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Abstract

Objectives

To undertake to a synthesis of published qualitative data to improve our understanding of the 
feasibility and acceptability of behavioural weight management programmes (WMPs) for adults 
with severe obesity and programme providers.

Design 

A systematic search and qualitative synthesis was conducted for published papers (from 1964- May 
2017) that contained qualitative data from adults with BMI ≥ 35kg/m2 (and/or the views of 
providers involved in their care) and considered issues relating to weight management.

Participants

33 papers met our inclusion criteria from seven countries published 2007-2017. Findings were 
presented from a total of 644 participants and 153 programme providers (mostly from interviews 
or focus group sessions).

Results
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We found recurring themes around what programme participants described valuing and enjoying 
within WMPs. Participants described being attracted to programmes that were perceived to be 
novel or exciting in some key way, as well as programmes that had been endorsed by their health 
care provider (a view supported by programme providers themselves). The sense of belonging to a 
group who shared similar issues relating to weight and food, and who had similar physiques and 
personalities, was particularly important and seemed to foster a strong group identity and related 
accountability, which seemed to help with motivation and continuing engagement. Group based 
activities were apparently enjoyed by many and participants preferred WMPs with more intensive 
support from programme providers. However, some described struggling with physical activities 
(due to a range of physical co-morbidities) and not everyone enjoyed group interaction with others 
(sometimes due to various mental health co-morbidities). 

Conclusions

Although group-based interventions were favoured, developers should bear in mind that people 
with very severe obesity might be especially vulnerable to both physical and mental co-morbidities 
which could inhibit engagement with certain intervention components (e.g. group based interaction; 
physical activities). 

Strengths and limitations of this study

 To our knowledge, this is the first synthesis of key findings from qualitative studies 
exploring participants’ and providers perspectives of Weight Management Programmes for 
adults with severe obesity (body mass index ≥35kg/m2).

 Qualitative studies have a key role to play in understanding how factors facilitate or hinder 
the effectiveness of interventions, and how the process of interventions are perceived and 
implemented by users.

 Understanding the complex reasons why people with severe obesity chose to engage (or 
not) with lifestyle weight management programmes is important if health services are to be 
able to design effective intervention strategies to address and support weight management. 

 Although the mean BMI reported across the papers ranged from 36.8 - 44.7kg/m2, no quotes 
from participants in any of the included papers were linked to specific detail regarding BMI 
status.

Page 2 of 58

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

3

Introduction
There has been a continued increase in severe obesity (i.e. body mass index ≥35kg/m2) in adults 

worldwide. As BMI increases, obesity-related comorbidities, social, psychological and economic 

consequences increase, with the potential need for greater support for help with weight loss. In the 

UK, having severe obesity, with or without comorbidities, may be a referral criterion for Tier 3 

specialist weight management services in the obesity pathway, prior to Tier 4 services for bariatric 

surgery [1,2]. Effective weight loss services may reduce the need for bariatric surgery, and could 

also increase the effectiveness of subsequent bariatric surgery.

Qualitative studies have a key role to play in understanding how factors facilitate or hinder the 

effectiveness of interventions, and how the process of interventions are perceived and implemented 

by participants. This qualitative evidence synthesis was conducted as part of a larger systematic 

review funded by the UK’s National Institute for Health Research Health Technology Assessment 

Programme [3] and aimed to improve our understanding of the feasibility and acceptability of non-

surgical weight management programmes (WMPs) for adults with severe obesity and programme 

providers. Previous qualitative evidence syntheses have been undertaken [4,5] but these have not 

focussed on WMPs that are designed for or include people with severe obesity.

Our broad initial research questions included “What is it like to engage with (or be a provider of) 

weight loss interventions for adults with severe obesity?” and “What is it about interventions for 

adults with severe obesity that makes them helpful or unhelpful? Our review also considered issues 

around what might motivate people to decide to engage in such programmes. 

This paper focuses on the main themes that emerged from the qualitative synthesis of included 

studies. These themes shed light on 1) motivating factors for engagement; 2) components of WMPs 

participants described valuing; and 3) general challenges for engagement. 

Methods

Searching and identification of relevant studies

A systematic search was conducted in June 2016 and updated during April/May 2017 for published 

papers that contained qualitative data from adults with BMI ≥ 35kg/m2 (and/or the views of 

providers involved in their care) and considered issues relating to weight management (See S1 
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Appendix for search strategies and S1 ENTREQ Checklist). Two researchers (ZCS and MAM) 

independently screened titles, abstracts and selected full text papers. Where consensus could not be 

reached regarding eligibility, a discussion at a research team meeting took place. 

We included studies that fitted into the following broad categories:

A. Qualitative and mixed-methods studies linked to eligible RCTs (from our other review), 

including any qualitative data reported as part of papers reporting quantitative outcomes;

B. Qualitative and mixed-methods studies linked to ineligible RCTs and identified non-

randomised intervention studies including any reported qualitative data;

C. Qualitative studies not linked to specific interventions that drew on the experiences and 

perceptions of adults with BMI ≥35kg/m2 (and/or providers involved in their care) providing 

they reported data specifically relating to views/experiences of strategies for weight loss.

Analysis and synthesis

There are several approaches that can be used for synthesising the findings of qualitative 

studies.{6,7} Whilst being aware of the differing philosophical stances underlying various 

approaches to qualitative synthesis, we chose to adopt a pragmatic approach to our work in this 

area, which specifically aims to synthesise data that are relevant to informing policy and 

practice.{5} Our pragmatic approach corresponded most closely to a ‘realist’ perspective{7,8} as 

we were concerned with trying to find out not only ‘what works’ in terms of weight management 

for this group of adults and intervention providers, but also ‘for whom, and under what 

circumstances’. At the same time, our approach was informed by and used aspects of review 

methods such as thematic synthesis{9,10} and analytical approaches developed from methods of 

inquiry such as grounded theory.{10} 

In order to collate and synthesise the available primary research, two authors (ZS, MAM) each read 

and systematically extracted data from the included papers, shared notes and discussed study 

findings and interpretations during a series of group meetings. The papers were initially organised 

according to the categories described above but, as inductive analysis progressed, papers were 

grouped, compared, and contrasted according to emerging issues and themes. We used a data 

extraction form, which summarised the main themes, information regarding aims, methods, and any 

other important information relating to the context of the research within each study.

Study quality
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The retrieved publications were appraised for methodological rigour and theoretical relevance 

independently by two reviewers using Toye’s recently proposed criteria for quality in relation to 

meta-ethnography.{11} They suggest two core facets of quality for inclusion in syntheses of 

qualitative evidence, namely (1) Conceptual clarity: how clearly has the author articulated a 

concept that facilitates theoretical insight; (2) Interpretive rigour: what is the context of the 

interpretation; how inductive are the findings; has the interpretation been challenged? Two 

reviewers made notes regarding quality and results were compared and discussed. 

Patient and Public Involvement

The REBALANCE Advisory Group included lay members who offered advice throughout various 

stages of this project including during initial discussions around the choice of appropriate research 

questions and areas of interest. Results were disseminated at a final project meeting in 2018 at 

which the Advisory Group were present. 

Findings

Description of studies

The database search produced 4710 abstracts (See S1 Figure). Four additional papers were 

identified from included RCTs. In all, 33 papers met our inclusion criteria.{12-44} 

The focus and key study characteristics of the 33 papers are outlined in S1 Table. The identified 

papers reported research conducted in seven countries (USA n=12; UK n=11; Norway n=3; Spain 

n=1; Canada n=2; Australia n=3; Mexico n=1), published between 2007 and 2017, and seven 

papers were linked to broader intervention studies: {15,16,18,25,37,38,39} Seven papers were 

classed as Category A; 24 Category B; and 2 Category C. As can be seen from S1Table, the studies 

had varying aims, but all offered insights into stakeholder’s perceptions of weight loss strategies 

and programmes.

Although all the included papers provided some qualitative data for analysis, five of these provided 

qualitative data in the form of responses to open-ended survey questions within structured 

questionnaires.{17,27,32,41,44} Of those studies that used qualitative methods to collect their data, 

findings were presented from a total of 644 participants and 153 programme providers (mostly 

from interviews or focus group sessions). 
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Across the 33 papers, specific participant characteristics were inconsistently and poorly reported (if 

at all). Only 16 out of 33 papers provided any details. In terms of sex, information for 588 

participants (out of 644 of those who specifically took part in qualitative evaluations) was provided 

– 372 female; 216 male. Age was reported across 15 papers, with the range being 19-88 years. Six 

of these papers provided mean age with the range being 40.2–67 years. BMI for those involved in 

qualitative evaluations was reported in nine papers. Of those that provided a mean, this ranged from 

36.8-44.7kg/m2. Only four papers gave details of participants’ ethnicity; from 188 participants, 35 

were reported as being from ethnic or racial minorities. Furthermore, 14 papers specifically stated 

that study participants had a range of additional physical and/or serious mental health problems 

(e.g. osteoarthritis, chronic pain, schizophrenia, post-traumatic stress disorder). It was also apparent 

across other included papers from quotes and/or author comments that many participants had a 

range of similar comorbidities. 

Although no included papers provided qualitative data from those who had been invited to join a 

programme, but had declined to take part at recruitment stage, some papers reported including 

participants who had not fully engaged with programme activities (being described as ‘low users’; 

‘quitters’ or ‘drop outs’).{12,19,20,31}.

The WMPs varied in terms of the types and formats of support offered. Some programmes involved 

predominantly face to face interaction and activities with other participants and/or programme 

staff{19,22,24,26,27,28,29,30,35,40,42,} whereas others involved more remote forms of support 

(e.g. e-mail, telephone, text contact).{36,41} Other studies included and evaluated a mix of formats 

that also varied in intensity.{12,14,18,20,25,31,32,37,38,39,43,44} 

Programmes incorporated a variety of tools and techniques designed to support behaviour change 

and to help people lose weight, e.g. tools such as diet diaries;{19,32} workbooks;{37,38,39} 

pedometers;{31,32,43} food logs; {12,42} conversation maps;{17} interactive monitoring 

devices;{41} social media group interaction; {14} daily text messages;{36} buddying;{32} and a 

range of behaviour change techniques and/or psychological support {15,16,21}such as goal 

setting;{27,28,31} motivational interviewing;{28} mindfulness;{309} self-determination theory 

based support;{19} regulatory focus theory;{36} self-regulation and cognitive behavioural 

techniques; {12,18,22,25,26,28,31,37,38,39} readiness to change and self-monitoring and 

feedback;{42} psychotherapeutic sessions;{29} emotional freedom therapy;{28}; neurolinguistic 

programming;{28} solution focussed therapy;{28} social learning theories;{35}  
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Findings from the synthesis – participants

Motivating factors for engagement in WMPs

Several papers provided insights into what had motivated prospective participants to take part in a 

specific WMP.{19,21,22,26,28,30,42}Important ‘push’ factors were sometimes internal to 

participants, for example expressing a desire to do something about their weight/poor physical 

fitness for themselves (e.g. as a result of growing health concerns and/or recent personal health 

scares) and also feelings of accountability to their families (e.g. stating that they wanted to be more 

engaged in activities with family members, as well as being there for family for as long as 

possible). Others recounted familial past experiences of health problems due to obesity or their own 

sudden and rapid weight gain due to mental health medication. For example:

Recent personal health scares

“I was told I was at risk of becoming diabetic.” (No sample characteristics provided) {28}

Feelings of accountability to their families

“I’ve had two kids in the last three years… that was part of the motivation… just getting 

fitter for my kids…I need to be aboot [about] for as long as possible” (Male).{26}

Familial past experiences of health problems due to obesity

“My dad was a big guy and he developed diabetes, and he had to have surgeries and all 

kinds of stuff. I don’t want to do that later in life.” (intervention arm; no other sample 

characteristics provided). {42} 

Sudden and rapid weight gain due to mental health medication

“When I went on Zyprexa I gained a hundred pounds, very quickly. And that was really 

frustrating for me.” (control arm; no other sample characteristics provided). {42} 

In addition to describing motivating factors that could be classed as internal, some participants 

described motivators that were apparently related to certain aspects of the programme intervention 

itself, for example, because it was perceived as being endorsed as credible by health professionals; 

perceived as being novel and exciting in some key way, and also because it provided an opportunity 

to engage with the intervention in a place that was valued.{21,22,26} 
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“When I first went in there I thought this is great. I am going to diet at my doctor’s surgery. 

Knowing that it was at my doctor’s surgery gave me a big ‘oof’.” (no sample 

characteristics provided). {21}

Although one paper highlighted that decisions to join a WMP were sometimes difficult and that 

some participants had expressed initial apprehension and reservations around taking part, {26} no 

included studies provided data about those who were invited to join but declined to take part at 

recruitment stage.

Components of lifestyle programmes participants described liking or valuing

We examined various aspects of WMPs that participants described valuing. In doing so, we were 

interested in the range of factors that might motivate those participants to join in the first place, 

continue to stay in the programme and also the factors that they described as having assisted them 

to change aspects of their behaviour or ways of thinking. All but two papers were set within the 

context of a WMP. The two included papers that were not linked to a specific intervention{33,34} 

also provided data regarding perceptions of weight loss strategies and engagement in diet and 

lifestyle programmes and were useful in this context. Unsurprisingly, there was variation in terms 

of what participants described as valuing within their WMP, demonstrating that a one size fits all 

approach is unlikely to be appropriate. We noted some key recurring themes in terms of what 

participants valued, and we grouped these around aspects that relate to a) the overall setting or 

context of the programme; b) the people (both other participants and health professionals/support 

staff) within the programme setting; c) the type of interaction/support offered; d) dietary elements; 

e) physical activities; and d) programme tools and techniques designed to support behaviour 

change. These are discussed below. 

a) The overall setting or context of the programme

The overall setting of the programme was important for motivating people to decide to engage and 

also seemed important for motivating them to stay in and keep going with the various intervention 

activities. Some participants described their programmes as being exciting or novel in that they 

perceived them to be different to interventions they had tried previously (e.g. being focussed on 

physical activity rather than dieting;{19} being focussed on changing overall attitudes towards 

eating rather dieting per se;{30,38}) and an important consideration was the extent to which they 

could ‘relate’ to the nature of the programme (including how it was presented to them at 

recruitment) and how well it appeared to match with their own identities and values:{19,26,30,34}

Page 8 of 58

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

9

“…the main thing that drew us to it was because it’s [at a football club]” (Male). {26}

“I always think somebody approaching you one-on-one is better. They can post all the 

weight loss you know pamphlets out there…I was hooked right away because somebody 

took the time to really explain it and take her time to do that.” (Female). {30}

Several participants also positively contrasted their overall perceptions of the WMPs with previous 

negative views towards other WMPs they had engaged with (e.g. WMPs which were perceived as 

being too ‘feminine’ or in some ways humiliating and embarrassing, or being perceived to be 

overly preoccupied with dieting;{19,20,24,27,28,34} 

“If you go to a slimming class you feel that you’ve made a fool of yourself or you get 

weighed and you’ve put on half a pound or a pound, and then you don’t want to go back the 

next week so you don’t go back.” (Coaching group arm; no other sample characteristics 

provided). {20}

“Well, I think it’s (WHEEL) appealed to me because I won’t be dieting…I am obsessed with 

dieting me.” (Female) {19}

“…spent many useless years at weight watchers with various leaders but never felt 

confident and in control or had the motivation I have now.” (No sample characteristics 

provided). {27}

b) The importance of the people within the programme setting (for fostering a sense of 

accountability)

A strong recurring theme was the value participants placed on perceiving themselves to be part of a 

like-minded group of individuals – individuals that faced similar issues, and who had similar 

physiques and personalities.{14,17,19,20,24,26,29} For example:

“I do not feel so ashamed of my body here. We are all in the same situation, you see, which 

is really nice” (Female). {24}
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These perceptions seemed to foster a strong group identity and related ‘accountability’ in 

participants. Something that was apparently important for people in terms of motivating them to 

stick with the programmes and to not let their fellows down by dropping out or not sustaining 

behaviour changes:{12,14,19,20,26,30,31,32,42} 

“So, you didn’t want to disappoint yourself, but you didn’t want to disappoint … your 

friends now either." (No sample characteristics provided). {30}

Many participants also discussed the importance of their interactions with health care staff within 

the programmes.{12,19,20,22,24,27,28,29,30,32,35,38,40,44} They seemed to value the positive, 

friendly, and non-judgemental encouragement received and they also discussed feeling accountable 

to programme staff which helped with motivation. These aspects seemed to act as positive ‘pulls’ in 

terms of staying in the intervention and helping to sustain behaviour change:

“I think I just like talking to you [programme leader]. And I suppose I feel that if I don’t do 

it [the programme] then I’m letting you down” (Female).{19}

“She is my motivator… and she makes me keep a record of my diet” (Female). {24}

c) The type of interaction/support offered

Although not universal, many described particularly valuing the social interactivity of group based 

programme activities and also fairly intensive support from/interaction with programme 

staff.{12,14,19,20,23,26,27,29,30,31,35,42,43} This appeared to function strongly as a motivator to 

maintain engagement with the WMPs by fostering feelings of accountability and by helping to 

ensure the achievement of pre-set goals: 

“Oh God I haven’t done what I should of done and I promised to do it and I know that isn’t 

what’s supposed to spur you on but it I think it does” (Regular support group; no other 

sample characteristics provided).{20}

“[discussing feedback from programme staff]…great encouragement when the results are 

positive and a way to improve if the results are not so good.” (No sample characteristics 

provided). {27}
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Participants discussed appreciating when the timing of support offered was flexible and could fit 

around their needs,{20,30,32} and several wanted more support than was offered within the 

programmes (e.g. more frequent contact and for a longer duration than the programme currently 

allowed).{20,31,41,44} Many also expressed concern about support ending post-

intervention{19,20,24,30,36,42} with the suggestion that diminishing intensity of programme 

activities and/or programme cessation could cause problems for maintaining behaviour change 

patterns if group interaction and support were key parts of it:

“I cannot do it without her support, it just wouldn’t work” (Female). {24}

Some WMPs involved predominantly face to face interaction and activities with other participants 

and/or programme staff. {19,22,24,26,27,28,29,30,35,40,42} In contrast, others involved more 

remote forms of support (e.g. e-mail, telephone, text contact). {36,41} Some studies included and 

evaluated a mix of formats that also varied in intensity. {12,14,18,20,25,31,32,37,38,39,43,44} 

Many participants discussed valuing the social interactivity of the in person group based 

activities{14,19,20,26,30,31,42} and, where it was discussed and compared, participants tended to 

value and desire human contact over more remote forms of support. {31,41} This preference 

seemed to be linked to incentivising people to stay committed to the various programmes and was 

also apparently important in terms of making participants feel accountable to a likeminded group of 

individuals. 

d) Dietary elements 

Some WMPs provided detailed dietary advice regarding food choices, whilst others specifically 

described interventions as ‘non-dietary’ (nevertheless, incorporating behavioural change techniques 

to support attitudinal changes towards food and eating patterns). We examined data that were 

available from participants and/or programme staff relating to the perceived usefulness or otherwise 

of these dietary aspects. Although views were sometimes mixed, participants tended to describe 

valuing the flexibility and variety of diet format. {19,30,31,35} This seemed important in terms of 

helping them to ‘normalise’ and stabilise their eating habits, particularly as many had attempted 

diets over a period of many years (without success) leading them to develop negative and unhealthy 

relationships towards food.{19,30,31,35} 

“The other programs told you not to eat this or that and you were afraid to go back if you 

hadn’t lost weight and …they tell you that you can eat everything but you yourself have to 

Page 11 of 58

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

12

control the amount…You make up the diet every day and that’s very motivating” 

(Female).{35}

e) Physical activities

All of the WMPs incorporated some attention to increasing physical activity. Whilst clearly some 

participants described struggling to engage in exercise for a variety of reasons, many participants 

described the positive psychological and physical benefits they experienced from 

exercising.{14,19,24,28,42} 

“When I first started I could hardly walk…now I can walk 300-400 yards…if this project 

has done nothing else it has helped me to walk (no sample characteristics provided.” (No 

sample characteristics provided). {28}

When it was offered as part of the WMP, participants also discussed valuing the flexibility of being 

able to choose from a variety of exercise formats and approaches. {19,31} 

f) Programme tools and behaviour change techniques designed to support behaviour change

We examined data that were available from participants and/or programme staff relating to the 

perceived usefulness or otherwise of tools and techniques designed to support behaviour change 

and to help people lose weight. Although not universally popular, {12,19,31,41,42} participants 

described the incorporation of tools, such as food logs, goal setting, regular text messages, tele-

monitoring devices and conversation maps as being motivating, and also helpful for the purposes of 

education and learning, describing how they helped to facilitate self-awareness of and reflection on 

eating and other behaviour patterns. {12,17,31,32,36,41,42,43,44} 

 

“I found it to be very enlightening. It made me start to look at foods differently 

It has given me a more conscious outlook on how to control my diabetes and the importance 

of exercise.” (No sample characteristics provided). {17}

“What really helped me was having somebody go over the food log every day. That was the 

big thing.” (No sample characteristics provided). {12}
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Participants discussed the positive psychological changes they experienced with regards to their 

relationship to food/body image, which seemed to relate to the BCTs employed within some of the 

WMPs (e.g. mindfulness and self-determination theory based support).{12,19,22,30}

 

General challenges for engagement in WMPs

Despite the numerous positive comments from within the data with regard to programme 

engagement, participation was not straightforward for everyone who took part. General challenges 

resulting in decreased engagement (or success) related to a number of factors. Sometimes, these 

involved the timing of clinic appointments;{32} cost of travel to appointments;{28,43} general low 

self-efficacy;{21} family members not being on board, such that behavioural changes were difficult 

to sustain;{29,42} whereas others described factors which could be described as life getting in the 

way (e.g. holidays, social events, bad weather as disincentive to exercise). {42} 

It was apparent that participants experienced a range of comorbidities, including some serious 

mental health issues. {13,14,31,32,33,34,41,42,43} Sometimes these specific illnesses presented 

challenges for motivation and continuing engagement, for example, feeling too ill to focus on 

weight/feeling too ill to care or to be motivated:{28,31,34,35,42}

“Because of the ME [myalgic encephalopathy] I’m sleeping fifteen or more hours a day, 

and so exercise is out of the question because I can’t even walk to the end of the road.” 

(Female).{33}

Critical reflections on specific components of WMPs 

The type of interaction/support offered

The recurring theme of valuing the social interactivity of group-based programme activities was not 

universally valued by all, with some describing a reluctance to discuss issues within a group 

setting.{14,22,23,35,40,43} This was perhaps particularly pertinent in studies where participants 

had additional mental health issues:

“I know the importance of the program is to be together, but at the beginning you don’t 

know these people, some of us have problems interacting with people we don’t know.” (No 

sample characteristics provided. {14}

“It’s just I don’t like to be around people.” (No sample characteristics provided). {43}
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“I prefer to talk in private as I suffer from panic attacks.” (No sample characteristics 

provided). {40}

One study{38} included data that suggested some participants felt guilty using up what they 

perceived to be too much of their health care provider’s time (in an intervention involving regular 

GP visits): 

“I must admit I felt frequently embarrassed that I was taking up a lot of my GP’s time.” (No 

sample characteristics provided). {38}

Dietary elements and physical activities

Although the majority of participants tended to describe valuing the flexibility and variety of the 

diet formats offered within programmes,{19,31,35,44} views were sometimes mixed with regard to 

diets, with a few wanting more prescriptive and structured eating plans than were offered: 

“I think [having a set meal plan to follow] would have been to a certain extent easier at the 

beginning, but I don’t think it would of actually adjusted my attitudes and thinking which it 

[POWeR+] has done (Male; 64 years; face-to-face support; high user).” (No sample 

characteristics provided).{31}

The above quote illustrates that participants often discussed appreciating when programmes 

apparently emphasised changing attitudes towards food and eating over promoting a specific diet 

per se. However, sometimes participants did feel that their programme (or their primary care 

providers) tended to over emphasise diet rather than, for example, addressing issues around 

exercise, sleep or addiction problems.{34,42} 

“…there was no support counselling-wise as to why I have the issues I have with food…” 

(Male).{34}

Whilst many participants described the positive psychological and physical benefits they 

experienced from exercising, {14,19,42} others described struggling to engage in exercise. Some 

described disliking the perceived high intensity of the exercises (e.g. feeling uncomfortable with 
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sweating, {19,23,24} whilst others discussed how their various physical or mental health 

comorbidities could prohibit them from full engagement in activities.{13,19,23,24,31,32,33,34,42} 

“Exercise is the best [to lose weight] and I get all this physical therapy exercise and all of 

that just increases my pain, which reduces my desire to have any exercise.” (No sample 

characteristics provided).{13}

“I think for me, with my disability it was difficult to engage with some of the activities 

recommended.” (No sample characteristics provided).{32}

Programme tools and BCTs designed to support behaviour change

Participants suggested that many of the WMP’s tools and techniques were helpful for them in terms 

of reflecting on their habits and behaviours and for helping them to positively change their 

attitudes. However, some participants described these tools as being somewhat intrusive and 

sometimes inflexible in nature. For example, some participants described disliking food logs and 

found food diaries/goal setting/daily self-weighing and the monitoring of exercise as excessive and 

too confrontational.{19,31,41,42} Others felt that programme staff did not appropriately monitor 

and feedback on progress:{12}

 

“I mean no one ever looked at it [food diary]. No one ever asked for it. I just did all the 

work, like, for nothing because no one ever asked me for it.” (No sample characteristics 

provided). {12}

Others expressed frustration with the perceived inflexibility of tools designed to record behaviour 

and activities and to support behaviour change. For example, not being able to record life events 

and/or comorbidities that might help to explain lack of achievement regarding weight loss:{31,36}

“I thought that might be useful [to] have something [to] explain why things are going as 

they are going.” (Female; 59 years, remote support; high user). {31}

“I would want to tailor the messages [daily text messages] to the things that I was most 

struggling with.” (No sample characteristics provided). {36}
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With regard to psychological support, two papers highlighted that some people wanted more 

counselling for non-direct weight issues, such as mental health, recognising that these additional 

problems had implications for weight management. {34,41} In contrast, although many participants 

discussed the various positive psychological changes they experienced which seemed to relate to 

the BCTs/counselling employed within some of the WMPs, others found personal development 

classes challenging and confrontational and questioned their appropriateness:{22}

“I cannot benefit from it [the personal development classes]. I will never open up in that 

room and talk among others.” (Male). {22}

Findings from the synthesis – provider participants

Ten of the included papers provided qualitative data from a range of WMP providers. 

