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Abstract This study examined whether providing addi-

tional support to individuals with poor initial weight loss

improves 12-week outcomes. Participants were random-

ized to a 12-week internet-delivered behavioral weight loss

program (IBWL; n = 50) or the identical internet program

plus the possibility of extra support (IBWL + ES; n = 50).

IBWL + ES participants losing \2.3 % at Week 4 (early

non-responders; n = 12) received one individual meeting

and two follow-up phone calls with an interventionist, and

were compared to IBWL ‘early non-responders’ who did

not receive extra support (n = 21), and to ‘early respon-

ders’ in both treatment arms (i.e., 4-week weight loss

C2.3 %; n = 59). IBWL + ES early non-responders had

greater program adherence (p’s\ 0.055) and lost twice as

much weight (p = 0.036) compared to IBWL early non-

responders. Program adherence did not differ between

early responders and IBWL + ES early non-responders.

However, 12-week weight loss was greater in the early

responders compared to both early non-responder groups

(p’s[ 0.05). Providing additional intervention to early

non-responders in an Internet program improves treatment

outcomes.
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� Early rescue � Web-based intervention � Internet-delivered
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Introduction

Previous research suggests that weight losses achieved in

the first few months of a behavioral intervention are pre-

dictive of post-treatment and long-term success in both in-

person and Internet-based weight loss programs (Elfhag &

Rossner, 2010; Nackers et al., 2010; Unick et al., 2014,

2015a, b). Further, individuals who fail to achieve signifi-

cant weight losses early in a program are less adherent and

often become disengaged (Colombo et al., 2014; Unick

et al., 2015b). Thus, the first few months of a treatment

program may be an opportune time to identify individuals

with poor initial weight loss (i.e., suggestive of an

increased likelihood of poor long-term success) and pro-

vide additional intervention support.

This approach of intervening on early non-responders is

consistent with the ‘‘stepped care’’ intervention model

which posits that treatment should begin with a low

intensity intervention that is increased in intensity if

specific weight loss goals are not met at specified time

points (Carels et al., 2005, 2009). Given that Internet-based

programs are by nature minimally intensive, the Internet

may be an ideal treatment medium for implementing a

stepped care intervention model. However to date, the

majority of studies which have utilized a stepped care

approach have been within the context of face-to-face

treatment programs (Carels et al., 2008; Jakicic et al.,

2012). For example, the provision of more intensive

behavioral treatment to those with lower than expected

weight loss at 3 months did not improve weight loss out-

comes within an in-person program (Carels et al., 2008;

Jakicic et al., 2012). However, treatment outcomes were

improved when individuals who lost\2.5 % of initial body

weight following a 6-week, in person self-help program

were provided with a weekly group-based behavioral

& Jessica L. Unick

junick@lifespan.org

1 Weight Control and Diabetes Research Center, The Miriam

Hospital, Brown Medical School, 196 Richmond Street,

Providence, RI 02903, USA

2 Department of Allied Health Sciences, University of

Connecticut, Storrs, CT, USA

123

J Behav Med (2016) 39:254–261

DOI 10.1007/s10865-015-9691-9

http://crossmark.crossref.org/dialog/?doi=10.1007/s10865-015-9691-9&amp;domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1007/s10865-015-9691-9&amp;domain=pdf


intervention (Carels et al., 2009). This suggests that the

timing of the intervention may be important and earlier

identification of non-responders may be beneficial. Further,

increasing the intensity of the intervention for early non-

responders may be most helpful when implemented within

the context of minimally intensive programs (e.g., Web-

based programs). Applying a ‘stepped care’ approach

within an Internet-based program may be more advanta-

geous than applying such an approach within a more

intensive face-to-face program, given that it may be less

cost-effective to provide an intensive intervention to

everyone, when some individuals can be successfully trea-

ted with a low-intensity intervention. Thus a ‘stepped care’

approach allows for the examination of whether a particular

‘step’ (i.e., treatment component) can effectively ‘rescue’

individuals with poor initial success. However early inter-

vention for non-responders has not yet been tested within

the context of an Internet-delivered weight loss program.

