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Abstract. 
Objective. Lifestyle modification programs are different but typically include both nutritional aspects and physical activity as main domains with different behavioral and/or psychological strategies designed to affect change. A fundamental role in modifying unhealthy habits is played by personal motivation for change. The present study sought to investigate, in a group of 100 overweight/obese outpatients with and/or without TMD2, treatment seeking, the effect of an intensive lifestyle program on medical measures and motivational profile for physical activity (PA) and healthy nutrition (NUTR). Method. Subjects participated in an intensive multidisciplinary lifestyle intervention at C.U.R.I.A.MO. Before and after the intervention, patients received a comprehensive evaluation of their clinical, anthropometric, and metabolic states and motivation to lifestyle changes. Results. Data showed differences before and after intervention in both medical and motivational measures. Before the intervention patients reported to be ready, open, and determined to change and gave importance to healthy habits. After the intervention patients continued to be determined but increased the actions toward the change showing a higher degree of maintenance and of acquisition of habits especially in the physical domain of the new lifestyle. Conclusion. Data support the notion that the motivation should be followed during all the lifestyle interventions to support the change on both domains of the lifestyle program.



1. Introduction
In the last few years, interventions to reduce obesity based on changing unhealthy behavior are spreading [1–3]. Lifestyle modification programs are different from each other but always include nutritional aspect and physical activity as main domains combined, sometimes, with different behavioral and/or psychological strategies aiming to afford the challenge of change. Healthy diet and regular physical activity are considered key factors in obesity and type 2 diabetes intervention for health promotion and weight reduction [4–6]. Several evidences suggest that lifestyle interventions can reach substantial weight reduction and maintenance in the long term, promoting lifestyle modifications with healthy eating and appropriate physical activity [7, 8].
However, literature on the mechanisms underlying such kind of programs is still scarce and according to many authors identifying the potential factors affecting the attendance to the programs and their outcome is crucial [9, 10]. Specifically, the literature regarding psychosocial predictors of lifestyle program is scarce and the identification of the factors helping patients to maintain the healthy behavioral changes and avoiding weight gain in the long term is considered a strategic issue [11].
Among psychological factors, a fundamental role in attending lifestyle programs and in modifying unhealthy habits is played by personal motivation for change [12–14]. Recent researches have changed the view of motivation, from a static trait to a psychological dynamic state that can fluctuate over time in relation to many interpersonal and intrapersonal factors. Motivation is thus considered an interpersonal accessible factor that can be modified during a change process [15]. Intensive interventions do not usually modify behaviors or produce deep changes but they may have a fundamental role in motivation to continue the change also in a long-term perspective [13].
In a lifestyle intervention, assessing and working on the factors affecting motivation to change seem to be fundamental in order to facilitate behavioral change [16]. Motivation can be influenced by factors as self-efficacy beliefs, moods, and social aspects which, in turn, can influence the adherence to a lifestyle program and the execution of a real and lasting behavior change [17]. According to the Transtheoretical Model (TTM) of behavior change [18], some of these factors are the motivational components influencing the transition of the subjects between the stages of the change. Within this framework motivation is considered a dynamic process involving progress through a series of five stages. The stages are temporal dimensions describing both the stage and the description of the characteristics of the subject being in that stage [19]. The five stages are as follows: (1) Precontemplation (P): for several reasons the subject has never thought to change her unhealthy lifestyle; (2) Contemplation (C): subject is thinking about a possible change because she is aware of her unhealthy habits; (3) Determination (D): subject has already decided to change her lifestyle and she is planning to change; (4) Action (A): subject is doing something to change her lifestyle; (5) Maintenance (M): subject in this stage commits to maintaining over time the stabilization of the change. The first two stages underline a low conviction and motivation in healthier behaviors while the last three stages indicate an involvement change. Processes of change are the covert and overt activities that people use to progress through the stages. The time of a subject’s stay in a certain stage could be different. Subjects need at least three months (3–6 months) to start to change and a longer time (1 year and more) to stabilize the new acquisition. Prochaska and Velicer showed that this model allows predicting patient’s participation to treatment program for health behavior [20].
If assessing motivation to change is considered a fundamental aspect in order to develop therapeutic approaches that could match the individual-specific stage of change, few papers have been devoted to examine the psychological pathways to behavior change in the domains of the lifestyle programs and literature is scarce [21, 22]. A recent study conducted with type 2 diabetes patients demonstrated that the stages of change were prerequisites to improve behaviors toward healthy diet and regular physical activity and that patients showed difficulties in recognizing the need to increase physical activity rather than eating habits. Motivation for change remained a problem for the large percentage of subjects [21]. Moreover, the high heterogeneity of response to lifestyle intervention stresses the need for the investigation of the patterns of change in physical activity and healthy diet [23].
On this basis, the aim of the present study was to explore in a group of obese, treatment seeking patients, participating in an intensive 3-month phase of a lifestyle program, the effects of the intervention on anthropometric, clinical, and biochemical measures and on motivational profile for physical activity (PA) and healthy nutrition (NUTR). Moreover, the aim was to investigate the existence of differences on motivational changes between PA and NUTR.
