
Copyright  

by 

Yesenia Amarylis Marroquin 

2012 



  

 

The Report committee for Yesenia Amarylis Marroquin 

Certifies that this is the approved version of the following report:  

Treatment of Obesity for Adolescent Hispanic Females: Comparison between 

Treatment As Usual and a Mental-Health Focused, Skills-Building Intervention 

           APPROVED BY 

   SUPERVISING COMMITTEE 

Supervisor: _______________________________________ 

          Deborah Tharinger 

_______________________________________   

       Christopher McCarthy 



  

 

Treatment of Obesity for Adolescent Hispanic Females: Comparison between 

Treatment As Usual and a Mental-Health Focused, Skills-Building Intervention 

by 

Yesenia A. Marroquin, B.A.  

Report 

Presented to the Faculty of the Graduate School  

of the University of Texas at Austin  

in Partial Fulfillment 

of the Requirements  

for the Degree of  

Master of Arts 

The University of Texas at Austin 

August 2012 

 



iv 

 

Treatment of Obesity for Adolescent Hispanic Females: Comparison between 

Treatment As Usual and a Mental-Health Focused, Skills-Building Intervention 

by 

 

Yesenia Amarilys Marroquin, M. A. 

The University of Texas at Austin, 2012 

SUPERVISOR: Deborah Tharinger 

 The purpose of the present study is to examine group differences between 

Hispanic adolescent females participating in a mental health focused obesity intervention 

and those in a treatment-as-usual (control) condition on Body Mass Index (BMI), self-

esteem, coping strategies, and binge eating symptoms. The intervention teaches skills 

useful in managing emotions and situations impacting weight. Treatment-as-usual entails 

attending weight management clinic appointments. Participants will be obese Hispanic 

adolescent females attending a weight management clinic at a children's hospital in 

Texas. BMI will be taken and self-report questionnaires addressing self-esteem, coping 

strategies, and binge eating symptoms will be completed by participants pre- and post-

intervention. Analysis of covariance, controlling for scores pre-intervention, will be 

utilized to examine group differences. It is hypothesized that participants in the ACES 

PLUS condition will demonstrate greater gains in self-esteem, coping strategies, and 

decreased binge eating symptoms and BMI relative to their treatment as usual 

counterparts. Implications for future research include additional focus on skills-building 

addressing psychosocial challenges faced by obese adolescent females in the treatment of 

pediatric obesity within this population. 
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      Chapter One: Introduction  

 Pediatric obesity is at epidemic proportions in the United States. Approximately 

17%, or over 12 million, children and adolescents between the ages 2-19 are obese, 

defined as having a body mass index (BMI) at or above the 95th percentile for age and 

gender (Center for Disease Control (CDC), 2011). As the prevalence of pediatric obesity 

continues to increase, so do associated health consequences (Rosno, Steele, Johnson, & 

Alyward, 2008) such as type 2 diabetes, sleep apnea, secondary hypertension, polycystic 

ovarian syndrome, and amenorrhea, with the latter two pertaining uniquely to females. 

Additionally, obese youth have a greater likelihood of being obese as adults and having 

continued medical concerns, including heart disease and some cancers, more so than their 

non-obese peers (Jelalian & Hart, 2009).  

 Consequences of pediatric obesity are not limited to medical conditions. Research 

indicates that both obese males and females face a variety of challenges that lend to 

psychosocial consequences. These include being teased at school, being socially isolated, 

and being seen as undesirable by their peers. These challenges appear to be 

predominantly observed in obese adolescent females (Neumark-Sztainer, Story, & 

Faibisch, 1998). These social relationship stressors can result in lower self-esteem and 

depressive symptomatology (Boutelle, Hannan, Fulkerson, Crow, & Stice, 2010), again 

particularly for girls. Forms of coping with unpleasant emotions or rejecting situations for 

these youth can include engaging in sedentary behaviors and binge eating (Rimm, 2004). 

These negative consequences appear to be particularly salient for adolescents (Stice, 

Presnell, & Spangler, 2002), making the adolescent period an important time for 
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interventions to occur. 

  While pediatric obesity affects all ethnic and socioeconomic backgrounds in the 

United States, rates of obesity have increased at a higher rate for youth of color, 

particularly African American and Hispanic youth (Chatterjee, Blakely, & Barton, 2005; 

Seo & Sa, 2010). The prevalence of obesity also has been positively related to low 

socioeconomic status and education, with the incidence being highest among Hispanic 

children (Chatterjee et al.; Strauss & Pollack, 2001).  

 Intervention and treatment programs have been created to address the pediatric 

obesity epidemic. Common settings in which these programs take place include schools, 

community centers, outpatient treatment centers, and pediatric hospitals (Savoye et al., 

2007; Stern, Mazzeo, Porter, Gerke, Bryan, & Laver, 2006). Often treatment is in a group 

format (Stice, Shaw, & Marti, 2006). These interventions typically include a parent and a 

child component.  

 The models of treatment usually include a three-component approach: they focus 

on behavior modification, making better nutritional choices, and increasing physical 

activity (Jelalian & Hart, 2009). These components are usually given equal emphasis. 

While these interventions have demonstrated effectiveness in body mass index reduction, 

they have failed to attend to underlying deficits that are involved in the continuity of 

obesity, including emotion regulation, interpersonal skills, and self esteem (Nguyen-

Rodriguez, Unger, & Spruijt-Metz, 2009; Stice et al., 2002).  Furthermore, interventions 

for obese adolescents have been limited to interventions adapted from the model typically 

used with children.  As a result, there has not been a focus on skill-building techniques 
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that teach obese adolescents skills helpful in improving their self-esteem (Melnyk, Small, 

Stasser, Crean, & Kelly, 2007). Additionally, interventions designed for children but used 

with adolescents have not focused on teaching and reinforcing the use of effective forms 

of coping with challenging emotions and situations, such as seeking social support and 

engagement in distraction. Combined, these skills would likely be beneficial for 

adolescents as they attempt to combat their habits of overeating and sedentary behaviors. 

 As mentioned above, very few interventions with an emphasis on addressing 

psychosocial challenges and learning new skills have been developed to treat obese 

adolescents. However, interventions from a psychosocial framework have been 

developed to treat one behavior often common in obesity, that of binge eating. There is 

evidence in the literature, albeit limited, of the effectiveness of Dialectical Behavior 

Therapy (DBT) for women with binge eating disorder (Safer, Robinson, & Jo, 2010; 

Telch, Agras, & Linehan, 2001). DBT is a well-established theoretical orientation. DBT 

encompasses cognitive behavioral influences, Zen practice, and a dialectical stance on 

reality, providing the individual with an equal balance of acceptance and validation that 

lead to change (Feigenbaum, 2007). Additionally, there is case study evidence for the 

effectiveness of using DBT with an adolescent presenting with binge eating disorder 

(Safer, Lock, & Couturier, 2007). There is also support in the literature for using 

principles from DBT in a group format to treat adolescents presenting with symptoms of 

binge eating disorder (e.g., Israel, 2011). These types of interventions may be promising 

for obese female adolescents  

 DBT is guided by biosocial theory (Miller et al., 1997), which posits that the way 
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one behaves is influenced by the interaction of biologically determined personality traits 

and environmental stimuli. DBT principles offer the individual an opportunity to view 

their problem (in the case of obese adolescents, their weight) as no fault of their own, in 

order to distance from the stigma that many typically experience through the voice of 

others (e.g., their being overweight is a result of their own laziness and it is their fault). 

At the same time, and thus the dialectic, DBT principles offer them the opportunity to 

take responsibility for their future change. In the case of obese adolescents, future change 

includes weight loss/stabilization and healthier lifestyle choices.  

 The purpose of this proposed study is to determine whether the addition of a DBT 

influenced skills-building group intervention to treatment as usual at a weight 

management clinic produces positive changes in obese Hispanic females ages 13-17. 

Changes of interest include BMI, self-esteem, coping strategies, and binge eating 

behaviors. These changes will be compared to changes obtained by Hispanic female 

youth at the weight management clinic receiving treatment as usual, but not receiving the 

group skills-building intervention. It is hypothesized that participants receiving the DBT 

influenced mental-health focused skills-building group intervention will report greater 

self-esteem and use of self-reliance, social support, and diversion seeking coping 

strategies compared to participants in the treatment as usual condition, controlling for 

pretreatment scores. In addition, it is hypothesized that participants receiving the DBT 

influenced mental-health focused skills-building group intervention will demonstrate a 

greater decrease in BMI and binge eating behavior, compared to participants in the 

treatment as usual condition. 
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   Chapter Two: Integrative Analysis  

 The following integrative analysis establishes an empirical rationale for the 

proposed study. First, an overview of the pediatric obesity epidemic in the United States 

is provided, along with the manner in which it is measured. Next, psychosocial 

consequences of pediatric obesity are discussed, including low self-esteem, and 

discussion of ineffective coping behaviors displayed by obese youth, specifically binge 

eating. Following, ethnic disparities are documented, and Hispanic youth are identified as 

being at the forefront of risk for obesity. In addition, unique consequences of being 

female and obese are discussed, and a rationale is provided for focusing this study on 

female Hispanic youth. A review of current treatment for pediatric obesity in obese 

children and adolescents follows, including discussion of parental participation in 

pediatric obesity interventions, with an emphasis placed on the need to include mental 

health interventions in treatment programs for adolescents. As there is a paucity of 

existing research that has addressed this need, a close approximation is examined. 

Research that has examined the impact of DBT informed mental health-focused 

interventions on binge eating, an important influence in the development of obesity, is 

reviewed for its contributions. Within this section, research demonstrating the 

effectiveness of DBT adapted for binge eating disorder in adults is discussed. 

Additionally, research regarding the adaptation of DBT for BED in adolescents is 

presented.   

   The Pediatric Obesity Epidemic 

 Pediatric obesity is one of the most increasingly common and worrisome public 
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health issues facing the United States today (Cooperberg & Faith, 2004). Childhood 

obesity was once viewed as a condition that children would outgrow as they entered 

adulthood, but 80% of obese adolescents become obese adults (Cooperberg & Faith, 

2004; Jelalian & Hart, 2009). Additionally, not only is obesity affecting more children, 

but the severity of obesity has also been increasing (Rosno et al., 2008), and this trend 

appears to be worsening (Cooperberg & Faith, 2004; Jelalian & Hart, 2009). 

Furthermore, pediatric obesity comes with a high monetary cost. For example, obesity-

associated annual hospital costs increased from $35 million between 1979 and 1981 to 

$127 million between 1997 and 1999 (Cooperberg & Faith.).  

