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Abstract
KUMANYIKA, SHIRIKI K. AND EVA OBARZANEK.
Pathways to obesity prevention: report of a National
Institutes of Health workshop. Obes Res. 2003;11:1263-1274.
There is an extensive research base on obesity treatment and
on the health benefits of weight loss, but relatively little
research has focused on obesity prevention. This article
summarizes results of a workshop conducted by investiga-
tors funded under a National Institutes of Health initiative
designed to stimulate novel research for obesity prevention.
The 20 pilot studies funded under this initiative involved
study populations that were diverse with respect to life stage
and ethnicity, were conducted in a variety of natural and
research settings, and involved a mix of interventions, in-
cluding face-to-face group and individual counseling, as
well as mail, telephone, and internet-based approaches. The
workshop, which occurred approximately halfway through
the 3-year funding period, emphasized concepts and expe-
riences related to initiating and conducting obesity preven-
tion studies. Investigators discussed theoretical perspectives
as well as various challenges encountered, for example, in
study implementation in different clinical and community
settings, in working with children and families, and in
studying pregnant and postpartum women. Other topics
discussed included the difficulty of motivating individuals
for prevention of weight gain, relevant cultural and racial/
ethnic considerations, and the particular need for valid and
practical measures of energy balance, body composition,
and physical fitness in obesity prevention research. A key
conclusion was that using obesity treatment as the primary
paradigm may be a limiting perspective for considering

obesity prevention issues. Further insights derived from the
workshop deliberations are reflected in a detailed list of
recommendations for future obesity prevention research.

Key words: health promotion, children, families, inter-
ventions, weight control

Introduction
Apart from the continuing study of how to improve

success in treating those who are already obese (1–3), the
prevention of obesity has risen to the top of the list of public
health priorities (4). The proportion of children and adults
who are obese has already reached alarming levels (5–8),
particularly in some ethnic and socioeconomic status groups
(4,6–9). Reliance on treatment approaches, even if fully
effective, is neither practical nor desirable (4,10,11). The
burden of obesity in the population, particularly when cer-
tain high-risk and currently underserved populations are
considered, is likely to exceed the capacity of the health care
delivery system to deliver such treatment either for obesity
itself or for the associated conditions (12). Furthermore,
obesity treatment cannot necessarily remove or reverse the
adverse effects of obesity on health status and quality of life,
particularly for obesity of long duration (1,13).

Although effective interventions for obesity prevention
may share some similarities with those used for weight loss,
the science of obesity prevention—which includes identifi-
cation of those aspects that are unique to prevention com-
pared with treatment—is only now emerging. This article
summarizes the results of an inaugural workshop on scien-
tific directions in obesity prevention convened by NIH in
August 2001. The core participants and workshop planners
were investigators funded under a special NIH initiative for
obesity prevention studies (14) and scientific program staff
from the participating NIH institutes. Several principal in-
vestigators of other relevant studies were also invited.
Workshop objectives were 1) to exchange information on
study designs used to addresses obesity prevention issues
and on the lessons learned in the early stages of protocol
implementation; 2) to identify the ways in which these
studies advance the science of obesity prevention and treat-

1 The online version of this article (available at http://www.obesityresearch.org) contains an
appendix that includes principal investigators and project descriptions.
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ment; and 3) to derive insights about long-term goals and
future directions for obesity prevention research. This report
presents the main workshop findings in order to reinforce the
need for research in this area, provoke thinking about new
directions, and attract investigators with diverse perspectives
and expertise to participate in this line of research as it evolves.

Background
Funding to Stimulate Obesity Prevention Research

The limited amount of research with obesity prevention
as the stated outcome of interest is far from adequate to
address this major public health problem, even when this
area of research is defined broadly to include the cardiovas-
cular disease prevention studies in which obesity was one of
several outcomes addressed (15,16). In 1998, when the NIH
obesity prevention research initiative was being developed,
the research base included only a few published studies of
obesity prevention in adults (17–19), small pilot studies in
children (20,21), a small number of school-based studies
(22–24), and some research in progress (25). The funding
initiative described here (14) was developed to stimulate
novel research into methods to prevent obesity, beginning
with pilot studies limited to 3 years in duration and
$125,000 in direct costs per year. The request for applica-
tions (RFA)2 specified a comprehensive set of obesity pre-
vention outcomes: prevention of weight gain in children and
adults who are not yet overweight; treatment of overweight
children to prevent obesity in adulthood; prevention of
weight regain after weight loss in obese children and adults;
prevention of further weight gain in overweight adults; and
weight control for pregnancy and the postpartum period.
Attention to segments of the U.S. population that are par-
ticularly vulnerable to obesity, e.g., ethnic minority popu-
lations, was also encouraged. To ensure high-quality re-
search and rigor in research design, the RFA specified that
interventions be based on behavior change theory and that a
comparison group be followed, with random assignment to
the intervention and comparison conditions preferred.

