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ABSTRACT

Objectives Habit-based weight-loss interventions have
shown clinically important weight loss and weight-

loss maintenance. Understanding why habit-based
interventions work is therefore of great value, but there
is little qualitative evidence about the experiences of
participants in such programmes. We explored the
perspectives of individuals who completed two habit-
based weight-management programmes, Ten Top Tips
and Do Something Different.

Design One-on-one, face-to-face, semistructured
interviews were conducted and analysed thematically.
Setting Participants from the community were
interviewed at Bond University, Australia.

Participants Using a maximum variation design, we
recruited 15 participants (eight men, seven women) aged
39-69 years (mean 53.3 years, SD 10.3) with a range of
education levels (no high school to university degree) and
percentage weight change on the programmes (+4.0%to
—10.4%).

Main outcome measures (1) The general experience

of participants who completed the Ten Top Tips or Do
Something Different intervention, (2) whether and how
the interventions affected the participants’ lifestyle
postintervention, and (3) participants’ views regarding the
acceptability and practical application of Ten Top Tips and
Do Something Different.

Results Participants reported positive experiences

of the two programmes, both during and after the
interventions. Participants particularly enjoyed the
novelty of the interventions as they shifted focus from
diet and exercise, to practical everyday habit changes.
They also reported indirect health benefits such as
increased energy levels, increased confidence and
improved self-awareness. Accountability throughout the
programmes and convenience of the interventions were
identified as key themes and facilitators for weight-loss
success.

Conclusions This study offers insight into how and why
habit-based interventions might work. Overall, Ten Top Tips
and Do Something Different are practical and convenient
to implement, and are viewed favourably by participants
when compared with conventional lifestyle programmes
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Strengths and limitations of this study

» This study offers insight into how and why hab-
it-based interventions work.

» This study used purposeful maximum variation
sampling to select the participants which potentially
allowed for heterogeneous responses.

» Our qualitative data supported the quantitative find-
ings of our randomised controlled trial. For example,
the participants’ comments on sustained behaviour
change aligns with their continued weight loss at
follow-up.

» |t is possible that participants have felt grateful to
the facilitating researcher and therefore, may have
wanted to say positive things about the programmes.
However, this was potentially addressed by explicitly
asking for burdens of intervention implementation.

INTRODUCTION

The global prevalence of obesity has risen
dramatically over the past three decades
with more than a third of adults currently
classified as overweight or obese." Many
weight-management  interventions  are
successful in helping individuals lose weight,
however maintaining weight loss is rare.”
As time passes after weight loss, individuals
start disengaging from weight-management
programmes, re-engaging in old habits and
impairing any progress they have made while
following the recommendations.”’

Habits are automatic behavioural responses
to environmental cues. When a new
behaviour is performed, a mental associa-
tion between the context and the behaviour
is created.* As behaviour is repeated in the
same context, regulation of the behaviour
gradually shifts from being internally guided
(eg, beliefs, attitudes, intentions) to being
triggered by situational or contextual cues
(eg, time of day, place, emotion), making

i for weight control Iternative behaviours | ible.” Habit
Dr Gina Cleo; Trial registration number ACTRN12615000114549. ACTNALVE DERAVIOUTS 1e8s accessibic. 11ablis,
gcleo@bond.edu.au therefore, almost always override intention.
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Habit-change is an important goal for behaviour-change
interventions as habitual behaviours are elicited automat-
ically, with minimal prior deliberation and are therefore,
likely to be maintained.® Furthermore, breaking habits
increases an individual’s mindful actions as they engage
in conscious and purposeful thought.” Mindfulness is
suggested to draw attention to the behaviour, making it
easier to recognise compliance with health-related goals
and disengage from inimical habits.*

Despite the promising outcomes of habit-based weight-
loss interventions, it is a new and evolving area of investi-
gation, and therefore, little research is currently available,
especially qualitative work. Understanding and evaluating
the influences of change and the general experiences
of participants on habit-based weight-loss interventions
is important to help inform future interventions in this
novel and emerging field.

