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DEVELOPING EFFECTIVE WEIGHT

loss programs that are widely
accessible is a health care pri-
ority given that more than

54% of US adults are overweight or
obese1 and that weight loss is recom-
mended to reduce the health impact of
obesity. Although group behavioral pro-
grams involving weekly clinic visits are
the most effective treatments available
for obesity, most adults would prefer to
lose weight without having to partici-
pate in a structured face-to-face treat-
ment program.2 To accommodate the
needs of these individuals and to make
obesity treatment more accessible, in-
vestigators have explored alternative
methods for delivering weight loss pro-
grams including mail-based correspon-
dence programs3-5 interventions deliv-
ered via telephone6 and television.7,8

Although these types of programs have
typically produced smaller weight losses
than standard group behavioral pro-
grams, they offer an important alterna-
tive to face-to-face treatment.

Inthepastdecade,computer-mediated
interventions have been developed for a
varietyofbehaviorchanges, includingdi-
etarychange,9,10 smokingcessation,11 and
exercise12;however,fewstudieshavebeen
conductedusingcomputers for thetreat-
ment of obesity. Initial research in this
areafocusedonusinghand-heldcomput-
ers for entry of self-monitoring data, to
giveautomatedfeedbackaboutcaloricval-
ues and either provide praise for or in-
structions on modifying eating contin-
gent on performance.13,14 Furthermore,
researchhasnot expandedordeveloped

theuseof this technologyas stand-alone
obesitytreatmentorasanadjuncttostan-
dardtherapy.Computerbasedprograms
can easily be adapted for use via the In-
ternet,whichhas renewed interest inus-
ing this technology for weight loss.

Rapid increases in access to the In-
ternet and the World Wide Web has
made it a viable and logical mode for
public health intervention. The num-
ber of US adults who use the Internet

has surged from 9% to 56% of adults
in the past 4 years.15 Conceptually, the
Internet has distinct advantages for pro-
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Context Rapid increases in access to the Internet have made it a viable mode for pub-
lic health intervention. No controlled studies have evaluated this resource for weight loss.

Objective To determine whether a structured Internet behavioral weight loss pro-
gram produces greater initial weight loss and changes in waist circumference than a
weight loss education Web site.

Design Randomized, controlled trial conducted from April to December 1999.

Setting and Participants Ninety-one healthy, overweight adult hospital employ-
ees aged 18 to 60 years with a body mass index of 25 to 36 kg/m2. Analyses were
performed for the 65 who had complete follow-up data.

Interventions Participants were randomly assigned to a 6-month weight loss pro-
gram of either Internet education (education; n=32 with complete data) or Internet
behavior therapy (behavior therapy; n=33 with complete data). All participants were
given 1 face-to-face group weight loss session and access to a Web site with orga-
nized links to Internet weight loss resources. Participants in the behavior therapy group
received additional behavioral procedures, including a sequence of 24 weekly behav-
ioral lessons via e-mail, weekly online submission of self-monitoring diaries with indi-
vidualized therapist feedback via e-mail, and an online bulletin board.

Main Outcome Measures Body weight and waist circumference, measured at 0,
3, and 6 months, compared the 2 intervention groups.

Results Repeated-measures analyses showed that the behavior therapy group lost
more weight than the education group (P=.005). The behavior therapy group lost a
mean (SD) of 4.0 (2.8) kg by 3 months and 4.1 (4.5) kg by 6 months. Weight loss in
the education group was 1.7 (2.7) kg at 3 months and 1.6 (3.3) kg by 6 months. More
participants in the behavior therapy than education group achieved the 5% weight
loss goal (45% vs 22%; P=.05) by 6 months. Changes in waist circumference were
also greater in the behavior therapy group than in the education group at both 3 months
(P=.001) and 6 months (P=.005).

Conclusions Participants who were given a structured behavioral treatment pro-
gram with weekly contact and individualized feedback had better weight loss com-
pared with those given links to educational Web sites. Thus, the Internet and e-mail
appear to be viable methods for delivery of structured behavioral weight loss programs.
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gram delivery because it combines the
essential characteristics of the other
forms of media. For example, the In-
ternet allows for dissemination of writ-
ten material, video or photographic ma-
terials, and direct communication and
social support via e-mail, bulletin
boards, or chat rooms. There are nu-
merous Internet sites offering weight
loss information and providing such
tools as databases of recipes or caloric
values, diaries for recording consump-
tion and exercise, and bulletin boards
to offer support. Despite the prolifera-
tion of weight loss–related Web sites,
no controlled studies have evaluated
this type of resource for weight loss.