The current study randomized participants to a 12-week

Internet-delivered behavioral weight loss program (IBWL)

or the same Internet program plus the possibility of

receiving extra support (IBWL + ES). The primary aim

was to examine whether the provision of a brief period of

interventionist support improved 12-week weight loss and

program adherence among early non-responders (i.e.,

4-week weight loss \2.3 %) in IBWL + ES, compared to

early non-responders in IBWL who did not receive extra

support. The secondary aims were to determine whether

weight and adherence outcomes differed between early

non-responders and early responders (i.e., 4-week weight

loss C2.3 %), and to examine whether weight loss and

program adherence in the IBWL + ES group as a whole

differed from those randomized to IBWL. It was hypoth-

esized that the provision of additional support to those with

poor initial weight losses would improve treatment out-

comes.

Methods

Participants

One-hundred individuals participated in this study. Partic-

ipants were English speaking, 18–70 years of age, and had a

BMI C25 kg/m2. Individuals were excluded from the study

if they were pregnant, nursing, or had plans to become

pregnant or relocate outside the area within the next

6 months. Further, individuals with serious medical condi-

tions and those without Internet access were excluded. If an

individual reported a medical condition that could interfere

with safe participation in the program (e.g., diabetes con-

trolled by insulin) physician consent was required. All study

procedures were approved by The Miriam Hospital’s

Institutional Review Board and informed consent was

obtained from all participants included in this study.

Design

Participants were randomly assigned to IBWL (n = 50) or

IBWL + ES (n = 50). Early non-responder was defined as

losing\2.3 % at Week 4. This 2.3 % threshold was chosen

because it is in line with previous reports which identified

early non-responders as those achieving\2.0 % at Week 4

(Unick et al., 2014, 2015b) or \2.5 % at Week 6 (Carels

et al., 2009). Further we wanted to optimize the percentage

of individuals falling into the ‘early non-responder’ cate-

gory, while protecting against high rates of false positives

(i.e., providing extra support to individuals who didn’t

really need it), particularly given that one of the purposes

of a ‘stepped care’ intervention approach is to increase

effectiveness while lowering cost. Given that for every 1 %

increase in the weight loss threshold utilized, rates of false

positives have been shown to double (Unick et al., 2014),

this study focused on the subset of individuals least likely

to be successfully treated and utilized a 2.3 % threshold.

The primary outcome was 12 week weight loss and pro-

gram adherence among early non-responders in

IBWL + ES versus early non-responders in IBWL (i.e.,

early non-responders who were not offered extra support).

Secondary outcomes compared early non-responders to

early responders and examined overall weight loss and

program adherence by intervention assignment.

Interventions

Internet-delivered behavioral weight loss program (IBWL)

Prior to the start of the 12-week online behavioral weight

loss program, participants attended a 1.5 h in-person group

session during which they received their randomization

assignment, were given a weight loss goal of 1–2 pounds/

week, were prescribed a daily calorie and fat gram goal

based upon their starting weight (\200 lbs: 1200 kcal/day

and 40 g of fat; 200–250 lbs: 1500 kcal/day and 50 g of

fat; C250 lbs (1800 kcals/day and 60 g of fat), and were

given a physical activity goal (gradually increase to

200 min/week of moderate-intensity exercise). During this

session the importance of daily self-monitoring was

emphasized and participants were provided with a Calorie

King book and taught how to count calories. Further,

participants were familiarized with all aspects of the study

website.

The IBWL program website included a self-monitoring

platform in which participants were instructed to track and

record their daily weight, calorie, fat grams, and physical

activity information. Based upon these self-report data,
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participants received weekly automated feedback related to

their progress. In addition, participants were instructed to

view a weekly, 10–15 min multimedia lesson modeled

after the Look AHEAD Trial (Pi-Sunyer et al., 2007).

