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ABSTRACT 
AIMS: Kia Ākina is a low-cost obesity recovery network providing ongoing addiction-orientated 
psychosocial support. This study explored the impact of Kia Ākina when added to the Green Prescription, a 
key government-funded health promotion programme in New Zealand. 

METHODS: A randomised controlled trial (ACTRN12613001160729) involving 108 participants recruited 
from primary care compared Green Prescription plus Kia Ākina (KA/GRx) with Green Prescription alone 
(GRx) over 12 months. The primary a priori outcome measure was achieving 5% loss of weight from baseline.

RESULTS: KA/GRx participants lost more weight overall than GRx (3.6kg vs 0.7kg, p=0.03), while 39% of the 
GRx group gained weight compared with 21% of KA/GRx (p=0.04). However, KA/GRx and GRx had similar 
proportions with weight loss of 5% or greater (20% vs 17%, p=0.62). KA/GRx participants had greater 
changes in confidence about recovery (p=0.02), and quality of life measures (p=0.03) and greater overall 
satisfaction with assistance received (p<0.001) compared with GRx participants.

CONCLUSIONS: Psychosocial support provided through Kia Ākina enhanced treatment outcomes for 
people with obesity at 12 months when added to GRx, although weight-loss outcomes were modest. Before 
Kia Ākina is expanded, improved weight-loss outcomes are required, which may be achieved through 
individualised assessment and targeted dietary assistance.

The global increase in people with obe-
sity1 is well represented in New Zea-
land where obesity rates have sharply 

increased over the past 30 years so that over 
30% of the general population 15 years and 
above are now obese.2 

While governments across the world 
struggle with this epidemic,3 a fundamental 
challenge for health care systems is how 
to assist the thousands of people who now 
suffer from obesity.

Despite decades of research and formu-
lation of weight-loss guidelines4–6 long-term 
non-surgical treatment outcomes for obesity 
remain disappointing.7,8 Even achieving 
the minimal permanent weight loss of 5% 
required to produce clinically signifi cant 
improvements has proved too diffi  cult for 
the majority.9,10 Nevertheless, metabolic 
benefi ts can occur with healthy nutrition and 

increased physical activity in the absence of 
signifi cant weight loss.11

Primary care is a setting widely recognised 
as the most appropriate for the treatment 
of obesity and associated health conditions. 
However, the effectiveness of interven-
tions by generalist health professionals and 
counselling by physicians is questionable.12,13 
Lack of training, time and infrastructural 
support plus cynicism about treatment 
effectiveness have been identifi ed as factors 
undermining physicians’ effectiveness.14 

The Green Prescription has been demon-
strated to be an inexpensive intervention 
for increasing activity in sedentary people15 
and is a key government-funded programme 
for assisting people with a range of chronic 
conditions, including obesity, to improve 
their health primarily through increasing 
physical activity.16 The most common 
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referrals are people who are overweight. 
This strategy is supported by evidence that 
exercise alone can be effective in weight 
reduction,17 and that, even when no weight 
loss occurs, exercise will improve general 
health as refl ected in the reduction of 
cardiovascular disease risk factors.

Research on the role of addictive processes 
in obesity has been accelerating in recent 
years, and the use of addiction methods and 
therapies in assisting people with obesity is 
gaining traction.18,19 

Kia Ākina (“be encouraged and supported”) 
is an evolving obesity recovery network that 
emerged out of a study comparing Weight 
Watchers and Overeaters Anonymous. The 
study identifi ed the need for a group-based 
addiction treatment programme for people 
with obesity wanting to lose weight, that 
provided ongoing support, was fi nancially 
accessible and “non-religious”.22 Kia Ākina 
provides ongoing psychosocial support 
incorporating addiction and standard 
weight-loss strategies, encourages self-dis-
covery and focuses on weight-loss based on 
a sustainable new recovery lifestyle. 

Weight loss is the primary outcome 
measure in clinical studies of obesity.10 
However, at times this focus has been to the 
exclusion of broader personal functioning 
measures, including quality of life data, 
limiting the overall clinical and life signifi -
cance of weight-loss results.20 

This study aimed to investigate whether 
psychosocial support provided by Kia 
Ākina enhances the weight-loss and other 
outcomes from the Green Prescription 
programme within New Zealand primary 
care services. 

