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Background: TeWorld Health Organization estimates that more than 500 million people will be afected by diseases related to
physical inactivity in the next decade. Individuals with overweight or obesity are particularly vulnerable, making exercise ad-
herence a critical public health concern.Tis review aimed to evaluate the efcacy of interventions designed to improve adherence
to exercise in this population.
Methods: A systematic search was conducted in MEDLINE, Embase, Virtual Health Library, Cochrane Library, and
SPORTDiscus. Two independent researchers performed screening, data extraction, and synthesis of studies including adults aged
18–59 years with overweight or obesity. Eligible interventions lasted at least 12weeks, included a control group, and reported
adherence-related outcomes. Methodological quality was assessed using the Cochrane Risk of Bias tool. When possible, meta-
analysis was performed.
Results: Seventeen studies met the inclusion criteria. Group-based programs and interventions supervised by trained pro-
fessionals were consistently associated with higher adherence. Factors, such as body weight, exercise frequency, session duration,
intensity, and type of intervention, showed no consistent infuence. However, most studies presented a moderate to high risk
of bias.
Conclusion:Group and supervised interventions appear efective in improving exercise adherence among adults with overweight
or obesity, but further high-quality studies are needed.

Keywords: accession; adherence; obesity; overweight; physical exercises

1. Introduction

Physical activity in the early days of humanity was essential
for survival; today, however, it has become a matter of
choice. Humans now have the option of not being physically
active; yet, this choice for inactivity negatively afects almost
all body tissues, leading to disease and reduced longevity [1].
Te World Health Organization (WHO) highlights that the
economic development of countries has also had negative

efects on population activity levels, making societies in-
creasingly sedentary [2]. According to WHO projections
(2020), in the next decade, sedentary behavior could lead to
nearly half a billion people developing noncommunicable
diseases, such as cardiovascular disease, diabetes, and
obesity.

Despite such warnings, global adherence to physical
activity remains low and was further compromised by the
COVID-19 pandemic, during which sedentary behavior and
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sitting time signifcantly increased [3]. Individuals with
overweight or obesity are particularly vulnerable to this
issue, as they often experience a feedback cycle in which
physical inactivity contributes to weight gain, and increased
body weight further reinforces inactivity [4].

According to WHO criteria, overweight is defned as
a body mass index (BMI) ≥ 25 kg/m2, and obesity as BMI ≥
30 kg/m2, conditions characterized by excessive body fat that
can harm health [5]. Tis classifcation is not only clinical
but also highlights the population at higher risk of facing
barriers to sustained physical activity [6]. Indeed, obesity
afected around 15% of the global population in 2010 and is
projected to increase by 60% by 2030, reaching nearly one
billion cases worldwide. Morbid obesity is expected to rise
even more sharply, with estimates of over 100% growth in
the same period [7].

Tese projections underscore the urgent demand for
efective and scalable strategies to improve exercise adher-
ence in this population, because to curb these trends requires
more than simply initiating exercise; it demands the
maintenance of this practice over extended periods, pref-
erably lifelong, which previous reviews have highlighted as
the main challenge for this population [6, 8].

Psychological and behavioral science theories provide
valuable frameworks to understand this challenge: Te self-
determination theory, for example, emphasizes autonomy,
competence, and relatedness as drivers of intrinsic moti-
vation, while the health belief model highlights perceived
benefts, barriers, and self-efcacy as key predictors of health
behavior [8].Tese perspectives are consistent with evidence
showing that behavioral strategies, such as goal setting, self-
monitoring, and relapse prevention, can signifcantly im-
prove adherence to lifestyle interventions in adults with
obesity [6], and that determinants, such as social support
and structured supervision, are particularly relevant in this
population [8].

Previous reviews have provided valuable contributions
but also revealed important gaps. Burgess et al. [6], for
example, demonstrated that behavioral strategies improve
adherence to lifestyle interventions, while Burgess et al. [8]
identifed social and contextual factors as major de-
terminants of sustained participation. More recently, Wang
et al. [9] synthesized 47 factors infuencing adherence to
weight-loss interventions across psychological, behavioral,
dietary, and pharmacological domains, but highlighted the
heterogeneity of interventions and outcomes. Notably, these
reviews did not isolate adherence outcomes specifcally
linked to exercise-based interventions tested in randomized
controlled trials (RCTs) of sufcient duration. Tis gap
underscores the need for this systematic review.

Together, these projections and previous fndings
highlight the pandemic nature of obesity and physical in-
activity across the globe, and confrm the importance of
addressing these challenges as urgent public health priori-
ties. However, efective intervention strategies to break this
vicious cycle remain unclear. A systematic review of the
literature can therefore provide critical insights into which
interventions most efectively promote adherence to phys-
ical exercise in individuals with overweight or obesity. In

addition, such evidence can support health promotion
policies, inform clinical practice, and guide future research.
Accordingly, the primary aim of this systematic review was
to identify interventions that are efective in promoting
exercise adherence in people with overweight or obesity,
specifcally by analyzing RCTs of at least 12weeks in du-
ration with a nonintervention control group, in adults aged
18–59 years. Studies with incomplete data or those involving
hospitalized patients, individuals with disabilities, cancer
patients, or pregnant or breastfeeding women were
excluded.

2. Methods

Tis systematic review was conducted following the Pre-
ferred Reporting Items for Systematic Reviews and Meta-
analyses (PRISMA) reporting guide [10].

2.1. Search Strategy. An independent search was carried out
without language restrictions in the following databases:
MEDLINE, Embase, Virtual Health Library (BVS),
Cochrane, and SPORTDiscus, by two independent re-
searchers (MSAR and LMA).Te complete search strategy is
provided in Supporting Table S1. For the other databases, the
search was adjusted according to their specifc character-
istics, noting that BVS, Cochrane, and SPORTDiscus do not
support search flters by study type (Line 3), which was
structured based on studies that demonstrated greater ef-
fciency in retrieving RCTs [11].

2.2. Eligibility Criteria. As illustrated in Figure 1, only RCTs
with at least 12weeks of intervention in the main group,
a control group without the intervention, and outcomes
related to adherence to physical exercise were included. Te
population comprised adults (aged 18–59 years) with
overweight or obesity, defned as BMI ≥ 25 kg/m2. In-
terventions or outcomes not related to the focus of this
review were not evaluated. Studies with hospitalized pa-
tients, pregnant or lactating women, people with disabilities
or cancer, and those with incomplete data were excluded.

2.3. Data Recording. Te studies selected to be part of this
systematic review were evaluated independently by two
researchers in two phases. First, titles and abstracts were
screened to identify potentially relevant studies. Second, full-
text articles were assessed against the eligibility criteria.
Disagreements were resolved by a third reviewer (IKS).

Data extraction was also performed independently and
in duplicate by the two main evaluators, using the Rayyan
systematic review manager (Rayyan Systems Inc., Cam-
bridge, MA, USA; https://www.rayyan.ai/), which facilitated
screening and data organization. As with study selection,
disagreements were resolved by a third reviewer.

Te extraction form collected the following information:
general study characteristics (title, authors, year of publi-
cation, study design, and country of origin), participant
characteristics (age, sex, and BMI), methodological aspects
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(objectives, randomization, and intervention and control
protocols), and results (sample size, measurement tools,
follow-up duration, statistical tests, and descriptive data). In
cases of missing data, attempts were made to contact study
authors; when unsuccessful, only the published information
was considered.