 Childhood obesity also is associated with a myriad of medical complications, 

including glucose intolerance and insulin resistance, which are precursors to type 2 

diabetes (Cooperberg & Faith, 2004). In a clinic-based study, researchers found that 25% 

of obese children between 4-11 years of age, and 21% of obese adolescents between 11-

18 years of age, demonstrated glucose intolerance (Sinha, Fisch, Teague, Tamboelane, 

Banyas, & Allen, 2002). Several other concerning medical conditions pertain to female 

youth who have reached menarche. In the aforementioned 2002 study, 14 females in the 

sample had diagnoses of polycystic ovary syndrome (PCOS), which is related to 

menstrual irregularities, infertility, and cysts in the ovaries. In addition, many adolescent 

obese females are diagnosed with amenorrhea, a cessation of their menstrual cycle for a 

period of time (Rancourt & Prinstein, 2010).  

   Measurement of Pediatric Obesity  

 The term "overweight" refers to excess weight, with body mass index between the 
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85th and below the 95 percentile for height, weight, age, and gender. "Obesity" refers to 

an excess amount of body fat in relation to lean body mass, with body mass index 

considered to be at or above the 95th percentile (CDC, 2011; He, 2006). While these 

terms have been used in the literature to note obesity severity, no defined criteria exists to 

make this distinction. This is due to it being unrealistic in either epidemiological or 

clinical settings to implement standard procedures to define obesity, particularly because 

of the complications presented by normal growth process and pubertal developments in 

youth (He.). 

 A variety of methods have been utilized to measure obesity, including skinfold 

thickness measures, waist circumference, and BMI. Currently, BMI is the most 

acceptable and practical measure of obesity in youth. Skinfold thickness is challenging to 

measure consistently, as measurement depends on the skill of the examiner, which can 

create inconsistencies among different examiners (He, 2006). Waist circumference also 

suffers from similar challenges faced by skinfold thickness. Additionally, there are no 

consistent cut off points for the classification of pediatric obesity, and no recent national 

clinical practice guidelines have been determined for the use of waist circumference in 

identifying pediatric obesity (He, 2006; USPSTF, 2005).  Furthermore, these methods 

can be considered invasive, as the evaluator is required to touch their midsection in order 

to take measurements (Jelalian & Hart, 2009).  

 BMI has been utilized as a measure of pediatric obesity since the 1990s. The 

United States has developed gender specific BMI measurements for youth by age 

standards (He, 2006). Measurement of BMI is convenient, consistent, and less invasive as 
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compared to skinfold thickness and waist circumference. These benefits make BMI 

calculation applicable to clinical practices and research projects (Pietrobelli & Fields, 

2006).  It is important to note that BMI references originally came from non-Hispanic 

White populations, which potentially limits their applicability to ethnic minority 

populations (He, 2006). However, BMI currently is the most widely used measurement of 

pediatric obesity, and considered practical and applicable to various medical settings, 

compared to other methods (Pietrobelli & Fields.). 

    Psychosocial Consequences of Obesity 

 Consequences of pediatric obesity are not limited to physiological concerns and 

medical conditions. Many obese children and adolescents face discrimination and 

prejudice from their peers, resulting in psychological stigma, and this can begin in 

childhood (Gortmaker et al., 1993). This discrimination may stem from society's negative 

attitude towards obese individuals, as being lazy and careless are negative characteristics 

attributed to the obese (Gortmaker et al.). It may be perceived that obese people bring 

obesity on themselves due to their lack of discipline and willpower. As such, individuals 

and society may view obesity as a personality flaw, and a personal choice, not something 

out of their control, which leads to discrimination (Jelalian & Hart, 2009; Pierce & 

Wardle, 1997). In one study with overweight children, weight teasing by peers during a 

physical activity or sport was related to poorer attitudes towards these activities, which 

possibly reduced participation in certain physical activities as a result (Faith, Leone, 

Ayers, Heo, & Pietrobelli, 2002).  

 Research has demonstrated that children tend to ascribe negative attributes 
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unrelated to appearance or weight to their overweight peers (Cooperberg & Faith, 2004; 

Perrin, Boone-Heinonen, Field, Coyne-Beasley, & Gordon-Larsen, 2010), and these 

negative attributions persist in adolescence (Sobal, Nicolopous, & Lee, 1995). Such 

attributes include laziness, clumsiness, and greediness (Pierce & Wardle, 1997). 

Although obesity has severe consequences for both boys and girls, girls experience 

additional unique difficulties, and will be the focus of this study. The literature suggests 

that the negative attributes are placed particularly on obese adolescents who are female 

(Perrin et al., 2010), as a factor in popularity in adolescence is appearance in girls (Chase 

& Dummer, 1992). Studies also suggest that overweight adolescent females may be seen 

as less attractive partners for romantic relationships (Neumark-Sztainer & Haines, 2004). 

  In addition to being the recipient of negative attitudes by peers, obese adolescent 

females also appear to be treated differently by family members. In a qualitative study by 

Neumark-Sztainer and colleagues (1998) in which 50 African American and Caucasian 

obese adolescent females participated, the adolescents expressed being teased and 

stigmatized by both peers and family members. For example, one adolescent female 

stated that her father told her she was lazy and needed to walk around, which the 

adolescent found hurtful (Neumark-Sztainer, Story, & Faibisch.).   

 Psychosocial consequences for obese female youth appear to be extensive and 

long lasting. For example, Gortmaker and colleagues (1993) found that women who had 

been obese as adolescents earned less money, were less educated, had lower rates of 

college graduation, and were less likely to be married during early adulthood than women 

who were not obese as teenagers. As adolescence is a time in which an individual begins 
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set occupational goals and to explore romantic relationships, it is important to develop an 

understanding of the reason behind these long-term consequences.  

 Research also has found that girls who are obese are at risk for risky behaviors to 

gain social acceptance, including substance use and engaging in unprotected sex (Farhat, 

Iannotti, Simons-Morton, 2010). Given the functional and medical consequences unique 

to female obese youth, along with the painful psychosocial challenges, it is important to 

explore more fully specific psychosocial outcomes in obese girls. These psychosocial 

challenges include low self-esteem, use of ineffective coping strategies, including binge 

eating, and subsequent feelings of guilt and loss of control when overeating. The 

aforementioned psychosocial difficulties are explored below.  

Low Self- Esteem 

 Developing self-esteem is an important process in the psychological development 

of the individual (Pierce & Wardle, 1997), and researchers have suggested that self-

esteem is influenced by feedback an individual receives from others, as well as the 

meaning the person places on this feedback (Rosenberg, 1979).  For obese youth, 

research indicates that they face much negative feedback by others, and are socially 

excluded, which can lead to feelings of shame and unworthiness (Gortmaker et al., 1993; 

Pierce & Wardle, 1997).   

 Empirical support remains inconclusive with regards to the association between 

pediatric obesity and low self-esteem among children, although the evidence of this 

association appears to be strong for adolescents (Erickson, Hahn-Smith, & Smith, 2009; 

French, Story, & Perry, 1995). For example, a meta-analysis conducted by Miller and 
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Downey (1999) found a small to moderate mean effect size for 22 studies in which lower 

self-esteem was associated with heavier children, with effect sizes higher for clinical 

samples. Additionally, studies have found that overweight children report having lower 

general self-esteem than their normal-weight peers (Hesketh, Wake, & Waters, 2004; 

Pierce & Wardle, 1997). Furthermore, research has demonstrated that overweight girls 

report having lower self esteem than overweight boys (Israel & Ivanova, 2002; 

Mendelson & White, 1985), and that the general self-esteem of overweight children 

becomes lower as they transition from childhood to early adolescence (Mendelson & 

White, 1985). Finally, research suggests that girls with low self-esteem are at higher risk 

for developing disordered eating, including binge eating (Button, Sonuga-Barke, Davies, 

& Thompson, 1996; Martyn-Nemeth, Penckofer, Gulanick, Velsor-Friedrich, & Bryant, 

2009).  

 Research also has found that interventions that focus on health risks related to 

obesity may increase the participants' awareness of their size, which can lead to adverse 

effects on various psychosocial variables, including body image and self-esteem 

(Cornette, 2008; Huang, Norman, Zabinski, Calfas, & Patrick, 2007). Additionally, 

researchers have raised concerns that participation in obesity interventions could 

contribute to unhealthy eating habits (Huang et al., 2007; Jelalian & Hart, 2009). To 

address these concerns, an Expert Committee on the evaluation treatment of pediatric 

obesity in 1998 recommended that treatment of these youth should implement a 

nonjudgmental and supportive approach in order to reduce the risk of harming these 

youth in a psychological or emotional manner (Barlow & Dietz, 1998).  
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  In a one-year intervention conducted by Huang and colleagues (2007), the 

researchers focused their intervention primarily on improving dietary and exercise habits, 

and not decreasing participants' weight. This intervention was individually based, and 

while the main focus of the intervention was not addressing psychosocial challenges, 

sensitivity was placed on body image and self-esteem. Although previous research 

expressed concern that interventions may decrease self-esteem in obese youth 

participating in treatment, results from this study indicated that although self-esteem did 

not increase across the course of the study, it did remain stable (and not decrease). Thus, 

while it is important to address dietary and physical activity challenges faced by obese 

youth, it is equally important to be sensitive to participants' challenges, including their 

self-esteem (Huang et al., 2007). However, it is important to note that generalizability of 

these results is limited, as the participants were not seeking medical treatment for obesity, 

as not all of the participants were overweight. Additionally, the researchers indicated that 

the attrition rate was highest among the heaviest and older participants (Huang et al., 

2007).  

Coping Behaviors 

 Coping behavior has been noted as an important factor in an individual’s ability to 

balance and manage tasks (Patterson & McCubbin, 1987). This behavior is especially 

important in adolescents, as they face many life stressors during their development 

(Martyn-Nemeth et al., 2009; Patterson & McCubbin, 1987). Furthermore, the coping 

behavior developed during adolescence has demonstrated to influence coping behavior in 

adulthood (Patterson & McCubbin, 1987). Coping has generally been conceptualized as 
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an appropriate manner to manage problems and difficulties. However, coping can also be 

maladaptive, as individuals develop coping behaviors that may lead them to confront 

more challenges (Petterson & McCubbin, 1987; Zimmer-Gembeck & Skinner, 2011). In 

the case of obese adolescents, these behaviors include binge eating and social withdrawal 

(Martyn-Nemeth et al., 2009).  

 In Neumark-Sztainer et al. (1998) qualitative study of African American and 

Caucasian adolescent females’ experiences being overweight, some participants indicated 

they responded to hurtful experiences, such as being made fun of by others, by trying to 

ignore upsetting comments by others towards them, though also stating that they felt hurt 

and sad later in the interview process. Additionally, participants stated that they engage in 

saying positive things about themselves, feeling self-conscious, seeking social support, 

keeping their emotions to themselves, and protecting themselves by withdrawing from 

social situations (Neumark-Sztainer et al.). Of note, Caucasian females were more likely 

to indicate seeking social support as a form of coping with upsetting situations than their 

African American peers (Neumark-Sztainer et al.).  