Methods 
The design was a parallel two-group, 

randomised controlled trial comparing 
Green Prescription plus Kia Ākina (KA/
GRx) with Green Prescription alone (GRx) 
for people with obesity (BMI >30) (kg/m2), 
recruited during a routine primary care 
consultation.

The Green Prescription was provided 
by the GP before the GP or practice nurse 
obtained formal consent for the study, 
undertook BMI measurement and conducted 
a baseline physical fi tness test. Contact 
details of each recruited participant were 

then relayed to a National Addiction Centre 
researcher (RS) who arranged for baseline 
self-report measures to be completed via 
an online questionnaire. Randomisation to 
one of the two treatment groups (KA/GRx or 
GRx) occurred once these on-line measures 
were completed. 

Randomisation involved a computer-gen-
erated random allocation sequence (1:1), 
stratifi ed for gender and primary care 
venue, independent of the study’s clinicians.

Participants in the KA/GRx arm were 
invited to attend an introductory Kia Ākina 
workshop. Both treatment groups were 
actively encouraged by their primary 
care physician and practice nurse to 
become involved in the Green Prescription 
opportunities. 

The study was registered with 
the Australian and New Zealand 
Clinical Trials Registry (ANZCTR) (ID: 
ACTRN12613001160729). Ethics approval 
was given by the Southern Health and 
Disabilities Ethics Committee (Ref: 13/
STH/151).

Sample
One hundred and fi fty-nine patients were 

screened during 2013/2014 in four geograph-
ically separate (North, South, West, North/
West) general primary care venues in Christ-
church, New Zealand. Inclusion criteria 
were: 23–65 years old, not currently involved 
in other weight loss programmes, with no 
current signifi cant medical condition or 
undergoing medical treatment likely to 
signifi cantly affect weight, or which would 
make weight loss or dietary restriction 
contraindicated. Fifty-one patients were 
excluded (11 did not meet inclusion criteria, 
37 declined to participate and three for 
reasons unknown). The remaining 108 were 
recruited for the study, and randomised into 
the two groups. The percentage of men who 
were screened in but declined to participate 
(23%) was signifi cantly higher than the 
percentage of men who subsequently partici-
pated in the study (9%), p<0.01.

Interventions
The Green Prescription primarily 

provides free consultations with a qual-
ifi ed and experienced physical activity 
coach who helps to support each person to 
discover suitable physical activity options in 
their community. Each participant also has 
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the opportunity to try a range of activities 
in a supported environment, discuss topics 
that support a healthy lifestyle, establish a 
plan of activity suited to meet individual 
need and be supported by other partici-
pants and Green Prescription staff. During 
the time of the study, the Green Prescription 
programme in Canterbury underwent a 
widening of scope from a primary focus on 
physical activity to incorporate instruction 
about healthy food and eating behaviour. 
An eating programme “Appetite for Life”,22 
group support and education sessions about 
healthy living, as well as text and email 
encouragement were added.

Kia Ākina is an obesity recovery network 
which utilises six standard addiction 
treatment strategies: permanent life-style 
change;23 safe non-stigmatising venue;24 

motivational enhancement principles;25 
abstinence-based food-rules;26 harm 
reduction27 and care of long-term medical 
conditions;28 and self-help recovery group 
processes. Kia Ākina primarily provides 
ongoing psychosocial support, but is 
grounded in traditional evidenced-based 
approaches to weight loss, involving a 
combination of Food/diet modifi cation, 
increased physical Activity and Behavioural 
strategies, termed the FAB approach.4

Participants are encouraged to set 
personal weight loss goals, either on their 
own or in interaction with the network, 
select from a range of options to be involved 
in and work at their own pace. The options 
include face to face meetings—six monthly 
workshops (two hours each) and weekly 
facilitated group discussion meetings (one 
hour), with topics determined by partici-
pants—an ongoing email discussion group 
based on a weekly email message addressing 
one of fi ve key principles (Take Control, Get 
Active, Eat Well, Persist, Enjoy Life),29 a daily 
text buddy system and regular motivational 
text messages. 

A list of 50 energy-dense, nutrient-poor 
foods high in fat, sugar and/or containing 
alcohol, has been developed;30 referred to as 
the NEEDNT Food List (Non-Essential, Ener-
gy-Dense, Nutritionally-defi cienT). This list 
provides a starting point for participants to 
identify problematic foods to work on.

