
W
2
E
M

B

M

R

C

I

A
v
h
n
w
U
H
l
S
t
c
F
g

F
H
t

M
H

1

eight-Control Practices Among U.S. Adults,
001–2002

dward C. Weiss, MD, MPH, Deborah A. Galuska, PhD, MPH, Laura Kettel Khan, PhD,
ary K. Serdula, MD, MPH

ackground: Approximately $50 billion a year is spent by Americans on weight-loss products and
services. Despite the high cost, few national studies have described specific weight-loss and
weight-maintenance practices among U.S. adults. This analysis describes the use of specific
practices by U.S. adults who tried to lose weight or tried only not to gain weight during the
previous 12 months.

ethods: Data were analyzed from the 2001–2002 National Health and Nutrition Examination
Survey (NHANES) conducted on a nationally representative sample of the U.S. population.
This study focused on adults aged 20 years or older who were both interviewed and
examined (n �5027).

esults: Fifty-one percent of U.S. adults tried to control their weight in the previous 12 months,
including those who tried to lose weight (34% of men, 48% of women) and those who tried
only not to gain weight (11% vs 10%, respectively). Among 2051 adults who tried to control
their weight, the top four practices were the same: ate less food (65% among those who
tried to lose weight, 52% among those who tried only not to gain weight); exercised (61%
vs 46%, respectively); ate less fat (46% vs 42%); and switched to foods with lower calories
(37% vs 36%). Less than one fourth combined caloric restriction with the higher levels of
physical activity (300 or more minutes per week) recommended in the 2005 dietary
guidelines by the U.S. Department of Health and Human Services and U.S. Department of
Agriculture.

onclusions: Although weight control is a common concern, most people who try do not use
recommended combinations of caloric restriction and adequate levels of physical activity.
(Am J Prev Med 2006;31(1):18–24) © 2006 American Journal of Preventive Medicine
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mericans spend approximately $50 billion a
year on weight-loss products and services.1 De-
spite the high cost, the availability of a wide

ariety of weight-loss programs and services, and a
eightened awareness of the epidemic of obesity, few
ational studies have described specific weight-loss and
eight-maintenance practices among adults in the
nited States.2–6 Both the 1998 National Institutes of
ealth (NIH) guidelines7 and the 2005 dietary guide-

ines by the U.S. Department of Health and Human
ervices (USDHHS) and U.S. Department of Agricul-
ure (USDA)8 recommend reducing calories and in-
reasing physical activity as strategies for weight loss.
or the prevention of gradual weight gain, the dietary
uidelines recommend making small decreases in food

rom the National Center for Chronic Disease Prevention and
ealth Promotion, Division of Nutrition and Physical Activity, Cen-

ers for Disease Control and Prevention, Atlanta, Georgia
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nd beverage calories and increasing physical activity.8

hile the 1998 NIH guidelines7 recommend that all
dults set a long-term goal to accumulate at least 30
inutes of moderate-intensity physical activity on most,

nd preferably all, days of the week for weight loss and
eight maintenance (150 or more minutes per week),

he 2005 USDHHS/USDA dietary guidelines8 recom-
end engaging in approximately 60 minutes of mod-

rate- to vigorous-intensity activity on most days of the
eek (300 or more minutes per week) to help manage
ody weight and prevent gradual, unhealthy weight
ain in adulthood.7,8 An improved understanding of
mericans’ current weight-management practices and

ates of meeting the recommended combination of
aloric restriction and adequate levels of physical activ-
ty could lead to a better targeting and promotion of
ecommended practices.

Weight-control practices reported by the National
ealth and Nutrition Examination Survey (NHANES)
ere assessed using the most current data available
2001–2002).9 Unlike other national surveys, NHANES
sks about weight-control practices tried in the past 12

onths rather than just at the time of the survey. Our
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bjectives follow: (1) to determine the prevalence and
redictors of trying to lose weight or trying only not to
ain weight in the previous 12 months, (2) to describe
he use of specific practices either to lose or to keep
rom gaining weight, and (3) to determine the preva-
ence of meeting current recommendations for caloric
estriction combined with physical activity at both lower
150 or more minutes per week) and higher (300
inutes or more per week) levels.

