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  1

Health insurance providers are a logical partner in pro-
viding third-party payment for behavioral weight loss 
programming, but little evidence of predictors of improved 
outcomes or retention in large, insurance-sponsored life-
style programming is available. The purpose was to deter-
mine predictors of weight loss and retention in an 
insurance-sponsored, community-based weight manage-
ment program. Current and former participants (N = 
2,106) were recruited to complete a program evaluation 
survey. Respondents’ survey and objective outcome data 
(n = 766) were analyzed using logistic regression proce-
dures to understand the factors predictive of clinically-
significant (5%) weight loss and program retention (>6 
months). Clinically significant weight loss was pre-
dicted by completing more than 6 months of the pro-
gram, positive ratings of staff interaction, and social 
support from friends on success. Ratings of positive 
impact of site hours of operation, nurse calls, and 
availability of safe places to be active and feeling com-
fortable at the site were predictive of program reten-
tion. Modifiable intervention, social factors, and 
site-level factors were predictive of clinically signifi-
cant weight loss and program retention, providing fod-
der for further study and dissemination to current 
providers and to a broader network of health promo-
tion professionals.

Keywords: obesity; community intervention; pro-
gram evaluation

>BACKGROUND

Translating efficacious randomized controlled trials 
to create real-world programming has been a focus of 
national obesity prevention strategy over the past dec-
ade (National Institutes of Health Obesity Research Task 
Force, 2011). In particular, programming that provides 
multidimensional treatment to modify both diet and 
exercise behavior (i.e., lifestyle change) is supported as 
superior to one-dimensional diet or exercise program-
ming for both losing weight and maintaining weight 
loss (Franz et al., 2007). However, multidimensional 
evidence-based lifestyle change programs from rand-
omized controlled trials such as the Diabetes Prevention 
Program, Weight Loss Maintenance Trial, and the Look 
AHEAD (Action for Health in Diabetes) trial (e.g., 
Diabetes Prevention Program Research Group, 2002; 
Hollis et al., 2008; Look AHEAD Research Group, 2007) 
are relatively expensive, take time for the evidence to 
build, and are not insurance reimbursable, leaving large 
public insurance agencies little choice but to reimburse 
one-dimensional programs (e.g., Weight Watchers, 
Jenny Craig) or provide financial support for gym mem-
berships (Ferguson et al., 2010).

Health insurers are a logical partner in battling obe-
sity (National Institute for Health Care Management 
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Foundation, 2005) but must respond to members’ needs 
quickly and at low cost. Insurers benefit from using 
existing “infrastructure” (e.g., fitness centers, physical 
therapy practices, primary care centers, cardiac reha-
bilitation) and personnel (e.g., physicians, exercise pro-
fessionals, registered dietitians, physical therapists) to 
quickly and effectively address member health issues. 
An innovative example of a linkage between practition-
ers and academic professionals is the insurance-funded 
West Virginia Public Employees Insurance Agency’s 
(PEIA) Weight Management Program (WMP) benefit. 
Unique among its state employee insurance peers, the 
PEIA WMP has enrolled more than 5,600 participants (as 
of July 20, 2012) since its development by PEIA in col-
laboration with academic, nutrition, fitness, and exercise 
professionals in 2004 (see Zizzi, Abildso, Henderson, & 
Cobb, in press). A previously published evaluation of the 
program showed that 76.5% of participants completed  
3 months of the program achieving a median weight loss 
of 13 pounds, and 45.7% completed 1 year, achieving a 
median of 15 pounds lost (Abildso, Zizzi, & Reger-Nash, 
2010).