 Researchers have suggested explanations for overweight girls with higher self-

esteem, including that these girls may have developed effective coping behavior, such as 

avoiding social situations by spending more time at home with their families, thus 

preserving their self-esteem (Erickson et al., 2009). However, this appears to contradict 

recommendations for best practice, including the recommendation to increase time 

outdoors, and increase their social support network with friends (Reiter-Purtill, Ridel, 

Jordan, & Zeller, 2010).  
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Binge Eating 

 Researchers have found that binge eating, broadly defined as eating episodes 

marked by an individual’s feeling of loss of control over their eating whether or not the 

quantity of the food they ate is considered large, is common among obese youth (Baigrie 

& Giráldez, 2008; Wildes, Marcus, Kalarchian, Levine, Houck, & Cheng, 2010). For 

example, in a study conducted by Ackard and colleagues (2003) in public schools in 

Minnesota, the researchers found that this overeating behavior was reported by over 15% 

of adolescent females and over 5% of adolescent males, with those reporting binge eating 

having a higher BMI than those who did not report engaging in this behavior (Ackard, 

Neumark-Sztainer, Story, & Perry.).  

 The percentage of youth presenting with episodes of binge eating appears to be 

high among obese children in weight loss treatments (Goosens, Braet, Van Vlierberghe, 

& Mels, 2009; Wildes et al., 2010). For example, a study by Goosens and colleagues 

(2007) found that almost 20% of obese youth aged 10-16 years seeking treatment for 

their obesity reported having had a binge eating episode in the last three months. 

Additionally, these youth endorsed lower self-esteem and greater concerns regarding 

their eating habits and weight compared to those who did not report any binge eating 

(Goosens et al.). 

            Binge eating behavior has been conceptualized as an individual’s attempt to avoid 

his or her challenging emotions. Thus, instead of addressing emotions, the individual 

copes by overeating (Wiser & Telch, 1999). A vicious cycle begins, as the psychosocial 

consequences of binge eating include feelings of guilt, shame, embarrassment, failure, 
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and feeling out of control, only adds to the individual’s challenging emotions. 

Additionally, binge eating has been associated with long-term weight gain, putting 

individuals at greater risk for diabetes, heart disease, and other medical conditions 

(Smith, Shelley, Leahigh, & Vanleit, 2006). Factors associated with binge eating include 

depressive mood, excessive preoccupation with body image, anxiety, boredom, and 

dietary restraint (Stickney & Miltenherger, 1999; Wildes et al., 2010). Furthermore, low 

self-esteem, stress, and inadequate coping have been related to disturbed eating, including 

binge eating, in female adolescents (Fryer, Waller, & Kroese, 1997; Martyn-Nemeth et 

al., 2009).  

 The act of bingeing on food also may be the result of an individual’s difficulty in 

regulating their hunger, and noting when they are becoming hungry or full (Wiser & 

Telch, 1999). Additionally, social and cultural factors may play a role in overeating 

(Smith et al., 2006), including acceptance of the consumption of larger serving sizes of 

food in some ethnic groups, including Hispanic individuals (Bennett & Dodge, 2007). 

Furthermore, research suggests ethnic differences related to consequent feelings of binge 

eating, including fearing a loss of control while bingeing, an emotion more commonly 

endorsed among Hispanic adolescent females than their Caucasian or African American 

counterparts (Bennett & Dodge.).  

 Research regarding ethnic differences in the prevalence of binge eating remains 

inconsistent (Bennett & Dodge, 2007). Fitzgibbon and colleagues (1998) demonstrated 

ethnic differences among a community sample of African American, Hispanic, and 

Caucasian women. In this sample, Hispanic women reported engaging in more binge 
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eating behavior than African American and Caucasian women, with almost 10% meeting 

criteria for Binge Eating Disorder (BED), compared to less than 2% of African American 

and Caucasian participants (Fitzgibbon et al.).  

 Research regarding the relationship between binge eating and coping behavior 

have yielded mixed results. Some studies utilizing female adult and adolescent 

participants have found an association between binge eating and coping behavior used, in 

that those who reported high levels of binge eating reported higher use of more avoidant 

forms of coping behavior (e.g., withdrawn) compared to those who did not report any 

binge eating behaviors (Schwarze, Oliver, & Handal, 2003; Baigrie & Giráldez, 2008). 

However, others have not found a relation between binge eating and type of coping 

strategies used when feeling distress (Wolff, Crosby, Roberts, & Wittrock, 2000). Despite 

inconsistent results in the literature, researchers have suggested a focus on unproductive 

coping strategies to address binge eating in binge eating interventions (Baigrie & 

Giráldez, 2008; Wiser & Telch, 1999). Recommendations include aiding participants in 

finding more positive forms of coping in order to avoid the use of binge eating as a 

coping strategy when faced with challenging emotions or situations (Baigrie & Giráldez).  

 While the research examining binge eating and self-esteem in obese adolescents is 

limited, research suggests that obese adolescents who binge eat report lower levels of 

self-esteem than obese peers who do not binge eat, with these obese adolescents not 

differing in their degree of obesity or reported depression (Decaluwe, Braet, & Fairburn, 

2003).  Research involving adults has demonstrated that obese adults who binge eat share 

similar characteristics, including greater social insecurity, low self-esteem, and 
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impairment in their interpersonal relationships (Ramacciotti, Coli, Bondi, Burgalassi, 

Massimetti, & Osso, 2008). Researchers have speculated that these individuals feel 

ineffective and have low self-worth, which is maintained by the social prejudice they 

experience, leading back to bingeing. Recommendations from this research include 

examining these factors in weight loss treatments (Ramacciotti et al.). Additionally, 

women who binge have demonstrated to have lower self-esteem and higher levels of 

shame and guilt before bingeing than those who do not engage in binge eating (Sanftner 

& Crowther, 1997).   

Health Disparities Among Minority Youth & Obesity: An Overview 

 Ethnic and gender differences related to obesity rates have been indicated in the 

literature, with the prevalence of obesity among Mexican American youth increasing at a 

greater rate than any other ethnic group in the US (Liu, Probst, Harun, Bennett, & Torres, 

2009). Furthermore, the National Health and Nutrition Examination survey (NHANES) 

indicates that Mexican American and African American girls are more likely to have high 

BMI for their age than their White counterparts (Ogden, Carroll, & Flegal, 2008). In 

addition, the higher prevalence of obesity in Hispanic and African American youth is 

concerning because of associated health concerns pertaining to these youth, including 

insulin resistance, which is lower in Hispanic and African American youth than in White 

children, and is a precursor to type 2 diabetes (Seo & Sa, 2010).  

 These trends are concerning, particularly since Hispanics, an ethnic group 

representing over 20 different nationalities, are the largest and fastest-growing ethnic 

minority group in the United States (Koplan et al., 2007). Furthermore, by 2025, it is 
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estimated that almost one in every five people in the United States will be of Hispanic 

descent (National Research Council (NRC, 2006).   

 Health disparities, or “a population-specific difference in the presence of a 

disease, health outcomes, or access to health care” (U.S. Department of Health and 

Human Services (U.S.DHHS), 2004) are experienced by ethnic minorities as they relate 

to cancer, type 2 diabetes, and cardiovascular diseases. These three medical conditions 

are impacted by obesity rates experienced within these ethnic minority groups 

(Fuemmeler, Moriarty, & Brown, 2009). Additional factors contributing to these health 

disparities include risk behaviors for obesity, including the consumption of low-nutrient 

foods, sedentary behaviors, and decreased exercise (Koplan et al., 2007). 

 The health disparities among Hispanic youth have been related to environmental, 

biological, socio-cultural and economic factors  (Fuemmeler, Moriarty, & Brown, 2009). 

As such, it is beneficial to explore health disparities among this population from a social-

ecological framework (Fuemmeler et al.). This perspective recognizes that there is no 

single factor that can be identified as the cause or reason of ethnic health disparities. The 

social ecological framework takes into account the relationships among a variety of 

factors that have been attributed to ethnic health disparities. These include individual 

factors, family and community factors, and societal factors (Fuemmeler et al.).  

 With regards to obesity, individual factors contributing to the health disparities 

among minority youth include dietary practices and physical activity levels (Fuemmeler 

et al., 2009; Koplan et al., 2007). Research suggests that ethnic differences in dietary 

practices attributing to adult obesity happen during early to mid adolescence, as the 
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occurrence of obesity among young children of ethnic minority groups and their 

Caucasian counterparts (Spear & Reinold, 1999). It has been hypothesized that this may 

be due to cultural differences regarding diet, weight, and preferred body shape among 

different ethnic groups (Fuemmeler et al., 2009). In terms of physical activity, low 

income has demonstrated to be a predictor of lower activity level in a longitudinal study 

conducted by Nader and colleagues (2008) examining activity level among school-aged 

children (Nader, Bradley, Houts, McRitchie, & O’Brien.).  

 Family and community factors include socioeconomic status and the environment 

in which families exist. Socioecomonic status (SES), which takes into account a group of 

factors including level of education, occupation, and income, that serve as markers of a 

person’s place within a social system (Fuemmeler et al., 2009), has been found to be 

associated with health outcomes (Rickmond, Field, & Rick, 2007). Reasons for this 

include limited access to acceptable health insurance coverage and challenges in having a 

healthy lifestyle due to financial constraints (Richmond et al.). With regards to 

community factors, the environment in which individuals exist has an impact on health 

disparities within populations. Aspects of an environment that influences this impact are, 

among others, placement fast-food restaurants, affordable housing, and outdoor space, 

such as parks. Additional community factors include the safety of walking in a 

neighborhood, and accessibility to healthy foods (Fuemmeler et al., 2009). Additionally, 

data indicates that ethnic minority populations who live in low-income neighborhoods 

have limited access to parks and gyms, and higher prevalence for obesity compared to 

their Caucasian higher-income counterparts (Gordon-Larsen, Nelson, Page, & Popkin, 
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2006). 

 In terms of societal factors, research suggests that ethnic health disparities are the 

product of perceived discrimination and racism (Fuemmeler et al., 2009; Jones, 2000). 

With regard to obesity, some have hypothesized that racism can limit the mobility of 

individuals, leading to segmented SES in neighborhoods, which could lead to poorer 

living conditions (Fuemmeler et al.). 

   Interventions for Pediatric Obesity 

 It is important to treat obesity in childhood, before it becomes a chronic and life 

long condition. Treatment of pediatric obesity has demonstrated better outcomes over 

both short and long-term periods than treatment for adult obesity (Epstein et al., 1998). 

Suggested explanations for these more successful outcomes include the notion that 

children may not need as much self-motivation as adults to maintain behavior change, as 

the parent/guardian in most situations is the primary agent of change. Another cited 

reason is that there is more flexibility in dietary and physical activity habits in childhood, 

making these behaviors less engrained than in adulthood; thus easier to change (Jelalian 

& Hart, 2009).  