ethods

ata used were from the 2001–2002 NHANES, a continuous
nnual survey of the civilian non-institutionalized U.S. popu-
ation.9 NHANES uses a complex, stratified, multistage prob-
bility sampling design. Data are collected through both an
n-home interview and a physical examination at mobile
xamination centers. The overall participation rate for com-
leting both the in-home interview and the physical exami-
ation in 2001–2002 was 81% (S. Ramirez, National Center

or Health Statistics, e-mail communication, May 25, 2005).
Weight-control status was determined by the following

lgorithm. Respondents were asked, “During the past 12
onths, have you tried to lose weight?” This question was

kipped in those who reported an intentional weight loss of
10 lb from their weight a year ago to their current weight.
espondents were defined as having tried to lose weight if

hey either tried to lose weight or intentionally lost �10 lb in
he past 12 months. Additionally, all respondents were asked,
During the past 12 months, have you done anything to keep
rom gaining weight?” After excluding those who tried to lose
eight, respondents were defined as having tried only not to
ain weight if they reported doing anything to keep from
aining weight during the past 12 months.
Weight-control practices were assessed for respondents

ho tried to lose or to keep from gaining weight during the
revious 12 months. Respondents who tried to lose weight
ere asked, “How did you try to lose weight?” and were given
card that listed the following weight-control practices:

1) ate less food (amount); (2) switched to foods with lower
alories; (3) ate less fat; (4) exercised; (5) skipped meals;
6) ate “diet” foods or products; (7) used a liquid diet formula
uch as Slimfast or Optifast; (8) joined a weight-loss program
uch as Weight Watchers, Jenny Craig, Tops, or Overeaters
nonymous; (9) followed a special diet such as Dr. Atkins,
ther high-protein or low-carbohydrate diet, Zone, grape-
ruit, or Pritikin (specify); (10) took diet pills prescribed by a
octor; (11) took other pills, medicines, herbs, or supple-
ents not needing a prescription; (12) took laxatives or

omited; (13) drank a lot of water; or (14) other. Respon-
ents were allowed to select as many as were applicable.
espondents who tried to keep from gaining weight were
sked, “What did you do to keep from gaining weight?” They
oo were given a card listing all of the aforementioned
ptions and asked to select as many as were applicable.
Physical activity was assessed with the following questions.

articipants were asked, “Over the past 30 days, did you do
ny vigorous activities for at least 10 minutes that caused
eavy sweating, or large increases in breathing or heart rate?”
hey were then given examples of common vigorous activities

e.g., running, high-impact aerobics). Those who indicated w

uly 2006
yes” were asked, “[Over the past 30 days], what vigorous
ctivities did you do?” To assess moderate physical activities,
articipants were asked, “[Over the past 30 days], did you do
oderate activities for at least 10 minutes that cause only light

weating or a slight to moderate increase in breathing or
eart rate?” They were then given examples of common
oderate activities (e.g., walking, yoga). Those who indicated

yes” were asked, “[Over the past 30 days], what moderate
ctivity or activities did you do?” For each moderate and
igorous activity reported, participants were asked, “Over the
ast 30 days, how often did you do [activity]?” and “Over the
ast 30 days, on average about how long did you do [activity]
ach time?” The total time spent on all moderate and
igorous activities in the previous month was used to calculate
he average minutes of weekly leisure-time physical activity of

oderate intensity or greater.
Caloric restriction was defined by those who reported that

hey ate less food (amount), switched to foods with lower
alories, or both. Physical activity was defined on two levels:
1) �150 minutes per week (based on the 1998 NIH guide-
ines7 of �30 minutes of moderate-intensity physical activity
n most days of the week for weight loss and weight mainte-
ance); or (2) �300 minutes per week (based on the 2005
SDHHS/USDA dietary guidelines8 recommendation of
60 minutes of moderate- to vigorous-intensity physical activ-

ty on most days of the week for weight management and to
revent gradual, unhealthy body weight gain in adulthood).
Of the 5027 adults aged �20 years who were both inter-

iewed and examined, participants were excluded if they were
regnant or missing pregnancy information (n �362), or if
hey were missing information on demographics or physical
ctivity (n �13), body mass index (BMI) (n �289), weight-
ontrol efforts (n �7), or weight-control practices (n �2).
he final sample consisted of 4354 participants.
To account for the complex sampling design, the SUDAAN