Unique to the weight loss programming literature, 
the PEIA WMP reflects a malleable “intervention” that 
provides insurance reimbursements to approved pro-
viders for participants to meet with exercise, nutrition, 
and fitness professionals on a predetermined service 
schedule, allowing the professionals to adapt the inter-
vention to meet client needs via tailored exercise and 
nutrition prescriptions. The underlying assumption is 
that there is no protocol to which interventionists must 
remain faithful. As such, predictors of participant success 
and retention need to be identified and disseminated to 
providers and other health promotion professionals inter-
ested in implementing a similar program. Analytically, 
this represents shifting from using analyses to identify the 
characteristics of individuals who would benefit most 
from a protocol-driven lifestyle intervention to using 
analyses to identify the characteristics of the interven-
tion that would most benefit a variety of individuals. 
Theoretically, this shift represents an acknowledgement 
by health professionals (and researchers) of “chaos as a 
starting point for their practice” (Green, 2006) and the 
multidimensional, multilevel nature of health behavior 
impacts of physical and social environments espoused 
in the social ecological model (Stokols, 1992).

Much of the research to date on weight loss lifestyle 
change program success and retention has been con-
ducted within the confines of efficacy trials in an attempt 
to better define the characteristics for whom randomized 
clinical trials work, limiting the translation of best prac-
tices to practitioners and the reach of the program to 
various participants. The purpose of this study was, 

therefore, to combine survey and objective health data 
to determine the programmatic, social, and physical 
environmental factors predictive of clinically signifi-
cant weight loss and program retention in a multisite, 
insurance-sponsored WMP.

>METHOD

Participants

Participants who enrolled in the PEIA WMP between 
April 1, 2005, and June 30, 2008, constituted the study 
population. The enrollment dates were chosen to 
ensure that all participants could have completed at 
least 6 months of the WMP by the time study recruit-
ment began in February 2009. A full evaluation and 
details of the WMP are available (Abildso et al., 2010).
Briefly, the WMP provides reduced-cost access to exer-
cise and nutrition professionals at private exercise 
facilities (i.e., fitness and wellness centers, physical ther-
apy practices, hospital-based cardiac rehabilitation facili-
ties) throughout WV in three phases during which 
intervention services lessen over time. Figure 1 details the 
provision of intervention services, member copayments, 
and insurance reimbursements to the facilities as par-
ticipants progress through Phases I (Months 1-3), II 
(Months 4-12), and III (Months 13-24). The total cost of 
participation for those completing 1 year of the program 
is $24.79 per week ($1,289 total) with approximately 
20% of that cost ($261) borne by the participant in the 
form of a monthly copayment.

Participants are tracked and contacted periodically 
by care management nurses and expected to lose 
approximately 12 pounds during Phase I (3 months); 
otherwise, no weight loss, calorie intake, or physical 
activity goal is mandated or strictly enforced. 
Participants may be removed from the program if they 
fail to exercise at the site at least twice per week; turn in 
food logs periodically; attend appointments with the 
exercise physiologist, registered dietitian, or personal 
trainer; or have body measurements taken monthly by 
site staff. Professional exercise and nutrition services are 
provided following relevant guidelines for weight loss 
and maintenance by relevant professional organizations 
such as the American College of Sports Medicine (2005) 
and the American Dietetic Association (Cummings, 
Parham, & Strain, 2002), though no specific protocols 
are mandated. Similarly, the insurance agency suggests 
following fitness assessment and anthropometric meas-
urement protocols recommended by relevant profes-
sional organizations (e.g., American College of Sports 
Medicine, YMCA), but no single protocol is required. 
Facilities are strongly encouraged to remain consistent 
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in their measurement protocols and instrumentation. 
For example, each participant at a facility should use 
the same bioimpedance body fat analyzer at all meas-
urement collection points.

This study was approved by the university’s institu-
tional review board and reflects one project within a 
larger research and evaluation contract funded by 
PEIA. Using a modified version of Dillman’s (2007) 
recruiting method, eligible participants were contacted 
by mail and/or e-mail up to five times to complete a 
program evaluation survey. To encourage participation, 
the opportunity to enter a random drawing for 100 
recipients to receive a free book was offered (You: The 
Owner’s Manual by Drs. Mehmet Oz and Michael 
Roizen or You: Staying Young by Drs. Roizen and Oz).

