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Effectiveness of the MOVE! Program 
Among African American Veterans: 

Weight Loss and Quality of Life
Tiffany H. Taft, PsyD; Susan Payvar, PhD; Laura Wool, PsyD

African American veterans show different results using the MOVE! weight  
management program compared with other participants.

Global rates of obesity and 
overweight diagnoses have 
reached epidemic levels in the 
last 20 years.1 At even greater 

risk for these diagnoses are veterans 
of the U. S. military.2 Veterans receiv-
ing services with the VA health care 
system are significantly more likely to 
be overweight than veterans who do 
not use the VA health care system2-5 
and the general population.2 Factors 
that contribute to increases in body 
mass index (BMI) among veterans in-
clude changes in dietary behavior as 
a result of military service,6 having a 
diagnosis of posttraumatic stress dis-
order,7 and no activity due to physical 
disability.2 

Race is also related to increases in 
BMI with racial minority groups at 
least 2 times more likely to be over-
weight and report having diabetes 
than are whites.8 These combined 
factors suggest that African Ameri-
can veterans are at a significant risk 
for developing obesity and obesity-
related illness. Overweight or obese 
individuals increase the risk for 
weight-related illness9 while also ad-

versely affecting their health-related 
quality of life (HRQOL).10 Physical 
aspects of HRQOL, such as bodily 
pain, vitality, and physical function-
ing tend to be impacted more than 
mental health.11-16 

Several individual and group treat-
ment programs have emerged to at-
tempt to offset increases in obesity 
rates. Many of these use a behavioral 
or cognitive-behavioral paradigm.17-19 
The effectiveness of using a tradi-
tional cognitive-behavioral treatment 
approach within minority popula-
tions has received attention.20 Cau-
tion has been advised when using 
this form of treatment with emphasis 
placed on providing culturally rele-
vant treatments to racial minorities 
for certain conditions,20 including 
weight management.21 Although obe-
sity-related HRQOL has been evalu-
ated in other populations, minimal 
data exist pertaining to perceptions of 
personal changes in HRQOL among 
veterans, despite the documented 
high-prevalence rates of obesity in 
this population.

To reduce veteran obesity, the 
Jesse Brown VAMC (JBVAMC) im-
plemented the customized 8-week, 
multidisciplinary, cognitive-be-
havioral, weight-management pro-
gram “MOVE!” in 2006.22-24 MOVE! 
is  a  “national weight management 
program designed by the VHA Na-

tional Center for Health Promotion 
and Disease Prevention (NCP)…to 
help veterans lose weight, keep it off 
and improve their health.”22 Data on 
the effectiveness of MOVE! are still 
in preliminary stages,25-29 and the 
present study is one of the first to 
evaluate this program among racial 
minority veterans at an urban VAMC.

This study evaluated the effective-
ness of an evidence-based, cogni-
tive-behavioral treatment approach 
in improving HRQOL in obese vet-
erans from a predominantly African 
American racial background. Effec-
tiveness was evaluated for improve-
ments in HRQOL measurement as 
well as changes in veterans’ BMI. We 
hypothesized that veterans with reg-
ular and consistent attendance will 
achieve greater weight loss and that 
weight loss will be influenced by so-
ciodemographic and clinical variables. 
We also hypothesized that participa-
tion in MOVE! will improve veterans’ 
HRQOL, specifically in the physi-
cal functioning domains. Finally, we 
hypothesized that participation in 
MOVE! will yield improvements in 
HRQOL that are independent of ac-
tual weight lost during the program. 

EVALUATING MOVE!
Study Design
This study used repeated measures, 
archival data research design. A con-
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venience sample of veterans con-
secutively enrolled in MOVE! at 
JBVAMC between October 2007 and 
November 2008 were evaluated. Pri-
mary care physicians referred their 
patients in a closed-group format; 
each group session was directed by a 
registered dietician, a doctoral-level 
clinical health psychologist, an ad-
vanced nurse practitioner, and a pred-
octoral psychology intern. MOVE! 
used a standardized curriculum 
that addresses 3 modules for weight 
management: nutrition, exercise and 
activity, and eating attitudes and be-
haviors.24 Nutrition topics include 
reading food labels, calorie reduc-
tion via portion control, and mak-
ing healthy food choices. Exercise 
and activity topics include increasing 
daily physical activity and developing 
a regular exercise regimen. As part 
of this module, veterans are given a 
pedometer and the option to meet 
with a recreational therapist within 
the wellness center at JBVAMC. The 
behavioral classes include emotional 
eating, motivational interviewing 
techniques, and cognitions related to 
progress in MOVE! Each class had 
a representative present for 2 of the 
3 education modules (eg, a dieti-
tian and psychologist) and incorpo-
rated interactive group discussions 
to process the material presented. 
Classes were offered on several days 
and times per week to accommodate 
veterans’ work or other treatment 
schedules.