ersion 9.0 (Research Triangle Institute, Research Triangle
ark NC, 2005) software package was used for data analysis.
ultiple logistic regression was used to identify variables

ssociated with trying to lose weight or trying only not to gain
eight. The independent variables included in the models
ere age (20 to 29, 30 to 39, 40 to 49, 50 to 59, 60 to 69, �70),
ace/ethnicity (non-Hispanic white, non-Hispanic black,
exican American, other [including multiracial]), education

less than high school, high school graduate, more than high
chool), smoking status (never smoker, former smoker, cur-
ent smoker), and BMI. The chi-square test was used to detect
ignificant differences (p �0.05) between weight-loss and
eight-maintenance practices and between practices for men
nd for women.

esults

he prevalence of trying to control weight (i.e., lose,
eep from gaining weight, or both) in the previous 12
onths was 51.3%. The prevalence of trying to lose
eight in the previous 12 months was 33.8% for men
nd 47.9% for women (Table 1). Women had a higher
revalence of trying to lose weight in nearly every
ociodemographic and BMI category. Many more
omen with a normal BMI reported trying to lose

eight in the previous year than men (29.8% vs 9.9%).

Am J Prev Med 2006;31(1) 19
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he prevalence of trying only not to gain weight over
he previous 12 months was similar between women
nd men at 9.8% and 11.0%, respectively.

Among both genders, trying to lose weight varied by
ociodemographic category, but was most strongly pos-
tively associated with increased BMI (Table 2). Among

en, there was no significant association with age
etween trying to lose weight and trying neither prac-
ice. However, among women the adjusted odds of
rying to lose weight decreased significantly in those
ged �60 compared to those aged 20 to 29. The odds
f trying to lose weight were about 50% lower in
on-Hispanic black women compared with non-
ispanic white women, but did not vary significantly by

ace/ethnicity among men. Among both genders, the
dds of trying to lose weight increased with education,
nd were about 30% lower among current smokers
han never smokers.

The gender-specific odds of trying only not to gain
eight compared with trying neither practice varied by
ace/ethnicity, education, and smoking status similarly
o the odds of trying to lose weight (Table 2). The
djusted odds of men trying only not to gain weight

able 1. Prevalence of weight-control statusa among U.S. adu

Men

n

Tried to lose
weight

(n � 700)
%

Tried only no
gain weight
(n � 212)

%

verall 2209 33.8 11.0
ge in years
20–29 387 32.3 6.4
30–39 361 28.9 11.0
40–49 438 36.5 11.7
50–59 332 39.3 13.5
60–69 311 35.0 12.8
�70 380 29.2 12.7

ace/ethnicity
Non-Hispanic white 1162 35.5 12.1
Non-Hispanic black 433 27.3 7.5
Mexican American 479 27.2 5.7
Other (including

multiracial)
135 33.0 10.0

ducation
Less than high school 680 22.1 5.0
High school graduate 514 33.1 8.3
More than high school 1015 38.1 14.2

moking status
Never smoker 902 37.9 12.5
Former smoker 707 33.9 13.1
Current smoker 600 27.3 6.3

ody mass index (kg/m2)
�25.0 676 9.9 9.1
25.0–�30.0 951 37.2 12.8
�30.0 582 55.5 10.2

ample sizes were unweighted. Percentages were weighted to be nat
Time period covered is previous 12 months.
HANES, National Health and Nutrition Examination Survey.
although only statistically significant for those aged 60 (

0 American Journal of Preventive Medicine, Volume 31, Num
o 69) were higher in those aged �30 (compared to
hose aged 20 to 29), which differs from the suggested
ecrease or lack of association with age among men
rying to lose weight. Unlike for women trying to lose
eight, there was no statistically significant decrease in
omen trying only not to gain weight compared with

rying neither in those aged �60. The adjusted odds of
rying only not to gain weight were higher in over-
eight and obese men compared with normal-weight
en, but were not statistically different in overweight or

bese women compared with normal-weight women.
In general, the prevalence of specific practices was

igher for those trying to lose weight compared with
hose trying only not to gain weight. Among those who
ried to lose weight or tried only not to gain weight, the
op four practices were the same (Table 3): ate less food
amount) (64.7% among those who tried to lose
eight, 52.2% among those who tried only not to gain
eight), exercised (61.3%, 45.9%), ate less fat (45.7%,
1.7%), and switched to foods with lower calories
37.2%, 35.9%). Less-common practices included the
ollowing: drank a lot of water (30.0%, 20.3%), skipped

eals (16.7%, 8.9%), ate diet foods or products

ged �20 years) by gender, NHANES 2001–2002

Women

Neither
n � 1297)