Recently, we conducted a randomised controlled
trial (RCT) of two habit-based weight-loss interventions
which focused on habit change via different mecha-
nisms.'’ Ten Top Tips (TTT)'' is based on habit-forma-
tion through contextspecific repetition, whereas Do
Something Different (DSD)'? focuses on breaking old,
unhealthy habits through enhancing mindfulness. Our
trial explored the quantitative weight-loss effects of these
two interventions: TTT and DSD, compared against a
waitlist control (WL). These data showed significant
weightloss results (adjusted mean difference postinter-
vention: TTT: -2.9kg, p<0.001; DSD: -2.3kg, p<0.001)
with promising long-term (12months) weight-loss main-
tenance for both interventions (total mean change:
TTT -5.7kg [95% CI 0.8 to -3.3]; DSD —4.6kg [95% CI
-6.6 to —2.6])."" " The objectives of the present qualita-
tive study were to (1) explore the general experience of
participants who had completed the TTT or DSD inter-
vention, (2) discover whether and how the interventions
affected the participants’ lifestyle postintervention and
(8) consider the participants’ views regarding the accept-
ability and practical application of TTT and DSD.

METHODS

The research team

Using the COnsolidated criteria for REporting Qualita-
tive research checklist for reporting qualitative research,'*
we report the research team has expertise across: dietetics
(GQ), psychology (RT, JH) and qualitative research (JH,
RT) and (GG, RT) have previously published on habit-
change interventions."”” The primary researcher (GC) is
an accredited practising dietitian and engaged in full-
time research in the area of habit-change for weight-loss
maintenance (online supplementary table 1).

Participants

Participants for this qualitative study were recruited via
invitation from an RCT of habit-based weight-manage-
ment interventions'’ Participants were recruited via local
televised news and radio interviews and were eligible for

the trial if they were overweight or obese as per body mass
index classification >25kg/m®, were aged 1875 years and
had no clinical contraindications to participate in the
study. They were randomly assigned to either TTT (n=25)
or DSD (n=25) interventions, or to a WL (n=25); control
group participants were not recruited for this qualitative
study. Interventions were conducted for 12 weeks, after
which postassessment measures were undertaken. Partici-
pants were followed up 6 and 12 months postintervention
to collect anthropometric and psychometric outcome
data.

Interventions

Detailed descriptions of TTT and DSD are reported
elsewhere.!’ In brief, TTT is based on habit-formation
theory. Written materials guided participants through a
set of weight-management behaviours to be performed
routinely with an intent to make those behaviours
habitual. For example, participants were recommended
to keep to a meal routine, eat from a smaller plate, eat
mindfully and pack a healthy snack'' (www.weightcon-
cern.org.uk/tentoptips). A key component of TTT is
repeating the behaviour in a consistent context (eg, time
or place). A logbook (‘tick-sheet’) was provided to partic-
ipants for daily self-monitoring.'®

In contrast, DSD focuses on increasing the participants’
behavioural flexibility by breaking daily habits. The aim
of DSD is to break the distal habits proposed to play a
role in unhealthy dietary and exercise behaviours.'® 17
DSD required participants to engage in novel activities
to expand their behavioural repertoire. Interestingly,
these activities often did not relate to food or exercise.
For example, tasks included: ‘listen to a different genre
of music today’, ‘call a long lost friend or relative’ and
‘spend 15min writing a short story’ (www.dsd.me).” The
tasks were sent via text message and/or email 3-4 days
per week and a programme-specific online platform was
used for self-monitoring adherence.

To promote accountability and help reduce attrition,
participants in both TTT and DSD interventions received
a weekly phone call from GC. Phone calls commenced
with an open-ended question, ‘How have you managed
on the programme this week?’ which was designed to open
up discussion regarding the barriers and facilitators of
programme adherence. Problem-solving strategies were
discussed as necessary. Participants were encouraged to
record a food diary for self-monitoring purposes.