 The literature on intervention approaches for pediatric obesity suggests that 

interventions that are multi-component and involve both parent and child participation 

demonstrate the most promise in regards to weight loss (Cooperberg & Faith, 2004). 

These interventions take place in a variety of settings, including schools, hospitals, and 

community mental health centers, and often have common components. A meta-analysis 

conducted by Haddock and colleagues (1994) revealed that out of 41 controlled treatment 
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outcome studies, interventions that included nutrition, physical activity, and behavior 

modification techniques had a medium effect size with regards to posttest outcomes, 

including BMI reduction (Haddock, Shadish, Klesges, & Stein). 

 The nutrition component of these multi-component interventions involve teaching 

techniques to reduce and stabilize the number of calories youth are ingesting, along with 

reducing their fat intake and increasing the nutrient density of food they eat (Epstein, 

Myers, Raynor, & Saelens, 1998). This involves the increase of fiber- and vitamin-rich 

foods (Cooperberg & Faith, 204). The exercise, or physical activity, component is 

designed to increase the energy (calories) participants expend in order to combat the 

number of number of calories they ingest (Epstein et al., 1998). These involve the 

inclusion of aerobic exercise and discussion of the types of physical activity youth can 

engage in when at home (Haddock et al., 1994). Research has demonstrated that while 

nutrition and physical activity components are necessary, they are not effective in 

addressing pediatric obesity in the absence of a behavioral modification component 

(Epstein et al., 1998; Gilles, Cassano, Shepherd, Higgins, Hecker, & Nagle, 2010). 

 The behavioral modification component in obesity interventions typically 

facilitates the implementation of self-monitoring of both dietary and physical activity 

habits (Epstein et al., 1998; Gilles et al., 2010; McGovern et al., 2008). It is 

recommended that parents aid their children in this process, particularly younger children 

(Epstein et al., 1998). With regards to behavioral modification and physical activity, a 

focus of multi-component obesity interventions is to target reduction in sedentary 

activities, such as watching television or playing videogames. In studies by Epstein and 
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colleagues (2000; 1995), the researchers showed that when children reduce their 

sedentary behaviors, they naturally redistribute some of their time to physical activities.  

Obesity Interventions with Adolescents 

 While research suggests the importance of targeting prevention of pediatric 

obesity in young children (Wofford, 2008), the number of obese adolescents requires the 

development and assessment of effective treatment programs for adolescents (Stuart, 

Brome, Smith, & Weaver, 2005). However, a well-established approach to the treatment 

of obesity in adolescence has not yet been established (Jelalian & Saelens, 1999; Stuart et 

al., 2005). Additionally, Stuart and colleagues (2005) found various methodological 

limitations from their review of the literature on obesity interventions targeting 

adolescents. These included the absence of validation of treatment results with replicated 

studies, limited ethnic diversity among study participants, and unclear approaches to 

parental participation in the intervention program (Stuart et al.). Furthermore, many 

interventions involving obese adolescents have lacked a theory guiding treatment 

(Melnyk et al., 2007).  

 Interestingly, despite the focus on intervention programs for young children, 

researchers theorize that obesity intervention programs may be more effective when 

conducted with adolescents in early to mid adolescence (Baranowski, Cullen, Niklas, 

Thompson, & Baranowski, 2003; Stice et al., 2006). Reasons offered by researchers 

include younger children's challenge in understanding concepts and skills taught and 

discussed in intervention programs for pediatric obesity, and adolescents' emerging 

autonomy, which include more control over their nutrition and exercise practices (Stice et 
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al., 2006).   

Parental Component and Obesity Interventions for Youth 

 Interventions that have a parent participation component have received much 

attention in the pediatric obesity literature (Epstein et al., 1998; Haddock et al., 1994; 

Jelalian & Hart, 2009; Stice et al., 2006). While some programs have targeted just the 

parents, or just the youth, many have targeted both. The literature has yielded mixed 

results regarding the success of treatment with parent participation in interventions for 

their elementary school aged obese children. While some studies have demonstrated 

significant increases in treatment associated with parental involvement (Epstein et al., 

1998), a meta-analysis conducted by Haddock and colleagues (1994) found that parental 

involvement did not necessarily result in more successful outcomes for obese children 

with regard to treatment.  

 Effects of parent participation in interventions for obese adolescents have yielded 

similarly mixed results to those of elementary school-aged children. While there is some 

evidence that having a separate parent component that occurs concurrently with the 

adolescent portion is useful (Cooperberg & Faith, 2004), there is also contrary evidence 

(Stice et al., 2006). However, in a meta-analysis by Seo and Sa (2010) exploring obesity 

interventions for minority youth, programs that had a parent component appeared to be 

more efficacious in helping minority youth's weight loss/stabilization than interventions 

without a parent component. Additionally, interventions that addressed three or more 

components (including physical activity, nutrition, and behavior modification) were more 

efficacious than those including less components.  These conclusions suggest that parent 
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involvement is an important factor to take into consideration when designing and 

implementing an obesity intervention program for minority youth.  

 Given the concern related to the use of ineffective coping behaviors such as binge 

eating and social isolation in obese youth, along with cited psychosocial challenges such 

as low self-esteem, interventions addressing these concerns is needed. Below is an 

overview of Dialectical behavior therapy, an intervention model proved effective in the 

treatment of binge eating behaviors (Wiser & Telch, 1999).  

Dialectical Behavior Therapy: An Overview 

 Dialectical Behavioral Therapy, or DBT, began as a treatment in the 1970s for 

individuals who were suicidal, and has been utilized extensively in the treatment of 

individuals with Borderline Personality Disorder (BPD; Feigenbaum, 2007; Miller, 

Rathus, & Linehan, 2007). DBT blends three theoretical frameworks: cognitive-

behavioral techniques, Zen influences, and a dialectical position of reality. DBT 

considers reality to be continuous and dynamic, forming from the synthesis of opposite 

views (the “thesis” and “antithesis”). This integration of opposing views creates tension 

within each system in which opposing stances exist, such as good and evil, parent and 

child, teacher and student, and therapist and client. However, this tension also promotes 

change within these systems, and a viewpoint that there is no fact that is indisputable 

(Miller et al., 2007).  

 DBT for the treatment of BPD is guided by biosocial theory (Miller et al., 2007). 

According to this model, maladaptive behaviors demonstrated by individuals with BPD 

(e.g., self-harm, suicidal attempts, suicidal ideation) are a product of a combination of 
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biological and environmental factors of the individual. Biological factors include an 

individual’s ability and capacity to regulate their emotions, with environmental factors 

encompassing an invalidating environment an individual experiences in which the 

manner they attempt to managing their emotions has been reinforced. Within an 

invalidating environment, an individual is taught that the way they perceive their 

environment or emotions is inaccurate, and are punished or ignored, resulting in feeling 

invalidated. Invalidating environments experienced by individuals with BPD include 

being victims of child abuse and trauma. However, it is important to note that 

invalidating environments can result from other circumstances, including high and 

persistent stress experienced by family members. This high and consistent stress can be 

the result of having a child who is highly sensitive emotionally, and has challenges 

regulating their emotions. These invalidating environments can be experienced outside of 

the home, including school and neighborhood settings (Feigenbaum, 2007; Miller et al., 

2007; Wiser & Telch, 1999).  

 DBT is designed to assist an individual in learning new skills to better modulate 

emotions, and be able to utilize skills across a variety of situations and contexts 

(Feigenbaum, 2007). A goal of DBT for individuals with BPD is to teach them ways they 

can regulate and tolerate their emotions more effectively through the use of more 

adaptive methods, such as effective coping strategies, thus reducing their use of 

ineffective strategies to regulate their emotions (Wiser & Telch, 1999). DBT has been 

utilized to target binge eating, a maladaptive behavior used to reduce emotional distress 

(Whiteside, Chen, Neighbors, Hunger, Lo, & Larimer, 2007; Wiser & Telch, 1999).   
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DBT to Treat Binge Eating  

 The skills-building component of DBT has been applied to other individuals in 

which impulsive behaviors and emotion regulation is a challenge. As introduced above, 

this includes persons with binge eating or Binge Eating Disorder (Wiser & Telch, 1999).  

According to the Diagnostic and Statistical Manual of Mental Health Disorders, Fourth 

Edition, Revised (DSM-IV TR; American Psychiatric Association, 2000), Binge Eating 

Disorder (BED) is characterized by persistent and frequent episodes of uncontrollable 

binge eating as well as feelings of distress in the absence of compensatory strategies, 

such as purging. While the manifestation of BED has been reported to range from 

subclinical levels to meeting diagnostic criteria for the disorder in youth (Ackard et al., 

2003), researchers have noted that few youth meet criteria for BED, and the prevalence 

reported largely depends on the criteria and methods used to assess binge eating 

(Tanofsky-Kraff et al., 2011). However, as youth who report engaging in binge eating 

demonstrate greater weight gain over time than those who do not engage in this behavior 

(Goosens et al., 2009), it is important for health professionals to evaluate binge eating 

behaviors in children and adolescents.  

 Forms of therapy applied in the treatment of BED include Cognitive-behavioral 

therapy (CBT) and interpersonal psychotherapy (IPT; Brownley, Berkman, Sedway, 

Lohr, & Bulik, 2010; Wilfley et al., 2002). A brief overview is provided of CBT and IPT 

for binge eating, leading to a discussion of the adaptation of DBT for BED.   

 CBT treatment for BED encourages individuals to schedule regular meals and 

snacks in order to decrease their urge to binge, and start setting up regular eating patterns. 
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Additionally, exposures are conducted to foods the individual fears because they tend to 

binge on them. Finally, cognitive restructuring is utilized to challenge distorted thinking 

about an individual’s perceptions of their weight and body size (Telch et al., 2001; Wiser 

& Telch, 1999). IPT for BED addresses an individual’s feelings of isolation, inadequate 

use of interpersonal skills, and disappointment with their interpersonal relationships 

(Wilfley et al., 2002; Wiser & Telch, 1999). The central aim of IPT for BED is 

identifying and problem-solving an individual’s interpersonal challenges in four social 

areas: grief, interpersonal deficits, role transitions, and role disputes (Wilfley et al., 2002; 

Wiser & Telch, 1999).  

 While CBT and IPT treatments have demonstrated promise in the literature in 

decreasing binge eating behaviors (Wilfley et al., 2002), these interventions have not 

focused on the role of emotion dysregulation as a contributing factor in binge eating 

(Safer, et al., 2010). As there are a number of individuals who continue displaying high 

rates of binge eating symptoms posttreatment, researchers have been interested in 

applying other types of treatment models for BED (Safer et al.). One such model is that 

of dialectical behavioral therapy (DBT).  