Twenty research projects were funded as a result of this
initiative, through grants from five different NIH institutes,
with supplementary funding from other federal agencies or
offices. The projects were diverse in terms of study popu-
lations, research questions, outcomes targeted, intervention
goals and approaches, and settings. Eight studies focused on
children or adolescents, ranging in age from 1 to 16 years,
and their caregivers, and they were reached through WIC
programs (Supplemental Nutrition Program for Women,
Infants, and Children), day care or school settings, medical
centers, churches, and homes, with group and individual
education and counseling and internet approaches. The

other 12 studies were in adults, reached in medical, work-
site, community, or home settings and through the internet.
Some studies focused specifically on women and some on
high-risk periods for weight gain, such as the postpartum or
perimenopausal period or after smoking cessation. The de-
gree of selectivity for weight status, e.g., broad weight
range, normal weight only, or obese only, varied. The
studies were conducted in several U.S. regions, with some
in rural populations, and approximately one-half focused on
or included substantial numbers of African-American or
Latino/Hispanic participants.

Workshop Planning and Format
This first investigators’ workshop took place approxi-

mately midway during the 3-year funding period and, there-
fore, focused on study design and implementation. Each
principal investigator was asked to provide, in a standard-
ized format, basic information about his or her project,
including study design, sample size, population target in
terms of age, sex, and ethnicity, and intervention descrip-
tion, to be compiled for distribution to workshop attendees.
Principal investigators were also assigned to one or more
working groups (termed panels), charged with developing
workshop content around six themes (see the listing of
panels in Table 1). The panels were asked to comment on
certain general issues, as well as on specific challenges
relevant to the assigned perspective, e.g., the nature of the
research setting (panel 1), study population (panels 2 and 4),
intervention focus (panels 3 and 5), and intervention ap-
proach (panel 6). Panels met by conference call during the
months before the workshop and were given 30 minutes to
present their findings at the 1-day workshop. The workshop
chair (the first author of this article) synthesized overall
findings and impressions in a closing summary.

Findings
As shown in Table 1, the types of issues and challenges

identified differed across the different thematic foci. The
panel that considered issues specific to working with orga-
nizations brought together investigators working with
churches, primary care clinics, schools, day care centers,
federal feeding program sites, and a not-for-profit women’s
health organization. In each case, the setting was viewed by
the investigators as a venue for reaching the population of
interest with the intention of incorporating the obesity pre-
vention services into the ongoing program or service deliv-
ery framework. These studies were not designed to be
“participatory action research” (26). In participatory action
research, a key aspect of the study design is giving com-
munity or organizational partners a major role in shaping
the research agenda and process and interpreting study
findings. Rather, partnering organizations were asked to add
obesity prevention to their primary agendas. However, even2 Nonstandard abbreviation: RFA, request for application.
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when partnering organizations and investigators were
highly committed to the study and agreed that it was desir-
able for the research project to hold constant certain pro-
gram-related variables, often this was not possible.

In some cases, considerable ingenuity and flexibility
were required for investigators to meet their aims. However,
there was a sense that these scenarios reflected the “real
world” and that the more rigorous, but also somewhat
contrived, research setting in which the investigator had
more control could not truly reflect the context for preven-
tion. The issue of unbudgeted but necessary costs was
considered critical. For example, some in-kind contributions
originally offered by the partnering organizations (e.g., con-
tributed staff time or equipment) ultimately proved unfea-
sible and had to be covered from the research budget. Also,
compensation to clients for the extra burdens associated
with data collection that was strictly for research purposes
was sometimes required even if not included in the original
research budget. The lack of client motivation for weight
control relative to that usually assumed in obesity treatment
settings was felt to have significant potential implications
for how obesity prevention interventions in natural settings
are formulated. Strategies for linking the obesity prevention
program to the usual services and for fostering motivation
for obesity prevention are needed.

