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Background: Prior research suggests that ethnic minorities
and individuals of low socioeconomic stafus (SES) may be
more likely fo atfempt weight loss using unproven methods.

Methods: Data were from a national, random-digit-dial tele-
phone survey of weight loss practices. Seven modalities of
weight loss were examined. Mulfivariable analysis controlled
for clinical and sociodemographic variables (including
race/ethnicity, SES, and body mass index), as well as self-
perception of weight and weight loss attitudes.

Results: In multivariable analysis, African Americans (OR,
1.71; 95% Cl, 1.05-2.78; p =.03) and Latinos (OR, 1.69; 95%
Cl, 1.11- 2.60; p = .016) were more likely than Caucasians
to report use of over-the-counter (OTC) weight loss supple-
ments. African Americans (OR, 0.39; 95% CI, 0.21-0.71; p =
.002) and Latinos (OR, 0.56; Cl, 0.33-0.97; p = .038) also were
less likely than Caucasians to report use of commercial
weight loss programs. Higher-SES individuals were more likely
than low-SES persons to report self-directed attempts at
weight loss (OR, 1.39; Cl, 1.00-1.93; p = .05) and commercidal
programs (OR, 2.12; CI, 1.51-2.97; p < .001) and less likely to
report use of OTC supplements (OR, 0.64; ClI, 0.47-0.88]; p =
.006). African Americans were more likely than Caucasians
to report use of medically supervised programs (OR, 1.74; Cl,
1.06-2.86; p = .028).

Conclusions: With the exception of medically supervised
programs, ethnic minorities and low-SES individuals are
generally more likely to report use of unproven methods for
weight loss and less likely to report use of potentially benefi-
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cial freatments. These findings should be explored in more
detail. Use of proven treatments for weight management
should be encouraged.
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besity carries a high burden of comorbid disease
Oand is more common among individuals of low

socioeconomic status (SES) and some ethnic
minorities (eg, African Americans, Latinos)."” Thus, dif-
ferences in obesity contribute to the higher rates of dia-
betes and cardiovascular disease in these populations.
Economic and social factors (eg, cost of food; access to
healthy lifestyle options; educational attainment; and cul-
tural factors, including food preferences, habits, and self-
perception of weight) as well as genetics are the primary
causes of disparities in obesity rates.”” However, treatment
of obesity can induce weight loss and improve the health
of obese persons.*” Thus, it is also important to know
whether there are disparities in the use of treatment."

A number of previous reports have described the
weight loss practices of US adults."""” However, few
studies have specifically examined the weight loss treat-
ments used by ethnic minorities and low-SES groups. In
a survey of women receiving care at a federally funded
clinic, African Americans were less likely than Cauca-
sians to practice recommended weight loss strategies
(ie, calorie restriction and increased physical activity),
but no ethnic or SES differences were found in the use
of weight loss medications/supplements (“diet pills™),
and the use of organized weight loss programs was not
assessed." A survey of women from a weight gain pre-
vention study found that SES was positively correlated
with healthy weight control practices.”” A national sur-
vey, using data from the National Health and Nutri-
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tion Examination Survey (NHANES), found that Afti-
can American women (compared to Caucasian women)
and low-SES men and women (compared to higher-SES
persons), were less likely to be actively managing their
weight.'® Two other national surveys, using data from the
Behavioral Risk Factor Surveillance Survey (BRFSS),
found that ethnic minorities (compared to whites), espe-
cially women, were less likely to practice recommended
weight loss strategies and/or less likely to use organized
weight loss programs,'>"” and that low-SES individu-
als were more likely than higher-SES persons to prac-
tice recommended strategies.'” (Organized programs are
defined as interventions involving regular meetings with
a counselor or health care provider.') A survey of Afti-
can American women found that overweight individu-
als were more likely than normal-weight individuals
to exercise but also were less likely to skip meals. Dif-
ferences by SES in weight management practices were
not reported.” Finally, a survey of African Americans
and Latinos found that self-help approaches predomi-
nated as strategies for weight management. Differences
by SES in this survey were not described (Burroughs,
Nonas, Sweeney et al. Weight loss practices among
African American and Hispanic adults in the United
States: results from a national survey. Manuscript sub-
mitted for publication.) Of the studies described above,
only 3 reported multivariable analysis for weight loss
practices.'"'>"7

