I'm scared of picking when I'm making the dinner | fry and put the
radlio on so that | have something else to think about

e | just never have biscuits or Chocolates in the houvse. | know | won't be
strong enough to resist them. H people gve me things like that | gie
them away fo other people.

o | think I'm bored watching television and that's why | eat so lve taken
up knitting at the same time which keeps my hancls busy.

* Magazires always tell you to have a bath with nice oils and things.

o W | feel like raiding the +ridge | try to phone my friend instead bot
it's so disappointing i she's not there. Then | have a real binge.

Ask them if they have ever been able to stop or avoid the behaviour. What strategies
worked? Usually the answer is a variation on ‘doing something else or avoiding the situa-
tion’. You can make suggestions but try to get them to recognise that they have already iden-
tified their own resources on some previous occasions. This is one of the strategies for solu-
tion focused therapy (Jacob, 2001) — to identify solutions previously employed and support
the client in trying them again. The idea of course is empowerment. This week particularly,
be careful not to overrun the time on this first part. If you take a bit less time, that is fine.

Names for feelings

Some people within the group are certain to be alexithymic (people who have no words for
feelings). The women in the group will know words such as disappointed or happy, they will
have read them in books and seen them on the television, but to be able to use them in a
meaningful way is altogether something else. To be able to recognise the physical syndrome
that means anxious or disappointed or angry is a skill that needs to be learned. You want them
to begin to be able to use words to describe internal feelings. With many compulsive eaters,
and people with eating disorders in general, the process where a feeling is experienced,
named and then acted on is conflated. The person will go from a feeling, which never gets
into consciousness, to a response to it that is physical. The women within the group are not
saying “I feel anxious so I am going to eat a chocolate biscuit”. They are anxious but do not
know they are anxious. They only know that they are eating a chocolate biscuit.
Brainstorm words for feelings using a flip chart. Ask participants to tell you the names of
feelings and try to collect a page full. This gives the participants a starting point with a basis
of names of feelings. (The Mr Men books are quite useful in the way the titles describe
people and may also be another helpful means of naming feelings for the group members.)
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Follow up the brainstorming by getting them to write a list in their books of feelings that
they are familiar with, from the list on the board. You may be surprised how short the list
is. Get them into pairs or small groups to give examples of when they feel those feelings.

| know about the sorts of +eelings like pain or tired or, sometimes,
hongry but | don't know about the other sorts.

o The feeling | know best is guilty.

o | don't do +eelings.

o | just feel numb. lve no idea what | feel.

o | think | miss out anger and Fly info an uncontrollable rage like my
father vsed fo.

| feel stupid a lot of the time.

| feel anxious. | wish | didn't.

Managing feelings

One of the basic tools that you are going to supply is an understanding of how feelings can
be managed and what has happened to a person who finds them too difficult to manage.
One bit of feed-back from the very first hopes and fears exercise (page 54) includes two
statements that indicate how frightening feelings can be to this client group. There were two
fears expressed: “My emotions might get out of control” and “Leaving the session in a
state”. These anxieties are probably common to the group so you are going to begin by
describing how feelings are regulated and managed in a good situation and what happens
in a bad situation (see Appendix 5). You will see that Appendix 5 is a simplified version of
the model that was described on page 19—22. Use your own judgement about how much
complexity to include. The essential point you are trying to make is that affect regulation is
a skill that fortunate people learn in early childhood and have available to them thereafter.
Less fortunate people are more liable to be overwhelmed by their feelings. You can also
explain how a person with reasonably good affect management skills can be overwhelmed
by unusual trauma. Trail the prospect that you will be teaching them how to enhance affect
management skills or install them for the first time if they didn’t get them early on.

Ending

Use the ending to focus them on tasks for the next week: to continue with monitoring; to
develop strategies for managing overeating; and to work on being more aware of their
feelings. Suggest that they think about the material on affect regulation. Give time for
discussion about how it feels to have these tasks to perform.

Homework

e As in Ending above.

64



Session 4

Time split

e Review 30 minutes
e Reviewing motivation 30 minutes
e Feelings in the family 20 minutes
e Managing feelings 30 minutes
e Ending 10 minutes

Aims and objectives

e To review the last session.

e To revisit motivation and strategies for managing overeating.
e To continue work on the expression of feelings.

e To continue work on affect management.

Review

This week the review needs to cover both the keeping of monitoring sheets and reactions
to the exercise on feelings. I suggest you start with the monitoring. You will be revisiting
ambivalence and motivation later this session, so concentrate at this point on what they
can see from the monitoring. Are they able to identify patterns in their overeating? Are
they becoming more aware of how their mood affects their eating behaviour? This is an
opportunity for you to see who is working in the group so far, and who is waiting for a
miracle and will lead you directly to the next exercise.

Leave discussion on the expression and management of feelings to later in the session.

Reviewing motivation

Ask them to get out their handouts with the diagram of the change process on it and ask
them where they are now, compared with where they were two weeks ago. Have some
spares with you for those who have lost their copy (note who they are).
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I think Ive slipped back. | think Ive gone back to preparation

I thought | was really keen to get on with sorting all this out but it's
harder than | thought

| feel pleased it's the first time in a long time that lve actually
managed to do anything +or myself

| think it's really hard to accept that it's all down to me and that I'm
the one that has to do something. | think lve been waiting for a miracle

Ask them about the monitoring as an exercise and how they feel about it. Recognise that
it is very tedious, but be alive to more substantial objections. Hand out more monitoring
sheets, either now or later, if it feels more appropriate.

o | see now how many +ood snacks of sugar | eat and how few meals |
eat in a week.

| have done so many diets bot | don't know how to eat properly.

| realise | eat betore | get hungry. | panic # | feel hungry. | will eat
anything and evergthing ontil | feel sick.

I take Hood with me everqwhere | go just in case I'm held up and don't
get home in time. I'm really scared of being hungry and having no {ood.

Then ask how they managed with the strategies for avoiding overeating. How success-
ful were they; are there any additions to be made to the list?

Then ask them about the group and their feelings about it. Try to address all the nega-
tive things. We would guess that already some will be disappointed that they haven’t had
diet sheets and that it is not already fixing them and their weight. Ask them how long it
has taken them to get to the size they are and how many times they have tried to lose
weight before. Try to get them to see that they are attempting something different and
more permanent this time, which will take longer.

o I'm such a pertectionist | daren't start to change anything in case | +ail.

o I'm g0ing to ask for a stomach staple. This talking stuff isn't working.

e s wonderful being among a group of people wholve experienced the
same dficulties as | have.
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The group dynamic will also have started to develop by this time. Give some thought
as to whether you need to intervene in it. Remember, this is not a conventional therapy
group in which you would wait for the group to deal with any problems. Eventually you
may get to that point, but that is not what the priority is at the moment. Our experience
suggests that you need to notice behaviour that is significantly disruptive, e.g. someone
who monopolises the time, or members who talk to each other during the proceedings.
You also need to look out for those who are unduly silent. People who don’t disclose or
contribute eventually become like voyeurs and a focus for group hostility. Try to encour-
age universal participation.

Feelings in the family

Preface this exercise with a review of last week’s exercise on investigating feelings and
then progress to Feelings in the Family. This exercise uses a family systems approach
showing that the possible feelings in the family are divided up. This seems to be extremely
common, particularly so in dysfunctional families. It is a very well-functioning family
where everybody can feel everything.

Ask participants to work individually and, using the list of feelings from last week that
you put on the flip chart, write down:

e Which feelings from this list were felt and expressed in their family?

e Who felt them?

e Which feelings do they recognise and which feelings were they allowed to have in their
families?

Suggest drawing a little diagram of the people in their family and to make a list beside
these people of the feelings that each of them had. You might want to go back to the food
in the family exercise and get them to think about who felt what in that situation.

Ask participants to give an example of how these feelings were expressed in their
family, e.g. father became silent when angry; mother cried when disappointed; sister
slammed doors when angry; self ate packet of biscuits when unhappy.

* My father was always angry so | never dared fo be.

o When my mother was shouted at by my +ather she would be unkind and
shout at me. | vsed to go to my room and punch the wall and then sob
for hours.

o | wasn't allowed fo show any diFicult feelings. | just had to be good
and ?U/Ef' and gef‘ on Wif‘/’l )T

o Looking back, | was scared a lot of the time so | just kept out of
the way.

o When my Dad was away we all vsed to relax and my Mom would
produce a wholesome meal and we would take comfort in eating.
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Ask participants to get into pairs and discuss this with their partner. Maybe remind
them of listening skills.

More on managing feelings

This exercise builds on what you did last week, exploring how children learn to manage
feelings. Ask them what they thought in relation to the exercise since last week. Expect
to hear that plenty of them had mothers who could not help with affect management.
Then explain that there are strategies they can learn, now as adults, which will compen-
sate, at least a bit, for what they didn’t get as children and go on to teach them the first
one, creating a container for feelings.

Participants are asked to imagine a container which will hold all their unpleasant or dis-
turbing experience. This container has a valve which allows further material to be insert-
ed into it but also allows material to be released from it in as small a quantity as the par-
ticipant wishes and only when she permits. Participants should be asked how much of their
difficult material they have managed to seal in the container and should be encouraged to
continue visualisation until all material is safely contained. They may call on others (God
or any other ally) to help them with this process. This process empowers the participant
by enabling them to remove disturbing material from consciousness at will, but also gives
a way of enabling the work of the group to go on so that it is not deflected by too much
trauma. Test the process by asking how much of their disturbing material they think is still
outside the container and ask them what help they need to ensure that it is all put safely
away. Get them to visualise whatever help they need.

Explain that this strategy can be used by them at any point when they feel that their
feelings are too much for them and suggest that they practise during the week.

Ending

Use the ending to focus them on the tasks for the next week: to continue with monitoring
and to work on their awareness of their own feelings and those of other people. Ask them
to think about the container strategy and see if they can find useful moments to use it. In
addition, ask them to talk to another group member about their experience in the group this
week. Remind them that they are to talk about their own experience and not gossip about
other people. (Get them to write these tasks in their notebook if they think they won’t
remember.)

Homework

e Continue with monitoring.

e \Work on awareness of feelings.

e Practice putting feelings in a container.

e Talk to one other person in the group about their experience in the group.
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Time split

e Review 20 minutes
e Buddying 30 minutes
e Meal planning 30 minutes
e More on managing feelings 30 minutes
e Ending 10 minutes

Aims and objectives

Review of monitoring and last week.
Preliminary discussion on buddying.
Introduction of meal planning.

Further work on managing feelings.

Review

By this time, five weeks in, you should be seeing signs of change and a development of
insight and understanding. The feeling of the group should be becoming stronger and more
cohesive. It might be about now that you might challenge those who don’t appear to be
working and try to discover what is going on. Use the review of monitoring to assess this.

Talk about the monitoring. They have now done it four times. What have they learned
about the patterns of their food use? You might want to get them to discuss in small
groups. Acknowledge the difficulties of doing it. By this time we would expect them to
be starting to understand their behaviour better. That may not mean that their behaviour
has changed very much yet (although we would expect some change) but it should mean
that their attitudes to their overeating are changing.

Ask about feelings and their awareness of them after last week and how they
managed using the idea of a container for feelings. Then ask them how they got on
with telling others what is going on for them, which will lead you neatly to the next
exercise.

Buddying

Lots of books on eating disorders and related subjects (dieting, etc.) recommend that
participants find someone who can act as their buddy. Last week the group members
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were asked to contact one other group member to talk to about what has been going
on for them in the group. Some will have done this; some will not. It is likely that all
group members will have a history of using food instead of people. Begin this exer-
cise by asking them if they think it might be true that they use food instead of people
to manage their emotional lives. Get them to talk about what they use food for and
why they don’t use people. Suggest to them that it is very ordinary for all of us to use
other people to help us through life’s difficulties. Maybe there are special reasons why
they don’t. Have they been let down by those they could reasonably expect to help
them? Have they lost hope that other people will offer them anything if they are in
difficulties?

How could a buddy help them?

Do a group exercise drawing up the qualities of a buddy, e.g. someone who can lis-
ten, doesn’t judge, will be supportive, etc. Then ask them if they think that some peo-
ple in the group could have that function for them. Would there be an advantage in
having small support groups within the group? In either case would it be an advan-
tage to have a confidentiality agreement? What should be in it? What about includ-
ing agreements about how a time to phone is to be negotiated, e.g. what happens if
one phones and the other person is too busy to talk? If it seems appropriate, draw up
an agreement. Ask them if they want it typed, etc., and if so, is there someone in the
group who will do it? Having people select others in the group is difficult because of
the whole business of rejection. In order to avoid that, you might want to suggest that
they form themselves into little cells of 3 or 4. Leave the discussion here and suggest
that people think about it during the week and you return to the whole subject next
week.

N.B: The successful introduction of buddying depends on a degree of trust having
been established in the group. if you feel that it is too soon for this step, delay it until
you feel it is right.

Meal planning

Explain that we are stopping one kind of monitoring but going on to another. There is a
consensus that many overweight people have chaotic eating patterns. If these can be
regularised as a preliminary to work on food choices, it will help. Secondly, you should
explain to them that binges are often set up by attempts to cut back after previous binges.
One binge sets up the next. If they can maintain regular eating, despite the binges, it will
help to prevent bingeing. Thirdly, many overeaters panic if they feel that they need food.
If their intake is already planned, so that they know they are ‘allowed’ to eat at fixed
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times, it can both manage the panic and prevent overeating. Those who eat too much at
mealtimes and don’t otherwise binge, should be encouraged to use the planning to see
that if they are eating more frequently, they may not need to ‘binge’ at mealtimes. By
this time you should have a feel for how they use food and can stress whatever seems
appropriate.

o Jve nrever planmed a meal in my lde; | just g0 and Jook and see what's
in the 4ridge.

o I'm not going to do this. Ive spent my whole Jite being told what to do.

e | can't manage this; there's too much going on in my lde. | can't
concentrate on doing this as well.

o Fanning a meal? Are gqou joking? In my family gou jost gGrab what gou can
when gou can.

o Magybe it will help # | can see that | am going to have lots of chances
fo eat douring the o/ay‘

o I'm afraid Il make lovely plans and just continve the way | do now.

Give out the food planning sheets (see Appendix 6). Tell them that at this point it is
more important that they eat regularly than that they alter what they eat. If they seem to
want to restrict, tell them that we will be coming on to discuss food choices later. As a
preliminary, get them to write down the pattern of their eating the previous day. Lots of
them will probably be skipping breakfast or eating all day long or eating one huge
amount in the evening. Watch out for those who claim to be doing none of these things —
how did they get to be so big then? Then get them to plan their food for the rest of this
day and/or tomorrow. How does it feel? Check up on the ambivalence. What are the feel-
ings and reasons against doing it? Ask them to plan for each day for the next week as their
homework and to note how they feel.

More on managing feelings

It is possible that difficult emotions have been aroused at this point so it is a good
moment to continue with strategies for managing feelings. Group members are asked to
identify a safe place. This will be a place known or imagined where she cannot be
harmed. One group member chose her grandmother’s bed as her safe place. She remem-
bered it as a soft, warm, clean haven where she could snuggle under the duvet. At the
same time group members are asked to notice how they feel in their bodies when they
are in this safe place. This strategy of remembering how it feels to be in a safe place and
the identification of a safe place can both be used when participants feel that a situation
may overwhelm them.
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Ending

This session has covered a wide range of material and has introduced the difficult
concepts of buddying and meal planning. You have provided them with another skill
for affect management but it is possible that the whole session has been quite
powerful. Try to soothe and calm them. Congratulate them on all the hard work they

are doing.

Homework

e Complete meal planning sheets. Think about what has been said about the possi-
bility of buddying. Practise using the safe place strategy.
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Time split

e Review 15 minutes
e Buddying 15 minutes
e More on managing feelings 20 minutes
e Use of food in your family 55 minutes
e Ending 15 minutes

Aims and objectives

Review meal planning and feelings in family from last week.
Continue with buddying.

