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Weight
Loss
Specialist

Chapter  4: the psyChology of Weight Control

Objectives

After completing this section, the health and fitness 
professional will be able to:

 ⦁ Understand different psychological obstacles 
facing an overweight or obese individual. 

 ⦁ Understand strategies to handle these 
psychological obstacles.

 ⦁ Implement basic motivational and goal-setting 
techniques for the client.

The Potential Weight Loss Client

It is important to understand that helping an 
individual with weight loss may not be as simple as 
recommending a program that will increase energy 
expenditure and decrease energy intake. Often, people 
who are struggling to lose weight have accompanying 
psychological issues to resolve that reach far outside 
the scope of the health and fitness professional. In fact, 
a member of the medical community will most likely 
be the appropriate person to refer a client to for various 
concerns. This section is not meant to perpetuate the 
stereotypes that are associated with being overweight 
or obese. It is not meant to further enforce social 
stigma and bias. This section is also not meant to help 
the health and fitness professional become proficient 
with psychological issues. It is meant to help the health 
and fitness professional gain a deeper understanding 

of some common psychological stresses that may be 
experienced by the overweight and obese populations 
and give some additional tools to use when working 
with these populations.

Being overweight or obese is strongly associated 
with increased burden of disease. This association 
is well established, but there are other negative 
consequences that may not be as obvious, such as 
a negative social stigma, low self-esteem, and poor 
body image. Unfortunately, being overweight or obese 
in our society can result in bias. These biases can 
surface in a variety of environments, including the 
workplace, schools, public gatherings, in the media, 
and even in close relationships. A negative bias toward 
overweight and obese individuals exists among health 
and fitness professionals and regular exercisers (1). 
This bias is considered “anti-fat,” and it can be a social 
and mental burden on some individuals, with words 
such as “bad” and “lazy” being associated with people 
who are overweight or obese. This bias was found 
to be even stronger toward overweight women (1). 
Further, overweight and obese individuals report 
feeling stigmatized by their weight, with physicians 
and family members reported as the main source (2, 3). 
This information is alarming because the professionals 
who are charged with treating, educating, and 
supporting the overweight and obese populations may 
be perpetuating negative biases toward the people they 
need to help. 
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Body Image Issues

Body image is a dynamic variable, meaning it can 
change, and it can be influenced by a number of 
factors, including sensations people feel, perceptions 
of social norms, the image a person has of his or her 
body, and emotions (4). Most important, body image 
is often not based on facts. Having an unfavorable 
view of one’s body often can be a significant factor 
in whether a person is willing to be out in public 
to exercise. These thoughts can include feelings of 
unattractiveness and worthlessness, knowing that 
his body is outside of a socially accepted norm, fear of 
judgment from others, feeling different, and general 
unhappiness, which can lead to or be a symptom of 
depression (5). Behaviors associated with a poor 
body image are avoiding mirrors, avoiding physical 
activity because it is uncomfortable to move, avoiding 
social situations, and placing blame on others. 
Negative body image issues can even manifest in 
a more serious condition called body dysmorphic 
disorder, which is a preoccupation with an imagined 
physical defect or an exaggerated concern about a 
slight defect in appearance. Difficult to diagnose, body 
dysmorphic disorder is a condition that only a medical 
professional should treat. 

Low Self-Esteem 

Self-esteem, as it relates to physical activity, has been 
thoroughly researched through the years. A broad 
definition of self-esteem describes it as encompassing 
the favorable views one holds regarding oneself and is 
generally a stable variable (6, 7).  Self-esteem can refer 
to a general feeling, or it can refer to specific aspects 
of a person, such as physical self-esteem. One model 
that examines self-esteem in the physical domain is the 
exercise and self-esteem model (8) (Figure 4.1). This 
model suggests that exercise behavior is associated 
with self-esteem through perceptions of self-efficacy, 
physical competence, and physical acceptance. Within 
this model, exercise self-efficacy, which is a measure 
of confidence that one can successfully exercise in a 
variety of adverse or challenging situations, influences 
physical competence perceptions, which in turn 
influence physical acceptance. It is physical acceptance 
along with physical competence perceptions that then 
influence self-esteem (8). The influence of physical 
acceptance on both exercise and self-esteem may be 
particularly important for women because women 
tend to have lower levels of physical acceptance 
compared with men (9). Although physical acceptance 
and physical competence perceptions are found at 