Example lesson topics include: eating out at restaurants,

increasing physical activity, dealing with environmental

cues, problem solving, and healthy eating. The website also

provided weekly recipes as well as useful tip sheets related

to meal plans, prepackaged foods, negative thoughts, safe

exercise, etc. This web-based program has been used in

several studies which have been published previously

(Leahey et al., 2014, 2015; Unick et al., 2015a).

Internet-delivered behavioral weight loss program plus

extra support (IBWL + ES)

Participants randomized to IBWL + ES were provided

with the identical IBWL program described above and

were also told that there was a possibility that they would

receive ‘‘extra support’’ in the form of 1 individual session

and two, 10-min follow-up telephone calls. However,

participants were not informed of the criteria that would be

used to determine who would receive ‘‘extra support.’’

Only those individuals with a weight loss\2.3 % of their

initial body weight at the end of Week 4 (i.e., early non-

responders), were contacted via phone and given the

opportunity to receive this additional support.

IBWL + ES participants eligible to receive extra support

attended a 30–45 min in-person meeting with an interven-

tionist during which their progress to date was reviewed,

goals for the upcoming week were set, and an individual-

ized meal plan was formulated for the upcoming week.

These meal plans were developed to ensure that participants

were not exceeding their daily calorie intake goal and relied

heavily on pre-packaged food products (e.g., meal

replacement products, frozen entrees, snacks in single

portion bags, etc) and fruits and vegetables. Moreover,

participants were provided with samples of meal replace-

ment bars and shakes in order to help promote the adoption

of prepackaged foods to assist with weight loss. Approxi-

mately 1 week following the in-person visit, the interven-

tionist called the participant to review whether they met

their goals and followed the meal plan. Barriers to following

the meal plan were discussed, the meal plan was modified if

necessary, and new goals were set for the upcoming week.

The same procedure was implemented for the 2nd follow-

up telephone call, which was completed one week later.

Outcome measures

Participants completed assessment visits at baseline and

following the completion of the 12-week Internet program.

At the baseline visit, basic demographic information was

obtained, height was measured to the nearest millimeter

using a stadiometer, and weight was measured to the

nearest 0.1 kg using a digital scale. At the 12-week visit,

weight was objectively measured and participants com-

pleted a Program Satisfaction Questionnaire, which queried

participants on the usefulness of various aspects of the

IBWL program. Further, those participants who received

extra support completed an additional questionnaire

assessing their satisfaction with the ‘‘extra support’’ com-

ponent of the study. All participants were compensated $25

at the completion of their 12-week visit.

Percent weight loss

Percent weight loss at Week 12 was calculated using the

baseline and 12-week assessment weights. Given that

participants did not come to our center throughout the

intervention period and the desire to keep the method of

measurement similar across observations time points, per-

cent weight loss at Week 4 was calculated using the par-

ticipant’s self-reported baseline weight (logged on the

study website on the first day of the program using their

home scale) as well as their self-reported weight at the end

of Week 4 (logged on the study website; n = 89). Indi-

viduals who did not enter a weight at the end of Week 4

(n = 11) were contacted by a member of the research staff

in order to obtain this weight (n = 6 weights were obtained

via phone and the remaining 5 participants were unable to

be reached and were excluded from the analyses).

Adherence

Participant adherence was objectively assessed using data

obtained from the study website and was quantified over

the 12-week period by the percentage of video lessons

viewed (out of a possible 12 videos) and by the number of

days that calorie intake was reported on the study website

(out of a possible 84 days). In order to examine the effect

of the extra support on adherence outcomes, the percentage

of video lessons viewed and percentage of days that calorie

intake was monitored was also calculated for the time

period before the extra support was offered (e.g., 3 out of 4

video lessons viewed during Weeks 1–4 = 75 %) and for

after the extra support was offered (e.g., 5 out of 8 video

lessons viewed during Weeks 5–12 = 63 %).