After review of numerous Web sites,
it appeared that although much of the
content of behavioral weight loss pro-
grams was covered on the Web, weight
loss Web sites lacked the program-
matic nature, structure, and profes-
sional contact that are essential ele-
ments of face-to-face clinic programs.
We hypothesized that better weight loss
might be produced by using the Inter-
net to deliver a structured behavioral
weight loss program including a
sequence of 24 weekly lessons that
taught behavioral principles related to
weight loss, weekly submission of self-
monitoring diaries, weekly recommen-
dations from a therapist, and the oppor-
tunity for social support among group
members. To test this hypothesis we
conducted a randomized controlled trial
to test the feasibility and initial effi-
cacy of a structured Internet behav-
ioral weight loss program compared
with an educational Web site that was
representative of weight loss resources
widely available on the Internet.

METHODS
Participants

Ninety-one (81 women, 10 men)
healthy overweight adults with a mean
(SD) age of 40.9 (10.6) and body mass
index (BMI) of 29.0 (3.0) kg/m2, all em-
ployed by a large network of hospitals
with access to e-mail and the Internet,
were recruited through a series of 2
e-mail messages and an advertisement
posted to the work site’s Intranet Web

site (FIGURE 1 ). The e-mail messages
and advertisement clearly stated the eli-
gibility criteria. Interested partici-
pants were further screened for eligi-
bility via telephone. Eligibility criteria
included persons aged 18 to 60 years
and having a BMI of 25 to 36 kg/m2. Par-
ticipants were ineligible if they had a
history of myocardial infarction, stroke,
or cancer in the last 5 years; diabetes,
angina, or orthopedic or joint prob-
lems that would prohibit exercise; ma-
jor psychiatric diseases; and current,
planned, or previous pregnancy within
6 months. All participants agreed not
to seek additional weight loss treat-
ment for 1 year. The screening also in-
cluded the Physical Activity Readi-
ness Questionnaire (PAR-Q).16 Eleven
participants endorsed 1 or more items
on the PAR-Q and were required to ob-
tain physician consent to participate.

Design
Following initial screening, partici-
pants were randomly assigned to 1 of
2 treatment groups: Internet educa-
tion (education; n=45) or Internet be-
havior therapy (behavior therapy;

n=46). All participants were seen at
baseline, 3 and 6 months for objective
weight and waist measurements and
were paid $10 and $25 for attending the
3- and 6-month follow-up appoint-
ments, respectively. This study was con-
ducted from April to December 1999
and was approved by the institutional
review board of the Miriam Hospital in
Rhode Island.

Procedures for Internet Education
All participants attended an initial in-
troductory group weight loss session led
by a doctoral-level clinical psycholo-
gist. At this meeting, baseline measure-
ments and written informed consent
were obtained. In addition, partici-
pants were taught Web site login pro-
cedures for this study. To ensure that
all participants had a sufficient level of
computer and Internet knowledge, the
basics of navigation and login proce-
dures were demonstrated on a com-
puter. A detailed written guide outlin-
ing login procedures and Internet
navigation was also given to each par-
ticipant. To protect confidentiality, par-
ticipants were given a login identifica-

Figure 1. Participation Flow

196 Responded to the Study Recruitment

45 Assigned to Receive Internet Education 46 Assigned to Receive Internet Behavior Therapy

39 Completed 3-mo Follow-up 38 Completed 3-mo Follow-up

32 Completed Baseline, 3- and 6-mo Follow-up
35 Completed Baseline and 6-mo Follow-up

33 Completed Baseline, 3- and 6-mo Follow-up
36 Completed Baseline and 6-mo Follow-up

First 114 Respondents Screened
23 Ineligible

10 Overweight
2 Underweight
2 Recent Weight Loss
1 Taking Medication
2 Had Diabetes
3 Pregnant
3 Lacked Computer Access

10 Lost to Follow-up (6 mo)
1 Medical Reasons
2 Relocation or Lost Job
7 Unknown or Lack of Interest

10 Lost to Follow-up (6 mo)
1 Medical Reasons
2 Relocation or Lost Job
7 Unknown or Lack of Interest

91 Randomized
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tion code and weight data were
transmitted and stored using this code
rather than participant names; how-
ever, they were advised that the poten-
tial existed for data and e-mail mes-
sages to be intercepted and read.

