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Resumo

A terapia cognitivo-comportamental (TCC) é uma das modalidades de
tratamento psicoterdpico indicadas nos casos de obesidade. Nesse contexto,
o objetivo deste artigo foi avaliar sintomas de compulsio alimentar, depressivos,
de ansiedade e de estresse antes e depois de uma intervencio em grupo a par-
tir da abordagem cognitivo-comportamental para pacientes com diagndstico de
obesidade. Participaram da intervencio 13 individuos com diagnéstico prévio de
obesidade, atendidos numa Unidade Basica de Satde localizada em uma cidade
do norte do Rio Grande do Sul. A TCC em grupo teve dura¢io de 8 semanas
e os participantes foram avaliados antes e depois da intervengao. Utilizaram-se
como instrumentos: questiondrio sociodemogréfico e de histéria clinica; Escala
de Compulsio Alimentar Periédica; e Escala de Depressio, Ansiedade e Estresse.
Os resultados apontaram que houve diminuigio da média do IMC (Indice de
Massa Corporal), dos sintomas de compulsao alimentar, depressivos, de ansie-
dade e de estresse quando comparados pré e pds-interven¢ao. Conclui-se que a
intervengio proposta apresentou resultados favordveis na diminuigao de sintomas
psicolégicos nessa populagio.
Palavras-chave: obesidade; compulsao alimentar; comportamento alimentar;
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ABSTRACT

Cogpnitive-behavioral therapy (CBT) is one of the types of psychothera-
peutic treatment indicated in cases of obesity. In this context, the objective of
this article was to evaluate symptoms of binge eating, depression, anxiety and
stress before and after a group intervention based on the cognitive-behavioral
approach for patients diagnosed with obesity. Thirteen individuals took part in
the intervention who had a previous diagnosis of obesity, treated in a health care
center located in a city in the north of Rio Grande do Sul. The group CBT lasted
8 weeks, and the participants were evaluated before and after the intervention.
The following instruments were used: sociodemographic and clinical history
questionnaire; Binge Eating Scale; and Depression, Anxiety, and Stress Scale. The
results pointed to a decrease in the mean BMI (Body Mass Index), binge eating,
depressive, anxiety, and stress symptoms when compared before and after the
intervention. It is concluded that the proposed intervention presented favorable
results for the reduction of psychological symptoms in this population.
Keywords: obesity; binge eating; eating behavior; cognitive-behavioral therapy;

group psychotherapy.

RESUMEN

La terapia cognitivo-conductual (TCC) es uno de los tipos de tratamien-
to psicoterapéutico indicado en casos de obesidad. En este contexto, el obje-
tivo de este articulo fue evaluar los sintomas de atracones, depresién, ansie-
dad y estrés antes y después de una intervencién grupal utilizando el enfoque
cognitivo-conductual en pacientes diagnosticados de obesidad. Participaron de
la intervencién 13 individuos con diagndstico previo de obesidad, atendidos en
una unidad bdsica de salud ubicada en una ciudad del norte de Rio Grande do
Sul. La TCC grupal duré 8 semanas, y los participantes fueron evaluados antes y
después de la intervencién. Se utilizaron los siguientes instrumentos: cuestionario
sociodemogriéfico y de historia clinica; Escala de Atracén Alimentario; y Escala de
Depresién, Ansiedad y Estrés. Los resultados mostraron que hubo una disminu-
cién en el IMC (Indice de Masa Corporal) medio, los atracones, los sintomas de
depresion, ansiedad y estrés en comparacién antes y después de la intervencidn.
Se concluye que la intervencidon propuesta presentd resultados favorables en la
reduccion de sintomas psicoldgicos en esta poblacién.
Palabras clave: obesidad; atracones; comportamiento alimentario;

terapia de conducta cognitiva; psicoterapia de grupo.

Psic. CLIN., R10 DE JANEIRO, VOL. 35, N. 1, P. 87 — 103, JAN-ABR/2023



COGNlTWE'BEHAVIORAL THERAPY FOR OBESITY @ 89
Introduction

Obesity can be understood as a clinical condition characterized by an
excessive mass of body fat, which damages the individual’s health. Obesity
happens due to an energetic imbalance between calories spent and consumed
(WHO, 2021). The most used method for the diagnosis of obesity is the body
mass index (BMI), which is computed as weight (in kilograms) divided by
height (in meters) squared (Melo et al., 2014). The degree of obesity is clas-
sified as follows: obese individuals have a BMI over 30, within which BMI
between 30-34.9 indicates Moderate Obesity (level I); BMI between 35-39.9
characterizes Severe Obesity (level II), and Very Severe Obesity (level III) is
diagnosed as BMI over 40 (WHO, 2021).