2.4. Risk of Bias Analysis of Included Studies. Te risk of bias
was assessed based on the analysis of the representativeness
of the samples, the methods of selecting participants,
measuring outcomes, and controlling confounding factors, in
addition to potential conficts of interest in the included
studies. For this purpose, the Cochrane Risk of Bias tool
Version 2.0 (RoB 2.0) was used. However, because this review
focused specifcally on adherence outcomes, an additional
layer of assessment was necessary. Measures of adherence are
often heterogeneous, ranging from attendance records to self-
reported participation, and these may introduce methodo-
logical challenges not fully captured by RoB 2.0.

To address this, seven independent criteria were applied,
adapted from the QUADAS tool for diagnostic accuracy
reviews [12], as previously used in similar contexts [13]. Tis
adaptation allowed us to capture potential sources of bias
specifcally related to adherence reporting, such as the
validity and reliability of measurement methods, the con-
sistency of adherence defnitions across groups, and the risk
of bias introduced by incomplete or self-reported data.

2.5.Data Synthesis. Te evidence summary was presented as
a narrative synthesis. Given the heterogeneity of the in-
cluded studies—particularly regarding interventions—meta-
analysis was not performed. For topics with high hetero-
geneity, as in this case, narrative synthesis provides a more
reliable integration of data, accounting for variability across
study designs and methodologies [14]. Tis approach
allowed us to assess the breadth of evidence linking ad-
herence to exercise in adults with overweight or obesity

while recognizing the diversity of factors and measures
reported.

3. Results and Discussion

Te search in the fve databases identifed a total of 1827
studies, which, after a preliminary reading of the title and
abstract, were reduced to 43 studies with the potential to
meet all the criteria imposed for this review. Te texts were
analyzed in full to verify their ft with the objectives of this
document, resulting in 17 articles that fully met the selection
criteria, as shown in Figure 2.

A diagram of the study screening that shows the process
of identifying eligible and ineligible articles, together with
the criterion that excluded the latter, is as follows:

All selected studies were RCTs, according to the in-
clusion criteria, conducted mostly in Anglo-Saxon America
(United States: 8; Canada: 2), followed by European
countries (Greece, Norway, Spain, and Switzerland: 1),
Australia (2), and Iran (1), from 2007 to 2023.

Overweight and obesity are commonly linked to other
chronic diseases. Although most studies do not present any
information on this point, three of them included analyses
with people with diabetes or prediabetes [15–17], two in-
cluded analyses with people with dyslipidemia [15, 16], and
samples with metabolic syndrome [18] and hypertension
[15] were included in one study each.

Te sample size varied greatly, from 15 to 947, with
a median of 110. Te majority of the population included
people of both sexes (n� 10); six studies worked exclusively
with females and only one study had exclusively males in its
sample. Te average age of the participants was 36–52.9,
while the average BMI of the studies ranged from 28.6 to
47.8. It is not possible to specify an average or median for
these topics, as Seif-Barghi et al. [19] did not present in-
formation about them in their text, beyond the data reported
in the eligibility criteria.

Te intervention was the main point of heterogeneity
among the studies, but in general, we can classify them into
three large blocks, namely:

a. Physical Exercise: Contained in all selected in-
terventions, with the exception of Lewis et al. [20] who
brought purely psychological strategies. Being used in
six studies as the only form of intervention;

b. Dietary Guidance: Addressed in six interventions,
always accompanied by physical exercise and psy-
chological strategies, with the exception of Batrakoulis
et al. [21] who did not address psychological factors in
their intervention;

c. Psychological Approaches: Also known in the liter-
ature as behavior change techniques (BCTs) [22]. Tis
type of conduct was present in more than half of the
studies (n� 9), always accompanied by exercise in
their intervention, with the exception of the article by
Lewis et al. [20] which, as mentioned above, used only
psychological approaches related to commitment,
planning, and goal achievement. It also combined
nutritional guidelines in four studies [19, 23–25].

Eligibility criteria

Inclusion criteria

Randomized clinical trials
≥ 12

weeks
of

intervention

Main group
and

control
group

Adults with overweight
or obesity

Outcomes related to adherence
to exercise

Exclusion Criteria

Pregnant or
lactating
women

Hospitalized
patients

Incomplete
data

People with
disabilities
or cancer

People
undergoing

bariatric
surgery

Figure 1: Eligibility criteria.
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Another relevant aspect to mention is the use of tech-
nology in interventions, with emphasis on Spring et al. [26]
and Apiñaniz et al. [15], who used mobile applications as the
central point of their interventions.

All studies presented a control group, most of which had
only this comparator (n� 11). Six articles included another
comparator, in addition to the control group, which was an
intervention diferent from the main one, usually addressing
a shorter time interval or fewer intervention behaviors.
Collins et al. [16] and Heiestad et al. [27] went further,
including a control group and two other comparators, the
frst with behavioral decreases in relation to the main in-
tervention and the last with interventions diferent from the
main one, but which generated a similar internal load.
Table 1 shows more information about the interventions and
their comparators.

Before presenting the outcomes, to assess the risk of bias,
as defned in the methods, two resources were used, pre-
senting the following results. Te Cochrane risk of bias tool

classifed the studies into three possible statuses, according
to the potential level of bias: low, moderate (some concerns),
or high risk, based on the study assessment considering the
fve domains addressed by the tool, the studies were dis-
tributed as follows.

In the frst dimension, 11 studies were classifed as low
risk, fve presented some concerns, and only the research by
Spring et al. [26] was assessed as having a high risk of bias. In
the second, only Batrakoulis et al. [21] and Tudor-Locke et al.
[17] had diferent classifcations of low risk: some consid-
erations and high risk, respectively.Te third dimension had
three studies that were classifed as high risk [15, 27, 28], and
the others had low risk. Arriving at the fourth dimension, the
same distribution as in the frst dimension was observed, but
here the work evaluated as high risk was that of Apiñaniz
et al. [15]. Finally, the last dimension classifed 10 studies as
having low bias, fve with some concerns, and Berli and
Scholz [29] and Collins et al.’s [16] articles with a high risk of
bias. As a general result criterion, the tool adopts the worst

Identification of studies via databases and registers

Records identified from∗:
Databases (n = 5)
Registers (n = 1827)

PubMed (n = 888)
Embase (n = 321)
Cochrane (n = 589)
BVS (n = 6)
SPORTDiscus (n = 23)

Records screened
(n = 1763)

Records removed before
screening:

Duplicate records (n = 142)
Records removed (n = 64)
Records marked as ineligible
by automation tools (n = 0)
Records removed for other
reasons (n = 0)

Records excluded (n = 1720)
Wrong outcome (n = 1028)
Wrong population (n = 369)
Wrong publication type (n = 299)
Wrong study design (n = 14)
Wrong study duration (n = 10)

Sc
re

en
in

g

Reports sought for retrieval
(n = 0)

Reports not retrieved
(n = 0)

Reports assessed for eligibility
(n = 43) Reports excluded:

Wrong population (n = 11)
Wrong publication type (n = 6)
Wrong study design (n = 8)
Wrong study duration (n = 1)

In
clu

de
d

Id
en

tif
ic

at
io

n

Studies included in review
(n = 17)
Reports of included studies
(n = 17)

Figure 2: Study screening diagram.
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classifcation of the fve dimensions, and with this criterion,
only 17.6% of the studies classifed as low risk (n� 3) were
perceived, with the other 82.4% divided equally between
moderate (n� 7)- and high (n� 7)-risk status. Figure 3 il-
lustrates the assessment performed by the tool.