Trained research personnel re-
viewed each veteran’s JBVAMC elec-
tronic medical record and recorded 
sociodemographic clinical data, in-
cluding medical diagnoses and BMI 
and MOVE! data. Any individually 
identifiable data were removed to en-
sure veterans’ privacy. This study was 
reviewed and approved by the institu-
tional review boards of the University 
of Illinois at Chicago and JBVAMC.

MEASURING MOVE! OUTCOMES

Health-Related Quality of Life
Veterans participating in MOVE! 
completed the Medical Outcome 
Study Short Form 36 (MOS SF-36) 
health questionnaire at the first and 
last session of the 8-week MOVE! 
course. The SF-36 is a 36-item in-
strument for measuring health sta-
tus and outcomes from the patient’s 
point of view, designed for use in 
surveys of general and specific pop-
ulations, health policy evaluations, 
and clinical practice and research.30 
The SF-36 yields 8 subscale values: 
physical functioning, role-physical, 
bodily pain, general health, vitality, 
social functioning, role-emotional, 
and mental health. Lower scores cor-
respond with poorer HRQOL. This 
instrument has been widely used in 
clinical studies and has been demon-

strated to have adequate psychomet-
ric integrity (median α ≥ .8).31

Sociodemographic and Clinical 
Information
Sociodemographic variables in-
cluded age, sex, and race. Data from 
MOVE! included baseline weight, 
baseline BMI, weight at each week of 
attendance, and number of sessions 
attended. Clinical data included the 
following diagnoses: addiction, a 
DSM-IV-TR Axis I psychiatric disor-
der, diabetes, hypertension, stroke, 
hyperlipidemia, other cardiovascular 
illness (eg, congestive heart failure), 
sleep apnea, cancer, arthritis (osteo-
arthritis or rheumatoid arthritis), and 
gout. BMI was also evaluated at 12 
months posttreatment.

Statistical Analysis
Statistical analysis was completed 

Continued on page 20
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using SPSS 17.0 for Windows (SPSS 
Inc., Chicago, IL). Total scores for 
each measure were computed and 
tested for normal distribution, with 
outliers removed from relevant analy-
ses. Statistical significance was set at 
P ≤ .05. Effect sizes were evaluated 

using Cohen’s criteria.32 Preliminary 
descriptive statistics were completed 
on relevant variables. All means are 
reported with standard error of the 
mean values. Responders to treat-
ment were identified as those veter-
ans who lost at least 8 pounds (lb) 

over the course of the program. This 
is based on the FDA’s recommended 
guidelines of losing no more than 
1 to 2 pounds per week. A series of 
Pearson chi-square analyses, inde-
pendent samples t tests, and one-way 
analyses of variance (ANOVAs) were 
performed to evaluate significant dif-
ferences between sociodemographic 
and illness groups. Paired samples t 
tests were used to evaluate differences 
between baseline and postprogram 
scores on the SF-36, as well as base-
line and 12-month BMI. Pearson’s 
correlations were performed to evalu-
ate the relationship between MOVE! 
variables and HRQOL outcomes. 

RESULTS
Veterans Studied
A total of 237 veterans who partici-
pated in MOVE! were included in the 
analysis (Table 1). Of these, 132 com-
pleted the SF-36 at baseline and 54 
completed the SF-36 at the end of the 
8-week treatment program. Similar 
to previous research,33,34 our sample 
had several comorbid illnesses, in-
cluding arthritis, cancer, other cardiac 
illnesses, diabetes, gout, hyperlipid-
emia, hypertension, sleep apnea, and 
at least 1 cerebrovascular accident. 
There were no significant differences 
by race for age (P = .79), psychiatric 
(P =.37), addictions (P = .06), medi-
cal diagnoses (all P > .05), or number 
of medical diagnoses (P = .19). 