Evidence shows that obesity is one of the biggest public health problems
(WHO, 2021). By 2016, more than 1.9 billion adults aged 18 and over were
overweight worldwide, and among them, more than 650 million were obese
(WHO, 2021). In the last decade, obesity grew by 60% in Brazil (WHO, 2021).
Also, more than half of the population is overweight, and the prevalence of obe-
sity in adults is 17%. Obesity increased by 110% among young people in the
period from 2007 to 2017 and is higher among individuals with lower education
(Ministry of Health, 2018).

There is a consensus in the literature that the etiology of obesity is multi-
factorial (Oliveira & Guimaraes, 2018). The main causes are genetic, socioeco-
nomic, endocrine, psychiatric, and psychological factors, as well as cultural and
environmental aspects (Melo et al., 2014). Among the causes, food compulsion
stands out, characterized by the ingestion of a large amount of food in a well-
defined period (up to two hours), followed by a feeling of loss of control over
the eating act. Food compulsion episodes are associated with at least three of the
following characteristics: eating faster than normal; eating until one feels uncom-
fortably full; eating large amounts of food in the absence of physical sensation of
hunger; eating alone or in hiding, and feeling ashamed to be eating too much,
and/or feeling repulsion for oneself, depression, or guilt right after eating (APA,
2023; Oliveira & Guimaraes, 2018).

The Diagnostic and Statistical Manual of Mental Disorders (DSM-5-TR)
includes obesity as a condition that should be a focus of clinical attention (APA,
2023). In a study carried out in a Basic Health Unit and in an outpatient clinic in
the interior of Minas Gerais, it was identified that 47.8% of patients diagnosed
with obesity were associated with mental disorders (Vidal et al., 2022). Individu-
als diagnosed with obesity often experience mental suffering, with high levels
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of depression, anxiety, and stress symptoms, and a higher incidence of eating
disorders (Lima & Oliveira, 2016; Nascimento et al., 2013). Social and cultural
issues show that individuals who are not slim and do not have an ideal body suffer
prejudice, are judged and discriminated against, causing problems of socialization
and self-esteem for them (Medeiro et al., 2021).

Among the treatment options for obesity is psychotherapy. The cogni-
tive-behavioral approach is the most effective (Oliveira & Guimaries, 2018)
and is widely used for weight adjustment and changes in inappropriate habits
(Luz, 2013). The basis of the treatment is the premise that, by modifying
the patient’s thoughts, there will be, consequently, behavioral changes (Beck,
2011). Thus, these changes should follow the body transformation, building a
system of beliefs and appropriate behaviors, improving the individual’s quality
of life (Melo et al., 2014).

Therapy can be done individually or in group. The efficacy of group
cognitive-behavioral therapy (CGTS) is comparable to individual thera-
py (Neufeld et al., 2017), and depending on demand, it may be superior
(Renjilian et al., 2001). The group format can bring several benefits: sharing ex-
periences, easing the sensation of isolation; support for the members; teaching of
techniques for confronting problems; practicing communication skills, and also
have a lower cost when compared to individual therapy (Duchesne et al., 2017).
CBT groups demand some specific technical aspects, one of which is the homo-
geneity of their composition (Neufeld et al., 2017). Therefore, it is important to
verify if the goals are common to a certain configuration, so that the members can
develop a sense of belonging to the group (Neufeld et al., 2017). Furthermore,
the group should be closed; i.e., once the group has been established, no new
members may join. The therapeutic contract must reinforce the importance of
privacy for group progress (Neufeld et al., 2017).

The group session in CBT is not very different from the individual ses-
sion, and is structured and based on a predefined protocol (Neufeld, 2011). The
weight loss group should be small, not exceeding 15 participants (Neufeld, 2011;
Toledo, 2014). Initially, it is important to assess individually each patient to
check if their weight loss goals are compatible with the group’s configuration and
to investigate any potential psychopathology that needs to be treated in parallel
(Neufeld, 2011).