Eligible study participants (N = 2,106) were sent a 
letter in February 2009 notifying them that a survey 
would be forthcoming. Within 2 weeks, a link to the 
online survey was sent to those with e-mail addresses 
(n = 1,056) or a copy of the survey was sent by mail to 
those without e-mail addresses (n = 1,050). Eligible 
participants with working e-mail addresses were 
e-mailed reminders twice before being mailed a hard 
copy of the survey. Surveys were mailed to those with 
invalid e-mail addresses (n = 332). These participants, 
and those without e-mail, were sent a follow-up letter 
within 3 weeks of receiving the hard copy of the survey 
if they had not filled out and returned the survey.

Instrumentation

Participants were asked to complete a program eval-
uation survey containing sections pertaining to exer-
cise and weight history, factors affecting success, site 
environment characteristics, current health behaviors, 
and demographic information. The survey contained 

55 open-ended or closed-ended items or instruments. 
The survey sections and items pertinent to this study 
are described in detail below.

Exercise and weight history. Exercise history was 
ascertained using items from the physical activity mod-
ule of the Behavioral Risk Factor Surveillance System 
(Brownson, Jones, Pratt, Blanton, & Heath, 2000). Separate 
items queried participants to retrospectively assess the 
number of days in a usual week they did 30 or more 
minutes of moderate physical activity and 20 or more 
minutes of vigorous physical activity in the 6 months 
prior to entering the WMP. Responses were then coded 
as sedentary, insufficiently active, or meeting physical 
activity guidelines. Number of weight loss attempts 
since turning 18 years old was assessed using a single, 
open-response item and categorized using response 
quartiles (<5, 5-9, 10-19, • •20).

Factors affecting success. Participants were asked 
to rate the perceived impact that 17 different social 
(e.g., “social support from friends”), programmatic (e.g., 
“meetings with the registered dietician”), site (e.g., 
“hours of operation of the site), and environmental 
(e.g., “availability of places to be active near your 
home”) factors had on their Phase I success using a 
7-point scale (−3 = very negative impact, 0 = no 
impact, 3 = very positive impact). Because of negative 
skew in nearly all impact items, responses were con-
densed into dichotomous variables (no or negative 
impact [response values −3 to 0] versus positive impact 
[response values 1 to 3]).

Site environment. Participants were also asked to 
rate their agreement with six statements about the 
site where they exercised during Phase I (e.g., “I felt 

Phase I
(months 1-3)

Phase II
(months 4-12)

Phase III
(months 13-24)

Service M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 M13 M14-24

Registered Dietitian 60 − 60 − − 30 − − 30 − − − 60 −
Fitness Assessment 60 − 60 − − 30 − − 30 − − − 60 −
Personal training 30 30 30 15 15 15 15 15 15 15 15 15 15 15/mo
Member co-payment $45 $45 $45 $14 $14 $14 $14 $14 $14 $14 $14 $14 $25 maxa $25 maxa

Agency payment to 
facility

$246.67 $246.67 $246.67 $32 $32 $32 $32 $32 $32 $32 $32 $32 $25 maxa $25 maxa

FIGURE 1 Minutes of Services per Participant Month and Monthly Reimbursement Made by the Insurer During the Weight 
Management Program
a. Member copayment (and insurance agency payment to the facility) during months 13-24 is one half of the facility’s maximum 
published private membership fee up to a maximum of $50.
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comfortable at the site”) on a 4-point scale (1 = strongly 
disagree, 2 = disagree, 3 = agree, 4 = strongly agree). 
Responses were again condensed into dichotomous vari-
ables because of skewed data (disagree/strongly disa-
gree vs. agree/strongly agree).