The study Web site was accessible on
the organization’s Intranet and pro-
vided a brief review of basic informa-
tion related to weight loss and an or-
ganized directory of selected Internet
resources about diet, exercise, self-
monitoring, and other resources that in-
cluded behavioral topics including so-
cial support, stimulus control, and
managing stress. During the introduc-
tory group session, participants re-
ceived a 1 hour lesson on behavioral
weight control. At this session, a stan-
dard calorie restriction diet of 1200 to
1500 kcals per day and daily fat intake
of less than 20% of calories consumed
was recommended. Participants were
also instructed to increase gradually
their physical activity to burn a mini-
mum of 1000 kcals per week. The im-
portance of self-monitoring was stressed
and participants in both groups were
encouraged to use the self-monitoring
Web resources to keep track of their diet
and exercise daily. However, only the
behavior therapy group was asked to
submit self-monitoring diaries to the
therapist each week. All participants
were contacted at 3 months and 6
months to schedule individual appoint-
ments for follow-up measurements and
a brief 15 minute check-in with the
clinical psychologist.

Procedures for Internet
Behavior Therapy
Behavior therapy participants re-
ceived all of the above plus the follow-
ing procedures. They were instructed
to report self-monitoring information
each week via an electronic diary ac-
cessible on the study Web site. Weekly
self-monitoring information included
weight, calories, fat grams, and exer-
cise energy expenditure. Along with
submitting their diaries, participants
were also able to submit any com-
ments or questions they had to the
therapist.

An e-mail message was sent to behav-
ior therapy participants each week dur-
ing the 24-week program including a be-
havioral weight loss lesson and feedback.
The behavioral lesson included struc-
tured guidance about a variety of weight
loss topics on nutrition, exercise, or be-
havioral self-regulatory strategies. In ad-
dition, each weekly e-mail included in-
dividualized feedback sent personally
from the doctoral-level therapist. The
feedback included recommendations
and reinforcement based on progress
noted in the self-monitoring diary and
specifically addressed weight loss
progress, dietary intake, and energy ex-
penditure. Recommendations and strat-
egies for improvement also were pro-
vided. In addition, the therapist
answered any questions raised by par-
ticipants and provided general support
and encouragement via the e-mail mes-
sage. Participants who did not send in
a log were sent a personal e-mail inquir-
ing about their progress and were en-
couraged to monitor and continue with
the program. Participants in the behav-
ior therapy group also had access to an
electronic bulletin board to facilitate so-
cial support among participants as-
signed to this intervention.

Dependent Measures
The primary dependent measure was
change in body weight. Weight was mea-
sured in the clinic at baseline, 3, and 6
months in light street clothing, without
shoes, and on a calibrated scale. Height
was measured using a wall-mounted sta-
diometer. The circumference at the waist
(measured at the umbilicus) was mea-
sured with a Gulick steel tape measure
using the procedure recommended by
Lohman et al.17 Physical activity was
measured at each assessment using a self-
report format of the Paffenbarger activ-
ity questionnaire.18 Dietary intake was
measured using the Block Food Fre-
quency Questionnaire19 at baseline, 3,
and 6 months and was analyzed using the
National Cancer Institute Dietary Analy-
sis System 4.01 software program. De-
pressive symptoms were measured us-
ing the Centers for Epidemiological
Studies Depression Scale.20 Use of the

Web site was tracked using a unique lo-
gin identification code for each partici-
pant to record each login. An index of
participants’previousexperiencewith the
Internet or e-mail was created by sum-
ming the number of months partici-
pants had used e-mail plus the number
of months they had used the Internet.

Statistical Analysis
Using an a level of .05 and power of
80%, a sample size of 37 for each group
was needed to detect a 2.27-kg differ-
ence between groups. Assuming an av-
erage attrition rate of 20%,21 a sample of
at least 90 subjects was selected. To de-
tect changes in the outcomes of weight,
waist circumference, calorie intake, and
expenditure, repeated-measures analy-
sis of variance (ANOVA) models were
used. All analyses were performed us-
ing the Statistical Package for the So-
cial Sciences (SPSS for Windows ver-
sion 10.05 SPSS Inc, Chicago, Ill).