Figure 4.1 Exercise and Self-Esteem
For many overweight and obese clients, fitness 
facilities may be extremely intimidating. Often, 
a large number of club attendees are already 

physically fit. The health and fitness professional 
should make sure that potential clients are 

comfortable in the environment. If the fitness 
professional notices that the client is feeling 

embarrassed or self-conscious, the professional 
should offer to train the client at times of the 

day when the club is not as busy, such as early 
morning or late evening. Placing clients into 

more comfortable environments where they 
feel less inhibited can help the health and fitness 
professional get the most out of clients and help 

them focus on what matters: their health.

Global Self-Esteem

Physical CompetenceExercise Self-Efficacy

Exercise Behavior

Physical Acceptance

Levy SS & Ebbeck V. The exercise and self-esteem model 
in adult women: the inclusion of physical acceptance. 
Psychology of Sport and Exercise. 6 (2005) 571-584.
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the same level in the exercise and self-esteem model, 
some research has found that for women, physical 
acceptance had a stronger relationship with self-
esteem than did physical competence perceptions (7). 

Low Confidence and Self-Efficacy

Success is often associated with high levels of 
confidence, particularly in athletes, but this variable 
is also important for the exerciser. Self-confidence is 
the belief that one can successfully perform a desired 
behavior, or achieve a certain level of performance (10). 
It is usually characterized by the expectation of success. 
There are several known benefits of having high 
levels of confidence, including 1) positive emotions, 
2) better concentration, 3) people tend to set more 
challenging goals and push to reach them, and 4) effort 
increases to reach the goal (10). Self-confidence and 
self-efficacy are often used interchangeably. Although 
similar, self-efficacy refers to the conviction that one 
can successfully execute the behavior required to 
produce a certain outcome (11).  It does not, however, 
refer to the ability to execute a particular skill. Self-
efficacy is theorized to influence the activities that a 
person chooses to approach, the effort expended, and 
the degree of persistence in the face of adversity (11).  
Self-efficacy can be acquired, enhanced, or even 
reduced by mastery experiences, social modeling, 
social persuasion, or physical and emotional states. 
This means that as people get better at a skill such as 

exercise — as they see others do it, are encouraged to do 
it, and feel and see rewards from it — they will be more 
likely to continue with it. Mastery experiences refer 
to past experiences with a particular situation. In fact, 
social cognitive theory suggests that an individual’s 
past experience is the most influential and reliable 
source of self-efficacy information (11).  Successful 
performances will cause self-efficacy to rise, and 
unsuccessful performances will cause a decrease in 
self-efficacy. The relationship between past experience 
and self-efficacy is thought to be reciprocal, meaning 
past experiences influence self-efficacy, and self-
efficacy influences future behavior. Social modeling 
is often described as vicarious experiences, in which 
someone else successfully models a skill. Social 
persuasion will most likely be verbal encouragement 
from a person who has credibility or status for the 
situation at hand. Finally, physical and emotional 
states might lead to altered levels of arousal, which may 
affect performance.   

Triggers to Eating: Stress and Depression

Stressful situations can cause a person to seek food 
as a comfort. Eating due to stress can come from a 
hormonal response in the form of a cortisol release, 
which may prompt food cravings for things that are 

Low self-esteem can be a huge blockade for 
potential clients because their fear of failure 
will be at an all-time high. Health and fitness 

professionals can help keep their nerves calm and 
build their confidence through choosing exercises 
and intensities the professionals know the clients 

can succeed at. Using thorough assessments, 
reaching into the exercise toolbox, and making 

the program fit the clients can help them conquer 
their fears and gain a sense of accomplishment.