Demographic information. The final section of the 
survey asked for demographic information. The follow-
ing variables and categorizations were used for this 
study: age at program start (18-34.9, 35-44.9, 45-54.9, 
• •55 years), gender (male, female), marital status (mar-
ried, not married), and employment status (employed 
full-time or part-time, not employed).

Weight Data and Length of Time in Program

Clinical weight change and program adherence were 
the two dependent variables of interest in this study. 
Both were measured objectively. Fitness and exercise 
professionals at facilities measure participant data 
monthly, including height, weight, body mass index 
(BMI), blood pressure, body fat percentage, and waist 
circumference. Each site determines its measurement 
protocols on the basis of available instruments and staff 
training, though consistency is strongly encouraged by 
PEIA. Data are entered into a secure web-based database 
from which data were extracted for the current study. 
Baseline and final program measurements were used to 
calculate percentage of baseline weight lost during the 
program. Weight change was categorized as clinically 
significant loss (• •5%) or nonclinically significant loss 
(<5%)/weight gain (Mertens & Van Gaal, 2000; Van Gaal, 
Wauters, & De Leeuw, 1997; Wing et al., 1987). Furthermore, 
because each data point has a date associated with it, these 
data were used to calculate the length of time each par-
ticipant remained in the program. A period of at least 6 
months is generally needed for any new behavior change 
to be maintained (Prochaska & Velicer, 1997), the com-
mon length of weight management interventions and the 
point at which weight loss peaks in these interventions 
(Franz et al., 2007; Wadden, Butryn, & Byrne, 2004; 
Wing, 2002). Thus, length of time in the program was 
classified as • •6 months or >6 months.

Analyses

Statistical analyses were conducted using SPSS 
Version 19.0. Exploratory stepwise logistic regression 
analyses were conducted (Field, 2009) to identify the 
predictors of two dependent variables: 1) achieving at 
least 5% weight loss during the program and 2) complet-
ing more than 6 months of the program. Three regres-
sion models were run for each of the two outcomes to 

determine factors to include in a final predictive model. 
Model A included four demographic factors (marital 
status, gender, employment status, and age), weight loss 
attempts, length of time in program, baseline PA, and 
objectively measured baseline BMI; Model B included 
17 perceived impact items; and Model C included six 
site environment factors. Predictors significant at the 
p<.05 level from Models A-C were included in the final 
model for each dependent variable. Odds ratios (OR) 
and 95% confidence intervals (CIs) are reported for 
achieving • •5% in-program weight loss and completing 
more than 6 months of the program.

>RESULTS

Response and Baseline Data

The overall response rate to the survey was 39.6% 
(see Figure 2 for details); 49.7% for individuals con-
tacted via e-mail (N = 1,056) and 25.5% for individuals 
who were mailed a survey (N = 1,050). A total of 835 
surveys were received, 364 online and 471 by mail. 
Thirty-six surveys were partially completed and, thus, 
removed from the analytic sample. The majority 
(64.7%, n = 517) of respondents had completed Phase I 
within 2 years of this project. Respondents (M = 52.4 
years, SD = 9.6) and nonrespondents (M = 49.3 years, 
SD = 11.1) differed in age (p < .001) but were similar in 
BMI, length of time in program, percentage weight loss, 
prevalence of 5% weight loss, and gender (all ps • • .17). 
The vast majority of respondents were women (80.2%), 
White/Caucasian (94.9%), married (74.8%), and 
employed full-time or part-time (81.7%). Data from 33 
completed surveys were removed because they did not 
have a weight measurement following baseline (n = 
26), had a baseline BMI <25 kg/m2 (n = 3), or became 
pregnant during the program (n = 4), resulting in a final 
analytic sample of 766.