Measures
The primary a priori outcome was a 

5% reduction in weight at 12 months or 

not. Additional weight measures included 
12-month total weight loss, % weight loss 
and % excess weight loss (%EWL) using a 
BMI of 29 as the target weight. Secondary 
measures included: physical fi tness using 
the 2-minute step in place test (Step 
Test)31 combined with heart recovery 
rate at 1 minute (HRR1)32, 33 the Kessler 10 
Psychological Distress Scale (K10);34 two 
Likert scales (0–10 scale) measuring the 
two central constructs of readiness for 
change25—the importance of change to the 
individual and confi dence that change is 
possible; and a quality of life questionnaire, 
WHOQOL-BREF.35

Following initial baseline assessment, the 
practice nurse completed three-monthly 
weight (digital scales) and six-monthly 
physical fi tness measures. The Step Test 
measures the number of steps a participant 
achieves in 2 minutes—right knee raised 
above a set level to achieve one step. HRR1 
is calculated as the heart rate immediately 
at the end of the Step Test minus the heart 
rate one minute later. In addition to demo-
graphic, weight-loss and substance use 
questions at baseline, the other measures 
were completed on-line at baseline, six- and 
12-months. 

Likert scales (ranging 1–7) were adminis-
tered six-monthly to check the total amount 
of food advice given by the GP and practice 
nurse. The Communication, Comfort and 
Rapport subscales of the Medical Interview 
Satisfaction Scale36 measuring the quality of 
the therapeutic relationships were adminis-
tered online six-monthly.

Finally, acceptability of adding Kia Ākina 
to the Green Prescription was assessed 
through a measure of overall satisfaction of 
assistance received using a 5-point Likert 
Scale (1. Very Satisfi ed–5. Very Unsatisfi ed).

Statistical analysis
The primary analyses of weight changes at 

12 months were undertaken on an intention 
to treat basis, with missing weight-loss 
data imputed from 12-month group means. 
Secondary sensitivity analyses were under-
taken on those who remained in the KA/
GRx or GRx groups at 12 months. T-tests 
and chi-square tests were undertaken to 
compare outcomes where appropriate, with 
comparisons summarised as odds ratios and 
effect sizes (Cohen d). 

ARTICLE



47 NZMJ 17 February 2017, Vol 130 No 1450
ISSN 1175-8716                 © NZMA
www.nzma.org.nz/journal

Power analysis
The primary outcome was a 5% reduction 

in weight at 12 months from baseline. It was 
estimated 25% of experimental participants 
(KA/GRx arm) would achieve this goal at 
12 months based on preliminary Kia Ākina 
data, compared with 5% of controls (GRx) 
as anticipated from exercise programmes.37 
Using a two-tailed alpha of 0.05, there was 
80% power to detect this difference between 
experimental (KA/GRx) and control (GRx) 
participants, with a sample size of 49 partici-
pants in each group.

Results
Table 1 outlines baseline demographic, 

substance use and weight characteristics of 
the sample. 

The mean number of formal previous 
attempts at weight loss was 2.2 (range=0–8). 
The four most common methods were, in 
order, Weight Watchers, prescribed diet 
pills, Jenny Craig and the Atkins Diet. 

Over the course of the study 18 partici-
pants formally withdrew, nine from each 
treatment group, and a further 13 partic-

Table 1: Demographic, substance and weight characteristics of the sample (n=108), and by treatment 
groups (n=54 each).

 
Total

 
(sd)

 
KA/GRx

 
(sd)

 
GRx

 
(sd)

Current age (years):
Baseline weight (kg):
Baseline BMI (kg/m2):
Weight age 20 years (kg):
Age first obese (years):
Highest weight ever (kg):

43.7
111.2
40.9
79.5
26.1
118.0

(10.9)
(21.4)
(7.1)
(18.7)
(11.3)
(23.9)

45.1
111.6
41.0
79.3
26.1
120.0

(10.9)
(21.2)
(7.0)
(18.1)
(11.2)
(25.3)

42.4
110.8
40.8
79.7
26.1
115.9

(10.9)
(21.9)
(7.3)
(19.4)
(11.5)
(22.4)