In addition to this tool, another tool was used that fo-
cused on the adherence data presented in each article, due to
the relevance of this item for the review. Tis tool included
seven questions that were answered with: (a) “Yes” (Y), if the
study addressed that topic; (b) “No” (N), if the study did not
address it; or (c) question mark (?), if the study did not
provide information on the point. It had two studies
responding positively [27, 30]. Tudor-Locke [17] was the
only one to respond negatively, and all the other authors did
not address the issue in their research. Tis resulted in only
two authors responding with “Yes” (Y) to all questions,
which is the most favorable scenario possible [27, 30]. Most
of them had six afrmative responses (11 or 64.7%), and four
surveys had “Yes” (Y) reported in only fve questions
[16, 23, 25, 26]. Table 2 shows details of the responses from
each study.

Te interventions had a median of 24weeks, ranging
from 12 to 43weeks of intervention. Te study by Schmitz
et al. [30] had the longest duration, 2 years. However, as
occurred in six other articles, there was a shorter in-
tervention time, and in the remainder of the process, we only
observed the events that the intervention caused in the
sample’s adherence to exercise.

Data on frequency, duration, or intensity of training
sessions were not reported by several studies included in this
review, with six studies without information on the frst two
items, fve for the third and just nine of them expressly
reporting the three markers [16, 18, 19, 21, 27–29, 31, 32].

Te weekly frequency of interventions varied from at
least one to seven days, and the session duration was at least
15–60min, making it not possible to express the mean or
median precision of the two variables, as in some studies, the
authors reported intervals as sessions of 30–60min, for
example. Te intensity of the training sessions was primarily
moderate to vigorous. Tree authors used only moderate
exercise intensities. Only Batrakoulis et al. [21] worked at
exclusively vigorous intensities and Tudor-Locke et al. [17]
worked exclusively with light intensity.

Most interventions occurred in a self-monitored manner
(n� 10). Participants received guidance from researchers/
instructors and put them into practice without on-site su-
pervision from professionals, reporting compliance with the
intervention later through paper reports or using technol-
ogies, such as pedometers or cell phone applications. Four
studies took place with treatment sessions supervised by
researchers/instructors, and three of them took place in
a mixed format, with moments of supervision and moments
of self-monitoring.

In six studies, these treatment sessions took place in
groups. Nine were completed individually by the selected
participants and two occurred in a mixed way, with
moments of group activity and individual moments.
More information about the interventions is shown in
Table 3.

Many variables were assessed in the study outcomes, but
for the purposes of this review, only adherence to physical
exercise was considered. As a criterion for assessing ad-
herence, most studies used the number of sessions/days/
minutes actually attended, divided by the total number of
sessions/days/minutes prescribed (n� 14). In addition to
this approach, Seif-Barghi et al. [19] and Lewis et al. [20]
used the change in the number of steps pre- and post-
intervention to assess adherence, as did Williams et al. [32],
who made this measurement through accelerometer data,
combining the average duration of walking sessions with the
interval of days between consecutive sessions, going beyond
simple attendance records.

Te intervention groups had adherence levels ranging
from 24% to 93.5%, in the studies that used percentage as
a way of expressing the data (n� 14), with an average of 64%
among them. Te control groups in these same studies had
an average of 34%, with raw data ranging from 5.3% to 83%,
although it is important to note that seven studies did not
report the adherence of this group.

Te total number of sessions and minutes of treatment
varied considerably between the articles, ranging from 14 to
130 sessions and from 630 to 7800min during the entire
intervention, with averages of 75.4 sessions and 2520.5–
3313.5min per intervention.Te average number of minutes
varied between amaximum and aminimum, as some studies
included intervals per minute, such as 30–60min.Terefore,
we can conclude that the average session time in the studies
eligible for this review was close to 40min. It is important to
note that six studies did not provide information on the
number or duration of sessions in their experiment.

Te samples managed to complete, on average, 37.3
sessions, participating for an average of 1210.8–1316.1min in
each intervention. Tis adherence ranged from 9 to 136
treatment sessions, with 405–7820min completed. Based on
these values, we can infer that adherence to the treatment
sessions that had their numbers reported was close to 50%,
with participants completing 39.7, 48% of the planned
minutes in the studies that reported these data. Ten studies
did not present data on the topics covered in this paragraph.
More details on adherence data are shown in Table 4.

Te objective of this review was to identify which in-
terventions are efective in promoting adherence to physical
exercise in people with overweight or obesity. In this sense,
17 studies were identifed that could satisfy this requirement,
respecting the eligibility criteria. However, just over half of
the studies analyzed had adherence as the main focus of the
intervention [16, 17, 19–21, 23, 31, 32]. Te remaining ar-
ticles focused mainly on changes in body composition. Tis
made these fndings more limited, as when planning the
interventions, the primary researchers did not target or seek
strategies that could potentially lead to a more positive
outcome with regard to adherence to exercise.

Another critical point found was the perception of
relatively low quality of the articles that met the eligibility
criteria, as shown in Figure 3. Of the 17 articles analyzed,
only one presented a low risk of bias and responded posi-
tively to all questions assessing biases related to adherence
[30]. Tis means that the fndings, although mostly positive,
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cannot be fully interpreted as true, making it impossible to
answer exactly which interventions are efective for pro-
moting adherence to physical exercise in people with
overweight or obesity.

Te other specifc aims of this analysis were achieved by
identifying the interventions already tested in RCTs for
promoting adherence to exercise in people with overweight
or obesity, fnding great heterogeneity among the in-
terventions. It is interesting to note that half of the articles
using only exercise as a strategy to generate greater ad-
herence are on the list of studies that had adherence as the
primary focus of the research. Tis is interesting, as the
WHO itself recommended, well before the publication of
these studies, that the strategy for promoting adherence to
exercise in people with chronic diseases, such as those af-
fected by obesity, should involve multiple factors, such as
health education and behavioral tools [33].

Analyzing the interventions tested, it was observed that
adherence to exercise was positive in most cases. As presented
by Schumacher et al. [28], interventions that promote ad-
herence equal to or greater than 60% can be considered
successful. Te highlight in this regard was the research by
Batrakoulis et al. [21], which achieved an average of 93.5%
adherence in the 10months of their hybrid training (aerobic
and strength training), supervised by a trained instructor.
However, in this research, people who missed more than 20%
of the exercise sessions ofered were excluded from the study,
a fact that may have biased the data. Te aforementioned
study had a dropout rate of 22.4%, with no specifc reason for

each exclusion being mentioned. Next to it, the study with the
best adherence percentage was that of Collins et al. [16], which
also used a hybrid training strategy, with aerobic and strength
exercises combined with group behavioral counseling ses-
sions and achieved an adherence rate of 85.1%.

With an average below the ideal of 60%, we had six
studies, as shown in Table 3, with a negative highlight for the
study by Berli and Scholz [29], which worked with exercise
guidance (performed in an unsupervised manner), goal
setting, and motivational text messages, or with behavioral
guidelines and assistance from the partner (husband or
wife). Tis study achieved the lowest percentage among the
studies that reported adherence with this metric, at just 24%,
only 2% more than the adherence reported for the control
group, which difered from the intervention group by not
establishing exercise goals.

However, even though it did not generate a high level of
adherence and did not generate signifcant changes in re-
lation to the control, this research showed an interesting fact:
20% of the partners who were helping their spouse in the
intervention adhered to the exercise guidelines provided in
the research, which may be a good start to generate a change
in behavior in people who are in a state of contemplation and
even precontemplation. Logically, robust and well-designed
studies should be carried out to confrm this hypothesis, but
this may be an excellent start, as 85.7% of adults with obesity
do not exercise as recommended, of at least 150min at
moderate intensity or 75 at vigorous intensity, which was
also the goal in the study in question [34].