{15,16,18,21,22,25,31,36,37,38} Seven of these papers were linked to one of three of the same 

interventions. Programme providers who provided qualitative data were described as primary care 

providers; {18,25} nurses; {31} GPs and consumer representatives;{38} GPs; {37,39} mental 

health care workers, dietitians, and nurses; {15,16} GPs, weight management advisors, practice 

nurses, {21} and key personnel working at a residential weight loss centre. {22}

General impressions of being involved in WMPs

With the exception of one study, in which some GPs (but not all) were reportedly less enthusiastic, 

{21} views about being involved in a WMP were generally very positive, with health professionals 

acknowledging that engagement was potentially very useful for them in terms of facilitating a 

conversation around weight loss with participants, and recognising that this can often be 

challenging in their everyday practices. {31,37,38,39} 

However, the authors of one study{15} noted that discussions about weight tend to be embedded 

within the context of conversations about other health issues (rather than being discrete or stand-

alone) and argued that this could act as a potential barrier with regards to the implementation of 

WMPs within primary care:

“I don’t have patients that come to see me just for obesity or…just one thing…yes they’re 

one of my diabetic patients but … we’re talking about their cholesterol today or their blood 

pressure and their weight another day.” (Nurse, no other sample characteristics provided). 

{15}
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Motivating factors for participants’/provider engagement in WMPs

One paper included some insights from the perspectives of programme providers about what 

apparently motivated prospective participants to take part in a WMP. {18} Health care providers 

involved in the delivery of the programmes described how they regarded participants’ perceptions 

of their professional ‘buy in’ to the intervention study (i.e. endorsement) as important and 

influential regarding their decisions to take part. {18} One study (linked to two papers){18,25} also 

reported unusual success at enrolling men which programme providers attributed to their endorsing 

it as a ‘medical’ programme: 

“I think that [our affiliation with a research institution] helped make it into a legitimate 

type of program that [our patients] would have confidence in, not just one of these wild 

watermelon diets or things like that.” (Primary Care Provider, no other sample 

characteristics provided).{18}

In terms of disincentives towards retention in such WMPs, some providers reported that some 

participants could have unrealistic expectations about weight loss, not fully understanding 

programme goals and commitment and wanting a “quick fix”:

“What they wanted was a quick fix…They want to lose pounds very quickly. And it doesn’t 

happen…”(GP, no other sample characteristics provided) {21} 

Only one study {21} provided data around apparent barriers and facilitators to health professionals’ 

own engagement with a specific WMP. They described how clinicians’ pre-conceived beliefs and 

attitudes towards integrating WMPs into primary care settings were important and they noted that 

engaged practices (as opposed to less engaged practices) were characterised by active GP 

participation and ‘buy in.’

The importance of the people within the programme setting (for fostering a sense of 

accountability)

In keeping with some key findings from participants across the included papers, programme 

providers reflected on the importance of WMPs for creating a sense of accountability both for 

themselves as professionals in terms of increasing their responsiveness and sensitivity to their 

participants’ weight management plan and needs and also of their continued engagement, 

motivation and success: {18,37} 
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“...I think it just made me be more sensitive…I’ve been kinda tryin’ to dial it [being tough 

on the patients] down a little bit” (Primary Care Provider, no other sample characteristics 

provided) {18}

Programme providers also recognised and reflected on what they regarded to be the importance of 

establishing and maintaining good relationships and of giving positive reinforcement and 

encouragement and being supportive of their weight loss efforts.{15,18,25,31} 

The types of interaction/support offered 

Several health care providers recognised that the intensity of interactions between programme staff 

and participants was important for motivating the latter to stay engaged and to sustain behaviour 

changes. {18,25} However, several provider participants raised concerns about the reality of this 

for their everyday clinical practice when time constraints were a real issue. {15,16,38} Other health 

care providers raised concerns around a lack of interdisciplinary working within clinic settings, 

which could inhibit their abilities to support weight loss, as well as lack of clarity with regard to 

professional role remits within teams:

“I work with our RN all the time so on a daily basis we talk about things going back and 

forth but the others [referring to dietitian and mental health workers] I don’t really see to be 

honest.” (Nurse, no other sample characteristics provided). {16}

Although providers in the above study{16} raised broad issues in their interviews relating to these 

barriers, they reflected positively on the study WMP in terms of facilitating interdisciplinary 

collaboration.

Views about mode of support

In terms of views about mode of support, health providers in one primary care study{18} argued 

that telephone-delivered weight counselling was the most convenient for participants. In contrast, 

providers in another study (one that involved a residential WMP) {22} argued that face-to-face 

group interaction was essential and particularly useful for participants with severe obesity who 

often experience social isolation. In another primary care study, {31} views regarding mode of 

delivery of support were more mixed. Whilst recognising the practicalities of remote forms of 

support, programme providers (in this case nurses) argued that face-to-face interactions worked 
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best in terms of helping them connect more effectively and facilitated participant engagement and 

motivation. Some even stated that they did not regard remote support as support at all.

Views about levels of provider engagement

Health care providers in one study{18} stated that they played a fairly peripheral role in aspects of 

programme delivery and that sometimes this made it difficult for them to fully engage with their 

patient and to assess their progress. They suggested that individualised feedback from other 

professionals involved in programme delivery (e.g. in this case weight loss health coaches) would 

have been helpful. However, the study also reported that the majority of health care providers 

valued the fact that they played a limited role in the WMP, with time constraints and specific skill 

sets being raised as issues. Another study {31} raised related issues around level of provider 

engagement with aspects of the WMP. In this case, nurses discussed the perceived disadvantage of 

not being able to view the information provided to participants on the study website. Some felt that 

viewing this information would have allowed them to understand more fully, what participants 

were referring to in consultations. In one study,{38} GPs commented on and seemed to value the 

relatively ‘loose’ nature of the intervention design (in this case a weight management toolkit) as 

they considered it offered scope to enable them to tailor it to the individual and their community. 

Similarly, nurses in another study {31} expressed frustration around the lack of flexibility of their 

intervention, both in terms of how they were supposed to behave (i.e. by not being directive) and in 

terms of the scope within the website to document individual issues. This was also a concern raised 

by the participants themselves. Although, providers in these two studies {31,38} apparently 

appreciated interventions that were more flexible in nature (and therefore could be tailored more 

appropriately to individual care). Personnel in a residential WMP{22} specifically designed for 

people with severe obesity seemed to value having a very strict programme structure (in this case 

participants had to attend morning meetings, group activities, and eat six meals a day at fixed 

times). The general feeling amongst staff was that instilling this strictness on participants would 

facilitate behaviours that they would then seek to maintain at home.

Views about intervention content

Whilst some, (but not all), participants in one study{22} found personal development classes 

challenging and confrontational, providers in the same study consistently argued that personal 

development (i.e. focussing on internal factors such as self-knowledge and self-acceptance) was 

essential and crucially important for maintaining lifestyle changes longer term: 
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“It is important that they become aware of what in their life makes a difference in being 

obese or not.” (Personnel, no other sample characteristics provided).{22} 

Discussion

Principal findings

This review synthesised findings from qualitative data relating to the views of adults with BMI 

≥35kg/m2 (and/or their health care providers) about engaging with WMPs. In summary, although 

there was variation expressed in views about the acceptability of various programme components 

(indicating the inappropriateness of a ‘one size fits all’ approach), there were, nevertheless, 

recurring themes around what both participant and programme providers described valuing and 

enjoying. Some of these key findings resonate with previous qualitative research with people with 

less severe obesity. {4,45}. 

Participants in our review described being attracted to WMPs that were perceived to be novel or 

exciting in some key way (e.g. being different to programmes that they had tried previously), as 

well as perceived to have been endorsed by their health care providers (a view supported by 

programme providers themselves). The sense of belonging to a group of people who shared similar 

issues relating to weight and food, and who had similar physiques and personalities, was described 

as being particularly important to many participants and seemed to foster a strong group identity 

and related ‘accountability’, which seemed to help with motivation and continuing engagement. 

Good relationships with programme providers were described as being highly valued, with ongoing 

encouragement and monitoring apparently important for facilitating motivation and behaviour 

change (a view also endorsed by the programme providers themselves). Group based programme 

activities were apparently enjoyed by many participants along with fairly intensive support from 

programme providers. This observation is supported in previous qualitative research with people 

with less severe obesity.{4,45}. However, in our review, although described by both participants 

and programme providers as being important for supporting engagement and positive behaviour 

changes, concerns were raised about the availability of continuing support post intervention, and 

similarly by providers who questioned the practicalities and logistics of integrating such intense 

support into their everyday clinical practices once the studies were completed. 
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Overall, both participants and programme providers valued having choice and flexibility. For 

example, participants welcomed flexibility around diet choices, flexibility around when face-to-

face counselling sessions, and also welcomed personalised interventions. Similarly, some 

programme providers found the perceived lack of flexibility with various intervention components 

frustrating and prohibitive in terms of supporting individualised care. 

Those participants who described engaging in group discussions/therapy sessions (with other 

participants and/or providers) and those who discussed engaging in exercises were mainly positive 

about their perceived benefits. For example, where it was discussed, participants very much valued 

the psychological input integrated into many interventions. This is a view supported in a study of 

user experiences of both Tier 2 and Tier 3 weight management services in England.{45} However, 

it is worth noting that our review also highlighted that some participants did describe struggling 

with these aspects, with some describing them as particularly challenging. Some participants 

described difficulties with the various physical activities (because of a range of physical 

comorbidities) and not everyone enjoyed group interaction and discussions with others (sometimes 

apparently because they suffered from various mental health comorbidities). 

Strengths and limitations

To our knowledge, this is the first synthesis of key findings from qualitative studies exploring 

participants’ perspectives of WMPs for adults with severe obesity. Our synthesis has highlighted a 

range of important factors that have the potential to facilitate engagement with WMPs for this 

group.

We were interested in ascertaining the views of participants with severe obesity (people with BMI 

≥35kg/m2). Therefore, our inclusion criteria were that papers needed to state that participants in 

their respective studies (i.e. either in their qualitative evaluations or the intervention studies to 

which their qualitative evaluations were linked) had a mean BMI ≥35kg/m2. Of those papers that 

only considered programme providers’ views, these had to be linked to intervention studies where 

we could establish that included participants had a mean BMI ≥35kg/m2. Only two papers stated 

that their respective WMPs were designed specifically for people with BMI ≥35kg/m2. {22,40} 

Thus, across the papers, some people with BMI <35kg/m2 would have been included. Quotes from 

participants were not linked to specific detail regarding BMI status, and so we cannot be certain 

that findings reflect exclusively the views of those with severe obesity. 

Page 21 of 58

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

22

Only nine papers linked participant quotes to sex; {19,22,24,26,30,31,33,34,35} only one to age 

status;{31} and none to socioeconomic/demographic characteristics, making it hard for us to 

consider whether any issues raised were particularly sensitive or pertinent to these aspects. 

We know from a recent review of Tier 3 weight management interventions for adults with severe 

obesity that drop-out rates are very high (43-63%). {46} Only four of our included papers stated 

that some of the participants in their qualitative evaluations had been ‘low users’, ‘quitters’ or 

‘drop-outs’{12,19,20,31} and only one of these papers linked quotation data directly to intervention 

usage status. {31} Although our findings highlighted a range of views with regard to the usefulness 

or otherwise of various intervention components, it is worth noting that participant sample 

characteristics within the included papers are skewed towards those who had chosen to engage and 

who had completed the various intervention activities. 

Applying quality criteria to qualitative research remains a contentious issue and there is no 

consensus regarding whether and how this should be done (47,48).  Whilst authors of some 

qualitative evidence syntheses have chosen to exclude what they deem to be poor quality papers, 

we made the decision not to exclude any of the identified papers. We included 33 papers that each 

reported some qualitative data that met our inclusion criteria and addressed our key research 

questions. Although all included qualitative data, in terms of ‘quality,’ some were deemed richer 

than others in terms of data and insights - some ranged from being exclusively qualitative studies 

providing rich data in our areas of interest, through to studies that were actually primarily 

quantitative with responses to open-ended survey questions. The five studies providing qualitative 

data in the form of responses to open-ended survey questions within structured 

questionnaires{17,27,32,41,44} were deemed less useful in terms of presenting only very limited 

qualitative data and insights. Despite this variation in the overall level of quality, we felt it was 

more important to retain any relevant findings rather than disregard based on study quality. In 

doing so, we would argue that all 33 papers contributed useful elements to the collective whole and 

enabled us to develop our understanding of the issues of importance to people with BMI ≥35kg/m2. 

We cannot exclude the possibility that unpublished service evaluations from within the NHS, that 

we failed to locate, might have been sources of rich data.

Practice Implications

Within our review, it was clear that ongoing encouragement and monitoring by programme 

providers was viewed as important for facilitating motivation and behaviour change. However, 
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intervention developers should bear in mind that waning intensity of programme activities and/or 

programme cessation could cause problems for maintaining behaviour change patterns if group 

interaction and support was an initial integral component. 

People with very severe obesity might be especially vulnerable to both physical and mental 

comorbidities, which could inhibit engagement with certain intervention components (e.g. group 

based interaction; physical activities). For intervention developers, this is worthy of note. This 

could inhibit their engagement with much fitter peers with fewer weight-related issues, or restrict 

their ability to undertake certain intervention components – an observation that is perhaps less 

apparent in research with people with less severe obesity [4]. 

Implications for research

No papers included in our review provided qualitative data from those who had been invited to join 

a WMP but who had declined to take part, and only four papers reported including participants who 

had not fully engaged with all programme activities to varying degrees. Therefore, in terms of 

pointers for effective interventions, it is worth acknowledging that key findings will be skewed 

towards those who had chosen to engage and who had completed the various intervention activities. 

In terms of implications for research, it is clear that the qualitative research literature focusing 

specifically on lifestyle WMPs for people with very high BMIs is limited, particularly for people 

who are low-users or do not wish to engage with such services.

Conclusions

WMPs that are perceived to be novel or exciting and WMPs that are perceived to be endorsed by 

health care providers tend to be valued by participants. The sense of belonging to a group of people 

who share similar issues and characteristics seems particularly important, helping to foster a strong 

group identity and related ‘accountability’, which aids motivation and continuing engagement. In 

person group based programme activities tend to be valued (over more remote forms of support), 

along with fairly intensive support from programme providers. However, intervention developers 

should bear in mind that people with very severe obesity might be especially vulnerable to both 

physical and mental co-morbidities that could inhibit engagement with certain intervention 

components.
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S1 Figure   Flow chart of included studies 
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S1 Table Characteristics of the included qualitative studies  
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Country: USA 

To understand 

primary care 

providers’ (PCPs) 

perspectives about 

their role in the 

intervention and in 

their patients’ weight 

loss, thereby 

providing insights to 

inform best practices 

in developing 

practice-based 

weight management 

programmes. 

Patients with 

obesity in their 

usual care 

practices. 

Role: Provider  

Number providers interviewed: 26 

PCPs 

Providers’ characteristics: 15 

female, 11 male, 24 physicians, 2 

nurse practitioners, and 20 had 

internal medicine training. The mean 

time in practice was 16 years (SD ± 

11.7), and mean number of patients 

in the trial was 11.1 (SD ± 6.8) 

Socioeconomic and demographic 

characteristics: 15 White, 6 

Asian/Pacific Islander, 3 Black, 2 

Other 

The Practice-based Opportunities for 

Weight Reduction (POWER) was a 24 

month trial that had two intervention 

groups (by phone and face-to-face) in 

which weight-loss health coaches (not 

PCPs) provided education and positive 

reinforcement. Participants in both 

intervention arms had access to the same 

online educational modules, self-

monitoring tools and received both 

automated and individualized e-mails. 

Participants in the control arm met with a 

weight loss health coach at the time of 

randomization and, if desired, after the 

final data collection visit. They also 

received brochures along with a list of 

recommended weight loss websites. 

Focus groups  

First Author: Bradbury 

Year: 2015 

Category: A 

To explore helpful 

(and unhelpful) 

aspects of coaching; 

Participants with 

obesity. 

Role: Participant 

Number of participants: 58.  

Positive Online Weight Reduction 

(POWeR) is an e-health intervention 

designed to produce sustainable weight 

Interviews 
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Country: UK the experiences of 

POWeR and the 

accompanying 

coaching, including 

what aspects people 

found most helpful, 

unhelpful, appealing 

or unappealing, and 

what factors seemed 

to influence whether 

participants 

continued to follow 

POWeR. 

Planning and development stages: 16 

participants; 

Feasibility stage: 23 participants; 

Community trial 19 participants. 

Participants’ characteristics: From 

the community trial: age range 34-68, 

Participants were sampled from both 

the coaching arm (10 female, four 

male) and Web only arm (four 

female, one male) and varied in their 

usage of POWeR.  

Socioeconomic and demographic 

characteristics: NR 

Comorbidities: NR 

management. POWeR consisted of 12 

sessions which taught users self-

regulation skills in order for them to 

become their own personal health trainer. 

Patients were randomized to either usual 

care, the POWeR website, POWeR 

accompanied by basic nurse support, or 

POWeR with regular nurse support. The 

nurse support was mainly delivered face 

to face, although telephone and email 

support could also be provided. 

First Author: Gudzune 

Year: 2012 

Category: A 

Country: USA 

To explore PCPs’ 

usual practices as 

part of weight 

counselling to 

identify how PCPs 

communicate with 

their patients about 

weight loss. 

Patients with 

obesity in their 

usual care 

practices 

See Bennett 2014 See Bennett 2014 Focus groups  

First Author: Hunt 

Year: 2014 

Category: A 

Country: UK 

To report the 

characteristics of 

men participating in 

a randomised 

Men with obesity 

(BMI > 

28kg/m2), age 

35–65 at high 

Role: Participant 

Number of participants: 63 men (who 

had attended at least six FFIT 

sessions of the programme). 

Football Fans in Training (FFIT) is a 

men-only, evidence-based, 12-session, 

weight management and physical activity 

group programme with subsequent 

Focus groups 
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controlled trial of a 

weight management 

programme designed 

specifically to attract 

men, and, secondly, 

their accounts of 

why they decided to 

participate in the 

programme.  

risk of ill-health 

due to obesity 

Participants characteristics: No 

specific data for qualitative analysed 

participants 

Socioeconomic and demographic 

characteristics: NR 

Comorbidities reported: NR 

minimal-contact weight loss 

maintenance support delivered free of 

charge at Scotland’s top professional 

football clubs by community coaches 

trained in diet, nutrition, physical activity 

and behaviour change techniques to a 

standard programme delivery protocol. 

First Author: Little 

Year: 2017 

Category: A 

Country: UK 

To explore patients’ 

expectations of 

POWeR+, 

experiences of the 

POWeR+ 

programme, 

experiences of using 

the POWeR+ 

website and 

experiences of nurse 

support. 

Participants with 

obesity (BMI 

≥30kg/m2, or 

≥28kg/m2 with 

comorbidities) 

from general 

practice 

Role: Participant and Provider 

Number of providers: 13 nurses 

(HCPs who supported POWeR+ were 

included in qualitative evaluation)  

Number of participants: 31 POWeR+ 

programme users. 14 remote support 

(3 low users/11 high users) and 17 

face-to-face support patients (2 low 

users/15 high users).  

Participants’ characteristics: 15 

female, 16 male, mean age 61 years 

(range 45-88 years). 

Socioeconomic and demographic 

characteristics: No specific data for 

qualitative analysed participants. 

Comorbidities reported: No specific 

This is a 24-session web-based weight 

management intervention consisting of a 

series of 24 brief maintenance-oriented 

sessions for up to 6 months and links to 

encourage patients to continue to use the 

website to track their weight at least 

fortnightly until they have formed 

healthy eating habits that sustain weight 

management.  

Interviews 
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data for qualitative analysed 

participants.  

First Author: McRobbie 

 Year: 2016 

Category: A 

Country: UK 

To explore the many 

components of the 

WAP. By providing 

a summary of 

participant feedback 

on the overall 

helpfulness of the 

programme. 

Adults (aged ≥ 18 

years) with 

obesity (BMI of 

≥ 30 kg/m2 or a 

BMI of ≥ 28 

kg/m2 plus 

comorbidities) 

who wanted to 

lose weight  

 

Role: Participant 

Number of participants: 177.  

Participants who reported helpfulness 

of the programme at 12-months 

follow up; 48 in the nurse arm and 

129 in the WAP arm. People who 

dropped out of treatment were called; 

only 19 provided a reason for 

dropping out.  

Participants’ characteristics: Not 

reported 

Socioeconomic and demographic 

characteristics: Not reported. 

Comorbidities: Not reported 

The WAP is a multicomponent 

programme that includes a range of 

concrete and verifiable tasks agreed 

individually with each participant and 

also includes  monthly ‘maintenance’ 

sessions that targeted to improve 

participant motivation, allowing 

participants to discuss the challenges 

they have faced since the last session, 

and to anticipate challenges of the month 

ahead. 

Anonymous 

feedback 

questionnaire 

First Author: Yarborough 

Year: 2016 

Category: A 

Country: USA 

 

To assess lifestyle 

change barriers and 

facilitators across the 

first 18 months of 

study participation 

and to identify 

modifiable factors 

associated with 

making and 

maintaining healthy 

Adults (aged ≥ 18 

years) with 

obesity (BMI 

≥27kg/m2) taking 

antipsychotic 

medications 

(stable on 

antipsychotic 

medications for at 

least 30 days) 

Role: Participant 

Number of participants: 84.  

Participants in the control arm were 

interviewed once; 17 intervention 

participants were interviewed more 

than once to ensure that all cohorts 

were represented in each interview 

wave.  

Participants’ characteristics: Mean 

age 48.1 (SD ± 10.1), 30 male, 54 

This was a 24-month study of the 

STRIDE comprehensive weight loss and 

lifestyle-change intervention that 

consisted of 24 weekly meetings that 

targeted readiness to change; included 

interactive, participant-centred delivery 

of lifestyle education information along 

with a 20-min walk; encouraged skills 

practice, self-monitoring and feedback; 

and facilitated group interactions and 

Interviews  
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lifestyle changes in 

order to inform 

clinicians and 

improve the 

development of 

future interventions 

for individuals with 

serious mental 

illnesses. 

female. 18 were members of ethnic or 

racial minorities.   

Socioeconomic and demographic 

characteristics: 34 married or living 

with partner, 27 had an income of 

$30,000 or higher, 18 were college 

graduate or higher, 28 were retired, 

unemployed, student, homemaker or 

temporarily laid off. 

Comorbidities: 34 Schizophrenia, 17 

bipolar disorder, 31 affective 

psychoses, 2 PTSD  

support. Intervention participants could 

consult with interventionists by 

telephone as needed.  

First Author: Abildso 

Year: 2010 

Category: B 

Country: USA 

 

 

To examine physical 

and psychosocial 

differences at 

baseline between 

completers of and 

dropouts from a 12-

week weight 

management 

program; to assess 

the physical, 

behavioural, and 

psychosocial impact 

on program 

completers; to 

Adults with 

obesity (BMI ≥ 

30kg/m2 alone or 

a BMI of 25 to 

29.9kg/m2 with 

comorbidities) 

Role: Participant 

Number of participants: 11  

Participants characteristics: Mean 

age 46.2 (SD ± 8.5), 8 female, 3 

male. Seven were successful program 

completers (three high weight losers, 

four moderate weight losers), and 

four were program dropouts or 

completers with low weight loss). 

Socioeconomic and demographic 

characteristics: 7 married,  number 

of children 1.5 (SD ± 1.1)  

Comorbidities: Not reported 

 

Weight loss is encouraged in the weight 

management program (WMP) through 

increasing physical activity and 

decreasing caloric intake. For a $45 

monthly co-payment, the WMP benefit 

during Phase 1 (12 weeks) included 

assessment and follow-up meetings with 

an exercise physiologist and registered 

dietitian, monthly personal training 

sessions, and periodic phone calls from 

the insurance agency to track progress. 

Interviews 
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compare the 

psychosocial 

changes of high and 

moderate weight 

losers; and to 

qualitatively explore 

factors associated 

with program 

adherence and 

weight loss. 

First Author: Aschbrenner 

Year: 2016 

Category: B 

Country: USA 

 

 

To explore 

participants’ 

perceptions and 

experiences with 

peer interactions 

during the lifestyle 

intervention. 

Obese (BMI ≥ 

30kg/m2) adults 

(aged 21 or older) 

with serious 

mental illness 

(diagnosis of 

schizophrenia, 

schizoaffective 

disorder, major 

depressive 

disorder, or 

bipolar disorder) 

on stable 

pharmacological 

treatment 

Role: Participant 

Number of participants: 17  

Participants’ characteristics: No 

specific data for qualitative analysed 

participants  

Socioeconomic and demographic 

characteristics: Not reported 

Comorbidities:  Not reported 

A 24-week group-based lifestyle 

intervention that consisted of once 

weekly 1-hr group weight management 

sessions facilitated by a psychologist and 

a public health professional; twice 

weekly (optional) 1-hr group exercise 

sessions led by a certified fitness trainer; 

and mobile technology and use of social 

media to increase motivation and 

facilitate self-monitoring and peer-to-

peer support outside of in person group 

treatment or exercise sessions. 

Focus groups  
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First Author: Asselin 

Year: 2015 

Category: B 

Country: Canada 

 

 

To explore how 

primary care 

providers incorporate 

weight management 

in their practice. 

Obesity 

prevention and 

weight 

management at 

interdisciplinary 

primary care 

environment 

Role: Provider  

Number of providers interviewed: 29  

Providers’ characteristics: 7 mental 

healthcare workers, 7 registered 

dietitians, 15 registered nurses or 

nurse practitioners.  

Socioeconomic and demographic 

characteristics: NR 

The 5 As Team (5AsT) study was 

designed to create, implement and 

evaluate a flexible intervention to 

improve the quality and quantity of 

weight management visits in primary 

care. 5AsT is a randomized controlled 

trial on the implementation of a 6-month 

5AsT intervention designed to 

operationalize the 5As of obesity 

management in primary care. 