In the initial group sessions, a rapport should be established between
the participants and the therapist, as well as the group contract, which makes
it possible to start psychoeducation (Neufeld, 2011). It is also indicated to
check and adjust expectations about the group therapy. Subsequent meetings
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will follow the basic structure of CBT, with a weekly humor check, review of
homework, the purpose of the session and the task, and final feedback (Neufeld
& Rangé, 2017). Besides, treatment should happen in up to 12 sessions and
include self-monitoring and self-control strategies, weekly weighing, weight
and feeding psychoeducation, problem-solving skills training, cognitive re-
structuring, behavioral strategies, and relapse prevention (Neufeld et al., 2014;
Randomile, 2003).

The increase in the rate of overweight and obese people indicates the ne-
cessity of studying interventions that contribute to the reduction of weight in the
population. Thus, this study aimed to evaluate symptoms of food compulsion,
depression, anxiety, and stress before and after a group intervention with a cog-
nitive-behavioral approach of patients diagnosed with obesity, as well as checking
the weight and BMI of participants at the beginning and end of the intervention.

Method
Design and Participants

This study is a quasi-experimental quantitative study that aims to in-
vestigate closed groups that received some intervention, enabling a pre- and
post-intervention comparison (Dancey & Reidy, 2019; Shaughnessy et al., 2012).

Initially, 15 patients who underwent medical treatment for obesity in a
Health Care Center (UBS), located in a city in the north of Rio Grande do Sul,
were indicated to join the weight loss CBT group. The inclusion criteria for inter-
vention were: men and women, over 18 years old, literate, and who were not un-
der another weight loss intervention at the moment. Patients who did not attend
the first session were excluded from the study. In the end, 13 patients diagnosed
with obesity participated in the weight loss group.

Most of the sample was composed of women (84.6%; n=11); 60% (n=6)
of them were housewives. The age of the participants ranged from 24 to 54 years
old, with an average of 43.2 (SD=9.6); 86.6% (n=11) were married. Most men
worked with sales (7.7%; n=1), were retired (7.7%; n=1) or were not working
(7.7%; n=1).

Most patients (53.8%; n=7) had the diagnosis of obesity since childhood,
with a family history of obesity (92.3%; n=12). The most prevalent health prob-
lems reported were hypertension (69.2%; n=9), gastroesophageal reflux (38.4%;
n=>5), followed by sleep apnea (30.7%; n=4), high cholesterol and triglycerides
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(30.7%; n=4), and hepatic steatosis (30.7%; n=4). Besides, 69.2% (n=9) used
psychotropics, 53.8% (n=7) did not attend psychotherapy, and 84.6% (n=11)

did not practice physical activity.

Instruments

The instruments used were a sociodemographic and clinical history
questionnaire, Binge Eating Scale (BES) and Depression, Anxiety, and Stress
Scale (DASS-21).

Sociodemographic and clinical history questionnaire — instrument elaborated
by the principal investigator to identify participants’ sociodemographic charac-
teristics, such as gender, age, education level, profession, besides clinical factors,

such as chronic diseases, use of medications, obesity history, etc.

Binge Eating Scale (BES) — a self-administered scale that is used for identifying
obese people with or without binge eating disorder (BED). The instrument con-
sists of 16 items and 62 statements. The participants must pick, in each item, the
option that best represents their answer, using a Likert scale. Each affirmative cor-
responds to a number of points, ranging from 0 to 3 (0 = absence; 3 = maximum
severity). The final score is the sum of the points of each item. Individuals with
scores less than or equal to 17 are considered without BED; with scores between
18 and 26, with moderate BED; and those with scores higher than or equal to 27,
with severe BED. PFCS presented a moderately high internal consistency, with a
Cronbach’s alpha of 0.85 (Freitas et al., 2001).

Depression, Anxiety, and Stress Scale (DASS-21) — a self-assessment instru-
ment used to identify the intensity of symptoms of depression, anxiety, and stress.
It consists of 21 questions on a Likert scale, ranging from 0 (not applicable at all)
to 3 (applied a lot, or most of the time). The results classify the symptoms into
normal/light, minimal, moderate, severe, and very severe. The scale validation
process obtained Cronbach’s alpha values of 0.90 for depression, 0.86 for anxiety,
and 0.88 for stress (Vignola & Tucci, 2014).
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Data Collection Procedures

After authorization from the head of the Health Care Center (UBS), the
project was sent to the Ethical Research Committee, under de CAAE number
90966818.0.0000.5319, and was subsequently approved. After that, the UBS
physician referred patients diagnosed with obesity to the group. To set up the
group, the researcher contacted each of the patients referred by the physician
and conducted an individual interview in a medical office available in the UBS.
On that occasion, the researcher clarified the study goals, the workings of pre- and
post-CBT group evaluation, and the weight loss program. Besides, the researcher
verified whether the subjects met the study inclusion criteria and informed inter-
vention’s date and time.