% n

Tried to lose
weight

(n � 955)
%

Tried only not to
gain weight
(n � 184)

%

Neither
(n � 1006)

%

55.2 2145 47.9 9.8 42.3

61.3 344 53.4 8.6 38.0
60.1 357 48.8 6.2 45.0
51.8 407 45.5 14.9 39.6
47.2 301 56.5 7.8 35.7
52.2 346 49.8 8.9 41.3
58.1 390 27.0 11.9 61.1

52.4 1126 48.7 11.8 39.5
65.2 430 46.3 5.1 48.6
67.1 439 48.9 6.7 44.4
57.0 150 43.8 2.6 53.6

72.9 621 43.6 3.7 52.7
58.6 509 47.8 7.0 45.2
47.7 1015 49.4 13.1 37.5

49.6 1288 47.6 11.6 40.8
53.0 439 52.6 8.9 38.5
66.4 418 44.5 5.9 49.6

81.0 738 29.8 13.7 56.5
50.0 672 55.0 8.2 36.8
34.3 735 63.6 6.4 30.0

representative.
lts (a

t to

(

ionally
11.5%, 5.1%), took nonprescription supplements

ber 1 www.ajpm-online.net
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11.5%, 1.4%), used a liquid diet formula (10.2%,
.8%), followed a special diet (7.3%, 1.1%), joined a
eight-loss program (6.8%, 0.4%), took prescription
iet pills (3.2%, 0.6%), other (specify) (3.0%, 3.1%),
nd took laxatives or vomited (2.6%, 1.7%).

Among those who tried to lose weight, men were
ignificantly more likely than women to exercise
66.4% men, 57.9% women), but less likely to use a
iquid diet formula (7.0%, 12.4%); join a weight-loss
rogram (2.5%, 9.8%); take diet pills prescribed by a
octor (1.5%, 4.5%); take other pills, medicines, herbs,
r supplements not needing a prescription (8.0%,
3.9%); and drink a lot of water (24.2%, 34.0%).
mong those who tried only not to gain weight, men
ere less likely than women to use a liquid diet formula
0.1%, 3.6%).

The prevalence of caloric restriction was 74.4% in
hose who tried to lose weight and 67.8% in those who
ried only not to gain weight (Table 4). The median
eekly leisure-time physical activity was 135 minutes in

hose who tried to lose weight, and 180 minutes in
hose who tried only not to gain weight (results not

able 2. Predictors associated with weight-control statusa am
001–2002

Men

Tried to lose
weightb

OR (95%CI)c

ge in years
20–29 1.0
30–39 0.7 (0.5–1.1)
40–49 0.9 (0.6–1.2)
50–59 1.0 (0.6–1.6)
60–69 0.8 (0.5–1.4)
�70 0.8 (0.5–1.3)

ace/ethnicity
Non-Hispanic white 1.0
Non-Hispanic black 0.7 (0.5–1.1)
Mexican American 0.8 (0.6–1.1)
Other (including

multiracial)
1.1 (0.7–1.9)

ducation
Less than high school 1.0
High school graduate 1.6 (1.1–2.4)*
More than high school 2.4 (1.5–3.8)*

moking status
Never smoker 1.0
Former smoker 0.7 (0.6–0.98)*
Current smoker 0.7 (0.5–0.9)*

ody mass index (kg/m2)
�25.0 1.0
25.0–�30.0 6.1 (4.4–8.5)*
�30.0 13.8 (9.1–20.9)*