Baseline data indicated that mean 
weight was 268 ± 4.5 lb and mean 
BMI was 38.7 ± 0.55. Additionally, 
8% of veterans were classified “Over-
weight,” 55% were Obese I or Obese 
II, and 35% were Obese III. On av-
erage, veterans attended 50% of 8 
MOVE! classes, with a mean class 
size of 14 people. After 8 weeks, vet-
erans lost an average 1.96 ± 0.36 lb. 
Weight changes ranged from –16.5 lb 
to +10 lb. African American veterans 
attended significantly fewer classes  

Table 1. Medical and psychiatric diagnoses by race

African American 
(N = 154)

Non-African  
American (N = 82)

Age (mean ± SEM) 57.4 ± .87 58.2 ± 1.4

Male 85%a 95%

Addiction Dx 21% 32%

Arthritis 21% 12%

Cancer 11% 11%

Cardiovascular disease 25% 17%

Cerebrovascular accident 3% 7%

Diabetes 44% 38%

Gout 10% 4%

Hyperlipidemia 58% 63%

Hypertension 82% 78%

Psychiatric Dx 40% 44%

Sleep apnea 25% 24%

Number of medical Dx 2.8 ± .12 ± .14
aP ≤ .05.

Table 2. MOVE! data by race

African American 
(N = 154)

Non-African  
American (N = 82)

MOVE! Attendance  
(Mean ± SEM)

 
3.8 ± .18a

 
4.7 ± .24

Class size (start) 24.9 ± .51 26.2 ± .74

Class size (overall) 13.6 ± .36 14.8 ± .57

Baseline weight (lb) 267.0 ± 5.4 270.1 ± 8.3

Baseline BMI 38.7 ± .63 38.6 ± 1.0

Weight (lb) change -1.3 ± .45b -3.0 ± .57

BMI 12 mo. FU 38.5 ± .65 38.6 ± .93

Responderc 9% 14%

Completed pre and  
post SF-36

 
17%b

 
35%

aP ≤ .05; bP ≤ .01; cResponder: min. 8 lb weight loss.



MOVE!

DECEMBER 2011 • FEDERAL PRACTITIONER • 21

(P = .003), demonstrated significantly 
less weight loss (P = .03), and were 
less likely to complete both pre- and 
post-HRQOL assessments (P = .001) 
than non-African Americans (Table 2). 
No differences were shown` by race for 
baseline weight, baseline BMI, starting 
class size, average class size, or BMI 1 
year posttreatment. 

MOVE! and WEIGHT CHANGE
Weekly weight changes demonstrated 
that both racial groups lost weight at 
week 2 and week 3 assessment (Fig-
ure 1). At week 4, African American 
veterans showed an upward trend in 
weight that remained until week 7, 
when there was a dramatic increase 
in the amount of weight lost. How-
ever, improvements in weight loss 
were negated between week 7 and 
week 8, with African American vet-
erans showing an average weight gain 
of 2.9 lb after completing MOVE! 
Comparatively, non-African Ameri-
can veterans demonstrated a general 
trend toward weight loss with a slight 
increase at week 7. 

Evaluation of BMI demonstrated 
no significant differences found be-
tween groups at baseline or at 12 
months posttreatment (all P > .05). 
At 1-year follow-up (FU), 11% of 
veterans were “Overweight,” 51% 
were Obese I or Obese II, and 36% 
were Obese III. Paired-samples t tests 
showed that no significant changes in 
BMI had occurred between baseline 
assessment and 1-year FU, indicat-
ing that BMI was not significantly af-
fected by participation in MOVE! 