Investigators attempting obesity prevention in family set-
tings were all focused on children or adolescents. The
ability to reach children in family settings was viewed as
attractive for numerous reasons. Children and adolescents
are a prime audience for obesity prevention, and one can
conceive of numerous ways that families influence child
and adolescent eating and physical activity behaviors. The
possibility that other family members will benefit from the
intervention content and process is another positive feature
of family-based programs. However, the potential to benefit
other family members or work through them to achieve
weight gain prevention goals essentially means that all of
these individuals are intervention participants at some level.
Their motivations and practical concerns must be addressed.

Of the interventions involving prevention of weight gain,
one investigator focused on women at high risk for weight
gain because of life stage (perimenopausal or early post-
menopausal), whereas others targeted weight gain preven-
tion in high-risk situations or population groups, and one
focused on children. As shown in Table 1, the issues and
challenges identified by this panel included the type of
messages used in recruitment and intervention, e.g., whether
these were different from those that one would use in a
program targeting weight loss, and design problems arising
from the fact that the outcome for prevention is essentially
that there be no change (or—in the case of children—no
deviation from norms) in the active intervention group. The
behavioral counseling objective of prevention programs was
considered particularly difficult. Whereas obesity treatment

programs may advise certain behavior modifications that
are not sustainable but nevertheless could be adopted for a
limited period to achieve a desired amount of weight loss,
obesity prevention programs must promote life-long sus-
tainable behaviors. With respect to counseling for day-to-
day energy balance, it was suggested that it might be more
effective to advise periodic cycles of modest weight reduc-
tion to balance out expected periods of transient weight
gain. However, with such an approach, one would need to
guard carefully against the potential for rebound weight
regain.

Investigators involved in interventions for pregnant and
postpartum women provided an overview of the guidelines
for evaluating appropriate weight gain and weight retention,
respectively, in pregnancy and postpartum, noting the vari-
ability in the extent to which individual women or sub-
groups of women achieve the recommended pattern of
pregnancy-related weight gain and subsequent weight loss
in the postpartum period. In the two studies that were linked
to prenatal counseling settings, interest in the intervention
was relatively high, particularly for those who were over
age 31 years and who had more than a high school educa-
tion. Different types of challenges were encountered in
mounting prenatal and postpartum interventions, and the
prenatal programs were apparently more feasible. Postpar-
tum interventions must also consider the possibility of a
subsequent pregnancy that would contraindicate further
weight loss.

In keeping with the scope of the RFA, some investigators
focused on the prevention of weight gain after weight loss.
Techniques studied for maintenance effects (i.e., hormone
replacement therapy, enhanced self monitoring, low-caloric
density foods, and web-based strategies) were sometimes
incorporated into the weight loss phase and then continued
in maintenance. Other studies introduced the maintenance
interventions (web-based strategies or assignment to mentor
other individuals engaged in the initial phase of weight loss)
after the initial weight loss phase.

Four of the pilot studies involved internet-based compo-
nents as a novel way of implementing proven approaches to
achieving weight loss or maintenance. All included face-to-
face counseling as part of the initial program. Internet
approaches may be able to support self-directed and indi-
vidualized behavior change, can be used for frequent mon-
itoring and long-distance intervention, and can provide links
to related information. Possible formats include self-guided
tutorials involving text, audio, or video; tools designed for
self-monitoring of diet, physical activity, or weight; tools
for individualized goal setting or planning (e.g., recipes or
menus); and interactive tools for ongoing counselor-client
or peer-to-peer support, such as bulletin boards, chat rooms,
or e-mail. Investigators involved in these interventions
weighed the several advantages against disadvantages such
as the burden on staff, technical issues associated with web
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program design and internet providers, and inherent contra-
dictions such as having people sit at a computer to be
motivated for physical activity.

Cross-Cutting Issues
As shown at the end of Table 1, investigators in each

panel were also asked to consider theoretical frameworks,
cultural and racial/ethnic factors, and physiological mea-
surements—factors that potentially influence all types of
obesity research—from the specific perspective of obesity
prevention studies and to derive research recommendations
based on their experiences to date. Key findings related to
these cross-cutting issues, as well as recommendations, are
summarized in this section.