The goal of this study was to examine differences in
weight loss practices between whites and ethnic minor-
ities with higher obesity rates (ie, African Americans
and Latinos) and to examine differences between low-
SES versus higher-SES individuals, as determined by a
national, randomly selected sample. We sought to deter-
mine whether differences related to ethnicity and SES
would persist after controlling for demographic, life-
style, and clinical variables, as well as for self-perception
of weight and beliefs about the efficacy of weight loss
treatments. We sought to describe differences regard-
ing the use of self-help weight loss (eg, self-directed
diets, meal replacements), as well as organized weight
loss treatments. Based on previous studies, we hypoth-
esized that African Americans and Latinos, (compared
to Caucasians), as well as low-SES individuals (com-
pared to higher-SES persons), would be less likely to use
organized treatments for weight loss.'>"* Conversely, we
hypothesized that African Americans, Latinos, and low-
SES individuals would be more likely to attempt to lose
weight with non—evidence-based practices,'"">"” such as
over-the-counter (OTC) weight loss supplements. "'

METHODS

Study Population and Recruitment

A total of 3500 US adults, aged 18 years and older,
consented to participate in a telephone interview con-
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ducted by the Center for Survey Research and Analy-
sis (CSRA) at the University of Connecticut. The meth-
ods used to conduct the survey have been previously
described in detail.** Individuals were identified through
a random-digit-dial telephone survey conducted from
November 2005 through January 2006 in the 48 contig-
uous states. Stratified sampling was done via geographic
regions, as defined by the US Census Bureau, to ensure
that regions were represented in approximate propor-
tion to their share of the total US population. Data were
weighted by gender, age, race, education, and geographic
region to correct for differential probabilities of selec-
tion within households and demographic imbalances.

Interviews were conducted in the respondent’s lan-
guage of choice (English or Spanish). The average inter-
view length was 24 minutes. Due to the length of the
survey, call-backs were scheduled to complete inter-
views when respondents were unable to complete the
survey during a single telephone call. Respondents were
not compensated for their participation.

Disposition of Participants

A total of 64 025 telephone numbers were dialed,
and a respondent was contacted in 12 599 households.
Of these, 3500 respondents completed the survey in its
entirety. The response rate was 19%, based on the num-
ber of completed interviews in the numerator (n =3 500)
over an estimate of the number of eligible persons in the
sample (n = 18 442).” The cooperation rate was 30%,
which is the number of completed interviews over the
number of eligible persons who were contacted.

Questionnaire

The questionnaire was developed by the study inves-
tigators, who drew from weight-related content found
in national surveys such as the NHANES, the National
Health Interview Survey (NHIS), and the BRFSS. A
pretest of the telephone survey was conducted with 232
respondents to evaluate clarity and content and to ensure
complete and accurate data were being collected. The
final questionnaire included questions about beliefs,
attitudes, and practices related to weight and weight
control; past weight loss attempts; the use of various
products/methods for weight loss; the role of doctors
in weight loss; and demographics, weight history, and
medical conditions.

Weight and weight history. Self-reported height and
weight were used to calculate body mass index (BMI)
based on World Health Organization classifications.”
BMI was calculated as kg/m?*. Self-reported weight sta-
tus was obtained by asking respondents to describe their
current weight using a 5-point scale ranging from very
underweight to very overweight. Those who did not self-
identify as currently overweight were asked whether they
had ever considered themselves to be overweight in the
past (yes/no). Those who reported being currently over-
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weight or overweight in the past and who reported hav-
ing made a weight loss attempt (“Have you ever made a
serious and deliberate weight loss attempt that has lasted
more than 3 days?”) were eligible to be included in our
analyses (n = 1603). After excluding those with miss-
ing BMI values (n = 88), ethnic minorities other than
African American or Latino (n = 67), or those who were
underweight (n = 11), the final total sample for analysis
was 1437. African Americans and Latinos were under-
represented in the final sample relative to their percent-
age of the US population, both in the overall survey and
in the subsample analyzed for the present study. Specifi-
cally, 11.0% (n = 380) of the overall sample and 9.4%
(n=135) of the analysis sample were African American,
while 14.1% (n = 489) of the overall sample and 12.4%
(n = 179) of the analysis sample were Latino. These
percentages compare to 15.0% (African American)
and 14.8% (Latino) in the US population, respectively
(www.census.gov). Similarly, those with lower educa-
tional attainment were slightly underrepresented. Spe-
cifically, 46.6% (n = 1620) of the overall survey sample
and 40.1% (n = 574) of the analysis sample had a high
school education or less, compared with 47.6% of the
US population (Www.census.gov).