Pearson’s correlations showed that 
for African American veterans, weight 
change was significantly correlated 
with class attendance (r = -0.19, 
P = .03) but not with average class 
size, baseline weight, or number of 
medical diagnoses. For non-African 
Americans, no significant correlations 
between weight loss and these vari-

ables existed.
Responders (weight loss  ≥  8 lb) 

were evaluated collectively and by ra-
cial group to determine what unique 
characteristics may explain their suc-
cess in MOVE! (Table 3). There were 
no significant differences between 
responders and nonresponders for 
psychiatric, addiction, and medical 
diagnoses (all P > .05) both collec-
tively and by racial group. Respond-
ers attended more classes on average 
(P = .02). No significant differences 
were found between racial groups for 
responders (all P > .05) for MOVE! 
data. For nonresponders, non-African  
American veterans attended more 
MOVE! classes (P = .01), had larger 
average class sizes (P = .04), and had 
greater weight loss (P = .05) than did 
African Americans.

MOVE! and HRQOL
Of the original sample, 54 veter-
ans (23%) had both pre- and post-
SF-36 data in their medical record. 
This sample was analyzed separately 

and compared with the total sample 
for sociodemographic, clinical, and 
MOVE! data to evaluate any signifi-
cant differences that were not iden-
tified. Independent samples t tests 
showed no significant differences 
in SF-36 subscale score changes be-
tween racial groups. Paired samples 
t tests indicated that significant im-
provements were reported for all 
domains of HRQOL as measured by 
the SF-36 when comparing baseline 
and 8-week assessments (Table 4). 
Effect sizes ranged from small (.26) 
to large (.77) with the majority fall-
ing between .30 and .45. Greatest 
improvements were in the physical 
component scale (P = .000, D =.77); 
mental component (P = .000, D = 
.44); and vitality (P = .000, D = .42). 

Discussion
Our study examined effectiveness of 
an 8-week, evidenced-based weight-
loss program at an urban VAMC for 
actual weight loss as well as improve-
ments in HRQOL. Similar to previous 
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Figure 1. Weekly weight loss (lb) from baseline by race and treatment responder including 
attrition.
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veteran research,33 the current study 
sample had several comorbid physical 
and psychiatric illnesses. When eval-
uating differences between African 
American and non-African  Ameri-
can veterans, very few demographic, 
medical, and psychiatric variables 
of statistically significant differences 
emerged between groups. Rather, dif-
ferences between racial groups were 
found for MOVE! assessments. Most 
prominently, African Americans dem-
onstrated significantly less weight loss 
than did non-African American veter-
ans, a finding that parallels previous 
minority weight-loss research.35-37 The 
findings  may be explained partially 
by attrition; overall, African Ameri-
cans attended fewer MOVE! classes 
than non-African American veterans; 
all other MOVE! class variables were 
similar between groups. 

On average, veterans in MOVE! 
lost about 2 lb after 8 weeks, which is 
consistent with other studies.27 More 
recent data on the effectiveness of 
MOVE! for weight loss demonstrate 
that many veterans will stop an up-
ward trend toward continued weight 
gain prior to enrollment in the pro-
gram.27 Therefore veterans still ben-

efit from participating in MOVE! 
even if they do not exhibit significant 
weight loss. In our sample, trend 
analysis of weekly weight changes in-
dicated that veterans lost weight in 
weeks 2 and 3 of the program. How-
ever, attrition in our sample was sig-
nificant starting at week 3. Treatment 
responders, or veterans who lost 8 
lb or more during MOVE!, attended 
13% more classes than did nonre-
sponders and immediately showed a 
greater weekly weight loss that was 
maintained through week 6. At this 
point, only African American treat-
ment responders began to show a 
gradual increase in weight. Nonre-
sponders demonstrated a relatively 
flat weight-loss pattern in both racial 
groups, although by week 8 non-Afri-
can  Americans lost more weight.

An important finding from this 
study is that participation in MOVE! 
led to clinically significant improve-
ments in all areas of HRQOL with 
moderate effect sizes, regardless of 
weight lost. Greatest improvements 
in HRQOL occurred for overall  
physical and mental functioning as 
well as for vitality. Although no sig-
nificant differences between racial 

groups were identified for HRQOL, 
African American veterans showed 
improvement on 6 of 8 SF-36 scales, 
and non-African Americans had im-
provement on 4 of 8 scales. African 
American veterans did not show 
significant improvements for “role 
physical” and “social function.” Non-
African American veterans did not 
show significant improvements for 
“physical function,” “role physical,” 
“bodily pain,” or “role emotional.” 
Because MOVE! identifies and spe-
cifically addresses veterans’ obesity-
related health issues in the context 
of a supportive group environment, 
this may lead to positive changes in 
perceptions of HRQOL, especially for 
mental health domains. The veterans 
in our sample had multiple chronic 
physical issues; therefore, they may 
have been less inclined to view 
changes in “physical functioning” or 
“bodily pain” as a result of an 8-week 
program. 