RESULTS
A preliminary analysis showed that there
were no differences between groups for
baseline measures of age, weight, BMI,
waist circumference, or Internet expe-
rience (TABLE 1). Attrition was 15% and
22% at 3 and 6 months, respectively, and
did not vary by treatment group at ei-
ther assessment (3 mo, x2=0.288, P=.59;
6 mo, x2=0.003, P=.96) (Figure 1). Par-
ticipants who did not attend the 6-month
follow-up were significantly younger
(t=−2.75, P,.007) and had less e-mail
or Internet experience at baseline but did
not differ from attendees on baseline
BMI, education, or level of depressive
symptoms.

Changes in Body Weight
and Waist Circumference
Analyses were conducted for the 65 par-
ticipants with objective follow-up data
at all 3 assessments (33 behavior
therapy, 32 education). Repeated-
measures ANOVA examining weight
showed a significant treatment3 time
interaction (P=.005) (FIGURE 2). Those
in the behavior therapy group lost more
weight than those in the education
group from baseline to 3 months. Both
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groups maintained their weight loss be-
tween 3 and 6 months but did not lose
additional weight. Among these partici-
pants who completed all 3 assessments,
the behavior therapy group lost mean
(SD) 4.0 (2.8) kg by 3 months and 4.1
(4.5) kg by 6 months. Weight loss in the
education group was 1.7 (2.7) kg at 3
months and 1.6 (3.3) kg by 6 months.
Post hoc t tests showed that mean weight
losses were significantly different be-
tween the groups at both 3 (t=3.4;
P=.001) and 6 months (t=2.1; P=.04).
In addition, 45% of participants in the
behavior therapy group lost greater than
or equal to 5% of initial body weight
compared with 22% of those in the edu-
cation group (x2=4.03; P=.05).

Similarly, repeated-measures ANOVA
examining changes in waist circumfer-
ence between 0, 3, and 6 months showed
a significant treatment3time interac-
tion (P=.005). Among those with all fol-
low-up data, the mean (SD) waist cir-
cumference reduction in the behavior
therapy group was 6.7 (4.7) cm at 3
months and 6.4 (5.5) cm by 6 months.
In the education group, the mean (SD)
waist circumference reduction was 3.0
(4.0) cm at 3 months and 3.1 (4.4) cm
by 6 months. Post hoc t tests showed
mean (SD) waist reductions were sig-
nificantly different between the groups
at both 3 months (P=.001) and 6 months
(P=.009).

An intention-to-treat analysis was per-
formed examining the pattern of weight
change from baseline to 3 and 6 months,
including all randomized participants us-
ing baseline weight for anyone with
missing data at any follow-up period. Re-
peated-measures ANOVA on the pat-
tern of weight loss showed a significant
treatment 3time interaction (P,.001).
In the intent-to-treat analysis, the edu-
cation group lost a mean (SD) of 1.0
(2.4) kg at 3 months and 1.3 (3.0) kg
by 6 months. Weight loss in the behav-
ior therapy group was 3.2 (2.9) kg by 3
months and 2.9 (4.4) kg by 6 months.
Post hoc t tests showed mean weight
losses were significantly different be-
tween the groups at both 3 months
(P,.001) and 6 months (P=.04). Within
the intent-to-treat sample, x2 tests were

used to compare the proportion of par-
ticipants in each group who lost at least
5% of initial body weight by 6 months.
More participants in the behavior
therapy group than in the education
group achieved the 5% weight loss goal
(35% vs 18%; x2=3.39; P=.07).

Similarly, a repeated-measures
ANOVA examining changes in waist cir-
cumference between 0, 3, and 6 months
using the baseline waist measurement
for those with missing follow-up data
showed a significant treatment3time in-
teraction (P=.004). The mean (SD) waist
reduction in the education group was 2.1
(3.9) cm at 3 months and 2.3 (3.9) cm
by 6 months. In the behavior therapy
group, mean (SD) waist reduction was
5.3 (4.9) and 4.6 (5.5), respectively. Post
hoc t tests showed that mean waist re-
ductions were significantly different be-
tween the groups at both 3 months
(P=.001) and 6 months (P=.02).

Web Site Login Frequency
To obtain an objective measure of Web
site use, login data for all participants
were tracked over the 24-week period.
Participants in the behavior therapy
group logged in to the Web site a mean
(SD) of 19 (10.9) times over the first 3
months compared with 8.5 (10.4) for

those in the education group (P,.001).
Between months 3 and 6, logins de-
creased for both groups (P,.001); how-
ever, participants in behavior therapy
group still logged in more often during
this period—a mean (SD) of 6.8 (6.2)
times compared with 1.0 (3.0) times
among education participants (P,.001).
Login frequency was significantly cor-
related with weight change between 0
and 6 months both in the behavior
therapy (rs=−0.43; P=.003) and in the
education group (rs=−0.33, P=.03).