Qualitative interview study

We conducted purposeful maximum variation sampling'®
to recruit participants from both active intervention
groups. We recruited from multiple age groups, educa-
tion levels, a range of percentage weight change on
the programmes (loss and gain) and different genders.
These demographic categories were selected based on
recent research showing age, education level and weight-
loss success, can effect an individual's percieved barriers
perceptions of weightloss programmes.'” An invitation
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was sent via email to potential participants based on
their demographic and 12-week postintervention weight-
change data. The email included the aim of the interview
and the nature of the questions to be asked. Participants
then replied with an acceptance or decline to participate
in the qualitative study. The interviews were conducted
6 months after the interventions concluded, during the
participant’s scheduled follow-up appointment with GC.
There had been no contact between participants and
researchers during this time.

Interview schedule and procedure

The interview schedule was iteratively developed, using
the study objectives, by GC, RT and an independent
external qualitative methodologist with expertise in
weight-management research (DR). The interview ques-
tions were piloted within the team, and refined accord-
ingly, prior to participant recruitment. The full interview
schedule is included in the supplementary material
(online supplementary table 2).

Participation in the interviews was entirely voluntary
and written informed consent was obtained prior to the
interviews. Additionally, participants provided verbal
consent prior to the commencement of the interviews.
Semistructured, one-on-one, face-to-face interviews
were conducted with each participant by the principal
researcher (GC) and lasted 35-60 min. Interviews were
audio-recorded, transcribed verbatim, checked, anony-
mised and corrected against the audio file by GC. The
participants were encouraged to engage in indepth
discussions during the interview. No field notes were
taken during the interview so as to not distract the inter-
viewee as well as to maintain an easy flow of conversation
and casual atmosphere to the session. A $20 gift card was
given to participants as an honorarium for their participa-
tion in the interview.

Data capture, coding and analysis

This study examined the experiential knowledge of
participants. Drawing from the theoretical framework,
we used a phenomenology approach to understand the
‘constructs, concepts or ideas people use in everyday life
to make sense of their world’.”” The method of thematic
analysis was based on an inductive approach which
directly drew codes, categories or themes from the data.”!
Responses from participants in TTT and DSD were anal-
ysed separately. Similarities in responses were thematically
grouped across interventions and differences highlighted
in the Results and Discussion sections.

Interview audio-recordings were transcribed in
encrypted Microsoft Word documents, and qualitative
data were extracted to Microsoft Excel. First, GC read the
data carefully to identify meaningful units of text rele-
vant to the study objectives. Second, units of text dealing
with the same content were grouped together in analyt-
ical categories and given provisional definitions. The
same content of text could be included in more than one
category. Third, the data were systematically reviewed

to ensure that a name, definition and exhaustive set of
data to support each category were identified. The coher-
ence and replicability of the themes were verified by an
independent researcher (RS) who recoded the entire
set of transcripts. Indexing and coding of themes were
discussed with an external qualitative researcher (SS) and
reviewed by JH.

The primary researcher (GC) was closely engaged with
the research process and the participants and conducted
the original RCT study. Potential personal and analytical
biases were acknowledged and addressed by reflexive
commentary and a reflexive diary maintained during the
analytical stages, as a measure of quality assurance.'* **
The participant quotes presented in the Results section
exemplify the themes described.

Patient and public involvement

Prior to conducting the original RCT, semistructured
interviews were performed within a pilot study to deter-
mine the acceptability of the TTT and DSD interven-
tions.'” The present study did not involve participants
and/or public in the study design. Results will be dissemi-
nated to study participants via this publication.

RESULTS

Participant characteristics

Of the 16 potential participants invited to join the qualita-
tive study, one was unable to participate due to unrelated
ill health and hospitalisation (TTT group). Fifteen partic-
ipants (eight men, seven women), aged 39-69 years (mean
53.3 years, SD 10.3) were recruited and interviewed.
Education level ranged from incomplete high school to
university degree, and percentage weight change on the
programmes ranged from +4.0% to -10.4% which repre-
sented the full spectrum of weight change observed in the
trial (table 1). Mean values and participant characteristics
per intervention are displayed in online supplementary
tables 3 and 4.