Continue with managing feelings.

Explore food use in the family of origin.

Review

Start with the buddying. Find out what they’ve done, if anything — how it felt, did it help,
etc. For those who haven’t yet done anything, try to discover the ambivalence. Do an
exercise on for and against buddying if necessary. Does anything need to be followed up
about the confidentiality agreement? How have they used the strategies for managing
feelings? Have they any questions?

Discuss how they managed with the meal planning. Ask them to get out the meal planning
sheets if they have them with them. How difficult was it to do this? Was there any relief in
having a structure for eating? Did it affect what they ate or how much they ate? Was there
anybody for whom the meal planning felt unhelpful? Tell them that there is good evidence
to suggest meal planning helps avoid bingeing and overeating. Ask them to continue with it.

Buddying

Last week all the preliminary work for setting up a buddying system was completed. Group
members were asked to go away and think about how they felt about such a system and to
contact one other group member to discuss it. Use this time for as thorough a discussion as
you can elicit of the pros and cons. Remember, this is a group of people who are likely to
have real problems with trust and little experience of using others for management of their
feelings. Unless there is very fierce resistance, get agreement that cell members contact at
least one other in the coming week. Ask them to compile a list of contact details for their
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cell. The previous weeks in which they have been asked to do that without a formal system
being set up should help them. The power of the last exercise this week is considerable and
it would be very desirable for them to use each other to contain it during the following week.

More on managing feelings

This is the third and, so far, most important strategy for managing feelings. It is usually
referred to as grounding. The theory is that when difficult memories and feelings are
aroused, a person is liable to lose the sense of herself in the present with her adult compe-
tence and get transported into a child part relating to the memory or feeling. If this happens
the original trauma can be repeated so that instead of finding that the memories are resolved
or made more bearable, they are merely strengthened by being re-experienced. One strate-
gy to prevent that happening is to ensure that the adult self is present in the scenario and to
do that the person needs to be taught how to stay ‘grounded’ in the present. There are a
number of strategies for doing this. Here we will only mention two. If you know or learn
others that you prefer, feel free to use them. Each participant is asked to imagine a cord
which fixes her to the earth and holds her in the present and grounded. When she feels that
her feelings may overwhelm her she can visualise the grounding cord fixing her to the earth
and the present. An alternative image is to ask the participant to press her feet flat on the
ground and feel her muscles holding her strongly. At the same time the participant is asked
to notice the physical feeling in her body of being grounded and present. The idea is to bring
the person back to the present from the experience of the trauma or, alternatively, to place
the adult self there in the trauma with the child. These strategies can be used by the partic-
ipants at any time but you can use them in the sessions with participants that you can see
are being overwhelmed. Strategies such as asking the person to make eye contact and say
her name will also be useful in interrupting an experience of trauma. Be prepared to use this
strategy in the next exercise.

Use of food in the participants’ family
or childhood scenario

This is a powerful exercise, likely to arouse strong feelings in some people. It is also
relatively early in the life of the group, which may therefore not yet feel a very strong
container for feelings. Make sure that you leave plenty of time for it and for debriefing
thereafter. Encourage participants to use the strategies for managing feelings which you
have been teaching them. If any one of them gets overwhelmed (as is not uncommon)
work with her using the grounding exercise to bring her back to the present and assure
her that she is no longer a child in that situation and that it can no longer harm her.

The exercise will enable participants to start to think about their family of origin and
also their current family in terms of food use in order to illustrate that food use is at least,
in part, learned within the family and a response to the family dynamic. You may want to
suggest that those who know their experience was difficult see the memory as a video that
can be paused or stopped if necessary.
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N.B: At this point you need to indicate that you are aware that not everyone grows
up in a conventional family setting. Families are often disrupted — blended
families, fostering, in care, etc. Some children are made responsible for feeding
themselves and sometimes others. Make sure you talk in a way that includes
these possibilities.

Ask participants to:

Think about themselves as a child at a time when they can remember a fair bit about what went
on, preferably before age 11.

Think about themselves at an age when they can remember where they were living and,
specifically, the room in which their family (or those they were living with) ate its meals.
(If participants say they can’t remember anything, let them choose whatever time is the earliest
they can remember.)

Draw a diagram of the room in which the meals were taken, putting in the furniture, the television,
the dog and any other important things that were there.

Label the people.

Now ask them to answer the following questions:

1.

In your situation, who cooked the food or made the meals?

2. What did that person feel about those jobs and in what kind of spirit did they approach

them?

—Did they like them?
—Did they resent them?
—Did they feel that that was what they wanted to do or what they had to do?

. Who was the food in the family prepared for? (Give an illustration; make it up if necessary —

“I know a family where the food is made for the father. It’s what he wants and likes that
decides what they eat. If he isn’t there they eat completely different food).” Who was the
important eater?

—Was it the children?
—Was it one of the adults?

. What do you think the emotional purpose of mealtimes was in your situation?

What was supposed to happen there?

What was not supposed to happen?

Was it an opportunity for everybody to quarrel?

Was it an opportunity for the parents to be evil tempered with each other?

Was it an opportunity to bully the children?

Was it an opportunity to have a nice time together and share the events of the day?

Was it an opportunity to say nothing, or to make sure that nothing was said, e.g. by having
the television on?

75



Therapeutic Groups for Obese Women

5. Look at your diagram of the room and think about each person in turn.

e What might each person be saying and to whom?
e What would be said to you, and what would you say, if anything?
e Write those things on the diagram.

6. What was your feeling memory of these occasions?

e What sort of an occasion was it for you?
e What sorts of things went on that you remember?

7. When you think about all of this — do you think that what went on at mealtimes was a picture
of what went on in the family as a whole?

e Do you think it is an illustration of the relationships in the family?
e Was that how your family behaved generally?

8. Do you think you had any power?
9. Who did have the power?

Take no more than 25 minutes for these questions. Give participants a copy of the ques-
tions as a reminder (see Appendix 7). Ask them to get into groups of three and discuss
their answers, taking about half an hour, that is, 10 minutes for each person. Remind them
to share the time evenly. This might be a moment to remind them of listening skills. Get
one person in each group to keep the time.

Take at least 15 minutes for a more general discussion in the whole group, including:

How members felt doing the exercise?

What kind of memories it raised for them?

Asking them to name the feelings.

Asking them how they reacted to what other people said?

Asking them what they learned about themselves and whether they can see any connection with
their present behaviour?

You should be aware that this exercise often produces very strong feelings among
group members. Be prepared to use the exercises for managing feelings that you have
been teaching them. People often cry and are surprised by the ease with which memories
and feelings are recovered. Remember that group members are very likely to be new
to this kind of reflection and taken by surprise by the strength of their feelings. On the
other hand, there may be people who cannot remember much, if anything, about their
childhood.

You want them to come back next week so make sure this experience is contained and
that the courage of group members is validated. Be sure to include some material about
how this exercise might make them change things in the present.
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o At meal times there was only me and my mother | was Hrightered of her
then jost as | was the rest of the time. | didn't know when she'd start
to hit me.

* My mother was very thin. She 5f'ayeo’ in the kitchen feeding everyboo’y
else but she couldn't feed herselt.

o When | was just 12 gears old | took a banana Hrom the Hruit bowl with
out asking permission. | wasn't allowed to take +ood without asking. My
father flew in fo a rage becavse of my disobedience. #e +orced me fo
eat the whole bunch of bananas very quickly one after another | couldn't
hardly breathe.

o Mealtimes had to be silent and | hated them.

* My mother gave me love bot it came in food parcels.

o It's my mom's fault that | eat like | do. She never believed | was
hongry and i she had just et me have one biscuit when | came home
from school | wouldn't need to eat the whole tin now.

Ending

This has been the most powerful exercise so far. Take 15 minutes for debriefing. This
would be a good occasion for using a de-roling exercise. This is another strategy for man-
aging feelings. You could ask them all to stand up saying their name, age and situation,
e.g. I was a small child in a family. I am now a grown woman. I am 42 years old. I am
living with a partner with two children and my name is Gloria. I have the power to make
choices in my life.

Leave them feeling that they have the power to choose and to change

Homework

e Continue meal planning and contacting their buddy.

77






Session 7

Time split

e Review 25 minutes
e Meal Planning 25 minutes
e More on managing feelings 20 minutes
e Mothers 40 minutes
e Ending 10 minutes

Aims and objectives

Review buddying and food in the family exercise.
Revisit meal planning.

Continue work on managing feelings.

Begin work on mothers.

Review

Begin with what they have thought about the exercise about food in the family and
whether they have talked to their buddy about it. You may need to spend quite a bit of
time on this subject because the exercise very often produces very strong responses from
the group members. It is particularly important to pay attention to anyone who has felt
overwhelmed by her feelings. You don’t want the power of the experience to discourage
her from continuing with the group. One of the strategies you can use is to normalise her
reactions, e.g. by saying “it’s not surprising you feel the way you do considering how it
was for you”.

Barbara had become very upset during the exercise the previous week and
had sat very still while the tears rolled down her cheeks. “I can't talk about
it,” she said, “It's too horrible. My Mum and Dad used to shout at each
other. I was terrified.” At this point the group leader had used the ground-
ing exercise to bring her back to the present and had also encouraged her
to put the feelings that seemed too much into her container.

The following week she did not come to the group and there was no
message. After the group had been talking about their reactions for a
while, somebody said, “I wonder how Barbara is. She got very upset,
didn't she?” Other group members nodded and somebody else said, "I
think it was too much for her”.
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The group leader recognised that there was implicit criticism in that
comment and said, “It was very difficult wasn't it? I suppose it shows just
how much feeling is locked into memories of food in our families. I can't
protect you from those feelings but perhaps we can, together, think
about them and the effect they have on us now. You need to use the
exercises to manage feelings to help you in situations like that. We can
also learn how to take care of each other. What do you think would be a
good way of reaching out to Barbara now?”

What had been said about buddying had obviously had some effect
because two group members said they had texted her the day after the
group the previous week. She had sent them a text that just said,
“Thanks!” When the rest of the group heard this they seemed to relax a
little until the group leader said, “Yes, but she isn't here, is she? I will
contact her after today as I always do when somebody misses a session,
but what would you like to do?”

Some discussion followed and it was agreed that those who felt closest
to Barbara would attempt to contact her.

Before moving on, the group leader used the opportunity to say that
perhaps this was the sort of thing that might trigger a binge in Barbara,
or any one of them, but that talking to someone else might mean that
there was no need for a binge.

Ask them if they have thought about whether the patterns of food use in their family
of origin are repeated in their current families, e.g. is food used as a comforter now, as it
was then; are mealtimes structured and used in the same way?

Find out how they’re doing and whether buddying is perceived as being helpful.
Revisit ambivalence if necessary. Get them to think about whether they have ever had a
friend with whom they could be really open. If so what was that like?

Link eating behaviour with awareness of feelings. Is it making a difference? (It should
be by now.) You may need to go back to willingness to change.

Meal planning

Spend a bit of time on this. Maybe get them into small groups to discuss progress. See
how they’ve used the sheets and give some more out. Try to field all the resistance: it
takes too long, they can’t plan ahead, they don’t eat that much in a day (!) etc. Stress the
physiological value to your body of regular feeding.

More on managing feelings

Here is another exercise that you can teach the group to help them when they are in
danger of being overwhelmed. Ask them to visualise the face of someone that they know
loves them and would look after them if they were in danger. Be prepared for the
possibility that their immediate reaction is that there is no such person and, if necessary,
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get them to imagine a person with those qualities and what they might look like. Suggest
that in difficult situations they could bring that face to mind. Get them to notice how they
feel in their bodies when they imagine the safe face. You may want to use this exercise
over the next few weeks when you will be working on mothers.

Mothers

In this exercise you are trying to get the group members to think about the qualities of
mothering. What is a good mother? Everyone has an opinion on this. Get them to begin
by making their own list and then maybe get them to do a whole group exercise with the
flip chart. It might be a moment to see if one of them can take charge of writing up the
things that people say. Try to get a good vigorous discussion going and get them to chal-
lenge and really explore different ideas. If you get into the realms of discipline, etc., there
should be no problem in getting everyone involved. Try to arrive at a list of qualities of
the good mother that more or less everyone can agree on.

If you have time and if it seems appropriate, get them to think about how this list
compares with what their own mother was like and how they are as mothers, either to
their children, if they have any, or to themselves.

e Good mothers need to be loving, kind and onderstanding. Mire wasn't. |
think | ate chocolate when | felt sad about that.

o | don't know my mother She was so unkind when | was crying and sad.
Now I'm 48 she grumbles at me and says | don't care about her | eat
and eat and eat now becavse | don't know how to tell her she hort me.

The underlying principle of work on mothers is that mothers are the nurturers, and
most often the ones in charge of feeding. This part of the work may well lead on from the
exercise on food in the family. The psychological limitations of mothers will impact on
children often via the way they are fed, but also via the way they are nurtured psycho-
logically. This is potent material for investigating eating behaviour. In the next three
sessions you will be investigating how your group members have been mothered. This
can be difficult material, but you have begun to identify feelings and established a buddy
system as well as teaching them a good number of strategies for affect management, so
there is a reasonable chance of containment.

Homework

e To continue with meal planning and contacting buddies.
e To think about what kind of mothers they are to themselves and maybe to their children.
e Be aware that some of them may not have children for a variety of reasons.
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Time split

e Review 30 minutes

e Mothers | hour and 15 minutes
e Ending 15 minutes

Aims and objectives

e Review meal planning and buddying.
e Continue with mothers.

Review

You want meal planning to continue until Session 12 (but it may continue throughout the
group), so review what is going on and how successfully they are managing to regularise
eating — fewer binges, less grazing, perhaps even more proper food. Does their eating
seem less frantic, less out of control? Address any ambivalence or resistance.

You want the buddying system to continue throughout the group and to stand for the
possibility of a better way of managing difficulties. It may cause ripples in the group
which you need to attend to. Observe whether buddying has made a difference to rela-
tionships generally. You asked them to think about their own mothering, perhaps of chil-
dren, but more importantly, of themselves. Tell them you will return to this later in the
session.

Mothers

If you feel this material is too much for your group just at the moment don’t be afraid
to defer at least a part of it. Our group leaders felt that the exercise, painting them-
selves and their mother, was too powerful for some groups at this point. They deferred
it to later.

N.B: Don’t forget the possibility that group members were brought up by someone
other than their mother. A surprising number of people have been brought up by their
grandmother, for example. You might want to use the word caregiver instead, although
it's much less powerful.
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Begin by getting them to think on their own about their mother/principal caregiver
and maybe note down a few things about her (or exceptionally him) to get them into
the mood. How tall was she, how was she dressed, how old was she when you were
born, etc. Then as a way of providing a kind of instant picture of her, ask the group
members what a typical thing that their mother would say to them would be when they
were growing up. Just be aware of the possibility that this might be something quite
shocking. The point is to get a snapshot of the relationship. You might want to put these
phrases on a flip chart.

Then ask participants to create an image of themselves and their mother. You can
choose what materials you want to provide to enable them to do this. We like paint,
but it’s messy and takes a long time to set up and clear away. Remember you will
need to provide paper. Flip chart paper is good. Give them a whole sheet and then
notice how much of it they use. If you want to, you can provide other materials for
collage building as well. We are often surprised by the degree of talent shown. Some
people will find it very threatening, so be sure to point out that this is not about artis-
tic ability but about using art materials to create an image that can be shared and
discussed.