Low risk

Some concerns

High risk

D1 Randomization process

D2 Deviations from the intended interventions

D3 Missing outcome data

D4 Measurement of the outcome

D5 Selection of the reported result

Author, year D1 D2 D3 D4 D5 Overall

1 Batrakoulis Et al., 2020

2 Annesi Et al., 2011

3 Pettman et al., 2008

4 Spring Et al., 2017

5 Schmitz Et al., 2007

6 Moss Et al., 2017

7 Barghi Et al., 2018

8 Lewis Et al., 2019

9 Williams Et al., 2016

10 Schumacher Et al., 2023

11 Collins Et al., 2022

12 Apiñaniz Et al., 2019

13 Heiestad Et al., 2016
Keshavarz; Sénéchal;
Bouchard, 2023

15 Annesi; Whitaker, 2008

16 Tudor-Locke Et al., 2014

17 Berli; Scholz, 2021

+ ! + + + !

+! + + + !

++ + + ! !

+– + + ! –

–

––

––

–

–

––

++ + + + +

++ + + + +

++ +

++ +

+

+

+ +

+ +

+ +

+

!

!

!

+! +

+

+

+

+ +

+

+

+!

!

! !

!

! !

!

!

!

!

!

+

+

+

+

–

+

+

-

–

–

+

+

+

+ + +

–

!

+

14

Figure 3: Risk of methodological bias.
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In the studies that showed lower adherence, we have
Keshavarz et al. [31] with 36.8%, who exposed their pop-
ulation to “traditional” functional training, carried out three
times a week, for 50min, one accompanied by a trained
instructor and the other self-monitored. One point that may
have contributed to this lower-than-expected number is that
the intervention, in addition to not using other approaches
besides exercise, took place for 12weeks and the study
continued to monitor this population for almost 8months
after that, a fact that may have harmed the research, when
compared to others that carried out the intervention
throughout the study period. Although two other studies
had the same characteristic (intervention time followed by
8months or more of observation), obtained results were
above 60% adherence.

Despite the heterogeneity already mentioned, we can see
some similarities between the articles that obtained the best
adherence levels. For example, 83.3% of the studies that
carried out group interventions exceeded adherence ex-
pectations, while this number in interventions carried out
individually was only 50%. Two interventions were mixed,
with one part carried out in groups and the other part carried
out individually, and both were close to the 60% adherence
target, but one was above and the other below. All of these
were for the studies that reported adherence in the form of
a percentage.

Te same behavior was observed when comparing
studies that had their interventions supervised by instructors

and those that were carried out in a self-monitored or mixed
manner (mostly self-monitored, but supervised by in-
structors at specifc times). In the former, satisfactory ad-
herence levels were observed in 75% of cases, although it
should be emphasized that only four studies opted for this
form of monitoring. In the latter, there was a larger volume,
10 articles in total, where a balance was observed between
failure and success of the interventions regarding adherence
to exercise, with fve of them being above the 60% set here as
the cutof point and the other fve being below.

Tese data lead us to believe that social interaction is an
important weapon when thinking about engagement in
physical exercise in people with overweight or obesity. Even
more so, when we observe that in all the articles the in-
tervention was carried out in groups, and with professional
supervision, they obtained high levels of adherence (71% and
93.5%). However, only two papers brought this character-
istic and, in addition, one of these studies presented some
concerns about the risk of bias in its intervention.

Taking BMI as a reference, no major impact of this
variable was observed on adherence results, as the in-
terventions that met and did not meet expectations had
similar BMI averages: 33.4 and 33.9, respectively. Within the
BMI ranges, this was also repeated with the studies with an
average of overweight, with three studies, two above and one
below the average; the fve studies on grade I obesity with
three above and two below expectations; and the six studies
on grade II obesity with half exceeding the target. Another

Table 2: Assessment of risk of bias linked to adherence.

Author,
year Q11 Q22 Q33 Q44 Q55 Q66 Q77 Total/7

Batrakoulis et al., 2020 Y Y Y Y Y ? Y 6
Annesi et al., 2011 Y Y Y Y N ? Y 5
Pettman et al., 2008 Y Y Y Y Y ? Y 6
Spring et al., 2017 Y Y Y Y N ? Y 5
Schmitz et al., 2007 Y Y Y Y Y Y Y 7
Moss et al., 2017 Y Y Y Y N ? Y 5
Seif-Barghi et al., 2018 Y Y Y Y Y ? Y 6
Lewis et al., 2019 Y Y Y Y Y N Y 6
Williams et al., 2016 Y Y Y Y Y ? Y 6
Schumacher et al., 2023 Y Y Y Y Y ? Y 6
Collins et al., 2022 Y Y Y Y N ? Y 5
Apiñaniz et al., 2019 Y Y Y Y Y ? Y 6
Heiestad et al., 2016 Y Y Y Y Y Y Y 7
Keshavarz; Sénéchal; Bouchard, 2023 Y Y Y Y Y ? Y 6
Annesi; Whitaker, 2008 Y Y Y Y Y ? Y 6
Tudor-Locke et al., 2014 Y Y Y Y Y ? Y 6
Berlin; Scholz, 2021 Y Y Y Y Y ? Y 6
Total/17 17 17 17 17 13 2 17
1Participant Characteristics: Te article reported the clinical and demographic characteristics of the study population, including age, sex, concomitant
treatments, comorbidities, and country in which the study was conducted.
2Method of Recording Adherence Data: Te method used by participants to record or report adherence data to home exercises was clearly defned.
3Timing of Adherence Data Collection: Te timing of collection of exercise adherence data by a study associate was clearly defned.
4Retrospective Recall of Adherence Period Data: Tere was no substantial time lag between completion of the exercise session and the recording or reporting
of participant adherence. Adherence data were recorded or reported within 1 month of the time each exercise session was completed.
5Description of Intervention Components: Te delivery of the intervention was described in sufcient detail to allow replication of the trial.
6Independent Verifcation of Adherence Data: All participant exercise adherence data were verifed by an independent person, such as a supervisor or
caregiver.
7Treatment of Indeterminate or Missing Adherence Data: Te article reported whether or not there were missing or indeterminate adherence data and, if
present, how the data were treated.

8 Journal of Obesity



Ta
bl

e
3:

In
te
rv
en
tio

n
da
ta
.

A
ut
ho

r,
ye
ar

In
te
rv
en

tio
n
tim

e
(w

ee
ks
)

W
ee
kl
y
fr
eq
ue
nc
y

Se
ss
io
n
du

ra
tio

n
(m

in
)

In
te
ns
ity

Ty
pe

of
fo
llo

w
-u
p

G
ro
up

or
in
di
vi
du

al
tr
ea
tm

en
t

Ba
tr
ak
ou

lis
et

al
.,
20
20

43
3

38
–4
1

V
ig
or
ou

s
In
st
ru
ct
or

su
pe
rv
ise

d
G
ro
up

A
nn

es
ie

t
al
.,
20
11

26
N
ot

re
po

rt
ed

N
ot

re
po

rt
ed

N
ot

re
po

rt
ed

Se
lf-
m
on

ito
re
d

In
di
vi
du

al
Pe
ttm

an
et

al
.,
20
08

52
(1
6∗
)

≥
1

45
–6

0
M
od

er
at
e/
vi
go
ro
us

M
ix
ed

M
ix
ed

Sp
ri
ng

et
al
.,
20
17

52
(2
6∗
)

N
ot

re
po

rt
ed

N
ot

re
po

rt
ed

M
od

er
at
e/
vi
go
ro
us

M
ix
ed

M
ix
ed

Sc
hm

itz
et

al
.,
20
07

10
4
(1
6∗
)

2
45
–6

0
N
ot

re
po

rt
ed

In
st
ru
ct
or

su
pe
rv
ise

d
G
ro
up

M
os
s
et

al
.,
20
17

26
(1
2∗
)