The group intervention in CBT was arranged in 8 weekly meetings of
90 minutes each, carried out in a UBS room. The sessions were planned based
on other studies with similar focus (Duchesne et al., 2017; Neufeld et al., 2017;
Randomile, 2003) and on the book “Think Thin” (Beck, 2011). For every meet-
ing, the session was structured as follows: humor check, a summary of the last
session, the definition of the purposes of the activity developed on the day, home-
work, and request for feedback (Neufeld et al., 2014, 2017). There were no fol-
low-up sessions after group intervention.

Summary of the contents worked in each of the sessions of the CBT group

Session 1 — Researcher introduction. Establishment of the report (Neufeld etal.,
2017). Explanation of the activity goals (Neufeld et al., 2017). Orientation
and filling out the sociodemographic and clinical questionnaire, BES and
DASS-21. Participants’ introduction and verification of goals and expecta-
tions (Neufeld et al., 2017). Creation of a WhatsApp group. Individual
weighing of each participant (Neufeld et al., 2014; Randomile, 2003).
Feedback (Neufeld et al., 2017).

Session 2 —  Subject: Food Planning (Beck, 2011). Participation of a nutritionist.

Session 3 — Subject: Motivation (Beck, 2011). Formulating the list of ad-
vantages and disadvantages of the weight loss process and answer cards
(Beck, 2011).

Session 4 — Weighing (Neufeld et al., 2014; Randomile, 2003). Subject:
Psychoeducation regarding obesity (Beck, 2011). Participation of a doctor
specialized in bariatric surgery.
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Session 5 — Subject: Plans, goals, and planning (Beck, 2011). Participation of a
physical educator.

Session 6 — Subject: Cognitive restructuringand problem-solving (Neufeld etal.,
2014). Learning how to deal with hunger, willingness to eat, and uncon-
trollable desires to eat; muscle resistance; how to manage emotions without
taking it out on your diet (Beck, 2011).

Session 7 — Subject: Social skills (Neufeld et al., 2017).

Session 8 — Individual weighing of each participant (Neufeld et al., 2014;
Randomile, 2003). ECAP and DASS-21 filling. Subject: Keeping and
relapse prevention (Neufeld et al., 2014). Participation of an ex-obese.
Feedbacks regarding the group functioning.

In the first session, the group was informed about the nature and purposes
of the study, as well as the researcher’s responsibility for the confidentiality of the
participants’ identity. On the occasion, questions were answered and the Free
and Informed Consent was read and signed by the participants. A WhatsApp
group was created by the investigator to make content available daily to support
and encourage participants. This group was managed by the researcher, but the
participants could also share their advances and difficulties regarding treatment.

They usually used to post photos of their meals and exchange recipes.

Data Analysis Procedures

The results were coded and registered into a database for further statistical
analysis using the Statistical Package for the Social Sciences (SPSS), version 17.0.
Descriptive analyses were performed to characterize the study variables in terms
of means and standard deviation. The inferential statistical analysis of the scores
was performed using the Student t-test, Wilcoxon test, considering a significance
level lower than 0.05 (Dancey & Reidy, 2019).

Results

The results from the assessment of pre-intervention BMI showed that most
patients (77%; n=10) were labeled with Very Severe Obesity (level III), followed
by Severe Obesity (level II) (15.3%; n=2) and Moderate Obesity (level I; 7.7%;

n=1). At the end of the intervention, a change in classification was noted, with
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69.2% (n=9) fitting into Very Severe Obesity, 15.3% (n=2) into Severe Obesity,
and 15.3% (n=2) into Moderate Obesity.

Besides, the results of the BMI averages showed a decrease in the post-
intervention scores, both for general BMI and for men and women, separate-
ly, as shown in Table 1. The t-test revealed that there was a significant differ-
ence between the means of BMI in pre- and post-intervention assessments
(X=5.3; p<0.01).