Interviews and 

field notes of 

intervention 

sessions  

First Author: Asselin 

 Year: 2016 

Category: B 

Country: Canada 

To describe the 

intervention, provide 

continual 

intervention 

monitoring and to 

identify contextual 

factors that could 

influence the primary 

outcome measure. 

 

See Asselin 2015 See Asselin 2015 See Asselin 2015 See Asselin 2015 

First Author: Barham 

Year: 2011 

Category: B 

Country: USA 

To improve nutrition 

and physical activity 

of county employees 

and promote weight 

loss (There was no 

Adults at highest 

risk for the 

development of 

diabetes or who 

already have been 

Role: Participant 

Number of participants: Unclear how 

many of 45 programme participants 

provided written responses on the end 

of study programme evaluations. 

There were 2 waves of enrolment and 4 

intervention groups (up to 12 

participants/ group). The intervention 

was a 3-month program (12 one hour 

weekly midday group sessions) that 

targeted healthy diet, physical activity, 

Written 

responses to end 

of programme 

participant 

evaluations 
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qualitative aim 

stated). 

diagnosed with 

type 2 diabetes 

Participants characteristics: No 

specific data for those who provided 

written responses 

Socioeconomic and demographic 

characteristics: Not reported 

Comorbidities reported: Not reported 

and stress reduction, followed by a 

monthly maintenance program with the 

groups choosing topics that they 

considered of greatest benefit. Most of 

the sessions were led by a nurse 

educator, but individual sessions were 

also conducted by a dietitian, 

psychologist, and physical therapist all 

employees of Upstate Medical 

University, Syracuse, NY. 

First Author: Borkoles 

Year: 2016 

Category: B 

Country: UK 

To examine the 

effects of a non-

dieting lifestyle 

intervention 

approach for women 

with morbid obesity 

designed in the 

framework of the 

self-determination 

theory and Health at 

Every Size on weight 

maintenance and 

psychological 

functioning.  

Pre-menopausal 

females with 

morbid obesity 

(BMI ≥30kg/m2)  

older than 18 

years of age free 

of obesity-related 

diseases and fit 

for exercise 

Role: Participant 

Number of participants: 62 (62 

interviews at baseline with 36 follow-

up interviews, including 12 drop-

outs). 

Participants’ characteristics: Pre-

menopausal women predominantly 

white Caucasian (97%), with a mean 

age of 40.2 years 

Socioeconomic and demographic 

characteristics: most were from the 

lower SES background, 21% had a 

degree and 57% left school at 16, 

66.1% worked full time and 11% 

worked part-time, in mainly manual 

The WHEEL (Weight, Healthy Eating 

and Exercise in Leeds) study was a 

delayed-start, 12 weeks of intensive 

intervention and 40-week maintenance 

phase RCT comprising of community-

based supervised exercise, lifestyle 

physical activity and psycho-educational 

classes on healthy eating and weight 

management. 

Interviews  
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(29%) and administrative jobs 

(46.8%) 

Comorbidities: 50% met the 

International Diabetes Federation 

metabolic syndrome criteria, 42% 

reported to have depression often or 

very often, and 36% used medication 

related to psychological problems 

First Author: Dahl 

 Year: 2014 

Category: B 

Country: Norway 

To describe how 

personnel argued for 

and perceived a 

residential weight-

loss program, to 

investigate how the 

participants 

experienced the 

program, and to 

contrast these 

perspectives. 

Adults (between 

18 and 60 years 

old) with obesity 

(BMI > 40kg/m2 

or >35kg/m2 

including 

comorbidities)  

Providers: 

The personnel 

were recruited 

among the staff at 

the centre 

Role: Participant and Provider 

Number of participants: 10  

Participants’ characteristics: 10 

Norwegian participants took part in 

interviews (8 in focus groups and 2 

individually). The age and weight 

range for these 10 persons were the 

same as for the total sample (n=30). 

Age between 22 and 56 years old, 

their BMI was between 40 and 63, 

and the group’s mean body weight 

was 144kg 

Socioeconomic and demographic 

characteristics: NR 

Comorbidities: NR  

Number of providers interviewed: 6  

Providers’ characteristics: 2 males 

and 4 females, considered to be key 

This 18-week on-site program 

intervention took place at the Danish 

residential weight-loss centre. The 

program consisted of group-based 

intensive structured group exercise and 

educational sessions exercise, diet 

(individual calorie intake was based on 

energy calculations for a normal weight 

person with a sedentary activity level), 

and an educational program. The 

educational program comprised lessons 

about nutrition, monitoring of food 

intake and instruction in behavioural 

techniques from cognitive therapy. The 

personal development component 

included a minimum of two individual 

conversations with one of the 

Focus groups and 

interviews 
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personnel; the director, the 

administrative executive, and the 

leaders of the main areas diet, 

exercise and personal development 

psychotherapists, motivational meetings 

for all participants.  

First Author: Danielsen 

 Year: 2016 

Category: B 

Country: Norway 

 

 

To explore the 

experiences of 

physical activity 

from a participant 

perspective prior to, 

during, and after an 

intensive inpatient 

lifestyle modification 

program, including a 

high volume of 

adapted physical 

activity for the 

treatment of severe 

obesity.  

Both genders, 

with a variety in 

age, degree of 

obesity (BMI ≥ 

40 or 35.0–39.9 

with 

comorbidities), 

and weight loss 

during the 

inpatient stay, as 

well as variation 

in weight-loss 

maintenance and 

lack of 

maintenance 

Role: Participant  

Number of participants: 8 

Participants’ characteristics: 5 

female, 3 male, aged 35 to 63 years; 

6 married/cohabitants and 2 single; 

BMI ranged from 37 to 60 and body 

weight from 96 to 185 kg 

Socioeconomic and demographic 

characteristics: NR 

Co-morbidities: NR 

The study was supplementary to a 

clinical controlled trial with a 1-year 

prospective follow-up study examining 

the effects of a 10- to 14-week inpatient 

lifestyle modification program for 

subjects with severe obesity. Two to 

three group-exercise sessions 5 days a 

week during the inpatient period, each 

lasting for a minimum of 45 minutes. 

Aiming to increase compliance, the 

activity was supervised by exercise 

scientists and physiotherapists, and the 

participants were introduced to adapted 

physical activity and equipment, and 

exercised together with other individuals 

with severe obesity. 

Interviews  

 

First Author: Groven 

Year: 2010 

Category: B 

Country: Norway 

To show how the 

training is 

experienced from a 

first-person 

perspective, namely 

Female 

participants with 

obesity (BMI 

>35kg/m2)  from 

the weight-loss 

program in 

Role: Participants  

Number of participants: 5 

Participants’ characteristics: Aged 

35-63 years and had been overweight 

for more than 10 years 

Group-based weight-loss program in 

Norway, a program organized by 

physiotherapists in the primary health 

system. Offered to eight women 

struggling with obesity problems in a 

particular district of Norway for one 

Interviews  
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the patients 

themselves. 

Norway Socioeconomic and demographic 

characteristics: 3 married, 1 divorced 

and 1 widowed, 1 had a university 

degree, 2 had a college degree, and 2 

had no formal education after high 

school. The women were at present 

or previously working in professions 

providing a service, or care, doing 

office work, or an academic job on 

various levels. 

Comorbidities: Not reported 

year. Total of 12 exercises were 

performed throughout the one-hour 

exercise program. The treatment also 

included group discussion for 1 hour per 

month.  

First Author: 

Jackson 

Year: 2007 

Category: B 

Country: 

UK 

To evaluate the 

effectiveness and 

acceptability of a 

specialist health 

visitor-led weight 

management clinic in 

primary care. 

Patients with a 

BMI ≥30 

Role: Participants  

Number of participants: Unclear how 

many of 25 questionnaires returned 

provided written responses  

Participants’ characteristics: Not 

reported 

Socioeconomic and demographic 

characteristics: Not reported 

Comorbidities: Not reported 

Specialist health visitor-led intervention 

based on the Jan Felgens ‘12E2’ model. 

The specialist health visitor sought to 

inspire participants through a 

combination of shared goal setting, 

reflection, problem-solving, positive 

affirmation and reinforcement. 

Consultations took place at the health 

centre and a relaxed, unhurried 

atmosphere was created. The average 

consultation time was 20 minutes (range 

10–30 minutes), although the first 

appointment took approximately 1 hour 

and gave participants time to reflect on 

their lifestyles and to plan realistic goals 

Open ended 

response options 

to questionnaire 
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for healthy eating and physical activity 

with the specialist health visitor. 

First Author: Janke 

Year: 2012 

Category: B 

Country: USA 

To gain insight into 

the patient’s 

experience of 

comorbid chronic 

pain and obesity and 

to improve  

understanding of the 

behavioural linkages 

between the 

experience of pain, 

engagement in health 

behaviours, and 

obesity treatment 

outcomes. 

Patients attending 

primary care 

clinics at a large 

Midwestern 

Veteran’s Affairs 

hospital, > 18 

years, BMI ≥25; 

weekly pain at an 

intensity ≥4  

during the prior 3 

months; and 

current diagnosis 

of a medical 

complaint 

associated with 

persistent pain  

Role: Participant  

Number of participants: 30 

Participants characteristics: 24 male, 

6 female 

26 were age 50 or older, mean BMI 

was 36.8 (SD ± 8.9) 

Socioeconomic and demographic 

characteristics: 22 were white, 20 

had greater than a high school 

education, and 14 were unemployed 

or disabled while 13 were retired 

Comorbidities: Measured on a scale 

of 0 to 10 (0 = none, 10 = worst 

imaginable), average pain intensity 

was 5.6 (SD ± 1.9) and average pain 

interference was 3.6 (SD ± 2.1) 

The qualitative research project was 

designed to identify perceptions of those 

with both overweight/obesity and 

chronic pain regarding their experience 

of the course, impact, and treatment 

history of pain and weight symptoms; 

factors that might either ease or limit 

their ability to engage in health-

promoting behaviours; and factors that 

facilitate or hinder engagement in 

treatments designed to achieve weight 

and/or pain control. 

Focus groups and 

interviews 

First Author: Jennings 

Year: 2014 

Category: B 

Country: UK 

To facilitate weight 

loss by 

implementing 

progressive and 

sustainable lifestyle 

changes, based on 

individually agreed 

goals over a 1-year 

Adults (over 18 

years) with 

obesity (BMI 

≥40, or BMI ≥30 

with obesity-

related 

comorbidities  

and/or waist 

Role: Participant  

Number of participants: 12 

Participants’ characteristics: No 

specific data for qualitative analysed 

participants 

Socioeconomic and demographic 

characteristics: No specific data for 

qualitative analysed participants. 

The Fakenham weight management 

service (FWMS) provides Tier 3 

services. This paper was service 

evaluation and had a cohort design 

recruited patients to a 1-year programme. 

 

 

Focus groups 
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programme. Focus 

groups were 

conducted to explore 

participants’ 

experiences.  

circumference 

≥102 cm in men 

or ≥88 cm in 

women) 

Comorbidities: No specific data for 

qualitative analysed participants.  

First Author: Jimenez Lopez 

Year: 2012 

Category: B 

Country: Mexico 

To explore the 

motivations of 

patients involved in a 

with reduction 

programme, by 

analysing their 

experiences. 

Patients with 

obesity included 

in a waiting list 

for bariatric 

surgery at a 

public hospital 

Role: Participant  

Number of participants: 10 

Participants’ characteristics: 2 Male, 

8 women, mean age 45.2, mean BMI 

41.3 

Socioeconomic and demographic 

characteristics: NR 

Comorbidities: NR 

The dynamic of the intervention included 

the modification of dietary habits by a 

psychologic intervention, as 

recommended by the federal law of 

obesity management The focus group 

included ten patients with one 

investigator as an active observer, and 12 

weekly sessions.  

Focus groups 

First Author: Kidd 

 Year: 2013 

Category: B 

Country: USA 

To describe the 

effect of an 8-week 

mindful eating 

intervention on 

mindful eating, 

weight loss self-

efficacy, depression, 

and biomarkers of 

weight in urban, 

underserved, women 

Females (aged 30 

years and older) 

with obesity 

(BMI ≥30kg/m2)  

 

Role: Participant  

Number of participants:12 

Participants’ characteristics: Mean 

weight was 119.7kg (SD ± 16.87), 

BMI 44.7 (SD ±6.9) , Age ranged 

from 31–61 and averaged 51.8 years 

(SD ± 9.1) 

Socioeconomic and demographic 

characteristics: 7 African American, 

5 unemployed, and 4 married; 11 

The study used a mixed methods design. 

A one group pre-test/ post-test design 

examined the effect of an 8-week 

mindful eating intervention on the 

psychosocial variables and biomarkers. 

Weekly group sessions lasted 60 to 90 

minutes and consisted of education and 

application of mindful eating principles. 

Focus 

groups 
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with obesity; and to 

identify themes of 

the lived experience 

of mindful eating. 

graduated from high school, 6 had 

college degrees  

Comorbidities: Not reported 

First Author: Pera 

Year: 2016 

Category: B 

Country: Spain 

To explore the 

meaning of obesity 

in elderly persons 

with knee 

osteoarthritis and to 

determine the factors 

that encourage or 

discourage weight 

loss. 

Participants with 

obesity, knee 

osteoarthritis, and 

polypathology 

Role: Participant  

Number of participants: 10 

Participants characteristics: 2 male, 

8 female, mean age 67.23 (SD 

±7.87), BMI 40.47 (SD ± 4.22), 

mean weight 92.35 kg (SD ± 8.93)  

Socioeconomic characteristics:: 1 No 

education, 5 Primary (<5 years), 3 

Secondary (<10 years), 1 Higher 

(>10 years), 2 Housewife, 8 Retired 

Comorbidities: Mean number of co-

morbidities 7.02 (SD ± 3.08) 

The therapeutic education and functional 

preadaptation program was a 4-month 

program consisted of two 40-minute 

individual visits and three 90-minute 

group sessions for participants with 

obesity, knee osteoarthritis and 

polypathology. The program was 

designed following the methodology 

established for this type of program and 

was based on social learning theories.  

Focus group  

First Author: Counterweight 

Year: 2008 

Category: B 

Country: UK 

To explore key 

barriers and 

facilitators of 

practice and patient 

engagement in the 

Counterweight 

Programme and to 

describe key 

strategies used to 

Patients with 

obesity in routine 

primary care 

Role: Participant  and Provider  

Number of participants: 37 patients  

Number of providers: weight 

management advisers (n = 7) in a 

focus group. In depth interviews 

were conducted with 15 PNs and 7 

GPs across 11 practices. 

Participants’ and/or providers 

characteristics: Not reported 

The Counterweight Project was set up to 

establish and improve obesity 

management in primary care by 

implementing an evidence-based weight 

management intervention that is practice 

focused. It was developed using 

theoretical models of behavioural change 

and, the best available methods from the 

published evidence. 

Participants: 

Interviews and 

focus groups  

 

Providers: 

Interviews and 

focus groups 
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address barriers in 

the wider 

implementation of 

this weight 

management 

programme in UK 

primary care. 

Socioeconomic and demographic 

characteristics: Not reported 

Comorbidities reported: Not reported 

First Author: Shaw 

 Year: 2013 

Category: B 

Country: USA 

To evaluate the 

acceptability, 

feasibility, and 

efficacy of daily text 

messages using 

regulatory focus 

theory to help 

individuals sustain 

weight loss. 

Individuals had to 

own a mobile 

phone, be able to 

receive text 

messages, and 

have lost 5% of 

their body weight 

since entering the 

Duke Diet and 

Fitness Centre 

Role: Participant  

Number of participants: 60 

Participants’ characteristics: No 

specific data for qualitative analysed 

participants 

Socioeconomic and demographic 

characteristics: No specific data for 

qualitative analysed participants.  

Comorbidities: Not reported 

Clients who received treatment at a 

residential weight loss management 

program that provides education, 

practical behavioural strategies, and 

ongoing support to make long-term 

changes at the Duke Diet and Fitness 

Centre (DFC), participated in this study. 

Participants were randomized to a 

promotion, prevention, or an attention 

control text message group after 

completion of a weight loss program.  

Interviews 

First Author: Sturgiss 

Year: 2016 

Category: B 

Country: Australia 

 

 

To describe the 

collaborative process 

used to develop an 

obesity management 

programme based on 

current Australian 

guidelines for GPs 

and their patients to 

Health 

professionals 

involved in 

obesity 

management 

programme based 

on current 

Australian 

Role: Provider  

Number of providers: 38 

Providers’ characteristics: 15 GPs, 

14 GPs registrar, 5 healthcare 

consumer representative, 2 

representative bodies for chronic 

illness, 1 dietician, 1 psychologist 

The Change Programme is a GP-

delivered weight management 

programme that was developed based on 

Australian guidelines for the 

management of obesity in primary 

healthcare. It is based on one of the 

pillars of general practice—‘patient 

centeredness’. No directive patient goals 

 

Interviews and 

focus groups 
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be used in primary 

care. 

guidelines for 

GPs and their 

patients to be 

used in primary 

care 

Socioeconomic and demographic 

characteristics: Not reported 

were stated and the work was 

individualized. The programme consists 

of a GP handbook, patient workbook and 

computer template. This programme. 

The patients initially attended 

appointments every 2 weeks, with less 

frequent appointments as the programme 

continued.  

First Author: Sturgiss  

Year: 2017 

Category: B 

Country: Australia 

To assess the 

acceptability and 

feasibility of a GP-

delivered weight 

management 

programme. 

Providers: Fully 

qualified GPs 

from the 

Australian 

Capital Territory 

and New South 

Wales. 

 

Role: Participant and Provider  

Number of providers: 12 

Providers’ characteristics: The 

recruited GPs had an average 12 

years of experience (range 4–30 

years). The GPs worked in four urban 

practices and one rural practice.  

Number of patient participants: 15 

interviewed 

Participants’ characteristics: No 

specific data for qualitative analysed 

participants. 

Socioeconomic and demographic 

characteristics: NR 

Comorbidities: Not reported 

See Sturgiss 2016a Interviews 

First Author: Sturgiss 

Year: 2017 

Category: B 

To assess the self-

efficacy and 

confidence of GPs 

GPs working in 5 

different general 

practices 

Role: Provider  

Number of providers: 12  

See Sturgiss 2016a Interviews  
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Country: Australia before and after 

implementing a 

weight management 

programme in their 

practice. 

 Providers’ characteristics: 12 GPs 

practised in 5 different general 

practices, 1 rural and 4 urban, and 

had between 4 and 30 years clinical 

experience 

Socioeconomic and demographic 

characteristics: Not reported 

First Author: Turner 

 Year: 2015 

Category: B 

Country: UK 

To determine both 

physiological 

benefits and 

qualitative 

information, namely 

patient satisfaction, 

associated with the 

service. 

Patients with 

obesity attending 

Multidisciplinary 

Weight 

Management 

Clinic 

(MDWMC) at 

Aneurin Bevan 

Hospital, Wales 

Role: Participant  

Number of participants: 180 

Participants characteristics: 131 

female, 49 male, ages ranged 

between 19 and 74 

Socioeconomic and demographic 

characteristics: Not reported 

Comorbidities: Not reported 

Obesity management in Wales includes 

the provision of a 1:1 MDWMC. 

Strategic management of obesity in 

Wales is guided by The All Wales 

Obesity Pathway and recommends 

MDWMCs for people with obesity who 

have one or more co morbidities and 

who have tried several interventions 

without success, or who have complex 

emotional relationships with food. 

Interviews 

First Author: VanWormer 

Year: 2010 

Category: B 

Country: USA 

To examine the 

association between 

participant and 

program experiences 

and satisfaction with 

a weight loss 

intervention. 

Adults (18 years 

or older) with 

obesity (BMI ≥ 

32kg/m2) 

employees of a 

managed care 

organization 

Role: Participant  

Number of participants: 78 (not clear 

if all of these provided qualitative 

information) 

Participants’ characteristics: Mean 

age 46.9 (SD ± 8.3), 70 female, 8 

male, 55 married or living with a 

partner, 23 not married; body weight 

Participants were randomly assigned to 

either an immediate or delayed start 

group. The intervention lasted 6 months. 

During treatment, participants received a 

telephone-based behavioural weight loss 

counselling intervention. The 

intervention included a course manual, 

behaviour change tools (e.g., food/ 

activity log, weight chart, pedometer), 

Written 

responses to 

open ended 

response options 

within a 

questionnaire 
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(kg) 106.2 (SD ± 16.32), BMI 38.3 

(SD ± 5.2) 

Socioeconomic and demographic 

characteristics: 36 college or 

graduate degree, 42 had less than 

college degree  

Comorbidities: Not reported 

and up to 10 telephone counselling calls 

from a registered dietitian and/or health 

educator. In addition, participants 

received a home tele monitoring scale 

and were instructed to weigh themselves 

daily. 

First Author: Young 

 Year: 2017 

Category: B 

Country: USA 

To determine 

whether 

computerized 

provision of weight 

management with 

peer coaching is 

feasible to deliver, is 

acceptable to 

patients, and is more 

effective than in-

person delivery or 

usual care. 

Adults (18 years 

or older) with 

obesity (BMI > 

30 or 28–30kg/m2 

with self-reported 

weight gain of at 

least 10 pounds 

in the last 3 

months), with 

diagnosis of 

schizophrenia, 

schizoaffective 

disorder, bipolar 

disorder, major 

depressive 

disorder with 

psychosis, or 

posttraumatic 

Role: Participant  

Number of participants: 48 (24 

randomized to WebMOVE and 24 

randomized to MOVE SMI) 

Participants’ characteristics: No 

specific data for qualitative analysed 

participants 

Socioeconomic and demographic 

characteristics: No specific data for 

qualitative analysed participants  

Comorbidities: Not reported 

Patients were randomized to a 

computerized weight management with 

peer coaching (Web- MOVE) or in-

person clinician-led weight services, or 

usual care. Both active interventions 

offered the same educational content. 

WebMOVE weekly manualized peer 

coaching was delivered by phone and 

emphasized a strengths-based approach 

with motivational interviewing. MOVE 

SMI is an in-person weight management 

program led by a master’s level mental 

health clinician. The program includes 

24 sessions (8 individual and 16 group), 

each lasting 60 min. Usual care consisted 

of one educational handout on the 

benefits of weight loss, given to 

participants after randomization 

Interviews 
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stress disorder; 

with prescribed 

an antipsychotic 

medication 

First Author: Zizzi 

Year: 2016 

Category: B 

Country: USA 

To explain how these 

services are 

perceived and 

received by 

participants in a 

community-based 

intervention so that 

specific 

recommendations 

can be made to 

health professionals 

working with similar 

populations and in 

similar settings. 

West Virginia 

public 

employees’ 

insurance agency 

weight 

management 

program (WMP), 

which is open to 

insured members 

that have a BMI 

>25 

Role: Participant  

Number of participants: 567 (not 

clear how many provided qualitative 

data within the questionnaire 

Participants’ characteristics: 437 

female, 130 male 

Socioeconomic and demographic 

characteristics: Not reported 

Comorbidities: Self-reported 

medication usage for 36% heart 

disease or high blood pressure, 31% 

anxiety or depression 21% high 

cholesterol, 12.7% diabetes, 9% sleep 

apnea 

The WMP was a 2-year long benefit, and 

a $20 monthly co-payment that allowed 

participants to meet with a registered 

dietitian, exercise physiologist, and 

certified personal trainer at various point 

throughout their time in the program. 

The majority of individuals in the 

program also spoke with a health 

behaviour counsellor via telephone every 

6 to 8 weeks. The WMP was offered at 

approximately 60 approved exercise 

facilities in West Virginia, such as 

YMCAs, wellness centres, fitness 

centres, and physical therapy clinics. 

Written 

responses to 

open ended 

response options 

within a 

questionnaire 

First Author: Owen Smith 

Year: 2014 

Category: C 

Country: UK 

To present a 

synthesis of data 

from two qualitative 

studies in which both 

the development and 

the experience of 

living with morbid 

obesity in men and 

Individuals who 

met the United 

Kingdom NICE 

criteria for a 

morbid obesity 

(BMI ≥ 40, or 

35 kg/m2 with 

comorbidity), and 

Role: Participant  

Number of participants: 31 (Study 1 

n = 13; Study 2 n = 18) 

Participants characteristics: 9 males, 

3 age group 20–29, 11 age group 30–

39, 7 age group 40–49, 9 age group 

50–59, 1 60+ age group 

The qualitative approach to both studies, 

to investigate individual experiences of 

developing and living with morbid 

obesity. The first study (Study 1) as part 

of a broader investigation into patients’ 

experiences of implicit and explicit 

rationing. The core results the second 

study (Study 2) as part of an ongoing 

Interviews 
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women were 

explored in depth. 

sought access to 

treatment for 

their condition 

Socioeconomic and demographic 

characteristics: 15 non manual 

employment, 5 manual employment, 

5 homeworker/carer, 1 retired, 4 

unemployed  

Comorbidities: Not reported  

longitudinal study investigating how 

clinicians communicate with patients 

about the availability of treatment in the 

context of resource scarcity. 

First Author: Owen Smith 

Year: 2016 

Category: C 

Country: UK 

To focus on 

experiences 

of accessing 

treatment for morbid 

obesity in primary 

care. 

Patients and 

providers at a 

weight 

management 

clinic at a general 

hospital in the 

South West of 

England 

Role: Participant and providers  

Number of participants: 22 patients  

Number of providers: 11 

Participants’ characteristics: 7 male, 

15 female, 9 age group 20-39, 12 age 

group 40-59, 1 age 60+ 

Socioeconomic and demographic 

characteristics: 21 white British, 4 

professional, 8 other non-manual, 3 

manual, 6 unemployed, 1 retired 

Comorbidities: 19 joint pain/mobility 

issues, 11 depression/other 

depressive disorder, 10 

breathlessness/respiratory difficulties, 

9 diabetes, 8 hypertension, 4 sleep 

apnoea, 4 cardiac problems, 3 fertility 

issues 

Number of providers: 11 clinicians  

Providers’ characteristics: Clinician 

informants included consultants and 

Data collection was undertaken using in-

depth interviews with patients and 

clinicians working in a specialist 

secondary care facility, and analysis took 

a constant comparative approach. 

Patients were followed from before their 

first consultation in secondary care up to 

36 months after referral. 

Interviews 
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three allied medical professionals 

who worked within the weight 

management service. 