On the basis of previous literature and the characteristics of the sample, we hypothesized that at the baseline patients showed determination to change habits, in both PA and NUTR, and also that they were ready to change, giving value to beginning to achieve a correct lifestyle habits in the PA and NUTR. Considering the duration of the phase of the program investigated, we also hypothesized no changes in the motivational profile toward Action, in both PA and NUTR. No specific hypotheses have been made on differences on changes between PA and NUTR.
2. Measures and Method
2.1. Subjects Recruitment and the Research Context
The study involved 100 overweight outpatients, obese subjects with and/or without type 2 diabetes mellitus (51,1% Male and 48,5% Female), attending a lifestyle program for obesity at the C.U.R.I.A.MO. The mean age of the subjects was 51,49 (SD = 11,036) with no differences between genders (Male: mean = 52,39, SD = 12,14; Female: mean = 50,54, SD = 9,76; , ). 34% of the sample had a comorbidity of type 2 diabetes. All the subjects had no orthopedic or other medical conditions that would contraindicate exercise testing or the practice of physical activity.
All the subjects participated in the intensive phase of the 3-month multidisciplinary lifestyle intervention program at the Lifestyle Institute of the University of Perugia (C.U.R.I.A.MO.) [3]. The intensive 3-month phase of intervention consists of an individualized program (in groups of five to six patients) of 26 sessions (two per week) of structured indoor exercise and nutritional counseling and eight sessions of group therapeutic education aimed at sustaining the process of lifestyle change. Before and after the intervention, patients underwent the following: (1) an initial medical examination during which they received a comprehensive evaluation of their clinical, anthropometric, and metabolic status; (2) an interview by a psychologist aimed at assessing motivation to lifestyle change; (3) an assessment by a dietician on nutritional habits; (4) a physical examination by a specialist in sports medicine on physical activity habits.
Using a quasi-experimental study design measures were collected before and after subjects’ participation in the 3-month intensive phase. Data at the baseline were collected during the initial examinations; at the end of the intensive phase (±1 week) patients were asked for the same evaluations.
2.2. Measures
Anthropometric, Clinical, and Biochemical Measures. Anthropometric (height, body weight, Body Mass Index, waist circumference, and body composition), biochemical (glycaemia, HbA1c, and lipid profile), clinical (systolic and diastolic blood pressure), and strength measurements before and after intervention have been measured. Weight and body composition were performed by TANITA body composition analyzer BC-420MA. BMI was calculated as weight (kg) divided by square height (m). Waist circumference and blood pressure were measured by medical staff during clinical visits. Blood pressure was measured after 10 min at rest; the mean of 2 readings was used in statistical analysis. Biochemical analysis was performed as previously described [24].
Motivation. Motivation to change toward regular PA and NUTR was assessed through the use of two parallel sets of instruments belonging to the EMME-3 PA and EMME-3 NUTR based on Prochaska’s TTM [12, 18]: the MAC2 R-PA and NUTR and the VMC. These measures allow assessing motivational profile in terms of stages of changes and motivational components. These measures were validated in a large study of obese and overweight subjects demonstrating good internal consistency in terms of alpha di Cronbach (EMME-3 PA: α range 0.68–0.87; EMME-3 NUTR α range 0.69–0.92).
MAC2 R-PA and MAC2 R-NUTR. Each of the questionnaires consists of 18 items, assessed on a Likert scale (ranging from 0 = totally false to 6 = totally true), allowing evaluating motivation to change to the five stages described above: (1) Precontemplation (P): for several reasons the subjects in this stage did not ever think to change their unhealthy lifestyle; (2) Contemplation (C): in this stage there are those subjects who think of a possible change because they are aware of their unhealthy lifestyle; (3) Determination (D): it is the stage where the subjects already decided to change their lifestyle and they are planning the intervention; (4) Action (A): in this stage there are those subjects who are doing something to change their lifestyle; (5) Maintenance (M): the subjects in this stage commit to maintaining over time the stabilization of the change. According to this questionnaire, the highest score indicates the prevalent stage of change.
VMC (PA and NUTR). The scale uses six 100-point VAS response formats to evaluate the components influencing the motivation to change: (1) Discrepancy (DI): it reflects dissatisfaction and concern to the present situation, need for change, and the perceived importance of change; (2) Importance (IM): it is the value given to correct behavior for reaching the well-being; (3) Self-Efficacy (SE): it reflects the perceived confidence in attaining and maintaining the predefined goals of change; (4) Temptation (TE): it defines the attraction by unhealthy behaviors as those that characterized the old lifestyle; (5) Readiness to Change (RTC): it is the degree of the problem recognition and the willingness degree to change a behavior; (6) Stabilization of Change (ST): it is the acquisition degree of the new lifestyle.
2.3. Statistical Analysis
Descriptive analysis in terms of mean and standard deviation and percentages were computed for the variables investigated for the total sample. Student’s -test for paired sample was used to compare anthropometric, clinical, and biochemical measures and the motivational profiles on AF and AL before and after the intensive phase of the intervention. Student’s -test for paired sample was also used in order to confront changes in motivational profile on AF and AL. Actual score changes, rather than scores controlling for baseline values, were used [25]. -test effect sizes were also reported. According to [26] effect size  is small, those of 0.5 are medium, and those of 0.8 are large. Data were presented as mean ± SD. The data were analyzed using SPSS version 21.0.
3. Results
3.1. Anthropometric, Clinical, and Biochemical Measures
Anthropometric, clinical, and biochemical data at the baseline and after the intensive phase of the intervention are reported in Table 1. A significant decrease was found for all of the measures with a small effect size; only exception was for the LDL cholesterol and triglycerides.
Table 1: Descriptive analysis of the obese patients at baseline and after the intervention. Data are presented as mean ± SD. Statistical significance was considered at .
	