Other variables. Ethnicity was defined either as (1)
white/Caucasian, (2) black/African American, or (3)
Hispanic/Latino. (The number of respondents choosing
other racial/ethnic categories was too small for mean-
ingful analysis.) Age was analyzed in 4 categories: 18-
29; 30-49, 50-64, and greater than 65 years of age. Edu-
cation was used to define SES and was dichotomized as
high school education or less vs any education beyond
high school. (Household income was removed from the
models, as it correlated highly with educational attain-
ment.) Health status was dichotomized as poor/fair or
good/excellent, and health insurance status was classi-
fied as insured or uninsured.

Weight loss modalities. Weight loss methods
assessed included the following: (1) a self-designed
diet or a meal plan from a book or website (eg, Atkins,
South Beach); (2) a “formal diet program where you met
with a group or counselor” (eg, Weight Watchers, Jenny
Craig); (3) a medically supervised weight loss program
(“working with a physician or dietitian”); (4) exercise to
lose weight; (5) prescription medication; (6) “over-the-
counter appetite suppressants, herbal products, or weight
loss supplements” (hereafter referred to as OTC supple-
ments); and (7) meal replacement products, including

Table 1. Demographics of Analysis Sample (N = 1437) by Education Level and by Race/Ethnicity®

High School or Less® (n = 574) Some College or More® (n = 859)

Education

Race/ethnicity

Caucasian 73.5% (422)

African American 10.0%¢ (57)

Hispanic 16.5%¢ (95)
Age

18-29 18.6%¢ (107)

30-49 34.7% (199)

50-64 28.1%c (161)

> 65 18.6%c (107)

Mean (SD) 48.0 (19.1)¢
Gender

Male 46.5%° (267)

Female 53.3%¢ (307)
Body mass index

Normal weight (18.5-24.9) 15.3%° (88)

Overweight (25-29.9) 37.6%° (216)

Obese (= 30) 47.1%° (270)

Mean (SD) 30.9% (SO)C
Health insurance status

Uninsured 20.0%c (115)

Insured 80.0%¢ (458)
Marital status

Married/living as married 68.0%¢ (391)

Not married 32.0%° (183)
Health status

Fair/poor 35.2%° (202)

Excellent/good 68.8%° (372)
Self-perception of weight

Formerly overweight 18.8%° (108)

Slightly overweight 62.1%c (356)

Very overweight 19.1%< (110)

81.5%° (70)
8.7%° (75)
9.8%° (84)

13.5% (115)
43.3% (368)
32.3%¢ (274)
11.0%° (94)
46.8 (12.2)°

45.9%¢ (394)
54.1%¢ (465)

22.1%¢ (190)
42.9%¢ (369)
35.0%¢ (300)
29.2% (5.2)¢

9.1% (78)
90.9%° (780)

74 8% (652)
25.2% (216)

21.3%¢ (183)
78.7% (676)

22.8% (196)
59.7% (512)
17.6% (151)
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both “shakes, powders, or bars” as well as “prepack-
aged entrees or meals.” A question was asked regarding
any history of weight loss surgery. However, only 1%
of respondents answered yes, precluding any analysis of
this item.

Questions about beliefs. We also analyzed data
from several questions that inquired about respondents’
beliefs regarding the safety and efficacy of prescription
weight loss medications and OTC supplements. These
items were not available from validated questionnaires
and were developed by the investigators specifically for
this survey.