Socioeconomic and demographic 

characteristics: Not Reported 

Categories: A= Qualitative and mixed-methods studies linked to eligible RCTs, including any qualitative data reported as part of papers reporting quantitative outcomes; B= Qualitative and mixed-methods studies 

linked to ineligible RCTs and identified non-randomised intervention studies including any reported qualitative data; C= UK-based qualitative studies not linked to any specific interventions that draw on the 

experiences and perceptions of adults with BMI ≥35 (and/or providers involved in their care). ¥=Studies included in review 2 (long-term randomised and non-randomised studies conducted in UK). BMI= Body Mass 

Index, calculated weight (kg) / height (m2)  
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Enhancing transparency in reporting the synthesis of qualitative 
research: ENTREQ 

 

 

ENTREQ Statement: content and rationale 

The ENTREQ statement consists of 21 items grouped into five main domains: introduction, methods 

and methodology, literature search and selection, appraisal, and synthesis of findings (Table 1). For 

each item, a descriptor and examples are provided. Below we present a rationale for each domain 

and its associated items. 

Table 1  

Enhancing transparency in reporting the synthesis of qualitative research: the ENTREQ statement  

No Item Guide and description  

1  Aim 
State the research question the synthesis 

addresses. 

See Page 3 

2  
Synthesis 

methodology 

Identify the synthesis methodology or 

theoretical framework which underpins 

the synthesis, and describe the rationale 

for choice of methodology (e.g. meta-

ethnography, thematic synthesis, critical 

interpretive synthesis, grounded theory 

synthesis, realist synthesis, meta-

aggregation, meta-study, framework 

synthesis).  

See Page 4 

3  
Approach to 

searching 

Indicate whether the search was pre-

planned (comprehensive search strategies 

to seek all available studies) or iterative 

(to seek all available concepts until they 

theoretical saturation is achieved). 

See Page 3/4 

4  Inclusion criteria 

Specify the inclusion/exclusion criteria 

(e.g. in terms of population, language, 

year limits, type of publication, study 

type).  

See Page 3 

5  Data sources 

Describe the information sources used 

(e.g. electronic databases (MEDLINE, 

EMBASE, CINAHL, psycINFO, Econlit), grey 

literature databases (digital thesis, policy 

reports), relevant organisational websites, 

See Page 3 
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No Item Guide and description  

experts, information specialists, generic 

web searches (Google Scholar) hand 

searching, reference lists) and when the 

searches conducted; provide the rationale 

for using the data sources. 

6  
Electronic Search 

strategy 

Describe the literature search (e.g. provide 

electronic search strategies with 

population terms, clinical or health topic 

terms, experiential or social phenomena 

related terms, filters for qualitative 

research, and search limits). 

See Page 3 and S1 Appendix  

7  
Study screening 

methods 

Describe the process of study screening 

and sifting (e.g. title, abstract and full text 

review, number of independent reviewers 

who screened studies).  

See Page 3/4 

8  
Study 

characteristics 

Present the characteristics of the included 

studies (e.g. year of publication, country, 

population, number of participants, data 

collection, methodology, analysis, research 

questions).  

See Page 6/7 and S1 Table 

9  
Study selection 

results 

Identify the number of studies screened 

and provide reasons for study exclusion 

(e,g, for comprehensive searching, provide 

numbers of studies screened and reasons 

for exclusion indicated in a 

figure/flowchart; for iterative searching 

describe reasons for study exclusion and 

inclusion based on modifications t the 

research question and/or contribution to 

theory development).  

See Figure 1, page 5 

10  
Rationale for 

appraisal 

Describe the rationale and approach used 

to appraise the included studies or 

selected findings (e.g. assessment of 

conduct (validity and robustness), 

assessment of reporting (transparency), 

assessment of content and utility of the 

findings).  

See Page 5 
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No Item Guide and description  

11  Appraisal items 

State the tools, frameworks and criteria 
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process 
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14  Data extraction 
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studies were analysed and how were the 
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reviewers 
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analysis. 
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17  Coding 

Describe the process for coding of data 
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Study 

comparison 
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Abstract

Objectives

To improve our understanding of the acceptability of behavioural weight management programmes 
(WMPs) for adults with severe obesity.

Design 

A systematic review of qualitative evidence. 

Data Sources

Medline, Embase, PsycINFO, CINAHL, SCI, SSCI and CAB abstracts were searched from 1964- 
May 2017.

Eligibility Criteria

Papers that contained qualitative data from adults with BMI ≥ 35kg/m2, (and/or the views of 
providers involved in their care) and considered issues about weight management.

Data extraction and synthesis

Two reviewers read and systematically extracted data from the included papers which were 
compared, and contrasted according to emerging issues and themes. Papers were appraised for 
methodological rigour and theoretical relevance using Toye’s proposed criteria for quality in 
relation to meta-ethnography.
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Results

33 papers met our inclusion criteria from seven countries published 2007-2017. Findings were 
presented from a total of 644 participants and 153 programme providers.

Participants described being attracted to programmes that were perceived to be novel or exciting, as 
well as being endorsed by their health care provider. The sense of belonging to a group who shared 
similar issues, and who had similar physiques and personalities, was particularly important and 
seemed to foster a strong group identity and related accountability. Group based activities were 
enjoyed by many and participants preferred WMPs with more intensive support. However, some 
described struggling with physical activities (due to a range of physical co-morbidities) and not 
everyone enjoyed group interaction with others (sometimes due to various mental health co-
morbidities). Although the mean BMI reported across the papers ranged from 36.8 - 44.7kg/m2, no 
quotes from participants in any of the included papers were linked to specific detail regarding BMI 
status.

Conclusions

Although group-based interventions were favoured, people with severe obesity might be especially 
vulnerable to physical and mental co-morbidities which could inhibit engagement with certain 
intervention components.

Strengths and limitations of this study

 This is the first synthesis of key findings from qualitative studies exploring views of Weight 
Management Programmes for adults with severe obesity (body mass index ≥35kg/m2).

 Qualitative studies have a key role to play in understanding how factors facilitate or hinder 
the effectiveness of interventions, and how the process of interventions are perceived and 
implemented by users.

 Across the 33 papers, specific participant characteristics were inconsistently and poorly 
reported (if at all).

 Although the mean BMI reported across the papers ranged from 36.8 - 44.7kg/m2, no quotes 
from participants in any of the included papers were linked to specific detail regarding BMI 
status.
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Introduction

There has been a continued increase in body mass index ≥35kg/m2 (which we call here ‘severe 

obesity’ in adults worldwide. As BMI increases, obesity-related comorbidities, social, 

psychological and economic consequences increase, with the potential need for greater support for 

help with weight loss. In the UK, having severe obesity, with or without comorbidities, may be a 

referral criterion for Tier 3 specialist weight management services in the obesity pathway, prior to 

Tier 4 services for bariatric surgery {1,2}. Effective weight loss services may reduce the need for 

bariatric surgery, and could also increase the effectiveness of subsequent bariatric surgery 

{3}.Current NICE and SIGN guidance on weight management for obesity does not distinguish 

between obesity (BMI 30 to <35kg/m2) and severe obesity (BMI ≥35kg/m2); and public health 

guidance excludes evidence on weight loss programmes for obese people with co-morbidities 

{1,4,5} This implies that Tier 3 services are being created and money is being spent without an 

appropriate evidence synthesis that clarifies what works for people with severe obesity (and their 

co-morbidities).

Qualitative studies have a key role to play in understanding how factors facilitate or hinder the 

effectiveness of interventions, and how the process of interventions are perceived and implemented 

by participants. This qualitative evidence synthesis was conducted as part of a larger systematic 

review funded by the UK’s National Institute for Health Research Health Technology Assessment 

Programme {6} and aimed to improve our understanding of the feasibility and acceptability of non-

surgical weight management programmes (WMPs) for adults with severe obesity and programme 

providers. Previous qualitative evidence syntheses have been undertaken {7,8} but these have not 

focussed on WMPs that are designed for or include people with severe obesity.

Our broad initial research questions included “What is it like to engage with (or be a provider of) 

weight loss interventions for adults with severe obesity?” and “What is it about interventions for 

adults with severe obesity that makes them helpful or unhelpful? Our review also considered issues 

around what might motivate people to decide to engage in such programmes. 

This paper focuses on the main themes that emerged from the qualitative synthesis of included 

studies. These themes shed light on 1) motivating factors for engagement; 2) components of WMPs 

participants described valuing; and 3) general challenges for engagement. 
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Methods

Searching and identification of relevant studies

A systematic search was conducted in June 2016 and updated during April/May 2017 for published 

papers that contained qualitative data from adults with BMI ≥ 35kg/m2 (and/or the views of 

providers involved in their care) and considered issues relating to weight management (See S1 

Appendix for search strategies and S1 ENTREQ Checklist). Two researchers (ZCS and MAM) 

independently screened titles, abstracts and selected full text papers. Where consensus could not be 

reached regarding eligibility, a discussion at a research team meeting took place. 

We included studies that fitted into the following broad categories:

A. Qualitative and mixed-methods studies linked to eligible RCTs (from our other review), 

including any qualitative data reported as part of papers reporting quantitative outcomes;

B. Qualitative and mixed-methods studies linked to ineligible RCTs and identified non-

randomised intervention studies including any reported qualitative data;

C. Qualitative studies not linked to specific interventions that drew on the experiences and 

perceptions of adults with BMI ≥35kg/m2 (and/or providers involved in their care) providing 

they reported data specifically relating to views/experiences of strategies for weight loss.

Analysis and synthesis

There are several approaches that can be used for synthesising the findings of qualitative 

studies.{9,10} Whilst being aware of the differing philosophical stances underlying various 

approaches to qualitative synthesis, we chose to adopt a pragmatic approach to our work in this 

area, which specifically aims to synthesise data that are relevant to informing policy and 

practice.{8} Our pragmatic approach drew on a ‘realist’ perspective{10,11} as we were concerned 

with trying to find out not only ‘what works’ in terms of weight management for this group of 

adults and intervention providers, but also ‘for whom, and under what circumstances’. At the same 

time, our approach was informed by and used aspects of review methods such as thematic 

synthesis{12,13} and analytical approaches developed from methods of inquiry such as grounded 

theory.{13} 
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In order to collate and synthesise the available primary research, two authors (ZS, MAM) each read 

and systematically extracted data from the included papers, shared notes and discussed study 

findings and interpretations during a series of group meetings. The papers were initially organised 

according to the categories described above but, as inductive analysis progressed, papers were 

grouped, compared, and contrasted according to emerging issues and themes. We used a data 

extraction form, which summarised the main findings and original authors’ discussion points and to 

note our own critical and interpretive comments on the papers. We then used these to facilitate the 

process of comparing and contrasting themes both within and across papers in order to develop 

cumulative insights into the mechanisms that are likely to impact on decisions to join and decisions 

to stay in or drop out of WMPs.

Study quality

The retrieved publications were appraised for methodological rigour and theoretical relevance 

independently by two reviewers using Toye’s recently proposed criteria for quality in relation to 

meta-ethnography.{14} They suggest two core facets of quality for inclusion in syntheses of 

qualitative evidence, namely (1) Conceptual clarity: how clearly has the author articulated a 

concept that facilitates theoretical insight; (2) Interpretive rigour: what is the context of the 

interpretation; how inductive are the findings; has the interpretation been challenged? Two 

reviewers made notes regarding quality and results were compared and discussed. 

Patient and Public Involvement

The REBALANCE Advisory Group included a mix of professional and lay members identified 

through team contacts (a clinician; dietician; policymaker; and 3 lay people who had all experience 

of severe obesity and use of related services) who offered advice throughout various stages of this 

project including during initial discussions around the choice of appropriate research questions to 

attempt to answer and areas of interest for this review, and our other suite of reviews which 

considered issues around intervention effectiveness and cost-effectiveness {6}. Results were 

disseminated at a final project meeting in 2018 at which the Advisory Group were present. 

Findings

Page 5 of 60

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

6

Description of studies

The database search produced 4710 abstracts (See S1 Figure for the PRISMA diagram providing 

information on the flow of studies through the review). Four additional papers were identified from 

included RCTs. In all, 33 papers met our inclusion criteria.{15-47} 

The focus and key study characteristics of the 33 papers are outlined in S1 Table. The identified 

papers reported research conducted in seven countries (USA n=12; UK n=11; Norway n=3; Spain 

n=1; Canada n=2; Australia n=3; Mexico n=1), published between 2007 and 2017, and seven 

papers were linked to broader intervention studies: {18,19,21,28,40,41,42} Seven papers were 

classed as Category A; 24 Category B; and 2 Category C. As can be seen from S1Table, the studies 

had varying aims, but all offered insights into stakeholder’s perceptions of weight loss strategies 

and programmes.

Although all the included papers provided some qualitative data for analysis, five of these provided 

qualitative data in the form of responses to open-ended survey questions within structured 

questionnaires.{20,30,35,44,47 } Of those studies that used qualitative methods to collect their 

data, findings were presented from a total of 644 participants and 153 programme providers (mostly 

from interviews or focus group sessions). 

Across the 33 papers, specific participant characteristics were inconsistently and poorly reported (if 

at all). Only 16 out of 33 papers provided any details. In terms of sex, information for 588 

participants (out of 644 of those who specifically took part in qualitative evaluations) was provided 

– 372 female; 216 male. Age was reported across 15 papers, with the range being 19-88 years. Six 

of these papers provided mean age with the range being 40.2–67 years. BMI for those involved in 

qualitative evaluations was reported in nine papers. Of those that provided a mean, this ranged from 

36.8-44.7kg/m2. Only four papers gave details of participants’ ethnicity; from 188 participants, 35 

were reported as being from ethnic or racial minorities. Furthermore, 14 papers specifically stated 

that study participants had a range of additional physical and/or serious mental health problems 

(e.g. osteoarthritis, chronic pain, schizophrenia, post-traumatic stress disorder). It was also apparent 

across other included papers from quotes and/or author comments that many participants had a 

range of similar comorbidities. 

Although no included papers provided qualitative data from those who had been invited to join a 

programme, but had declined to take part at recruitment stage, some papers reported including 
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participants who had not fully engaged with programme activities (being described as ‘low users’; 

‘quitters’ or ‘drop outs’).{15,22,23,34}.

The WMPs varied in terms of the types and formats of support offered. Some programmes involved 

predominantly face to face interaction and activities with other participants and/or programme 

staff{22,25,27,29,30,31,32,33,38,43,45} whereas others involved more remote forms of support 

(e.g. e-mail, telephone, text contact).{39,44} Other studies included and evaluated a mix of formats 

that also varied in intensity.{15,17,21,23,28,34,35,40,41,42,46,47 } 

Programmes incorporated a variety of tools and techniques designed to support behaviour change 

and to help people lose weight, e.g. tools such as diet diaries;{22,35} workbooks;{40,41,42} 

pedometers;{34,35,46} food logs; {15,45} conversation maps;{20} interactive monitoring 

devices;{44} social media group interaction; {17} daily text messages;{39} buddying;{35}. They 

also included a range of behaviour change techniques (BCTs) and/or psychological support 

{18,19,24}such as goal setting;{30,31,34} motivational interviewing;{31} mindfulness;{33} self-

determination theory based support;{22} regulatory focus theory;{39} self-regulation and cognitive 

behavioural techniques; {15,21,25,28,29,31,34,40,41,42}. Readiness to change and self-monitoring 

and feedback was also included{45}along with psychotherapeutic sessions;{32} emotional freedom 

therapy;{31}; neurolinguistic programming;{31} solution focussed therapy;{31} social learning 

theories;{38}  

Findings from the synthesis – participants

This section of the paper discusses the views of participants who chose to engage with WMPs. It 

considers motivating factors for their initial engagement; components of the WMPs that they 

described valuing; and then outlines more critical reflections and challenges for engagement (See 

S1 Conceptual diagram for an illustrative representation of key issues). The subsequent section of 

the paper discusses similar issues from the perspective of WMP providers.

Motivating factors for engagement in WMPs

Several papers provided insights into what had motivated prospective participants to take part in a 

specific WMP.{22,24,25,29,31,33,45}Important ‘push’ factors were sometimes personal to 

participants, for example expressing a desire to do something about their weight/poor physical 

fitness for themselves (e.g. as a result of growing health concerns and/or recent personal health 

scares) and also feelings of accountability to their families (e.g. stating that they wanted to be more 
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engaged in activities with family members, as well as being there for family for as long as 

possible). Others recounted familial past experiences of health problems due to obesity or their own 

sudden and rapid weight gain due to mental health medication. For example:

Recent personal health scares

“I was told I was at risk of becoming diabetic.” (No sample characteristics provided) {31}

Feelings of accountability to their families

“I’ve had two kids in the last three years… that was part of the motivation… just getting 

fitter for my kids…I need to be aboot [about] for as long as possible” (Male).{29}

Familial past experiences of health problems due to obesity

“My dad was a big guy and he developed diabetes, and he had to have surgeries and all 

kinds of stuff. I don’t want to do that later in life.” (intervention arm; no other sample 

characteristics provided). {45} 

Sudden and rapid weight gain due to mental health medication

“When I went on Zyprexa I gained a hundred pounds, very quickly. And that was really 

frustrating for me.” (control arm; no other sample characteristics provided). {45} 

In addition to describing motivating factors that could be classed as personal, some participants 

described motivators that were apparently related to certain aspects of the programme intervention 

itself, for example, because it was perceived as being endorsed as credible by health professionals; 

perceived as being novel and exciting in some key way, and also because it provided an opportunity 

to engage with the intervention in a place that was valued.{24,25,29} 

“When I first went in there I thought this is great. I am going to diet at my doctor’s surgery. 

Knowing that it was at my doctor’s surgery gave me a big ‘oof’.” (no sample 

characteristics provided). {24}

Although one paper highlighted that decisions to join a WMP were sometimes difficult and that 

some participants had expressed initial apprehension and reservations around taking part, {29} no 

included studies provided data about those who were invited to join but declined to take part at 

recruitment stage.
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Components of lifestyle programmes participants described liking or valuing

We examined various aspects of WMPs that participants described valuing. In doing so, we were 

interested in the range of factors that might motivate those participants to join in the first place, 

continue to stay in the programme and also the factors that they described as having assisted them 

to change aspects of their behaviour or ways of thinking. All but two papers were set within the 

context of a WMP. The two included papers that were not linked to a specific intervention{36,37} 

also provided data regarding perceptions of weight loss strategies and engagement in diet and 

lifestyle programmes and were useful in this context. Unsurprisingly, there was variation in terms 

of what participants described as valuing within their WMP, demonstrating that a one size fits all 

approach is unlikely to be appropriate. We noted some key recurring themes in terms of what 

participants valued, and we grouped these around aspects that relate to a) the overall setting or style 

of the programme; b) the people (both other participants and health professionals/support staff) 

within the programme setting; c) the type of interaction/support offered; d) dietary elements; e) 

physical activities; and d) programme tools and techniques designed to support behaviour change. 

These are discussed below. 

a) The overall setting or style of the programme

The overall setting of the programme was important for motivating people to decide to engage and 

also seemed important for motivating them to stay in and keep going with the various intervention 

activities. Some participants described their programmes as being exciting or novel in that they 

perceived them to be different to interventions they had tried previously. For example, being 

focussed on physical activity rather than dieting{22} or being focussed on changing overall 

attitudes towards eating rather dieting per se;{33,41}. An important consideration was the extent to 

which they could ‘relate’ to the nature of the programme (including how it was presented to them at 

recruitment) and how well it appeared to match with their own identities and values:{22,29,33,37}

“…the main thing that drew us to it was because it’s [at a football club]” (Male). {29}

“I always think somebody approaching you one-on-one is better. They can post all the 

weight loss you know pamphlets out there…I was hooked right away because somebody 

took the time to really explain it and take her time to do that.” (Female). {33}

Several participants also positively contrasted their overall perceptions of the WMPs with previous 

negative views towards other WMPs they had engaged with (e.g. WMPs which were perceived as 
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being too ‘feminine’ or in some ways humiliating and embarrassing, or being perceived to be 

overly preoccupied with dieting;{22,23,27,30,31,37} 

“If you go to a slimming class you feel that you’ve made a fool of yourself or you get 

weighed and you’ve put on half a pound or a pound, and then you don’t want to go back the 

next week so you don’t go back.” (Coaching group arm; no other sample characteristics 

provided). {23}

“Well, I think it’s (WHEEL) appealed to me because I won’t be dieting…I am obsessed with 

dieting me.” (Female) {22}

“…spent many useless years at weight watchers with various leaders but never felt 

confident and in control or had the motivation I have now.” (No sample characteristics 

provided). {30}

b) The importance of the people within the programme setting (for fostering a sense of 

accountability)

A strong recurring theme was the value participants placed on perceiving themselves to be part of a 

like-minded group of individuals – individuals that faced similar issues, and who had similar 

physiques and personalities.{17,20,22,23,27,29,32} For example:

“I do not feel so ashamed of my body here. We are all in the same situation, you see, which 

is really nice” (Female). {27}

These perceptions seemed to foster a strong group identity and related ‘accountability’ or 

responsibility in participants. Something that was apparently important for people in terms of 

motivating them to stick with the programmes and to not let their fellow participants down by 

dropping out or not sustaining behaviour changes:{15,17,22,23,29,33,34,35,45} 

“So, you didn’t want to disappoint yourself, but you didn’t want to disappoint … your 

friends now either." (No sample characteristics provided). {33}

Many participants also discussed the importance of their interactions with health care staff within 

the programmes.{15,22,23,25,27,30,31,32,33,35,38,41,43,47} They seemed to value the positive, 
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friendly, and non-judgemental encouragement received and they also discussed feeling accountable 

to programme staff which helped with motivation. These aspects seemed to act as positive ‘pulls’ in 

terms of staying in the intervention and helping to sustain behaviour change:

“I think I just like talking to you [programme leader]. And I suppose I feel that if I don’t do 

it [the programme] then I’m letting you down” (Female).{22}

“She is my motivator… and she makes me keep a record of my diet” (Female). {27}

c) The type of interaction/support offered

Although not universal, many described particularly valuing the social interactivity of group based 

programme activities and also fairly intensive support from/interaction with programme 

staff.{15,17,22,23,26,29,30,32,33,34,38,45,46} This appeared to function strongly as a motivator to 

maintain engagement with the WMPs by fostering feelings of accountability and by helping to 

ensure the achievement of pre-set goals: 

“Oh God I haven’t done what I should of done and I promised to do it and I know that isn’t 

what’s supposed to spur you on but it I think it does” (Regular support group; no other 

sample characteristics provided).{23}

“[discussing feedback from programme staff]…great encouragement when the results are 

positive and a way to improve if the results are not so good.” (No sample characteristics 

provided). {30}

Participants discussed appreciating when the timing of support offered was flexible and could fit 

around their needs,{23,33,35} and several wanted more support than was offered within the 

programmes (e.g. more frequent contact and for a longer duration than the programme currently 

allowed).{23,34,44,47} Many also expressed concern about support ending post-

intervention{22,23,27,33,39,45} with the suggestion that diminishing intensity of programme 

activities and/or programme cessation could cause problems for maintaining behaviour change 

patterns if group interaction and support were key parts of it:

“I cannot do it without her support, it just wouldn’t work” (Female). {27}
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Some WMPs involved predominantly face to face interaction and activities with other participants 

and/or programme staff. {22,25,27,29,30,31,32,33,38,43,45} In contrast, others involved more 

remote forms of support (e.g. e-mail, telephone, text contact). {39,44} Some studies included and 

evaluated a mix of formats that also varied in intensity. {15,17,21,23,28,34,35,40,41,42,46,47} 

Many participants discussed valuing the social interactivity of the in person group based 

activities{17,22,23,29,33,34,45} and, where it was discussed and compared, participants tended to 

value and desire human contact over more remote forms of support. {34,44} This preference 

seemed to be linked to incentivising people to stay committed to the various programmes and was 

also apparently important in terms of making participants feel accountable to a likeminded group of 

individuals. 

d) Dietary elements 

Some WMPs provided detailed dietary advice regarding food choices, whilst others specifically 

described interventions as ‘non-dietary’ (nevertheless, incorporating behavioural change techniques 

to support attitudinal changes towards food and eating patterns). Although views were sometimes 

mixed, participants tended to describe valuing the flexibility and variety of diet format. 

{22,33,34,38} This seemed important in terms of helping them to ‘normalise’ and stabilise their 

eating habits, particularly as many had attempted diets over a period of many years (without 

success) leading them to develop negative and unhealthy relationships towards food.{22,33,34,38} 

“The other programs told you not to eat this or that and you were afraid to go back if you 

hadn’t lost weight and …they tell you that you can eat everything but you yourself have to 

control the amount…You make up the diet every day and that’s very motivating” 

(Female).{38}

e) Physical activities

All of the WMPs incorporated some attention to increasing physical activity. Whilst clearly some 

participants described struggling to engage in exercise for a variety of reasons, many participants 

described the positive psychological and physical benefits they experienced from 

exercising.{17,22,27,31,45} 

“When I first started I could hardly walk…now I can walk 300-400 yards…if this project 

has done nothing else it has helped me to walk (no sample characteristics provided.” (No 

sample characteristics provided). {31}
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When it was offered as part of the WMP, participants also discussed valuing the flexibility of being 

able to choose from a variety of exercise formats and approaches. {22,34} 

f) Programme tools and behaviour change techniques designed to support behaviour change

Although not universally popular, {15,22,34,44,45} participants described the incorporation of 

tools, such as food logs, goal setting, regular text messages, tele-monitoring devices and 

conversation maps as being motivating, and also helpful for the purposes of education and learning, 

describing how they helped to facilitate self-awareness of and reflection on eating and other 

behaviour patterns. {15,20,34,35,39,44,45,46,47} 

 

“I found it to be very enlightening. It made me start to look at foods differently 

It has given me a more conscious outlook on how to control my diabetes and the importance 

of exercise.” (No sample characteristics provided). {20}

“What really helped me was having somebody go over the food log every day. That was the 

big thing.” (No sample characteristics provided). {15}

Participants discussed the positive psychological changes they experienced with regards to their 

relationship to food/body image, which seemed to relate to the BCTs employed within some of the 

WMPs (e.g. mindfulness and self-determination theory based support).{15,22,25,33}

 

General challenges for engagement in WMPs

Despite the numerous positive comments from within the data with regard to programme 

engagement, participation was not straightforward for everyone who took part. General challenges 

resulting in decreased engagement (or success) related to a number of factors. Sometimes, these 

involved the timing of clinic appointments;{35} cost of travel to appointments;{31,46} general low 

self-efficacy;{24} family members not being on board, such that behavioural changes were difficult 

to sustain;{32,45} whereas others described factors which could be described as life getting in the 

way (e.g. holidays, social events, bad weather as disincentive to exercise). {45} 

It was apparent that participants experienced a range of comorbidities, including some serious 

mental health issues. {16,17,34,35,36,37,44,45,46} Sometimes these specific illnesses presented 
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challenges for motivation and continuing engagement, for example, feeling too ill to focus on 

weight/feeling too ill to care or to be motivated:{31,34,37,38,45}

“Because of the ME [myalgic encephalopathy] I’m sleeping fifteen or more hours a day, 

and so exercise is out of the question because I can’t even walk to the end of the road.” 