Figure 2. Patterns of Changes in Body
Weight
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Sixty-five participants in this analysis completed all 3
assessments. (P=.005). Error bars indicate SEM.

Table 1. Baseline Characteristics of Participants in Both Groups*

Variable
Internet Education

(n = 45)
Internet Behavior Therapy

(n = 46)

Sex
Women 40 (89) 41 (89)

Men 5 (11) 5 (11)

Ethnicity
White 35 (77.8) 41 (89)

Education
High school 3 (7) 5 (11)

Some college 17 (38) 12 (26)

College degree 14 (31) 15 (33)

Graduate degree 11 (24) 14 (30)

Marital status
Married 29 (64.5) 36 (78.3)

Separated/divorced 6 (13.3) 2 (4.3)

Never married 10 (22.2) 8 (17.4)

Age, mean (SD), y 40.6 (9.7) 41.1 (11.6)

Weight, mean (SD), kg 78.8 (11.6) 77.4 (9.4)

Body mass index, mean (SD), kg/m2 28.9 (3.1) 29.1 (3.0)

Waist circumference, mean (SD), cm 98.4 (10.2) 98.5 (9.4)

Web or e-mail experience, mean (SD), mo 60.8 (43.7) 60.9 (47.4)

*Values are expressed as No. (percentage) unless otherwise indicated.
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Changes in Dietary Intake
and Exercise
Changes in dietary intake (kcal/d) at 0,
3, and 6 months were examined using
repeated-measures ANOVA for those
with dietary data at all 3 assessments
(n=62). There was a significant time ef-
fect (P,.001) but no treatment3time
interaction (P=.88), indicating that both
groups changed over time (TABLE 2).
The change in dietary intake between
baseline and 3 months was marginally
associated with weight loss during the
same period in the behavior therapy
group (rs=0.28, P=.10) but not in the
education group (rs=0.02, P=.93). Be-
tween months 3 and 6 the correlation
between dietary change and weight
change was similar in both groups but
only reached significance in the educa-
tion group (behavior therapy, rs=0.30;
P=.10 vs education, rs=0.38; P=.04).

Changes in physical activity be-
tween 0, 3, and 6 months were exam-
ined using repeated-measures ANOVA
for those with activity data at all 3
assessments (n = 60). There was a
significant time effect (P=.03) but no
treatment3time interaction. The change
in physical activity between baseline and
3 months was associated with weight
loss during the same period in the be-
havior therapy group (rs=−0.32, P=.05)
but not in the education group
(rs=−0.05, P=.79).

Behavior Therapy Only
The behavior therapy group was asked
to send in a self-monitoring diary each
week. Participants submitted a mean
(SD) 13.65 (6.4) of self-monitoring dia-
ries during the 24-week program. Par-
ticipants submitted more diaries dur-
ing the first 3 months than in the latter
3 months (8.5 [3.6] vs 4.6 [4.4]). Diary

submissions represented 46% of the to-
tal number of logins. Total number of
diaries submitted was significantly cor-
related with weight loss (rs=−0.50,
P=.001). Only 28% ever posted a note
to the bulletin board with a range of
1 to 7 postings per person over the 6
months.

COMMENT
This study showed that participants who
received a more structured Internet be-
havior therapy intervention, including
weekly e-mail contact, lost signifi-
cantly more weight and showed greater
reductions in waist circumference at 3
and 6 months than those who received
access to numerous weight loss Web
sites. Moreover, the behavior therapy
program was effective in almost dou-
bling the percentage of participants who
achieved a 5% weight loss goal. Weight
loss treatment goals of between 5% and
10% of initial body weight have been rec-
ommended based on substantial evi-
dence that many obesity-related condi-
tions are improved with weight losses
of this magnitude.22-24

The pattern of weight losses in this
program were essentially the same for
both groups and suggest that the weight
losses occurred in the first 3 months.
Encouragingly, participants main-
tained their weight losses, on average,
rather than showing regain during
months 3 and 6. This maintenance was
observed despite decreased login fre-
quency from months 3 through 6 in
both groups and diary submissions in
the behavior therapy group. Both log-
ins and diary submissions were re-
lated to weight loss suggesting that if
adherence to the program could be im-
proved and extended beyond 3 months,
weight losses might also continue.