	Characteristics	T0	T1		p	Cohen’s d
	

	Anthropometric data	 	 	 	 	 
	    Body Mass Index (BMI)	33.24 ± 4.64	32.21 ± 4.26	8.28	
                  0.000	0.23
	    Weight (kg)	94.96 ± 17.01	91.97 ± 16.27	8.89	0.000	0.17
	    Fat body mass (kg)	35.07 ± 11.46	32.64 ± 10.78	6.26	0.000	0.22
	    Lean body mass (kg)	56.76 ± 11.93	56.21 ± 11.74	2.72	0.008	0.05
	    Waist circumference (cm)	109.89 ± 11.50	105.90 ± 10.56	7.19	0.000	0.36
	Clinical and biochemical data	 	 	 	 	 
	    Systolic blood pressure	132.25 ± 21.20	123.70 ± 13.84	3.93	0.000	0.48
	    Diastolic blood pressure	82.11 ± 8.68	73.97 ± 9.55	8.39	0.000	0.89
	    Glycaemia	111.17 ± 31.87	100.81 ± 24.44	6.08	0.000	0.37
	    HBA1c 	6.24 ± 1.14	5.90 ± 0.68	3.90	0.000	0.36
	    Total cholesterol	200.18 ± 39.26	194.24 ± 38.87	2.21	0.029	0.15
	    HDL cholesterol	48.99 ± 11.81	45.48 ± 10.17	4.20	0.000	0.32
	    LDL cholesterol	124.37 ± 35.47	121.91 ± 32.85	0.86	0.392	n.s.
	    Triglycerides	143.06 ± 69.68	141.38 ± 80.31	0.27	0.788	n.s.
	