Keep Them Confident 
Although health and fitness professionals may want 

to push clients to get the best out of them, they 
should use caution as to when and how they push 

the accelerator. Progress clients when they are 
ready physically and emotionally. Sometimes, while 

the professional is seeing great results, they are 
seeing larger obstacles in the future. The health and 
fitness professional should remind clients that both 

the client and professional are working together, and 
when they both feel it is time to progress, the client 
will. When the professional gives clients a chance 
to be a part of the decision to move ahead, they 

often feel more in control and ready to push ahead.
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salty and sweet. Some people associate food with 
feeling good in the past, and that can prompt a “need” 
for certain foods. Stress can also cause someone to 
solicit friends and family to help them cope, and social 
gatherings often will include food and drink. Some 
people have an oral fixation when they are nervous, 
while others simply use food to fill an emptiness they 
may be feeling. 

Eating Disorders

Many individuals do not meet the strict criteria for 
anorexia nervosa or bulimia nervosa that are listed 
in the Diagnostic and Statistical Manual of Mental 
Disorders, 4th ed. (DSM-IV), but they practice 
disordered eating behaviors that do not reach a 
clinical level. Disordered eating can include behaviors 
such as binging, purging, food restriction, prolonged 
fasting, and use of diet pills, diuretics, and laxatives. 
The spectrum of disordered eating behavior ranges 
from moderate restriction of food intake or occasional 
binging and purging to severe food restriction, as in 
anorexia nervosa, and regular binging and purging, 
as in bulimia nervosa. Anorexia nervosa and bulimia 
nervosa are disorders that can be diagnosed only by 
a qualified medical professional based on the DSM-
IV criteria (12).  The symptoms of anorexia nervosa 
include intense fear of fatness, distorted body image, 
and refusal to maintain a weight at 85% of that expected 
for height and age. The symptoms of bulimia nervosa 
include recurrent episodes of binge eating, with a 
sense of lack of control over eating. It is important to 
note that purging also can be substituted by excessive 
exercise. Anorexia and bulimia represent only the 
extremes of the eating disorder spectrum.

Some of the physiologic problems with disordered 
eating that can affect an exerciser include 
dehydration, electrolyte disturbances, hypoglycemia, 
anemia, decreased muscle mass, and decreased fat 
mass (12, 13). These can result in a loss of strength and 
endurance, and can lead to an increased prevalence 
of injuries (13, 14). More severe problems associated 
with disordered eating include disturbances of the 

endocrine, gastrointestinal, and cardiovascular 
systems; irreversible loss of bone mineral density,; 
and disruption of thermoregulation. Additionally, 
psychological complications are not uncommon and 
include anxiety, depression, decreased self-esteem, and 
even suicide (15).  

Physiological Complications of 
Disordered Eating Behaviors

When caloric intake is low, and energy needs are high, 
the body goes into a protective mechanism where 
it attempts to maintain energy balance and body 
mass. It does this by using stored energy sources, 
which are mainly triglycerides and skeletal muscle 
proteins. The primary metabolic signal for this to 
happen is a decrease in the plasma level of insulin 
and an increase in glucagon, caused by a decrease in 
blood glucose levels. This hypoinsulinemia facilitates 
the mobilization of free fatty acids via lipolysis in 
adipose tissue and the formation of ketone bodies 
in the liver. In a fasting state, as seen in people who 
significantly restrict calories, fat oxidation becomes the 
predominant fuel source (16). This leads to a significant 
decrease in body fat stores over time, and body fat can 
end up too low in some cases. 

When people are engaging in caloric restriction, there 
is also a loss of water that contributes to reduced body 
weight. Water is essential for thermoregulation, and 
a dehydrated person can overheat and fatigue more 
quickly, or suffer from hyperthermia.  

Just as with the diagnosis, the treatment for the 
disordered eating should be multidisciplinary. A 
physician, registered dietician, and mental health 
professional may all be involved in a holistic approach. 
The treatment may include psychological counseling, 
lifestyle changes, and pharmacology. When it comes 
to weight control, various types of disordered eating 
behaviors may be encountered, including abnormal 
eating patterns, disordered eating, binging, purging, and 
excessive food restriction.  
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Strategies for Working with 
Weight Loss Clients

One size does not fit all when it comes to helping people 
change their lifestyles. One of the biggest challenges in 
the area of weight control is initiation of and adherence 
to a new lifestyle. The operational definition of 
adherence is the tendency of an individual to continue 
with a behavior once she has agreed to undertake 
that behavior (17). It is important to always be a good 
listener and be empathetic.  