When participants return to the large group circle ask them to put their images in front
of them but turned away from them so that the rest of the group can see them. If there is
a large number in the group the paintings can be put back to back in a row in the central
open space and participants can be invited to walk round them so there is a shared view-
ing of them. You now want to get each painting discussed. Begin by saying that you will
not be able to talk about all the paintings in this session, but that you will continue next
session. The easiest way to begin may be just to ask people to talk about their painting.
Be sure to acknowledge and respond in a feeling way, e.g. to someone who says she never
had much of a relationship with her mother, say Yes, you look very isolated in your pic-
ture; you are quite a long way from your mother and not holding her hand; she is not
looking at you either.” Then ask noticing kinds of questions, such as ‘I see that the little
girl figure in your painting has a blue dress and so does the mother’. You will find that
other members of the group will take it up. This has to be repeated as each participant
begins to talk about her painting.

You will need to continue with this discussion next time, since you won’t be able to
get through all the paintings in one session. Be sure to keep all the paintings. But before
you finish, make a link between the relationship between them and their mothers and
between them and their internal mothers. What we all need is an internally supportive
mother. What are their internal mothers like and what does that have to do with their food
use? Ask participants if you can keep the paintings while the group lasts.
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Lauren painted a picture of a vibrant mother, centre stage in a beautiful
garden, dressed in brightly coloured clothes with bright purple hair, the
focus of all attention. Lauren painted herself as a poor pale little thing of no
account. It took some time before she could begin to think that perhaps
'everything in the garden wasn't lovely'. She had never had that thought
before. It helped her to start to make sense of how she was.

Brenda painted a picture of a mother distant from herself. She said 'my
mother was stone deaf. I could never feel close to her. I think this has
affected my relationships with others so I eat to feel close to something.'

Ann painted a picture of a mother walking along and herself running
along behind. She said, “I always felt that if I didn't take care my mother
would just leave me behind. She didn't look after me when she crossed
the road. It was my job to keep close to her and, if I didn't, she wouldn't
wait for me or even look round to see where I was.”

Ending

The subject of mothers and mothering often upsets people. Use whatever strategies you
think appropriate to manage the feelings aroused. Take time in the ending to de-role, calm
and empower them.

Homework

Meal planning again; buddying and continuing to think about mothering.
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Time split

e Review 30 minutes
e Beliefs about food 30 minutes
¢ Mothers continued 50 minutes
e Ending 10 minutes

Aims and objectives

e Review meal planning, buddying and mothers.
e Explore beliefs about food.
e Extend work on qualities of mothering.

Review

Spend some time checking out how things are going with meal planning and buddying. I
would expect that meal planning is now beginning to have an effect on bingeing. Support
and encourage them to continue with buddying. Try and identify whether particular indi-
viduals or buddy groups are having difficulties and see if the group can sort out these dif-
ficulties for them (rather than you doing it all).

Beliefs about food

Cognitive behavioural therapy works on the premise that if we know what we
believe/think, we can evaluate whether it makes sense, and thus have the power to change
belief systems which are irrational. I would like you to start applying this theory to the
participants’ beliefs about food. It is likely that many of them believe, for example, that
they feel better when they eat, or that they can’t manage without bingeing, or that they
can’t stop eating once they start. You might want to give an example. Make it up if nec-
essary, e.g. “I used to believe that unless I ate a lot at any one time I would feel very hun-
gry before I could eat again and that being hungry would make me feel panicky. What
I’ve come to realise is that if I eat the right sort of food I don’t get hungry so quickly any-
way, and that even if I do, nothing all that bad will happen. It won’t harm me to be hun-
gry for a bit.” Get them to work in groups and try to identify some of these beliefs.

The next step is to ask them for evidence for and against these beliefs. Generally
speaking people can usually find evidence that their beliefs are contradicted by at least
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some of their experience, for instance that there have been periods when they have
managed without bingeing or that they often don’t feel better when they eat. Get them to
identify one belief that they can challenge during the week ahead.

Mothering

First thing is to finish the reviewing of the paintings from last week. If by any chance you
did finish, get them out again anyway. It’s a good idea to get as much from this exercise
as you can.

Don’t forget that you gave them homework to think about mothering. Now is the
moment to start to talk about how good they are at mothering themselves. Ask them to
think about different areas of mothering: e.g. physical care — how much time and atten-
tion do they allow to care for their own bodies. Our experience has been that at least some
of the group will be poor on physical self-care — not washing their hair often enough, etc.
How much time they allow themselves to rest; how much time they allow themselves for
friends and so on. Link self-nurture with eating. This exercise can take all the rest of this
session.

Ending

As always, the subject of mothers stirs everyone up. As far as you can, make sure no one
is leaving oppressed by guilt or bad memories. Use the strategies for affect management.

Homework

Meal planning continuing (give out sheets as necessary).
Buddying.

Think about a particular belief about food and whether it is true.
Continue to think about mothers and how they mother themselves.
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Time split

e Review 25 minutes
e Circle of support 30 minutes
e The patchwork mother 55 minutes
e Endings 10 minutes

Aims and objectives

¢ Review meal planning, buddying and beliefs about food.

e |dentify support of different kinds available to them.

o |dentify and represent symbolically the good experience they have had of
mothering from whatever source.

Review

Ask participants about the paintings of mothers and how it affected them during the week
and also enquire what they have thought about the way they mother themselves and
whether they can think of ways they can improve their self-care. Spend a bit of time
discussing how exactly they use the meal planning and in what way it helps, if it does.
Get them to consider whether meal planning might be a way of taking better care of
themselves. Be on the look out for people who don’t seem to be bothering. Address the
ambivalence if necessary. Review buddying briefly. Discuss whether it was helpful to
identify beliefs about eating and what difference it made, if any.

Circle of support

This is an exercise designed to enable people to identify the support that is available to
them from different sources. Get them to write their own name in the middle of a sheet
of paper. Then ask them to draw three circles round their name. Invite them to put the
names of those that they are closest to emotionally and from whom they get the most
support in the innermost circle. You would expect these people to be a mixture of family
and friends; members of the group might be part of this circle as well. You might want to
suggest that they apply a test to these people to see if they are really in the inner circle;
for example, can they tell these people about their difficulties with food or that they are
coming to the group.
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| don't know who to put in the first circle. There isn't- angone that |

really feel close fo.

o | should have my sister in this first cirCle but she fell out with me and
we don't speak.

o It's very difficult fo reach out and ask for support from angone else.

* My doctor is a real support to me.

o /£ my Nan was still alve /'O/ pr /76[\ ih 7%&7" 10//\5f circle.

o | can't think of angyore to put in these circles. Isn't that dreadul.

e I'm going to put the group in the first circle. feople here know more

about me than angore else.

Then work out to the next circle of support, which might be wider family and friends,
or might be helpful professionals such as GP or health visitor. Then a further circle which
might be neighbours, child-minders, etc. The people in the various circles will vary quite
a bit from person to person. The idea is to show that there is support available to them and
that it consists of quite a lot of people who can help in different ways. If you think it’s
appropriate you could get them to put the sort of support they might get from different
people. You want them to be able to think of themselves as part of a web of sustaining
relationships.

The patchwork mother

The exercise you have just done is designed to represent the resources that group mem-
bers perceive are available to them on the outside. This next exercise is designed to do
the same thing to demonstrate the range of their inner resources.

Get them to make a list of the people in their lives, past as well as present, who have
shown them the qualities that they identified as those of the good mother. You might want
to get out the flip chart list of qualities that were agreed in Session 7. Then talk about how
many women don’t have great experience of being mothered and have to pull together the
good experience from other sources to help them to mother themselves and others. Ask
them to draw/paint a patchwork in which they represent each of the people they have iden-
tified. When they’ve finished — give them about 20 minutes or so — do what you did with
the mother and child paintings: create a gallery and let everyone look at them. Then give
each person a chance to talk about her work and the people who have been important to her.

Ask the group members whether there is a connection between the people in their
innermost circles and the safe face or the safe place. Suggest that they think about
these people during the week and consider whether they are using them to look after
themselves.
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Ending

Make a careful ending, remembering that most of them now have to go off and be a
mother to someone else and that mothering themselves, other than with food, is a difficult

business.

Homework
e To continue with meal planning and buddying and think about the exercises you

have done today.
e To keep thinking about how they look after themselves.
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Time split

e Review 30 minutes
e Who can you trust? 25 minutes
e Trusting each other 50 minutes
e Ending 15 minutes

Aims and objectives

¢ To review meal planning, buddying and last week’s exercises about the circle of
support and the patchwork mother.
e To explore the issue of trusting people and compare it with trusting food.

Review

This week in the review spend a bit more time on reviewing buddying. We are working
up to the end of the first 12 sessions. The overall objectives for this period are for the par-
ticipants to recognise that their food use is at least in part driven by emotions and to start
to think about their experience of people and how they can use them more and instead of
food. Buddying is an important element in this process. Take the time to see if they are
really trying to use their buddies and if not, why not. Be on the alert for the person who
is willing to be phoned but never phones.

Who you can trust

The following two exercises on trust are, again, exercises that can arouse overwhelming
feelings. Before you begin you may want to talk about the affect management strategies
and ask them which they find most useful. You can then remind them that they can have
their preferred strategy ready to use if they consider that the feelings are too much for
them. If you think it’s useful, begin by getting participants to think back to their lives up
to the age of about 18 and to think about who they could trust. Often our group members
will have had their trust betrayed in quite significant ways in the past. Recognise that if
your trust has been betrayed when you are young, you are highly likely to set up a system
of relying on your self and food (or other substances) and that in fact this strategy may
have enabled you to survive.

Even if you don’t do this bit of the exercise, get them next to consider who they can
trust now. What does trust mean? How do you know if someone can be trusted? Are
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there different levels of trust? Who can you trust with your day-to-day ups and downs
(because this is what we are trying to develop)? What does it feel like not to be able to
trust someone?

The problem about being betrayed is not that you don’t trust anybody but that you
don’t know who to trust and therefore trust is placed inappropriately. Questions that can
arise are:

e How do you know when to trust somebody?
e What does it mean?

The notion of testing people to see if they are trustworthy often doesn’t occur to peo-
ple and they may, for example, bounce from one relationship into another without any
kind of testing.

Get a discussion going and try to get people to give personal examples of their experience.

Trust exercise

This exercise is old, tried and tested, but still is useful. Get participants to work in pairs.
One of the pair has her eyes covered with a scarf and is then turned around several times
to disorient her. The other person then leads her round the room. (Be aware that even this
degree of trust is impossible for some people. We have had group participants who could
not bear to have their eyes covered with a scarf; we allowed them just to close their eyes.)
After a fairly short time (5 minutes or so) change places. Then get the whole group to dis-
cuss the exercise. Get them to think about the difference between their rational thinking
that they are perfectly safe and whatever other feelings they have. Talk about control and
being controlled and how that resonates for them.

I don't trust myself to lead angbody else.

o I'm a perfectly competent business woman. I'm confident and seH-
possessed but you know, when | put- that blindfold on, | changed into
someone anxiovs, terrified and insecure.

o | couldn't bear having that scarf over my eges. | had to get it ofF.

o | reed fo be in control. | thought that | could trust my partner to
lead me bot | couldn't bear not to know what was going on.

* My goodress that was powerful. It was all right to start with bot then

| started to have a panic attack.

The idea is to make clear that trusting people is problematic (for most people) and that
it makes sense that some people (such as our participants) would deal with the anxiety by
using something else (such as food).
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Ending

This should make them fairly thoughtful. Make sure they leave feeling soothed and
encouraged to continue the work.

Homework
e Meal planning, buddying and thinking about trust.
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Time split

e Review of last session 20 minutes
e Review of first term 50 minutes
o Self efficacy 30 minutes
e Ending 20 minutes

Aims and objectives

e To review last session, especially trust exercises.

e To review the whole of the term’s work with special emphasis on what they have
learned and how they have changed.

e To use Bandura’s ideas on self-efficacy to strengthen their sense of self and
capacity.

e To prepare them for the coming break.

Review

You may be about to have a break, so the review needs to bear that in mind. Ask them
how they reacted to last week’s exercises on trust and the patchwork mother. Try to
consider whether they are starting to use people in a different way. Enquire about
buddying and encourage them to continue with it over the break. Ask about meal plan-
ning and similarly encourage them. From the first session of next term they will be start-
ing to work with food choice, so encourage them to continue with the meal planning over
the break, especially since there will be less support available to them.

Review of first term

Here is a table of what you have done during the first term (Appendix 8).

Session Action
1 Hopes and fears
Listening

Sharing information

(Continued)
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2 Weightline / Lifeline
Food monitoring
Motivational enhancement

3 Strategies for managing overeating
Names for feelings
Managing feelings

4 Food monitoring
Reviewing motivation
Feelings in the family
Managing feelings
5 Buddying
Meal planning
Managing feelings
6 Buddying
Managing feelings
Use of food in your family of origin

7 Meal planning
Managing feelings
Mothers

8 Mothers

9 Beliefs about food

Mothers continued

10 Circle of support
Patchwork mother

11 Who you can trust
Trusting each other

12 Review of sessions to date

You will remember that the idea has been to be working in a cognitive behavioural way
on eating behaviour, while at the same time trying to address some of the issues that seem
to underlie overeating. In our view these are to do with nurturing or the lack of it and a
use of food instead of people for emotional management of one’s life. For that reason we
have been trying to help participants to connect their eating behaviour with their feelings;
educate them about feelings; get them to think about mothers and work on issues of trust
of other people by buddying as well as trust exercises.

For most people this will be new territory. Use this review session to talk about how
they have reacted, what has been important, what has been useful, etc. You might want to
provide them with a chart of what you have done as a way of jogging their memories. You
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could use small groups to start this discussion but try to also talk in the whole group so
that you hear at least some of their reactions.

Self-efficacy

This is an idea which potentially has great power for our participants (see
http://www.des.emory.edu/mfp/BanEncy.html for a brief outline of Albert Bandura’s
theory). Fundamentally Bandura believes that success breeds success. Experience of
being successful is a powerful means to further success. See if you can use the review
session to get participants to identify their successes as a means of encouraging them,
especially for the break that is coming.

Ending

The most important thing here is to encourage them for the break and do your best
to ensure that they return after it. Spend a bit of time brainstorming how they are going
to manage and how what they have learned will help them. Remind them about buddy-
ing, meal planning and managing feelings. Congratulate them on progress so far. Remind
them that the way they deal with food has been very deep seated and will take time to
change. Congratulate them on their courage in addressing these issues.

Homework

e To put into practice what they have learned.
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Time split

e Review 40 minutes
e Making a menu 25 minutes
e Food choice in your family of origin 45 minutes
e Ending 10 minutes

Aims and objectives

e To review how they feel about returning to the group and how they managed over
the break.

e To do a meal planning/food choice exercise.

e To investigate food choice in their family of origin and now.

o To start the process of improving food choice.

Review

Session 12 was spent reviewing the whole of the work of the last term so there should not
be any need to go over that work again, however your participants may have had a break
during which they were asked to continue the work of meal planning and buddying. This
needs to be followed up in the usual way. They will also have feelings about returning to
the group which need to be explored. This is also a moment when group members may
have dropped out. At this stage in the group their absence will really be noticed and will
be unsettling for those who remain. All sorts of questions will be provoked by their
absence. It is the group leader’s job to manage this situation and to contain the feelings
aroused. This will be particularly difficult if people have left without saying goodbye or
in an angry way. It is particularly important to identify ambivalence at this point (reluc-
tant returnees) since there may be people who have not yet started to lose weight and who
are discouraged or feel that the group is not helping. You might want to return to the
hopes and fears exercise from Session 1. You could use the posters that they made then
and talk about them in terms of where they are now. Or you could do the exercise again,
or you could do it more informally as a brainstorming on the flip chart exercise. You may
also want to point out that they have tried rapid weight loss before and that it hasn’t
worked and that it has taken them years to get to their present weight and will take some
time to alter. If it seems appropriate, you can also go back to talking about how the group
tries to alter their relationship with food to make a change that will be permanent and
will not depend on will power. When you feel that group solidarity and energy have been
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re-established, move on to the next part, but don’t continue until you feel that everyone
is together and the group has reformed.