(Female).{36}

Critical reflections on specific components of WMPs 

The type of interaction/support offered

The recurring theme of valuing the social interactivity of group-based programme activities was not 

universally valued by all, with some describing a reluctance to discuss issues within a group 

setting.{17,25,26,38,43,46} This was perhaps particularly pertinent in studies where participants 

had additional mental health issues:

“I know the importance of the program is to be together, but at the beginning you don’t 

know these people, some of us have problems interacting with people we don’t know.” (No 

sample characteristics provided. {17}

“It’s just I don’t like to be around people.” (No sample characteristics provided). {46}

“I prefer to talk in private as I suffer from panic attacks.” (No sample characteristics 

provided). {43}

One study{42} included data that suggested some participants felt guilty using up what they 

perceived to be too much of their health care provider’s time (in an intervention involving regular 

GP visits): 

“I must admit I felt frequently embarrassed that I was taking up a lot of my GP’s time.” (No 

sample characteristics provided). {42}

Dietary elements and physical activities

Although the majority of participants tended to describe valuing the flexibility and variety of the 

diet formats offered within programmes,{22,34,38,47} views were sometimes mixed with regard to 

diets, with a few wanting more prescriptive and structured eating plans than were offered: 
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“I think [having a set meal plan to follow] would have been to a certain extent easier at the 

beginning, but I don’t think it would of actually adjusted my attitudes and thinking which it 

[POWeR+] has done (Male; 64 years; face-to-face support; high user).” (No sample 

characteristics provided).{34}

The above quote illustrates that participants often discussed appreciating when programmes 

apparently emphasised changing attitudes towards food and eating over promoting a specific diet 

per se. However, sometimes participants did feel that their programme (or their primary care 

providers) tended to over emphasise diet rather than, for example, addressing issues around 

exercise, sleep or addiction problems.{37,45} 

“…there was no support counselling-wise as to why I have the issues I have with food…” 

(Male).{37}

Whilst many participants described the positive psychological and physical benefits they 

experienced from exercising, {17,22,45} others described struggling to engage in exercise. Some 

described disliking the perceived high intensity of the exercises (e.g. feeling uncomfortable with 

sweating, {22,26,27} whilst others discussed how their various physical or mental health 

comorbidities could prohibit them from full engagement in activities.{16,22,26,27,34,35,36,37,45} 

“Exercise is the best [to lose weight] and I get all this physical therapy exercise and all of 

that just increases my pain, which reduces my desire to have any exercise.” (No sample 

characteristics provided).{16}

“I think for me, with my disability it was difficult to engage with some of the activities 

recommended.” (No sample characteristics provided).{35}

Programme tools and BCTs designed to support behaviour change

Participants suggested that many of the WMP’s tools and techniques were helpful for them in terms 

of reflecting on their habits and behaviours and for helping them to positively change their 

attitudes. However, some participants described these tools as being somewhat intrusive and 

sometimes inflexible in nature. For example, some participants described disliking food logs and 

found food diaries/goal setting/daily self-weighing and the monitoring of exercise as excessive and 
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too confrontational.{22,34,44,45} Others felt that programme staff did not appropriately monitor 

and feedback on progress:{15}

 

“I mean no one ever looked at it [food diary]. No one ever asked for it. I just did all the 

work, like, for nothing because no one ever asked me for it.” (No sample characteristics 

provided). {15}

Others expressed frustration with the perceived inflexibility of tools designed to record behaviour 

and activities and to support behaviour change. For example, not being able to record life events 

and/or comorbidities that might help to explain lack of achievement regarding weight loss:{34,39}

“I thought that might be useful [to] have something [to] explain why things are going as 

they are going.” (Female; 59 years, remote support; high user). {34}

“I would want to tailor the messages [daily text messages] to the things that I was most 

struggling with.” (No sample characteristics provided). {39}

With regard to psychological support, two papers highlighted that some people wanted more 

counselling for non-direct weight issues, such as mental health, recognising that these additional 

problems had implications for weight management. {37,44} In contrast, although many participants 

discussed the various positive psychological changes they experienced which seemed to relate to 

the BCTs/counselling employed within some of the WMPs, others found personal development 

classes challenging and confrontational and questioned their appropriateness:{25}

“I cannot benefit from it [the personal development classes]. I will never open up in that 

room and talk among others.” (Male). {25}

Findings from the synthesis – provider participants

Ten of the included papers provided qualitative data from a range of WMP providers. 

{18,19,21,24,26,28,34,39,40,41} Seven of these papers were linked to one of three of the same 

interventions. Programme providers who provided qualitative data were described as primary care 

providers; {21,28} nurses; {34} GPs and consumer representatives;{41} GPs; {40,42} mental 

health care workers, dietitians, and nurses; {18,19} GPs, weight management advisors, practice 

nurses, {24} and key personnel working at a residential weight loss centre. {25}
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General impressions of being involved in WMPs

With the exception of one study, in which some GPs (but not all) were reportedly less enthusiastic, 

{24} views about being involved in a WMP were generally very positive, with health professionals 

acknowledging that engagement was potentially very useful for them in terms of facilitating a 

conversation around weight loss with participants, and recognising that this can often be 

challenging in their everyday practices. {34,40,41,42} 

However, the authors of one study{18} noted that discussions about weight tend to be embedded 

within the context of conversations about other health issues (rather than being discrete or stand-

alone) and argued that this could act as a potential barrier with regards to the implementation of 

WMPs within primary care:

“I don’t have patients that come to see me just for obesity or…just one thing…yes they’re 

one of my diabetic patients but … we’re talking about their cholesterol today or their blood 

pressure and their weight another day.” (Nurse, no other sample characteristics provided). 

{18}

Motivating factors for participants’/provider engagement in WMPs

One paper included some insights from the perspectives of programme providers about what 

apparently motivated prospective participants to take part in a WMP. {21} Health care providers 

involved in the delivery of the programmes described how they regarded participants’ perceptions 

of their professional ‘buy in’ to the intervention study (i.e. endorsement) as important and 

influential regarding their decisions to take part. {21} One study (linked to two papers){21,28} also 

reported unusual success at enrolling men which programme providers attributed to their endorsing 

it as a ‘medical’ programme: 

“I think that [our affiliation with a research institution] helped make it into a legitimate 

type of program that [our patients] would have confidence in, not just one of these wild 

watermelon diets or things like that.” (Primary Care Provider, no other sample 

characteristics provided).{21}

In terms of disincentives towards retention in such WMPs, some providers reported that some 

participants could have unrealistic expectations about weight loss, not fully understanding 

programme goals and commitment and wanting a “quick fix”:
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“What they wanted was a quick fix…They want to lose pounds very quickly. And it doesn’t 

happen…”(GP, no other sample characteristics provided) {24} 

Only one study {24} provided data around apparent barriers and facilitators to health professionals’ 

own engagement with a specific WMP. They described how clinicians’ pre-conceived beliefs and 

attitudes towards integrating WMPs into primary care settings were important and they noted that 

engaged practices (as opposed to less engaged practices) were characterised by active GP 

participation and ‘buy in.’

The importance of the people within the programme setting (for fostering a sense of 

accountability)

In keeping with some key findings from participants across the included papers, programme 

providers reflected on the importance of WMPs for creating a sense of accountability both for 

themselves as professionals in terms of increasing their responsiveness and sensitivity to their 

participants’ weight management plan and needs and also of their continued engagement, 

motivation and success: {21,40} 

“...I think it just made me be more sensitive…I’ve been kinda tryin’ to dial it [being tough 

on the patients] down a little bit” (Primary Care Provider, no other sample characteristics 

provided) {21}

Programme providers also recognised and reflected on what they regarded to be the importance of 

establishing and maintaining good relationships and of giving positive reinforcement and 

encouragement and being supportive of their weight loss efforts.{18,21,28,34} 

The types of interaction/support offered 

Several health care providers recognised that the intensity of interactions between programme staff 

and participants was important for motivating the latter to stay engaged and to sustain behaviour 

changes. {21,28} However, several provider participants raised concerns about the reality of this 

for their everyday clinical practice when time constraints were a real issue. {18,19,41} Other health 

care providers raised concerns around a lack of interdisciplinary working within clinic settings, 

which could inhibit their abilities to support weight loss, as well as lack of clarity with regard to 

professional role remits within teams:
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“I work with our RN all the time so on a daily basis we talk about things going back and 

forth but the others [referring to dietitian and mental health workers] I don’t really see to be 

honest.” (Nurse, no other sample characteristics provided). {19}

Although providers in the above study{19} raised broad issues in their interviews relating to these 

barriers, they reflected positively on the study WMP in terms of facilitating interdisciplinary 

collaboration.

Views about mode of support

In terms of views about mode of support, health providers in one primary care study{21} argued 

that telephone-delivered weight counselling was the most convenient for participants. In contrast, 

providers in another study (one that involved a residential WMP) {25} argued that face-to-face 

group interaction was essential and particularly useful for participants with severe obesity who 

often experience social isolation. In another primary care study, {34} views regarding mode of 

delivery of support were more mixed. Whilst recognising the practicalities of remote forms of 

support, programme providers (in this case nurses) argued that face-to-face interactions worked 

best in terms of helping them connect more effectively and facilitated participant engagement and 

motivation. Some even stated that they did not regard remote support as support at all.

Views about levels of provider engagement

Health care providers in one study{21} stated that they played a fairly peripheral role in aspects of 

programme delivery and that sometimes this made it difficult for them to fully engage with their 

patient and to assess their progress. They suggested that individualised feedback from other 

professionals involved in programme delivery (e.g. in this case weight loss health coaches) would 

have been helpful. However, the study also reported that the majority of health care providers 

valued the fact that they played a limited role in the WMP, with time constraints and specific skill 

sets being raised as issues. Another study {34} raised related issues around level of provider 

engagement with aspects of the WMP. In this case, nurses discussed the perceived disadvantage of 

not being able to view the information provided to participants on the study website. Some felt that 

viewing this information would have allowed them to understand more fully, what participants 

were referring to in consultations. In one study,{41} GPs commented on and seemed to value the 

relatively ‘loose’ nature of the intervention design (in this case a weight management toolkit) as 

they considered it offered scope to enable them to tailor it to the individual and their community. 
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Similarly, nurses in another study {34} expressed frustration around the lack of flexibility of their 

intervention, both in terms of how they were supposed to behave (i.e. by not being directive) and in 

terms of the scope within the website to document individual issues. This was also a concern raised 

by the participants themselves. Although, providers in these two studies {34,41} apparently 

appreciated interventions that were more flexible in nature (and therefore could be tailored more 

appropriately to individual care). Personnel in a residential WMP{25} specifically designed for 

people with severe obesity seemed to value having a very strict programme structure (in this case 

participants had to attend morning meetings, group activities, and eat six meals a day at fixed 

times). The general feeling amongst staff was that instilling this strictness on participants would 

facilitate behaviours that they would then seek to maintain at home.

Views about intervention content

Whilst some, (but not all), participants in one study{25} found personal development classes 

challenging and confrontational, providers in the same study consistently argued that personal 

development (i.e. focussing on personal factors such as self-knowledge and self-acceptance) was 

essential and crucially important for maintaining lifestyle changes longer term: 

“It is important that they become aware of what in their life makes a difference in being 

obese or not.” (Personnel, no other sample characteristics provided).{25} 

Discussion

Principal findings

This review synthesised findings from qualitative data relating to the views of adults with BMI 

≥35kg/m2 (and/or their health care providers) about engaging with WMPs. In summary, although 

there was variation expressed in views about the acceptability of various programme components 

(indicating the inappropriateness of a ‘one size fits all’ approach), there were, nevertheless, 

recurring themes around what both participant and programme providers described valuing and 

enjoying. Some of these key findings resonate with previous qualitative research with people with 

less severe obesity. {7,48}. 

Participants in our review described being attracted to WMPs that were perceived to be novel or 

exciting in some key way (e.g. being different to programmes that they had tried previously), as 

well as perceived to have been endorsed by their health care providers (a view supported by 
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programme providers themselves). The sense of belonging to a group of people who shared similar 

issues relating to weight and food, and who had similar physiques and personalities, was described 

as being particularly important to many participants and seemed to foster a strong group identity 

and related ‘accountability’, which seemed to help with motivation and continuing engagement. 

Good relationships with programme providers were described as being highly valued, with ongoing 

encouragement and monitoring apparently important for facilitating motivation and behaviour 

change (a view also endorsed by the programme providers themselves). Group based programme 

activities were apparently enjoyed by many participants along with fairly intensive support from 

programme providers. This observation is supported in previous qualitative research with people 

with less severe obesity{7,48}. However, in our review, although described by both participants 

and programme providers as being important for supporting engagement and positive behaviour 

changes, concerns were raised about the availability of continuing support post intervention, and 

similarly by providers who questioned the practicalities and logistics of integrating such intense 

support into their everyday clinical practices once the studies were completed. 

Overall, both participants and programme providers valued having choice and flexibility. For 

example, participants welcomed flexibility around diet choices, flexibility around when face-to-

face counselling sessions, and also welcomed personalised interventions. Similarly, some 

programme providers found the perceived lack of flexibility with various intervention components 

frustrating and prohibitive in terms of supporting individualised care. 

Those participants who described engaging in group discussions/therapy sessions (with other 

participants and/or providers) and those who discussed engaging in exercises were mainly positive 

about their perceived benefits. For example, where it was discussed, participants very much valued 

the psychological input integrated into many interventions. This is a view supported in a study of 

user experiences of both Tier 2 and Tier 3 weight management services in England{48}. However, 

it is worth noting that our review also highlighted that some participants did describe struggling 

with these aspects, with some describing them as particularly challenging. Some participants 

described difficulties with the various physical activities (because of a range of physical 

comorbidities) and not everyone enjoyed group interaction and discussions with others (sometimes 

apparently because they suffered from various mental health comorbidities). 

Practice Implications
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For intervention developers, it was clear from our review that social interaction activities tended to 

be valued. It was also apparent that ongoing encouragement and monitoring by programme 

providers was viewed as important for facilitating motivation and behaviour change. The waning 

intensity of programme activities and/or programme cessation could cause problems for 

maintaining behaviour change patterns if group interaction and support was an integral component. 

Perhaps there is a need for WMPs to help consumers to establish support post intervention.

People with severe obesity might be especially vulnerable to both physical and mental 

comorbidities, which could inhibit engagement with certain intervention components (e.g. group 

based interaction; physical activities). For intervention developers, this is worthy of note. This 

could inhibit their engagement with much fitter peers with fewer weight-related issues, or restrict 

their ability to undertake certain intervention components – an observation that is less apparent in 

research with people with less severe obesity {7}. Perhaps WMPs could consider including a 

choice of interaction styles/mix of physical activities to accommodate this.

Strengths and limitations

To our knowledge, this is the first synthesis of key findings from qualitative studies exploring 

participants’ perspectives of WMPs for adults with severe obesity. Our synthesis has highlighted a 

range of important factors that have the potential to facilitate engagement with WMPs for this 

group.

We were interested in ascertaining the views of participants with severe obesity (people with BMI 

≥35kg/m2). Therefore, our inclusion criteria were that papers needed to state that participants in 

their respective studies (i.e. either in their qualitative evaluations or the intervention studies to 

which their qualitative evaluations were linked) had a mean BMI ≥35kg/m2. Of those papers that 

only considered programme providers’ views, these had to be linked to intervention studies where 

we could establish that included participants had a mean BMI ≥35kg/m2. Only two papers stated 

that their respective WMPs were designed specifically for people with BMI ≥35kg/m2. {22,40} 

Thus, across the papers, some people with BMI <35kg/m2 would have been included. Quotes from 

participants were not linked to specific detail regarding BMI status, and so we cannot be certain 

that findings reflect exclusively the views of those with severe obesity. 
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Only nine papers linked participant quotes to sex; {22,25,27,29,33,34,36,37,38} only one to age 

status;{34} and none to socioeconomic/demographic characteristics, making it hard for us to 

consider whether any issues raised were particularly sensitive or pertinent to these aspects. 

We know from a recent review of Tier 3 weight management interventions for adults with severe 

obesity that drop-out rates are very high (43-63%). {49} Only four of our included papers stated 

that some of the participants in their qualitative evaluations had been ‘low users’, ‘quitters’ or 

‘drop-outs’{15,22,23,34} and only one of these papers linked quotes directly to intervention usage 

status. {34} Although our findings highlighted a range of views with regard to the usefulness or 

otherwise of various intervention components, it is worth noting that participant sample 

characteristics within the included papers are skewed towards those who had chosen to engage and 

who had completed the various intervention activities. 

Applying quality criteria to qualitative research remains a contentious issue and there is no 

consensus regarding whether and how this should be done {50,51}.  Whilst authors of some 

qualitative evidence syntheses have chosen to exclude what they deem to be poor quality papers, 

we made the decision not to exclude any of the identified papers. We included 33 papers that each 

reported some qualitative data that met our inclusion criteria and addressed our key research 

questions. Although all included qualitative data, in terms of ‘quality,’ some were deemed richer 

than others in terms of data and insights - some ranged from being exclusively qualitative studies 

providing rich data in our areas of interest, through to studies that were actually primarily 

quantitative with responses to open-ended survey questions. The five studies providing qualitative 

data in the form of responses to open-ended survey questions within structured 

questionnaires{20,30,35,44,47} were deemed less useful in terms of presenting only very limited 

qualitative data and insights. Despite this variation in the overall level of quality, we felt it was 

more important to retain any relevant findings rather than disregard based on study quality. In 

doing so, we would argue that all 33 papers contributed useful elements to the collective whole and 

enabled us to develop our understanding of the issues of importance to people with BMI ≥35kg/m2. 

We cannot exclude the possibility that unpublished service evaluations from within the NHS, that 

we failed to locate, might have been sources of rich data.

Implications for research

Page 23 of 60

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

24

No papers included in our review provided qualitative data from those who had been invited to join 

a WMP but who had declined to take part, and only four papers reported including participants who 

had not fully engaged with all programme activities to varying degrees. Clearly the views of those 

who do not engage are important and should be a focus of future research. Therefore, in terms of 

pointers for effective interventions, it is worth acknowledging that key findings will be skewed 

towards those who had chosen to engage and who had completed the various intervention activities. 

In terms of implications for research, it is clear that the qualitative research literature focusing 

specifically on lifestyle WMPs for people with very high BMIs is limited, particularly for people 

who are low-users or do not wish to engage with such services.

Conclusions

WMPs that are perceived to be novel or exciting and WMPs that are perceived to be endorsed by 

health care providers tend to be valued by participants. The sense of belonging to a group of people 

who share similar issues and characteristics seems particularly important, helping to foster a strong 

group identity and related ‘accountability’, which aids motivation and continuing engagement. In 

person group based programme activities tend to be valued (over more remote forms of support), 

along with fairly intensive support from programme providers. However, intervention developers 

should bear in mind that people with severe obesity might be especially vulnerable to both physical 

and mental co-morbidities that could inhibit engagement with certain intervention components.
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S1 Table Characteristics of the included qualitative studies  

 

Study Aim (as described 

within the papers) 

Condition of 

Focus 

Participants Characteristics Details of intervention Qualitative data 

collection 

methods 

First Author: Bennett 

Year: 2014 

Category: A 

Country: USA 

To understand 

primary care 

providers’ (PCPs) 

perspectives about 

their role in the 

intervention and in 

their patients’ weight 

loss, thereby 

providing insights to 

inform best practices 

in developing 

practice-based 

weight management 

programmes. 

Patients with 

obesity in their 

usual care 

practices. 

Role: Provider  

Number providers interviewed: 26 

PCPs 

Providers’ characteristics: 15 

female, 11 male, 24 physicians, 2 

nurse practitioners, and 20 had 

internal medicine training. The mean 

time in practice was 16 years (SD ± 

11.7), and mean number of patients 

in the trial was 11.1 (SD ± 6.8) 

Socioeconomic and demographic 

characteristics: 15 White, 6 

Asian/Pacific Islander, 3 Black, 2 

Other 

The Practice-based Opportunities for 

Weight Reduction (POWER) was a 24 

month trial that had two intervention 

groups (by phone and face-to-face) in 

which weight-loss health coaches (not 

PCPs) provided education and positive 

reinforcement. Participants in both 

intervention arms had access to the same 

online educational modules, self-

monitoring tools and received both 

automated and individualized e-mails. 

Participants in the control arm met with a 

weight loss health coach at the time of 

randomization and, if desired, after the 

final data collection visit. They also 

received brochures along with a list of 

recommended weight loss websites. 

Focus groups  

First Author: Bradbury 

Year: 2015 

Category: A 

To explore helpful 

(and unhelpful) 

aspects of coaching; 

Participants with 

obesity. 

Role: Participant 

Number of participants: 58.  

Positive Online Weight Reduction 

(POWeR) is an e-health intervention 

designed to produce sustainable weight 

Interviews 
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Country: UK the experiences of 

POWeR and the 

accompanying 

coaching, including 

what aspects people 

found most helpful, 

unhelpful, appealing 

or unappealing, and 

what factors seemed 

to influence whether 

participants 

continued to follow 

POWeR. 

Planning and development stages: 16 

participants; 

Feasibility stage: 23 participants; 

Community trial 19 participants. 

Participants’ characteristics: From 

the community trial: age range 34-68, 

Participants were sampled from both 

the coaching arm (10 female, four 

male) and Web only arm (four 

female, one male) and varied in their 

usage of POWeR.  

Socioeconomic and demographic 

characteristics: NR 

Comorbidities: NR 

management. POWeR consisted of 12 

sessions which taught users self-

regulation skills in order for them to 

become their own personal health trainer. 

Patients were randomized to either usual 

care, the POWeR website, POWeR 

accompanied by basic nurse support, or 

POWeR with regular nurse support. The 

nurse support was mainly delivered face 

to face, although telephone and email 

support could also be provided. 

First Author: Gudzune 

Year: 2012 

Category: A 

Country: USA 

To explore PCPs’ 

usual practices as 

part of weight 

counselling to 

identify how PCPs 

communicate with 

their patients about 

weight loss. 

Patients with 

obesity in their 

usual care 

practices 

See Bennett 2014 See Bennett 2014 Focus groups  

First Author: Hunt 

Year: 2014 

Category: A 

Country: UK 

To report the 

characteristics of 

men participating in 

a randomised 

Men with obesity 

(BMI > 

28kg/m2), age 

35–65 at high 

Role: Participant 

Number of participants: 63 men (who 

had attended at least six FFIT 

sessions of the programme). 

Football Fans in Training (FFIT) is a 

men-only, evidence-based, 12-session, 

weight management and physical activity 

group programme with subsequent 

Focus groups 
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controlled trial of a 

weight management 

programme designed 

specifically to attract 

men, and, secondly, 

their accounts of 

why they decided to 

participate in the 

programme.  

risk of ill-health 

due to obesity 

Participants characteristics: No 

specific data for qualitative analysed 

participants 

Socioeconomic and demographic 

characteristics: NR 

Comorbidities reported: NR 

minimal-contact weight loss 

maintenance support delivered free of 

charge at Scotland’s top professional 

football clubs by community coaches 

trained in diet, nutrition, physical activity 

and behaviour change techniques to a 

standard programme delivery protocol. 

First Author: Little 

Year: 2017 

Category: A 

Country: UK 

To explore patients’ 

expectations of 

POWeR+, 

experiences of the 

POWeR+ 

programme, 

experiences of using 

the POWeR+ 

website and 

experiences of nurse 

support. 

Participants with 

obesity (BMI 

≥30kg/m2, or 

≥28kg/m2 with 

comorbidities) 

from general 

practice 

Role: Participant and Provider 

Number of providers: 13 nurses 

(HCPs who supported POWeR+ were 

included in qualitative evaluation)  

Number of participants: 31 POWeR+ 

programme users. 14 remote support 

(3 low users/11 high users) and 17 

face-to-face support patients (2 low 

users/15 high users).  

Participants’ characteristics: 15 

female, 16 male, mean age 61 years 

(range 45-88 years). 

Socioeconomic and demographic 

characteristics: No specific data for 

qualitative analysed participants. 

Comorbidities reported: No specific 

This is a 24-session web-based weight 

management intervention consisting of a 

series of 24 brief maintenance-oriented 

sessions for up to 6 months and links to 

encourage patients to continue to use the 

website to track their weight at least 

fortnightly until they have formed 

healthy eating habits that sustain weight 

management.  

Interviews 
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data for qualitative analysed 

participants.  

First Author: McRobbie 

 Year: 2016 

Category: A 

Country: UK 

To explore the many 

components of the 

WAP. By providing 

a summary of 

participant feedback 

on the overall 

helpfulness of the 

programme. 

Adults (aged ≥ 18 

years) with 

obesity (BMI of 

≥ 30 kg/m2 or a 

BMI of ≥ 28 

kg/m2 plus 

comorbidities) 

who wanted to 

lose weight  

 

Role: Participant 

Number of participants: 177.  

Participants who reported helpfulness 

of the programme at 12-months 

follow up; 48 in the nurse arm and 

129 in the WAP arm. People who 

dropped out of treatment were called; 

only 19 provided a reason for 

dropping out.  

Participants’ characteristics: Not 

reported 

Socioeconomic and demographic 

characteristics: Not reported. 

Comorbidities: Not reported 

The WAP is a multicomponent 

programme that includes a range of 

concrete and verifiable tasks agreed 

individually with each participant and 

also includes  monthly ‘maintenance’ 

sessions that targeted to improve 

participant motivation, allowing 

participants to discuss the challenges 

they have faced since the last session, 

and to anticipate challenges of the month 

ahead. 