Time period covered is previous 12 months.
Comparison group is those who tried neither (to lose or not to gai
OR adjusted for age, race/ethnicity, education, smoking status, and
Significant at p � 0.05 (bolded).
I, confidence interval; NHANES, National Health and Nutrition Ex
hown). The combination of caloric restriction and s

uly 2006
eeting minimum physical activity recommendations
�150 minutes per week) did not differ significantly
mong those who tried to lose weight compared with
hose who tried only not to gain weight (35.3% vs
5.6%, respectively). The combination of caloric re-
triction and meeting higher physical activity recom-
endations (�300 minutes per week) also did not

iffer significantly between the two groups (22.6% vs
3.7%, respectively).
Among obese individuals trying to control their

eight, the prevalence of meeting recommendations
as 76.3% for caloric restriction, 30.0% for caloric
estriction combined with minimum physical activity,
nd 18.9% for caloric restriction combined with higher
hysical activity. Compared to normal-weight individu-
ls, obese individuals had 50% higher odds of meeting
ecommendations for caloric restriction alone (odds
atio [OR]�1.5, 95% confidence interval [CI]�1.2–
.9); however, their odds of meeting combined recom-
endations for caloric restriction with either minimum

OR�0.6, CI�0.5–0.7) or higher physical activity
OR�0.6, CI�0.5–0.8) were 40% lower (results not

.S. adults (aged �20 years) by gender, NHANES

Women

only not
in weight

Tried to lose
weight

Tried only not
to gain weight

95%CI)c OR (95%CI)c OR (95%CI)c

1.0 1.0 1.0
.7–3.2) 0.7 (0.4–1.1) 0.6 (0.2–1.6)
.6–3.8) 0.6 (0.4–1.0) 1.4 (0.6–3.3)
.9–3.9) 0.8 (0.6–1.2) 0.8 (0.5–1.6)
.03–2.8)* 0.5 (0.4–0.7)* 0.8 (0.3–2.2)
.9–3.2) 0.2 (0.1–0.3)* 0.7 (0.3–1.6)

1.0 1.0 1.0
.5–1.3) 0.5 (0.4–0.7)* 0.4 (0.2–0.7)*
.4–1.1) 0.7 (0.5–1.0) 0.7 (0.3–1.4)
.4–1.9) 0.6 (0.3–0.9)* 0.2 (0.1–0.4)*

1.0 1.0 1.0
.8–3.8) 1.3 (0.9–1.9) 1.9 (0.7–4.8)
.7–6.8)* 1.6 (1.2–2.2)* 3.6 (1.5–8.3)*

1.0 1.0 1.0
.6–1.2) 1.2 (0.9–1.5) 0.6 (0.3–1.2)
.3–0.96)* 0.7 (0.5–1.0) 0.4 (0.2–0.8)*

1.0 1.0 1.0
.5–3.0)* 3.6 (2.7–4.9)* 1.2 (0.8–1.9)
.6–3.3)* 4.9 (4.0–6.1)* 1.0 (0.6–1.6)

ht).
mass index.

tion Survey; OR, odds ratio.
ong U

Tried
to ga
OR (

1.5 (0
1.5 (0
1.9 (0
1.7 (1
1.6 (0

0.8 (0
0.7 (0
0.9 (0

1.8 (0
3.4 (1

0.9 (0
0.5 (0

2.1 (1
2.3 (1

n weig
body
hown).
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Among those who tried to lose weight, men and
omen had similar rates of caloric restriction (73.6%
en, 75.0% women); however, men reported higher
edian weekly physical activity (180 minutes/week vs

00 minutes/week, respectively) and were significantly
ore likely than women to meet recommendations for

he combination of caloric restriction with either min-
mum physical activity (41.0% vs 31.4%) or higher

able 3. Weight-control practicesa of U.S. adults (aged �20)

eight-control practice

Tried to
lose

Tried
only n

to gain w

All
n � 1655
%

All
n � 396
%

te less food 64.7* 52.2
witched to lower calorie foods 37.2 35.9
te less fat 45.7 41.7
xercised 61.3* 45.9
kipped meals 16.7* 8.9
te “diet” foods or products 11.5* 5.1
sed liquid diet formula 10.2* 1.8

oined weight-loss program 6.8* 0.4
ollowed a special diet 7.3* 1.1
ook prescription diet pills 3.2* 0.6
ook nonprescription supplements 11.5* 1.4
ook laxatives or vomited 2.6 1.7
rank a lot of water 30.0* 20.3
ther (specify) 3.0 3.1

ote: Sample sizes are unweighted.
ercentages were weighted to be nationally representative.
nstable estimates are italicized (standard error greater than 1⁄3 of e