By this stage in the group’s development the group members are likely to have dis-
closed a good deal of personal information to each other. This is certain to include details
of difficult situations in which they find themselves. The group has encouraged them to
use each other for emotional support; that is precisely what will be beginning to happen.
Review sessions will produce accounts of ongoing difficulties and exercises will provoke
further disclosure of problems. Although this is an extremely important aspect of the
group’s development, it should not be allowed to deflect the group as a whole from its
purpose of modifying food use. The group leader needs to be able to make the link
between difficult experiences and inappropriate eating behaviour. Remember this is not
an unstructured group but a semi-structured group. On the other hand, the discussion of
emotional issues with trusted adults is exactly the strategy that we are intending to devel-
op as a replacement for overeating. The group leader must carve a path between rigidly
following the programme and abandoning it entirely in favour of open-ended interaction.

Making a menu

This is supposed to be a fairly light-hearted exercise, which ideally makes the group
laugh. Ask them to write down a day’s meal plans using what they know about healthy
ways of eating. Stress that they should only include on this menu food that they like.
(There’s no point creating a menu of food that you dislike.) Get them to brainstorm what
it is about the menu that makes it healthy — lots of fruit and vegetables, not too much fat,
etc. Then ask them to write down what they ate yesterday. The contrast is likely to be fairly
extreme. Make the point that we generally know pretty well what is good for us, but tend
to be eating in a way that is not good for us.

Then talk about gradual sustainable change. Radical change (of any kind) almost never
works, because it can’t be sustained. You could ask for examples of this truth and/or pro-
vide your own example (make it up if necessary, e.g. “I decided I was going to walk for
an hour a day — I lasted two days and then it rained so I didn’t do it and I haven’t walked
further than the car park since”). Ask them to identify and write down one small improve-
ment that they could make to their food choices immediately. For example, a change
could be made from eating Greek Yoghurt to eating Whole Milk Yoghurt or to cutting the
fat off their pork chop or to eating Lite Butter instead of full fat butter or to eating one
piece of fruit a day. This is the sort of level of suggestion that will probably be necessary
to help participants to understand the sort of small changes they might make. Make that
their goal for the next week. Give them meal planning sheets and talk about how this
change is going to be incorporated.

Remember that this sort of advice is standard diet book fare. It will only work as a
strategy if the psychological mechanisms reinforcing inappropriate eating are becoming
less powerful. Ask participants how they react to the idea of any modification of their eat-
ing behaviour. You may find that even minor changes are experienced as an attempt to
deprive them of their essential coping mechanism.
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Food choice in the family of origin and now

Many people replicate the food choices made in their family of origin because these are
familiar. Generally speaking, we like what is familiar to us. However, we can also have
strong emotional attachments to what is familiar. Food likes and dislikes often have emo-
tional meaning. This exercise asks group members to think about the food in their fami-
ly of origin and to reflect on how it has affected their food choices now.

Begin by getting them to write down a list of typical food that they used to eat as chil-
dren. (Don’t forget that they may not all have been brought up in conventional settings.)
Then get them to think about that food from a nutritional point of view. Do they think it
was healthy food? How has the food they provide now been influenced by the food they
ate as children? What do they think about the food they provide now from a nutritional
point of view? If they wanted to improve their food choices now from a health point of
view, how would they do it? What are the objections to making those changes? (Here, if
you want to, you can refer to current TV programmes.)

There are generally huge objections to making significant changes: family won’t like
it; too expensive; haven’t got time, etc. Remind them that they are in the group because
the way they have been eating has made them seriously overweight. How willing are they
to consider making changes? Refer to the wheel of change diagram (p. 10) and get them
to identify where they are on it, in relation to improved food choice.

You must also remember that if food is your comforter, favourite foods, however
unhealthy, are unlikely to be abandoned without internal change.

Ending

It’s very important that this material doesn’t become a lecture or a telling off. It should be
done in the spirit of an investigation. It is not meant to make people feel guilty, but rather
interested and engaged and hopeful. Try to create and sustain this spirit as an ending.

Homework

e To make their one small change and report on it to their buddy.
e To continue with meal planning, but this time with an eye to food choice.
¢ To be thinking about the emotional meaning of the food choices they make.
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Time split

e Review 20 minutes
e Problem solving in relation to food choice 40 minutes
o Favourite foods and their emotional meaning 50 minutes
e Endings 10 minutes

Aims and objectives

e To review how they have managed in relation to food choice and whether they
have used each other.

e To use the resources of the group to find solution to difficulties in modifying food
choice.

¢ To think about favourite foods and the emotional meaning of them.

Review

This is crunch time. We have had a very long run up to this point and now we are look-
ing for substantial change. When you do the review of how they have managed in
making one change in their food choices, you need to be very clear about how impor-
tant this is and similarly with the use of their buddy to support the change. Ask them
to tell you how they incorporated the change into their meal planning sheets. Then talk
about how this is the beginning of real change. Nobody is talking about deprivation —
there are no depriving limits to how much they eat, but they need to take responsibil-
ity for their choice of what they eat. By now all of them should have a good idea of
the emotional roots of their overeating. They should not be allowed to continue with
it unchallenged.

Problem solving

There are likely to be lots of problems in instituting change. Use this time to find out what
these problems are and do a whole group exercise on problem solving. Remember that
your group members may well not have had any training in problem solving and may
well feel that their resources for doing so are minimal. Use this as the opportunity to show
them how, but also use the group as the resource.




Therapeutic Groups for Obese Women

Problem

| really like chocolate. | can’t bear not to eat it.

My husband brings home doughnuts on a Sunday morning when he gets the
papers. | can’'t not eat them.

| feel stupid having salad when all my friends are having chips.

My husband won’t eat healthy food.

My kids hate healthy food.

| can’t afford healthy food.

Etc.

Bear in mind that the practical solutions to these sorts of problems may seem obvious.
What is not obvious and needs to be explored is how the dilemmas described are evidence
of unresolved emotional issues; for example, the woman who can’t eat differently from
her friends clearly has problems with self-esteem.

The emotional meanings of food choice

This exercise is designed to help the group to identify the meanings and associations to
food that is particularly liked or disliked. Get them to identify food they really like or
dislike and then to associate to memories, feelings, etc., around it. The idea is to show, in
yet another form, that the way we eat and the food choices we make are bound up with
our emotional history.

Be prepared for harrowing stories of being made to eat food, and violent and coercive
scenes around this theme. But also address likes. Get them to think about how they use
particular foods to soothe, comfort, reward, etc. Why those particular foods? Is there a
history of them being used as a substitute for love? Food is often used to comfort chil-
dren and to show love. Talk about how it’s not necessary to eat any one particular food
(or not eat it) but that if we want to eat healthily we can construct a good diet around all
our likes and dislikes. Try to empower them to make good choices.

Ending

Depending on how powerful the memories are in the last exercise, you may have to
soothe people and get them ready to go. Revisit strategies for management of affect. Try
to let them leave feeling that they have come a long way; that they understand themselves
much better; and that they can take responsibility for their choices and the way they eat.

Homework

e To make a further improvement in their food choices and to incorporate that into
the meal planning.

e To think more about the emotional meaning of their food choices.

e To use their buddy to support them in doing this.
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Time split

e Review 30 minutes
e Goals for food choice 30 minutes
e Shopping 50 minutes
e Ending 10 minutes

Aims and objectives

¢ To review the last session especially the issue of food choice.
e To set some goals for food choices.
e To explore food shopping from an emotional and cognitive point of view.

Review

Group members have now been asked to make changes in their food choices for two
successive weeks. It is very important that these changes are experienced as positive
examples of how they can take responsibility for what they put in their mouths and make
choices which are creative and healthy. If the changes are seen as imposed from the
outside and depriving them of what they really want and like, then they will not be
sustained. Try to work with them in that spirit; for example, you could ask people to tell
the group what changes they have made and list them on the flip chart so that others can
take down in their notebooks changes that they think they also might like to make. Give
plenty of room for discussion of how making these changes has felt. Be especially alive
for comments that reveal ambivalence (“Well, I suppose I have to”; “You said we had to”;
“I like what I usually eat”).

You can also explore how or whether the changes have been incorporated into meal
planning and where they are with that. Are they continuing, is it still helpful, do they need
more planning sheets, etc.? Try to underline the idea of choice. (We know that choice is
constrained by all sorts of emotional and cognitive factors, but the concept of choice is
liberating, just by itself.)

Goals for food choice

This may be a good moment to make sure that everyone is up to speed on what a good
diet looks like. In this exercise it is particularly important that you draw on the group’s
own knowledge, so that you minimise the risk that healthy eating is your idea and nothing
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to do with them. It is impossible to guess how much people will know, so be on the look
out for the people who appear to know very little.

The way we have done this sort of exercise is that we begin with the five food groups:
protein, carbohydrate, fat, fruit and vegetables (vitamins and minerals), water. You can
ask for examples and enter into as much detail as you think is desirable (e.g. saturated/
unsaturated fat). The concensus of all dietary advice currently seems to be that we should
be eating a diet high in complex carbohydrate and low in fat and sugar. Then we get
people to compile menus etc based on these principles. However you may feel this is too
formal a way of going on. You could start with constructing a day’s menu. They have
already done this in Session 13, so it should feel reasonably easy to do as a group. You
can put alternatives up alongside each other. Then you can discuss why the menu is in
fact healthy (Why are you suggesting Shredded Wheat/Weetabix/porridge for breakfast.
Why not have Sugar Smacks?) That way you derive the principles from their latent
knowledge.

When you’ve done the exercise, get them to talk about how they feel about it. The
constant danger is that eating well is seen as some sort of unpleasant obligation which
they enter into reluctantly. What you want to convey is that they are doing something
good for themselves, that they are taking power over what they put in their mouths. As
we have already repeatedly explored, the link also needs to be made between finding
better ways to look after themselves and liberating themselves from enslavement to food.

Shopping

This theme can be continued on the issue of shopping. Begin with how they feel about
food shopping. Remember that their financial circumstances may make this a difficult
task anyway. The goal is to extend the ideas of power and choice to shopping. They can
use it as an opportunity to make good choices and take care of themselves (and their fam-
ilies) better. There may be all sorts of problems with it, however. Unfortunately food that
is bad for you (loaded with fat and sugar) is often cheaper than what is good for you, e.g.
biscuits as opposed to fruit. But there are choices they can make that have no financial
penalty, e.g. semi-skimmed milk rather than whole milk. Wholemeal bread is more
expensive than white, but not hugely so. Making food is much cheaper than buying ready
meals, so that is an obvious choice. You don’t have to think of the answers — get the group
to problem solve.

Get them to write down the kind of shopping list they make at the moment for a week
and then to go through it with each other and see how it can be improved.

This exercise can probably go on indefinitely, but make sure that at the end they have
concrete goals for shopping for the next week which they have written down in their
books. This exercise should obviously also be correlated with meal planning.

Suggest that they make particularly good use of their buddy for all this. In this way you
will reinforce the idea that they can get something from other people and weaken their
conviction that they can only manage by eating.
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Ending

The important thing for the group to take away from this meeting is the idea of their
power to choose, and their power to choose what will be good for them and for their
families. Remind them of the changes they have planned for the coming week.

Homework
To use what they have discussed in the group as the basis for making changes in

their food shopping and meal planning.
e To use their buddy to help them.
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Time split

e Review 20 minutes

e Food choice 1 hour 25 minutes
e Ending 15 minutes

Aims and objectives

e To review the last session.
e To brainstorm problems in making good food choices.
e To address ambivalence in making changes.

Review

My guess is that there will be quite a lot to say about last week and the intervening time
when they have been asked to make different/better food choices.

Be prepared for a torrent of reasons why they can’t/won’t change. Be sure to enquire
how they have used their buddies to help them.

Food choice

This is the last session when food choice will be the focus of the whole meeting, so try
to use it to review the whole subject. The fundamental principle behind it is that if they
are going to lose weight they have to take in fewer calories. One way to do this is to
restrict, which we know from all sorts of evidence and experience doesn’t work in the
long term. This programme seeks to identify the emotional purposes for which our par-
ticipants use food and to free them from that way of managing their emotional lives. In
the matter of food choice I have been suggesting that food choice is, to a significant
extent, emotionally determined. It is much easier to eat fewer calories by changing food
choice than by restricting. If food choice can be made less emotionally compulsive,
participants can be freed to choose differently. This will have health benefits anyway.
The big danger is that talking directly about changing food choice is seen as an external
imposition, rather than an internal choice. If you think about weight loss programmes on
television, the participants constantly refer to their anxiety about what will happen if they
don’t do what they’re told. And then the danger is that change will not be sustained. Use all
your ingenuity to make the ideas and the solutions to the problems come from the group.
Emphasise the use of the buddy system. Go back to the readiness to change wheel (p. 58)
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if you think it would be useful. Try to address the whole subject in the spirit of interest and
exploration rather than ‘should’ and ‘ought’.

You might want to go back to the whole issue of how emotion determines eating
behaviour. Are they, for example, in the grip of emotion when they choose what to eat?
How does their mood affect them when they go shopping? Are they maintaining eating
patterns that relate to other periods of their lives? Partners and children may cause real
problems. Support them to engage with their families in discussing what they eat as a
family and how they can make good choices. Children will generally come along if they
can be involved in the project. As with our participants, families will react better if they
don’t feel coerced.

Try to ensure that the discussion results in concrete intentions. If the meal planning
system continues to be used it will help with making food choices at the next level, of
shopping. You might want to make a group resource, e.g. a shopping guide or a collec-
tion of recipes.

Before you finish this session, review what they have learned and what they have
changed in the past four sessions. You should find a greatly enhanced awareness of what
they choose and why, which we would expect to be translating into action.

Ending

This is a tricky moment because of the difficulty of changing. Try to strengthen and
support them before they go, and congratulate them on having the courage to change.
Remind them that choice is empowering and that they have the power to choose well for
themselves.

Homework

e To use all the resources available to them, including buddying to put what they
have learned about food choice into action.
e To use the meal planner to help to structure food choices.
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Time split

e Review 20 minutes
e Food choice 25 minutes
e Body image and body esteem 60 minutes
e Ending 15 minutes

Aims and objectives

¢ To review and consolidate the work on food choice.
e To introduce the subject of body esteem.

Review

The last four sessions were spent almost exclusively on food choice. Its emotional mean-
ing and its practical implications were discussed at length. At this point you should
expect to see some real changes. Use the review to check out what the past week was like
and what resources they used to help them to initiate and maintain change. Did they use
the buddying? Have they used the meal planner? As ever, if you feel that they are ambiva-
lent about change, go back to the wheel of change and/or their goals and expectations at
the beginning. You have to tread the narrow path between encouragement and expecta-
tion. It is, in the long run, no good if the group is depending on you to motivate them and
keep them in line. On the other hand, change is difficult and support and encouragement
help a lot.

Food choice

Use this time as the opportunity to trouble shoot and revisit what they have already done.
All the work done in the first term should mean that they are no longer bingeing; that they
recognise the need to provide food for themselves at regular intervals; that they plan what
they will eat and when; that they understand at least some of the emotional power that
food has for them; that they begin to be able to use people rather than food for their
emotional needs; and that they start to be clearer about the changes in food choice that
will help them to feel better and lose weight.

Try to identify what, in all this, needs revisiting. You may want to use more time to work
on these issues that have already been covered. In any case see if you can get them to dis-
cuss in concrete terms how they plan to improve their food choices for the coming week.