A variety of strategies can be implemented, but the 
health and fitness professional needs to be cognizant 
of a client’s reaction to these strategies. It is important 
to use good communication skills, which include good 
listening skills. The following sections will address 
some of the psychological benefits of physical activity 
and strategies that may help people achieve their goals.

First, there are many psychological benefits of physical 
activity, including:

Improved self-confidence and body image: Many 
people are unhappy with their physical appearance. 
With regular exercise, most people see positive physical 
changes. These results often enhance perception of 
body image and self-confidence. 

Decreased daily and chronic stress: Exercise is one 
of the best ways to help deal with stress. It can help 
relieve stress by creating an outlet from daily tension 
and anxiety. An exercise session can be a great time to 
socialize with others or take some time alone. Reducing 
stress also may help alleviate food consumption that 
can accompany stress.        

Enhanced mood: When done appropriately, exercise 
makes most people feel good. This often leads to 
elevation in mood. This may be due to the release 
of certain hormones or simply the distraction from 
daily stress. 

Alleviate depression: Studies show that regular 
exercise is associated with a reduction in the symptoms 
of depression. 

Communication Strategies

Communication is an important aspect of being an 
effective exercise leader. According to Weinberg and 
Gould (18), effective communication is often the 
difference between success and failure for exercise 
leaders. Therefore, it is important to send effective 
verbal and nonverbal messages while training clients. 
Always consider the message you are sending based 
on the following nonverbal cues (18). The following 
are guidelines for sending effective verbal and 
nonverbal messages (19). 

Physical appearance: Dress appropriately for the 
setting in which you are interacting with the client. If 
health and fitness professionals are sloppy or dressed 
inappropriately, they may give the impression that they 
are not interested in their job.

Posture: How health and fitness professionals carry 
themselves also will send a message. A slumped-
over posture conveys low self-image, depression, or 
disinterest. An erect posture conveys control and 
energy. Health and fitness professionals can set the 
tone for their appointments by the way they walk in 
the door.

Touching: Some people are not comfortable with 
touching, so the health and fitness professional should 
always get permission first. Appropriate touching may 
include helping clients obtain the proper physical 
position the health and fitness professional has 
described and demonstrated, and guiding clients 
through a range of motion. Activities such as yoga, 
Pilates, stretching, or resistance training may warrant 
physical contact. Health and fitness professionals 
should always respect a client’s personal space and 
only use touching to help teach a client good form and 
to help avoid unnecessary strain or even injury. Being 
personable can go a long way; fitness professionals 
should not forget that a handshake or a pat on the back 
with a “Good job” can be quite encouraging. 
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Engagement and good listening skill: Health and 
fitness professionals should talk to clients about their 
likes and dislikes, ask about daily challenges that 
interfere with progress, and get to know the names of 
spouses and children.

Facial expression: Health and fitness professionals 
should make eye contact and smile at clients.

Be direct: People who avoid straightforward 
communication can assume that others know what 
they want or feel. Health and fitness professionals 
should never assume that clients know what is wanted 
from them.

Be complete and specific: The fitness professional 
should provide the client with all the information he or 
she needs to fully understand the message.  

Be clear and consistent: The health and fitness 
professional should be careful not to mumble and should 
not change the description of a certain exercise or drill.  

Focus on one thing at a time: The fitness 
professional should  not move on to another skill until 
the client is ready. 

Be supportive: The health fitness professional 
should not be sarcastic, use negative comparisons, or 
make judgments. The cumulative messages need to 
demonstrate support to clients.

Reinforce with repetition: Fitness professionals 
should repeat the messages. As they are teaching a skill, 
they should give instructions more than once.

Make the message appropriate to the client’s frame 
of reference: Health and fitness professionals should not 
use complex language to describe a motion or skill. They 
should keep it in terms that are familiar to the lay public.  

Look for feedback that the message was 
accurately interpreted: Health and fitness 
professionals should watch for verbal and nonverbal 
signals that a person has received the message. If the 
client is not keeping up with cues, then the professional 
should slow down or give different cues.

Motivating Clients to Exercise

This may be hard to believe, but not everyone loves 
to exercise. In fact, many clients are barely showing 
up, and they rely heavily on the health and fitness 
professional to provide the motivation necessary to 
get them through the next hour of exercise. Fitness 
professionals should be prepared to motivate clients 
when they arrive for a session because they may not 
always be self-motivated.