Female: 91 (84%) 45 (83%) 46 (85%)

Ethnicity:
 Pākehā (NZ European)
 Māori/Pacific
 Other

74
13
21

(69%)
(12%)
(19%)

38
6
10

(70%)
(11%)
(19%)

36
7
11

(67%)
(13%)
(20%)

Marital Status:
 Single
 Married/defacto
 Separated/divorced

28
71
9

(26%)
(66%)
(8%)

14
33
7

(26%)
(61%)
(13%)

14
38
2

(26%)
(70%)
(4%)

Highest level of education:
 Secondary
 Tertiary

37
71

(34%)
(66%)

16
38

(30%)
(70%)

21
33

(39%)
(61%)

Main source of income: (n=103)
 Full-time employment
 Part-time employment
 Government benefit
 Supported by partner
 Other

51
19
17
14
2

(48%)
(18%)
(16%)
(13%)
(2%)

27
8
6
6
2

(51%)
(15%)
(11%)
(11%)
(4%)

24
11
11
8
0

(44%)
(20%)
(20%)
(15%)
(0%)

Smoking status: (n=107)
 Never smoked daily
 Non-smoker
 Current smoker

64
34
9

(60%)
(32%)
(8%)

32
15
7

(59%)
(28%)
(13%)

32
19
2

(60%)
(36%)
(4%)

Drinking status: (n=107)
 Never
 Ex-drinker
 Less than once a week
 1–2x/week
 3–4x/week
 5+x/week

15
4
51
24
5
8

(14%)
(4%)
(48%)
(22%)
(5%)
(7%)

7
2
23
11
3
7

(13%)
(4%)
(43%)
(21%)
(6%)
(13%)

8
2
28
13
2
1

(15%)
(4%)
(52%)
(24%)
(4%)
(2%)
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ipants were not available for follow-up at 
12 months, seven from KA and six from 
GRx. This left 77 participants from whom 
complete data at 12 months were obtained 
(71% follow-up rate). There was no signif-
icant difference between the two treatment 
groups (Chi square=0.21, df=1, p=0.64) 
in terms of the overall percentage who 
withdrew or were lost to follow-up.

At 12-month follow-up, home weight 
measurements using digital scales were 
obtained from an additional seven partic-
ipants from whom secondary follow-up 
measures were not completed (three from 
KA/GRx, four from GRx). This resulted in 84 

participants followed up for weight (75% 
follow-up rate). 

Weight loss 
Weight change at 12 months varied consid-

erably across the total sample from 10.5kg 
gained to 21.0kg lost. 

Weight loss data were categorised into six 
clinically meaningful groups,10 as seen in 
Table 2. 11/54 (20%) of KA/GRx had a weight 
loss of 5% or greater compared with 9/54 
(17%) in GRx (p=0.62, OR=0.78 (0.30, 2.07)). 
21/54 (39%) of the GRx group gained weight 
compared with 11/54 (21%) of the KA/GRx 
group (p=0.04, OR=2.49 (1.05, 5.88)). 

Table 3: Comparison of weight outcome measures between participants in the KA/GRx vs GRx groups for both those fol-
lowed up (n=84) and the full sample (imputed) (n=108).

Total (sd) KA/GRx (sd) GRx (sd) t p D

Baseline weight (n=84) 112.5 (22.3) 112.3 (21.5) 112.7 (23.1)

12-month weight 110.4 (22.5) 108.6 (20.9) 112.0 (24.0)

Weight loss (kg) 2.1 (6.2) 3.6 (6.5) 0.7 (5.6) 2.15 0.03 0.48

% Weight loss 1.9 (5.3) 3.1 (5.5) 0.7 (4.9) 2.15 0.03 0.46

% Excess weight loss 8.7 (28.5) 14.0 (33.1) 3.7 (22.6) 1.68 0.09 0.36

Baseline weight (n=108) 111.2 (21.4) 111.6 (21.2) 110.8 (21.9)

12-month weight 109.0 (21.5) 108.0 (20.6) 110.0 (22.6)

Weight loss (kg) 2.2 (5.5) 3.6 (5.7) 0.7 (5.0) 2.79 0.006 0.54

% Weight loss 1.9 (4.7) 3.2 (4.8) 0.7 (4.4) 2.84 0.005 0.54

% Excess weight loss 9.3 (25.6) 14.6 (29.3) 4.1 (20.2) 2.17 0.03 0.42

Table 2: Distribution of participants according to the two treatment groups (KA/GRx vs GRx) across six 
weight loss categories at 12 months follow-up, for both those followed up (n=84) and the full imputed 
sample (n=108).