Theoretical Frameworks. Although most interventions
were guided by adaptations of social cognitive theory
(27,28) and the Transtheoretical Model (29), several other
theoretical and conceptual frameworks were used as refer-
ence points for problem identification and interpretation of
process and outcomes. Particularly relevant to community
and organizational settings were Green’s PRECEDE-PRO-
CEED (respectively, for Predisposing, Reinforcing, and En-
abling Constructs in Educational Diagnosis and Evaluation
and Policy, Regulatory, and Organization Constructs in
Educational and Environmental Development) Model,
which guides systematic, theory-based planning of commu-
nity-based health interventions (30); the Spectrum of Pre-
vention framework that highlights the importance of “up-
stream” strategies such as changing community or
organizational environments, practices, and policies in ad-
dition to direct “downstream” interventions to improve in-
dividual knowledge and skills (31); socioecologic theory,
which emphasizes the multilevel and interactive forces in-
fluencing effective health promotion strategies (32,33); and
guidelines for selecting organizations for academic-commu-
nity partnerships (34).

Frameworks to guide culturally focused interventions in-
cluded Airhihenbuwa’s PEN-3 model (35), a tool for think-
ing through cultural influences on health behaviors and
planning culturally appropriate health education programs;
conceptual models of cultural influences in weight reduc-
tion program delivery and outcomes (36); Learning Theory,
specifically the context-dependency of conditioned behav-
iors and the ability to re-condition or extinguish them (37);
and principles of tailoring to subgroups (38). One project
involving intervention during smoking cessation, a physio-
logically high-risk period for weight gain, was guided by
theories of neuroendocrine influences on appetite regulation
and food cravings (39,40). Another included the concept of
foods classified in terms of their energy density as a tool to
facilitate control over caloric intake (41,42). Family-based
interventions were guided by selected theories of child
development and models of family organization and process
that included conflict resolution, communication patterns,

and parenting style (43). Reference also was made to the
comprehensive model of determinants of physical activity
and eating behavior developed by the Partnership to Pro-
mote Healthy Eating and Active Living (44).

The absence of reference to formal theories of organiza-
tional behavior and change was noteworthy considering the
apparent strong influence of organizational processes and
characteristics on the ability to implement the interventions
based in community organizations, agencies, schools, or
clinical practices. More deliberate attention to organiza-
tional systems may benefit interventions in natural settings,
e.g., to better anticipate and respond appropriately to
changes in staff, policy, procedures, and budget that have
implications for maintaining the integrity of the study de-
sign or implementation.

Race/Ethnicity and Culture. Numerous variables linked
to race/ethnicity and culture were also identified as highly
relevant to obesity prevention research. For example, the
perceived need for weight control may be culture specific.
Parenting styles and views of appropriate ways to feed and
interact with children around food are culturally influenced.
Cultural perceptions of menopause vary, and the experience
of menopause, therefore, varies among women in different
ethnic groups. Not all investigators had necessarily identi-
fied cultural considerations during the design or implemen-
tation phases of their studies, primarily because explicit
attention to such issues is commonly viewed as applying
only to racial/ethnic minority populations. However, in re-
flecting on the multiplicity of cultural aspects of obesity in
all populations, cultural variables potentially influencing
obesity prevention among even white study populations
were identified—particularly for women. For, example, the
culture of dieting and “quick fix” approaches to weight loss
may have influenced responsiveness to a prevention mes-
sage. Also, concerns about culturally driven body image
problems or eating disorders are continuing issues for those
designing obesity prevention programs for children and
adolescents.

To the extent that cultural considerations require tailoring
of interventions to study populations and individuals, the
importance of also attending to considerations of age, gen-
der, and income or education level was noted. The overlap
among these variables was also discussed; for example,
social disadvantage in terms of important variables such as
food purchasing power or access to health care occurs
disproportionately in minority populations. Moreover, dis-
advantaged populations are generally at higher risk for a
range of health problems, rendering obesity prevention less
likely to win out over a set of competing priorities.

Investigators conducting studies in minority or multieth-
nic populations contributed numerous insights about rele-
vant program design and implementation issues. The im-
portance of formative data collection in identifying
important cultural variables was highlighted, as was the need
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to build on existing traditions with respect to food, music,
and types of activities, rather than attempt to “force-fit”
participants into a preconceived model. The approach of
embedding the program within an existing ethnic commu-
nity institution or organization—as in two of the studies
(one church-based and one based within a women’s orga-
nization)—was viewed as the most far-reaching attempt to
provide for cultural congruency and sustainability. Some
additional challenges emanating from the “outsider” status
of nonminority investigators with respect to the minority
community were noted, as well as the complexities of
helping “insiders,” i.e., staff hired from minority commu-
nities, to balance their dual loyalties (e.g., to the research
team and to their community of reference) and contribute
unique insights from their combined “insider-outsider” status.