Statistical Analysis

We assessed differences in the use of weight loss
practices by demographic characteristics (ie, age, race/
ethnicity, education, gender) and other variables with
bivariable analysis (¢ tests or %, as appropriate). Any
variable that was associated with the weight loss prac-
tice, as determined by a p < .15, was then included in
a multivariable logistic regression that controlled for
all demographic characteristics as well as health sta-

WEIGHT LOSS TREATMENT DISPARITIES

tus, health insurance status, number of comorbid medi-
cal conditions, and beliefs about the efficacy of weight
loss medications and OTC supplements. (Multivari-
able models examining ethnic differences controlled for
SES, and models examining SES differences controlled
for ethnicity.) A forward stepwise procedure was used in
which all variables with significance in bivariable analy-
sis were included in multivariable models. All analyses
were conducted with weighted data using SAS version
9.1 for Windows. A p value <.05 was considered signifi-
cant for all analyses.

RESULTS

Demographic Characteristics

Ethnic differences. Demographic characteristics of
the analysis sample, subdivided by ethnicity and by edu-
cational attainment, are shown in Table 1. A higher per-
centage of Caucasians were high school graduates com-
pared to Latinos, but African Americans did not differ
compared to the other 2 groups. Caucasians were older,
on average, compared to African Americans and Lati-

Race/Ethnicity

Education

Table 1. Demographics of Analysis Sample (N = 1437) by Education Level and by Race/Ethnicity® (cont)

Cavucasian (n = 1123)

African American (n = 135) Hispanic (n =179)

High school or less
Some college or more
Age
18-29
30-49
50-64
> 65
Mean (SD)
Gender
Male
Female
Body mass index
Normal weight (18.5-24.9)
Overweight (25-29.9)
Obese (= 30)
Mean (SD)
Health insurance status
Uninsured
Insured
Marital status
Married/living as married
Not married
Health status
Fair/poor
Excellent/good
Self-perception of weight
Formerly overweight
Slightly overweight
Very overweight

° Variables with different superscripts (c, d, etc.) are statistically different at the .05 level. Data are displayed as % (n) and all numbers

are weighted.

37.6% (422)
62.4% (701)

12.4%¢
38.4%°
32.8%¢ (365)
16.5%¢ (183)
49.1 (13.4)¢

139)
428)
3
]

—~———

44.6% (501)
55.4%¢ (622)

21.3%° (239)
41.5%¢ (466)
37.2% (418)
29.4 (5.4)°

10.6% (119)
89.4%¢ (1003)

74.6%¢ (836)
25.4%¢ (285)

25.8% (289)
74.2% (834)

21.0%¢ (236)
61.3% (689)
17.7% (198)

43.5% (57) 53.0%¢ (95)
56.5%¢ (75) 47.0% (84)
26.4% (36) 26.3% (47)
44.2% (60) 46.3%¢ (83)
21.8% (29) 23.5%¢ (42)
7.7% (10) 3.9%° (7)
41.8 (16.4)° 40.0 (19.6)°
36.5% (49) 61.8%¢ (110)
63.5% (86) 38.2%¢ (68)

9.8%° (13) 14.8% < (27)
37.0%° (50) 38.2%° (68)
53.1% (72) 47.0% (84)
33.8 (10.6)° 30.3 (7.4)¢
27.7% (37) 20.3% (36)

72.3% (98)

79.7% (142)

53.5% (72) 71.1%¢ (127)
46.5%° (63) 28.9%¢ (52)
37.2% (50) 26.8%F (48)
62.8% (85) 73.2% (131)
18.4%¢ (25) 23.8%¢ (42)
57.6% (78) 57.9%¢ (103)
24.0% (32) 18.4%° (33)

® Sample sizes for education level do not add to 1437 because of nonresponse to this item for 4 survey participants.
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nos. Average BMI was higher in African Americans than
in Caucasians or Latinos. Caucasians were more likely
than African Americans or Latinos to have health insur-
ance. A lower percentage of African Americans reported
that they were in good or excellent health as compared
to Caucasians and Latinos. For the above comparisons,
with the exception of education, no significant differ-
ences were found between the latter 2 groups in each

comparison. No significant differences in self-percep-
tion of weight were found among the 3 ethnic groups,
even though African Americans were heavier than Cau-
casians or Latinos.