Full sample (imputed) (n=108) Completed follow-up (n=84)

OUTCOME KA/GRx GRx KA/GRx GRx

10+% weight loss 5 (9%) 2 (4%) 5 (12%) 2 (5%)

5.0–9.9% weight loss 6 (11%) 7 (13%) 6 (15%) 7 (16%)

0.0–4.9% weight loss 32 (59%) 24 (44%) 19 (46%) 13 (30%)

0.1–4.9% weight gain 8 (15%) 18 (33%) 8 (20%) 18 (42%)

5.0–9.9% weight gain 3 (6%) 3 (6%) 3 (7%) 3 (7%)

10+% weight gain 0 (0%) 0 (0%) 0 (0%) 0 (0%)

54 54 41 43
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Table 4: Comparison of secondary outcome measures between KA/GRx vs GRx participants at 12-month 
follow-up (n=68-81).

Total (sd) KA/GRx (sd) GRx (sd) t p d

PHYSICAL FITNESS (n=68)
Baseline steps
12-month steps
Change steps

80.1
94.6
14.4

(20.0)
(24.3)
(17.1)

80.5
94.2
13.7

(18.7)
(27.3)
(18.3)

79.8
94.8
15.0

(21.2)
(21.9)
(16.3) 0.31 0.76 0.08

Baseline HRR1
12-month HRR1
Change HRR1

26.8
31.7
4.9

(12.2)
(14.4)
(14.6)

26.5
31.2
4.7

(13.7)
(14.9)
(15.3)

27.1
32.1
5.0

(11.1)
(14.3)
(15.2) 0.09 0.93 0.02

PSYCHOLOGICAL DISTRESS 
(n=81)
Baseline K10 score
12m K10 score
Change K10 score

21.9
18.5
3.3

(7.3)
(6.4)
(6.2)

20.8
16.8
4.0

(7.3)
(4.4)
(6.5)

22.8
20.0
2.7

(7.2)
(7.5)
(4.0) 0.92 0.36 0.21

READINESS TO CHANGE 
(n=81)
Baseline importance
12m importance
Change importance

10.1
9.7
0.4

(1.6)
(1.8)
(1.5)

9.9
9.5
0.4

(1.7)
(1.8)
(1.5)

10.2
9.8
0.4

(1.4)
(1.8)
(1.5) 0.01 0.99 0.00

Baseline confidence
12m confidence
Change confidence

7.0
7.0
0.0

(2.5)
(2.6)
(2.8)

7.0
7.8
0.8

(2.6)
(2.8)
(2.8)

6.9
6.3
0.7

(2.6)
(2.6)
(2.6) 2.41 0.02 0.56

QUALITY OF LIFE (n=81)
Baseline physical health
12m physical health
Change physical health

51.2
66.4
15.2

(9.9)
(17.3)
(15.8)

51.3
66.1
14.8

(10.8)
(18.6)
(16.5)

51.1
66.6
15.5

(9.1)
(16.3)
(15.4) 0.19 0.85 0.04

Baseline psychological
12m psychological
Change psychological

49.9
58.3
8.5

(12.9)
(19.1)
(14.6)

49.3
61.0
11.6

(12.1)
(17.7)
(13.0)

50.3
56.0
5.7

(13.6)
(20.2)
(15.4) 1.86 0.07 0.41

Baseline relationships
12m relationships
Change relationships

57.7
62.0
4.3

(20.7)
(19.7)
(16.4)

60.3
65.1
4.8

(22.8)
(17.5)
(19.0)

55.4
59.3
3.9

(18.5)
(21.3)
(14.0) 0.26 0.80 0.05

Baseline environment
12m environment
Change environment

65.6
68.6
3.0

(14.6)
(14.0)
(12.1)

66.5
72.9
6.4

(16.2)
(13.4)
(11.0)