 From a DBT perspective, binge eating is conceptualized as a behavioral attempt 

to change, manipulate, or manage challenging emotions (Safer et al., 2010; Telch et al., 

2000; Wiser & Telch, 1999). When a person binge eats, the act provides a temporary 

relief from the challenging emotion the person is experiencing, which reinforces binge 

eating as a strategy to minimize/escape emotional distress (Telch et al., 2001) 

 DBT for BED in adults teaches effective and adaptive emotion regulation 
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strategies to replace binge-eating behavior (Telch et al., 2001; Wiser & Telch, 1999). 

Three main components are covered in treatment: mindfulness skills, distress tolerance, 

and emotion regulation. Mindfulness skills provide individuals an understanding of how 

to become more aware of their emotions, and experience them in a nonjudgmental 

manner. This helps individuals experience their emotions without over identification with 

them, thus judging themselves less harshly. In the distress tolerance component, 

individuals learn how to tolerate challenging situations that are unable to be changed 

without acting impulsively and reacting in maladaptive ways (e.g., not bingeing or 

withdrawing from others) (Wiser & Telch, 1999). Finally, within emotion regulation, 

individuals are provided with rationale for experiencing both pleasant and unpleasant 

emotions, and how to manage them more effectively. These strategies appear to be 

important in addressing ineffective coping behaviors, such as binge eating and social 

isolation in obese adolescents.  

 Evidence of the effectiveness of DBT for BED has been promising, with studies 

reporting reduced binge eating in women participating in group DBT skills training, 

when compared to no treatment (Telch et al., 2001). Additionally, studies have 

demonstrated no dropouts from treatment and maintained abstinence from binge eating 6 

months post-treatment in an uncontrolled treatment trial (Telch et al., 2000). In a 

randomized control trial comparing the effects of DBT for BED to an active comparison 

group therapy condition (ACGT; treatment was modeled after treatment of supportive 

therapy for chronic depression, modified for binge eating in this study) in adult 

participants, Safer and colleagues (2010) found higher abstinence rates from binge eating 
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in the DBT for BED condition than those in the ACGT condition, with maintained 

reported abstinence in both conditions 12 months post-intervention. Additionally, there 

was a very low dropout rate in the DBT for BED condition compared to those in the 

ACGT condition (4% and 33%, respectively). While these studies did not utilize 

adolescents, results are encouraging in demonstrating the effectiveness of DBT in 

addressing binge eating.  

DBT for Binge Eating Disorder for Adolescents 

 As DBT has received empirical support in its adaptation to BED, Safer and 

colleagues (2007) modified the treatment for adolescents, and utilized a case study to 

illustrate these modifications. The treatment consisted of 21 weekly 60-minute individual 

sessions, with modules covered in treatment including mindfulness skills, distress 

tolerance skills, emotion regulation skills, and interpersonal effectiveness skills. Safer 

and colleagues (2007) chose to include an interpersonal effectiveness module in their 

case study, a component that has been excluded in the DBT treatment for adults with 

binge eating disorder. Safer et al. (2007) highlighted the importance of teaching these 

skills to adolescents with binge eating, as it provides them with a set of techniques they 

can implement when interacting with those in their environment. These individuals 

include friends, family members, and other peers. As a result, this module was added as a 

modification to the DBT for BED treatment for adolescents. In addition, a familial 

component is included to address manners in which the family can encourage the 

implementation of skills learned in treatment. Results from this case study are 

encouraging, as the severity of the patient’s binge eating reduced from pretreatment to 
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post-treatment. While these results must be interpreted with caution as results are from 

one patient, it offers support, albeit limited, for the implementation of DBT to treat binge 

eating in adolescents. Additionally, pilot studies in developing group format interventions 

have been recommended as further direction of this research, with curriculum being 

developed for group intervention for binge eating adolescents (Israel, 2011), as this 

format has proven successful with adults with binge eating (Safer et al., 2007; Safer et al., 

2010).  
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Chapter Three: Proposed Research Study 

    Statement of the Problem 

 Pediatric obesity is a major public health concern, with serious long-term medical 

consequences (Janicke et al., 2007). Additionally, obese youth confront a variety of 

psychosocial challenges, including low self-esteem and harsh judgment by peers and 

family members (Hesketh, Wake, & Waters, 2004; Neumark-Sztainer et al., 1998), with 

consequences particularly demonstrated in females (Neumark-Sztainer et al.).  

Furthermore, prevalence of obesity in adolescents continues to increase, particularly in 

ethnic minority groups, with Hispanic youth most at risk (Liu et al., 2009). Effective 

interventions are needed but have been few and far between, and seldom guided by 

theory (Melnyk et al., 2007). However, existing research has shown promising results in 

decreasing binge eating, a major contribution to obesity, using Dialectical Behavior 

Therapy (DBT). DBT has been adapted to address binge eating behaviors, and research 

with adults has demonstrated this application to be an effective (Telch et al., 2001; Wiser 

& Telch, 1999). The application of DBT with obese Hispanic adolescent females 

participating in a weight management clinic appears to be a sensible step in addressing 

the gap in the literature regarding obesity interventions for adolescents. 

    Statement of the Purpose 

 This study seeks to investigate the effects of adding a mental health, DBT 

informed skills-based group intervention (hereafter referred to as ACES PLUS) to 

treatment as usual among obese Hispanic adolescent patients between the ages of 13-17 



  

32 

 

years attending a weight management clinic. Analyses will be performed to determine 

whether the addition of ACES PLUS to treatment as usual in a weight management clinic 

results in decreased BMI and binge eating, as well as increased self-esteem and use of 

coping strategies (self-reliance, social support, and seeking diversion) over and above 

those reported by obese Hispanic adolescent females in the treatment as usual condition. 

Participants will include 200 Hispanic adolescent females, who randomly will be 

assigned to one of two conditions. Half will participate in the ACES PLUS program for 

obese adolescent females, and half will receive treatment as usual. Both groups will 

receive their usual care as part of the ACES clinic, including being seen by their 

physician, physical therapist, nutritionist, and social worker for appointments once every 

four months. Additionally, participants in the treatment as usual condition will be offered 

participation in the ACES PLUS program post-treatment if the program demonstrates to 

be beneficial.   

 Research Questions and Hypotheses 

Research Question 1 

Will obese adolescent females who receive the ACES PLUS intervention make more 

substantial gains in reducing their BMI than obese adolescent females who receive only 

treatment as usual, when considering the effects of BMI pre-intervention scores? 

Hypothesis 1 

At posttreatment, adolescent females who participate in the ACES PLUS program will 

demonstrate significantly greater reduction in BMI than adolescent females in the 

treatment as usual condition, controlling for BMI measured at pre-intervention. 
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Rationale 

Research has demonstrated that obesity treatments addressing multiple components 

(physical activity, nutrition, and behavior modification) are effective in decreasing BMI, 

though results appear to be more consistent for children than adolescents. Additionally, 

research indicates that obese adolescent females are at greater risk for low self-esteem 

and use of ineffective coping behaviors, such as binge eating. Little research exists 

examining whether the addition of a mental-health focused, theory-based intervention 

addressing these concerns results in greater BMI reduction in obese adolescent females. 

However, dialectical behavior therapy has demonstrated effectiveness in treating binge 

eating disorder in adults (Safer et al., 2010), with demonstrated weight loss in participants 

(Safer et al.).  

Research Question 2 

Will obese adolescent females who receive the ACES PLUS intervention report higher 

self-esteem post intervention than those receiving treatment as usual, controlling for self-

esteem pre-intervention? 

Hypothesis 2 

At posttreatment, adolescent females who participate in the ACES PLUS program will 

report a significantly greater increase in self-esteem, as measured by the RSES, relative 

to adolescent females in the treatment as usual condition, controlling for self-esteem 

measured at pre-intervention.  

Rationale 

Research on the association between low self-esteem in obese children have yielded 
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mixed results, but the association appears to be stronger for adolescents (Erickson et al., 

2009). Research suggests that youth who engage in treatment for their obesity have 

lowered self-esteem (Huang et al, 2007). Research has recommended a focus on 

addressing self-esteem in weight loss interventions (Israel & Ivanova, 2002; Ramacciotti 

et al., 2008).  

Research Question 3 

Will obese adolescent females who receive the ACES PLUS intervention demonstrate a 

greater increase in reported use of coping strategies related to self reliance, social 

support, and seeking diversion at post-intervention than those receiving treatment as 

usual, controlling for BMI measured at preintervention? 

Hypothesis 3 

At posttreatment, adolescent females who participate in the ACES PLUS program will 

report significantly greater increase in coping strategies related to self reliance, social 

support, and seeking diversion, as measured by subscales on the ACOPE, than adolescent 

females in the treatment as usual condition, controlling for pretest scores pre-

intervention. 

Rationale 

Skills-building in DBT addresses ways in which an individual can become more effective 

interpersonally, cope with distress, and increase social support. Research on obese 

adolescent females indicates that many face distressing situations, such as being rejected 

by peers, and withdrawing from social situations and engaging in maladaptive coping 

strategies, such as binge eating. Research on an adolescent adaptation of DBT for BED 
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demonstrates encouraging results, with reported utilization of skills taught and 

demonstrated reduction in binge eating behavior (Safer et al., 2007).  

Research Question 4 

Will obese adolescent females who receive the ACES PLUS intervention report lower 

binge eating behaviors post intervention than those receiving treatment as usual, 

controlling for preintervention binge eating behaviors? 

Hypothesis 4 

At posttreatment, adolescent females who participate in the ACES PLUS program will 

report significantly greater reduction in binge eating symptoms, as measured by the BES, 

relative to adolescent females in the treatment as usual condition, controlling for binge 

eating scores obtained at pre-intervention. 

Rationale 

 Binge eating behaviors are demonstrated more commonly in youth receiving 

treatment for pediatric obesity (Goosens et al., 2007), and binge eating is associated with 

weight gain and obesity in youth (Safer et al., 2010; Stice et al., 2002). Research 

addressing binge eating behavior in adults displays the effectiveness of DBT in 

combating binge eating, as participants report reduction in binge eating behaviors post-

intervention (Wiser & Telch, 1999). Research regarding the adaptation of DBT for BED 

in adolescents has demonstrated reduction in reported binge eating behaviors (Safer et al., 

2010). Though research on DBT for BED in adolescents is limited, taken together with 

the results of research with adults, the research suggests that DBT can reduce binge 

eating behaviors.  
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     Methods 

Participants 

 Participants will include 200 Hispanic adolescent females, ages 13-17, and their 

parents/guardians (hereafter referred to as parents). All participants will be patients at 

ACES, an ambulatory, multidisciplinary weight management clinic housed at Dell 

Children’s Medical Center of Central Texas. In order to become patients at the clinic, 

individuals must have a Body Mass Index (BMI) at or above the 95th percentile for 

height, weight, gender, and age, indicating they are obese.  