Theme identification and common themes

Our inductive thematic analysis resulted in 84 categories
which were grouped into five key themes relating to the
participants’ experience of either DSD or TTT interven-
tions (online supplementary table 5). Themes we can
construe which have the potential to inform future itera-
tions of these interventions include: (1) novelty of inter-
ventions and outcomes, (2) convenience and practicality,
(3) indirect health benefits and wellness, (4) account-
ability and (5) sustainable behaviour change. A concep-
tual map of themes and codes and additional examples
of participant responses are presented in online supple-
mentary figure 1 and online supplementary table 6.

Novelty of interventions and outcomes

Participants in both TTT and DSD interventions typically
had previous experience with ‘diets’ and expressed dislike
of these due to their restrictive nature and short-term
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Convenience and practicality

Table 1 Participant characteristics . .
The convenience and practicality of both DSD and TTT

Wei.ght change  \erea frequent theme in participants’ reflections on the
Age, during it »
Code Gender years Educationlevel programme, % mterventions.
TTT The intervention fits in to my lifestyle and daily habits
T1 Male 55 High school +4.0 and routines as it’s similar to my lifestyle. [T6]
T2 Female 69 High school 37 I hardly felt it [the intervention] to be honest, it was
T3 Female 42  University 4.2 just so practical. [D3]
T4 Male 62 Did not complete -6.2 These were intentional features of both interven-
school tions."" '* Participants reported TTT and DSD fit into
T5 Male 39 University -7.0 their lifestyles, therefore, demanded only small changes
16 Male 54 University 98 and consequently were easier to both implement and
T7  Female 50  University ~10.4 sustain.
DSD It’s not like this whole big weight loss programme it’s
D1 Male 39 University ~0.9 just really good habits to get into that you can incor-
: - porate into your life without making huge changes. I
D2 Male ol ngh SChOOI 12 think the tips fit in really well with a normal lifestyle
D3 Female 49 University -2.3 so it doesn't take a lot to be able to put them into
D4 Female 56 University -3.7 practice. [T7]
DS Female 64 H!gh school 43 Participants in DSD particularly reported on the method
26 Female 60 sl Seoe) =20 of delivery, stating the text message they received (which
D7 Male 55 High school -5.0 enclosed a task for them to complete) was non-obtrusive
D8 Male 65 High school -10.4 and convenient. We speculate that the practicality of the

) ) ] intervention also enabled long-term behaviour change.
DSD, Do Something Different; TTT, Ten Top Tips.

I'still try to do things differently, I'm still more aware
of my eating and my exercise, I've changed the way I
weight loss outcomes. Participants reported that, in see things. [D4]
contrast, continuing with the TTT and DSD interventions
was manageable long-term as it was a lifestyle change

rather than just a quick-fix diet regimen. Indirect health benefits and wellness

Participants in the present study were impressed by the
I've really tried everything that’s been going... Ten indirect ‘ripple effect’” of health benefits they experi-
Top Tips is more how to fit in a normal lifestyle where enced, beyond just weight loss.
you can still live and eat and go out and live what I
think is a relatively normal life, you can fit those into
your lifestyle and even still have a social life... with
the other diets you are much more restricted. [T7]

If you take the weight loss side out of it for me, you
feel better, sleep better, feel alert, feeling fitter and
being about to do more, those benefits are great too

) ) ) . even if you don't lose as much weight. I mean, I didn’t
The point of difference with this programme com- lose as much as I would have liked, but the benefits

pared to others it’s really c.hanging your life and of this programme have been excellent in other areas
not putting an end-date on it. It’s really more than as well. [T5]

a weight loss programme; it’s almost like a lifestyle

programme. [T5] I find I'm walking and socialising a bit more. I pri-

oritise things differently now [healthy eating and ex-
DSD participants particularly valued the novelty this ercising]. I feel clearer in the head and I have more
programme offered, especially the lack of dietary restric- energy. [D2]

tion and sustained weight loss. .. .
8 DSD participants reported the programme improved