Therapeutic Groups for Obese Women

Body image and body esteem

Begin by getting the group to talk about how they feel about their bodies. This can turn
into an orgy of self-hatred, so don’t let it last too long and make sure that your response
is one of sadness and concern that women can be filled with such negative and destruc-
tive attitudes to their own bodies. You may need to make the point that we are not sepa-
rate from our bodies — that there is no ‘my body’ and ‘me’ as two things — I am my body
and without my body there is no me. It is generally agreed that body esteem and body
image are very important issues for obese people and that problems of this kind
contribute a great deal to the unhappiness felt by many obese people. There is less of a
consensus about whether improved body esteem leads to changes in eating behaviour.
The next four sessions will focus on this area, beginning with an attempt to identify what
messages the participants have taken from their history about their bodies. The hope is
that by becoming more conscious of what others have told the participant about her body,
she may feel freer to challenge those messages and change her image of herself. You may
want to remind participants of the affect management strategies because the work on
body image can be very upsetting for some people.

Get the group to settle down and become reflective and then ask them to consider the
following questions. They can write down the answers if they want to, or just think about
each situation as you describe it.

e What messages did you get about your body from those around you when you were:

— an infant?

— a pre-schooler?

— the age of 5-11 (family, school, peer group)?

— the age of 12—18 (thinking especially of pubertal changes and the development of sexuality)?
— an adult?

You can expand each question by giving examples of the sorts of situations that might
be relevant; for example, by asking what kind of a baby did their parents want (lively,
quiet, passive, etc.)? Did they want a girl? How did the parents react to the baby learn-
ing to sit-up, crawl, walk, etc.? Clearly we are not looking for factual information so
much as how the members imagine their parents received them into the world based on
later experiences of their attitudes.

You can ask people to talk about these things in pairs or small groups or as a whole
group — whichever seems most likely to enable the most exploration and disclosure. Be
ready to hear some unpleasant stories. Remind participants that the point of this exercise
is not just to drag up bad memories but to help them to understand why they might not
feel good about their bodies now.

Ending

The ending needs careful handling because what we don’t want is for the participants to
go away having their negative body image reinforced. We are trying to identify the
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messages from the past, with the hope that it will give space and freedom for the group
members to re-create their image.

Homework

e To continue to work on food choices using the help of meal planning and their
buddy.

e To think about the effect that the messages from others about their bodies have
had on their self-esteem and whether they have to agree with those messages.
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Session 18

Time split

e Review 30 minutes
e Fat and thin exercise 25 minutes
e \What do you value in others? 25 minutes
e What do you value in yourself? 20 minutes
e Ending 20 minutes

Aims and objectives

e To review last week’s work on body esteem.
e To explore the meanings of fat and thin.
o To explore alternative ways of valuing people that are not based on size.

Review

The hope of the exercise last week is that the group will be able to recognise that they have
been labelled and pathologised by their environment and that they have accepted those
labels, probably because they had no choice at that point. They may also see that they have
agreed to be labelled and have joined in calling themselves abusive names and learning to
hate their bodies. What you are looking for is some kind of resistance to the labels and some
recognition that that they can construct their own image. Look for the anger, resentment,
outrage that reveals some resistance to the labels and some energy to re-make their image.
Don’t forget to review briefly what has been going on about food choice.

Fat and thin

Use a brainstorming exercise to explore the meanings attached to fat and thin. Start with
writing fat on a flip chart and ask the group to associate to it. There will be lots of abusive
words in there, but there will also be positive words — maybe strong, powerful, cuddly,
generous. Don’t make any comment but go on to do the same thing on another sheet of
paper for the word thin. Again there will be a lot of positive words, but some negative —
maybe scrawny, weak, mean. When you have complete lists underline or ring round the
positive words for fat and the negative words for thin and ask the group what they think
about those words. What you are hoping is that these words which contradict the
culturally approved values for fat and thin start to erode the rigid definitions of fat as bad
and thin as good.
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Depending on how much discussion this generates, move on to the next exercise,
which makes essentially the same point.

What do you value in others?

This exercise again challenges the value system involved in using body size as a basis for
esteem and self-esteem.
Ask the group to think about someone who is very dear to them and very important.
Then ask them to make a list of the reasons why they like and love and value that person.
Give them some time to do this on their own and then make a list of the qualities
described on the flip chart. You can confidently expect that thin does not appear on the
list of lovable qualities. Try to get a discussion going on this issue.

What do you value in yourself?

Lead on from this exercise to ask the group to make a list of the qualities that make them
lovable and likeable. This is usually an exceptionally difficult task for women who feel
pretty bad about themselves, but persevere and insist that they try, using each other if
necessary. If you like you can ask them to imagine what the person they love best would
say about them and the qualities that make them lovable and likeable.

Endings

This session has involved challenging the value system based on size and shape and
encouraging the group members to separate from that value system. This should have
given them lots to think about. You might think about using a little bit of time to suggest
that they are so used to thinking badly of themselves and so used to abusing themselves
that to try and overturn that way of thinking will be difficult. Suggest that when they hear
the voice in their heads that tells them the old story they try challenging that voice.

Homework

e To persevere with improving food choice, using meal planning and the support of
their buddy.

e To practise talking positively and creatively to themselves about their bodies and about
themselves. Talk about empowerment and how they can be good for themselves.
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Time split

e Review 30 minutes
e Food choice 25 minutes
e (Guided fantasy 50 minutes
e Ending 15 minutes

Aims and objectives

e To continue to pursue improving food choice.
e To continue to explore the meanings of fat and thin.

Review

See if you can find out how the work of the last session has affected them during the
week. You might want to ask if they have been more aware of how they talk to themselves
and whether they have been able to find a more positive way to do it. How have they used
their buddies for this task?

Food choice

Let’s not lose sight of the continuing need for maintaining improved food choice. Make
sure you check that out during the review and how/whether the group is using their meal
planners and buddies to support their changes. Use the wheel of change if necessary and
talk about empowerment.

Guided fantasy

This is an exercise which draws on one originally devised by Susie Orbach (1978) and is
designed to get to some of the less conscious meanings of fat and thin. Get your group to
settle down and close their eyes while you read the following text.

Imagine yourself going to a party:

What image do you want to convey when you get yourself dressed?
What do you want to convey by the clothes you wear?

How are you feeling on the way to the party?

What would you like to happen at the party?

What are you afraid will happen?
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As you go in to the room you see people looking at you...what do you think they are thinking?

e There is food at the party...how do you deal with it?

Someone comes up to you and starts to talk to you and shows that they are attracted to
you...how do you respond?

Is that how you want to respond?

You see people that you know at the party...how do you deal with that?

People start to dance...how do you react?

It’s getting to be time to go home...how do you feel?

You get home and take off your party clothes...how do you feel about your body?

How do you feel about the way you were at the party?

When you have finished, allow the group to come round and then invite them to

explore their experience of the guided fantasy. You may want to give them copies of the
questions (Appendix 9).

Ending

This exercise has the potential to get the group to reconsider the meaning of fat and thin
to them and to get them to continue the process of deconstructing their self-image and
body image. Try to encourage them to keep thinking about how they talk to themselves
and how and whether they can change that.

Homework

e Keep going with food choice and using buddies for support.
e Think about the function of your fatness in day-to-day life.
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Time split
e Review 25 minutes
e If you really loved your body 45 minutes
e Thinking about food choice as evidence

of empowerment and self-care 40 minutes
e Ending 10 minutes

Aims and objectives

e To mobilise the group members’ imagination as to how better body esteem
would change their behaviour.
e To ask how better body esteem would change food choices.

Review

Revisit the guided fantasy about fat and thin and see what the group members have
thought about it in the intervening week. You might want to raise the issue of how the
functions of fatness could be met by other means. Can participants learn to manage their
feelings by other ways than by making themselves fat?

If you really loved your body

If you really loved your body, what difference would it make to your behaviour? Ask your
group members to answer this question of themselves. You might want to write down on
the flip chart what it would mean for them. How would it affect the way they took care
of their health, their teeth, their appearance, the amount of rest they get, the food they put
in their bodies, the clothes they wear? Then encourage a discussion of these issues. You
could talk about what stops them doing these things, but perhaps it would be better to talk
about how they can empower themselves to do them. How can they take seriously the
idea that they deserve to be well-treated.

Food choice and better body esteem

If you really cherished and loved your body and believed that it deserved to be treated
well, how would that affect your food choices? Get the group to consider this question
for themselves and then discuss it as a whole group.
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Endings

In this session you have been trying to get the group members to identify in concrete
terms the effects of better body esteem. Challenge them to put these ideas into practice
in the coming week. Think about how to empower them and encourage them to act on

their own behalf.

Homework
e To put into practice what they have imagined and discussed in this session.
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Time split

e Review 20 minutes
e Cultural messages 30 minutes
e An acceptable me 55 minutes
e Ending 15 minutes

Aims and objectives

e To raise awareness of the cultural pressures which create body dissatisfaction.
e To create a positive image of themselves and a realistic goal for weight loss.

Review

In the last session group members were asked to consider how things would change if they
really loved their bodies. Follow up on this and find out how they have been thinking and
behaving as a result.

Cultural messages about size and shape

There is quite a lot of evidence to suggest that when women are confronted with images
of very thin and beautiful people, their own body dissatisfaction becomes much greater
and, since we are confronted with such images all the time, it is not surprising that the
average woman’s body dissatisfaction is normatively high.

There is interesting research about the ‘Barbie’ doll that suggests that Barbie is a
biological impossibility (www.anred.com/stats.html). When she is scaled up to life size
she becomes 6 feet tall and weighs 101 pounds. Overall, the images presented of a desir-
able body are completely unrealistic for most women. But, there is a danger of falling
over the other side, which many feminists have done, by saying that being significantly
overweight is nothing to worry about and that women should be acceptable whatever size
they might be. This line will be hard for most seriously overweight women to accept,
although at a deeper level self-acceptance is the first requirement for change.

In this session try to begin to explore and encourage group members’ awareness of the
cultural pressures on them to be a size that is quite unrealistic for most people. Get them
to find examples from their own experience (TV, women’s magazines, clothes shopping,
etc.). The aim of this exercise is not to make them despair about their own size but to see
that our culture creates a climate of thought in which most women are bound to feel
dissatisfied with themselves.
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An acceptable me

Use this first exercise as a lead in to talking about what they would find acceptable for
themselves. Most women start a weight loss programme with wildly unrealistic ideas
about what might be possible for them. The consensus is that a 5-10% weight loss will
create significant health benefits and that even keeping your weight stable (i.e. not gain-
ing more) counts as a benefit, since most overweight people steadily increase their weight
until about the age of 65. However, these results have been obtained as a result of restric-
tion and deprivation. It may well be that our participants do and will steadily lose more
weight not by deprivation, but by changing their relationship with food. Get the group to
talk about what they feel is a reasonable goal; then get them to paint that image. The idea
here is to mobilise the positive, accepting, loving feelings they have for themselves. So
the title for the painting might be ‘Here is an image, painted with love, that shows how I
can accept myself’.

As you did before when you asked participants to paint (Session 8), get them to dis-
play their paintings for a whole group exercise and go round getting people to talk about
their image. If you can’t finish the exercise in this session, be sure to continue it in the
next session. Keep the paintings.

Ending

The hope is that this session will facilitate empowerment. Try to convey the idea that if
you understand that the cultural imperative to be thin is a lie and that the promises of what
you will gain when you lose weight are not likely to be accurate, then you have choice
and power to decide by yourself about your body. The idea is that we free the group
members to honour and respect their bodies now, never mind what the culture tells us.

Homework

e Ask group members to try to notice the images presented in advertisements, on
billboards, on television, etc., and to check out their reaction and how they affect
them. Ask participants to cut out the images (where possible) and present them
to the group next time.

e Ask them to remember the loving image of themselves and to eat to respect that
person.

e Remind them about meal planning and buddying.
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Time split

e Review 45 minutes
o \Weight loss 30 minutes
e Deferred living 35 minutes
e Ending 10 minutes

Aims and objectives

e To consolidate the work of the previous session on cultural pressures by getting
the group to share what they have found or noticed during the week.

e To review where they are in terms of weight loss.

e To explore whether waiting for weight loss is used as a reason for deferring living.

Review

You can expect group members to have found all sorts of material to support the idea that
we are daily being presented with unreasonable images of the female body and being
made to feel bad for not being that way. Encourage them to think of their wish to lose
weight as something they do for themselves and for their health, rather than as an attempt
to meet external cultural standards. (In the first interview of a cohort of research partici-
pants, worries about health were the most important anxiety reported.) Follow up on the
paintings from last time and try to get the group in touch with how nice it would be to
love and honour their own bodies. Complete this exercise if you did not do so last week.
In any case get the paintings out and use them to help the group to get in touch with lov-
ing feelings towards their bodies.

Weight loss and where they are with it

If the whole theory behind this group has anything going for it then it should lead to
steady weight loss throughout the life of the group for most people. In fact our experi-
ence has been that participants often do not start to lose weight until the second term of
the intervention but then continue to do so after the end of the intervention. We have not
so far, in the programme, explicitly discussed whether they are losing weight but we are
now approaching the two-thirds mark in the life of the group. If the treatment is going to
work, it should be working by now. Bearing in mind the work of the previous session, get
the group to discuss whether they have lost weight and what has been most useful in
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enabling them to do so. Conversely, get them to think about what gets in the way or slows
them down and how that can be addressed. They should be familiar enough by now with
the concepts involved to enable them to figure the answers out for themselves. Make sure
this exercise doesn’t turn into a competition, but more of an opportunity to share what
has been helpful and ways they have found to help themselves. Give this exercise as much
time as it needs.

Deferring living while you wait for weight loss

Most women are familiar with the idea of having a range of clothes in their wardrobes,
some of which at least will be of a size they once might have been and hope to be again.
Many will also recognise the reluctance to buy clothes, in the hope that when eventually
they do, they will be a smaller size. These are small examples of a much more pervasive
temptation to put life on hold until we are the ‘right’ size. Try to address this with the
group. You might want to ask them whether they have plans for what they will do when
they are thinner — and then ask them why they don’t do those things now. You could also
ask them what they would regret not having done if they were to die tomorrow, and
whether they are deferring doing that thing until they get thin. When this way of going
on is really problematic it prevents women going out, getting a job, starting to exercise,
etc.

A variation on this theme is to blame your weight or your body shape for everything
that is wrong or unsatisfying in your life and to imagine that when you eventually lose
weight, everything will miraculously be wonderful. How would it be instead to think that
losing weight will be good, but will not change the essential you and will almost certainly
not change your relationship or your job or anything else of importance. Use the notions
of body acceptance that we have been working on to encourage the group members to
take a hold of their lives now. Try hard to make this exercise encouraging and supportive
and not a telling off.

Ending

This may have felt a hard-hitting session to some people. Try to get them to talk in terms
of opportunity and choice. Aim for empowerment..

Homework

o To put into practice all that they have learned about how they use food and to use
their buddy to help them do so.
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Session 23

Time split

e Review 30 minutes
o Positive talk 40 minutes
e Body appreciation 25 minutes
e Endings 25 minutes

Aims and objectives

e To consolidate the work on body esteem.
e To teach the principles of positive self-talk.
e To encourage body appreciation.

Review

The last session directly addressed weight loss. Find out what the group have been
thinking about it and deal with any problems it has created. For some people it may have
been discouraging or demotivating. Try to get the group to support and encourage them.

Positive (self)-talk

We have already used the idea that there might be different voices inside our heads, so
the notion of self-talk should not be too difficult to grasp. What this exercise addresses is
the negative messages that many women constantly give themselves about their bodies
and how they reinforce those messages by using magazines, etc., to practise a sort of
body fascism. If you look at women’s magazines at the lower end of the market you will
see that they are full of abusive comments on the bodies of celebrities. If even the bodies
of celebrities are up for this kind of criticism it is no wonder that ordinary women are
upset about their bodies. Refer to the exercise the group did as homework for Session 21
where they found images of very thin women. Suggest that paying attention to these sorts
of images is probably very unhelpful. Try to get them to make conscious the internal
commentary that these images inspire in them. Ask them about whether they make dis-
paraging comments about their own bodies to other people (I'm so fat these days; I hate
my legs, etc.) and whether they can think of alternative ways of talking (I'm doing better
at looking after myself these days; I have a weight problem but I’'m working on it). You
might suggest that the internal dialogue of hate can be replaced by the message, ‘I’'m
OK’. This message is not unrealistic (i.e. it doesn’t try to get our participants to say to
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themselves ‘I am beautiful’ which for most will be impossible). Alternatively you could
ask the group to devise their own messages to themselves in pairs, using each other to
help them.