N
ot

re
po

rt
ed

N
ot

re
po

rt
ed

N
ot

re
po

rt
ed

Se
lf-
m
on

ito
re
d

G
ro
up

Se
if-
Ba

rg
hi

et
al
.,
20
18

16
7

50
M
od

er
at
e

Se
lf-
m
on

ito
re
d

In
di
vi
du

al
Le
w
is
et

al
.,
20
19

34
(1
7∗
)

N
ot

re
po

rt
ed

N
ot

re
po

rt
ed

N
ot

re
po

rt
ed

Se
lf-
m
on

ito
re
d

In
di
vi
du

al
W
ill
ia
m
s
et

al
.,
20
16

26
5

30
–6

0
M
od

er
at
e

Se
lf-
m
on

ito
re
d

In
di
vi
du

al
Sc
hu

m
ac
he
r
et

al
.,
20
23

13
7

≥
15

M
od

er
at
e

Se
lf-
m
on

ito
re
d

In
di
vi
du

al
C
ol
lin

s
et

al
.,
20
22

26
–3

4
≥
2

≤
60

M
od

er
at
e/
vi
go
ro
us

Se
lf-
m
on

ito
re
d

In
di
vi
du

al
A
pi
ña
ni
z
et

al
.,
20
19

26
In
co
m
pl
et
e
in
fo
rm

at
io
n

N
ot

re
po

rt
ed

M
od

er
at
e/
vi
go
ro
us

Se
lf-
m
on

ito
re
d

In
di
vi
du

al
H
ei
es
ta
d
et

al
.,
20
16

12
3

45
–6

0
M
od

er
at
e/
vi
go
ro
us

In
st
ru
ct
or

su
pe
rv
ise

d
G
ro
up

K
es
ha
va
rz
;S

én
éc
ha
l;
Bo

uc
ha
rd
,2

02
3

46
(1
2∗
)

3
50

M
od

er
at
e/
vi
go
ro
us

M
ix
ed

G
ro
up

A
nn

es
i;
W
hi
ta
ke
r,
20
08

24
3

N
ot

re
po

rt
ed

N
ot

re
po

rt
ed

Se
lf-
m
on

ito
re
d

G
ro
up

Tu
do

r-
Lo

ck
e
et

al
.,
20
14

26
N
ot

re
po

rt
ed

45
Li
gh

t
In
st
ru
ct
or

su
pe
rv
ise

d
In
di
vi
du

al
Be

rli
n;

Sc
ho

lz
,2

02
1

26
7

≥
30

M
od

er
at
e/
vi
go
ro
us

Se
lf-
m
on

ito
re
d

In
di
vi
du

al
∗
W
ee
ks

of
ef
ec
tiv

e
in
te
rv
en
tio

n,
an
d
th
e
re
st

w
as

m
on

ito
ri
ng

th
e
ef
ec
ts

ge
ne
ra
te
d
by

th
is
in
te
rv
en
tio

n.

Journal of Obesity 9



Ta
bl

e
4:

A
dh

es
io
n
da
ta
.

A
ut
ho

r,
ye
ar

Le
ve
lo

f
ad

he
re
nc
e

of
th
e
in
te
rv
en

tio
n

gr
ou

p

Le
ve
lo

f
ad

he
re
nc
e

of
th
e
co
nt
ro
l

gr
ou

p
A
ss
es
sm

en
t
to
ol
s

Ba
tr
ak
ou

lis
et

al
.,
20
20

93
.5
%
±
2.
0

N
ot

ra
te
d

T
e
nu

m
be
r
of

se
ss
io
ns

ac
tu
al
ly

at
te
nd

ed
,d

iv
id
ed

by
th
e
to
ta
ln

um
be
r
of

se
ss
io
ns

of
er
ed

A
nn

es
ie

t
al
.,
20
11

49
.2
7%
±
28
.8
9

31
.0
7%
±
25
.0
4

T
e
pr
op

or
tio

n
of

se
ss
io
ns

at
te
nd

ed
di
vi
de
d
by

th
e
nu

m
be
r
of

se
ss
io
ns

of
er
ed
,

ex
pr
es
se
d
as

a
pe
rc
en
ta
ge
.C

om
pl
et
ed

ex
er
ci
se

se
ss
io
ns

w
er
e
re
co
rd
ed

el
ec
tr
on

ic
al
ly

vi
a
a
co
m
pu

te
r
sy
st
em

.

Pe
ttm

an
et

al
.,
20
08

66
%
∗

N
ot

ra
te
d

T
e
nu

m
be
r
of

se
ss
io
ns

ac
tu
al
ly

at
te
nd

ed
,d

iv
id
ed

by
th
e
to
ta
ln

um
be
r
of

se
ss
io
ns

of
er
ed
.A

ss
es
se
d
th
ro
ug
h
at
te
nd

an
ce

re
co
rd
s
an
d
w
ee
kl
y
ex
er
ci
se

re
co
rd
s

Sp
ri
ng

et
al
.,
20
17

56
.8
%
±
4.
8

9.
8%
±
2.
4

T
e
nu

m
be
r
of

se
ss
io
ns

ac
tu
al
ly

at
te
nd

ed
,d

iv
id
ed

by
th
e
to
ta
ln

um
be
r
of

se
ss
io
ns

of
er
ed
.A

ss
es
se
d
th
ro
ug
h
th
ef
re
qu

en
cy

re
po

rt
ed

in
th
ep

ap
er
di
ar
y
(S
TN

D
an
d
SE

LF
)

or
w
he
n
so
m
e
ph

ys
ic
al

ac
tiv

ity
w
as

de
te
ct
ed

on
th
e
ac
ce
le
ro
m
et
er

(T
EC

H
).

Sc
hm

itz
et

al
.,
20
07

71
%
∗

N
ot

ra
te
d

T
e
nu

m
be
r
of

se
ss
io
ns

ac
tu
al
ly

at
te
nd

ed
,d

iv
id
ed

by
th
e
to
ta
ln

um
be
r
of

se
ss
io
ns

of
er
ed
.A

ss
es
se
d
ba
se
d
on

pa
rt
ic
ip
an
ts
’e
xe
rc
ise

re
co
rd
s
m
ai
nt
ai
ne
d
at

th
e
YW

C
A

an
d
ch
ec
ke
d
w
ee
kl
y
by

ft
ne
ss

in
st
ru
ct
or
s.

M
os
s
et

al
.,
20
17

84
.5
%
±
82
.9

83
%
±
85

T
e
nu

m
be
r
of

se
ss
io
ns

ac
tu
al
ly

at
te
nd

ed
,d

iv
id
ed

by
th
e
to
ta
ln

um
be
r
of

se
ss
io
ns

of
er
ed

Se
if-
Ba

rg
hi

et
al
.,
20
18

31
95
.5
3
±
54
28
.3
9∗
∗

−
12
13
.9
5
±
53
11
.4
8∗
∗

D
ay
sw

ith
50
00

st
ep
sc

om
pl
et
ed
,w

ith
a
fr
eq
ue
nc
y
of

at
le
as
t1
00

st
ep
sp

er
m
in
ut
eo

r3
M
ET

s,
m
on

ito
re
d
by

pe
do

m
et
er

Le
w
is
et

al
.,
20
19

65
8∗
∗
[−
17
6;

14
94
]∗
∗
∗

11
51
∗
∗
[3
53
;1

94
9]
∗
∗
∗

C
ha
ng

e
in

nu
m
be
ro

fs
te
ps

us
in
g
ac
tiv

ity
m
on

ito
rs

w
or
n
fo
rs

ev
en

co
ns
ec
ut
iv
e
da
ys
.

T
e
Se
ns
eW

ea
r
Pr
o3

M
in
iA

rm
ba
nd

w
as

th
e
ch
os
en

m
on

ito
r.