64.8
64.8
0.0

(13.2)
(13.5)
(12.4) 2.44 0.02 0.55

Baseline percep QOL
12m percep QOL
Change percep QOL

66.6
71.9
5.3

(25.8)
(20.8)
(23.1)

60.8
72.3
11.5

(29.8)
(21.1)
(20.9)

71.5
71.5
 0.0

(20.8)
(20.8)
(23.8) 2.28 0.03 0.51

Baseline percep Health
12m percep Health
Change percep Health

30.2
43.8
13.6

(22.3)
(24.9)
(27.7)

30.3
47.4
17.1

(25.4)
(23.8)
(31.4)

30.2
40.7
10.5

(19.3)
(25.6)
(23.9) 1.08 0.28 0.24

OVERALL SATISFACTION 
OF ASSISTANCE RECEIVED 
(n=79)

2.4 (1.1) 1.8 (1.0) 2.9 (1.0) 4.96 <0.001 1.10
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KA/GRx participants lost more weight than 
GRx participants (3.6kg vs 0.7kg, p=0.006, 
n=108), which translated into signifi cantly 
greater % weight loss and %EWL (Table 3).

Secondary measures
There were no signifi cant differences 

between KA/GRx and GRx participants in the 
change to 12 months for the two physical 
fi tness measures or psychological distress 
measure, although these improved from 
baseline across the whole sample (Table 4). 

There was no difference between KA/
GRx and GRx participants in terms of the 
change to 12 months in perceived impor-
tance of recovery, but there was a signifi cant 
difference between the two groups in the 
change in confi dence for recovery. KA/GRx 
participants increased in confi dence over 
the 12 months (7.0 to 7.8), whereas GRx 
participants’ confi dence decreased (6.9 to 
6.3) (p=0.02, d=0.56). 

The WHOQOL-BREF measures quality of 
life (QOL) on six domains: Physical Health, 
Psychological Health, Relationships, Envi-
ronment, Overall Perception of QOL and 
Overall Perception of Health, each scored as 
a percentage. There were signifi cant quality 
of life improvements for KA/GRx partici-
pants compared with GRx for Environment 
(p=0.02, d=0.55) and Overall Perception of 
QOL (p=0.03, d=0.51), and some indication 
of a differential advantage to KA/GRx in 
terms of Psychological Health (p=0.07, 
d=0.41). There were signifi cant quality of 
life improvements for the whole sample for 
each of the six domains, with medium to 
very large effect sizes detected for Physical 
Health (p<0.001, d=1.08), Psychological 
Health (p<0.001, d=0.52) and Perception of 
Health (p<0.001, d=0.58). 

Participants (n=79) reported high overall 
satisfaction with the assistance received 
over the 12 months. The total mean score 
on the 5-point Likert scale was 2.4. KA/
GRx participants scored signifi cantly more 
satisfaction than GRx participants (1.8 vs 
2.9, p<0.001, d=1.10). Eighty-nine percent of 
KA/GRx participants said they were either 
satisfi ed or very satisfi ed compared with 
28% of GRx participants (p<0.001, OR=20.7 
(6.0, 71.0)).

Threats to validity 
There were no differences between KA/

GRx and GRx participants in terms of the 

measures of quality of therapeutic rela-
tionships with GP and practice nurse at six 
months and 12 months. However, at six 
months, GRx participants reported their 
GP talking with them more about the types 
of food to eat (p=0.047, d=0.47) and how 
much to eat (p=0.063, d=0.43). Following this 
fi nding, GP and practice nurse colleagues 
at the four primary care venues were 
reminded about the importance of clinical 
equipoise with study participants. The 
12-month check revealed no signifi cant 
differences in these two questions (p=0.67, 
d=0.09 and p=0.28, d=0.24 respectively) or 
any others.

Discussion
This randomised controlled trial aimed to 

investigate the impact of adding Kia Ākina, 
a novel addiction-orientated weight-loss 
programme providing ongoing psycho-
social support to the Green Prescription. 
The overall 25% drop-out rate at 12-months 
compared well with other obesity studies.38,39 

KA/GRx participants lost more weight 
overall (3.6kg) than GRx (0.7kg). However, 
the two groups were not differentiated 
according to the primary a priori outcome 
measure, 5% loss of weight from baseline. 
The GRx group, with its widened scope 
involving eating advice as well as exercise 
coaching, was over three times more 
effective than anticipated (17% cf 5% esti-
mated), whereas the KA/GRx group was a 
little less effective than was predicted (20% 
cf 25% estimated) in terms of 5% weight-loss 
from baseline. 