Statistical significance was considered at .






3.2. Motivational Profile
3.2.1. Physical Activity (PA): Stages of Change and Motivational Components
At the baseline subject showed the higher scores in the Determination stage (M = 84.50; SD = 17.16) indicating that patients of the sample had already decided to change toward healthier physical habits. The higher motivational component was the Importance (M = 86.06; SD = 11.29) indicating that patients gave value to the change of the unhealthy physical habits.
After 3 months the sample maintained the higher score on the Determination stage (M = 84.08; SD = 16.88) with no differences between the values before and after intervention (; ). Data showed a significant decrease in Precontemplation (; ; ) and Contemplation (; ; ) stages, both with a small effect size, and an increase in Action (; ; ) and Maintenance (; ; ), in both cases with large effect size. After the intervention, the Importance remained the most influencing motivational component with the higher mean value (M = 88.93; SD = 9.85), which increases significantly with a small effect size between the values before and after intervention (; ; ). Increase was also observed in Self-Efficacy (; ; ) and Stabilization of Change (; ; ), also in this case both with a small effect size. Discrepancy (; ; ) and Temptation (; ; ) components decreased significantly, the first with a large effect size but the other with a small effect size. The Readiness to Change remained unchanged over time. Results are reported in Table 2.
Table 2: Motivation to change to physical activity (PA) at baseline and after the intervention. Data are presented as mean ± SD. 
	

	 	T0	T1		           p	Cohen’s d
	

	Stages of the change	 	 	 	 	 
	    Precontemplation	22.17 ± 21.75	16.00 ± 17.03	
                    2.82	0.006	0.32
	    Contemplation	61.42 ± 23.38	52.50 ± 22.46	3.61	0.000	0.39
	    Determination	84.50 ± 17.16	84.08 ± 16.88	0.24	0.814	n.s.
	    Action	55.66 ± 31.51	80.08 ± 20.85	−6.94	0.000	0.91
	    Maintenance	42.75 ± 28.79	68.00 ± 18.98	−8.96	0.000	1.03
	Motivational components	 	 	 	 	 
	    Discrepancy	60.94 ± 23.36	41.65 ± 22.86	6.67	0.000	0.83
	    Importance	86.06 ± 11.29	88.93 ± 9.85	−2.41	0.018	0.27
	    Self-Efficacy	74.47 ± 14.40	79.93 ± 12.72	−3.43	0.001	0.40
	    Temptation	41.18 ± 21.34	35.58 ± 23.98	2.28	0.025	0.25
	    Readiness to Change	79.06 ± 19.36	81.88 ± 13.37	−1.24	
                    0.215	n.s.
	    Stabilization of Change	55.85 ± 28.12	67.56 ± 18.30	−3.75	0.000	0.49
	


Statistical significance was considered at .


3.2.2. Healthy Nutrition (NUTR): Stage of Change and Motivational Components
At the baseline the sample showed the higher scores in the Determination stage (M = 81.25; SD = 15.50) meaning that patients had already decided to change toward healthier nutrition habits. The higher motivational component was the Importance (M = 85.80; SD = 12.75) indicating that patients gave value to the change of the unhealthy nutritional habits.
After 3-month intensive lifestyle intervention Determination remained the higher stage (M = 77.75; SD = 16.63) with no difference between the values before (M = 81.25; SD = 15.50) and after (M = 77.75; SD = 16.63) intervention. Data showed a significant before/after decrease in Precontemplation (; ; ) with a small effect size and in Contemplation (; ; ) with a moderate effect size, while data showed an increase in Action (; ; ), also in this case with a medium effect size, and Maintenance (; ; ) stage with a large effect size.
The most influencing motivational component remained the Importance (before: M = 85.80; SD = 12.75; after: M = 86.72; SD = 13.15) that did not show significant difference between the values before and after intervention (; ). Only Self-Efficacy increased before and after the intervention with a small effect size (; ; ), whereas Discrepancy (; ; ) and Temptation (; ; ) components decreased significantly, both with a medium effect size. Readiness to Change (; ) and Stabilization of Change (; ) remained unchanged over time. Data are reported in Table 3.
Table 3: Motivation to change to health nutrition  (NUTR). Data are presented as mean ± SD. 
	