It is so different! It’s not your usual diet and exercise creativity, triggered imagination and was beneficial to
programme, it’s something that moves you to think- mental health.

ing differently, not even just consciously but uncon- The programme made me think more and made me

sciously. [D7]

All the other diets I've done drove me crazy, I was
hungry and I always put the weight back on. I haven’t
put any weight back on with Do Something Different,
I was also never hungry. [D5]

more aware of all the things that you do have to do to
make a lifestyle change. I actually started looking for
more things to do other than what you were texting.
I would create little games that would get me out of
my routine. [D7]
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In addition to this main theme, a subtheme identified
was ‘self-belief’. Participants repeatedly reported the
interventions were enjoyable, supportive and promoted
empowerment, self-awareness, self-confidence and self-ef-
ficacy. DSD participants particularly reported the inter-
vention increased confidence, especially when out of
their comfort zone. The intervention’s aim was to break
habits by interfering with an individual’s habitual behav-
iours and suggesting tasks often outside their normal
routine. Interestingly, the participants felt they gained a
great deal of confidence by participating in these tasks.

I’d think, ‘yeah I can be into that’, ‘I can do that’ or
‘I can try that’, ‘I can do a 10 kilometre walk’. Before
the programme I wouldn't even think about it, I'd
think ‘well this won’t happen’. [D8]

Accountability

A major theme that emerged was the participants’ sense
of accountability throughout the active intervention
period; this included accountability to the researcher, the
study and in the TTT group, to the logbook.

You took an interest; it was like someone participat-
ing with you rather than just yourself. You know, a
phone call is pretty personal. [D8]

Having that someone to check in with you, you feel
sort of responsible to them as well to do a good job.
[D1]

Participants also described a lack of self-accountability.

I'have no self-discipline. If I was left to my own devices
and I hadn’t come here I know that I would not have
lost weight. [D5]

When there’s someone there counting on you to do
it, it gets you through whereas when no one’s inter-
ested you think well it doesn't matter it’s just me. [T3]

One participant felt a fear of judgement if they had not
achieved any weight loss at the follow-up appointment.

The fact that I have to face somebody, and when I
face them while they may not be like ‘oh why have
you put on [weight] this week or why have you not
lost more than 0.2 kilos this week’ I feel like that’s
what their opinion is going to be, so it makes it easier
to try hard to do what I’'m supposed to do or to do
the right thing or to make the right choices because
I know I've got to face them, and I don't want to face
them and the scale’s gone up. [T2]

A sense of accountability to the programmes and to the
study was reported.

Knowing that I had a number of tasks to do each
week kept me focused. [T4]

Being on the programme gave me a reason to focus
on losing weight. I felt somewhat accountable to the
results. [T3]

Participants in the TTT intervention also reported
feeling a sense of responsibility and accountability to the
logbook (where participants ticked off when they had
successfully completed a task). The logbook was a phys-
ical representation of the participants’ compliance with
the programme. They were required to complete 10 tasks
each day and according to participant reports, the more
ticks they marked in the logbook, the greater the sense of
achievement they would feel.

The logbook always reminds you all the time, like you
have to be on track you can’t just not worry about it.
[T1]

Eventually as the tips sunk in and it got better and

then you started feeling much better when you could
tick off all the boxes. [T2]

Sustainable behaviour change

Participants emphasised the long-term nature of their
sustained results in areas including behaviour change,
weight loss and awareness.

A frequent report from TTT participants was that with
time, the tasks became automatic and habitual. DSD
participants reported that since breaking old habits while
on the programme, weightloss maintenance has been
achievable.

I’'ve really got in to those good habits now and I find it
easy. It’s automatic. The tips are just in my head. [T1]

Everything about weight loss before has been strict-
ly about food, nothing about changing habits. I'd
just go off the programme and just pile the weight
back on because of old habits but I've maintained my
weight loss since Do Something Different. [D6]

Participants reported that changing their habits was
uncomfortable and somewhat challenging, especially in
the initial stages before they had reached a level of auto-
maticity for those behaviours.