 Participants will be included in this study if they meet all of the following criteria: 

are of Hispanic descent, are between the ages of 13 and 17 by the time they start the 

intervention, have at least one parent who is able to participate in the intervention, and 

are not receiving auxiliary treatment (e.g., individual therapy, family therapy). 

Participants who do not meet the abovementioned criteria will be excluded from this 

proposed study. Parent participation will be defined as attending clinic appointments and, 

if in the ACES PLUS condition, attending weekly ACES PLUS sessions. Hispanic/Latino 

will be defined as individuals living in the U.S. of Mexican, Cuban, Salvadoran, or other 

Latin American heritage (Sue & Sue, 2008).  

Procedure 

 Approval by Human Subjects Committee 

 This study will be conducted in compliance with the ethical standards and 

standards detailed by the American Psychological Association and the University of 

Texas at Austin. The researcher will secure approval from the Institutional Review Board 
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at the University of Texas at Austin prior to beginning data collection.  

 Approval by Dell Children’s Medical Center of Central Texas 

 The researcher will provide a written proposal to the director of research at Dell 

Children’s Medical Center, and its parent organization, Seton Family of Hospitals, 

requesting and seeking their approval to conduct a research study with patients of the 

ACES weight management clinic.  

Recruitment of Participants 

 Participants will be recruited from patients in the ACES clinic.  Patients are 

referred to the ACES clinic by their primary care provider (PCP), to obtain additional 

help with weight management. At their initial clinic visit, a potential patient is evaluated 

by four professionals: a physical therapist, social worker, dietician, and physician, and 

recommendations for services are made by each professional. Services provided within 

ACES include the common components demonstrated to be important in obesity 

intervention programs: physical activity (via the physical therapist), behavior 

modification (via the social worker), and nutrition (via the dietician). Additionally, a 

clinic physician monitors patient health.  

 The social worker will screen and refer patients in the ACES clinic to this 

research study. As part of the intake process for ACES, the social worker will review the 

potential participant’s medical records to screen for inclusion criteria. In addition, he or 

she will conduct a mental-health screening for depressive and anxiety symptomatology 

and current suicidal/homicidal ideation or intent, with the use of a questionnaire. If 

potential participants meet all inclusion criteria for participation in the study, the social 
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worker will invite the adolescent and her parent(s) to participate in the study. The social 

worker will explain that the adolescent would be randomly assigned to either the standard 

ACES program (hereafter described as treatment as usual) or the ACES PLUS program. 

The social worker further explain that if the ACES PLUS program is found to be more 

effective than treatment as usual, those who are randomly assigned to treatment as usual 

will have an opportunity to participate in ACES PLUS at a later date. Additionally, they 

will state that participation is completely voluntary, and services will not be affected if 

the adolescent and his/her family decide to decline participation. If a potential participant 

is excluded from participation in the research study, a list of mental health agencies will 

be provided by the social worker. If interested, referred participants will review the 

consent and assent forms and any questions they have will be addressed. They will be 

informed that the sessions in the ACES PLUS program will be video recorded for 

purposes of supervision of ACES PLUS group leaders. If they provide their consent and 

assent, they will be randomly assigned to one of the following two conditions: treatment 

as usual and ACES PLUS program. They will also be asked to sign a release of 

information to facilitate good continuity of care between the ACES weight management 

clinic and Texas Child Study Center, where the ACES PLUS program takes place. Data 

collection procedures are discussed below, followed by a description of each study 

condition. 

Data Collection 

 Participants in both treatment conditions will be asked to complete three self-

report measures, the Rosenberg Self-Esteem Scale, the Binge Eating Scale, and the 
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Adolescent Coping Orientation for Problem Experiences (ACOPE), at two points in time, 

pre and posttreatment. A trained research assistant will distribute the self-report measures 

to each adolescent pre and posttreatment, and will be available to answer any questions 

the participant has regarding the questionnaires. All self-report measures will be 

completed independently in a clinic exam room to ensure equal environmental 

conditions. Pretreatment assessment of all participants, which will be controlled for in the 

proposed data analyses, will be completed immediately after their meeting with the social 

worker in which they consented to participate in the study. Posttreatment assessment of 

all participants will be completed at the end of their second scheduled ACES clinic 

appointment (after meeting with the four professionals), which will take place within one 

week of the conclusion of the ACES PLUS program. The adolescent participant’s clinic 

physician will calculate their BMI during the pretreatment and post-treatment 

assessments. For the purposes of this intervention, neither the ACES professionals (i.e., 

physician, physical therapist, social worker, and dietician) or research assistant will be 

informed of the treatment condition of research participants.  

Treatment as Usual Condition 

  Participants in treatment as usual condition will receive the usual care as part of 

ACES clinic. This includes two visits with their clinic physician, physical therapist, 

dietician, and social worker, the first taking place after consenting to participation in the 

proposed research study, and the second taking place within one week of the conclusion 

of the ACES PLUS program. During each three-hour appointment, all four professionals 

meet individually with the patient and her parent(s) for 45 minutes. During these 
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appointments, the team members discuss progress or setbacks with their healthy living 

goals with the adolescent and her parents. Specifically, the physical therapist helps the 

family set a workout plan tailored to the adolescent and family. The dietician 

collaboratively creates a menu plan for the adolescent with her input and that of her 

parent(s). The physician examines the adolescent’s physical health, including cholesterol 

levels and blood pressure. The social worker works with the adolescent and her parent(s) 

on setting achievable goals related to her physical health. This includes discussion of how 

many days per week she can commit to engage in physical activity and follow the menu 

plan recommended by the dietician.  

ACES PLUS Treatment Condition 

 Participants in this condition will participate in two ACES clinic visits, as those in 

the treatment as usual condition (treatment described above), along with participating in 

the ACES PLUS program (PLUS refers to: PLEASE skills, Listen to myself and others, 

Use coping strategies when feeling distress, and Stand up for myself). The program is a 

16-week manualized group treatment, and is based on a model of Dialectical Behavioral 

Therapy skills training. Each weekly session is 1.5 hours. The ultimate goal of the ACES 

PLUS program is to help obese adolescent females learn to better manage and tolerate 

distress, regulate their challenging emotions (e.g., sadness, nervousness, boredom), and 

manage interpersonal situations (including those with peers, family, romantic partners). It 

is hypothesized that teaching the girls these skills will reduce binge eating and sedentary 

behaviors (e.g., time watching television and time working on the computer) when 

experiencing challenging emotions. In addition, it is hypothesized that learning these 
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skills will produce improvements in self-esteem and reductions in BMI.  

 Of note, if participants in either condition engage in additional ACES clinic visits, 

individual therapy, or family therapy during the duration of their participation in the 

proposed research study, all data collected from this participant will be considered 

invalid, and will not be included in the data analyses.    

 Bio-psychosocial conceptualizations will be developed for each participant to 

help individualize the ACES PLUS program (See Appendix E for a sample 

conceptualization). There are four main ACES PLUS components: 

mindfulness/awareness skills, distress tolerance skills, emotion regulation skills, and 

interpersonal effectiveness skills (outline of weekly sessions are provided in Appendix 

C). Sessions 1 and 2 focus on outlining the program and getting to know group members. 

In addition, mindfulness/awareness skills are introduced. These are designed to help 

participants become more aware of what they are eating, including how it tastes, and how 

hungry or full they are after eating. These skills are revisited before the start of each 

subsequent unit (sessions 7 and 12) to ensure participants are understanding and 

practicing these skills. During sessions 3 to 5, participants learn to find ways to manage 

stressful and challenging situations (distress tolerance), including creating their own 

"coping kits", in which they include objects and activities that they can engage in to 

handle these unpleasant situations, such as speaking to others, engaging in physical 

activity, listening to music. In sessions 8 to 10, participants learn to acknowledge their 

unpleasant emotions and discover ways in which they can reduce the intensity of these 

unpleasant emotions (emotion regulation), including acting opposite to their urges. For 
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example, feeling sad could lead to the urge to withdraw and eat unhealthy foods. Instead, 

the participants are encouraged to get active in order to increase their self-esteem and 

effectiveness. Sessions 13 to 15 focus on teaching interpersonal effectiveness skills to the 

participants. The goal is to help them better manage interpersonal relationships with 

peers, family, and others. Skills taught include ways of taking care of the relationships 

that they have, balancing their own needs with those of others', and building and 

maintaining self-respect in order to reduce situations in which they may be taken 

advantage of by others.  

 With the exception of sessions 6, 11, and 16 (discussed below), parents will meet 

weekly as a group of parents with two trained doctoral student leaders to learn the 

concepts their adolescents are learning. They also discuss among one another challenges 

and/or success they have had with their adolescent related to her engagement in the 

ACES PLUS program. Adolescents and their parents meet together for sessions 6, 11, 

and 16. During these sessions, the adolescents are asked to review what they have learned 

with their parents.  The group leaders and adolescents also discuss with the parents ways 

they can assist their adolescent implement the skills learned.  

 Groups will include seven to ten adolescent females and the groups will be lead 

by two leaders. Efforts are made to facilitate parent participation in the ACES PLUS 

program, including an evening start time and provided childcare by graduate student 

volunteers. A description of the training of research assistants, along with group leaders 

is provided below:  

Training of Research Assistants  
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 Doctoral-level school psychology students will be trained in the administration 

and scoring of the self-report measures (Rosenberg Self-Esteem Scale, Binge Eating 

Scale, ACOPE), and will be available to study participants if they have questions while 

completing questionnaires during their ACES clinic appointments.  

Training of ACES PLUS Group Leaders 

  Advanced doctoral-level school psychology students, who have completed at 

least one year of client-contact, have taken courses in child psychopathology and are 

familiar with bio-psychosocial case conceptualization will be trained to administer the 

intervention. Training will progress over a period of six months. After receiving didactic 

exposure to the treatment manual and therapeutic techniques, trainees will observe a 

doctoral-level child psychologist conduct the ACES PLUS program to a group of 

adolescent females. From there, trainees will co-led a group under weekly supervision 

from the doctoral-level child psychologist. Group sessions will be video recorded and 

reviewed during supervision with the child psychologist.  

Measures 

 Body Mass Index. Body Mass Index (BMI) will be calculated based on weight, 

height, gender, and age, with weight measured to the nearest .1 of a kilogram and height 

measured to the nearest millimeter. Measurements will be taken during the participants’ 

two separate clinic appointments at the ACES clinic, 16 weeks apart, which will be 

scheduled 16 weeks apart. These measurements will be taken with a portable direct-

reading stadiometer by their ACES clinic physician during these appointments. Height 

and weight measurements will be converted to BMI (kg/m2).  
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 Rosenberg Self-Esteem Scale. The Rosenberg Self-Esteem Scale (RSES; 

Rosenberg, 1965; refer to Appendix A) is a 10-item self-report measure used to assess an 

individual’s positive evaluation of herself. Each item is rated on a 4-point Likert-type 

scale, ranging from strongly disagree to strongly agree. Negatively worded items on this 

measure are reverse coded. Internal consistency for the measure was .79 in a validation 

study by Supple and Plunkett (2011) utilizing Hispanic adolescents. The Hispanic 

adolescents in the sample were from Mexican, Guatemalan, and Salvadoran descent, and 

filled out the measure in English.  