SES differences. Compared to the low-SES group,
the higher-SES group had the following significant dif-
ferences: BMI 1.7 kg/m* lower, a higher percentage
reporting health insurance, a higher percentage that were

Table 2. Bivariable and Multivariable Logistic Regression Analysis of Factors Associated With Reported Use
of Commercial Weight Loss Programs®
Bivariable Multivariable®
OR 95% ClI P Value OR 95% CI P Value

Race/ethnicity

Caucasian 1.00 1.00

African American 0.48 0.29-0.80 .005 0.39 0.21-0.71 .002

Hispanic 0.50  0.32-0.77 .002 0.56 0.33-0.97 .038
Education

High school or less 1.00

Some college or more 1.91 146250 <.001 212 1.51-297 <.001
Age

18-29 1.00 1.00

30-49 3.75 2.18-6.45 <.001 3.13 1.70-5.77 < .001

50-64 5.61 3.25-9.69 < .001 3.99 2.10-7.58 <.001

=65 447  2.46-8.13 <.001 3.51 1.70-7.24 < .001
Gender

Female 1.00 1.00

Male 0.19  0.14-0.26 <.001 0.15 0.10-0.21 <.001
Body mass index

Normal weight (18.5-24.9) 1.00 1.00

Overweight (25-29.9) 0.92 0.64-1.31 .636 1.03  0.61-1.72 922

Obese (230) 1.41 1.00-1.99 .052 1.55 0.87-2.74 137
Health insurance status

Uninsured 1.00 1.00

Insured 237 1.51-3.71 < .001 2.07  1.21-3.53 .008
“Eat less and exercise more” beliefe

Somewhat/strongly disagree 1.00 1.00

Strongly/somewhat agree 1.38  0.90-2.13 143 0.84 0.49-1.44 .524
Health status

Fair/poor 1.00

Excellent/good 0.91 0.69-1.19 A79
Self-perception of weight

Formerly overweight 1.00 1.00

Slightly overweight 1.60 1.11-2.29 .011 1.79 1.05-3.07 .033

Very overweight 3.93  2.461-5.92 <.001 3.17 1.62-6.20 < .001
Comorbid conditions

None 1.00 1.00

1 113  0.78-1.63 .524 0.83 0.53-1.29 .398

2 116 0.77-1.74 .482 0.66  0.40-1.08 .098

3 1.93 1.28-2.91 .002 0.82 0.48-1.38 453

>4 2.41 1.70-3.44 < .001 1.16 0.73-1.83 .542
Lifetime weight loss attempts

1 or 2 lifetime attempts 1.00 1.00

3 or 4 lifetime attempts 1.17  0.80-1.72 419 1.02  0.67-1.57 .927

51to 9 lifetime attempts 1.69 1.15-2.50 .008 1.47  0.95-2.29 .087

> 10 lifetime attempts 3.84 2.74-5.38 < .001 2.91 1.97-4.29 < .001
°Values are odds ratios (ORs); 95% confidence intervals (Cls).
° All variables were included in the mulfivariable logistic regression, except for those with grey shading in the right-hand column (ie,

variables with a p value < .15 in bivariable analysis).
< Survey respondents were asked to agree or disagree with the following statement: “The only way to lose weight is to eat less and
exercise more.”
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Table 3. Bivariable and Multivariable Logistic Regression Analysis of Factors Associated With Reported Use
of Over-the-counter Weight Loss Products