The conclusions of our study 
are limited by the lack of control 
subjects. Attrition was a significant 
problem and is likely influencing our 
findings with only one-fourth of the 
sample completing HRQOL assess-

Table 3. MOVE! data by overall responder statusa and racial category 

Responder  
(N = 20)

Non-
responder  
(N = 163)

African 
American 
responder  

(N = 10)

Non- 
African 

American 
responder 
 (N = 10)

African 
American 

non-
responder 

(N = 92)

Non-African 
American 

nonresponder 
 (N = 54)

Attendance 5.8 ± .35b 4.8 ± .14 6.1 ± .43 5.5 ± .54 4.5 ± .18b 5.3 ± .24

Class size (start) 25.6 ± 1.6 25.3 ± .52 25.3 ± 2.3 25.9 ± 2.4 24.6 ± .64 26.5 ± .88

Class size (overall) 15.5 ± 1.1 14.6 ± .37 15.4 ± 1.8 15.5 ± 1.5 14.0 ± .44b 15.6 ± .66 

Base weight (lb) 278.8 ± 14.8 266.3 ± 5.3 288.5 ± 27.7 269.2 ± 11.8 263.5 ± 6.7 271.1 ± 8.8

Base BMI 38.6 ± 1.7 38.5 ± .65 40.4 ± 2.9 36.8 ± 1.8 38.4 ± .80 38.8 ± 1.1

Week 8 weight loss 
(lb) 

 
-11.5 ± .56c

 
-0.80 ± .29

 
-11.5 ± .65

 
-11.5 ± .94

 
-0.36 ± .37b

 
-1.5 ± .43

BMI 12 mo FU 38.8 ± 1.7 38.3 ± .60 39.6 ± 2.6 40.0 ± 2.3 38.2 ± .79 38.6 ± .92
aResponder: min. 8 lb weight loss. bP ≤ .05; cP ≤ .001. 
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ment at baseline and posttreatment. 
Our sample is from a VAMC that 
traditionally services veterans from 
lower socioeconomic statuses (SES). 
Although we did not directly mea-
sure SES, caution should be used in 
interpreting these data among other 
veteran groups. Also, we did not dif-
ferentiate between psychiatric or 
arthritic diagnoses, which may influ-
ence MOVE! outcomes, depending 
on a veteran’s specific diagnosis (eg, 
schizophrenia and osteoarthritis). It 
would also be beneficial to evaluate 
changes in HRQOL at 1-year FU, to 
determine whether these significant 
improvements remain after program 
completion.

Although minimal data examin-
ing effectiveness of weight-reduction 
programs in minority veteran popula-
tions exists, previous research sug-
gests that race is an important factor 
in obesity treatment program out-
comes.35-38 Programmatically, our data 
suggest that although MOVE! can be 
an effective program for improving 
veteran HRQOL, the program did 
not demonstrate as much success 
with weight loss in our sample, even 
though it uses a multidisciplinary ap-
proach that generally leads to posi-
tive outcomes.27,29,38 Previous research 
shows that using combined group 

and individual approaches, involv-
ing family members, and teaching 
problem-solving skills lead to better 
outcomes among racial minorities.38

Furthermore, implementation of 
interventions that involve more active 
patient participation, such as moti-
vational interviewing and sharing of 
information, rather than approaches 
that predominantly feature didactic 
or psychoeducational learning may 
improve outcomes.21 These tech-
niques have been incorporated into 
the MOVE! program structure since 
this study was conducted, thus these 
data should be reevaluated under 
the new programmatic guidelines for 
MOVE! In addition to racial consid-
erations, we also recommend eval-
uating motivational factors, such as 
stages of readiness for change that are 
currently measured via the MOVE 23 
baseline questionnaire and how these 
variables relate to attendance, im-
provements in HRQOL, and weight-
loss outcomes.  l
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