Table 1 — BMI mean and standard deviation pre- and post-intervention

General Female Male
m SD m SD m SD
BMI pre-assessment 46.6 7.8 46.2 8.9 48.0 2.6
BMI post-assessment 45.0 7.5 44.7 8.5 46.2 2.3

The findings regarding the symptoms of food compulsion (PFCS) showed
a decrease in the mean scores, comparing pre- and post-intervention, although
the symptoms were considered severe (Freitas et al., 2001). Pre-intervention
symptoms of depression (DASS-D) and anxiety (DASS-A) were found to be
minimal, and after the CBT group sessions, they were considered normal/light.
Stress symptoms were considered moderate in the first assessment and normal/
light in the second one (Vignola & Tucci, 2014). The Wilcoxon test indicated
a significant difference between the means of symptoms of food compulsion,
depression, anxiety, and stress when compared to the pre- and post-intervention,
as shown in Table 2.

Table 2 — Mean, standard deviation of food compulsion, symptoms of depression,
anxiety and stress and inferential statistics by Wilcoxon test

Pre Post Effect size  Statistical Difference
m SD M SD d p
DASS-D 12.9 8.1 42 5.3 1.3 -2.8 <0.01
PFCS 36.5 8.3 30.5 9.1 0.7 -2.3 0.02
DASS-A 10.9 9.0 5.9 4.8 0.7 -2.5 0.01
DASS-S 19.9 8.3 9.1 4.4 1.7 -3 <0.01
DASS total 43.7 20.8 19.1 11.1 1.5 -3 <0.01
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Discussion

The results for BMI revealed that the scores of all measurements decreased
after the intervention, with a statistically significant difference and considerable
effect size. Previous studies have indicated that the CBT group reduces weight,
changing the BMI range of patients (Ferrari et al., 2017; Neufeld et al., 2012),
including in cases of groups with obese adolescents (Liidtke et al., 2018). Modi-
fication of the food choice pattern through nutritional information and the new
behavioral management of food were some of the intervention targets. The food
diary, the understanding, and self-knowledge about eating behavior by observing
previous and consequential events (Beck, 2011) may have contributed to the
decline of BMI scores.

The findings also showed a reduction in PFCS averages (improvement
in food compulsion) when comparing scores before and after the interven-
tion, with a statistically significant difference. This result was also confirmed
by other studies, which found a decrease in the severity of food compulsion
after 12 weeks of CBT group (Abdelatif et al., 2017), a drop in the frequency
of compulsion episodes, and remission of food compulsion after 22 sessions
(Duchesne et al., 2007).

Despite the strong association between BED and obesity, it is important
to consider that people with obesity do not necessarily suffer from the disorder
(Finger & Guedes, 2016). The prevalence of the disorder varies from 20% to
50% among obese women who participate in weight reduction programs (Lima
& Oliveira, 2016). A study with participants diagnosed with obesity, applicants
for bariatric surgery, found that 50% showed BED, 31.6% showed moderate
periodic food compulsion (PFC), and 18.4% severe PFC (Silveira et al., 2009).

Aiming to decrease compulsive eating episodes, professionals usually work
with psychoeducation on BED, clues, and consequences of compulsive episodes,
restructuring of negative thought patterns, identification of clues and behavioral
chains, self-control strategies and mood improvements, body image problems,
stress management techniques, assertiveness training, cost-benefit weight analy-
sis, strategies of loss in the week, and relapse prevention (Wolff & Clark, 2001).
In this study, besides the strategies already mentioned, other aspects may have
contributed to the significant difference in pre- and post-intervention PFCS
scores: problem-solving techniques; approaches to learning how to deal with
hunger, willingness to eat and uncontrollable desires to eat; the study of resistance
muscle; guidelines on how to manage emotions without taking it out on food
(Beck, 2011), and assertiveness training (Neufeld et al., 2017).
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The literature describes that, besides physical illness, obese individuals fre-
quently present emotional suffering, with high levels of symptoms of depression,
anxiety, and stress (Franques & Levy, 2019; Nascimento et al., 2013). Individuals
with BED usually present these symptoms at a higher intensity than those with-
out this diagnosis (Bernardi et al., 2005). Moreover, anxiety and stress symptoms
show greater variation in food compulsion symptoms than in depression symp-
toms (Rosenbaum & White, 2015).

The findings of this study showed a decrease in depressive symptoms in
post-intervention assessment, corroborating the results of one research with older
adults who also showed a reduction in depression symptoms after a CBT group,
from moderate to mild (Ferreira et al., 2012). Similarly, the intensity of depres-
sive symptoms decreased in a group of teenagers (Lidtke et al., 2018) and in
chronic renal patients who took part in a CBT group program (Duarte, 2008).