One way to understand motivation is to consider the 
person, the situation, and how the two interact (20). 
This is considered an interactional view because 
motivation results neither solely from participant 
factors such as personality, needs, interests, and goals, 
nor solely from situational factors such as leader 
style or facility attractiveness. The interactional 
model of motivation has important implications for 
exercise leaders, and some fundamental guidelines 
for professional practice have been derived from 
this model. The following sections explain the five 
guidelines for building motivation based on the 
interactional model of motivation (20).

 ■ four guidelines for Building Motivation

To enhance motivation, one must respond not only to 
a person’s personality, but also to the interaction of 
the personal and situational characteristics. Because 
people’s motivations may change over time, the health 
and fitness professional should continue to monitor 
people’s motives for exercise participation even months 
after they begin (20).

Guideline 1: PeoPle are motivated by 
situations and Personal traits

In an exercise setting, this refers to considering the 
interaction of personal and situational factors. For 
example, if health and fitness professionals observe 
low motivation from a client, they should not assume 
that the client does not care or does not want to work 
hard. It may be the environment or that a personal 
preference is not being met. Also, fitness professionals 
they should not assume that it is the style of instruction 
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that is causing the lack of motivation, but the fitness 
professionals should use this as an opportunity to tailor 
instruction and ask for feedback.  

Guideline 2: PeoPle have multiPle 
motives for involvement

As stated earlier, people have many different 
reasons for participating in exercise, including 
health factors, weight loss, improvement in fitness, 
social interaction, and feeling better. For example, 
a person may want to lose weight and also interact 
socially with other people who share the same goal. 
The fitness professional should keep in mind that 
some people may have competing motives, such as 
wanting to exercise after work and also wanting to 
spend time with family. Because each person will 
have different motives for participating in exercise, 
the health and fitness professional should be sure to 
ask why the individual is participating and revisit 
these motivations frequently. This will help clients 
stay on track toward goals and to adjust goals along 
the way. For example, an individual may have started 
an exercise program to improve his or her health but 
continues because of a social aspect of exercising.

Guideline 3: ChanGe the environment 
to enhanCe motivation

The hHealth and fitness professionals should be 
creative while keeping a safe environment for clients. 
They should make sure that they are not becoming 
stale as an exercise leader. The professional should 
continually be attending exercise classes taught 

by other instructors, observing other trainers, and 
taking part in continuing education modules. Fitness 
professionals can get new ideas for clients while 
observing the motivation of others around them.  

Guideline 4: Personal trainers 
Can influenCe motivation

Health and fitness professionals have a critical role 
in influencing participant motivation. At times the 
influence may be indirect, and the professional 
won’t even realize the importance of the actions. For 
example, being bubbly and energetic can be a form 
of positive reinforcement. However, if the fitness 
professional shows up to train clients and has had 
a bad day, although the professional may not say 
anything about it, clients will recognize that the 
trainer does not really want to be there. The key is to 
remember that actions can influence the motivational 
environment. Sometimes health and fitness 
professionals may need to act more upbeat than they 
feel. If that is not possible, they should inform clients 
that they are not quite themselves, so clients don’t 
misinterpret the behavior. It is important to remain 
focused on the client and not deviate to discussing 
personal issues.

 ■ rapport Building

Building a relationship with a client does not 
happen overnight, and the strategies used to build 
rapport with one person may not work with another. 
Understanding the supportive role that a health 
and fitness professional can have will help shape 