	 	T0	T1			Cohen’s d
	

	Stages of the change	 	 	 	 	 
	    Precontemplation	37.00 ± 20.12	31.92 ± 22.36	1.96	0.050	0.24
	    Contemplation	71.50 ± 21.55	56.83 ± 22.46	5.45	0.000	0.67
	    Determination	81.25 ± 15.50	77.75 ± 16.63	1.90	0.060	n.s.
	    Action	57.58 ± 26.33	74.75 ± 17.06	−5.87	0.000	0.77
	    Maintenance	43.08 ± 23.87	63.92 ± 19.79	−7.00	0.000	0.95
	Motivational components	 	 	 	 	 
	    Discrepancy	57.90 ± 22.04	41.27 ± 21.57	6.44	0.000	0.76
	    Importance	85.80 ± 12.75	86.72 ± 13.15	−0.83	0.410	n.s.
	    Self-Efficacy	71.71 ± 18.45	75.19 ± 15.47	−2.05	0.042	0.20
	    Temptation	64.43 ± 23.47	52.88 ± 22.55	4.94	0.000	0.50
	    Readiness to Change	78.27 ± 18.58	75.55 ± 18.40	1.31	0.192	n.s.
	    Stabilization of Change	61.71 ± 26.38	64.61 ± 20.41	−0.97	0.334	n.s.
	


Statistical significance was considered at .


3.3. Difference on Changes between PA and NUTR
The comparison between actual score changes between the two domains of physical activity and nutrition revealed no differences for the five stages of changes. The only difference, with a small effect size, was for the Stabilization of Change that was higher in PA domain (mean = 11.71; SD = 31.20) than in NUTR domain (M = 2.90; SD = 29.87) indicating that the patients had acquired a better motivational change in the physical activity domain than in nutritional habits (; ; ). Data are reported in Table 4.
Table 4: Paired Student’s -test Δ score of stage of change and motivational habitual physical activity and healthy nutrition.  Data are presented as mean ± SD. Actual score changes are reported.
	

	 	Δ score PA	Δ score NUTR		p	Cohen’s d
	

	Stages of the change	 	 	 	 	 
	    Precontemplation	  6.17 ± 21.86	5.08 ± 25.89	0.36	0.722	n.s.
	    Contemplation	  8.92 ± 24.71	14.67 ± 26.91	−1.64	0.105	n.s.
	    Determination	  0.42 ± 17.66	3.50 ± 18.39	−1.19	0.237	n.s.
	    Action	−24.42 ± 35.20	−17.17 ± 29.25	−1.82	0.071	n.s.
	    Maintenance	−25.25 ± 28.16	−20.83 ± 29.74	−1.22	0.223	n.s.
	Motivational components	 	 	 	 	n.s.
	    Discrepancy	  19.28 ± 28.89	16.63 ± 25.82	0.68	0.500	n.s.
	    Importance	  −2.87 ± 11.92	−0.93 ± 11.24	−1.22	0.225	n.s.
	    Self-Efficacy	  −5.46 ± 24.56	−3.48 ± 16.94	−0.88	0.379	n.s.
	    Temptation	    5.59 ± 24.56	11.54 ± 23.35	−1.80	0.075	n.s.
	    Readiness to Change	  −2.82 ± 22.60	2.82 ± 20.72	−1.87	0.064	n.s.
	    Stabilization of Change	 −11.71 ± 31.20	−2.90 ± 29.87	−2.19	0.031	0.29
	


Statistical significance was considered at .