Significant differences in practices to lose weight versus practices o
*Significant differences between men and women, p � 0.05. (All ar
Prevalence in previous 12 months.
HANES, National Health and Nutrition Examination Survey.

able 4. Prevalencea of meeting recommendations among U
001–2002

ecommendations

Tried to
lose

T
no

All
n � 1655
%

Al
n
%

Rb 74.4 67
R � physical activity �150 min/wkc 35.3 35
R � physical activity �300 min/wkd 22.6 23

otes: There were no significant differences in meeting recommendat
o gain weight at p � 0.05. Sample sizes are unweighted. Percentage
Significant differences between men and women, p � 0.05 (bolded
Prevalence in previous 12 months.
CR was defined as those who reported they ate less food or switche
Met recommendations for combined caloric restriction and physical
nd vigorous activities in the previous 30 days was used to calculate
ntensity or greater.
Met recommendations for combined caloric restriction and physical
nd vigorous activities in the previous 30 days was used to calculate av

r greater.
R, caloric restriction; min/wk, minutes per week; NHANES, National He

2 American Journal of Preventive Medicine, Volume 31, Num
hysical activity (28.1% vs 18.8%). Among those who
ried only not to gain weight, men and women again
id not differ significantly in rates of caloric restriction
71.2% men, 64.1% women); however, men again
eported higher median weekly physical activity (210
inutes/week vs 113 minutes/week) and were signifi-

antly more likely than women to meet recommenda-
ions combining caloric restriction with either mini-

eight-control status and gender, NHANES 2001–2002

Tried to lose Tried only not to gain weight

Men
n � 700
%

Women
n � 955
%

Men
n � 212
%

Women
n � 184
%

64.7 64.8 52.1 52.4
34.9 38.7 37.3 34.4
44.0 46.8 37.7 46.0
66.4** 57.9 43.7 48.3
17.4 16.2 11.9 5.5
8.4 13.7 4.2 6.1
7.0** 12.4 0.1** 3.6
2.5** 9.8 0.0 0.9
6.2 8.0 0.8 1.4
1.5** 4.5 0.3 0.9
8.0** 13.9 1.3 1.4
1.6 3.3 2.9 0.4

24.2** 34.0 17.4 23.4
2.6 3.3 2.2 4.2

e).
not gain weight, p � 0.05.
ed.)

ults by weight-control status and gender, NHANES

nly
ain
t Tried to lose

Tried only not to gain
weight

Men
n � 700
%

Women
n � 955
%

Men
n � 212
%

Women
n � 184
%

73.6 75.0 71.2 64.1
41.0� 31.4 45.7� 24.6
28.1� 18.8 32.2� 14.5

etween those who tried to lose weight versus those who tried only not
weighted to be nationally representative.

wer calorie foods.
y (�150 minutes per week). The total minutes spent on all moderate
verage minutes of weekly leisure-time physical activity of moderate

y (�300 minutes per week). The total minutes spent on all moderate
minutes of weekly leisure-time physical activity of moderate intensity
by w

ot
eight

stimat
nly to
e bold
.S. ad

ried o
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um physical activity (45.7% vs 24.6%) or higher
hysical activity (32.2% vs 14.5%).

iscussion

mong Americans, weight control is a common con-
ern. More than half of adults in this study tried to
ontrol their weight in the previous 12 months. The
ost common practices for weight loss and prevention

f weight gain were eating less food, exercising, eating
ess fat, and switching to foods with lower calories. Since
aloric restriction combined with physical activity is
ecommended for both weight loss and weight mainte-
ance, it is not surprising that participants met recom-
endations for caloric restriction combined with phys-

cal activity at similar levels regardless of whether they
ried to lose weight or tried only not to gain weight.
owever, the overall prevalence of meeting recommen-
ations was low. Only one third of those who tried to
ontrol their weight combined caloric restriction and
he minimum levels of physical activity (150 or more

inutes per week) recommended in the 1998 NIH
uidelines,7 and less than one fourth combined caloric
estriction with the higher levels of physical activity
300 or more minutes per week) recommended in 2005
SDHHS/USDA dietary guidelines.
Consistent with previous studies,2–4,10,11 this study

howed higher rates of trying to lose weight for women
ompared to men (48% of women, 34% of men). This
ay reflect increased societal pressure on women to be

hin.12,13 The lower rate of trying to lose weight among
lack women compared to white women and among
omen aged 60 and older compared to women aged 20

o 29 may reflect differing societal pressure on women
o be thin based on age and race/ethnicity.14–16 Al-
hough women attempted to control their weight more
ften and at a lower BMI than men, women were less

ikely than men to meet recommendations for combin-
ng caloric restriction and adequate levels of physical
ctivity, largely because of their lower levels of physical
ctivity.