Statistical analyses

Baseline differences between treatment arms were exam-

ined using independent samples t-tests for continuous

variables and Chi square tests for categorical variables.
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Participants in both treatment arms were further stratified

into 1 of 2 categories based upon their 4-week weight

change: (1) ‘‘early non-responders’’—4-week weight loss

\2.3 %, and (2) ‘‘early responders’’—4-week weight loss

C2.3 %. The primary hypothesis, comparing 12-week

weight outcomes in IBWL early non-responders to early

non-responders in IBWL + ES, was analyzed by an inde-

pendent samples t-test. Further, a 2 9 2 (condition: IBWL

early non-responders vs. IBWL + ES early non-responders

x time: Week 4 and Week 12) repeated measures ANOVA

was used to determine whether the pattern of weight

change across the 12-week intervention differed between

IBWL and IBWL + ES early non-responders. One-way

ANCOVAs were used to examine whether IBWL and

IBWL + ES early non-responders differed in adherence

between Weeks 5–12, after controlling for adherence dur-

ing Weeks 1–4. To address the first secondary aim, the two

early responder groups (IBWL: n = 27, IBWL + ES:

n = 32) were collapsed and compared to early non-re-

sponders in IBWL and early non-responders in

IBWL + ES. A one-way ANOVA was used to determine

whether the 3 groups differed in weight loss at Week 12

and several one-way ANCOVAs (adjusting for adherence

during Weeks 1–4) with Bonferonni adjustments for mul-

tiple comparisons were used to examine whether the 3

groups differed in adherence between Weeks 5–12. To

address the other secondary aim, independent samples

t-tests were used to determine whether the IBWL + ES

group as a whole differed from IBWL on 12-week weight

loss, program adherence, and program satisfaction. All

analyses were conducted using SPSS for Windows (Ver-

sion 18, Chicago, IL) and statistical significance was set at

p\ 0.05.

Results

Participants

The flow of participants through the study is shown in

Fig. 1. At baseline, participants weighed 90.0 ± 19.9 kg,

had a mean BMI of 33.4 ± 6.6 kg/m2, and were

51.7 ± 10.3 years of age. Participants were predominately

female (92 %), Caucasian (90 %) and college-educated

(67 % with college degree or higher). There were no dif-

ferences in any demographic variables between treatment

50 randomized to IBWL 50 randomized to IBWL+ES

Early non-responders
n=21

Early responders
n=28

Missing 12-week 
weight data (n=1)

Missing 4-
week weight 
data (n=1)

Early non-responders
n=13

Missing 12-week
weight data (n=1)

Early responders
n=33

Missing 12-week 
weight data (n=1)

Missing 4-week 
weight data 
(n=4)

Excluded (n =103)
• Ineligible based on screener (n=36)
• Did not attend orientation session (n=55)  
• Did not sign consent (n=2)
• Consented but decided not to participate 

(n=10)

Completed Screener
(n =203)

Randomized (n =100)

21 Analyzed 27 Analyzed 12 Analyzed 32 Analyzed

Fig. 1 Flow of participants through study
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arms (p’s[ 0.40). Retention was high and similar between

groups (p = 0.14), with 92 % of all participants having

body weight measurements at Weeks 4 and 12.

Categorization of early responders and early non-

responders

Participants were categorized based upon their 4-week

weight loss; thus those missing 4-week weight data (n = 5)

were excluded from the analyses (Fig. 1). Across both

intervention arms, 64 % (n = 61) of participants were

classified as ‘‘early responders’’ and the remaining 36 %

(n = 34) were ‘‘early non-responders.’’ Early responders

and early non-responders did not differ on any demo-

graphic variables examined (p’s[ 0.18). The percentage

of early non-responders in IBWL (n = 21; 44 %) was not

statistically different from those in IBWL + ES (n = 13;

29 %; p = 0.14). Twelve out of the 13 (92 %) early non-

responders in IBWL + ES received the extra support

offered. Of note, the one participant who was eligible for

extra support but did not come in for the intervention visit

(stated she had family issues and time constraints), also did

not report her 4-week weight on the study website (her

weight was obtained via phone). Further, she did not use

the website beyond Week 3 and was lost to follow-up.