Anonymous 

feedback 

questionnaire 

First Author: Yarborough 

Year: 2016 

Category: A 

Country: USA 

 

To assess lifestyle 

change barriers and 

facilitators across the 

first 18 months of 

study participation 

and to identify 

modifiable factors 

associated with 

making and 

maintaining healthy 

Adults (aged ≥ 18 

years) with 

obesity (BMI 

≥27kg/m2) taking 

antipsychotic 

medications 

(stable on 

antipsychotic 

medications for at 

least 30 days) 

Role: Participant 

Number of participants: 84.  

Participants in the control arm were 

interviewed once; 17 intervention 

participants were interviewed more 

than once to ensure that all cohorts 

were represented in each interview 

wave.  

Participants’ characteristics: Mean 

age 48.1 (SD ± 10.1), 30 male, 54 

This was a 24-month study of the 

STRIDE comprehensive weight loss and 

lifestyle-change intervention that 

consisted of 24 weekly meetings that 

targeted readiness to change; included 

interactive, participant-centred delivery 

of lifestyle education information along 

with a 20-min walk; encouraged skills 

practice, self-monitoring and feedback; 

and facilitated group interactions and 

Interviews  
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lifestyle changes in 

order to inform 

clinicians and 

improve the 

development of 

future interventions 

for individuals with 

serious mental 

illnesses. 

female. 18 were members of ethnic or 

racial minorities.   

Socioeconomic and demographic 

characteristics: 34 married or living 

with partner, 27 had an income of 

$30,000 or higher, 18 were college 

graduate or higher, 28 were retired, 

unemployed, student, homemaker or 

temporarily laid off. 

Comorbidities: 34 Schizophrenia, 17 

bipolar disorder, 31 affective 

psychoses, 2 PTSD  

support. Intervention participants could 

consult with interventionists by 

telephone as needed.  

First Author: Abildso 

Year: 2010 

Category: B 

Country: USA 

 

 

To examine physical 

and psychosocial 

differences at 

baseline between 

completers of and 

dropouts from a 12-

week weight 

management 

program; to assess 

the physical, 

behavioural, and 

psychosocial impact 

on program 

completers; to 

Adults with 

obesity (BMI ≥ 

30kg/m2 alone or 

a BMI of 25 to 

29.9kg/m2 with 

comorbidities) 

Role: Participant 

Number of participants: 11  

Participants characteristics: Mean 

age 46.2 (SD ± 8.5), 8 female, 3 

male. Seven were successful program 

completers (three high weight losers, 

four moderate weight losers), and 

four were program dropouts or 

completers with low weight loss). 

Socioeconomic and demographic 

characteristics: 7 married,  number 

of children 1.5 (SD ± 1.1)  

Comorbidities: Not reported 

 

Weight loss is encouraged in the weight 

management program (WMP) through 

increasing physical activity and 

decreasing caloric intake. For a $45 

monthly co-payment, the WMP benefit 

during Phase 1 (12 weeks) included 

assessment and follow-up meetings with 

an exercise physiologist and registered 

dietitian, monthly personal training 

sessions, and periodic phone calls from 

the insurance agency to track progress. 

Interviews 
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compare the 

psychosocial 

changes of high and 

moderate weight 

losers; and to 

qualitatively explore 

factors associated 

with program 

adherence and 

weight loss. 

First Author: Aschbrenner 

Year: 2016 

Category: B 

Country: USA 

 

 

To explore 

participants’ 

perceptions and 

experiences with 

peer interactions 

during the lifestyle 

intervention. 

Obese (BMI ≥ 

30kg/m2) adults 

(aged 21 or older) 

with serious 

mental illness 

(diagnosis of 

schizophrenia, 

schizoaffective 

disorder, major 

depressive 

disorder, or 

bipolar disorder) 

on stable 

pharmacological 

treatment 

Role: Participant 

Number of participants: 17  

Participants’ characteristics: No 

specific data for qualitative analysed 

participants  

Socioeconomic and demographic 

characteristics: Not reported 

Comorbidities:  Not reported 

A 24-week group-based lifestyle 

intervention that consisted of once 

weekly 1-hr group weight management 

sessions facilitated by a psychologist and 

a public health professional; twice 

weekly (optional) 1-hr group exercise 

sessions led by a certified fitness trainer; 

and mobile technology and use of social 

media to increase motivation and 

facilitate self-monitoring and peer-to-

peer support outside of in person group 

treatment or exercise sessions. 

Focus groups  
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First Author: Asselin 

Year: 2015 

Category: B 

Country: Canada 

 

 

To explore how 

primary care 

providers incorporate 

weight management 

in their practice. 

Obesity 

prevention and 

weight 

management at 

interdisciplinary 

primary care 

environment 

Role: Provider  

Number of providers interviewed: 29  

Providers’ characteristics: 7 mental 

healthcare workers, 7 registered 

dietitians, 15 registered nurses or 

nurse practitioners.  

Socioeconomic and demographic 

characteristics: NR 

The 5 As Team (5AsT) study was 

designed to create, implement and 

evaluate a flexible intervention to 

improve the quality and quantity of 

weight management visits in primary 

care. 5AsT is a randomized controlled 

trial on the implementation of a 6-month 

5AsT intervention designed to 

operationalize the 5As of obesity 

management in primary care. 

Interviews and 

field notes of 

intervention 

sessions  

First Author: Asselin 

 Year: 2016 

Category: B 

Country: Canada 

To describe the 

intervention, provide 

continual 

intervention 

monitoring and to 

identify contextual 

factors that could 

influence the primary 

outcome measure. 

 

See Asselin 2015 See Asselin 2015 See Asselin 2015 See Asselin 2015 

First Author: Barham 

Year: 2011 

Category: B 

Country: USA 

To improve nutrition 

and physical activity 

of county employees 

and promote weight 

loss (There was no 

Adults at highest 

risk for the 

development of 

diabetes or who 

already have been 

Role: Participant 

Number of participants: Unclear how 

many of 45 programme participants 

provided written responses on the end 

of study programme evaluations. 

There were 2 waves of enrolment and 4 

intervention groups (up to 12 

participants/ group). The intervention 

was a 3-month program (12 one hour 

weekly midday group sessions) that 

targeted healthy diet, physical activity, 

Written 

responses to end 

of programme 

participant 

evaluations 
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qualitative aim 

stated). 

diagnosed with 

type 2 diabetes 

Participants characteristics: No 

specific data for those who provided 

written responses 

Socioeconomic and demographic 

characteristics: Not reported 

Comorbidities reported: Not reported 

and stress reduction, followed by a 

monthly maintenance program with the 

groups choosing topics that they 

considered of greatest benefit. Most of 

the sessions were led by a nurse 

educator, but individual sessions were 

also conducted by a dietitian, 

psychologist, and physical therapist all 

employees of Upstate Medical 

University, Syracuse, NY. 

First Author: Borkoles 

Year: 2016 

Category: B 

Country: UK 

To examine the 

effects of a non-

dieting lifestyle 

intervention 

approach for women 

with morbid obesity 

designed in the 

framework of the 

self-determination 

theory and Health at 

Every Size on weight 

maintenance and 

psychological 

functioning.  

Pre-menopausal 

females with 

morbid obesity 

(BMI ≥30kg/m2)  

older than 18 

years of age free 

of obesity-related 

diseases and fit 

for exercise 

Role: Participant 

Number of participants: 62 (62 

interviews at baseline with 36 follow-

up interviews, including 12 drop-

outs). 

Participants’ characteristics: Pre-

menopausal women predominantly 

white Caucasian (97%), with a mean 

age of 40.2 years 

Socioeconomic and demographic 

characteristics: most were from the 

lower SES background, 21% had a 

degree and 57% left school at 16, 

66.1% worked full time and 11% 

worked part-time, in mainly manual 

The WHEEL (Weight, Healthy Eating 

and Exercise in Leeds) study was a 

delayed-start, 12 weeks of intensive 

intervention and 40-week maintenance 

phase RCT comprising of community-

based supervised exercise, lifestyle 

physical activity and psycho-educational 

classes on healthy eating and weight 

management. 

Interviews  
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(29%) and administrative jobs 

(46.8%) 

Comorbidities: 50% met the 

International Diabetes Federation 

metabolic syndrome criteria, 42% 

reported to have depression often or 

very often, and 36% used medication 

related to psychological problems 

First Author: Dahl 

 Year: 2014 

Category: B 

Country: Norway 

To describe how 

personnel argued for 

and perceived a 

residential weight-

loss program, to 

investigate how the 

participants 

experienced the 

program, and to 

contrast these 

perspectives. 

Adults (between 

18 and 60 years 

old) with obesity 

(BMI > 40kg/m2 

or >35kg/m2 

including 

comorbidities)  

Providers: 

The personnel 

were recruited 

among the staff at 

the centre 

Role: Participant and Provider 

Number of participants: 10  

Participants’ characteristics: 10 

Norwegian participants took part in 

interviews (8 in focus groups and 2 

individually). The age and weight 

range for these 10 persons were the 

same as for the total sample (n=30). 

Age between 22 and 56 years old, 

their BMI was between 40 and 63, 

and the group’s mean body weight 

was 144kg 

Socioeconomic and demographic 

characteristics: NR 

Comorbidities: NR  

Number of providers interviewed: 6  

Providers’ characteristics: 2 males 

and 4 females, considered to be key 

This 18-week on-site program 

intervention took place at the Danish 

residential weight-loss centre. The 

program consisted of group-based 

intensive structured group exercise and 

educational sessions exercise, diet 

(individual calorie intake was based on 

energy calculations for a normal weight 

person with a sedentary activity level), 

and an educational program. The 

educational program comprised lessons 

about nutrition, monitoring of food 

intake and instruction in behavioural 

techniques from cognitive therapy. The 

personal development component 

included a minimum of two individual 

conversations with one of the 

Focus groups and 

interviews 
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personnel; the director, the 

administrative executive, and the 

leaders of the main areas diet, 

exercise and personal development 

psychotherapists, motivational meetings 

for all participants.  

First Author: Danielsen 

 Year: 2016 

Category: B 

Country: Norway 

 

 

To explore the 

experiences of 

physical activity 

from a participant 

perspective prior to, 

during, and after an 

intensive inpatient 

lifestyle modification 

program, including a 

high volume of 

adapted physical 

activity for the 

treatment of severe 

obesity.  

Both genders, 

with a variety in 

age, degree of 

obesity (BMI ≥ 

40 or 35.0–39.9 

with 

comorbidities), 

and weight loss 

during the 

inpatient stay, as 

well as variation 

in weight-loss 

maintenance and 

lack of 

maintenance 

Role: Participant  

Number of participants: 8 

Participants’ characteristics: 5 

female, 3 male, aged 35 to 63 years; 

6 married/cohabitants and 2 single; 

BMI ranged from 37 to 60 and body 

weight from 96 to 185 kg 

Socioeconomic and demographic 

characteristics: NR 

Co-morbidities: NR 

The study was supplementary to a 

clinical controlled trial with a 1-year 

prospective follow-up study examining 

the effects of a 10- to 14-week inpatient 

lifestyle modification program for 

subjects with severe obesity. Two to 

three group-exercise sessions 5 days a 

week during the inpatient period, each 

lasting for a minimum of 45 minutes. 

Aiming to increase compliance, the 

activity was supervised by exercise 

scientists and physiotherapists, and the 

participants were introduced to adapted 

physical activity and equipment, and 

exercised together with other individuals 

with severe obesity. 

Interviews  

 

First Author: Groven 

Year: 2010 

Category: B 

Country: Norway 

To show how the 

training is 

experienced from a 

first-person 

perspective, namely 

Female 

participants with 

obesity (BMI 

>35kg/m2)  from 

the weight-loss 

program in 

Role: Participants  

Number of participants: 5 

Participants’ characteristics: Aged 

35-63 years and had been overweight 

for more than 10 years 

Group-based weight-loss program in 

Norway, a program organized by 

physiotherapists in the primary health 

system. Offered to eight women 

struggling with obesity problems in a 

particular district of Norway for one 

Interviews  
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the patients 

themselves. 

Norway Socioeconomic and demographic 

characteristics: 3 married, 1 divorced 

and 1 widowed, 1 had a university 

degree, 2 had a college degree, and 2 

had no formal education after high 

school. The women were at present 

or previously working in professions 

providing a service, or care, doing 

office work, or an academic job on 

various levels. 

Comorbidities: Not reported 

year. Total of 12 exercises were 

performed throughout the one-hour 

exercise program. The treatment also 

included group discussion for 1 hour per 

month.  

First Author: 

Jackson 

Year: 2007 

Category: B 

Country: 

UK 

To evaluate the 

effectiveness and 

acceptability of a 

specialist health 

visitor-led weight 

management clinic in 

primary care. 

Patients with a 

BMI ≥30 

Role: Participants  

Number of participants: Unclear how 

many of 25 questionnaires returned 

provided written responses  

Participants’ characteristics: Not 

reported 

Socioeconomic and demographic 

characteristics: Not reported 

Comorbidities: Not reported 

Specialist health visitor-led intervention 

based on the Jan Felgens ‘12E2’ model. 

The specialist health visitor sought to 

inspire participants through a 

combination of shared goal setting, 

reflection, problem-solving, positive 

affirmation and reinforcement. 

Consultations took place at the health 

centre and a relaxed, unhurried 

atmosphere was created. The average 

consultation time was 20 minutes (range 

10–30 minutes), although the first 

appointment took approximately 1 hour 

and gave participants time to reflect on 

their lifestyles and to plan realistic goals 

Open ended 

response options 

to questionnaire 
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for healthy eating and physical activity 

with the specialist health visitor. 

First Author: Janke 

Year: 2012 

Category: B 

Country: USA 

To gain insight into 

the patient’s 

experience of 

comorbid chronic 

pain and obesity and 

to improve  

understanding of the 

behavioural linkages 

between the 

experience of pain, 

engagement in health 

behaviours, and 

obesity treatment 

outcomes. 

Patients attending 

primary care 

clinics at a large 

Midwestern 

Veteran’s Affairs 

hospital, > 18 

years, BMI ≥25; 

weekly pain at an 

intensity ≥4  

during the prior 3 

months; and 

current diagnosis 

of a medical 

complaint 

associated with 

persistent pain  

Role: Participant  

Number of participants: 30 

Participants characteristics: 24 male, 

6 female 

26 were age 50 or older, mean BMI 

was 36.8 (SD ± 8.9) 

Socioeconomic and demographic 

characteristics: 22 were white, 20 

had greater than a high school 

education, and 14 were unemployed 

or disabled while 13 were retired 

Comorbidities: Measured on a scale 

of 0 to 10 (0 = none, 10 = worst 

imaginable), average pain intensity 

was 5.6 (SD ± 1.9) and average pain 

interference was 3.6 (SD ± 2.1) 

The qualitative research project was 

designed to identify perceptions of those 

with both overweight/obesity and 

chronic pain regarding their experience 

of the course, impact, and treatment 

history of pain and weight symptoms; 

factors that might either ease or limit 

their ability to engage in health-

promoting behaviours; and factors that 

facilitate or hinder engagement in 

treatments designed to achieve weight 

and/or pain control. 

Focus groups and 

interviews 

First Author: Jennings 

Year: 2014 

Category: B 

Country: UK 

To facilitate weight 

loss by 

implementing 

progressive and 

sustainable lifestyle 

changes, based on 

individually agreed 

goals over a 1-year 

Adults (over 18 

years) with 

obesity (BMI 

≥40, or BMI ≥30 

with obesity-

related 

comorbidities  

and/or waist 

Role: Participant  

Number of participants: 12 

Participants’ characteristics: No 

specific data for qualitative analysed 

participants 

Socioeconomic and demographic 

characteristics: No specific data for 

qualitative analysed participants. 

The Fakenham weight management 

service (FWMS) provides Tier 3 

services. This paper was service 

evaluation and had a cohort design 

recruited patients to a 1-year programme. 

 

 

Focus groups 
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programme. Focus 

groups were 

conducted to explore 

participants’ 

experiences.  

circumference 

≥102 cm in men 

or ≥88 cm in 

women) 

Comorbidities: No specific data for 

qualitative analysed participants.  

First Author: Jimenez Lopez 

Year: 2012 

Category: B 

Country: Mexico 

To explore the 

motivations of 

patients involved in a 

with reduction 

programme, by 

analysing their 

experiences. 

Patients with 

obesity included 

in a waiting list 

for bariatric 

surgery at a 

public hospital 

Role: Participant  

Number of participants: 10 

Participants’ characteristics: 2 Male, 

8 women, mean age 45.2, mean BMI 

41.3 

Socioeconomic and demographic 

characteristics: NR 

Comorbidities: NR 

The dynamic of the intervention included 

the modification of dietary habits by a 

psychologic intervention, as 

recommended by the federal law of 

obesity management The focus group 

included ten patients with one 

investigator as an active observer, and 12 

weekly sessions.  

Focus groups 

First Author: Kidd 

 Year: 2013 

Category: B 

Country: USA 

To describe the 

effect of an 8-week 

mindful eating 

intervention on 

mindful eating, 

weight loss self-

efficacy, depression, 

and biomarkers of 

weight in urban, 

underserved, women 

Females (aged 30 

years and older) 

with obesity 

(BMI ≥30kg/m2)  

 

Role: Participant  

Number of participants:12 

Participants’ characteristics: Mean 

weight was 119.7kg (SD ± 16.87), 

BMI 44.7 (SD ±6.9) , Age ranged 

from 31–61 and averaged 51.8 years 

(SD ± 9.1) 

Socioeconomic and demographic 

characteristics: 7 African American, 

5 unemployed, and 4 married; 11 

The study used a mixed methods design. 

A one group pre-test/ post-test design 

examined the effect of an 8-week 

mindful eating intervention on the 

psychosocial variables and biomarkers. 

Weekly group sessions lasted 60 to 90 

minutes and consisted of education and 

application of mindful eating principles. 

Focus 

groups 

Page 41 of 60

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

with obesity; and to 

identify themes of 

the lived experience 

of mindful eating. 

graduated from high school, 6 had 

college degrees  

Comorbidities: Not reported 

First Author: Pera 

Year: 2016 

Category: B 

Country: Spain 

To explore the 

meaning of obesity 

in elderly persons 

with knee 

osteoarthritis and to 

determine the factors 

that encourage or 

discourage weight 

loss. 

Participants with 

obesity, knee 

osteoarthritis, and 

polypathology 

Role: Participant  

Number of participants: 10 

Participants characteristics: 2 male, 

8 female, mean age 67.23 (SD 

±7.87), BMI 40.47 (SD ± 4.22), 

mean weight 92.35 kg (SD ± 8.93)  

Socioeconomic characteristics:: 1 No 

education, 5 Primary (<5 years), 3 

Secondary (<10 years), 1 Higher 

(>10 years), 2 Housewife, 8 Retired 

Comorbidities: Mean number of co-

morbidities 7.02 (SD ± 3.08) 

The therapeutic education and functional 

preadaptation program was a 4-month 

program consisted of two 40-minute 

individual visits and three 90-minute 

group sessions for participants with 

obesity, knee osteoarthritis and 

polypathology. The program was 

designed following the methodology 

established for this type of program and 

was based on social learning theories.  

Focus group  

First Author: Counterweight 

Year: 2008 

Category: B 

Country: UK 

To explore key 

barriers and 

facilitators of 

practice and patient 

engagement in the 

Counterweight 

Programme and to 

describe key 

strategies used to 

Patients with 

obesity in routine 

primary care 

Role: Participant  and Provider  

Number of participants: 37 patients  

Number of providers: weight 

management advisers (n = 7) in a 

focus group. In depth interviews 

were conducted with 15 PNs and 7 

GPs across 11 practices. 

Participants’ and/or providers 

characteristics: Not reported 

The Counterweight Project was set up to 

establish and improve obesity 

management in primary care by 

implementing an evidence-based weight 

management intervention that is practice 

focused. It was developed using 

theoretical models of behavioural change 

and, the best available methods from the 

published evidence. 

Participants: 

Interviews and 

focus groups  

 

Providers: 

Interviews and 

focus groups 

Page 42 of 60

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

address barriers in 

the wider 

implementation of 

this weight 

management 

programme in UK 

primary care. 

Socioeconomic and demographic 

characteristics: Not reported 

Comorbidities reported: Not reported 

First Author: Shaw 

 Year: 2013 

Category: B 

Country: USA 

To evaluate the 

acceptability, 

feasibility, and 

efficacy of daily text 

messages using 

regulatory focus 

theory to help 

individuals sustain 

weight loss. 

Individuals had to 

own a mobile 

phone, be able to 

receive text 

messages, and 

have lost 5% of 

their body weight 

since entering the 

Duke Diet and 

Fitness Centre 

Role: Participant  

Number of participants: 60 

Participants’ characteristics: No 

specific data for qualitative analysed 

participants 

Socioeconomic and demographic 

characteristics: No specific data for 

qualitative analysed participants.  

Comorbidities: Not reported 

Clients who received treatment at a 

residential weight loss management 

program that provides education, 

practical behavioural strategies, and 

ongoing support to make long-term 

changes at the Duke Diet and Fitness 

Centre (DFC), participated in this study. 

Participants were randomized to a 

promotion, prevention, or an attention 

control text message group after 

completion of a weight loss program.  

Interviews 

First Author: Sturgiss 

Year: 2016 

Category: B 

Country: Australia 

 

 

To describe the 

collaborative process 

used to develop an 

obesity management 

programme based on 

current Australian 

guidelines for GPs 

and their patients to 

Health 

professionals 

involved in 

obesity 

management 

programme based 

on current 

Australian 

Role: Provider  

Number of providers: 38 

Providers’ characteristics: 15 GPs, 

14 GPs registrar, 5 healthcare 

consumer representative, 2 

representative bodies for chronic 

illness, 1 dietician, 1 psychologist 

The Change Programme is a GP-

delivered weight management 

programme that was developed based on 

Australian guidelines for the 

management of obesity in primary 

healthcare. It is based on one of the 

pillars of general practice—‘patient 

centeredness’. No directive patient goals 

 

Interviews and 

focus groups 
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be used in primary 

care. 

guidelines for 

GPs and their 

patients to be 

used in primary 

care 

Socioeconomic and demographic 

characteristics: Not reported 

were stated and the work was 

individualized. The programme consists 

of a GP handbook, patient workbook and 

computer template. This programme. 

The patients initially attended 

appointments every 2 weeks, with less 

frequent appointments as the programme 

continued.  

First Author: Sturgiss  

Year: 2017 

Category: B 

Country: Australia 

To assess the 

acceptability and 

feasibility of a GP-

delivered weight 

management 

programme. 

Providers: Fully 

qualified GPs 

from the 

Australian 

Capital Territory 

and New South 

Wales. 

 

Role: Participant and Provider  

Number of providers: 12 

Providers’ characteristics: The 

recruited GPs had an average 12 

years of experience (range 4–30 

years). The GPs worked in four urban 

practices and one rural practice.  

Number of patient participants: 15 

interviewed 

Participants’ characteristics: No 

specific data for qualitative analysed 

participants. 

Socioeconomic and demographic 

characteristics: NR 

Comorbidities: Not reported 

See Sturgiss 2016a Interviews 

First Author: Sturgiss 

Year: 2017 

Category: B 

To assess the self-

efficacy and 

confidence of GPs 

GPs working in 5 

different general 

practices 

Role: Provider  

Number of providers: 12  

See Sturgiss 2016a Interviews  
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Country: Australia before and after 

implementing a 

weight management 

programme in their 

practice. 

 Providers’ characteristics: 12 GPs 

practised in 5 different general 

practices, 1 rural and 4 urban, and 

had between 4 and 30 years clinical 

experience 

Socioeconomic and demographic 

characteristics: Not reported 

First Author: Turner 

 Year: 2015 

Category: B 

Country: UK 

To determine both 

physiological 

benefits and 

qualitative 

information, namely 

patient satisfaction, 

associated with the 

service. 

Patients with 

obesity attending 

Multidisciplinary 

Weight 

Management 

Clinic 

(MDWMC) at 

Aneurin Bevan 

Hospital, Wales 

Role: Participant  

Number of participants: 180 

Participants characteristics: 131 

female, 49 male, ages ranged 

between 19 and 74 

Socioeconomic and demographic 

characteristics: Not reported 

Comorbidities: Not reported 

Obesity management in Wales includes 

the provision of a 1:1 MDWMC. 

Strategic management of obesity in 

Wales is guided by The All Wales 

Obesity Pathway and recommends 

MDWMCs for people with obesity who 

have one or more co morbidities and 

who have tried several interventions 

without success, or who have complex 

emotional relationships with food. 

Interviews 

First Author: VanWormer 

Year: 2010 

Category: B 

Country: USA 

To examine the 

association between 

participant and 

program experiences 

and satisfaction with 

a weight loss 

intervention. 

Adults (18 years 

or older) with 

obesity (BMI ≥ 

32kg/m2) 

employees of a 

managed care 

organization 

Role: Participant  

Number of participants: 78 (not clear 

if all of these provided qualitative 

information) 

Participants’ characteristics: Mean 

age 46.9 (SD ± 8.3), 70 female, 8 

male, 55 married or living with a 

partner, 23 not married; body weight 

Participants were randomly assigned to 

either an immediate or delayed start 

group. The intervention lasted 6 months. 

During treatment, participants received a 

telephone-based behavioural weight loss 

counselling intervention. The 

intervention included a course manual, 

behaviour change tools (e.g., food/ 

activity log, weight chart, pedometer), 

Written 

responses to 

open ended 

response options 

within a 

questionnaire 
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(kg) 106.2 (SD ± 16.32), BMI 38.3 

(SD ± 5.2) 

Socioeconomic and demographic 

characteristics: 36 college or 

graduate degree, 42 had less than 

college degree  

Comorbidities: Not reported 

and up to 10 telephone counselling calls 

from a registered dietitian and/or health 

educator. In addition, participants 

received a home tele monitoring scale 

and were instructed to weigh themselves 

daily. 

First Author: Young 

 Year: 2017 

Category: B 

Country: USA 

To determine 

whether 

computerized 

provision of weight 

management with 

peer coaching is 

feasible to deliver, is 

acceptable to 

patients, and is more 

effective than in-

person delivery or 

usual care. 