Body appreciation

It’s a truism that you don’t appreciate your body until it doesn’t work for you any more.
Ask the group about their experience of illness/injury/disability and the effect it had/has
on their physical functioning. Most people can remember how problematic even minor
malfunctioning of our bodies can be (e.g. a sprained ankle). Then ask them to construct
a list (a poem?) of the things they are grateful for in their bodies — a kind of thank you
list to their bodies. Some people will have particular reasons for gratitude as a result of
comparison with others (‘I am so glad that I don’t have rheumatoid arthritis like my
mother, which eventually destroyed her mobility and her physical strength completely’).
The idea is to complement the first exercise by showing how foolish our obsession with
appearance is in comparison to the real needs of our bodies. Maybe you can suggest that
they add some mantra of gratitude for their bodies’ functioning to the positive self-talk
message that they developed in the first exercise.

Ending

This is the last session that will be primarily devoted to body image and body esteem.
Ask the group where they are with it at this point.

Homework

e To practise positive self-talk and body appreciation and to report to their buddy
on how they are doing.
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Session 24

Time split

e Review 20 minutes

e Review of programme 1hour 10 minutes
e Preparation for break 30 minutes

Aims and objectives

e To review the last session.
e To review the work of the whole programme to date.
e To prepare for a break.

Review

Spend a relatively short amount of time on reviewing how they have managed with pos-
itive self-talk and body appreciation. Find out if they managed to use their buddy to help.

Review of the programme so far

You will remember that Session 12 was a review of the programme to this point. Session
24 marks the two-thirds point in the programme. There are 12 weeks to go. The major
task for the next 12 weeks will be to add the issue of activity to the existing themes and
to carry forward the lines of thinking that have already been established (e.g. food choice,
emotional use of food, etc.). This session should be used to discuss progress so far.

There are a number of ways you might do this. One would be to return to the hopes
and fears list that they made at the beginning. However it may produce more focused
reflection if you provide a list of areas for review, such as the following:

Awareness of emotional eating

Awareness of habitual patterns of food use (maybe from family of origin)

Awareness of feelings

Capacity to nurture self

Capacity to eat regularly rather than chaotically

Capacity to use people instead of food to deal with feelings and events (use of buddy as well as
others)

Capacity to eat more according to physical need and less according to emotional need
Food choice and how it has changed

Body image/acceptance and how it has changed

Valuing yourself and the effect it has on your behaviour.
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Don’t forget about self-efficacy. You are looking to identify success, rather than bewail fail-
ure. Remind them about the wheel of change. It is progress to move from pre-contemplation
to contemplation; returning to the stage before is built into the model — it is to be expected.

Here is a table of what you have done in the 24 weeks to date, just to remind you. You
might want to reproduce it for the group so they see what a huge amount of work they
have done (Appendix 10).

Session Action
1 Hopes and fears
Listening

Sharing information

2 Weightline/lifeline
Food monitoring
Motivational enhancement

3 Strategies for managing overeating
Names for feelings
Managing feelings

4 Food monitoring

Reviewing motivation
Feelings in the family
Managing feelings
5 Buddying
Meal planning
Managing feelings
6 Buddying
Managing feelings
Use of food in your family of origin

7 Meal planning
Managing feelings
Mothers

8 Mothers

9 Beliefs about food
Mothers continued

10 Circle of support
Patchwork mother

11 Who you can trust
Trusting each other

12 Review of sessions to date
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13 Making a menu
Food choice in family of origin

14 Problem solving for food choice
Emotional meaning of food choice

15 Goals for food choice
Shopping for food

16 Food choice

17 Food choice

Body image and body esteem

18 Fat and thin
Qualities you value in others
Qualities you value in yourself

19 Food choice
Guided fantasy of going to the party

20 If you really loved your body
Food choice

21 Cultural messages about shape and size
Image of an acceptable me

22 Progress on weight loss
Deferring living while waiting for weight loss

23 Positive self-talk
Body appreciation
24 Review of sessions to date
Ending

You are hoping that the result of this session’s work will be that they leave feeling
impressed by their own progress and energised to continue. If this session is the begin-
ning of a break, be sure to ask them how they plan to continue the work of the group
during the break. Remind them about buddying and give them more meal planning charts
if they want them. Try to get them to leave feeling encouraged and empowered.

Homework

e To reflect on all that they have done so far and to use that experience to help
them to make the changes they need to make.
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Session 25

Time split

e Review 20 minutes
e Activity audit 45 minutes
o Emotional eating revisited 45 minutes
e Ending 10 minutes

Aims and objectives

e To introduce the subject of activity and to carry out an activity audit.
e To revisit the issue of emotional eating.

Review

If you have just had a break, you need to get the group to come back together. By now that
should not be a difficult task. Enquire how they managed over the break with buddying, meal
planning, food choice and body esteem. When you feel the group has cohered again, introduce
the fact that this is the beginning of the third and last term and allow room for reactions to that
fact. You can expect a good deal of disappointment and concern. Be alive also to the possibil-
ity that it may be in part a relief to think that the group is coming to an end. You might want to
review hopes and fears if it seems appropriate, and/or motivation for change in this last lap. Talk
about how this last 12 weeks is devoted to the issue of activity and to reviewing everything you
have done so far with the idea of ensuring that everything is clear and available for use.
Lifestyle change (which is what you are about) is generally reckoned to take six months to fix
in place. Your participants will now have been in the group for six months. This last three
months should help them to ensure that the changes are well integrated into their lives.

Activity audit

Most people, especially most overweight people, take vanishingly small amounts of exer-
cise. There are some statistics which show that up to 70% of the population is active for
less than 30 minutes per week. It is likely that your participants are among them. We will
deal in coming weeks with the history of their activity and their feelings about it, but for
this week we will concentrate on getting them to try to estimate how much activity they
took the previous day.

You might at this point want to discuss the term ‘activity’ as opposed to ‘exercise’. Very
few overweight people want to engage in formal exercise, but most people can at least con-
sider increasing their physical activity. Obviously if you start from a very low base line,
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increasing activity is not very hard. From a weight loss point of view, exercise is surpris-
ingly ineffective. You have to engage in really heroic amounts of it in order to create
weight loss. However, exercise is much more useful for maintaining weight loss and for
producing the by-products of improvement in mood and general improvements in health
and well-being, such as a reduction in constipation, improved sleep patterns and reduction
in stiffness. Improved mood and well-being is, in turn, likely to enable adherence to
lifestyle change and maintain better self-esteem. Everything is to be said for it then.

Use this opportunity to get your participants to make a list of the activity they under-
took the previous day. Get them to do it very systematically for the whole day, including
things like going upstairs, walking across the car park, taking rubbish to the bin, walking
round the garden, etc.

Then ask them how they think they could increase their activity by a small amount, let’s
say 10%. Be ready for all the reasons why not and go back to the wheel of change if nec-
essary. Focus on how that change could be built into their day. Many authorities think that
home-based and integrated activity is by far the most hopeful way of increasing activity.
Get the group to brainstorm ideas and put them on the board. Try to get them to commit to
trying at least one of them. Don’t forget those with disabilities, but keep remembering that
any increase in activity means an increase for that particular person, even if it is as simple
as a disabled person doing leg or arm lifts. Anyone who is disabled is also likely to have
had exercises recommended. Ask them what they are and to demonstrate them to the group.

Emotional eating revisited

Early sessions of the group were concerned with getting participants to make the link
between their feelings and their eating behaviour. Ask them where they are in relation to
these ideas now. Are they more aware of the links; what do they do about them? Are there
still times when they are liable to eat emotionally? What are they?

What you should expect to hear is that they are very much more aware of the way they use
food and very much more capable of finding other ways to handle their feelings. Let them tell
the story of their successes and failures and be appropriately encouraging and proud.

Ending

There may be quite a mixture of feelings in the group at this point. They have started on
the final section of the group, but the consolidation should have helped them to realise
how far they have come. Give an opportunity for the voicing of these feelings

Homework

o Ask for a commitment to increasing activity in at least one way during the week.

e Suggest that they observe whether their eating behaviour is still being influenced
by their feelings.

e Remind them of meal planning and buddying.
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Time split

e Review 20 minutes
e History of activity 50 minutes
e Food in your family revisited 40 minutes
e Ending 10 minutes

Aims and objectives

e To explore the history of their relationship with activity and exercise.
¢ To revisit the subject of food in their family of origin and enquire to what extent
that still affects their food use and choices now.

Review

Your participants were asked to commit themselves to increasing their activity in some
way during the week. Ask them what happened, what they did, how it felt, etc. This is an
area where the buddy can easily be of use (going for a walk together; agreeing to walk to
school with the children together; meeting to go somewhere together, etc.). Be especially
on the look out for reports of improved well-being and equally for difficulties caused by
size. (“I want to do more, but I get so hot and sweaty if I even walk to the shops that I feel
a freak”). Get the group to produce the ideas and solutions.

History of group members’ relationship with activity
and exercise

Many, many people have horrid memories of being mocked or rejected for their difficulties
with physical activity. Many more have bad memories of exercise as uncomfortable or
even painful. Much formal exercise training in schools has been (and maybe still is, in
some places) directed at the naturally slim and athletic and everyone else has been made
to feel bad. You may want to revisit the management of feelings before the group does
this exercise.

Ask the group members to think about these issues. You might want to prompt them
by getting them to think about:

e Their families’ attitude to activity. Did they come from sporty and active families? What was
the role model provided by their mothers? Was there encouragement and support for activity?
How was activity seen in relation to femininity?
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e What was their experience in junior school? Often children quite enjoy activity at this stage and
have good memories of skipping, running, etc. Junior school sports days are often rather nice
occasions. However, this isn’t always so and fat children, in particular, may have a miserable
time.

e Problems often start, for girls, with puberty. Most girls abandon all formal exercise at around
the age of 13. This means that even when they have enjoyed being on the hockey team or doing
judo or dancing class, they drop out and never again engage in regular exercise. This is usually
prompted by changes in body shape, increasing self-consciousness and peer pressure. Explore
all this with the group.

¢ In late adolescence and young adulthood a lot of girls get at least some exercise from dancing, but
it is highly likely that your group members will have been overweight by this stage and more like-
ly to be sitting holding their mates’ handbags than being on the dance floor themselves. Explore
these issues.

e Children make most women more active, but serious overweight will make this difficult. Find
out what has happened to them in relation to activity since their early twenties. Expect to hear
a story of steadily declining fitness.

The point of this exploration is not just to hear the story, but to think about how the
history has affected their attitudes to exercise and activity now. For many women
these are poisoned areas. Go back to the idea of activity as opposed to exercise and
get them to revisit both its benefits and how increased activity could be built into their
day.

Food in the family revisited

Get the group to think about the work you did in relation to the social and emotional
experience of food and meals in their family of origin. Talk about what they have come
to realise about how that experience affected what they did with food in adult life. Talk
also about food choice in their family of origin and the meanings of their favourite and
least favourite foods. Where are they in relation to all of this now? Do they feel that they
can leave those memories and habits behind? Can they make choices about how meal-
times are conducted, that result from choice in the present?

There may be a temptation to give easy quick answers to these questions. Given that
we are trying to change the relationship our clients have with food, try to stick with it
long enough to uncover the difficulties. It may be helpful to think about a process of
growing out of bad old habits, even/especially where those had good associations, into
some more adult relationship with food.
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Ending
It is possible that revisiting this area may have made the group rather upset. If so, soothe
and calm them before they go. Talking about their power in the present, reminding them

of their adult status, focusing on growth and change, may all help.
Remind them that they are engaged in a process of lifestyle change and that food

choice and increased activity are basic elements of it.

Homework

e Continue to work on small increases in activity, which are integrated into

their day.
e Continue with food choice, meal planning and buddying.
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Session 27

Time split

e Review 15 minutes
e Stepometers 45 minutes
e Feelings revisited 45 minutes
e Ending 15 minutes

Aims and objectives

e To introduce the use of stepometers and practise using them.
e To revisit the subject of feelings.

Review

Ask the group members how they have managed with a further increase in activity. Again
try to use the group to deal with problems and produce solutions and ideas. Listen for
complaints from disabled or very obese members; pay special attention to getting them
to start to find a way for themselves. Serious obesity is disabling in itself so any improve-
ment in mobility, etc., is highly desirable. Enquire how the ongoing tasks of food choice
and buddying are going.

Stepometers

There is a lot of evidence that walking is the simplest, cheapest, easiest, and most
available form of exercise for many people. Because it is load bearing it strengthens the
skeleton and is preventative for osteoporosis. It improves breathing, strengthens major
muscle groups, increases movement range, etc. Stepometers are a convenient way both to
measure existing levels of activity and to measure increases. Give each of your partici-
pants a stepometer and let them look at it. Some will probably have seen one before and
some will know about them. The problem for using them with obese people is that their
operation depends on the swing of a pendulum as movement is made; usually this is
registered with the movement of the hip as a person moves. However the movement of
the hip of a very large person may not be enough to register. The alternative is to place
the stepometer on the lower leg, so that each time the leg swings it will register. This style
is a problem for driving because a movement will be registered each time the foot is
moved to depress the pedal but in other situations may be useful. Start by explaining how
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they work and getting the group to position the stepometer on their hip. Spend the next
half hour or so practising placing the stepometer and checking that it registers walking.
Get the group to count the steps they take and check their counting against the stepometer,
repositioning it until it registers the right number of steps. This exercise will count as a
work out in itself for some members, so just be aware of how they are managing.

Then discuss with the group how they can use the stepometer during the week. Be
aware of the less mobile and disabled members. They can use the stepometers to register
leg movement while they are sitting or arm movements if they fix them to their arms, but
it may be that they are simply not useful to those members. Be careful to respond to the
feelings that will be aroused by this. Ask group members to record their daily totals. Deal
with issues of whether they can tell their families, etc.

Feelings revisited

Part of the basis of this whole programme was the idea that people who use food often
have limited emotional vocabulary and may not be able to identify what they feel. You
will remember that you did a lot of work around words for feelings, feelings in the family
and how they were expressed and dealt with, feelings most familiar to the members, etc.
Revisit this whole area and ask the group where they are with all of this now. What we
are hoping for is the capacity to identify and name feelings before they get buried by
food, so that there is at least a choice of response. Explore how far the group members
have come on this journey.

Ending

The stepometers will probably have made the group feel quite excited and they may be
pleased to have a new toy to play with. Encourage moderate increases in activity. Don’t
forget to pay attention to the reactions of those who are less mobile. Watch out for reac-
tions to revisiting the material on feelings. For some people this may be difficult work.

Homework

e Remind them about recording totals.

o Tell them that it is easy to lose the stepometer so to be careful about how they fix
it on.

e Encourage buddying and continued vigilance about food choice.
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Session 28

Time split

e Review 20 minutes
e A changing vision of their physicality 20 minutes
e Trust, buddying and relationships revisited 1 hour

e Ending 20 minutes

Aims and objectives

e To explore the experience of using the stepometer.
e To think about a changing vision of their physicality.
e Trust, relationships and buddying revisited.

Review

One of the major tasks of this session is to find out how the group got on with the
stepometers. I would be surprised if anyone has not tried it out, but if there is someone
who hasn’t, that obviously needs some exploration. As ever we are interested not just in
the information, but also in the emotional experience.