What’s Good for the Goose is not always Good for the Gander 
Clients have different needs and ideas about what is fun. Although the fitness professional may enjoy working 
out, the client might have other ideas. Health and fitness professionals should not be afraid to look outside the 

box to help clients succeed. They should ask clients what kind of activities they enjoy and incorporate them 
into the workout program. If a client likes to shop, the health and fitness professional can send him or her into 

the mall for a 30-minute power walk and shopping exercise session. If the client likes to dance, the professional 
can introduce the client to a local dance studio or dance aerobic class. The more the fitness professional 

helps clients find enjoyment, the more they will associate the fitness professional and exercise with fun.
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the relationship that develops. One psychological 
variable that may influence exercise behavior is 
social support (21). Social support refers to the 
supportive ways that different people behave in the 
social environment; more simply, it is the helpful 
resources provided by another person (22). Not 
only can the health and fitness professional provide 
support, but he or she should be aware of other 
sources of support. Social support for physical activity 
can be instrumental, informational, emotional, or 
appraisal (23). Instrumental support is a tangible 
aid or service, such as providing transportation to a 
fitness facility. Informational support is giving advice, 
suggestions, and information, such as telling someone 
about a community exercise program. Emotional 
support comes from empathy, love, trust, and caring, 
and can come from inquiring about how someone’s 
exercise program is going. Appraisal support refers 
to information that is useful for self-evaluation, 
and it could be in the form of encouragement or 
reinforcement for adopting an exercise behavior (23). 
Social support for physical activity refers to the ways 
others are helpful when it comes to reaching health 
and fitness goals. There are several types of social 
support, and social support can come from a variety 
of sources. 

soCial suPPort 
 ⦁ A network of relatives, friends, and professionals 

who provide positive feedback. 

 ⦁ The people in one’s life who provide emotional 
support. 

 ⦁ It consists of compliments on success, reminders 
when one deviates, and understanding when one 
is discouraged. 

 ⦁ The people in one’s life accepting no excuses, but 
helping to maintain motivation and commitment 
to exercise.

 ⦁ The people who encourage one to be a successful 
exerciser. 

 ⦁ It is emotional support and understanding as one 
struggles with a new lifestyle. 

soCial suPPort Can Come from

 ⦁ Fitness professionals

 ⦁ Spouse 

 ⦁ Family members 

 ⦁ Neighbors 

 ⦁ Close friends 

 ⦁ Coworkers 

 ⦁ Social contacts 

 ⦁ Members at church

 ⦁ Other clients with similar goals and experiences

as a Provider of soCial suPPort, the 
health and fitness Professional should

 ⦁ Give open and honest feedback concerning 
progress and efforts to exercise. 

 ⦁ Help people keep on track with an exercise habit. 

 ⦁ Help identify barriers to exercise and healthy eating.

 ⦁ Compliment efforts to exercise.

by helPinG someone establish a soCial 
suPPort netWork, he or she Will

 ⦁ Feel motivated to continue exercising.

 ⦁ Feel supported and cared for when experiencing 
a plateau. 

 ⦁ Feel good about himself or herself and the efforts 
being made.

 ⦁ Become more conscientious in efforts to exercise.

 ■ goal setting

Goal setting is often reduced to S.M.A.R.T. goals, which 
can be an effective tool, but greater care can be given 
to the goal-setting process. Goal setting is important 
in that a goal will help focus attention on a specific 
desired outcome. For quick and simple goal setting, 
the S.M.A.R.T. goals schema can be implemented. The 
following are some examples:
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Specific: A specific goal has a much greater chance of 
being accomplished than a general goal. Identify exactly 
what one wants to accomplish. For example, “I want to 
walk 10,000 steps a day for the next four weeks,” or “I 
want to lose 5 pounds in the next four weeks.”

Measurable: Establish criteria for measuring progress 
toward each goal set. To determine whether the goal is 
measurable, ask questions such as “How much?” “How 
many?” “How will I know when it is accomplished?” If 
the goal can’t be measured, it can’t be managed.

Attainable: When the most important goals are 
identified, the goal setter can begin to figure out ways 
to make them come true. A goal needs to be slightly 
challenging. For example, if a new client aims to run 
a marathon next month, this is not attainable, but 
walking two miles per day probably is. 

Realistic: Do not confuse realistic with easy. Realistic 
simply means that the goal is within the availability of 
resources, knowledge, and time.   

Time-oriented: Set a time frame for the goal: for next 
week, in three months, by the next birthday. Putting 
an end point on a goal gives a clear target to work 
toward. If a time is not set, the commitment is too 
vague. Without a time limit, there’s no urgency to start 
taking action now.