4. Discussion
The aim of the present study was to investigate the impact of the intensive phase of a lifestyle program for obesity on motivational profile to change toward a healthy lifestyle in a sample of treatment seeking obese patients and to investigate possible difference in the pathways of change in the two domains (physical activity and nutritional habits) and the effects of the intervention on anthropometric, clinical, and biochemical parameters.
The intervention improved anthropometric, clinical, and biochemical measures. These results are in line with the ones of a recent meta-analysis on lifestyle programs that showed a better efficacy of diet plus exercise program on anthropometric outcomes and cardiovascular risk factors in overweight and obese participants [27]. Moreover, these results confirm previous data on the positive effects of the intensive phase of the C.U.R.I.A.MO. model on waist circumference, fat mass, and blood pressure [28].
The data of the present study showed differences before and after also on motivational profile. According to the first hypothesis, at the baseline patients showed higher score on Determination stage in both physical activity and nutritional domain. Patients of this sample showed readiness and openness to change and gave importance to behaviors toward a healthy lifestyle. The motivational components with the higher scores, in both PA and NUTR, were Importance and Readiness to Change. In Centis et al.’s findings [21], based on a sample of type 2 diabetic ambulatory patients, the majority of the sample was in the Contemplation stage, in both physical activity and nutritional domain and, as evidenced by the authors, not sufficiently aware to start the change. The fact that the patients of our study were treatment seeking in a Healthy Lifestyle Institute can explain the difference in Determination with Centis et al.’s study.
After three months subjects remained in the Determination stage in both physical activity and nutritional domain and the Determination stage did not change over the period. These results can be interpreted considering that, according to TTM, subject needs at least three months (3–6 months) to start to change and a longer time (one year and more) to stabilize the new acquisition. The 3-month duration could not be sufficient to establish the stage of Actions to a new behavioral model. Interestingly, after the intervention the two stages of Precontemplation and Contemplation decreased significantly, while the two stages of Action and Maintenance increased significantly, indicating that the intensive phase had the role to start the process of change toward a healthier lifestyle.
After the intervention the motivational components that influenced more the transition between the stages of the change, in both physical activity and nutrition, were the Importance, which increased significantly, and the Readiness to Change, which did not change over time. Among motivational components Self-Efficacy increased significantly showing that patients of this sample gained confidence and trust in their capacity to achieve the actions for the change. Self-Efficacy is a psychological component that is crucial for changing habits [14]. The probability of maintaining higher levels of physical activity and healthier dietary behavior improves when people are more self-confident in the possibility to change their behavior [29, 30].
Patients of the sample showed an increase before and after in Self-Efficacy both in physical activity domain and in nutritional area, showing that the intervention had affected the internal idea to afford effectively the challenge of changing lifestyle. Another psychological component considered crucial for changing habits is Discrepancy. After the intervention, it decreased with a large effect size. This shows that all negative feelings as pain, discomfort, and concern toward the acquisition of the new behaviors changed in positive feelings and aspiration to reach the goals previously decided, the acquisition of healthy habits [13, 15].