 Adolescent Coping Orientation for Problem Experiences (ACOPE). The 

Adolescent Coping Orientation for Problem Experiences (ACOPE; Patterson and 

McCubbin, 1987; refer to Appendix A) is a 54-item self-report measure used to assess 

coping strategies used among adolescents when feeling an unpleasant emotion or 

encountering challenges. Each item describes a possible coping strategy such as “talk to a 

friend about what bothers you,” or “daydream about how you would like things to be.” 

Each item is rated on a 5-point Likert scale, from “never” to “most of the time,” 

indicating how often they use the given coping strategies. In the original study by 

Patterson and McCubbin (1987), the measure was factor analyzed into 12 scales: 

Ventilating Feelings, Seeking Diversions, Self Reliance, Social Support, Solving Family 

Problems, Avoiding Problems, Spiritual Support, Investing in Close Friends, Engaging in 

a Demanding Activity, Humor, Relaxing, and Seeking Professional Support. Internal 

consistency for these subscales range from .60 to .75. Three of the subscales will be 

analyzed in this study. The subscales are: Seeking Diversions, Self Reliance, and Social 
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Support. These subscales are of interest due to the skills emphasized in the proposed 

ACES PLUS intervention (e.g., interpersonal effectiveness, emotion regulation, and 

distress tolerance). As each subscale has a varying number of items comprising it, ratio 

scores will be calculated from the raw scores on each subscale to account for this 

difference, and these scores will be used in the data analyses (Recklitis & Noam, 1999).  

 Binge Eating Scale. The Binge Eating Scale (BES; Gormally, Black, Daston, & 

Rardin, 1982; refer to Appendix A) is a 16-item self-report questionnaire that measures 

binge eating symptoms. For each item, the respondent is asked to choose a statement out 

of four options (each with a weighted value on a 0-3 scale, with 0 reflecting no problem 

at all with binge eating and 3 reflecting severe problems with binge eating; Smith et al., 

2006) that best describes their attitudes and behaviors. Each statement has a value 

associated to it, and the total score is the sum of all the statements chosen by the 

respondent. Scores are from a total of 46 points, with scores of 27 and above indicating 

the presence of severe binge eating, and scores of 17 and below suggesting mild or 

minimal binge eating (Greeno et al., 1995). This measure demonstrated good internal 

consistency (α = .85) in the original study with obese adults (Gormally et al., 1982). It 

has also shown good internal consistency in a study with obese adults in a mindfulness 

based stress-reduction intervention by Smith and colleagues (2006), with Cronbach’s 

alpha values of .94 before and .92 after the intervention. This measure also demonstrated 

good internal consistency (α = .89) in a study involving obese women (Freitas, Lopes, 

Appolinario, & Coutinho, 2004). It is important to note that this study utilized the 

Portuguese version of the BES, which is the translated and adapted version of the original 
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measure. As Coco and colleagues (2011) noted, the scale was developed before criteria 

for Binge Eating Disorder (BED) were set. Thus, the scale is not utilized to diagnose this 

disorder. While there have been studies that have utilized the BES with obese adolescents 

(Isnard et al., 2002; Lourenço et al., 2008), psychometric properties have not been 

reported by these studies, to the best of my knowledge. As such, the internal consistency 

reliability will be measured using Cronbach’s alpha with the sample in this study. In 

order to be considered acceptable, Cronbach’s alpha must be at least .60, with .80 and 

above considered to be very good.  

   Data Analysis and Expected Results 

Preliminary Analyses 

 Prior to testing the research hypotheses using analysis of covariance, descriptive 

statistics and frequencies will be computed and examined, including means, standard 

deviations, ranges, and minimum and maximum values. Additionally, skew and kurtosis 

of the data will be evaluated. Further preliminary analyses will be calculated to determine 

whether the assumptions of the statistical tests that will be used have been met. One of 

the assumptions of the ANCOVA statistical analysis is that observations are independent. 

As the ACES PLUS program is conducted in a group setting, this assumption is violated. 

As a result, participants will be asked to answer pre-and post-treatment measures 

individually as a precaution. Distributions of the dependent variable for each group will 

be evaluated in order to assess whether the dependent variable is normally distributed in 

the population for each group. Levene's test of homogeneity of variance will be utilized 

to evaluate whether the population variance for each group is the same. Additionally, the 
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homogeneity of regression slopes (for each covariate) will be assessed by including the 

covariate x group interaction term for each covariate in the model. If the interaction terms 

are nonsignificant for each covariate, the assumption will have been met.  

 One benefit of utilizing ANCOVA analyses is that it reduces the bias of groups 

that differ systematically on some key variable (pre-intervention score) that is associated 

with the dependent variable (post-intervention score; Stevens, 2007). Another advantage 

of the ANCOVA procedure is the reduction of within, or error, variance. By having a 

covariate, within-group variability is addressed, which helps increase sensitivity to detect 

statistically significant differences between groups by increasing power of the statistical 

method.  

 Research suggests that effect sizes (Cohen’s d) of less than .20 are regarded as 

small, approximately .50 are medium, and .80 and above are considered large. A power 

analysis using G*Power 3.1.2 was conducted to determine the appropriate number of 

participants needed to obtain a statistically significant result in the proposed study. The 

power analysis revealed that a sample size of 128 participants will be necessary to detect 

a medium effect size, with a power of .80 for the analysis of covariance, with alpha level 

set at .05. However, due to the proposed 6 ANCOVA analyses, the Bonferroni correction 

will be used in order to control for Type I error rate. As a result, the power analysis 

revealed that a sample size of 199 participants will be needed to detect a medium effect 

size, with a power of .80 for the analysis of covariance, with alpha level set at .008. A 

final sample size of 200 was selected to ensure a sufficient level of power for the 

statistical analyses.  
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Tests of Research Questions 

 An alpha level of .008 will be utilized for the overall significance of ANCOVA 

analysis to account for performing 6 ANCOVA analyses, using the Bonferroni 

adjustment to control for Type I error rate.  

 This proposed study will utilize one-way analysis of covariance (ANCOVA) to 

determine whether post-intervention scores (BMI, self-esteem, coping strategies, binge 

eating) for the ACES PLUS and treatment as usual conditions differ after adjusting for 

pre-intervention scores. Treatment group (2 levels, ACES PLUS and treatment as usual) 

is the between-subjects factor, post-intervention scores are the dependent variable, and 

participants' pre-intervention scores are the covariate.  

Hypothesis 1 

 At posttreatment, adolescent females who participate in the ACES PLUS program 

will demonstrate significantly greater reduction in body mass index (BMI) relative to 

adolescent females in the treatment as usual condition, controlling for BMI pre-

intervention. In this ANCOVA analysis, the participants' BMI pre-intervention 

measurement will be the covariate, with the independent variable being the treatment 

condition (i.e., ACES PLUS, treatment as usual). It is expected that the ACES PLUS 

condition will demonstrate significantly lower BMI post-intervention than the treatment 

as usual condition, controlling for BMI pre-intervention for both groups.  

Hypothesis 2 

 At posttreatment, adolescent females who participate in the ACES PLUS program 

will report significantly greater increase in self-esteem relative to adolescent females in 
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the treatment as usual condition, controlling for self-esteem pre-intervention. In this 

ANCOVA analysis, the participants' self-esteem score pre-intervention measurement will 

be the covariate, with the independent variable being the treatment condition. It is 

expected that the ACES PLUS group will demonstrate significantly higher self-esteem 

scores post-intervention than the treatment as usual condition, controlling for self-esteem 

scores pre-intervention for both groups. 

Hypothesis 3 

 At posttreatment, adolescent females who participate in the ACES PLUS program 

will report significantly greater increase in coping strategies related to self reliance, social 

support, and seeking diversion relative to adolescent females in the treatment as usual 

condition, controlling for pretest scores pre-intervention. Separate ANCOVA analyses 

will be conducted for each of the ACOPE subscales examined in this proposed study, 

with the participants' score on self-reliance, social support, and seeking diversion pre-

intervention scores as the covariate, and the independent variable being the treatment 

condition. It is expected that the ACES PLUS group will demonstrate significantly higher 

scores post-intervention on self-reliance, social support, and seeking diversion manners 

of coping than the treatment as usual condition, controlling for self-reliance, social 

support, and seeking diversion scores pre-intervention for both groups. 

Hypothesis 4 

 At posttreatment, adolescent females who participate in the ACES PLUS program 

will report significantly greater reduction in binge eating symptoms relative to adolescent 

females in the treatment as usual condition, controlling for binge eating scores pre-



  

50 

 

intervention. In this ANCOVA analysis, the participants' binge eating score pre-

intervention measurement will be the covariate, with the independent variable being the 

treatment condition (i.e., ACES PLUS and treatment as usual condition). It is expected 

that the ACES PLUS group will demonstrate significantly lower binge eating post-

intervention than the treatment as usual condition, controlling for BMI pre-intervention 

for both groups.  
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    Chapter Four: Discussion 

    Summary and Limitations 

 The purpose of the proposed study is to determine whether the addition of a DBT 

influenced skills-building group intervention to treatment as usual at a weight 

management clinic results in improvements in BMI, self-esteem, coping strategies, and 

binge eating in obese adolescent Hispanic females above and beyond those demonstrated 

by obese adolescent Hispanic females solely receiving treatment as usual. It is 

adolescents receiving the group intervention will demonstrate greater reduction in BMI 

and binge eating behaviors than adolescents in the treatment as usual condition. 

Additionally, it is expected that adolescents receiving the group intervention will 

demonstrate greater increase in self-esteem and use of coping strategies than their 

counterparts in the treatment as usual condition.  

 There are several limitations to the proposed investigation that merit discussion. 

First, the sample utilized in this proposed study limits the generalizability of proposed 

findings, as it is a clinic sample, and participants are females and of Hispanic descent. 

While the literature on disordered eating has focused primarily on females, researchers 

note the necessity to address males in treatment of disordered eating (Nguyen-Rodriguez 

et al., 2009).   

 Another limitation is the exploratory nature of this proposed investigation and 

proposed intervention (ACES PLUS). There is limited research in obesity interventions 

for adolescents with a focus on providing skills they can utilize to manage challenging 

situations resulting in psychosocial difficulties, including low self-esteem and engaging 
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in binge eating to manage these situations. While this proposed study attempts to 

contribute to the research in obesity interventions for adolescents, additional research is 

warranted in order to confirm the proposed statistically significant results.  