There is a scale of how many steps a person should be taking to be active and
healthy. The minimum desirable total is 10,000. I would be extremely surprised if any
of the group is taking that many and for the moment I would not be giving them this
kind of information (although some may know or find out anyway). About 70% of the
population are taking less than 3,000 steps per day. (Apparently, the norm in the USA
is 1,500.) The point for us of course is not how many steps the group members take,
but how successful they are at increasing the total. Get each of them to identify an aver-
age figure for each day from what they have recorded and then to set themselves a tar-
get for the next week to increase that average. Small increases that can easily be met
are the ideal.

A changing vision of their physicality

Spend some time on exploring the feelings round the whole experience. We are looking
for empowerment and improved well-being. Ask them if they can begin to have a different
vision of their physicality. What is their hope of how their physical self-image and
well-being can change and develop? Support and encourage the group.
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Trust, buddying and relationships

Go back to the whole idea that overeating may very well involve choosing food rather
than people. You might want to revisit the whole subject of trust in people and acknowl-
edge that many of your group may have very good reasons to feel mistrustful of people.
You can talk about the advantages of food as reliable, accessible, controllable, etc., but
get the group also to talk about the disadvantages of shame, physical limitation, body
image problems in relation to obesity. Then talk about the group as a way of testing
whether sharing with other people can be possible. Ask them to talk about how this par-
ticular aspect of the group has been for them. Develop this idea in terms of buddying.
Have they allowed themselves to take advantage of the opportunity to have a buddy?
Could they use that opportunity more in this last part of the programme? Go on to ask
them what the group has done for their trust and relationships with people outside the
group. In the past, group members have reported considerable improvements in their rela-
tionships of all kinds. Explore this whole issue with them.

Ending

In this session you have gone from the fairly straightforward subject of the use of
stepometers to much more complex and emotional issues of physical self-image and
relationships with people. For some people this will have been a powerful session. Soothe
and calm the group and get them to acknowledge how far they have come.

Homework

e To continue to use the stepometers and record the daily totals.

o To think about their developing physicality and construct a new image of their
physical selves.

* To be aware of relationships and take maximum advantage of the support avail-
able to them through buddying.
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Session 29

Time split

e Review 45 minutes
e Mothers and nurturing revisited 60 minutes
e Ending 15 minutes

Aims and objectives

e To continue to explore the use of the stepometer.
e To emphasise the vital function of relationship.
e To revisit mothering and nurture.

Review

This is the second week that the group have had a stepometer; again take time to see
how they are using it and whether their activity levels are increasing. Pay particular
attention to whether they are able to build in activity to their day, which will increase
the chance of it being maintained. Ask whether increased activity is having an effect
on them, both physically and emotionally. Exercise tends to decrease appetite via
the lowering of insulin levels, so you might want to make enquiries in that area.
Follow up the whole area of a change in body image and an improved sense of their
own physicality.

You can also ask whether they have been able to use their buddy to reinforce
increased activity. This follows on from the revisiting of trust, buddying and relation-
ships in the last session, so use the opportunity to ask them what they’ve been thinking
about during the week. This is a fundamental issue for the programme which rests on
the premise that emotional food use needs to be replaced by a person. Challenge them
on it, if necessary.

Mothers and nurturing revisited

This is another crucial area for the programme. The hypothesis is that internal
and external nurture are necessary for us if we are to manage our lives without too
much distress. Nurture that has not been good enough in the beginning is likely to
leave us with a deficit that has to be filled some other way and in the case of our
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participants has been filled by food. The big issue for the programme is whether par-
ticipants can:

Recognise the deficit

Recognise the use of food to fill it

Learn to nurture themselves

Learn to find nurturing relationships of all kinds
Let go of food use.

Use this session to explore where they are in this process. You could ask questions such
as: To what extent is food still your best friend? How are you doing in becoming your
own best friend? What else do you need to do to take care of yourself better? How are
you doing at finding people to help take care of you? How are you doing at letting go of
the role of taking care of everyone else but yourself? What changes can you continue to
make in this direction?

Try to talk in the particular rather than the general and enquire what small change
could be made in this coming week.

Enquire about the internal critic and slanderer. What is their internal commentary on
themselves sounding like? This relates back to the typical comment from their mother
(Session 8). You may want to revisit this, or not; it is difficult territory for a lot of women.
At this point in the programme it may be better to build for the future.

Think about your own modelling of caregiving in the group and the group’s modelling of
caregiving to its members. Ask about this experience and what they have learned from it.

Ending

We are now into the last eight sessions of the programme. This needs to be kept in mind
so that the group can be properly prepared for life after the group. Ask them to use the
principle of people instead of food this week as a practice for when they will not have the
group supporting them every week. Ask them how they will use their internal nurturer
and other people to help them continue with the meal planning and activity programme
they have devised for themselves in this coming week. Really challenge them to use what
they have learned.

Homework

o To continue to use the stepometer as a way of monitoring and increasing activity.
o To focus on the use of other people rather than food to get them through the
week.
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Time split

e Review 30 minutes
e Motivation revisited 70 minutes
e Ending 20 minutes

Aims and objectives

e To continue to discuss activity levels and their impact on participants’ well-being.
e To revisit motivation.

Review

Last week you challenged the group to put into practice what they have learned about the
use of people rather than food. Make that the focus of the review today. You can build in
the continuing monitoring of activity levels by getting them to talk about how they used
people to enable them to increase their activity. Use the inevitable ambivalence to revis-
it the motivational wheel.

Motivation revisited

We have used the motivational wheel repeatedly during the programme for a number of
purposes:

e To demonstrate that ambivalence is ordinary and that we are all continually fluctuating in our
commitment to fulfilling our goals.

e To deal with resistance to change.

¢ To place the responsibility for change in the lap of the group members and not with anyone else.

e To help people to start again in the face of lapses and failures.

Draw it or get out a diagram and use it as a way to discuss their change process over
the life of the programme. They will shortly have to manage without the group. Ask them
how they are going to deal with lapses in their eating behaviour or their activity levels.
There has recently been more work done on the problem for maintaining weight loss of
black and white thinking (Byrne et al., 2004). It is as if dieters say: “If [ don’t eat what |
should, then I should just jack in the whole attempt to make good food choices.” The
research suggests that black and white thinkers are more likely to regain weight. We
would expect that all the work that has been done on motivation throughout the group
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would have eroded a lot of these tendencies in group members, but now is a good time to
check this out. The motivational wheel shows that relapse is ordinary and that the task is
just to climb back on and get on with it. Have a good, full discussion around all this.
Make it as particular as you can and try to relate it to food choice and activity levels.

Ending

Keeping in mind the coming end to the group, get them to use the motivational wheel this
week to help them to think about how they will manage when the group has ended. Can
they use it during the week to help them to survive the inevitable mistakes and imper-
fections in their lifestyle changes? Suggest that these issues can be discussed with bud-
dies and others. (Partners and children might well benefit from using the wheel.)

Homework

* To continue with attention to meal planning, food choice and activity levels.
e To use the motivational wheel to support and encourage commitment to change.
e To use other people to discuss the issues that arise.
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Time split

e Review 30 minutes
e Trust revisited 75 minutes
e Ending 15 minutes

Aims and objectives

e To review the use of the motivational wheel.
e To revisit the subject of trust.

Review

Ask the participants how they were able to use the motivational wheel to help them with
the core aims of the programme:

e People instead of food.
e Improved food choice.
e Increased activity.

If this sounds a bit challenging, it is meant to. We are coming close to the end. The par-
ticipants have had a long run up to the point of being able to maintain the lifestyle
changes that they have been taught; the moment of truth is fast approaching. You need to
prepare them for managing without the group. You have given them strategies to manage
feelings. You need to help them to be confident in their use of the tools you have given
them to maintain change. Ask them to describe in detail how in the past week they have
used food rather than people, improved food choice and increased activity. Monitor the
use of the stepometers.

Trust revisited

The difficulty for those whose trust has been betrayed, especially when this has happened
early in life, is not only that they may find it difficult to trust anyone thereafter, but also
that they may not know whom to trust. You will remember that we explored this via trust
exercises, by thinking about the qualities of a good (m)other and by exploring circles of
relationship and investigating the differences in intimacy between us and the various
people in our world. The task for today is to revisit this area in order to consolidate the
capacity for relationship that we have been trying to foster via the group and the use of
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buddying. You might want to begin with asking the group about the qualities of a person
they can trust. Try to make this a concrete rather than abstract exercise: e.g. think of
someone you trust; what is it about that person that makes it possible to trust her? It may
also be useful to talk about the impossibility of absolute trust — we want to be able to trust
someone 100% but 95% is a more realistic goal. Get them to think about whether they
themselves are trustworthy. Are there limits and hiccups in their trustworthiness? Can
that be all right? Is it even rather realistic and human? What have they learned about trust
from the experience of being in the group?

Take the opportunity for a painting exercise. Ask the participants to paint a trusting
relationship in their own lives (past or present, but preferably present). Remind them that
trust is in all relationships, not just the closest and most intimate. Reassure them, as usual,
that this is not about their artistic skills but about using something other than words to
explore feelings. Then follow the usual format of giving them time to paint, viewing the
paintings and discussing them one by one. If necessary/desirable the discussion can
continue in the following week.

Remember, you are trying to foster their capacity to trust other people and to be able
to determine who can be trusted.

Ending

This exercise may have left some people feeling a little shaky. Remind them about strategies
for affect management. Take some time to soothe and calm the group before they leave.
Remind them of how far they have come. Encourage and congratulate them on their
courage and perseverance. Allow them to feel proud of themselves and each other.

Homework

¢ In their ongoing attempts to use people instead of food, ask the group members
to think about trust and how they can find people that they can trust to support
and help them.

o Ask them how they can be people who can be trusted by others.

e Mention the stepometers and food choices.
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Session 32

Time split

e Review 20 minutes
e Trust revisited continued 50 minutes
¢ Relationships revisited 40 minutes
e Ending 10 minutes

Aims and objectives

e To continue with discussing trust and the paintings generated last week, as
necessary.
e To review their closest relationships.

Review

As usual we are trying to keep an eye on the continuing process of attention to food
choice and meal planning together with activity and the use of the stepometer, while also
reviewing how these activities have been affected by the particular emotional focus of the
previous week. So the question for this week is: ‘How did the work we did on trust last
week affect what happened for you this week?’ You are looking for steadily increasing
capacity to make good choices about relationships of every kind and a better capacity to
use trustworthy people for support for lifestyle change.

Trust painting exercise continued

Take whatever time you need to conclude this exercise.

Relationships revisited

If you have time you might want to do this exercise, but it echoes themes that have
already been revisited, so you can use all the time for finishing the painting exercise if
you want to.

One of the ideas that has been implicit in all that has been done in the group so far is
the idea of emotional growth and change. The whole issue of weight loss and lifestyle
change has been built around the idea that we have ways of being in the world that make
perfect sense in terms of our history, but which may be time-expired in terms of our
present lives. Most obviously it may have made very good sense for our participants to
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use food rather than people earlier in their lives; it may make much less sense now. The
underlying hypothesis of the programme is that lifestyle change depends on change in the
inner world.

A similar way of thinking can be applied to our participants’ relationships. It may well
be true that it has made perfect sense for them to be isolated or lonely or suspicious of
other people. As they grow and change this will be less necessary and less desirable. Try
to explore the whole area of how changes in them can change their relationships. How
does their different way of being affect relationships with their children, their partner,
their wider family, their work colleagues, their friends, etc.? How will believing that rela-
tionships can grow and develop help them to manage their lives better?

Ending

The hope is that all this talk of trust and relationships makes our participants feel safer
and stronger about themselves and about other people. Try to get them to think about how
this work can support the lifestyle changes they are pursuing.

Homework

e To continue with monitoring food choice, meal planning, increased activity and
use of the stepometer and to think what relationships have to do with all that.
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Session 33

Time split

e Review 40 minutes
¢ Food choice revisited 60 minutes
e Ending 20 minutes

Aims and objectives

e To review how relationships affect eating behaviour and activity levels.
e To revisit food choice.

Review

The homework from the previous week was to review how relationships affect everything
to do with their eating behaviour and activity levels. Initiate discussion on this issue. Be
alert for reports of changes — after all we are close to the end and would expect there to
have been changes in this area. Maybe brainstorming how they can manage relation-
ships/feelings without harming themselves would be useful. It may be appropriate to role
play particular situations to create a better ending. This may also be the time to review
how they are continuing to use the stepometers.

Food choice revisited

When this area was originally explored in the second term we suggested that food choice
is probably very much influenced by the past and by emotional attachment to certain
foods. Making good food choices (in the sense of healthier) was presented as an
opportunity for the group members to treat themselves well and to look after themselves
appropriately. Food choice was then included in the system of meal planning which should
by now have become routine. Some researchers think that sugar particularly corrupts the
ability to choose food appropriately; many think that we have a stone-age preference for
fat and sugar. However, some researchers also think that if exposed to a nutritionally more
satisfying diet for a reasonable period, we will come to prefer those foods. This may be a
way to explore members’ progress in this area. It is clear that food choice built on denial
and deprivation is unlikely to work. The reports you hear may demonstrate that truth, but
you can be encouraging the continued reframing in terms of “I am doing something good
for myself”’, “I deserve to eat well”, “I am important enough to take care of myself”.
Stories of persistent choice of what is clearly unhealthy might prompt you to revisit the




Therapeutic Groups for Obese Women

whole business of the influence of the past. Because we are very close to the end, focus
more on the power to choose, as an adult, in the present. You might want to repeat the exer-
cise of getting members to write down what they now think of as a desirable menu for the
day, bearing in mind all they have learned, and then getting them to write down what they
ate yesterday. I would be surprised if the contrast was as great as when they first did this
exercise four or five months previously. You might want to get them to look it up in their
notebooks to check.

Ending

Only three more sessions to go! Spend a bit of time on how they will prepare themselves
to manage on their own.

Homework

e Ask the members to focus on consolidating their ability to make good food choices
and to think about how they will maintain that when they no longer have the group
to support them.
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Session 34

Time split

e Review 20 minutes
e Hopes and fears revisited 40 minutes
e Body esteem revisited 40 minutes
e Ending 20 minutes

Aims and objectives

o To review the use of the stepometers in relation to increasing activity and promoting
well-being.

e To review hopes and fears from Session 1.

e To revisit body esteem.

e To discuss the possibility of a follow-up session in three months.

Review

How have the group got on with the stepometers and more importantly have they
increased their activity? How useful have they been in terms of increasing activity? What
increases in their activity can they identify? How has the activity affected their eating
behaviour? How has it affected their sense of well-being? What resolution would they
like to make about increasing activity and/or maintaining increased activity levels? How
can increased activity be integrated into their everyday lives? Are there other sorts of
activity that they would like to explore? How could they go about doing that?

What were their thoughts about the ending and how they would maintain good food
choices? What have they thought about in relation to these issues in the intervening week?

Hopes and fears revisited

It’s a long time since the group first started and they first mapped out their hopes and fears.
You may have returned to these lists in the intervening time, but now is the moment for
using them to review where they were then and where they are now. This is the first of three
sessions which will be devoted to recognising changes that have been made, consolidating
what has been done and making plans and resolutions for the future. The hopes and fears
charts will probably also give you the chance to talk about the group process, since it is
likely that the group itself was a source of anxiety at that first meeting. You may want to
use this session at least in part, for discussing what hasn’t happened, and what has been
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disappointing. If you allow those sorts of things to be said now, it is much less likely that
the whole experience will be rubbished at a later date. It is probable that group members
will be disappointed with their weight loss, since it is extremely difficult to lose large
amounts of weight. Loss of 5-10% of baseline weight is regarded as success and even
maintaining a stable weight (i.e. not gaining any more) is increasingly seen as a worthwhile
outcome. There may be other disappointments — try to get them verbalised and expressed.