Adults (18 years 

or older) with 

obesity (BMI > 

30 or 28–30kg/m2 

with self-reported 

weight gain of at 

least 10 pounds 

in the last 3 

months), with 

diagnosis of 

schizophrenia, 

schizoaffective 

disorder, bipolar 

disorder, major 

depressive 

disorder with 

psychosis, or 

posttraumatic 

Role: Participant  

Number of participants: 48 (24 

randomized to WebMOVE and 24 

randomized to MOVE SMI) 

Participants’ characteristics: No 

specific data for qualitative analysed 

participants 

Socioeconomic and demographic 

characteristics: No specific data for 

qualitative analysed participants  

Comorbidities: Not reported 

Patients were randomized to a 

computerized weight management with 

peer coaching (Web- MOVE) or in-

person clinician-led weight services, or 

usual care. Both active interventions 

offered the same educational content. 

WebMOVE weekly manualized peer 

coaching was delivered by phone and 

emphasized a strengths-based approach 

with motivational interviewing. MOVE 

SMI is an in-person weight management 

program led by a master’s level mental 

health clinician. The program includes 

24 sessions (8 individual and 16 group), 

each lasting 60 min. Usual care consisted 

of one educational handout on the 

benefits of weight loss, given to 

participants after randomization 

Interviews 
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stress disorder; 

with prescribed 

an antipsychotic 

medication 

First Author: Zizzi 

Year: 2016 

Category: B 

Country: USA 

To explain how these 

services are 

perceived and 

received by 

participants in a 

community-based 

intervention so that 

specific 

recommendations 

can be made to 

health professionals 

working with similar 

populations and in 

similar settings. 

West Virginia 

public 

employees’ 

insurance agency 

weight 

management 

program (WMP), 

which is open to 

insured members 

that have a BMI 

>25 

Role: Participant  

Number of participants: 567 (not 

clear how many provided qualitative 

data within the questionnaire 

Participants’ characteristics: 437 

female, 130 male 

Socioeconomic and demographic 

characteristics: Not reported 

Comorbidities: Self-reported 

medication usage for 36% heart 

disease or high blood pressure, 31% 

anxiety or depression 21% high 

cholesterol, 12.7% diabetes, 9% sleep 

apnea 

The WMP was a 2-year long benefit, and 

a $20 monthly co-payment that allowed 

participants to meet with a registered 

dietitian, exercise physiologist, and 

certified personal trainer at various point 

throughout their time in the program. 

The majority of individuals in the 

program also spoke with a health 

behaviour counsellor via telephone every 

6 to 8 weeks. The WMP was offered at 

approximately 60 approved exercise 

facilities in West Virginia, such as 

YMCAs, wellness centres, fitness 

centres, and physical therapy clinics. 

Written 

responses to 

open ended 

response options 

within a 

questionnaire 

First Author: Owen Smith 

Year: 2014 

Category: C 

Country: UK 

To present a 

synthesis of data 

from two qualitative 

studies in which both 

the development and 

the experience of 

living with morbid 

obesity in men and 

Individuals who 

met the United 

Kingdom NICE 

criteria for a 

morbid obesity 

(BMI ≥ 40, or 

35 kg/m2 with 

comorbidity), and 

Role: Participant  

Number of participants: 31 (Study 1 

n = 13; Study 2 n = 18) 

Participants characteristics: 9 males, 

3 age group 20–29, 11 age group 30–

39, 7 age group 40–49, 9 age group 

50–59, 1 60+ age group 

The qualitative approach to both studies, 

to investigate individual experiences of 

developing and living with morbid 

obesity. The first study (Study 1) as part 

of a broader investigation into patients’ 

experiences of implicit and explicit 

rationing. The core results the second 

study (Study 2) as part of an ongoing 

Interviews 

Page 47 of 60

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

women were 

explored in depth. 

sought access to 

treatment for 

their condition 

Socioeconomic and demographic 

characteristics: 15 non manual 

employment, 5 manual employment, 

5 homeworker/carer, 1 retired, 4 

unemployed  

Comorbidities: Not reported  

longitudinal study investigating how 

clinicians communicate with patients 

about the availability of treatment in the 

context of resource scarcity. 

First Author: Owen Smith 

Year: 2016 

Category: C 

Country: UK 

To focus on 

experiences 

of accessing 

treatment for morbid 

obesity in primary 

care. 

Patients and 

providers at a 

weight 

management 

clinic at a general 

hospital in the 

South West of 

England 

Role: Participant and providers  

Number of participants: 22 patients  

Number of providers: 11 

Participants’ characteristics: 7 male, 

15 female, 9 age group 20-39, 12 age 

group 40-59, 1 age 60+ 

Socioeconomic and demographic 

characteristics: 21 white British, 4 

professional, 8 other non-manual, 3 

manual, 6 unemployed, 1 retired 

Comorbidities: 19 joint pain/mobility 

issues, 11 depression/other 

depressive disorder, 10 

breathlessness/respiratory difficulties, 

9 diabetes, 8 hypertension, 4 sleep 

apnoea, 4 cardiac problems, 3 fertility 

issues 

Number of providers: 11 clinicians  

Providers’ characteristics: Clinician 

informants included consultants and 

Data collection was undertaken using in-

depth interviews with patients and 

clinicians working in a specialist 

secondary care facility, and analysis took 

a constant comparative approach. 

Patients were followed from before their 

first consultation in secondary care up to 

36 months after referral. 

Interviews 

Page 48 of 60

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

three allied medical professionals 

who worked within the weight 

management service. 

Socioeconomic and demographic 

characteristics: Not Reported 

Categories: A= Qualitative and mixed-methods studies linked to eligible RCTs, including any qualitative data reported as part of papers reporting quantitative outcomes; B= Qualitative and mixed-methods studies 

linked to ineligible RCTs and identified non-randomised intervention studies including any reported qualitative data; C= UK-based qualitative studies not linked to any specific interventions that draw on the 

experiences and perceptions of adults with BMI ≥35 (and/or providers involved in their care). ¥=Studies included in review 2 (long-term randomised and non-randomised studies conducted in UK). BMI= Body Mass 

Index, calculated weight (kg) / height (m2)  
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S1 Figure   Flow chart of included studies 

 

 

 

Database searches 

MEDLINE/Embase         2750 

PsycINFO                        1227 

CINAHL                          1573 

SCI/SSCI                         2956 

CAB Abstracts                   883 

Total                                 9289 

After deduplication          4710 

Selected for full text 

assessment 

N=126 

Identified from 

RCT searches 

N=4 

 

Included 

studies 

N=29 

 

Excluded studies 

N= 97 

BMI<35 or unclear                       N=34 

Not UK/no linked intervention     N=42 

Not qualitative study                     N=10 

Participants ineligible                    N=3 

Intervention ineligible                   N=1 

Not obtained                                  N=7 

 

                Excluded 

        N= 4584 

Total included 

studies 

N=33 
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REVIEW: Qualitative Studies 

 

MEDLINE and EMBASE 

Ovid multifile search: http://shibboleth.ovid.com/  

 

Database: Embase <1980 to 2017 Week 31>, Epub Ahead of Print, In-Process & Other Non-

Indexed Citations, Ovid MEDLINE(R) Daily and Ovid MEDLINE(R) <1946 to Present> 

26th April 2017 

 

 

Date of Search 26th April 2017 

 

1     qualitative research/  

2     exp interviews as topic/ use ppez  

3     exp interview/ use emez  

4     focus groups/ use ppez  

5     grounded theory/  

6     (qualitative or interview$ or focus group?).tw,kw.  

7     (ethno$ or grounded or thematic or realist or interpretive or narrative or discourse 

analysis or discursive or mixed method$).tw,kw.  

8     or/1-7  

9     *obesity/  

10     morbid obesity/ use emez  

11     exp obesity, morbid/ use ppez  

12     (obese or obesity).tw,kw 

13     or/9-12  

14     Weight Loss/ use ppez  

15     weight reduction/ use emez  

16     (weight adj1 (los$ or reduc$ or maint$ or control$ or manag$)).tw,kw. 

17     (reduc$ adj2 (bmi or body mass index)).tw.  

18     (reduc$ adj2 (waist adj3 (ratio$ or circumference))).tw.  

19     (obesity adj1 manag$).tw,kw 

20     anti obesity.tw,kw 

21     or/14-20  
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22     8 and 13 and 21  

23     (obes$ adj3 (morbid$ or severe$ or extreme$)).tw,kw.  

24     8 and (10 or 11 or 23)  

25     22 or 24  

26     25 not (abstract or letter or note or comment).pt. 

27     remove duplicates from 26  

 

PsycINFO 

Ovid: http://shibboleth.ovid.com/ 

Database: PsycINFO <1987 to April Week 3 2017> 

 

Date of Search: 26th April 2017 

 

1     qualitative research/  

2     interviews/  

3     grounded theory/ 

4     discourse analysis/  

5     ethnography/  

6     (qualitative or interview$ or focus group?).tw,kw.  

7     (ethno$ or grounded or thematic or realist or interpretive or narrative or discourse 

analysis or discursive or mixed method$).tw,kw.  

8     or/1-7  

9     obesity/ or body weight/  

10     (obese or obesity).tw,kw 

11     9 or 10  

12     Weight Loss/ or weight control/  

13     (weight adj1 (los$ or reduc$ or maint$ or control$ or manag$)).tw,kw.  

14     (reduc$ adj2 (bmi or body mass index)).tw. 

15     (reduc$ adj2 (waist adj3 (ratio$ or circumference))).tw 

16     anti obesity.tw,kw.  

17     (obesity adj1 manag$).tw,kw 

18     or/12-17  

19     8 and 11 and 18  

20     (obes$ adj3 (morbid$ or severe$ or extreme$)).tw,kw. 
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21     8 and 20  

22     "obesity (attitudes toward)"/  

23     19 or 21 or 22  

 

CINAHL  

http://search.ebscohost.com   

!981- 25th April 2017 

 

Date of Search: 25th April 2017 

 

S1  (MH "Qualitative Studies+")    

S2  (MH "Interviews") OR (MH "Semi-Structured Interview") OR (MH "Structured 

Interview")    

S3  (MH "Focus Groups")    

S4  (MH "Narratives")    

S5  TX qualitative OR TX interview* OR TX focus group*    

S6  TX ( ethno* or grounded or thematic ) OR TX ( realist or interpretive or narrative ) OR 

TX ( discourse analysis or discursive or mixed method* )    

S7  S1 OR S2 OR S3 OR S4 OR S5 OR S6    

S8 (MH "Obesity") OR (MH "Obesity, Morbid")    

S9  (MH "Body Weight")    

S10  TX obese OR TX obesity    

S11  S8 OR S9 OR S10    

S12  (MH "Weight Control")    

S13  (MH "Weight Loss")    

S14  TX weight N1 los* OR TX weight N1 reduc* OR TX weight N1 maint* OR TX weight 

N1 control    

S15  TX weight N1 manag* OR TX reduc* N2 bmi OR TX reduc* N2 body mass  

S16  reduc* N2 waist ratio* OR TX reduc* N2 waist circumference   TX  

S17  S12 OR S13 OR S14 OR S15 OR S16    

S18  (S7 AND S11 AND S17)    

S19  (MH "Obesity, Morbid")    

S20  TX obes* N3 morbid* OR TX obes* N3 severe OR TX obes* N3 extreme*    

S21  S19 OR S20    
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S22  S7 AND S21    

S23 (MH "Attitude to Obesity")    

S24  S18 OR S22 OR S23   

 

Science Citation Index and Social Science Citation Index 

www.webofknowledge.com 

1980 -  28th April 2017 

 

Date of Search: 28th April 2017 

 

# 1  TS=(qualitative or interview* or focus group)  

# 2  TS=(ethno* or grounded or thematic or realist or interpretive or narrative or discourse 

analysis or discursive or mixed method*).  

# 3  #1 OR #2  

# 4  TS=(obesity or obese)  

# 5   TS=(weight NEAR/1 los*) or TS=(weight NEAR/1 reduc*) or TS=(weight NEAR/1 

maint*) or TS=(weight NEAR/1 control*) or TS=(weight NEAR/1 manag*).  

# 6  TS=(reduc* NEAR/2 BMI) OR TS=(reduc* NEAR/2 body mass index)  

# 7  TS=anti obesity  

# 8  TS= (obesity NEAR/1 manag*)  

# 9  #5 or #6 or #7 or #8  

10  #3 AND #4 AND #9  *))) AND DOCUMENT TYPES: (Article)  

 

CAB Abstracts 

Ovid search: http://shibboleth.ovid.com/  

Database: CAB Abstracts <1984 to 2017 Week 15> 

 

Date of Search: 26th April 2017 

1     qualitative analysis/  

2     qualitative techniques/  

3     (qualitative or interview$ or focus group?).tw.  

4     (ethno$ or grounded or thematic or realist or interpretive or narrative or discourse 

analysis or discursive or mixed method$).tw.  

5     or/1-4  
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6     obesity/  

7     (obese or obesity).tw.  

8     6 or 7  

9     weight reduction/  

10     (weight adj1 (los$ or reduc$ or maint$ or control$ or manag$)).tw.  

11    (reduc$ adj2 (bmi or body mass index)).tw.  

12     (reduc$ adj2 (waist adj3 (ratio$ or circumference))).tw.  

13     (obesity adj1 manag$).tw 

14     anti obesity.tw. 

15     or/9-14  

16     5 and 8 and 15  

17     (obes$ adj3 (morbid$ or severe$ or extreme$)).tw.  

18     5 and 17  

19     16 or 18  
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Enhancing transparency in reporting the synthesis of qualitative 
research: ENTREQ 

 

 

ENTREQ Statement: content and rationale 

The ENTREQ statement consists of 21 items grouped into five main domains: introduction, methods 

and methodology, literature search and selection, appraisal, and synthesis of findings (Table 1). For 

each item, a descriptor and examples are provided. Below we present a rationale for each domain 

and its associated items. 

Table 1  

Enhancing transparency in reporting the synthesis of qualitative research: the ENTREQ statement  

No Item Guide and description  

1  Aim 
State the research question the synthesis 

addresses. 

See Page 3 

2  
Synthesis 

methodology 

Identify the synthesis methodology or 

theoretical framework which underpins 

the synthesis, and describe the rationale 

for choice of methodology (e.g. meta-

ethnography, thematic synthesis, critical 

interpretive synthesis, grounded theory 

synthesis, realist synthesis, meta-

aggregation, meta-study, framework 

synthesis).  

See Page 4 

3  
Approach to 

searching 

Indicate whether the search was pre-

planned (comprehensive search strategies 

to seek all available studies) or iterative 

(to seek all available concepts until they 

theoretical saturation is achieved). 

See Page 3/4 

4  Inclusion criteria 

Specify the inclusion/exclusion criteria 

(e.g. in terms of population, language, 

year limits, type of publication, study 

type).  

See Page 3 

5  Data sources 

Describe the information sources used 

(e.g. electronic databases (MEDLINE, 

EMBASE, CINAHL, psycINFO, Econlit), grey 

literature databases (digital thesis, policy 

reports), relevant organisational websites, 

See Page 3 
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No Item Guide and description  

experts, information specialists, generic 

web searches (Google Scholar) hand 

searching, reference lists) and when the 

searches conducted; provide the rationale 

for using the data sources. 

6  
Electronic Search 

strategy 

Describe the literature search (e.g. provide 

electronic search strategies with 

population terms, clinical or health topic 

terms, experiential or social phenomena 

related terms, filters for qualitative 

research, and search limits). 

See Page 3 and S1 Appendix  

7  
Study screening 

methods 

Describe the process of study screening 

and sifting (e.g. title, abstract and full text 

review, number of independent reviewers 

who screened studies).  

See Page 3/4 

8  
Study 

characteristics 

Present the characteristics of the included 

studies (e.g. year of publication, country, 

population, number of participants, data 

collection, methodology, analysis, research 

questions).  

See Page 6/7 and S1 Table 

9  
Study selection 

results 

Identify the number of studies screened 

and provide reasons for study exclusion 

(e,g, for comprehensive searching, provide 

numbers of studies screened and reasons 

for exclusion indicated in a 

figure/flowchart; for iterative searching 

describe reasons for study exclusion and 

inclusion based on modifications t the 

research question and/or contribution to 

theory development).  

See Figure 1, page 5 

10  
Rationale for 

appraisal 

Describe the rationale and approach used 

to appraise the included studies or 

selected findings (e.g. assessment of 

conduct (validity and robustness), 

assessment of reporting (transparency), 

assessment of content and utility of the 

findings).  

See Page 5 
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No Item Guide and description  

11  Appraisal items 

State the tools, frameworks and criteria 

used to appraise the studies or selected 

findings (e.g. Existing tools: CASP, QARI, 

COREQ, Mays and Pope [25]; reviewer 

developed tools; describe the domains 

assessed: research team, study design, 

data analysis and interpretations, 

reporting).  

See Page 5 

12  
Appraisal 

process 

Indicate whether the appraisal was 

conducted independently by more than 

one reviewer and if consensus was 

required. 

See Page 5. Two 
reviewers initially assessed quality of 
included studies using the criteria 
proposed by Toye et al.  During 
subsequent group discussions we 
continued to discuss and reflect 
on key aspects of quality. 

 

13  Appraisal results 

Present results of the quality assessment 

and indicate which articles, if any, were 

weighted/excluded based on the 

assessment and give the rationale. 

 Please see detail provided on pages 

22-23 

14  Data extraction 

Indicate which sections of the primary 

studies were analysed and how were the 

data extracted from the primary studies? 

(e.g. all text under the headings “results 

/conclusions” were extracted electronically 

and entered into a computer software).  

See Page 4 ans S1 Table 

15  Software State the computer software used, if any. N/A 

16  
Number of 

reviewers 

Identify who was involved in coding and 

analysis. 

See Pages 4 

17  Coding 

Describe the process for coding of data 

(e.g. line by line coding to search for 

concepts).  

See Page 4 

18  
Study 

comparison 

Describe how were comparisons made 

within and across studies (e.g. subsequent 

studies were coded into pre-existing 

concepts, and new concepts were created 

when deemed necessary).  

See Page 4 and S1 Table  
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No Item Guide and description  

19  
Derivation of 

themes 

Explain whether the process of deriving 

the themes or constructs was inductive or 

deductive. 

See page 4 

20  Quotations 

Provide quotations from the primary 

studies to illustrate themes/constructs, 

and identify whether the quotations were 

participant quotations of the author’s 

interpretation. 

See Results section  

21  Synthesis output 

Present rich, compelling and useful results 

that go beyond a summary of the primary 

studies (e.g. new interpretation, models of 

evidence, conceptual models, analytical 

framework, development of a new theory 

or construct).  

See Results and discussion section.  
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Motivating factors for engagement            Generally positively valued aspects of WMPs

 

Personal:

Growing health 
concerns

Feelings of 
accountability 

to family 
members

Familial health 
problems due to 

obesity

   WMP related:

Being endorsed 
by health 

professionals

Being 
novel/exciting

Opportunity to 
engage in a 

place that was 
valued

Engagement

Being part of a similar 
group of individuals

Tendency to favour 
group based activities

Favouring more 
intensive forms of 

support

Valuing some flexibility 
re. diet and exercise 

formats

Disliking group activities

Disliking high intensity activities

Linked to 
additional 
physical 
and/or 

psychological 
co-morbidities
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Word count: 7165 words

Abstract

Objectives

To improve our understanding of the acceptability of behavioural weight management programmes 
(WMPs) for adults with severe obesity.

Design 

A systematic review of qualitative evidence. 

Data Sources

Medline, Embase, PsycINFO, CINAHL, SCI, SSCI and CAB abstracts were searched from 1964- 
May 2017.

Eligibility Criteria

Papers that contained qualitative data from adults with BMI ≥ 35kg/m2, (and/or the views of 
providers involved in their care) and considered issues about weight management.

Data extraction and synthesis

Two reviewers read and systematically extracted data from the included papers which were 
compared, and contrasted according to emerging issues and themes. Papers were appraised for 
methodological rigour and theoretical relevance using Toye’s proposed criteria for quality in 
relation to meta-ethnography.
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Results

33 papers met our inclusion criteria from seven countries published 2007-2017. Findings were 
presented from a total of 644 participants and 153 programme providers.

Participants described being attracted to programmes that were perceived to be novel or exciting, as 
well as being endorsed by their health care provider. The sense of belonging to a group who shared 
similar issues, and who had similar physiques and personalities, was particularly important and 
seemed to foster a strong group identity and related accountability. Group based activities were 
enjoyed by many and participants preferred WMPs with more intensive support. However, some 
described struggling with physical activities (due to a range of physical co-morbidities) and not 
everyone enjoyed group interaction with others (sometimes due to various mental health co-
morbidities). Although the mean BMI reported across the papers ranged from 36.8 - 44.7kg/m2, no 
quotes from participants in any of the included papers were linked to specific detail regarding BMI 
status.

Conclusions

Although group-based interventions were favoured, people with severe obesity might be especially 
vulnerable to physical and mental co-morbidities which could inhibit engagement with certain 
intervention components.

Strengths and limitations of this study

 This is the first review of key findings from qualitative studies exploring views of Weight 
Management Programmes for adults with severe obesity (body mass index ≥35kg/m2).

 Qualitative studies have a key role to play in understanding how factors facilitate or hinder 
the effectiveness of interventions, and how the process of interventions are perceived and 
implemented by users.

 Across the 33 papers, specific participant characteristics were inconsistently and poorly 
reported (if at all).

 Although the mean BMI reported across the papers ranged from 36.8 - 44.7kg/m2, no quotes 
from participants in any of the included papers were linked to specific detail regarding BMI 
status.
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Introduction

There has been a continued increase in body mass index ≥35kg/m2 (denoted here by the term 

‘severe obesity’) in adults in the UK {1, 2}. As BMI increases, obesity-related comorbidities, 

social, psychological and economic consequences increase, with the potential need for greater 

support for help with weight loss. In the UK, having severe obesity, with or without comorbidities, 

may be a referral criterion for Tier 3 specialist weight management services in the obesity pathway, 

prior to Tier 4 services for bariatric surgery {3,4}. Effective weight-loss services may reduce the 

need for bariatric surgery, and could also increase the effectiveness of subsequent bariatric surgery 

{5}.Current NICE and SIGN guidance on weight management for obesity does not distinguish 

between obesity (BMI 30 to <35kg/m2) and severe obesity (BMI ≥35kg/m2); and public health 

guidance excludes evidence on weight-loss programmes for obese people with co-morbidities in the 

UK.{3,6,7} This implies that Tier 3 services are being created and money is being spent without an 

appropriate systematic review that clarifies what works for people with severe obesity (and their 

co-morbidities).

Qualitative studies have a key role to play in understanding how factors facilitate or hinder the 

effectiveness of interventions, and how the process of interventions are perceived and implemented 

by participants. This qualitative systematic review was conducted as part of a larger systematic 

review funded by the UK’s National Institute for Health Research Health Technology Assessment 

Programme {8} and aimed to improve our understanding of the feasibility and acceptability of non-

surgical weight management programmes (WMPs) for adults with severe obesity and programme 

providers. Previous qualitative reviews have been undertaken {9,10} but these have not focussed 

on WMPs that are designed for or include people with severe obesity.

Our broad initial research questions included “What is it like to engage with (or be a provider of) 

weight-loss interventions for adults with severe obesity?” and “What is it about interventions for 

adults with severe obesity that makes them helpful or unhelpful? Our review also considered issues 

around what might motivate people to decide to engage in such programmes. 
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This paper focuses on the main themes that emerged from the qualitative review of included 

studies. These themes shed light on 1) motivating factors for engagement; 2) components of WMPs 

participants described valuing; and 3) general challenges for engagement. 

Methods

Searching and identification of relevant studies

A systematic search was conducted in June 2016 and updated during April/May 2017 for published 

papers that contained qualitative data from adults with BMI ≥ 35kg/m2 (and/or the views of 

providers involved in their care) and considered issues relating to weight management (See S1 

Appendix for search strategies and S1 ENTREQ Checklist). Two researchers (ZCS and MAM) 

independently screened titles, abstracts and selected full text papers. Where consensus could not be 

reached regarding eligibility, a discussion at a research team meeting took place. 

We included studies that fitted into the following broad categories:

A. Qualitative and mixed-methods studies linked to eligible RCTs (from our other review), 

including any qualitative data reported as part of papers reporting quantitative outcomes;

B. Qualitative and mixed-methods studies linked to ineligible RCTs and identified non-

randomised intervention studies including any reported qualitative data;

C. Qualitative studies not linked to specific interventions that drew on the experiences and 

perceptions of adults with BMI ≥35kg/m2 (and/or providers involved in their care) providing 

they reported data specifically relating to views/experiences of strategies for weight loss.

Analysis and synthesis

There are several approaches that can be used for synthesising the findings of qualitative 

studies.{11,12} Whilst being aware of the differing philosophical stances underlying various 

approaches to qualitative synthesis, we chose to adopt a pragmatic approach to our work in this 

area, which specifically aims to synthesise data that are relevant to informing policy and 

practice.{10} Our pragmatic approach drew on a ‘realist’ perspective{12,13} as we were concerned 

with trying to find out not only ‘what works’ for weight management for this group of adults and 

intervention providers, but also ‘for whom, and under what circumstances’. At the same time, our 

approach was informed by and used aspects of review methods such as thematic synthesis{14,15} 

and analytical approaches developed from methods of inquiry such as grounded theory.{15} 
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In order to collate and synthesise the available primary research, two authors (ZS, MAM) each read 

and systematically extracted data from the included papers, shared notes and discussed study 

findings and interpretations during a series of group meetings. The papers were initially organised 

according to the categories described above but, as inductive analysis progressed, papers were 

grouped, compared, and contrasted according to emerging issues and themes. We used a data 

extraction form, which summarised the main findings and original authors’ discussion points and to 

note our own critical and interpretive comments on the papers. We then used these to facilitate the 

process of comparing and contrasting themes both within and across papers in order to develop 

cumulative insights into the mechanisms that are likely to impact on decisions to join and decisions 

to stay in or drop out of WMPs.

Study quality

The retrieved publications were appraised for methodological rigour and theoretical relevance 

independently by two reviewers using Toye’s recently proposed criteria for quality in relation to 

meta-ethnography.{16} They suggest two core facets of quality for inclusion in syntheses of 

qualitative evidence, namely (1) Conceptual clarity: how clearly has the author articulated a 

concept that facilitates theoretical insight; (2) Interpretive rigour: what is the context of the 

interpretation; how inductive are the findings; has the interpretation been challenged? Two 

reviewers made notes regarding quality and results were compared and discussed. 