 While a parent participation component is proposed in this investigation, its 

potential effects are not examined, which is a limitation. Proposed gains by participants 

in the ACES PLUS conditioned could be influenced by this participation, as parents may 

be more encouraging and supportive of their adolescent as they gain a better 

understanding of their psychosocial struggles and proposed skills to manage these 

concerns. 

     Implications 

 As previously stated, pediatric obesity is associated with enduring medical and 

psychosocial challenges extending into adulthood, with challenges appearing to affect 

girls more than boys. Additionally, interventions addressing physical activity and dietary 

habits with the use of behavior modification techniques have yield mixed results with 

regards to their effectiveness in adolescents. As such, interventions addressing 

psychosocial challenges, while providing obese adolescent females with skills to address 

them continues to be needed. By demonstrating the effectiveness of a mental-health 

focused, skills-building group intervention in obese adolescents, future mental health 

professionals will gain a better understanding with regards to manners in which they can 

work with this population.  

 Significant findings would offer support for additional focus on skills-building 

addressing challenges faced by obese adolescent females in the treatment of pediatric 
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obesity within this population. Future research would benefit from examining whether 

similar results are achieved in adolescent obese males, and obese adolescents of different 

ethnic backgrounds. Additionally, it is suggested that future research address the potential 

influence of acculturation level, defined in the literature as the degree to which the 

majority culture is implemented by a minority culture (Berry, J., 1997), and exploring the 

“immigrant health paradox” within this population group. The “immigrant health 

paradox”, in which although some health outcomes are reported to be better in immigrant 

individuals when compared with others of similar SES, the process of acculturation 

seems to negatively affect this demonstrated advantage (Mendoza, Javier, & Burgos, 

2007). Furthermore, it is suggested that future research address the effects of parental 

involvement in skills-building interventions for obese adolescents.  
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Appendices 
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Appendix A: Rosenberg Self-Esteem Scale (RSES; Rosenberg, 1965) 
 

Rosenberg Self-Esteem Scale (Rosenberg, 1965) 
 
Below is a list of statements dealing with your general feelings about yourself. If you 
strongly agree, circle SA. If you agree with the statement, circle A. If you disagree, circle 
D. If you strongly disagree, circle SD.  
 
1. On the whole, I am satisfied with myself   SA A D SD 
2. At times, I think I am no good at all.    SA A D SD 
3. I feel that I have a number of good qualities.   SA A D SD 
4. I am able to do things as well as most other people. SA A D SD 
5. I feel I do not have much to be proud of.   SA A D SD 
6. I certainly feel useless at times.     SA A D SD 
7. I feel that I’m a person of worth, at least on an equal SA A D SD 
 plane with others. 
8. I wish I could have more respect for myself.   SA A D SD 
9. All in all, I am inclined to feel that I am a failure.  SA A D SD 
10. I take a positive attitude toward myself.     SA A D SD 
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Appendix B: Adolescent Coping Orientation for Problem Experiences (ACOPE; 
Patterson and McCubbin, 1987) 

Directions: Please circle the response that sounds most like you.  
 
When you face difficulties or feel tense, how often do you...  

1) Go along with parent's requests and rules  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

2) Read  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

3) Try to be funny and make light of it all  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

4) Apologize to people 
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time  

5) Listen to music-stereo, radio  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

6) Talk to a teacher or counselor at school about what bothers you  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 
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7) Eat food 
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time  

8) Try to stay away from home as much as possible  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

9) Use drugs prescribed by doctor  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

10) Get more involved in activities in school 
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time  

11) Go shopping, buy things you like  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

12) Try to reason with parents and talk things out, compromise  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

13) Try to improve yourself (get body in shape, get better grades, etc.)  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

14) Cry 
a. Never 
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b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time  

15) Try to think of the good things in your life  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

16) Be with a boyfriend or girlfriend 
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time  

17) Ride around in the car  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

18) Say nice things ("warm fuzzies") to others  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

19) Get angry and yell at people  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

20) Joke and keep a sense of humor  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

21) Talk to a minister/priest/rabbi  
a. Never 
b. Hardly 
c. Sometimes 
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d. Often 
e. Most of the time 

22) Let off steam by complaining to family members 
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

23) Go to church  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

24) Use drugs (not necessarily prescribed by a doctor)  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

25) Organize your life and what you have to do  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

26) Swear  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

27) Work hard on school work or school projects  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

28) Blame others for what's going on  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 
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29) Be close with someone you care about  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

30) Try to help other people solve their problems 
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

31) Talk to your mother about what bothers you  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

32) Try, on your own, to figure out how to deal with your problems or tension  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

33) Work on a hobby you have (sewing, biking, etc.)  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

34) Get professional counseling (not a school teacher or school counselor)  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

35) Try to keep up friendships or make new friends  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

36) Tell yourself the problem(s) is not important  
a. Never 
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b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

37) Go to a movie  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

38) Daydream about how you would like things to be 
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time  

39) Talk to a brother or sister about how you feel  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

40) Get a job or work harder at one  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

41) Do things with your family 
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time  

42) Smoke  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

43) Watch T. V.  
a. Never 
b. Hardly 
c. Sometimes 
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d. Often 
e. Most of the time 

44) Pray  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

45) Try to see the good things in a difficult situation  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

46) Drink beer, wine, liquor 
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time  

47) Try to make your own decisions 
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time  

48) Sleep  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

49) Say mean things to people, be sarcastic  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

50) Talk to your father about what bothers you  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 
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51) Let off steam by complaining to your friends  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

52) Talk to a friend about how you feel  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

53) Play video games (Halo, Super Mario), pool, pinball, etc.  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 

54) Do a strenuous physical activity (jogging, biking, etc.)  
a. Never 
b. Hardly 
c. Sometimes 
d. Often 
e. Most of the time 
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Appendix C: Binge Eating Scale (BES; Gormally, Black, Daston, & Rardin, 1982) 
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Appendix D: Participant Recruitment Flowchart 
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   Appendix E: ACES PLUS Weekly Sessions Outline  

Session 
Number  

Skills Covered (adolescent 
component) 

Skills Covered (parent 
component) 

1 Participants introduce themselves to 
each other and group leaders 
introduce themselves. Discuss 
rationale for treatment program, 
confidentiality and its limits, and 
establish group rules. Build group 
cohesion by having group members 
interview one another 

Parents given rationale for 
treatment program, introduce 
themselves to one another, and 
their goals for group 

2 Discuss Mindfulness skills, including 
concept of wise mind. Elicit 
examples of wise mind, and practice 
using wise mind in session with one 
of the provided examples 

Parents introduced to 
mindfulness skills, and are 
given overview of the 
adolescent lesson, and parents 
discuss in the group manners 
in which they could help 
adolescent implement these 
skills 

3 Distress Tolerance I: Discuss 
rationale behind concept to 
adolescents, and ask for examples in 
which withstanding challenging 
situations has been difficult 

Parents provided overview of 
adolescent lesson, with 
discussion of manner in which 
they could help adolescent 
implement these skills 

4 Distress Tolerance II: Mood 
induction activity led by group 
leader, in which participants are 
asked to picture themselves in a 
challenging situation narrated by the 
group leader (e.g., having had a bad 
day at school). Asked to rate mood, 
then engage in fun activity to 
illustrate ability to cope. Discuss 
coping strategies, including soothing 
and relaxing activities. Adolescents 
discuss creation of their own “coping 
survival kit” in which they will put in 
activities/items that are soothing for 
them, or prove to be distracting 

Parents provided with 
overview of adolescent lesson, 
including manners in which 
they would be able to help 
encourage their child’s use of 
coping strategies outside of 
food and sedentary behaviors 
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(outside of food and sedentary 
behaviors).  

5 Distress Tolerance III: Engage in an 
activity in session in which 
participants experience not getting a 
starburst/skittle (or other small 
candy) they would like. Discuss 
reactions and review use of coping 
skills 

Parents provided overview of 
adolescent lesson, with 
discussion of manner in which 
they could help adolescent 
implement these skills 

6 Parents & Adolescents are together. 
Adolescents review learned concepts 
of mindfulness and distress tolerance 

 

7 Mindfulness skills reviewed, 
including engaging in mindful eating 
with a raisin. Adolescents encouraged 
to notice texture of raisin, taste, and 
to chew slowly. Participants discuss 
manners in which they have applied 
mindfulness skills 

Parents provided overview of 
adolescent lesson, with 
discussion of how adolescent 
is doing, and discuss any 
changes made since beginning 
of intervention 

8 Emotion Regulation I: Discuss 
definition of emotion regulation, and 
affective education is provided by 
group leaders, with elicited examples 
from adolescents to illustrate 
emotions. Discuss rationale for 
having emotions 

Parents provided overview of 
adolescent lesson, with 
discussion of manner in which 
they could help adolescent 
implement these skills 

9 Emotion Regulation II: ABC 
acronym discussed (Accumulate 
positive experiences, Build mastery 
with a task each adolescent finds that 
makes them feel successful, and Cope 
ahead of time) 

Parents provided overview of 
adolescent lesson, with 
discussion of manner in which 
they could help adolescent 
implement these skills  

10 Emotion Regulation III: Review 
PLEASE acronym, and manner in 
which it matches with healthy living 
goals. Concept of Acting Opposite is 
also discussed 

Parents provided overview of 
adolescent lesson, with 
discussion of manner in which 
they could help adolescent 
implement these skills 

11 Parents & Adolescents are together.  
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Adolescents review learned emotion 
regulation concept 

12 Review of Mindfulness skills, with 
mindful eating practiced with a small 
piece of chocolate.  

Parents provided overview of 
adolescent lesson, with 
discussion of how adolescent 
is doing, and discuss any 
changes made since beginning 
of intervention 

13 Interpersonal Effectiveness I: Discuss 
DEARMAN acronym, eliciting 
examples of manners in which 
adolescents can apply acronym 
interpersonal situations. Participants 
engage in role playing situations in 
order to practice skills in session 

Parents provided overview of 
adolescent lesson, with 
discussion of manners in 
which they can encourage 
participant to use DEARMAN 
acronym 

14 Interpersonal Effectiveness II: GIVE 
acronym discussed, eliciting 
examples of times in which it will be 
useful for them to remember and 
implement acronym. Participants 
engage in role playing situations in 
order to practice skills in session  

Parents provided overview of 
adolescent lesson, with 
discussion of manners in 
which they can encourage the 
adolescent to use GIVE skills 

15 Interpersonal Effectiveness III: FAST 
acronym discussed, eliciting 
examples of times in which it will be 
useful for them to remember and 
implement acronym. Participants 
engage in role playing situations in 
order to practice skills in session 

Parents provided overview of 
adolescent lesson, with 
discussion of manners in 
which they can encourage the 
adolescent to use FAST skills 

16 Parent/Participants together. 
Adolescents discuss what they have 
learned during interpersonal 
effectiveness sessions  
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