Bivariable Multivariable®
OR 95% CI P Value OR 95% CI P Value

Race/ethnicity

Caucasian 1.00 1.00

African American 2.17  1.48-3.16 <.001 1.71  1.05-2.78 .030

Hispanic 1.62  1.16-2.28 .005 1.69  1.11-2.60 016
Education

High school or less 1.00 1.00

Some college or more 0.74  0.59-0.93 011 0.64 0.47-0.88 .006
Age

18-29 1.00 1.00

30-49 0.85 0.61-1.18 322 0.77 0.50-1.19 231

50-64 0.50 0.35-0.71 <.001 0.37 0.22-0.60 <.001

> 65 0.44  0.29-0.68 <.001 0.35 0.18-0.65 .001
Gender

Female 1.00 1.00

Male 0.30  0.23-0.38 <.001 0.28 0.20-0.39 <.001
Body mass index

Normal weight (18.5-24.9) 1.00 1.00

Overweight (25-29.9) 0.95 0.69-1.32 J79 0.90 0.55-1.47 673

Obese (230) 1.59  1.16-2.19 .005 1.36 0.79-2.35 268
Health insurance status

Uninsured 1.00 1.00

Insured 0.47  0.34-0.66 <.001 0.85 0.55-1.32 A77
“Eat less and exercise more” beliefe

Somewhat/strongly disagree 1.00

Strongly/somewhat agree 0.88 0.61-1.27 489
Beliefs about efficacy of prescription
medications

Not too/not at all effective 1.00 1.00

Very/somewhat effective 223  1.68-2.97 <.001 1.80 1.28-2.53 <.001
Beliefs about efficacy of OTC supplements

No/don’t know 1.00 1.00

Yes 1.90 1.51-2.40 <.001 1.50 1.11-2.03 .009
Belief about safety of OTC supplements

False/don’t know 1.00

True 1.13  0.89-1.43 .330
Health status

Fair/poor 1.00 1.00

Excellent/good 0.58 0.45-0.75 <.001 0.93 0.64-1.35 701
Self-perception of weight

Formerly overweight 1.00 1.00

Slightly overweight 1.34  0.98-1.83 .064 1.41  0.89-2.24 144

Very overweight 3.02  2.08-4.37 <.001 2.45 1.32-4.54 .004
Comorbid conditions

None 1.00 1.00

1 0.89  0.65-1.24 .498 1.30 0.86-1.99 217

2 1.15  0.81-1.63 441 1.80 1.11-2.93 018

3 1.01 0.69-1.50 .943 1.27  0.74-2.20 .388

>4 1.31 0.94-1.82 .108 1.19  0.71-1.99 .502
Lifefime weight loss attempts

1 or 2 lifetime attempts 1.00 1.00

3 or 4 lifetime attempts 1.73  1.24-2.42 .001 1.98 1.32-2.96 <.001

> 10 lifetime attempts 3.47  2.52-4.79 <.001 3.70 2.46-5.57 <.001

° Values are odds ratios (ORs); 95% confidence intervals (Cls).

* All variables were included in the multivariable logistic regression, except for those with grey shading in the right-hand column (ie,
variables with a p value < .15 in bivariable analysis).

¢ Survey respondents were asked to agree or disagree with the following statement: “The only way to lose weight is fo eat less and
exercise more.”
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married, and a higher percentage that reported good or
excellent health. No significant differences by SES were
found for mean age. Similar to ethnicity, no differences
were found for self-perception of weight despite the
higher weight of the low-SES group.

Bivariable Analysis (Tables 2 and 3)

Ethnic differences. African Americans and Latinos
were more likely than Caucasians to report having used
exercise or OTC supplements for weight loss (all p val-
ues < .01). They also were less likely than Caucasians
to report having used commercial programs (p < .05 for
both). No significant differences were observed between
African Americans and Latinos on these measures.

SES differences. Individuals with greater than a
high school education were significantly more likely
than those with less education to report having used
self-designed weight loss regimens, commercial pro-
grams, meal replacements, and exercise. They also
were significantly less likely to report having used OTC
supplements.