Therefore the following analyses which report on early

non-responders in IBWL + ES include only those 12 par-

ticipants who received the early intervention. All data

presented below are from completer’s analyses, only

including those 92 participants with weight data at Weeks 4

and 12.

Primary aim: comparison of IBWL and IBWL + ES

early non-responders

Figure 2 shows the trajectory of weight change over the

12-week intervention for early non-responders in both

treatment arms. At Week 4, weight losses did not differ

between IBWL and IBWL + ES early non-responders

(IBWL: -0.97 ± 0.90 %; IBWL + ES: -1.39 ± 1.1 %;

p = 0.66); however there was a trend towards a significant

time x condition interaction effect (p = 0.08), suggesting

that the provision of extra support altered the trajectory of

weight change from Weeks 4–12. At Week 12, weight

losses in IBWL + ES early non-responders were twice as

large as IBWL early non-responders who did not receive

any additional intervention (-3.94 ± 2.02 % vs.

-1.84 ± 2.92 %; p = 0.036; Cohen’s d = 0.84).

In terms of adherence, IBWL and IBWL + ES early

non-responders did not differ in the percentage of video

lessons viewed (IBWL: 75.0 ± 0.3 % vs. IBWL + ES:

81.3 ± 0.3 %; p = 0.57) or the percentage of days that

calorie intake was logged on the study website (IBWL:

83.7 ± 0.3 % vs. IBWL + ES: 91.4 ± 0.2 %; p = 0.39)

during Weeks 1–4. However in the time frame during and

after the extra support was provided (i.e., Weeks 5–12),

IBWL + ES participants who received the extra support

viewed a greater percentage of video lessons (p = 0.017;

Cohen’s d = 0.91) and logged calorie intake on a greater

percentage of days (p = 0.055; Cohen’s d = 0.87), com-

pared to IBWL early non-responders (Fig. 3).

Given that this was a preliminary investigation into

whether the provision of extra support to early non-re-

sponders improves treatment outcomes, we also assessed

the acceptability of the program. First, all 12 individuals

who accepted the offer for extra support attended the in-

person session and completed the two telephone calls with

the interventionist. Further, on a 7-point Likert scale

(1 = very dissatisfied, 7 = very satisfied), IBWL + ES

early non-responders reported that they were significantly

more satisfied with the program compared to IBWL early

non-responders (5.4 ± 1.6 vs. 4.1 ± 1.7; p = 0.03). In

addition, IBWL + ES early non-responders completed a

separate questionnaire regarding the extra support received.

Participants in IBWL + ES reported being highly satisfied

Fig. 2 Weight change for early non-responders in both treatment

conditions

Fig. 3 Program adherence for early non-responders in both treatment

arms. Legend: Unadjusted means presented; p values adjusted for %

of possible days during Weeks 1–4
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(mean = 6.17 ± 1.1 on a scale ranging from 1 = ‘very

dissatisfied’ to 7 = ‘very satisfied) with the individual visit

and follow-up telephone calls and very glad (mean =

6.00 ± 1.5 on a scale ranging from 1 = ‘not at all glad’ to

7 = ‘very glad’) that we reached out to them and offered

an individual visit. Participants also rated the usefulness of

the one-on-one visit with the weight loss coach (5.75 ±

1.7) significantly higher than they rated the usefulness of

the meal replacement products (4.58 ± 2.3) or following

the meal replacement plan (4.33 ± 2.2; p’s\ 0.05).