Attrition is also a substantial prob-
lem in many minimal-contact interven-
tion25,26 studies and work-site pro-
grams. In our study, attrition was 15%
at 3 months and 22% at 6 months and
did not vary by treatment group. These
rates are lower than several other mini-
mal-contact interventions and consid-
erably lower than that reported for other
work-site weight loss programs.27,28 The
differences between the behavior
therapy and education groups were sta-
tistically significant when those par-
ticipants who attended all assess-
ments were examined and when an
intent-to-treat analysis was used.

Weight losses achieved in the behav-
ior therapy group are better than losses
achieved with other minimal interven-
tions5,29,30 and are comparable with
those achieved in recent evaluation of
a structured commercial program.31 Al-
though our study did not include a face-
to-face program as a comparison group,
weight losses in this study were not as
good as are seen in the research litera-
ture on standard behavioral weight loss
programs. Such programs involving
weekly face-to-face contact typically
produce 9.1-kg weight losses in 20 to
24 weeks. As noted above, procedures
to promote sustained use of the Web
resources and continued diary submis-
sion might improve weight losses; how-
ever, the advantage of Internet weight
loss programs may be in increasing the
audience and the reach of treatment
programs. These types of programs
might not produce weight losses that
rival face-to-face programs.

Participants in both the behavior-
therapy and education groups reported
changes in diet and exercise behaviors
of similar magnitude despite signifi-
cantly different weight losses. Other
studies with significant between-group
differences in weight loss have also failed
to find differences on self-reported di-
etary and exercise measures.32,33 De-
spite the lack of difference detected by
the measures used in this study, the only
explanation for differences in changes
in body weight and waist circumfer-
ence is differential changes in either 1
or both of these behaviors.34 The inabil-

Table 2. Mean Calories From Diet and Physical Activity of Internet Study Groups*

Daily Dietary Intake,
Mean (SD), kcal

Weekly Physical Activity,
Mean (SD), kcal

Education
(n = 30)

Behavior Therapy
(n = 32)

Education
(n = 28)

Behavior Therapy
(n = 32)

Baseline 1757 (857) 1558 (654) 1031 (981) 1360 (1415)

3 mo 1256 (696) 1062 (395) 1500 (1513) 1903 (1757)

6 mo 1286 (564) 1146 (450) 1125 (1320) 1289 (919)

*Participants included in these analyses had data at all 3 assessments.
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ity to detect differences in eating and ex-
ercise between the groups may reflect
difficulty of accurately measuring these
behaviors. It is also probable that par-
ticipants in the behavior therapy group
became more accurate in their estima-
tion of dietary intake and exercise be-
cause they were self-monitoring intake
and activity; hence, there was a greater
association between behavior changes
and weight change in this group.

The major strength of our study is that
it was a randomized trial with objective
weight and waist measurements and was
the first study to examine using Inter-
net technology to deliver a structured be-
havioral weight loss program. The pri-
mary limitation of our study is that these
results are for initial weight loss. The ef-
ficacy of a program such as this for pro-
ducing longer-term weight losses and
maintenance remains to be demon-
strated. Further studies with larger
samples including equal numbers of men
and women are needed to replicate these
findings. Furthermore, as this study was
an initial feasibility and efficacy trial, the
design does not allow for dismantling of
the behavior therapy program to deter-
mine the critical components of this in-
tervention. Certainly, continued con-
tact has been a critical element of weight
loss programs and other behavior-
change programs. The difference in con-
tact between conditions may be respon-
sible for the differences in weight loss.
Future studies could examine the ef-
fects of different types of contact on
weight loss using the Internet and e-mail.
Finally, it should be noted that partici-
pants in behavior therapy group had met
face-to-face with the therapist that they
had been corresponding with weekly by
e-mail. Other Internet programs using
exclusively e-mail or online communi-
cations without an initial face-to-face
meeting may produce different results.

In summary, the results of this study
showed that a treatment program that
included access to Internet weight loss
resources, structured behavioral com-
ponents, weekly contact, and individu-
alized therapist feedback, delivered via
e-mail, produced better initial weight
losses compared with providing access

to Internet weight loss resources alone.
Thus, the Internet appears to be a vi-
able method for delivery of structured
behavioral weight loss programs deserv-
ing of future research.
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