The importance of cultural adaptation of all aspects of the
study or program was emphasized. For example, the manner
of recruitment and the venue for both data collection and
intervention should be appropriate for the population in
question. Within the intervention, the content, e.g., with
respect to terminology, language, symbolism, role models,
and choice of incentives, should respect and match that of
the client population. The critical importance of attending to
within-group diversity, including the bicultural or multicul-
tural perspectives of many in minority populations, was also
stressed. One suggestion, particularly in relation to ethni-
cally mixed study populations, was to supplement group
counseling with periodic individual sessions during which
culture-specific influences can be identified and addressed.

Physiological Assessments. The need to assess energy
balance, body composition or body fat distribution, and
physical fitness, as important processes or outcomes of
obesity prevention studies, was viewed as particularly chal-
lenging because of feasibility issues associated with collect-
ing measurements (e.g., DXA) in field settings. Community
settings were considered favorable for accessing study pop-
ulations reflective of the general public and for conducting
of prevention research using less “medicalized” approaches,
but with clear disadvantages in terms of transporting equip-
ment, ensuring safety, and ensuring quality control of mea-
surements. Another difficult-to-resolve issue was the choice
of specific physiological measures for studies in children,
because this depends on factors such as the time needed to
perform the measurement, as well as the developmental
stage of the child. The cost of physiological measurements
was considered to be a major potential barrier considering
that obesity prevention studies already tend to be labor
intensive and costly. The need to collect blood was seen as
a major potential barrier when trying to design prevention
studies outside of medical settings and outside of a clinical
paradigm, although some of the investigators felt strongly
that data on obesity-related risk factors such as blood pres-
sure, cholesterol, glucose, or insulin should also be obtained
whenever possible to ascertain the clinical effects of

changes in weight and body composition under conditions
of obesity prevention.

Directions for Future Intervention Research
Specific recommendations about research directions are

in Table 2. The overall sense of these recommendations was
that more creative and diverse interventions should be stud-
ied, including attempts to find effective societal and policy-
level interventions, that the science of obesity prevention
should follow more systematically from observations about
determinants of weight gain and weight maintenance, and
that approaches tested should build more specifically on
what we already know. Both theory and methodology to
support obesity prevention research require elaboration.
Theories should incorporate all of the relevant perspectives
or levels, e.g., societal, organizational, and familial, as well
as individual.

Conclusions
The overarching question addressed by the workshop was

how these studies, when taken together, will advance the
science of obesity prevention research. Implicit in the work-
shop and, more fundamentally, in the RFA itself, was the
use of the current base of obesity research—which is treat-
ment-oriented—as the reference point both for formulating
the research and also for judging the quality and success of
the studies that were ultimately funded. Workshop deliber-
ations revealed some fundamental differences between
studying obesity treatment and studying obesity prevention.
Prevention research is inherently more applied and more
interdisciplinary than treatment-oriented research (26).
Consistent with this, and different from what might be
encountered within the obesity treatment field, this obesity
prevention research initiative attracted principal investiga-
tors with very diverse disciplinary and content area perspec-
tives: nutrition education and communications; public
health practice; exercise physiology; physiology of aging;
dietetics; nutritional epidemiology; minority health; mater-
nal and child nutrition; and psychology and other social and
behavioral sciences.

The differences in the potential study populations tar-
geted in obesity prevention vs. treatment were also striking.
Compared with the populations with strong motivations to
lose weight that are identified, for example, when recruiting
study participants for weight loss studies, there was no clear
sense of a population clamoring for preventive interven-
tions. Thus, an important insight from this workshop was
that, to flourish both scientifically and practically, obesity
prevention research cannot be viewed simply as an exten-
sion of obesity treatment research but also, and perhaps
primarily, as a type of prevention research. This concept is
shown schematically in Figure 1. Comparing view A to
view B highlights this distinction. View B acknowledges
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the inherent relationship of obesity prevention to the larger
obesity research field but also indicates the importance of
bringing to bear on obesity prevention research the domain
of “prevention science” as it has evolved in relation to many
other behaviors (16,45). As summarized by Scrimshaw et al.

in a discussion of the meaning and value of prevention
research, what constitutes prevention is in the eye of the
beholder (26). Those who are treatment-oriented see pre-
vention as that part of the continuum related to preventing
complications and death. Those who are public health-

Table 2. Directions for future obesity prevention research identified by the NIH Pilot Studies Investigators

Expand the types of
interventions to be
tested to prevent
obesity and promote
weight control and
long-term maintenance
of weight loss

Explore approaches such as participatory action research that encourage community input
and have an influence on intervention design and content.