Differences by factors other than ethnicity or
SES. Women were significantly more likely than men
to report having used all weight loss modalities except
for self-designed regimens and exercise. More frequent
reported use of all weight loss modalities, except for
self-designed regimens and exercise, also was observed
in individuals who were obese by BMI (compared to
normal-weight individuals) and in those who perceived
themselves as “very overweight” (compared to individu-
als who perceived themselves as “formerly overweight.”
(Few differences were found between normal-weight and
overweight individuals, as assessed by BMI, or between
those who perceived themselves as “slightly overweight”
vs “formerly overweight.”) Persons with a greater num-
ber of comorbid medical conditions were significantly
more likely to report having used all weight loss modal-
ities, except for self-designed regimens, and were sig-
nificantly less likely to report having used exercise for
weight loss. Older individuals were significantly more
likely than younger respondents to report having used
commercial programs and medically supervised pro-
grams, and were significantly less likely to report hav-
ing used meal replacements, exercise, and OTC supple-
ments. (No age differences were found for self-designed
programs or medications.) Those with a greater num-
ber of lifetime attempts at weight loss were signifi-
cantly more likely to report having used all modalities
for weight loss.

Multivariable Logistic Regression
Analysis (Tables 2 and 3)

Results of multivariable analyses, which controlled
for sociodemographic (eg, age, gender, education, race/
ethnicity) clinical (eg, BMI, health status), and attitudes
(eg, beliefs about safety and efficacy of treatments) fac-
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tors, were generally similar to those from bivariable anal-
ysis. With regard to ethnicity and SES, 2 findings from
bivariable analysis were no longer significant in multivari-
able analysis. First, neither African Americans nor Lati-
nos (compared to Caucasians) nor higher-SES persons
(compared to low-SES individuals) were significantly
more likely to report use of exercise. Second, higher-SES
individuals were no more likely than low-SES respon-
dents to report use of meal replacements. Additionally,
2 findings were observed in multivariable analyses that
were not significant in bivariable analysis. First, Afti-
can Americans were less likely than Caucasians to report
having used meal replacements. Second, African Ameri-
cans were more likely than Caucasians to report having
used medically supervised weight loss programs.

Multivariable logistic regression analyses overall pro-
vided good accuracy in predicting the use of treatments.
Specifically, the C statistics for multivariable models
ranged from 0.71 to 0.79, except for the model predict-
ing self-designed programs (C statistic of 0.64).

DISCUSSION

Disparities in health and health care are well docu-
mented.”*” Disparities exist across multiple patient-
level factors, including race/ethnicity, SES, and gender,
as well as environmental-level and health care—system
factors, such as area of residence (urban vs rural) and
provider of medical care.”** Disparities in obesity rates
contribute to ethnic and SES disparities in health.”'

In this random-digit-dial telephone survey of weight
loss practices in US adults, we found in multivariable
analysis (controlling for SES) that African Americans
and Latinos were significantly less likely than Cauca-
sians to report use of commercial programs and signifi-
cantly more likely than Caucasians to report use of OTC
supplements for weight loss. African Americans also
were significantly less likely than Caucasians to report
use of meal replacements for weight loss and, surpris-
ingly, were significantly more likely to report use of
medically supervised programs. No differences were
observed between Latinos and African Americans or
between and Latinos and Caucasians on these measures.
The above findings are consistent with the results of pre-
vious surveys that compared whites to ethnic minori-
ties'"'*"7 as well as surveys that examined only ethnic
minorities” (Burroughs, Nonas, Sweeney et al. Weight
loss practices among African American and Hispanic
adults in the United States: results from a national sur-
vey. Manuscript submitted for publication.) These find-
ings held after controlling for sociodemographic and
clinical factors (including SES) as well as weight loss
attitudes and beliefs. Surprisingly, African Americans
were significantly more likely to report use of medically
supervised programs and to report use of meal replace-
ments. The finding of more frequent use of medically
supervised programs contradicts the overall results. This
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finding could represent chance alone or, alternatively,
may indicate a true difference in the use of weight loss
therapies. A larger sample of ethnic minorities would
help in differentiating these 2 possibilities.

Regarding SES, multivariable analysis (controlling
for ethnicity) revealed that individuals with greater than
a high school education, as compared to those with less
than high school education, were significantly more
likely to report use of self-designed regimens and com-
mercial programs and significantly less likely to report
use of OTC supplements. As with ethnicity, the find-
ings are generally consistent with results of prior sur-
veys,''*!” and held after controlling for ethnicity and
other factors. Our study is the first to assess both ethnic
and SES differences in a national sample using multi-
variable analysis to control for sociodemographic and
clinical factors. The results suggest that disparities by
SES in the reported use of weight loss treatments may
be more widespread than ethnic disparities.