Regarding the existence of differences of the intervention on motivational changes between physical activity and nutrition, data showed difference only in Stabilization of Change that resulted higher on the physical activity domain. Patients of the sample showed that intervention had reinforced more the physical activity domain with a higher gain in this area of the lifestyle intervention. It is very likely that the pleasant feelings experienced by the patients during group exercise sessions reinforced the Stabilization of Change. At the end of the intensive lifestyle phase, patients with obesity attending the program showed a higher degree of acquisition in the physical domain of the new lifestyle.
Data of the present study support the idea that motivation should be evaluated and followed before and during lifestyle interventions in order to support the change, strengthening motivation of the two domains of the lifestyle program [31, 32]. The assessment of the motivation at the end of the three-month intensive phase should be considered important for the long-term sustainment of change after this initial phase.
Competing Interests
The authors declare that there is no conflict of interests regarding the publication of this paper.
References
	G. L. Blackburn, S. Wollner, and S. B. Heymsfield, “Lifestyle interventions for the treatment of class III obesity: a primary target for nutrition medicine in the obesity epidemic,” The American Journal of Clinical Nutrition, vol. 91, no. 1, pp. 289S–292S, 2010.
	J. Ma, A. C. King, S. R. Wilson, L. Xiao, and R. S. Stafford, “Evaluation of lifestyle interventions to treat elevated cardiometabolic risk in primary care (E-LITE): a randomized controlled trial,” BMC Family Practice, vol. 10, article 71, 2009.
	P. De Feo, C. Fatone, P. Burani et al., “An innovative model for changing the lifestyles of persons with obesity and/or Type 2 diabetes mellitus,” Journal of Endocrinological Investigation, vol. 34, no. 10, pp. e349–e354, 2011.
	 Diabetes Prevention Program Research Group, “10-year follow-up of diabetes incidence and weight loss in the Diabetes Prevention Program Outcomes study,” The Lancet, vol. 374, no. 9702, pp. 1677–1686, 2009.
	T. H. Marwick, M. D. Hordern, T. Miller et al., “Exercise training for type 2 diabetes mellitus: impact on cardiovascular risk: a scientific statement from the american heart association,” Circulation, vol. 119, no. 25, pp. 3244–3262, 2009.
	S. R. Colberg, A. L. Albright, and B. J. Blissmer, “Exercise and type 2 diabetes: the American College of Sports Medicine and the American Diabetes Association: joint position statement,” Medicine & Science in Sports and Exercise, vol. 42, pp. 2282–2303, 2010.
	C. Martins, M. Strømmen, O. A. Stavne, R. Nossum, R. Mårvik, and B. Kulseng, “Bariatric surgery versus lifestyle interventions for morbid obesity—changes in body weight, risk factors and comorbidities at 1 year,” Obesity Surgery, vol. 21, no. 7, pp. 841–849, 2011.
	J. W. Anderson, L. Grant, L. Gotthelf, and L. T. P. Stifler, “Weight loss and long-term follow-up of severely obese individuals treated with an intense behavioral program,” International Journal of Obesity, vol. 31, no. 3, pp. 488–493, 2007.
	A. N. Fabricatore, T. A. Wadden, A. J. Higginbotham et al., “Intentional weight loss and changes in symptoms of depression: a systematic review and meta-analysis,” International Journal of Obesity, vol. 35, no. 11, pp. 1363–1376, 2011.
	T.-I. Karlsen, M. Søhagen, and J. Hjelmesæth, “Predictors of weight loss after an intensive lifestyle intervention program in obese patients: a 1-year prospective cohort study,” Health and Quality of Life Outcomes, vol. 11, no. 1, article 165, 2013.
	R. Dalle Grave, “Motivating patients with obesity to exercise,” in Exercise Therapy in Adult Obesity, D. Hansen, Ed., pp. 167–182, Nova Press, New York, NY, USA, 2013.
	V. Spiller, M. Scaglia, S. Meneghini, and A. Vanzo, “Assessing motivation for change toward healthy nutrition and regular physical activity. Validation of two sets of instruments,” Mediterranean Journal of Nutrition and Metabolism, vol. 2, no. 1, pp. 41–47, 2009.
	W. R. Miller and S. Rollnick, Il Colloquio Motivazionale, Centro Studi Erikson, Trento, Italy, 2004.
	A. Bandura, “Self-efficacy: toward a unifying theory of behavioral change,” Psychological Review, vol. 84, no. 2, pp. 191–215, 1977.