W
ill
ia
m
s
et

al
.,
20
16

9.
43
±
2.
88
∗
∗
∗
∗

12
.5
0
±
3.
42
∗
∗
∗
∗

Ra
tio

be
tw
ee
n
ex
er
ci
se

du
ra
tio

n
an
d
la
te
nc
y.

Sc
hu

m
ac
he
r
et

al
.,
20
23

83
.8
%
±
27
.7

N
ot

ra
te
d

T
e
nu

m
be
r
of

se
ss
io
ns

ac
tu
al
ly

at
te
nd

ed
,d

iv
id
ed

by
th
e
to
ta
ln

um
be
r
of

se
ss
io
ns

of
er
ed

C
ol
lin

s
et

al
.,
20
22

85
.1
%
±
16
.2

N
ot

ra
te
d

A
er
ob

ic
Tr
ai
ni
ng

:W
ee
kl
y
m
in
ut
es

of
ex
er
ci
se

co
m
pl
et
ed

af
te
r
th
e
ra
m
p
pe
ri
od

di
vi
de
d
by

th
e
w
ee
kl
y
m
in
ut
es

of
ex
er
ci
se

pr
es
cr
ib
ed

af
te
r
th
e
ra
m
p
pe
ri
od

.
Re

sis
ta
nc
e
Tr
ai
ni
ng

:T
ot
al

w
ee
kl
y
se
ts

co
m
pl
et
ed

di
vi
de
d
by

th
e
to
ta
lw

ee
kl
y
se
ts

pr
es
cr
ib
ed

af
te
r
th
e
ra
m
p
pe
ri
od

.

A
pi
ña
ni
z
et

al
.,
20
19

75
%

(5
9–
91
)∗
∗
∗

56
%

(3
6.
5–
75
.5
)∗
∗
∗

T
e
nu

m
be
r
of

se
ss
io
ns

ac
tu
al
ly

at
te
nd

ed
,d

iv
id
ed

by
th
e
to
ta
ln

um
be
r
of

se
ss
io
ns

of
er
ed

H
ei
es
ta
d
et

al
.,
20
16

72
.5
%
±
28
.6

N
ot

ra
te
d

T
en

um
be
ro

fs
es
sio

ns
ac
tu
al
ly
at
te
nd

ed
(e
nt
ri
es
in

th
ee

xe
rc
ise

di
ar
y)
,d
iv
id
ed

by
th
e

to
ta
ln

um
be
r
of

re
co
m
m
en
de
d
tr
ai
ni
ng

se
ss
io
ns

K
es
ha
va
rz
;S

én
éc
ha
l;
Bo

uc
ha
rd
,2

02
3

36
.8
%
∗

5.
3%
∗

N
um

be
ro

fw
ee
ks

w
ith

15
0
m
in
ut
es
of

m
od

er
at
e-
to
-v
ig
or
ou

si
nt
en
sit
y
ae
ro
bi
ca

ct
iv
ity

m
on

ito
re
d
by

va
lid

at
ed

Fi
tb
it
C
ha
rg
e
3
an
d
re
po

rt
in
g
at

le
as
t
tw
o
se
ss
io
ns

of
m
us
cl
e-
st
re
ng

th
en
in
g
ac
tiv

iti
es
,d

iv
id
ed

by
th
e
to
ta
ln

um
be
r
of

w
ee
ks

in
th
e
st
ud

y

A
nn

es
i;
W
hi
ta
ke
r,
20
08

50
.9
7%
±
30
.0
3

31
.0
7%
±
25
.0
4

T
e
pr
op

or
tio

n
of

se
ss
io
ns

at
te
nd

ed
di
vi
de
d
by

th
e
to
ta
ln

um
be
r
of

se
ss
io
ns

of
er
ed
,

ex
pr
es
se
d
as

a
pe
rc
en
ta
ge

Tu
do

r-
Lo

ck
e
et

al
.,
20
14

∼5
0%
∗

N
ot

ra
te
d

Pe
rc
en
ta
ge

of
tr
ea
dm

ill
se
ss
io
ns

at
te
nd

ed
,d

iv
id
ed

by
th
e
to
ta
ln

um
be
r
of

re
co
m
m
en
de
d
tr
ai
ni
ng

se
ss
io
ns

Be
rli
n;

Sc
ho

lz
,2

02
1

24
%
±
25

22
%
±
22

D
ay
s
w
ith

30
or

m
or
e
m
in
ut
es

of
ph

ys
ic
al
ex
er
ci
se

pe
rf
or
m
ed

in
se
ss
io
ns

of
at

le
as
t

10
m
in
ut
es

w
er
e
co
de
d
as

1
(a
dh

er
en
td

ay
s)
,a
nd

da
ys

w
ith

le
ss
th
an

30
m
in
ut
es

w
er
e

co
de
d
as

0
(n
on

ad
he
re
nt

da
ys
).

∗
St
an
da
rd

de
vi
at
io
n
no

t
m
en
tio

ne
d.

∗
∗
Ba

se
d
on

th
e
di
fe
re
nc
e
in

st
ep
s
be
tw
ee
n
th
e
1s
ta

nd
16
th

w
ee
ks
.

∗
∗
∗
St
an
da
rd

de
vi
at
io
n
no

tr
ep
or
te
d,

on
ly

th
e
va
ri
at
io
n
be
tw
ee
n
th
e
da
ta
.

∗
∗
∗
∗
Ba

se
d
on

th
e
re
la
tio

ns
hi
p
be
tw
ee
n
ex
er
ci
se

du
ra
tio

n
an
d
la
te
nc
y.

10 Journal of Obesity



piece of data that corroborates the hypothesis that BMI does
not have a major impact on adherence to exercise is that the
two studies that obtained the best and worst results in this
outcome had populations with similar averages. Likewise,
consider the articles that reported adherence as a percentage,
as will be in the following paragraph.

Regarding the intervention, it was also not clear which
approaches generated higher levels of adherence. Logical
thinking, based on the WHO [33] recommendation, cited
a few paragraphs above, would lead us to believe that
strategies with multiple factors could have better results.
However, the studies analyzed showed that the articles that
worked with psychological aspects or supported by tech-
nology had similar percentages of success and failure in
reaching the 60% adherence target set as the cutof point,
35.7% and 28.8%, respectively, with fve and four articles as
absolute numbers. Likewise, the studies that used only ex-
ercise as a strategy obtained an equal rate of success and
failure, 14.2%, with two studies on each side.

However, the time of the intervention, in these same
articles, brought a much more defned data. With the caveat
that there were only two studies in this condition, none of
the interventions with 3months showed adherence below
the established cutof point, while the interventions with
6months showed 57.1% of the studies falling short of this
goal, and those with a time of more than 6months, 40%.
Tus, there does not seem to be any diferentiation in the
period of exposure within this time; as of the fve studies that
had an efective intervention time and then an additional
observation time, three had adherence greater than the
expected 60% and two did not meet this expectation.

Tis fact leads us to believe that, regardless of the chosen
intervention strategy, it will go well until the third month,
and greater attention should be paid by the professional,
researcher, or patient from this moment until the sixth
month. However, it was not possible to specify how this
attention should be given and what should be done in it, as
pointed out in the paragraph above, also leaving this
question open for future studies. Other important data on
the intervention, however, left a low level of evidence be-
cause they were not reported in several studies, such as
weekly frequency, session duration, and exercise intensity,
which were not reported in approximately 30% of the
studies.

In terms of concrete data, in the studies that reported
adherence in percentage, we have seven studies with a fre-
quency of up to three times a week, with only two of them
falling below expectations regarding adherence, and two
studies with a frequency of seven times, with one of them
falling short of the predefned goal. Tis could indicate, if
there weremore data on this item, that weekly frequency also
does not make people with overweight or obesity adhere,
more or less, to physical exercise.