The finding of more frequent use of OTC supple-
ments in populations with higher rates of obesity (eth-
nic minorities and those of low SES) is of concern. At
the time this survey was conducted, no OTC supple-
ments had been demonstrated to be safe and effective
for weight loss. Ethnic and SES differences in reported
use of supplements persisted after controlling for a num-
ber of factors, including self-perceived weight, beliefs
about weight loss, and beliefs about the safety and
efficacy of prescription medications and OTC supple-
ments. The differences that persist may reflect, among
ethnic minorities, cultural views about weight'**** or
difficulty accessing more formal treatment for weight
loss.**** Alternatively, differences may be the result of
targeted marketing of supplement products to minori-
ties. Similarly, reported differences in OTC supplement
use between low- and higher-SES individuals in multi-
variable analysis may reflect lower levels of education
about weight management or financial barriers to for-
mal treatment.

The potential consequences of the lower reported
use of commercial programs among ethnic minorities
and lower-SES individuals are more difficult to assess.
Recent evidence suggest that some commercial pro-
grams are effective for individuals who enroll in and
complete these regimens.*” Thus, the differential use
of commercial programs could reflect reduced access
to such interventions among minorities and low-SES
persons, potentially depriving them of health benefits.
(Although the questionnaire was extensive, no items
allowed us to quantify access to obesity treatment specif-
ically.) Conversely, not all commercial programs are of
high quality or are otherwise desirable. Some programs
are very costly; others do not always provide appro-
priate monitoring of participants; and some programs
encourage rapid weight loss,'" which is no more effec-
tive in the long-term than gradual weight loss.’®* More
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detailed probing of the types of interventions used and
information about their safety, efficacy, and cost would
be needed to judge definitively whether reported differ-
ences in the use of these treatments are to participants’
potential benefit or detriment.

This study has several limitations. Most importantly,
ethnic minorities and low-SES individuals were not the
primary focus of this survey. Their underrepresentation
in the sample may have limited our statistical power to
detect differences in the reported use of treatments. Put
another way, although we did find ethnic and SES dif-
ferences in reported use of weight loss modalities, these
differences might have been larger or more consistent
with a more representative sample. Thus, this analysis
should be repeated in a larger representative sample.
Second, the low response rate for the survey also raises
the concern that the results may not be completely rep-
resentative. No information is available about the char-
acteristics of nonrespondents. However, since minori-
ties and low-SES individuals were underrepresented,
the results could be biased towards the null (ie, fewer/
smaller differences between ethnic groups and between
SES groups). Despite the low response rate, the over-
all results were consistent with reports from prior sur-
veys of weight loss practices with response rates of
more than 50%.">'° Additionally, decreasing response
rates for telephone surveys since the early 1990s have
not always resulted in biased estimates of health behav-
iors.” Thus, while nonresponse bias due to low response
rates was certainly possible in this survey, we believed
the response rate was adequate for the purposes of this
study. Third, the use of self-report raises the possibil-
ity of misclassification bias among survey respondents.
For example, what one survey respondent believed was
a “medically supervised” program may not have been
s0. Such misclassification bias also would limit our abil-
ity to detect differences between ethnic or SES groups.
Fourth, the interpretation of reported differences in use
of treatments is not necessarily simple, as discussed
in detail above for commercial programs. Finally, our
results do not provide evidence of whether differences
in use of treatments could be exacerbating disparities in
obesity rates.

In summary, these results suggest that there are SES
as well as racial/ethnic disparities in the use of certain
weight loss treatments. These findings should be repli-
cated in larger studies and explored in more detail in a
sample with greater representation of ethnic minorities.
At the same time, all individuals should be encouraged
to use safe and effective weight loss treatments. Finally,
clinicians should be aware of the increased likelihood of
use of non—evidence-based treatments for weight man-
agement among ethnic minority and low-SES patients
for weight management.
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