At first some of the tips were really hard and I was like
‘I can’t doit, I can’t do it’, but some of the easy ones
I focused on and I thought, 'right I'll master the easy
ones and try for the harder ones as often as I can' and
I guess most of those got easier as well over the twelve
weeks. [T3]

DISCUSSION

We have previously shown in an RCT that TTT and DSD
interventions achieved significant weight reductions
and importantly, weight-loss maintenance from prein-
tervention to postintervention, and postintervention
to 12-month follow—up.10 In this qualitative study, we
explored the participants’ experiences of these two habit-
based weight-loss programmes 6 months after interven-
tion completion. Five key themes emerged, relevant to
the implementation of the interventions, influencers of
change and general experience of the participants. These
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were: (1) novelty of interventions and outcomes, (2)
convenience and practicality, (3) indirect health bene-
fits and wellness, (4) accountability and (5) sustainable
behaviour change.

Perhaps the mostinteresting finding was that despite the
different mechanisms underlying the two interventions
(forming healthy habits vs breaking unhealthy habits),
they were viewed similarly by the participants. The inter-
ventions were analysed separately, yet common themes
emerged from the data. The consistencies between the
two are that they are both novel and more convenient to
implement compared with regular approaches to weight
management.

Conventional weight-loss interventions usually include
some form of dietary restriction and/or a structured
exercise regimen. The major point of difference between
conventional weight-management programmes and TTT
and DSD is that these programmes do not focus solely on
diet and exercise but follow a habit-based approach. This
is novel and participants reported feeling less constrained
than with other weightloss programmes because they
could continue most aspects of their current lifestyle and
still enjoy a social life which they valued. This point was
emphasised during the interviews and contributed to
participants continuing with the programme recommen-
dations even after the interventions had concluded. The
novelty of these programmes potentially contributed to
maintaining new habits which consequently may have
resulted in continued and sustained weight loss.

Weightloss programmes produce better results when
they are convenient and practical to implement in daily
life.” TTT and DSD participants valued the ease and
enjoyed the small changes that were a feature of both
programmes. TTT participants valued creating new
habits through repetition of 10 tips, and DSD partici-
pants valued the changes made to their routines by doing
different tasks. All participants interviewed reported the
interventions fit easily into their normal lifestyle and daily
routines. Although not a theme in this study, a previous
qualitative exploration of the experience of habit forma-
tion in TTT showed that when actions did not easily inte-
grate into existing routines, alternative behaviours were
selected.® Furthermore, behaviour change research shows
that small and simple tasks can lead to quicker and more
successful behaviour changes than more complex tasks.*
Current weight-management programmes often require
grand and ambitious changes (eg, calorie counting, elim-
inating food groups, vigorous exercise regimens, etc),
but when developing future programmes, consideration
should be afforded to encouraging small and subtle
changes as these have been shown to produce successful
and sustainable change.***

The indirect ‘ripple effect’ of health benefits that partic-
ipants experienced on the programmes was a key theme.
Better sleep, increased energy and alertness, increased
well-being, increased confidence and feeling encouraged
to exercise were all benefits that participants reported
having gained from the programmes independent of how

much weight they lost. These indirect benefits are valued
by individuals but often overlooked by clinicians when
discussing weight-loss programmes with their clients.
Rothman et al argued that people with high optimism
may be able to switch their focus and priorities on the
improvements they experience in different domains to
their original outcome goal.”® For example, if a healthy
change in diet and exercise does not produce the desired
weight loss, an individual may focus on their improved
well-being or increased energy levels. Given small weight
losses correlate with reduced risk for cardiovascular
disease, type 2 diabetes and certain cancers,” it may be
beneficial for clinicians to highlight the indirect benefits
of participation in a programme to encourage or help
motivate individuals to participate. For example, drinking
less alcohol improves sleep and general well-being® and
limiting refined sugar helps balance blood sugar levels
leading to increased energy levels and better concentra-
tion.” A focus on tangible health benefits may be a strong
motivator and a powerful strategy in behaviour-change
interventions.