Although concerns about weight gain may be a
arrier to smoking cessation,17–19 information on the
se of smoking as a specific practice for weight control
as not collected. However, the prevalence of smoking

or weight control in adults is probably low, since only
% reported use of a weight-control practice in the
other” category. This study is consistent with previous
ational studies10,11 that reported lower odds of trying

o lose or maintain weight among current smokers
ompared to nonsmokers. This relationship may repre-
ent a clustering of unhealthy habits among adult
mokers. Alternatively, it may represent a residual effect
f BMI on weight-control status, since smokers tend to
eigh less than nonsmokers.20,21

Participants reported a wide variety of practices for

eight loss and the prevention of weight gain. In v

uly 2006
ddition to the recommended strategies of caloric
estriction and exercise, eating less fat was commonly
eported among those trying to control their weight.
lthough reducing fat is a practical way to reduce
alories, reducing dietary fat alone without restricting
alories is not effective for weight loss.7 Consistent with
ther surveys, the prevalence of unhealthy weight-
ontrol strategies, such as taking laxatives or vomiting,
as low.2–6 Use of prescription diet pills is an appropri-
te complement to weight-loss therapy for some peo-
le; however, the use of prescription (0.6%) and non-
rescription (1.4%) diet pills and supplements only to
revent weight gain is concerning, since the long-term
ide effects of many of these pills are not known.

A previously unreported finding was the high preva-
ence of drinking a lot of water as a weight-control
trategy (30% among those who tried to lose weight,
0% among those who tried only not to gain weight).
ater has been suggested as a strategy for weight

ontrol in minimizing hunger and energy intake22,23 as
ell as replacing other calorie-containing beverages in

he diet,24 although the effectiveness of using water as a
eight-control strategy is currently unknown.
These findings are subject to several limitations. First,

ata on weight-control practices are based on self-
eport. Socially objectionable behaviors, such as taking
axatives or vomiting, may have been under-reported,
hile other more socially acceptable behaviors, such as
aloric restriction, may have been over-reported. Sec-
nd, caloric restriction could not be quantified. Third,
hile most specific weight-control practices were esti-
ated for the previous 12 months, data for levels of

hysical activity were estimated for the previous 30 days.
ourth, the data do not differentiate between weight
aintenance and weight-loss maintenance. Lastly, the

uestionnaire did not provide detail on the frequency
r duration of weight-control practices.
Despite substantial interest and efforts by U.S. adults

o control their weight, obesity rates have not de-
reased. Nearly one third of obese individuals did not
ry to control their weight. In addition, only 30% of
bese adults who tried to control their weight met
inimum recommendations. An important future di-

ection is to determine whether the low rates of meet-
ng recommendations are due to a lack of knowledge
egarding recommended practices, an inability or un-
illingness to comply with recommendations, a desire

o try other practices instead of those recommended, or
ome other combination of factors. More research is
eeded to identify methods to increase adherence to
ecommended practices, including techniques to tailor
ecommendations to individuals based on their life-
tyle, food preferences, and medical conditions.25 Cur-
ent evidence supports the recommendation that clini-
ians screen all adult patients for obesity and offer
bese adults intensive counseling and behavioral inter-

entions to promote sustained weight loss.26
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Changes in societal and environmental factors, such
s the increases in convenience food availability, auto-
obile use, and televised entertainment, have likely

ontributed to the current obesity epidemic.27,28 To be
ost effective, interventions for weight control will

equire individual as well as societal and environmental
upports. Creating or improving access to places for
hysical activity is effective at increasing population
hysical activity.29 Less is known about what environ-
ental factors are helpful in supporting individuals to

imit their caloric intake.

he findings and conclusions in this report are those of the
uthors, and do not necessarily represent the views of the
enters for Disease Control and Prevention.
No financial conflict of interest was reported by the authors

f this paper.
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