Regarding session duration, there were three articles that
suggested the possibility of the sample exercising for a du-
ration of up to 30min, two above and one below the goal. In
those that required durations above this number, an average
of two-thirds of the studies also reached the desired 60%
adherence. Tis could lead to the conclusion that training

sessions lasting 15–60min generate the same level of en-
gagement in people with overweight or obesity. However, as
previously mentioned, the high risk of bias in the studies and
the low number of studies reporting these data make this
idea unclear.

Te intensity of the exercise presented seven in-
terventions ranging from moderate to vigorous exercise,
with a very similar percentage of success and failure among
them. When taking into account adherence to the exercise,
four reached the 60% cutof point and three failed to reach
this level. With intensities being required exclusively in the
same range, we had one study with each level of intensity:
light, moderate, and vigorous. Of these three, only the study
with light intensity did not achieve the expected adherence.

Regarding the studies that did not assess adherence in
percentage, there were two that used the number of steps
[19, 20] and one that used the latency between workouts [32]
for this purpose. Seif-Barghi et al. [19] were one of the few
authors who presented a low risk of bias, which makes their
fndings more relevant than most. Tey worked with people
with an average BMI, close to grade II obesity, using nu-
tritional guidance, psychological interventions, and physical
exercises as a strategy, part of which was carried out in
groups and the other part individually, without the presence
of an instructor. Te intervention lasted 16weeks, with
training sessions taking place every day, at moderate in-
tensity for 50min. Te conclusion was a favorable outcome
for adherence to exercise in the population tested.

Lewis et al. [20] used a sample of people with an average
BMI slightly higher than 35, and their experiment lasted
34weeks, 17 of which were intervention weeks and the rest
were observation weeks. In their methodology, they used
telephone calls so that instructors could help the population
set and meet their individual goals for physical activity and
other healthy habits. For this reason, the research did not
report weekly frequency, session duration, or exercise in-
tensity, as each participant was free to choose all of these
variables, depending on their goals.

Te conclusion that the researchers reached is that this is
a positive strategy and can be incorporated into community
obesity management services without much cost, given that
the study presented a reduced risk of bias that gives rise to
some concerns. Williams et al. [32] did not present satis-
factory results for the outcome of adherence to physical
exercise. However, there are reservations about this con-
clusion, as their research presented a risk of bias in the same
classifcation as Lewis et al. [20]. To achieve this goal, he
carried out an intervention using only physical exercise,
performed in groups, but without the supervision of an
instructor. Te exercise was performed at a moderate in-
tensity, for 30–60min, fve times a week, for a period of
26weeks.

In view of this scenario, this review found the following
gaps that should be flled in future studies: What in-
terventions, or combinations of them, lead to better ad-
herence to physical exercise by people with overweight or
obesity? What is the ideal intensity, weekly frequency, and
duration of the physical exercise session to achieve the
aforementioned goal? And what actions should be taken
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after 6months of intervention to maintain the adherence
observed in the frst 3months? In addition to elucidating
what happens to this adherence in this gap between the third
and sixthmonths, at what point does it begin to decline more
signifcantly?

Furthermore, some aspects were not observed in this re-
view and may lead to some divergence in the answer to the
question of which interventions successfully promote adher-
ence to physical exercise in people with overweight or obesity,
such as sex, age group, marital status, and other comorbidities
afecting the individual with overweight or obesity. Asmen and
women have very diferent routines, people aged 18 tend to
have diferent priorities than individuals aged 50, for example.
Married and single people have very diferent obligations and
commitments, and people with overweight or obesity with
other comorbidities have a series of limitations that can make
adherence to exercise a much more complicated task.

Although every efort was made to conduct this review
with excellence, some limitations must be acknowledged,
such as the fact that some relevant studies may have been
missed because they were only in the gray literature, in
databases that were not searched, or simply because they
were not sensitive to the search strategy chosen. Te pos-
sibilities for intervention were completely open. Like any
strategy, regardless of the feld of knowledge, that aimed to
promote adherence to physical exercise in people with
overweight or obesity, it was included in the review, which
generated great heterogeneity in the interventions, even
making meta-analysis of the data unfeasible. A possible
publication bias in the studies led by Annesi andWhitaker in
2008 [24] and 2011 [23], which appear to have results
published in duplicate, could generate overestimated
data [35].

Tat said, it is strongly recommended to invest in re-
search, preferably RCTs with at least 12weeks of in-
tervention and a control group. Tat work on the issue of
adherence in people with overweight or obesity with greater
methodological rigor, with attention to minimizing the risk
of bias, analysis of adherence was carried out every month,
with periodic assessments to measure other important as-
pects in combating sedentary lifestyle and excess weight with
level of physical activity, BMI, or body composition.

Te results of these studies should be adjusted, if pos-
sible, by BMI classifcation, age group, and associated
comorbidities, among other factors that may infuence ad-
herence to exercise. Te method also includes group work
and training with qualifed instructors to assess whether
these social interactions are really decisive for greater ad-
herence to physical exercise in the population studied. In this
way, in the future, with an increase in the number of studies
on this topic, new reviews can be carried out to further
clarify the topic in question.

4. Conclusion

Although the studies presented important fndings to
elucidate the main question of this work, group activities
or those monitored by a qualifed instructor generate
greater adherence to physical exercise in people with

overweight or obesity. Regardless of the chosen in-
tervention, this adherence will be satisfactory in the frst
3 months, or even indicate factors that do not seem to
afect adherence, such as BMI, weekly frequency, duration
of the session, and intensity or type of intervention (only
exercise or combinations with other strategies such as
psychology).

Te vast majority of the studies evaluated presented low
methodological quality and the lack of mention of a series of
important information.Tis fact leads to the conclusion that
the fndings described above should not be interpreted as
reliable and that more robust studies with greater meth-
odological rigor should be carried out based on these
fndings to answer the question with greater quality.
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José Carlos Gomes da Silva: adaptation of the original

dissertation into article format and assistance in updating
and organizing references.

Breno Guilherme de Araujo Tinoco Cabral: cosupervi-
sion of the study, and contribution to conception, study
design, and critical revision of the manuscript.

Paulo Moreira Silva Dantas: conception, design, and
review of the work.

12 Journal of Obesity



Funding

Tis study is self-funded.

Supporting Information

Additional supporting information can be found online in the
Supporting Information section. (Supporting Information)

Te following supporting information is available with
this article:

Table S1: Search strategy: Complete search strategy used
MEDLINE/PubMed.

References

[1] Physical Activity Guidelines Advisory Committee, in 2018
Physical Activity Guidelines Advisory Committee Scientifc
Report (U.S. Department of Health and Human Services,
2018).

[2] World Health Organization, Global Action Plan on Physical
Activity 2018-2030: More Active People for a Healthier World
(World Health Organization, 2018), https://apps.who.int/iri
s/bitstream/handle/10665/272721/WHO-NMH-PND-18.5-e
ng.pdf.

[3] D. C. Malta, C. L. Szwarcwald, M. B. d. A. Barros, et al., “A
Pandemia da COVID-19 e as Mudanças No Estilo de Vida
Dos Brasileiros Adultos: Um Estudo Transversal, 2020,”
Epidemiologia e Serviços de Saúde 29, no. 4 (2020): e2020407,
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et al., “Efectiveness of Randomized Controlled Trial of a Mo-
bile App to Promote Healthy Lifestyle inObese andOverweight
Patients,” Family Practice 36, no. 6 (2019): 699–705, https://
doi.org/10.1093/fampra/cmz020.