Another motivator is accountability. Accountability
is a strong facilitator to compliance to weight-manage-
ment efforts and has been demonstrated extensively
in previous research.”*”® The presence of a perceived
support person has been described as a key component
to weight-loss interventions, motivating participants to
achieve weight loss.”” In fact, just expecting to have to
explain one’s actions can stimulate conscious thought
and alter behaviour.™ Conversely, lack of accountability
to someone (including researchers) and an absence of
support from others were commonly reported as barriers
to achieving weight loss and weight-loss maintenance
in a recent qualitative exploration into the facilitators
and barriers of weight management.® Our participants
expressed accountability with reference to different
aspects of the programmes including the researcher
personally, the overall study results and the TTT logbook.
But they did not report self-accountability. This is curious
given that all but one participant (who gained weight due
to an emerging health problem) continued to lose weight
after 6 months of no contact with the researchers or the
programmes.

Accountability to study investigators was perceived as a
key component of the TTT and DSD interventions, moti-
vating and supporting participants to achieve weight loss.
Previous research has shown that without an individual
(ie, study investigator or clinician) monitoring their prog-
ress, participants perceived a drastic drop in motivation
for weight-loss maintenance.” Because our participants
continued to lose weight while not actively enrolled in
the intervention, this seems not to be the case. Partici-
pants did know that the researchers would contact them
in 6 and 12 months to assess progress, but due to the
significant time delay between intervention completion
and these time points, it is unlikely that these drop-in
sessions were enough accountability to motivate weight-
loss maintenance. Unlike other weight-loss programmes,
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TTT and DSD were founded on habit-based theory;
participants engaged in behaviours designed to become
‘second nature’, which therefore are sustainable long-
term. Habits are formed by repeating a behaviour until
it becomes automatic.” Once a habit is established, the
behaviour is performed unconsciously, without reflec-
tion, deliberation or awareness."”” When healthy diet and
exercise habits are formed, healthy weight and lifestyle
are easier to maintain.** This may explain their continued
weight loss without regular external monitoring or
accountability. We hypothesise that weekly monitoring
may have improved retention; however, further research
is required to make such conclusions.

Interestingly, health-promoting actions which are
extrinsically motivated (ie, satisfy external demands,
comply with instructions or avoid punishments) are theo-
retically less likely to be sustained than actions pursued
due to genuine personal interest (ie, intrinsic motiva-
tion).* Therefore, intervention developers are encour-
aged to promote behaviours in a way that encourages
individuals to internalise the need and desire for change,
therefore prompting self-determined, rather than
compliant behaviour change.”

Feelings of satisfaction are important in maintaining
new behaviours as they validate the initial decision
to change behaviour.”® Once a novel behaviour has
been initiated, self-monitoring draws attention to this
behaviour, making it easier to recognise compliance and
achievement of behavioural goals.***

Participants have reported that habit change during
the initial stages of the TTT intervention has been chal-
lenging which is consistent with previous experiences of
habit formation® and with evidence that shows a persistent
level of conscious thought is required to perform a new
behaviour each day to establish a habit’; this can be
exhausting and discouraging. Therefore, it is important
to reassure weight-management clients that performing a
new behaviour will progressively get easier as automaticity
of that behaviour strengthens. Hence, maintaining moti-
vation to consistently perform the new behaviour is only
necessary until the habit forms and the new behaviour

4
becomes ‘second nature’.?

INTERVENTION COMPARISON

Despite participants in both interventions achieving
similar quantitative outcomes at postintervention and
12-month follow-up,'’ participants expressed some differ-
ences in their perceptions at the 6-month interview. TTT
participants expressed a sense of accountability to the
logbook whereas DSD participants did not reportaccount-
ability to the online platform used to self-monitor their
progress. TTT participants may have felt more engaged
with the logbook because of the frequency of tasks and
the physical representation of their compliance when the
logbook was completed. TTT involved daily engagement
of 10 individual tasks with daily self-monitoring, whereas
DSD involved only 3—4 tasks a week.