Secondary aim 1: comparison of early non-

responders to early responders

A secondary aim was to examine whether the provision of

extra support to early non-responders was sufficient enough

to make them similar to early responders. Given that the two

early responder groups received an identical intervention,

had similar 4-week weight losses (IBWL: -3.84 ± 0.98 %;

IBWL + ES: -3.82 ± 0.98 %; p[ 0.05), and had similar

adherence at Week 4, the two early responder groups were

collapsed and compared to IBWL and IBWL + ES early

non-responders. During Weeks 1–4, early responders

viewed 96.2 ± 11.2 % of video lessons which was signifi-

cantly greater than IBWL early non-responders (p\ 0.001)

and greater than IBWL + ES early non-responders

(p = 0.058). Further, early responders logged their calorie

intake on 95.0 ± 16.9 % of days during Weeks 1–4, which

was not significantly different from IBWL + ES (p = 0.89)

or IBWL (p = 0.082) early non-responders. During Weeks

5–12, early responders viewed 68.6 ± 33.2 % of all video

lessons and logged calorie intake on 82.6 ± 28.3 % of

possible days, which was significantly greater than IBWL

early non-responders, after controlling for adherence during

Weeks 1–4 (p’s\ 0.02). Conversely, the provision of extra

support to IBWL + ES early non-responders improved

adherence such that it did not differ from that of early

responders during Weeks 5–12 (p’s[ 0.99). However at

Week 12, early responders lost 6.4 ± 3.4 % of initial body

weight which was significantly greater than IBWL early non-

responders (p\ 0.001) and IBWL + ES early non-respon-

ders (p = 0.048).

Secondary aim 2: comparison of all participants

in IBWL versus IBWL + ES

An additional aim was to examine whether the provision of

the extra support to early non-responders in the IBWL + ES

improved weight loss and adherence in the treatment group

as a whole, compared to the IBWL treatment condition. At

Week 12, weight losses were similar between participants

randomized to IBWL (-4.9 ± 4.2 %; p = 0.96) and

IBWL + ES (-5.0 ± 3.4 %). The correlation between

Week 4 and Week 12 weight loss was strong in IBWL

(r = 0.71; p\ 0.001), but not in IBWL + ES (r = 0.26;

p = 0.09), suggesting that the provision of extra support

broke the association between initial and post-treatment

weight loss. Across the 12-week intervention period the

treatment arms did not differ in the percentage of video

lessons viewed (IBWL: 66.7 ± 32.9 % vs. IBWL + ES:

70.4 ± 25.0 %; p = 0.54) or the percentage of days that

calorie intake was logged (IBWL: 75.6 ± 31.5 % vs.

IBWL + ES: 82.9 ± 22.6 %; p = 0.20). Finally, IBWL +

ES participants had slightly higher program satisfaction

scores (5.60 ± 1.3) compared to IBWL (5.17 ± 1.6); how-

ever this was not statistically significant (p = 0.17).

Discussion

Previous trials have demonstrated that weight losses within

the first 4 weeks of a weight loss intervention are associ-

ated with post-treatment and long-term weight loss out-

comes in both face-to-face (Nackers et al., 2010; Unick

et al., 2014, 2015b) and Internet programs (Unick et al.,

2015a). However, this is the first study to utilize a stepped

care intervention model to determine whether early non-

responders in an Internet-based treatment program can be

‘rescued’ through the provision of extra support, thereby

improving treatment outcomes. These preliminary findings

indicate that early non-responders who received extra

support adhered to the Internet program better, were more

satisfied with the program they received, and lost twice as

much weight at Week 12 compared to early non-responders

in IBWL. On measures of adherence, the provision of extra

support improved adherence to the point that it was no

longer significantly different from early responders,

although weight losses were still lower than that observed

among early responders. Despite this study being only

12 weeks in duration, these findings provide preliminary

evidence that early non-responders to an Internet-based

weight loss intervention may be able to be ‘rescued’ when

additional support is provided early within the intervention,

thereby altering the weight change trajectory from pre- to

post-treatment. This was supported by the strong correla-

tion observed between 4- and 12-week weight loss in

IBWL, but not in IBWL + ES.