Develop and test interventions that target multiple societal levels, individual-based
interventions, and their combination, to determine whether public health and individual
approaches are interactive.

Develop and test environmental strategies (in homes, organizations, work sites,
neighborhoods), including policy changes.

Develop and test family-based interventions and interventions in the primary health care
setting, including physician incentives.

Conduct research to
improve efficacy of
interventions for
obesity prevention and
long term weight
control programs.

Determine optimal intervention duration, frequency, and mode of delivery (group or
individual face-to-face contact, telephone, mail, internet).

Use highly controlled study designs to determine optimal physical activity and dietary
prescriptions in adults and in children and adolescents.

Determine the optimal use of meal replacements for weight loss and its long-term
maintenance.

Test interactive effects of genetic and/or psychosocial predictors of obesity by stratifying
study participants on these factors.

Explore and describe approaches to intervention by internet, alone and in combination with
other intervention strategies. Gather information on the “dose” of intervention the internet
provides and the ability of the internet to enhance motivation and adherence to
interventions.

Conduct observational
studies to guide
interventions for
obesity prevention,
weight control, and
long-term maintenance
of weight loss.

Identify physiological and behavioral characteristics that put individuals at risk for weight
gain.

Identify physiological and psychosocial characteristics and other predictors of success in
intervention programs.

Identify barriers to enrolling and participating in weight control programs.
Identify approaches and strategies to enhance motivation and adherence to intervention in

children and adolescents, women during the prenatal and postpartum period, and other
populations.

Use theoretical models to
design obesity
prevention
interventions.

Incorporate theoretical perspectives from other areas of research in the conceptualization and
design of obesity prevention studies; for example, family systems theory, and
organizational behavior theory.

Conduct studies in which obesity prevention objectives are integrated with other types of
health promotion or behavior change objectives.

Develop more systematic concepts of how interventions can be tailored to specific behaviors,
populations, and contexts.

Conduct research to
improve measurement
methodology for
obesity prevention
research.

Develop valid and affordable energy balance measurements suitable for large-scale trials
outside of clinical settings.

Identify psychosocial measures most relevant for obesity research and explore whether these
psychosocial measures can be standardized and used in weight control trials.

Determine a health-related and functional definition of obesity in children.
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oriented see prevention as protecting the population at large
from the forces that cause disease. The public health focus
is especially applicable to the prevention of widespread
obesity.

Workshop participants identified a need to better specify
the qualitative distinctions between obesity treatment and
obesity prevention. If viewed as a subtype of obesity treat-
ment, obesity prevention is inherently disadvantaged with
respect to the motivation of the client population, the prob-
lems with conducting treatment outside of settings designed
for this purpose, and the effect size that can be detected after
a successful intervention. Figure 1 (view B) also illustrates
the potential relevance of prevention-related research in
other behavioral domains to the issue of obesity. Challenges
faced in many of these obesity prevention studies have a
striking similarity to research issues that are well known to
those studying models for substance abuse prevention, HIV/
AIDS prevention, or smoking cessation, particularly the
difficulties of maintaining experimental designs in natural
settings that can neither be standardized nor structured for
the delivery of standardized treatments, the need to meet
people in the community much more than “halfway” to keep
the research going (45–47), the unique ethical dilemmas
associated with preventive interventions (48), and the obli-
gations associated with research intended to inform public
health policy (49). This is not to overstate the extent to
which the domain called “prevention research” has been
established on solid footing but rather to point out that
obesity prevention research has at least as much in common

with other research that aims to promote health in the
general population as it does with obesity intervention re-
search focused on treatment. A key insight from this
workshop was, therefore, that using obesity treatment as
the primary paradigm may be limiting our ability to develop
effective obesity prevention approaches. Movement toward
a paradigm that will inform creative and powerful obesity
prevention research is critically needed to address the chal-
lenging and now urgent research needs in this field.

NIH convened a second investigators’ workshop in Au-
gust 2002 to focus on the research results and develop
further overarching conclusions about advancing the sci-
ence of obesity prevention research (50). This second work-
shop, which was informed by work completed or in progress
as well as by an invited speaker from the broader prevention
research field, reaffirmed the early insights reported here.
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