	W. R. Miller and S. Rollnick, Motivational Interviewing: Preparing People to Change Addictive Behavior, Guilford Press, New York, NY, USA, 1991.
	V. DiLillo, N. J. Siegfried, and D. S. West, “Incorporating motivational interviewing into behavioral obesity treatment,” Cognitive and Behavioral Practice, vol. 10, no. 2, pp. 120–130, 2003.
	G. Pietrabissa, G. M. Manzoni, S. Corti, N. Vegliante, E. Molinari, and G. Castelnuovo, “Addressing motivation in globesity treatment: a new challenge for clinical psychology,” Frontiers in Psychology, vol. 3, no. 317, Article ID Article 317, pp. 1–4, 2012.
	J. O. Prochaska, C. A. Reddin, and K. E. Evers, “The transtheoretical model and stages of change,” in Health Behavior and Health Education: Theory, Research, and Practice, K. Glanz, B. K. Rimer, and F. M. Lewis, Eds., Jossey-Bass Public Health, San Francisco, Calif, USA, 2009.
	J. O. Prochaska and C. C. DiClemente, “Transtheoretical therapy: toward a more integrative model of change,” Psychotherapy, vol. 19, no. 3, pp. 276–288, 1982.
	J. O. Prochaska and W. F. Velicer, “The transtheoretical model of health behavior change,” American Journal of Health Promotion, vol. 12, no. 1, pp. 38–48, 1997.
	E. Centis, M. Trento, A. Dei Cas et al., “Stage of change and motivation to healthy diet and habitual physical activity in type 2 diabetes,” Acta Diabetologica, vol. 51, no. 4, pp. 559–566, 2014.
	C. R. Critchley, E. A. Hardie, and S. M. Moore, “Examining the psychological pathways to behavior change in a group-based lifestyle program to prevent type 2 diabetes,” Diabetes Care, vol. 35, no. 4, pp. 699–705, 2012.
	V. Yank, L. Xiao, S. R. Wilson, R. S. Stafford, L. G. Rosas, and J. Ma, “Short-term weight loss patterns, baseline predictors, and longer-term follow-up within a randomized controlled trial,” Obesity, vol. 22, no. 1, pp. 45–51, 2014.
	C. Di Loreto, C. Fanelli, P. Lucidi et al., “Make your diabetic patients walk: long-term impact of different amounts of physical activity on type 2 diabetes,” Diabetes Care, vol. 28, no. 6, pp. 1295–1302, 2005.
	J. M. Jakicic, R. R. Wing, and C. Winters-Hart, “Relationship of physical activity to eating behaviors and weight loss in women,” Medicine and Science in Sports and Exercise, vol. 34, no. 10, pp. 1653–1659, 2002.
	J. Cohen, Statistical Power Analysis for the Behavioral Sciences, Routledge Academic, New York, NY, USA, 1977.
	L. Schwingshackl, S. Dias, and G. Hoffmann, “Impact of long-term lifestyle programmes on weight loss and cardiovascular risk factors in overweight/obese participants: a systematic review and network meta-analysis,” Systematic Reviews, vol. 3, no. 1, article 130, 2014.
	C. Mazzeschi, C. Pazzagli, L. Buratta et al., “Mutual interactions between depression/quality of life and adherence to a multidisciplinary lifestyle intervention in obesity,” The Journal of Clinical Endocrinology and Metabolism, vol. 97, no. 12, pp. E2261–E2265, 2012.
	J. J. Annesi, “Self-regulatory skills usage strengthens the relations of self-efficacy for improved eating, exercise, and weight in the severely obese: Toward an explanatory model,” Behavioral Medicine, vol. 37, no. 3, pp. 71–76, 2011.
	J. J. Annesi, “Behaviorally supported exercise predicts weight loss in obese adults through improvements in mood, self-efficacy, and self-regulation, rather than by caloric expenditure,” The Permanente Journal, vol. 15, no. 1, pp. 23–27, 2011.
	R. A. Carels, L. Darby, H. M. Cacciapaglia et al., “Using motivational interviewing as a supplement to obesity treatment: a stepped-care approach,” Health Psychology, vol. 26, no. 3, pp. 369–374, 2007.
	C. K. Perry, A. G. Rosenfeld, J. A. Bennett, and K. Potempa, “Heart-to-Heart: promoting walking in rural women through motivational interviewing and group support,” Journal of Cardiovascular Nursing, vol. 22, no. 4, pp. 304–312, 2007.


EPUB/Navigation/nav.xhtml


		

			

		  1. Introduction

		  2. Measures and Method

		  3. Results

		  4. Discussion

		  References 





EPUB/Content/page-template.xpgt
 

   


     
	 
    

     
	 
    


     
	 
    


     
         
             
             
             
        
    

  