[16] K. A. Collins, K. M. Hufman, R. Q. Wolever, et al., “De-
terminants of Dropout From and Variation in Adherence to
an Exercise Intervention: Te STRRIDE Randomized Trials,”
Translational Journal of the American College of Sports
Medicine 7, no. 1 (2022): e000190, https://doi.org/10.1249/
tjx.0000000000000190.

[17] C. Tudor-Locke, C. A. Hendrick, M. T. Duet, et al.,
“Implementation and Adherence Issues in a Workplace
Treadmill Desk Intervention,” Applied Physiology Nutrition
and Metabolism 39, no. 10 (2014): 1104–1111, https://doi.org/
10.1139/apnm-2013-0435.

[18] T. L. Pettman, G. M. Misan, K. Owen, et al., “Self-
Management for Obesity and Cardio-Metabolic Fitness:
Description and Evaluation of the Lifestyle Modifcation
Program of a Randomised Controlled Trial,” International
Journal of Behavioral Nutrition and Physical Activity 5, no. 1
(2008): 53–15, https://doi.org/10.1186/1479-5868-5-53.

[19] T. M. D. Seif-Barghi, M. M. Akbari-Fakhrabadi,
M. P. M. D. Teimori, A. M. D. Tashk, Z. M. D. Alizadeh, and
A. H. M. D. Memari, “Cognitive Behavior Terapy’s Efect in
a Weight Loss Program Among Obese Iranian Women,”
Nutrition Today 53, no. 4 (2018): 174–178, https://doi.org/
10.1097/nt.0000000000000281.

[20] E. Lewis, H.-C. C. Huang, P. Hassmén, M. Welvaert, and
K. L. Pumpa, “Adding Telephone and Text Support to an
Obesity Management Program Improves Behavioral Adher-
ence and Clinical Outcomes. A Randomized Controlled
Crossover Trial,” International Journal of Behavioral Medicine
26, no. 6 (2019): 580–590, https://doi.org/10.1007/s12529-
019-09815-1.

[21] A. Batrakoulis, G. Loules, K. Georgakouli, et al., “High-
Intensity Interval Neuromuscular Training Promotes Exer-
cise Behavioral Regulation, Adherence and Weight Loss in
Inactive Obese Women,” European Journal of Sport Science
20, no. 6 (2020): 783–792, https://doi.org/10.1080/
17461391.2019.1663270.

[22] S. Michie, M. Richardson, M. Johnston, et al., “Te Behavior
Change Technique Taxonomy (V1) of 93 Hierarchically
Clustered Techniques: Building an International Consensus
for the Reporting of Behavior Change Interventions,” Annals
of Behavioral Medicine 46, no. 1 (2013): 81–95, https://doi.org/
10.1007/s12160-013-9486-6.

Journal of Obesity 13

https://doi.org/10.1155/jobe/4164477
https://apps.who.int/iris/bitstream/handle/10665/272721/WHO-NMH-PND-18.5-eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/272721/WHO-NMH-PND-18.5-eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/272721/WHO-NMH-PND-18.5-eng.pdf
http://doi.org/10.1590/S1679-49742020000400026
http://doi.org/10.1161/CIRCRESAHA.118.312669
https://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight
https://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight
http://doi.org/10.1111/cob.12180
https://www.worldobesity.org/resources/resource-library/world-obesity-atlas-2022
https://www.worldobesity.org/resources/resource-library/world-obesity-atlas-2022
http://doi.org/10.1111/cob.12183
http://doi.org/10.1111/obr.13783
http://doi.org/10.1371/journal.pmed.1003583
http://doi.org/10.1371/journal.pmed.1003583
http://doi.org/10.1093/ije/31.1.150
http://doi.org/10.1093/ije/31.1.150
http://doi.org/10.1186/1471-2288-6-9
http://doi.org/10.1016/j.ypmed.2012.07.007
http://doi.org/10.1136/bmj.l6890
http://doi.org/10.1136/bmj.l6890
http://doi.org/10.1093/fampra/cmz020
http://doi.org/10.1093/fampra/cmz020
http://doi.org/10.1249/tjx.0000000000000190
http://doi.org/10.1249/tjx.0000000000000190
http://doi.org/10.1139/apnm-2013-0435
http://doi.org/10.1139/apnm-2013-0435
http://doi.org/10.1186/1479-5868-5-53
http://doi.org/10.1097/nt.0000000000000281
http://doi.org/10.1097/nt.0000000000000281
http://doi.org/10.1007/s12529-019-09815-1
http://doi.org/10.1007/s12529-019-09815-1
http://doi.org/10.1080/17461391.2019.1663270
http://doi.org/10.1080/17461391.2019.1663270
http://doi.org/10.1007/s12160-013-9486-6
http://doi.org/10.1007/s12160-013-9486-6


[23] J. J. Annesi, J. L. Unruh, C. N. Marti, S. Gorjala, and
G. Tennant, “Efects of the Coach Approach Intervention on
Adherence to Exercise in ObeseWomen: AssessingMediation
of Social Cognitive Teory Factors,” Research Quarterly for
Exercise & Sport 82, no. 1 (2011): 99–108, https://doi.org/
10.1080/02701367.2011.10599726.

[24] J. J. Annesi and A. C.Whitaker, “Weight Loss and Psychologic
Gain in Obese Women-Participants in a Supported Exercise
Intervention,” Te Permanente Journal 12, no. 3 (2008):
36–45, https://doi.org/10.7812/tpp/07-134.

[25] E. L. Moss, L. N. Tobin, T. S. Campbell, and
K. M. Von Ranson, “Behavioral Weight-Loss Treatment Plus
Motivational Interviewing Versus Attention Control: Lessons
Learned From a Randomized Controlled Trial,” Trials 18
(2017): 351–10, https://doi.org/10.1186/s13063-017-2094-1.

[26] B. Spring, C. A. Pellegrini, A. Pfammatter, et al., “Efects of an
Abbreviated Obesity Intervention Supported by Mobile
Technology: Te ENGAGED Randomized Clinical Trial,”
Obesity, Silver Spring 25, no. 7 (2017): 1191–1198, https://
doi.org/10.1002/oby.21842.

[27] H. Heiestad, A. M. Rustaden, K. Bø, and L. A. H. Haakstad,
“Efect of Regular Resistance Training on Motivation, Self-
Perceived Health, and Quality of Life in Previously Inactive
Overweight Women: A Randomized, Controlled Trial,”
BioMed Research International 2016 (2016): 3815976, 9 pages,
https://doi.org/10.1155/2016/3815976.

[28] L. M. Schumacher, S. Kalala, J. G. Tomas, H. A. Raynor,
R. E. Rhodes, and D. S. Bond, “Consistent Exercise Timing as
a Strategy to Increase Physical Activity: A Feasibility Study,”
Translational Journal of the American College of Sports
Medicine 8, no. 2 (2023): e000227, https://doi.org/10.1249/
tjx.0000000000000227.

[29] C. Berli and U. Scholz, “Long-Term and Transfer Efects of an
Action Control Intervention in Overweight Couples: A
Randomized Controlled Trial Using Text Messages,” Frontiers
in Psychology 12 (2021): 754488–14, https://doi.org/10.3389/
fpsyg.2021.754488.

[30] K.H. Schmitz, P. J. Hannan, S. D. Stovitz, C. J. Bryan,M.Warren,
and M. D. Jensen, “Strength Training and Adiposity in Pre-
menopausal Women: Strong, Healthy, and Empowered Study,”
Te American Journal of Clinical Nutrition 86, no. 3 (2007):
566–572, https://doi.org/10.1093/ajcn/86.3.566.
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