Another difference between the interventions was
that DSD participants reported an increase in confi-
dence postintervention, especially when out of their
comfort zone; TTT participants did not report a change
in confidence. This could be due to the nature of tasks
on the DSD programme which explicitly encouraged
participants to increase their behavioural repertoire and
perform tasks out of their usual routines and comforts.
Therefore, experiencing the discomfort of performing
a novel task was well practised among DSD participants;
whereas TTT participants repeatedly performed the same
tasks each day.

Lastly, participants in the two programmes differed
somewhat in the way they described automaticity. TTT
participants experienced automaticity of some of their
new behaviours. DSD participants made the conscious
decision to continue to do something different. This could
be due to the repetitive nature of the TTT programme;
repetition creates automaticity of that behaviour.

Strengths and limitations

This study offers insight into why habit-based interven-
tions might work and builds on previous research.® A
prior qualitative study looked at experiences of habit
formation.® The present study explored experiences of
an approach that focused on breaking old habits and
forming new habits. The findings generated some prac-
tical recommendations for effective promotion of healthy
habits and weight-loss maintenance; for example, recom-
mending small changes, the importance of external
accountability and the lack of need for restrictive diet
regimens.

Qualitative methods can provide rich and diverse data
that is not obtainable through quantitative means, and
semistructured interviews were ideal to explore partic-
ipants’ indepth lived experiences of the interventions.
Using purposeful maximum variation sampling to select
the participants potentially allowed for heterogeneous
responses across a diverse range of participants from
varied ages, education levels, genders and extent of
weight change on the programmes. Two experienced
researchers independently analysed the data and agreed
on the themes and subthemes. This achieved data trust-
worthiness and ensured no common themes were missed.
Importantly, our qualitative data supported the quantita-
tive findings of our RCT." For example, the participants’
comments on sustained behaviour change aligns with
their continued weight loss at follow-up.

As in all lifestyle intervention studies, participation in
the RCT was voluntary, and this may mean our partici-
pants were more motivated to lose weight than commu-
nity members who chose not to participate. This would
likely have resulted in improved outcomes for study
participants in comparison with unmotivated individuals
in the community. However, our purpose in this qualita-
tive study was to understand the experiences of individ-
uals who do take part in a structured weight management
programme, and we used a maximum variation method to
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select participants. Therefore, we have broad and varied
experiences of individuals from the two programmes
from which to draw conclusions. It is possible that partic-
ipants may have felt grateful to GC for the weekly phone
calls throughout the intervention and therefore may
have wanted to say positive things about the programme.
The research team discussed this limitation prior to the
study commencing and attempted to address it by explic-
itly asking for burdens of implementation, for example,
‘What was the lowlight of the programme?’ and ‘Were there any
tasks you found particularly difficult on the programme?’ Partic-
ipants were also given the opportunity to provide any feed-
back or comments on how they thought the programmes
could be improved. Further research specifically aimed
to explore the underlying mechanisms of forming new
habits and breaking old habits could be insightful and
would add to the current body of evidence.

CONCLUSIONS

The themes generated in this qualitative analysis showed
that participants in two different habit-based weight-loss
interventions had overall positive experiences while on
the programmes and continued to report self-perceived
benefits long after the interventions had concluded. In
our studies, most participants in TTT and DSD achieved
clinically significant weight loss during the 12-week
programmes and weightloss maintenance over 6-12
months."’ Participants in these qualitative interviews
reported that the habit-based intervention strategies were
simple and practical to implement and maintain in daily
life and therefore, compared favourably with typical life-
style programmes for weight control.

Considerations for future interventions

» Include strategies for sustainable behaviour modifi-
cations which allow participants to live close to their
current lifestyle by recommending small, manageable
changes.

» Interventions should be convenient and practical
to implement in daily life, taking into consideration
the individual's work, family and other commitments.

» Highlight the non-weight focused health benefits
of the programme such as: better sleep, improved
general well-being, increased confidence and
increased energy levels.

» Incorporate external accountability strategies in the
form of a support person and tangible self-monitoring
tools.
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