Sample demographics are presented in Table 1. The 
majority of the sample was female (79.6%, n = 610), 
older than 45 years (74.7%, n = 572), and employed 
(81.9%, n = 627). Slightly more than half had a prepro-
gram BMI • •35 kg/m2 (54.4%, n = 417). Clinically sig-
nificant weight loss was achieved by 46.5% (n = 356) 
of the sample, and the majority (73.1%, n = 560) com-
pleted more than 6 months of the program. Table 2 
provides frequencies of the responses to the success 
factor and site environment items included in regres-
sion Models B and C. Responses were mostly favorable, 
suggesting an overall positive regard for the program 
with the least positive responses for accessibility/
availability of safe physical activity facilities and 
healthy inexpensive foods. To test for response bias 
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because of time and percentage weight change since 
program completion, independent t tests were con-
ducted. Months since program completion and percent-
age weight change were the dependent variables and the 
perceived impact and site environment items (n = 23) 
were the independent variables. The majority showed 
significant differences (13 of 23; p < .01) for the months 
since program completion, but none was significant for 

the percentage weight change variable. The effect size 
estimates of these differences were small (squared point 
biserial correlation [r2

pb
] = .009-.037; Cohen, 1998) for 

all but one variable, “location of the site” (r2
pb

 = .061). 
Because of the small to moderate effects, none of these 
variables was controlled for in final analyses. The trend 
showed that those with more negative perceptions had 
been out of the program longer.

FIGURE 2 Sample Phases and Response Rates
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TABLE 1
Sample Demographic and Outcome Data (N = 766)

n %

Married 568 74.2
Female 610 79.6
Employed full- or part-time 627 81.9
Age at program start, years  
 18-34.9 63 8.2
 35-44.9 131 17.1
 45-54.9 290 37.9
 55+ 282 36.8
Preprogram physical activity  
 Sedentary 226 29.5
 Insufficiently active 398 52.0
 Meeting guidelines 136 17.8
Baseline body mass index, kg/m2  
 Overweight (25-29.9) 83 10.8
 Obese I (30-34.9) 266 34.7
 Obese II (35-39.9) 178 23.2
 Obese III (40+) 239 31.2
Weight loss attempts  
 <5 164 21.3
 6-9 135 17.5
 10-19 186 24.3
 • •20 209 27.0
Time in program, months  
 • •6 206 26.9
 >6 560 73.1
Percentage in-program weight change  
 Lost <5% or gained weight 410 53.5
 Lost • •5% 356 46.5

Predictors of Clinically Significant Weight Loss

Regression Model A revealed that completing more 
than 6 months of the program was predictive of achiev-
ing 5% weight loss (OR = 2.41, 95% CI = 1.69-3.44). 
Two items rated as having a positive impact were pre-
dictive of achieving 5% weight loss in Model B:  
(a) “Interaction with the staff at the site” (OR = 2.23, 95% 
CI = 1.48-3.34) and (b) “Social support from friends” (OR = 
1.84, 95% CI = 1.29-2.61). Regression Model C revealed 
that those agreeing with the statement, “I felt wel-
comed by the site staff” were more likely to achieve 5% 
weight loss than those that disagreed (OR = 1.88, 95% 
CI = 1.13-3.11).

In the final model, completing more than 6 months 
of the program (OR = 2.23, 95% CI = 1.56-3.18), rating 

staff interaction as having a positive impact (OR = 2.13, 
95% CI = 1.47-3.09) and rating social support from 
friends as having a positive impact (OR = 1.48, 95% CI = 
1.07-2.05) were predictive of achieving at least 5% 
weight loss. Combined, these factors were able to accu-
rately predict 62.6% of the respondents who achieved 
>5% weight loss in the program. This regression model 
suggests that respondents who completed more than  
6 months of the WMP and had positive staff interac-
tions were more than twice as likely to achieve 5% 
weight loss, compared with respondents without these 
positive experiences. The model also suggests that per-
ceived social support from friends only (not family, 
other exercisers, or other program participants) may 
also positively contribute to weight loss.