Several findings from the current study confirm what has

been reported previously. First, 37 % of participants lost

\2.3 % at Week 4 and thus were classified as early non-

responders. These results are in line with previous Internet

and in-person interventions in which 27 % (Unick et al.,

2015a) and 33 % (Unick et al., 2014) of participants

respectively lost \2.0 % at Week 4. Second, this study

confirmed that early weight loss is predictive of post-

treatment weight loss within a standard Internet program
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(Unick et al., 2015a). This is evidenced by the high cor-

relation observed between Week 4 and Week 12 weight

loss within IBWL participants and the fact that IBWL early

non-responders only lost 1.8 % at Week 12, compared to

the 6.4 % weight loss achieved by early responders.

In addition to these confirmatory findings, this study

adds to the existing literature by providing preliminary

evidence that early rescue efforts can improve treatment

outcomes within Internet programs. Given that Internet-

based programs are by nature minimally intensive, the

Internet may be an ideal treatment medium for employing a

stepped-care intervention model. Stepped-care approaches

start with a low intensity intervention (e.g., an Internet

program) and only increase the intensity of the intervention

for those individuals not meeting specific study goals

(Brownell, 1986; Carels et al., 2009), as was the case in the

IBWL + ES treatment arm. Findings from the current

study suggest that providing a single 30–45 min face-to-

face session and two, 10-min follow-up telephone calls to

IBWL + ES participants with a 4-week weight loss\2.3 %

altered the weight change and adherence trajectories from

Weeks 5 to 12, compared to those not receiving this extra

support. However, future studies should examine whether

altered trajectories observed in the current study continue

beyond 12 weeks and whether weight losses of early non-

responders receiving extra support eventually coincide

with that of early responders.

Given the small number of early non-responders

(n = 12) who received additional support, findings from

this study should be interpreted with caution and replicated

using larger sample sizes. Future studies should also begin

to investigate the optimal timing, intensity, and type of

intervention which maximizes weight loss for early non-

responders within the context of these stepped-care inter-

vention models. Further, additional research is needed to

determine what threshold is most cost-effective for iden-

tifying and intervening upon early non-responders. Based

upon the current findings, specifically the improved weight

loss and adherence observed among IBWL + ES early non-

responders, it is hypothesized that this type of tailored

treatment approach could lead to improved long-term

obesity treatment outcomes in Web-based interventions.

While the preliminary findings from the current study

are promising, it should be noted that the provision of a

brief period of interventionist support for early non-re-

sponders did not result in significant differences in weight

or adherence metrics at Week 12 between IBWL + ES as a

whole and IBWL. There are several possibilities for this

finding. First, this brief 3-week ‘rescue’ intervention began

at Week 5 or 6 (depending upon the participant’s sched-

ule); thus only allowing participants 6 weeks to ‘catch up’

and alter their weight change trajectory within this short,

12-week intervention. Thus, the additional 2 % weight loss

which resulted from the extra support was quite significant

given this shortened time frame. Second, only about one

quarter of IBWL + ES study participants fell within the

early non-responder category. Thus, the intervention only

targeted a small proportion of participants, making it dif-

ficult to alter overall treatment outcomes by randomization

arm in a study with a relatively small sample size and short

study duration. Future studies will require significantly

larger sample sizes in order to better understand the effect

of early rescue on post-treatment and longer-term out-

comes, as this preliminary investigation did not include an

observational follow-up period post-treatment. Finally, our

study sample was predominately Caucasian and female and

thus future studies should investigate whether these find-

ings generalize to more diverse populations.

In conclusion, this study provides preliminary evidence

that the provision of extra support to individuals with poor

initial weight loss improves program satisfaction, program

adherence and 12-week weight loss within an Internet-

based program, compared to early non-responders not

receiving extra support. This suggests that individuals at

risk of achieving little weight loss following an Internet

program may be able to be ‘rescued’ if intervened upon

early. Future studies with longer-term follow-up periods

are needed to examine whether these improvements are

sustained post-treatment.
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