Another approach to goal setting is to identify specific 
types of goals, such as outcome goals, performance 
goals, or process goals (24). An outcome goal focuses 
on a tangible and specific goal related to the exercise 
program, such as losing a specified amount of weight 
in a specific amount of time. A performance goal 
would be focusing on achieving a certain standard 
independently of what others can achieve, such as 
walking on a treadmill for 30 minutes. Process goals 
are goals that focus on actions during a performance so 
that the actions are performed well. An example would 
be keeping the knees aligned with the toes during a 
squat. Along with setting goals, they should be written 
down, and a strategic plan should be developed that 
will help one achieve goals (25). The health and fitness 
professional should be involved in the goal-setting 

process and remain just as involved in the evaluation 
of goals by providing honest and objective feedback 
on progress.

Barriers to Exercise

One key to long-term exercise adherence is the ability 
to identify and overcome barriers to exercise. Perceived 
barriers will vary among individuals, but one of the 
reasons that people struggle to reach their health 
and fitness goals is an underestimation of barriers, 
which can create a discrepancy between intention 
and behavior (26). This can leave a person feeling 
frustrated and defeated, and can lead to dropping out 
of an exercise program. The following are common 
barriers to exercise and some tips on helping clients to 
overcome them.

Not enough time to exercise: This is one of the most 
common barriers to exercise, but the bottom line is that 
we all have the same 24 hours in each day, and regular 
exercisers consistently make time to be active. If a 
client cannot find an extra 30 minutes in a day, then the 
client should try to walk for 5-10 minutes several times 

Clients have always used time as an excuse to 
skip a workout session. We know this isn’t a good 

excuse, but until clients know, the excuse will remain 
a barrier. Here are a few ways health and fitness 

professionals can get them over the time crunch.

If they have kids, ask them to set aside 30 
minutes to play with them in the yard or in 
the house. A fun game of tag or catch can 

start the client on the road to exercise.

If they like a particular TV show at night, ask them 
to march in front of the TV and do sit-ups during 

commercials. This way they won’t miss their 
shows, and they can squeeze in some exercise.

Remind your client that if they have time for TV 
and their kids, then they have time to move.
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a day. Schedule exercise into the day, and keep it as a 
person would an important meeting. Making exercise 
a daily priority will help clients find the time. Also, 
clients should choose activities that they enjoy and that 
are convenient. 

Lack of energy: Keep in mind that fatigue is often 
self-induced through busy work schedules and daily 
stresses. Exercise can actually decrease stress and 
make clients feel more energized. If they are feeling 
sluggish, then they can take a brisk walk. This might 
be the jump-start that they need. Also, if clients are 
too tired after work, they should try to exercise in the 
morning before the day gets too hectic.

Family and friends don’t exercise: Clients should 
remind family and friends about the benefits of physical 
activity, that this is important, and they should invite 
them to exercise. Clients should find activities that they 
can do with other people, such as walking at lunch with 
coworkers or after work with neighbors. Remember 
that having someone to exercise with is not essential.

Boredom or lack of enjoyment: It is important to 
keep physical activity fun and enjoyable. Clients should 
identify a variety of activities that they enjoy so that 
they have options. They should vary their routine by 
exercising at different times of day, or by walking in 
different locations, such as a park or a shopping mall.

Summary

When it comes to the psychology of the weight loss 
client, the role of the health and fitness professional 
is one of encouragement and support. It is important 
to demonstrate exceptional communication skills, 
assist the client with goal setting, strategize with 
the client to reach goals, and provide a supportive 
environment. At no time should a personal trainer 
attempt to diagnose or counsel a client who has 
depressive symptoms, disordered eating, or other 
clinical challenges. By maintaining professional and 
appropriate boundaries with clients, the health and 
fitness professional can be an instrumental part of the 
overall lifestyle change.  

References
1. Robertson N, Vohora R. Fitness vs. fatness: Implicit bias towards obesity among 

fitness professionals and regular exercisers. Psychol Sport Exerc. 2008;9(4):547-
557.

2. Puhl RM,  Brownell KD. Confronting and coping with weight stigma; an 
investigation of overweight and obese adults. Obesity. 2006;14(10):1802-1815.

3. Sikorski C, Riedel C, Luppa M, et al. Perception of overweight and obesity from 
different angles: a qualitative study. Scand J Public Health. 2012;40(3):271-277.