Predictors of Program Retention

No significant predictors of completing >6 months of 
the program were found in regression Model A. 
Regression Model B revealed that responses indicating 
a positive impact of the following four factors were pre-
dictive of completing >6 months of the program:  
(a) “Calls from nurses to check on progress” (OR = 2.39, 
95% CI = 1.60-3.58), (b) “Hours of operation of the site” 
(OR = 2.14, 95% CI = 1.29-3.55), (c) “Location of the 
site” (OR = 1.87, 95% CI = 1.13-3.10), and (d) “Availability 
of safe places to be active near your home” (OR = 1.61, 
95% CI = 1.07-2.44). Of the six potential predictors in 
Model C, only agreement with “I felt comfortable at the 
site” was revealed as a significant predictor of program 
retention (OR = 3.16, 95% CI = 2.05-4.85).

In the final model, four factors significantly pre-
dicted completing >6 months of the program: site hours 
of operation (OR = 2.58, 95% CI = 1.72-3.87), nurse 
calls (OR = 2.53, 95% CI = 1.74-3.68), feeling comfort-
able at the site (OR = 2.24, 95% CI = 1.37-3.66), and 
availability of safe places to be active (OR = 1.76, 95% 
CI = 1.20-2.58). Combined, these factors were able to 
accurately predict 76.5% of the respondents who suc-
ceeded in completing at least 6 months in the program. 
The regression findings suggest that several site and 
neighborhood factors positively affected duration in 
the program, namely, access to a site with more con-
venient hours of operation, feeling comfortable at the 
site, a perceived positive impact of nurse calls, and 
availability of safe locations for physical activity near 
their home.

>DISCUSSION

The current study produced promising findings 
regarding participant success and retention predictors 
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in a community-based WMP. First, demographic factors 
were not predictive of clinical weight loss or participant 
retention, suggesting the program was effective in pro-
moting clinically significant weight loss and retaining 
participants across multiple age, BMI, physical activity 
level, and weight loss history groups. Second, modifia-
ble factors such as staff interaction and social support 

from friends were predictive of clinical weight loss, 
suggesting that additional research into positive staff 
and friend characteristics and behaviors is warranted. 
Third, completing 6 months was predictive of achieving 
clinically significant weight loss. Combining this with 
the finding that factors such as facility hours, inter-
ventionist calls (in this case, by nurses), and feeling 

TABLE 2
Respondents’ Ratings of Specific Factors Related to Success of the PEIA Weight Management Program

Factor n %

Sociala  
 Social support from friends 499 65.1
 Social support from family 565 73.8
 Support of other Program participants at the site 505 65.9
Programa  
 Time from your initial call to PEIA until program start 424 55.4
 Calls from nurses to check on progress 474 61.9
 Fitness/exercise assessments 601 78.5
 Personal training services at the site 582 76.0
 Having weight or other body measurements done 636 83.0
 Meetings with the registered dietitian 525 68.5
 Cost of the program 545 71.1
Site featuresa  
 Location of the site 559 73.0
 Hours of operation of the site 558 72.8
 Interaction with the staff at the site 569 74.3
 Quality and availability of equipment at the site 657 85.8
Environment, generala  
 Availability of safe places to be active near your home 459 59.9
 Cost/accessibility of healthy foods in your community 397 51.8
 Your ability to prepare healthy meals 506 66.1
Environment, siteb  
 I felt intimidated at the site 128 16.7
 I felt welcomed by the staff 682 89.0
 I knew what was expected of me by the staff 627 81.9
 I felt comfortable at the site 653 85.2
 I felt “lost” at the site 105 13.7
 I felt accepted by other exercisers at the site 674 88.0