Some authors highlight that depressive disorder can cause obesity
(Blaine, 2008), while others affirm that the disorder is a consequence of obesity
(Oliveira et al., 2004), indicating a circularity between the two pathologies
(Milaneschi et al., 2017). The changes in body image, resulting from weight gain,
may cause a depreciation of self-esteem and self-concept, increasing the chances
of depressive symptoms, a higher sense of inadequacy and decreased well-being
(Lima & Oliveira, 2016). During CBT group sessions, patients were stimulated
to talk about their thoughts and guided to identify and reorganize those who
might be interfering in their mood and daily behavior (Duarte, 2008), secking to
contribute to the reduction of these symptoms.

The results regarding anxiety symptoms showed a significant difference
before and after the CBT group program. The findings are in line with studies
which conducted a CBT weight loss group (Neufeld et al., 2012) in patients
diagnosed with social anxiety disorder (D’El Rey et al., 2007; Dittz et al., 2015)
and in women with anxiety symptoms (Pedrosa et al., 2017).

Obesity has a strong association with anxiety symptoms (Lykouras &
Michopoulos, 2011). There is evidence that obesity increases the chance of
developing anxiety disorder by 25% (Luz, 2013). Many people find in eating
a way to relieve anxiety, make up for emotional difficulties, satisfy emotional
needs, release anger, or run away from unpleasant feelings such as boredom,
worry, guilt, shame, and hopelessness that result from psychological conflicts
(Coletty, 2005).

Food is pleasurable and has the potential to reduce anxiety levels, strength-
ening the anxiety-food-anxiety reduction relationship. Therefore, food works as
a compensatory resource (Lima & Oliveira, 2016). The elaboration of coping
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cards — developed in the third session — and the techniques that establish how
to manage emotions without taking it out on food (Beck, 2011), taught in this
intervention, may have helped to decrease these symptoms.

Stress symptoms were the most prevalent in this study sample, present-
ing a statistically significant difference between pre- and post-intervention. The
results corroborate the findings of other studies that developed an open group for
weight loss (Lima & Oliveira, 2016) and employed CBT for stress management
(Borges et al., 2009). Stress can contribute to increased calorie consumption,
food compulsion, inactivity, and difficulty in controlling appetite, associated
with weight gain and obesity (Franques & Levy, 2019). Emotional exhaustion
can also lead to weight gain, through a reward and feedback system, which reveals
an association between stress symptoms and the feeling of relief after eating foods
rich in sugar and fat (Lima & Oliveira, 2016).

One of the interventions for stress management is the Stress Control
Training (SCT), which aims to change life habits and behaviors. The SCT is
based on four different areas that build the following pillars: anti-stress nutri-
tion, relaxation of mental and physical tension, physical exercise, and cognitive-
behavioral changes. The sessions also address problem-solving techniques, time
management, assertiveness training, anxiety control, and cognitive restructuring
(Borges et al., 2009). Although SCT was not the focus of this intervention, many
of these techniques were practiced in this program, which may explain the signifi-
cant decrease in stress symptoms score.

One of the differentials of this intervention program was the WhatsApp
group, which showed that using the internet can make easier access to treat-
ment (Munsch et al., 2019). The opportunity for participants to contact and
interact with each other and with the researcher — besides the CBT group meet-
ings — increased group cohesion and therapeutic alliance (Freitas & Rech, 2010).
In this regard, a therapist’s guidance seems to improve the positive effects of inter-
net-based treatments (Aardoom et al., 2013). So, contemporary technology has
opened new possibilities for treatment delivery (Munsch et al., 2019).

Final considerations

The results revealed that the mean BMI, food compulsion symptoms, de-
pression, anxiety, and stress decreased when comparing pre- and post-interven-
tion. Thus, the authors concluded that the CBT Group reached positive results in

decreasing psychological symptoms in the population investigated, highlighting
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the need for construction and validation of protocols for individuals diagnosed
with obesity.

This study has limitations. The intervention was performed in a specific
health care center, and there were no comparisons with other places, which does
not allow the generalization of the results on the intervention effectiveness. The
authors suggest, for future research, the development of a control group, and an
increase in the number of sessions, to verify if there is a greater decrease in food
compulsion symptoms.
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