Body esteem revisited

In Session 21 participants painted an image of themselves entitled, ‘Here is an image, paint-
ed with love, that shows how I can accept myself”. You kept those paintings, so get them out
and use them as the basis for revisiting the subject of body esteem. When we did this section
of the programme, we worked hard on trying to get the group to understand where their self-
hatred may have come from, the cultural as well as individual pressures, and the value of
thinking well of themselves. Revisit where they are with all this now. We would be surprised
if their body esteem had not improved. Ask them how it can continue to do so? What do they
need to do to continue to improve it? Do they agree that self-hatred serves no useful purpose
and only makes it more difficult to feel contented and powerful in their own lives? Are they
aware of the way they speak to themselves and can they moderate the critical voice?

Ending

Leave enough time to raise the issue of a three-month follow-up. The idea behind it is to
maximise the power of the group by, in effect, keeping it alive in members’ minds. The
particular focus of this group has been on the replacement of food with people. Keeping
those people alive and real in the minds of all the members is probably a useful consoli-
dation of that theme. You, as group leader, will have to feel happy with this idea before
you broach it, and of course you will have to be sure that you can book the venue. I would
resist all suggestions to have the meeting elsewhere, or for it to take any other form than
a group meeting of two hours, like those you have been conducting. There may be pres-
sure for a social meeting, which of course is something that is open to members to
arrange for themselves, but this particular follow-up meeting should be formal. Its overt
purpose would be to find out how people are doing and support them to continue with the
lifestyle change which you have been trying to facilitate. It will also monitor the group’s
progress on the journey of development on which they have embarked. Ask the group to
think about it during the week so that it can be discussed further next week. Stress that it
has to be something everyone agrees to, if it is to take place.

Homework

o To be aware of how they talk to themselves about their body and to focus on finding
a loving, accepting voice inside them.
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Session 35

Time split

e Review 20 minutes
e Progress report 60 minutes
e Letters 25 minutes
e Ending 15 minutes

Aims and objectives

e To enable group members to review their individual progress over the course of
the group and to develop their resolutions for the future via writing and/or painting.

e To introduce the idea of writing letters to other members of the group to use in
the final session.

e To devise a group ritual for saying goodbye to be used in the last session.

e To revisit the issue of a follow-up meeting.

Review

The group was asked to focus during the week on how they talk to themselves about their
bodies and whether they can find a kind and accepting voice inside themselves. In
reviewing how they have done, you may want to refer to the influences from the past
which have damaged body esteem, as well as cultural pressures, but focus on encourag-
ing them to recognise their own power to resist and alter these messages. Discuss the
futility of self-hatred and the benefits of self-acceptance and self-respect.

Summing up progress and development

The rest of this group is devoted largely to the review of individual progress over the
course of the group and the formulation of resolutions or statements about the future.
There are lots of ways that you might do this but here are some suggestions.

Suggest that the members review how/whether things have changed for them in the
five key areas:

e Awareness of feelings. (Do they know more how they feel; are they able to express those
feelings directly in words; are they less likely to turn to food?)

e Self-esteem. (Are they more able to be assertive, recognise what is good for them, act in their
own best interests, think well of themselves, like and value themselves?)
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e Relationships with others. (How have these changed; are they more able to talk about what is
important to them; are they more capable of getting their needs met?)

e Eating behaviour.

e Activity.

Ask people to paint an image of how they are now. This could be done as part of the
above exercise or just on its own.

Ask people to write down what has been most important for them about the group,
what they have learned, and what they think the most important messages to themselves
will be for the future.

As this is now very close to the end of the group, it may be appropriate for the mem-
bers to share these reflections with each other. Take time to allow each person to share;
it can be very useful for other group members.

Group letters and ritual ending
You need to prepare for the last session. My suggestion is that you do two things:

e Ask the members to write a letter during the week to each of the other group members to be
distributed in the next session expressing what they have valued in and gained from that per-
son. They don’t need to be long and will vary according to how close individuals feel to each
other.

e Ask the group to devise a ritual ending for next week. Resist all ideas of turning it into a social
occasion with food, etc. It needs to be an occasion which recognises the loss that the ending
will bring, as well as what has been gained from the group. You will need to plan it here and
now so that any preparations can be made during the week.

Follow-up session

Ask the group whether they have thought about the possibility of a follow-up session in
three months’ time. Be ready with details of date, time and place, assuming that they will
want to do it.

Ending

This is the last ordinary ending you will have with the group. Use it to empower,
strengthen, encourage, support as well as to recognise loss.

Homework

o To write letters and prepare for the ritual ending.
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Session 36

Time split

e Review 10 minutes
e Letters 45 minutes
e Final consolidation of the message 25 minutes
e Ending 40 minutes

Aims and objectives

e To use the device of letters to enable members to register their appreciation of
each other.

e To take a final opportunity to consolidate the messages of the whole group expe-
rience.

e To participate in a group ritual to say goodbye.

Review

The review can be brief since you are about to use the letters. Make sure that the ritual
ending is agreed and prepared.

Letters

Our experience of using this exercise is that the group members are very touched by the
letters they receive. For many of them letters of appreciation will be a new experience.
They may be unaware of the qualities that other members have observed in them and
pleased to discover that other people have valued them. The hope is that the letters will
increase self-esteem and develop trust. They may also be valuable for validating people
in the present and for expressing hopes for them for the future.

You will have to think about how exactly you want to do the exercise. How are the
letters to be distributed? You might want to suggest that first of all each person
reads their letters and then that some of them are shared. You might ask the members
to read out the letter that they find most touching/useful/unexpected, etc. These
letters have taken time to write, so they should be given time for consideration and
appreciation.
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Consolidation

When you have spent as much time as seems necessary on the letters, move on to con-
solidation. This is a final opportunity to distil the essential messages of the whole group.
We have provided a list of the group activities for all 36 sessions which you can distribute
if you wish (Appendix 11). You might want to do it as a whole group exercise on the flip
chart, or get small groups to provide lists and then assemble a master list for the group.
If you ask people to identify what has been most important for them — what message will
these take away with them — you will probably get an interesting and diverse range of
responses.

Ending

Make sure you leave plenty of time for this final ritual ending.

Session Action
1 Hopes and fears
Listening

Sharing information

2 Weightline/lifeline
Food monitoring
Motivational enhancement

3 Strategies for managing overeating
Names for feelings
Managing feelings

4 Food monitoring

Reviewing motivation
Feelings in the family
Managing feelings

5 Buddying
Meal planning
Managing feelings
6 Buddying

Managing feelings
Use of food in your family of origin

7 Meal planning
Managing feelings
Mothers
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10

11

12
13

14

15

16
17

18

19

20

21

22

23

24
25

26

Mothers

Beliefs about food
Mothers continued

Circle of support
Patchwork mother

Who you can trust
Trusting each other

Review of sessions to date

Making a menu
Food choice in family of origin

Problem solving for food choice
Emotional meaning of food choice

Goals for food choice
Shopping for food

Food choice

Food choice
Body image and body esteem

Fat and thin qualities you value in others
Qualities you value in yourself

Food choice
Guided fantasy of going to the party

If you really loved your body
Food choice

Cultural messages about shape and size
Image of an acceptable me

Progress on weight loss
Deferring living while waiting for weight loss

Positive self-talk
Body appreciation

Review of sessions to date

Activity audit
Emotional eating revisited

History of activity
Food in the family revisited
(Continued)
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27 Stepometers
Feelings revisited

28 A changing view of their physicality
Trust, buddying and relationships revisited

29 Mothers and nurturing revisited

30 Motivation revisited

31 Trust revisited

32 Trust revisited continued

Relationships revisited
33 Food choice revisited

34 Hopes and fears revisited
Body esteem revisited

35 Progress report letters

36 Letters
Final consolidation of the message
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Appendix 1

Psychotherapeutic Group for Women who
are Seriously Overweight

GROUP CONFIDENTIALITY STATEMENT

During the time that this group will meet, you and your fellow group
members are likely to share information about yourselves that is
personal and private.

In order to protect yourself and others in the group from this infor-
mation being disclosed to others outside the group, I would like you to
sign the following commitment to confidentiality.

I promise that I will not share what I learn about other people in this

group with any other person. I understand that this promise includes

sharing information with members of my family.

Signature....coevv i Date...ovviiiiiiiic e

NamME (Print) . e







Appendix 2
Outline of the Programme

Weeks 1-12

e All about you and how your history and experience affects your eating
behaviour.

e Learning to deal with your feelings without using food.

e Taking better care of yourself.

¢ Finding and using more support.

Weeks 13-24

e Food choice and how feelings and memories get in the way of making healthy
choices.

e How to make better choices.

e Body esteem and how to improve it.

Weeks 25-36

e Activity and how feelings and memories get in the way.

e How to become more active.

e Thinking back about all we did during the programme and making sure it
sticks.







Appendix 3
Process of Change

ACTION

MAINTENANCE

CONTEMPLATION

PRE-CONTEMPLATION
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Appendix 5
How a Child Learns to Manage Feelings

Here is a brief account of how a child in a good situation learns to manage her feelings.

e In the beginning the child’s difficult feelings (hunger, pain, anger) are managed by the
mother. So, for example, a hungry child who cries is picked up by the mother, soothed and
fed. The mother takes in the child’s upset feelings and returns them to the child as soothed
feelings.

Difficult feelings = X

Mother
Good feelings = O

O X

e Over time this system becomes part of the child and enables her to manage her feelings even
when the mother is not present. This system continues throughout life once it is firmly in
place.

Internalised mother




Appendix 5: How a Child Learns to Manage Feelings

e On the other hand, when early circumstances are not good, the mother is unable to help the
child to manage her feelings and may even make things worse. Instead of dealing with her own
feelings, the mother is overwhelmed by them. She then feels that the child’s feelings are more
than she can manage so that she can’t turn the child’s feelings into good feelings. She may even
put her difficult feelings into the child.

Child

Mother X X

X

X

X X

e The effect of this process on the child is that her difficult feelings remain inside her in a kind
of capsule that she may not even know is there. She also has inside her a mother who is unable
to help her to deal with feelings. The result is a person who is at risk of encountering bad mem-
ories without having a good mother inside to help her to manage them.

Child

Feelings and memories that
have been tucked away but
not resolved

A mother inside full of difficult
feelings who cannot help to
manage feelings
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Appendix 6
Meal Planner

Time Meal/Snack Details

Breakfast

Snack

Lunch

Snack

Evening meal

Snack

Fill out this form each day with what you plan to eat and when you plan to eat it.







Appendix 7
Questions for ‘Food in the Family’ Exercise

1. In your situation: who cooked the food or made the meals?

2. What did that person feel about those jobs and in what kind of spirit did they approach them?

e Did they like them?
e Did they resent them?
e Did they feel that that was what they wanted to do or what they had to do?

3. Who was the food in the family prepared for? Who was the important eater?

e Was it the children?
e Was it one of the adults?

4. What do you think the emotional purpose of mealtimes was in your situation?

What was supposed to happen there?

What was not supposed to happen?

Was it an opportunity for everybody to quarrel?

Was it an opportunity for the parents to be evil tempered with each other?

Was it an opportunity to bully the children?

Was it an opportunity to have a nice time together and share the events of the day?

Was it an opportunity to say nothing, or to make sure that nothing was said, e.g. by having
the television on?

5. Look at your diagram of the room and think about each person in turn.

e What might each person be saying and to whom?
e What would be said to you, and what would you say, if anything?
e Write those things on the diagram.

6. What was your feeling memory of these occasions?
e What sort of an occasion was it for you?
e What sorts of things went on that you remember?
7. When you think about all of this, do you think that what went on at mealtimes was a picture
of what went on in the family as a whole?
e Do you think it is an illustration of the relationships in the family?
e Was that how your family behaved generally?

8. Do you think you had any power?
9. Who did have the power?







Appendix 8
Overview of First 12 Weeks

Session Action
1 Hopes and fears
Listening
Sharing information
2 Weightline/lifeline

Food monitoring
Motivational enhancement

3 Strategies for managing overeating
Names for feelings
Managing feelings

4 Food monitoring

Reviewing motivation
Feelings in the family
Managing feelings
5 Buddying
Meal planning
Managing feelings
6 Buddying
Managing feelings
Use of food in your family of origin

7 Meal planning
Managing feelings
Mothers

8 Mothers

9 Beliefs about food
Mothers continued

10 Circle of support
Patchwork mother

11 Who you can trust
Trusting each other

12 Review of sessions to date







Appendix 9
Guided Fantasy

Imagine yourself going to a party:

e What image do you want to convey when you get yourself dressed?
e What do you want to convey by the clothes you wear?

e How are you feeling on the way to the party?

e What would you like to happen at the party?

e What are you afraid will happen?

e As you go in to the room you see people looking at you . . . what do you think
they are thinking?

e There is food at the party . . . how do you deal with it?

e Someone comes up to you and starts to talk to you and shows that they are
attracted to you...how do you respond?

e [s that how you want to respond?

¢ You see people that you know at the party . . . how do you deal with that?
e People start to dance . . . how do you react?

e It’s getting to be time to go home . . . how do you feel?

¢ You get home and take off your party clothes . . . how do you feel about your
body?

e How do you feel about the way you were at the party?







Appendix 10
Overview of First 24 Weeks

Session Action
1 Hopes and fears
Listening
Sharing information
2 Weightline/lifeline

Food monitoring
Motivational enhancement

3 Strategies for managing overeating
Names for feelings
Managing feelings

4 Food monitoring
Reviewing motivation
Feelings in the family
Managing feelings

5 Buddying
Meal planning
Managing feelings
6 Buddying

Managing feelings
Use of food in your family of origin

7 Meal planning
Managing feelings
Mothers

8 Mothers

9 Beliefs about food

Mothers continued

10 Circle of support
Patchwork mother

11 Who you can trust
Trusting each other

12 Review of sessions to date
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13 Making a menu
Food choice in family of origin

14 Problem solving for food choice
Emotional meaning of food choice

15 Goals for food choice
Shopping for food

16 Food choice

17 Food choice

Body image and body esteem

18 Fat and thin
Qualities you value in others
Qualities you value in yourself

19 Food choice
Guided fantasy of going to the party

20 If you really loved your body
Food choice

21 Cultural messages about shape and size
Image of an acceptable me

22 Progress on weight loss
Deferring living while waiting for weight loss

23 Positive self-talk
Body appreciation

24 Review of sessions to date
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Appendix 11
Overview of Entire 36 Weeks

Session Action
1 Hopes and fears
Listening

Sharing information

2 Weightline/lifeline
Food monitoring
Motivational enhancement

3 Strategies for managing overeating
Names for feelings
Managing feelings

4 Food monitoring

Reviewing motivation
Feelings in the family
Managing feelings
5 Buddying
Meal planning
Managing feelings
6 Buddying
Managing feelings
Use of food in your family of origin

7 Meal planning
Managing feelings
Mothers

8 Mothers

9 Beliefs about food
Mothers continued

10 Circle of support
Patchwork mother

11 Who you can trust
Trusting each other

12 Review of sessions to date
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13 Making a menu
Food choice in family of origin

14 Problem solving for food choice
Emotional meaning of food choice

15 Goals for food choice
Shopping for food
16 Food choice
17 Food choice
Body image and body esteem
18 Fat and thin

Qualities you value in others
Qualities you value in yourself

19 Food choice
Guided fantasy of going to the party

20 If you really loved your body
Food choice

21 Cultural messages about shape and size
Image of an acceptable me

22 Progress on weight loss
Deferring living while waiting for weight loss
23 Positive self-talk
Body appreciation
24 Review of sessions to date
25 Activity audit
Emotional eating revisited
26 History of activity
Food in the family revisited
27 Stepometers
Feelings revisited
28 A changing view of their physicality
Trust, buddying and relationships revisited
29 Mothers and nurturing revisited
30 Motivation revisited
31 Trust revisited
32 Trust revisited continued

Relationships revisited
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33
34

35

36

Food choice revisited

Hopes and fears revisited
Body esteem revisited

Progress report
Letters

Letters
Final consolidation of the message
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