NOTE: PEIA = Public Employees Insurance Agency.
a. Respondents were asked to rate the impact that specific factors had on their Phase I success using a 7-point scale (−3 = very negative 
impact, 0 = no impact, 3 = very positive impact). Because of negative skew in nearly all items, responses were condensed into 
dichotomous variables (no or negative impact [response values −3 to 0] vs. positive impact [response values 1 to 3]). The number and 
percentage of positive impact responses are reported.
b. Respondents were asked to rate their agreement with the above statements about the site where they exercised on a 4-point scale (1 = 
strongly disagree, 2 = disagree, 3 = agree, 4 = strongly agree). Responses were condensed into dichotomous variables because of 
positively skewed data (disagree/strongly disagree vs. agree/strongly agree). The number and percentage of agree/strongly agree 
responses are reported.
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comfortable at the site were predictive of completing 6 
months further suggests potential targets for best prac-
tice research and dissemination. Finally, the finding 
that accessibility to safe places to be active was predic-
tive of program retention suggests that policy makers 
and communities should invest in their communities 
and help support interventions for those battling to 
lose weight by increasing the number of safe places to 
be active.

The study’s findings are novel but limited. Of pri-
mary concern is the lack of standardized procedures 
and instruments for measuring health outcomes across 
the dozens of sites. To minimize this issue, trained exer-
cise professionals take participant measurements using 
accepted professional standards of practice and are 
strongly encouraged to be consistent within participants 
over time. This limitation is tempered by the large com-
munity sample across multiple program sites. An addi-
tional limitation is the reliance on retrospective 
perception data for Phase I, which respondents may 
have completed up to 4 years prior to the survey, though 
the majority of respondents had completed Phase I 
within 2 years of this project. Furthermore, the retro-
spective nature of the evaluation of Phase I perceived 
impact and site environment statements could have 
been influenced by the respondents’ performance in the 
program or postprogram weight loss/regain. Ideally 
these would be evaluated prospectively. Additionally, 
the generalizability of the findings is limited because of 
the lack of diversity in our population and sample. The 
majority of participants in the program and respondents 
to the survey are White, married women older than 
45 years, which is very similar to National Weight 
Control Registry survey respondents and supports the 
finding that women, more often than men, use formal 
programs to lose weight (Klem, Wing, McGuire, Seagle, & 
Hill, 1997). Last, the reliance on survey data presents a 
challenge common in program evaluation because of 
multiple potential sources of survey error (Dillman, 
2007). Our sample rate (39.6%) is consistent with a meta-
analysis of web-based surveys (39.6%; Cook, Heath, & 
Thompson, 2000). Sampling and coverage errors were 
minimized by inviting all members of the population to 
respond, and nonresponse error was minimal because 
responders differed from nonresponders only in age, 
not in other important variables such as BMI, program 
completion, or 5% weight loss rate.

>CONCLUSIONS

In spite of limitations, the results of the current study 
suggest that respondents’ evaluation of their interac-
tions with site personnel and the site environment are 

critical to program retention and, consequently, weight 
loss in a community-based WMP. Fitness facilities pro-
vide a well-established infrastructure in the United 
States through which WMPs could be widely imple-
mented by any public or private insurance agency. 
Roughly 256 million Americans had insurance coverage 
in 2010 (U.S. Census Bureau, 2011). Assuming 63.7% 
prevalence of overweight and obesity (Centers for 
Disease Control and Prevention, 2010), a WMP such as 
PEIA’s, if implemented by all public and private insur-
ers could affect roughly 163 million people. Care must 
be taken in implementing a WMP, however, because 
fitness facilities may initially be intimidating to over-
weight and obese individuals. The WMP studied is 
conducted in many such facilities. Thus, this study’s 
findings show that care must be taken by fitness facility 
staff to make participants feel welcomed. Further study 
should be conducted to better understand the charac-
teristics of personnel and facilities that promote reten-
tion and weight loss in this and other facility-based 
programs so that health promotion professionals may 
design programs that best promote participant success 
and retention. Additionally, participants in community-
based WMPs should periodically be queried about 
program services and facilities in a prospective fashion 
to promote retention and to allow for thorough evalua-
tion of such interventions.
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