The 12-month weight loss of 3.6kg in KA/
GRx participants compares well with the 
3.0kg weight loss found in an independent 
study of Weight Watchers, the most prom-
inent commercial weight-loss programme in 
New Zealand.40 

One in fi ve of the KA/GRx group and one 
in six of the GRx group achieved a 5% weight 
loss in this 12-month study. This contrasts 
favourably with the estimated natural 
history in the US population of one in eight 
and one in seven morbidly obese men and 
women who achieve this annually.41 

The odds of gaining weight in the KA/GRx 
group were two and a half times less than 
in the GRx group, suggesting the addition of 
Kia Ākina may be most helpful at reducing 
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an ongoing progression of obesity at the 
harder-to-treat end of the obesity spectrum. 

The further advantages for KA/GRx in 
increasing confi dence about recovery and 
enhancing aspects of quality-of-life suggest 
the additional content of Kia Ākina has 
some impact on improving participants’ 
life functioning and providing hope for 
future recovery from obesity. These are 
elements consistent with a contemporary 
addiction treatment orientation; ie concern 
with broader life functioning than simply 
whether there has been a cessation of 
addictive behaviour.42 

Five of the six strategies underpinning 
Kia Ākina—permanent lifestyle change, 
safe non-stigmatising venue, motivational 
enhancement, long-term harm reduction 
and recovery group process—are standard 
addiction treatment strategies, but not 
unique to addiction treatment. The one 
unique strategy, abstinence rules for 
NEEDNT food,30 is different to the tradi-
tional moderation approach in obesity 
treatment,43,44 although is unlikely to be 
a single factor underlying Kia Ākina’s 
apparent effectiveness. 

Strengths of this study were its real-life 
setting, procedures involving routine 
primary care consultations, ensuring 
the main outcome measures (weight and 
fi tness) were obtained during routine care 
and the use of a comprehensive outcome 
measurement package.21 

An important limitation was the relatively 
short follow-up period of 12-months, which 
precludes any defi nitive conclusion about 
Kia Ākina being an effective weight-loss 
addition to the Green Prescription in obesity. 
Kia Ākina is continuing to run as a recovery 
network, emphasising the importance of 
ongoing recovery work while enjoying life 
now, and providing the necessary support 
for maintenance of weight-loss,45 making 
positive longer-term outcomes a possibility. 
A further limitation was the relative lack of 
men in the study brought about in part by 
signifi cantly more men declining to partic-
ipate following being screened in. While 

there is little evidence that effective weight 
loss strategies are different between men 
and women,46 there is a growing literature 
on specifi c needs for men in weight-loss 
programmes.47 Further research is needed to 
determine whether Kia Ākina is inherently 
less appealing to men than women. 

The positive results found for KA/
GRx participants indicate that Kia Ākina 
has promise as an addition to the Green 
Prescription, especially when more psycho-
social support is required, although 
weight-loss outcomes at 12-months were 
modest. Nevertheless, the high satisfaction 
rating by KA/GRx participants compared 
with GRx participants indicates the Kia 
Ākina programme is providing participants 
with something important and of value. 
However, before expanding the programme 
there are three challenges: 

1. To better understand what it is that is 
valued by participants. For instance, is 
it the existence of a safe place among 
peers to feel accepted and supported, 
or is it the provision of hope that 
longer-term recovery is possible?

2. To undertake longer follow-up of 
participants in order to investigate 
whether positive outcomes are 
obtained over time; and

3. To explore enhancement of Kia Ākina 
in order to improve the weight-loss 
outcomes while maintaining partic-
ipants’ high satisfaction with the 
programme. These developments 
could include clinical assessment, 
tailoring approaches to the type of 
obesity and providing individualised 
dietary assistance. These additions 
would move Kia Ākina away from 
being a low-cost recovery network 
towards functioning more as a 
specialist obesity clinic. However, 
these two orientations could feasibly 
be combined in a service utilising the 
best dietary approaches available 
while continuing a peer-based 
recovery network.
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