4. Brytek-Matera A. Body image among obese women: consequences and degree 
of body dissatisfaction, relationship with low self-esteem and coping strategies. 
Psychiatria Polska. 2010;44(2):267-275.

5. Gavin AR, Simon GE, Ludman EJ. The association between obesity, depression, 
and educational attainment in women: the mediating role of body image 
dissatisfaction. Journal of Psychosomatic Research. 2010;69(6):573-581.

6. McAuley E, Mihalko SL, Bane SM. Exercise and self-esteem in middle-aged adults: 
mulitdimensional relationships and physical fitness and self-efficacy influences. J 
Behav Med. 1997;20(1):67-83.

7. Levy SS, Ebbeck V. The exercise and self-esteem model in adult women: the 
inclusion of physical acceptance. Psychol Sport Exerc. 2005;6:571-584.

8. Sonstroem RJ, Morgan WP. Exercise and self-esteem: rationale and model. Med Sci 
Sports Exerc. 1989;21:329-337.

9. Marcus BH, Dubbert PM, King AC, Pinto BM. Physical activity in women: Current 
status and future directions, in The psychology of women’s health: Progress and 
challenges in research and application 1995, American Psychological Association: 
Washington, D.C. p. 349-379.

10. Weinberg RS, Gould D. Self-Confidence, in Foundations of Sport & Exercise 
Psychology 2011, Human Kinetics: Champaign, Il. p. 319-342.

11. Bandura A. Social foundations of thought and action: a social cognitive theory1986, 
Englewood Cliffs, NJ: Prentice Hall.

12. Golden NH. A review of the female athlete triad (amenorrhea, osteoporosis and 
disordered eating. Int J Adolesc Med Health, 2002.14(1):9-17.

13. Nattiv A, Loucks A, Manore M, Sanborn C, Sundgot-Borgen J, Warren M. American 
College of Sports Medicine position stand. The female athlete triad. Med Sci Sports 
Exerc. 2007;39(10):1867-1882.

14. Kazis K, Iglesias E. The female athlete triad. Adolescent Medicine. 2003;14(1):87-95.

15. Beals KA, Brey RA, Gonyou JB. Understanding the female athlete triad: 
eating disorders, ammenorrhea, and osteoporosis. Journal of School Health. 
1999;69(8):337-340.

16. Hill JO, Kriketos AD, Peters JC. Disturbances of Energy Balance, in Biochemical and 
Physiological Aspects of Human Nutrition 2000, W.B. Saunders Co.: Philadelphia, 
PA. p. 439-453.

17. Anshel MH. Applied exercise psychology: a practitioner’s guide to improving client 
health and fitness. 1st ed2006, New York, NY: Springer Publishing Company.

18. Weinberg R, Gould D. Communication, in Foundations of sport & exercise 
psychology 2011, Human Kinetics: Champaign, Il. p. 225-244.

19. Martens R. Science, knowledge and sport psychology. Sport Psychologist. 1987;1:29-
55.

20. Weinberg RS, Gould D. Motivation, in Foundations of Sport and Exercise Psychology 
2011, Human Kinetics: Champaign, IL. p. 51-76.

21. Molloy GJ, Dixon D, Hamer M, Sniehotta FF. Social support and regular physical 
activity: does planning mediate this link? Br J Health Psychol. 2010;15(4):859-870.

22. Helgeson VS. Social support and quality of life. Qual Life Res. 
2003;12(Suppl.1):25-31.

23. Eyler AA, Brownson RC, Donatelle RJ, King AC, Brown D, Sallis JF. Physical 
activity social support and middle- and older-aged minority women: Results from a 
US survey. Soc Sci Med. 1999;49:781-789.

24. Weinberg R, Gould D. Goal Setting, in Foundations of Sport and Exercise Psychology 
2011, Human Kinetics: Champaign, IL. p. 343-362.

25. Weinberg RS, Gould D. Goal setting, in Foundations of sport and exercise psychology 
2007, Human Kinetics: Champaign, Il. p. 346-364.

26. DiBonaventura M, Chapman GB. The effect of barrier underestimation on weight 
management and exercise change. Psychology, Health & Medicine. 2008;13(1):111-
122.