Patient and Public Involvement

The REBALANCE Advisory Group included a mix of professional and lay members identified 

through team contacts (a clinician; dietician; policymaker; and 3 lay people who had all experience 

of severe obesity and use of related services) who offered advice throughout various stages of this 

project including during initial discussions around the choice of appropriate research questions to 

attempt to answer and areas of interest for this review, and our other suite of reviews which 

considered issues around intervention effectiveness and cost-effectiveness {8}. Results were 

disseminated at a final project meeting in 2018 at which the Advisory Group were present. 

Findings
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Description of studies

The database search produced 4710 abstracts (See S1 Figure for the PRISMA diagram providing 

information on the flow of studies through the review). Four additional papers were identified from 

included RCTs. In all, 33 papers met our inclusion 

criteria.{17,18,19,20,21,22,23,24,25,26,27,28,29,30,31,32,33,34,35,36,37,38,39,40,41,42,43,44,45,

46,47,48,49} 

The focus and key study characteristics of the 33 papers are outlined in S1 Table. The identified 

papers reported research conducted in seven countries (USA n=12; UK n=11; Norway n=3; Spain 

n=1; Canada n=2; Australia n=3; Mexico n=1), and published between 2007 and 2017. Seven 

papers were linked to broader intervention studies: {20,21,23,30,42,43,44} Seven papers were 

classed as Category A; 24 Category B; and 2 Category C. As can be seen from S1Table, the studies 

had varying aims, but all offered insights into stakeholder’s perceptions of weight-loss strategies 

and programmes.

Although all the included papers provided some qualitative data for analysis, five of these provided 

qualitative data in the form of responses to open-ended survey questions within structured 

questionnaires.{22,32,37,46,49} Of those studies that used qualitative methods to collect their data, 

findings were presented from a total of 644 participants and 153 programme providers (mostly 

from interviews or focus group sessions). 

Across the 33 papers, specific participant characteristics were inconsistently and poorly reported (if 

at all). Only 16 out of 33 papers provided any details. Information on sex was provided for 588 

participants (out of 644 of those who specifically took part in qualitative evaluations) – 372 female; 

216 male. Age was reported across 15 papers, with the range being 19-88 years. Six of these papers 

provided mean age with the range being 40.2–67 years. BMI for those involved in qualitative 

evaluations was reported in nine papers. Of those that provided a mean, this ranged from 36.8-

44.7kg/m2. Only four papers gave details of participants’ ethnicity; from 188 participants, 35 were 

reported as being from ethnic or racial minorities. Furthermore, 14 papers specifically stated that 

study participants had a range of additional physical and/or serious mental health problems (e.g. 

osteoarthritis, chronic pain, schizophrenia, post-traumatic stress disorder). It was also apparent 

across other included papers from quotes and/or author comments that many participants had a 

range of similar comorbidities. 
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Although no included papers provided qualitative data from those who had been invited to join a 

programme, but had declined to take part at recruitment stage, some papers reported including 

participants who had not fully engaged with programme activities (being described as ‘low users’; 

‘quitters’ or ‘drop outs’).{17,24,25,36}.

The WMPs varied in the types and formats of support offered. Some programmes involved 

predominantly face to face interaction and activities with other participants and/or programme 

staff{24,27,29,31,32,33,34,35,40,45,47}. Two involved more remote forms of support (e.g. e-mail, 

telephone, text contact).{41,46} Other studies included and evaluated a mix of formats that also 

varied in intensity.{17,19,23,25,30,36,37,42,43,44,48,49} 

Programmes incorporated a variety of tools and theories designed to support behaviour change and 

to help people lose weight. For example, tools such as diet diaries;{24,37} workbooks;{42,43,44} 

pedometers;{36,37,48} food logs; {17,47} conversation maps;{22} interactive monitoring 

devices;{46} social media group interaction; {19} daily text messages;{41} buddying;{37}. They 

also included a range of behaviour change theories (BCTs) and/or psychological support 

{20,21,26}. For example: goal setting;{32,33,36} motivational interviewing;{33} 

mindfulness;{35} self-determination theory based support;{24} regulatory focus theory;{41} self-

regulation and cognitive behavioural techniques; {17,23,27,30,31,33,36,42,43,44}. Readiness to 

change and self-monitoring and feedback was also included{47}along with psychotherapeutic 

sessions;{34} emotional freedom therapy;{33}; neurolinguistic programming;{33} solution 

focussed therapy;{33} social learning theories.{40}  

Findings from the review – participants

This section of the paper discusses the views of participants who chose to engage with WMPs. It 

considers motivating factors for their initial engagement; components of the WMPs that they 

described valuing; and then outlines more critical reflections and challenges for engagement (See 

S1 Conceptual diagram for an illustrative representation of key issues). The subsequent section of 

the paper discusses similar issues from the perspective of WMP providers.

Motivating factors for engagement in WMPs

Several papers provided insights into what had motivated prospective participants to take part in a 

specific WMP.{24,26,27,31,33,35,47}Important ‘push’ factors were sometimes personal to 

participants. For example, expressing a desire to do something about their weight/poor physical 
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fitness for themselves (e.g. as a result of growing health concerns and/or recent personal health 

scares) and also feelings of accountability to their families (e.g. stating that they wanted to be more 

engaged in activities with family members, as well as being there for family for as long as 

possible). Others recounted familial past experiences of health problems due to obesity or their own 

sudden and rapid weight gain due to mental health medication. For example:

Recent personal health scares

“I was told I was at risk of becoming diabetic.” (No sample characteristics provided) {33}

Feelings of accountability to their families

“I’ve had two kids in the last three years… that was part of the motivation… just getting 

fitter for my kids…I need to be aboot [about] for as long as possible” (Male).{31}

Familial past experiences of health problems due to obesity

“My dad was a big guy and he developed diabetes, and he had to have surgeries and all 

kinds of stuff. I don’t want to do that later in life.” (intervention arm; no other sample 

characteristics provided). {47} 

Sudden and rapid weight gain due to mental health medication

“When I went on Zyprexa I gained a hundred pounds, very quickly. And that was really 

frustrating for me.” (control arm; no other sample characteristics provided). {47} 

Some participants described motivators that were apparently related to certain aspects of the 

programme intervention itself. For example, because it was perceived as being endorsed as credible 

by health professionals; perceived as being novel and exciting in some key way, and also because it 

provided an opportunity to engage with the intervention in a place that was valued.{26,27,31} 

“When I first went in there I thought this is great. I am going to diet at my doctor’s surgery. 

Knowing that it was at my doctor’s surgery gave me a big ‘oof’.” (no sample 

characteristics provided). [NB: We interpreted ‘oof’ as meaning that a WMP being 

endorsed by and delivered at the surgery gave this person a boost] {26}

Although one paper highlighted that decisions to join a WMP were sometimes difficult and that 

some participants had expressed initial apprehension around taking part, {31} no included studies 

provided data about those who were invited to join but declined to take part at recruitment stage.
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Components of lifestyle programmes participants described liking or valuing

We examined various aspects of WMPs that participants described valuing. In doing so, we were 

interested in the range of factors that might motivate those participants to join in the first place, and 

to continue to stay in the programme. We were also interested in the factors that they described as 

having assisted them to change aspects of their behaviour or ways of thinking. All but two papers 

were set within the context of a WMP. The two included papers that were not linked to a specific 

intervention{38,39} also provided data regarding perceptions of weight-loss strategies and 

engagement in diet and lifestyle programmes and were useful in this context. We found there was 

variation in what participants described as valuing within their WMP, demonstrating that a one size 

fits all approach is unlikely to be appropriate. We noted some key recurring themes in relation to 

what participants valued, and we grouped these around aspects that related to a) the overall setting 

or style of the programme; b) the people (both other participants and health professionals/support 

staff) within the programme setting; c) the type of interaction/support offered; d) dietary elements; 

e) physical activities; and d) programme tools and theories designed to support behaviour change. 

These are discussed below. 

a) The overall setting or style of the programme

The overall setting of the programme was important for motivating people to decide to engage. It 

also seemed important for motivating them to stay in and keep going with the various intervention 

activities. Some participants described their programmes as being exciting or novel in that they 

perceived them to be different to interventions they had tried previously. For example, being 

focussed on physical activity rather than dieting{24} or being focussed on changing overall 

attitudes towards eating rather dieting per se;{35,43}. An important consideration was the extent to 

which they could ‘relate’ to the nature of the programme (including how it was presented to them at 

recruitment) and how well it appeared to match with their own identities and values:{24,31,35,39}

“…the main thing that drew us to it was because it’s [at a football club]” (Male). {31}

“I always think somebody approaching you one-on-one is better. They can post all the 

weight loss you know pamphlets out there…I was hooked right away because somebody 

took the time to really explain it and take her time to do that.” (Female). {35}
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Several participants positively contrasted their overall perceptions of the WMPs with previous 

negative views towards other WMPs they had engaged with. For example, WMPs which were 

perceived as being too ‘feminine’ or in some ways humiliating and embarrassing, or being 

perceived to be overly preoccupied with dieting;{24,25,29,32,33,39} 

“If you go to a slimming class you feel that you’ve made a fool of yourself or you get 

weighed and you’ve put on half a pound or a pound, and then you don’t want to go back the 

next week so you don’t go back.” (Coaching group arm; no other sample characteristics 

provided). {25}

“Well, I think it’s (WHEEL) appealed to me because I won’t be dieting…I am obsessed with 

dieting me.” (Female) {24}

“…spent many useless years at weight watchers with various leaders but never felt 

confident and in control or had the motivation I have now.” (No sample characteristics 

provided). {32}

b) The importance of the people within the programme setting (for fostering a sense of 

accountability)

A recurring theme was the value participants placed on perceiving themselves to be part of a like-

minded group of individuals – individuals that faced similar issues, and who had similar physiques 

and personalities.{19,22,24,25,29,31,34} For example:

“I do not feel so ashamed of my body here. We are all in the same situation, you see, which 

is really nice” (Female). {29}

These perceptions seemed to foster a strong group identity and related ‘accountability’ or 

responsibility to other participants and programme providers. This was apparently important for 

people in motivating them to stick with the programmes and to not let their fellow participants 

down by dropping out or not sustaining behaviour changes:{17,19,24,25,31,35,36,37,47} 

“So, you didn’t want to disappoint yourself, but you didn’t want to disappoint … your 

friends now either." (No sample characteristics provided). {35}
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Many participants discussed the importance of their interactions with health care staff within the 

programmes.{17,24,25,27,29,32,33,34,35,37,40,43,45,49} They seemed to value the positive, 

friendly, and non-judgemental encouragement received. They also discussed feeling accountable to 

programme staff which helped with motivation. These aspects seemed to act as positive ‘pulls’ for 

staying in the intervention and helping to sustain behaviour change:

“I think I just like talking to you [programme leader]. And I suppose I feel that if I don’t do 

it [the programme] then I’m letting you down” (Female). {24}

“She is my motivator… and she makes me keep a record of my diet” (Female). {29}

c) The type of interaction/support offered

Although not universal, many described particularly valuing the social interactivity of group based 

programme activities along with intensive support from/interaction with programme 

staff.{17,19,24,25,28,31,32,34,35,36,40,47,48} This appeared to function strongly as a motivator to 

maintain engagement with the WMPs by fostering feelings of accountability and by helping to 

ensure the achievement of pre-set goals: 

“Oh God I haven’t done what I should of done and I promised to do it and I know that isn’t 

what’s supposed to spur you on but it I think it does” (Regular support group; no other 

sample characteristics provided).{25}

“[discussing feedback from programme staff]…great encouragement when the results are 

positive and a way to improve if the results are not so good.” (No sample characteristics 

provided). {32}

Participants discussed appreciating when the timing of support offered was flexible and could fit 

around their needs,{25,35,37}. Several wanted more support than was offered within the 

programmes (e.g. more frequent contact and for a longer duration than the programme currently 

allowed).{25,36,46,49} Many expressed concern about support ending post-

intervention{24,25,29,35,41,47} with the suggestion that diminishing intensity of programme 

activities and/or programme cessation could cause problems for maintaining behaviour change 

patterns if group interaction and support were key parts of it:
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“I cannot do it without her support, it just wouldn’t work” (Female). {29}

Some WMPs involved predominantly face to face interaction and activities with other participants 

and/or programme staff. {24,27,29,31,32,33,34,35,40,45,47} In contrast, others involved more 

remote forms of support (e.g. e-mail, telephone, text contact). {41,46} Some studies included and 

evaluated a mix of formats that varied in intensity. {17,19,23,25,30,36,37,42,43,44,48,49} Many 

participants discussed valuing the social interactivity of the inperson group-based 

activities{19,24,25,31,35,36,47}. Where it was discussed and compared, participants tended to 

value and desire human contact over more remote forms of support. {36,46} This preference 

seemed to be linked to incentivising people to stay committed to the various programmes and was 

important for making participants feel accountable to a likeminded group of individuals. 

d) Dietary elements 

Some WMPs provided detailed dietary advice regarding food choices, whilst others specifically 

described interventions as ‘non-dietary’ (nevertheless, incorporating behavioural change theories to 

support attitudinal changes towards food and eating patterns). Participants tended to describe 

valuing the flexibility and variety of diet formats. {24,35,36,40} This seemed important for helping 

them to ‘normalise’ and stabilise their eating habits, particularly as many had attempted diets over a 

period of many years (without success) leading them to develop negative and unhealthy 

relationships towards food.{24,35,36,40} 

“The other programs told you not to eat this or that and you were afraid to go back if you 

hadn’t lost weight and …they tell you that you can eat everything but you yourself have to 

control the amount…You make up the diet every day and that’s very motivating” 

(Female).{40}

e) Physical activities

All of the WMPs incorporated some attention to increasing physical activity. Whilst some 

participants described struggling to engage in exercise for a variety of reasons, many participants 

described the positive psychological and physical benefits they experienced from 

exercising.{19,24,29,33,47} 
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“When I first started I could hardly walk…now I can walk 300-400 yards…if this project 

has done nothing else it has helped me to walk (no sample characteristics provided.” (No 

sample characteristics provided). {33}

When it was offered as part of the WMP, participants discussed valuing the flexibility of being able 

to choose from a variety of exercise formats and approaches. {24,36} 

f) Programme tools and behaviour change theories designed to support behaviour change

Although not universally popular, {17,24,36,46,47} participants described the incorporation of 

tools, (e.g. food logs, goal setting, regular text messages, tele-monitoring devices and conversation 

maps) as being motivating, and helpful for the purposes of education and learning, describing how 

they helped to facilitate self-awareness of and reflection on eating and other behaviour patterns. 

{17,22,36,37,41,46,47,48,49} 

 

“I found it to be very enlightening. It made me start to look at foods differently 

It has given me a more conscious outlook on how to control my diabetes and the importance 

of exercise.” (No sample characteristics provided). {22}

“What really helped me was having somebody go over the food log every day. That was the 

big thing.” (No sample characteristics provided). {17}

Participants discussed the positive psychological changes they experienced with regards to their 

relationship to food/body image, which seemed to relate to the BCTs employed within some of the 

WMPs (e.g. mindfulness and self-determination theory based support).{17,24,27,35}

 

General challenges for engagement in WMPs

Despite the numerous positive comments from within the data with regard to programme 

engagement, participation was not straightforward for everyone who took part. General challenges 

resulting in decreased engagement (or success) related to a number of factors. Sometimes, these 

involved the timing of clinic appointments;{37} cost of travel to appointments;{33,48} general low 

self-efficacy;{26} family members not being on board, such that behavioural changes were difficult 

to sustain;{34,47}. Others described factors which could be described as life getting in the way 

(e.g. holidays, social events, bad weather as disincentive to exercise). {47} 
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It was apparent that participants experienced a range of comorbidities, including some serious 

mental health issues. {18,19,36,37,38,39,46,47,48} Sometimes these specific illnesses presented 

challenges for motivation and continuing engagement, for example, feeling too ill to focus on 

weight/feeling too ill to care or to be motivated:{33,36,39,40,47}

“Because of the ME [myalgic encephalopathy] I’m sleeping fifteen or more hours a day, 

and so exercise is out of the question because I can’t even walk to the end of the road.” 

(Female).{38}

Critical reflections on specific components of WMPs 

The type of interaction/support offered

The social interactivity of group-based programme activities was not universally valued by all, with 

some describing a reluctance to discuss issues within a group setting.{19,27,28,40,45,48} This was 

perhaps particularly pertinent in studies where participants had additional mental health issues:

“I know the importance of the program is to be together, but at the beginning you don’t 

know these people, some of us have problems interacting with people we don’t know.” (No 

sample characteristics provided. {19}

“It’s just I don’t like to be around people.” (No sample characteristics provided). {48}

“I prefer to talk in private as I suffer from panic attacks.” (No sample characteristics 

provided). {45}

One study{44} included data that suggested some participants were guilty about using up what they 

perceived to be too much of their health care provider’s time (in an intervention involving regular 

GP visits): 

“I must admit I felt frequently embarrassed that I was taking up a lot of my GP’s time.” (No 

sample characteristics provided). {44}

Dietary elements and physical activities

Although the majority of participants tended to describe valuing the flexibility and variety of the 

diet formats offered.{24,36,40,49} views were sometimes mixed with regard to diets, with a few 
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wanting more prescriptive and structured eating plans than were offered. Participants often 

discussed appreciating when programmes apparently emphasised changing attitudes towards food 

and eating over promoting a specific diet per se {24,36,40,49}:  

“I think [having a set meal plan to follow] would have been to a certain extent easier at the 

beginning, but I don’t think it would of actually adjusted my attitudes and thinking which it 

[POWeR+] has done (Male; 64 years; face-to-face support; high user).” (No sample 

characteristics provided).{36}

However, sometimes participants stated that their programme (or their primary care providers) 

tended to over emphasise diet rather than, for example, addressing issues around exercise, sleep or 

addiction problems.{39,47} 

“…there was no support counselling-wise as to why I have the issues I have with food…” 

(Male).{39}

Whilst many participants described the positive psychological and physical benefits they 

experienced from exercising, {19,24,47} others described struggling to engage in exercise. Some 

described disliking the perceived high intensity of the exercises (e.g. feeling uncomfortable with 

sweating, {24,28,29}. Others discussed how their various physical or mental health comorbidities 

could prohibit them from full engagement in activities.{18,24,28,29,36,37,38,39,47} 

“Exercise is the best [to lose weight] and I get all this physical therapy exercise and all of 

that just increases my pain, which reduces my desire to have any exercise.” (No sample 

characteristics provided).{18}

“I think for me, with my disability it was difficult to engage with some of the activities 

recommended.” (No sample characteristics provided).{37}

Programme tools and BCTs designed to support behaviour change

Participants suggested that many of the WMP’s tools and theories were helpful to them for 

reflecting on their habits and behaviours and for helping them to positively change their attitudes. 

However, some participants described these tools as being somewhat intrusive and sometimes 

inflexible in nature. For example, some participants described disliking food logs and found food 

diaries/goal setting/daily self-weighing and the monitoring of exercise as excessive and too 
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confrontational.{24,36,46,47} Others reported that programme staff did not appropriately monitor 

and feedback on progress:{17}

 

“I mean no one ever looked at it [food diary]. No one ever asked for it. I just did all the 

work, like, for nothing because no one ever asked me for it.” (No sample characteristics 

provided). {17}

Others expressed frustration with the perceived inflexibility of tools designed to record behaviour 

and activities and to support behaviour change. For example, not being able to record life events 

and/or comorbidities that might help to explain lack of achievement regarding weight loss:{36,41}

“I thought that might be useful [to] have something [to] explain why things are going as 

they are going.” (Female; 59 years, remote support; high user). {36}

“I would want to tailor the messages [daily text messages] to the things that I was most 

struggling with.” (No sample characteristics provided). {41}

With regard to psychological support, two papers highlighted that some people wanted more 

counselling for non-direct weight issues, such as mental health, recognising that these additional 

problems had implications for weight management. {39,46} In contrast, although many participants 

discussed the various positive psychological changes they experienced (which seemed to relate to 

the BCTs/counselling employed within some of the WMPs), others found personal development 

classes challenging and confrontational and questioned their appropriateness:{27}

“I cannot benefit from it [the personal development classes]. I will never open up in that 

room and talk among others.” (Male). {27}

Findings from the review – provider participants

Ten of the included papers provided qualitative data from a range of WMP providers. 

{20,21,23,26,28,30,36,41,42,43} Seven of these papers were linked to one of three of the same 

interventions. Programme providers who provided qualitative data were described as primary care 

providers; {23,30} nurses; {36} GPs and consumer representatives;{43} GPs; {42,44} mental 

health care workers, dietitians, and nurses; {20,21} GPs, weight management advisors, practice 

nurses, {26} and key personnel working at a residential weight-loss centre. {27}
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General impressions of being involved in WMPs

With the exception of one study, in which some GPs were reportedly less enthusiastic, {26} views 

about being involved in a WMP were generally very positive. Health professionals acknowledged 

that engagement was potentially very useful for them for facilitating a conversation around weight 

loss with participants - recognising that this can often be challenging in their everyday practices. 

{36,42,43,44} 

However, the authors of one study{20} noted that discussions about weight tend to be embedded 

within the context of conversations about other health issues (rather than being discrete or stand-

alone). They argued that this could act as a potential barrier with regards to the implementation of 

WMPs within primary care:

“I don’t have patients that come to see me just for obesity or…just one thing…yes they’re 

one of my diabetic patients but … we’re talking about their cholesterol today or their blood 

pressure and their weight another day.” (Nurse, no other sample characteristics provided). 

{20}

Motivating factors for participants’/provider engagement in WMPs

One paper included some insights from the perspectives of programme providers about what 

motivated prospective participants to take part in a WMP. {23} Health care providers involved in 

WMP delivery described how they regarded participants’ perceptions of their professional ‘buy in’ 

to the intervention study (i.e. endorsement) as important and influential regarding their decisions to 

take part. {23} One study (linked to two papers){23,30} reported unusual success at enrolling men 

which programme providers attributed to their endorsing it as a ‘medical’ programme: 

“I think that [our affiliation with a research institution] helped make it into a legitimate 

type of program that [our patients] would have confidence in, not just one of these wild 

watermelon diets or things like that.” (Primary Care Provider, no other sample 

characteristics provided).{23}

In terms of disincentives towards retention in such WMPs, some providers reported that 

participants could sometimes have unrealistic expectations about weight loss, not fully 

understanding programme goals and commitment and wanting a “quick fix”:
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“What they wanted was a quick fix…They want to lose pounds very quickly. And it doesn’t 

happen…”(GP, no other sample characteristics provided) {26} 

Only one study {26} provided data around barriers and facilitators to health professionals’ own 

engagement with a specific WMP. They described how clinicians’ pre-conceived beliefs and 

attitudes towards integrating WMPs into primary care settings were important and they noted that 

engaged practices (as opposed to less engaged practices) were characterised by active GP 

participation and ‘buy in.’

The importance of the people within the programme setting (for fostering a sense of 

accountability)

In keeping with some key findings from participants across the included papers, programme 

providers reflected on the importance of WMPs for creating a sense of accountability both for 

themselves as professionals (by increasing their responsiveness and sensitivity to their participants’ 

weight management plan and needs) and for participants continued engagement, motivation and 

success: {23,42} 

“...I think it just made me be more sensitive…I’ve been kinda tryin’ to dial it [being tough 

on the patients] down a little bit” (Primary Care Provider, no other sample characteristics 

provided) {23}

Programme providers also recognised and reflected on the importance of establishing and 

maintaining good relationships and of giving positive reinforcement and encouragement and being 

supportive of weight loss efforts.{20,23,30,36} 

The types of interaction/support offered 

Several health care providers recognised that the intensity of interactions between programme staff 

and participants was important for motivating the latter to stay engaged and to sustain behaviour 

changes. {23,30} However, several provider participants raised concerns about the reality of this 

for their everyday clinical practice when time constraints were a real issue. {20,21,43} Other health 

care providers raised concerns around a lack of interdisciplinary working within clinic settings, 

which could inhibit their abilities to support weight loss, as well as lack of clarity with regard to 

professional role remits within teams:
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“I work with our RN all the time so on a daily basis we talk about things going back and 

forth but the others [referring to dietitian and mental health workers] I don’t really see to be 

honest.” (Nurse, no other sample characteristics provided). {21}

Although providers in the above study{21} raised broad issues in their interviews relating to these 

barriers, they reflected positively on the study WMP for facilitating interdisciplinary collaboration.

Views about mode of support

When discussing preferred modes of support, health care providers considered issues regarding 

access and/or perceived effectiveness.  Health providers in one primary care study{23} argued that 

telephone-delivered weight counselling was the most convenient for participants. In contrast, 

providers in another study (one that involved a residential WMP) {27} argued that face-to-face 

group interaction was essential and particularly useful for participants with severe obesity who 

often experience social isolation. In another primary care study, {36} views regarding mode of 

delivery of support were more mixed. Whilst recognising the practicalities of remote forms of 

support, programme providers (in this case nurses) argued that face-to-face interactions worked 

best for helping them connect more effectively and facilitated participant engagement and 

motivation. Some even stated that they did not regard remote support as support at all.

Views about levels of provider engagement

Health care providers in one study{23} stated that they played a fairly peripheral role in aspects of 

programme delivery and that sometimes this made it difficult for them to fully engage with their 

patient and to assess progress. They suggested that individualised feedback from other 

professionals involved in programme delivery (e.g. in this case weight-loss health coaches) would 

have been helpful. However, the study also reported that the majority of health care providers 

valued the fact that they played a limited role in the WMP, with time constraints and specific skill 

sets being raised as issues. Another study {36} raised related issues around level of provider 

engagement with aspects of the WMP. In this case, nurses discussed the perceived disadvantage of 

not being able to view the information provided to participants on the study website. Some stated 

that viewing this information would have allowed them to understand more fully, what participants 

were referring to in consultations. In one study,{43} GPs commented on and seemed to value the 

relatively ‘loose’ nature of the intervention design (in this case a weight management toolkit) as 

they considered it offered scope to enable them to tailor it to the individual and their community. 

Similarly, nurses in another study {36} expressed frustration around the lack of flexibility of their 

Page 19 of 60

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

20

intervention, both in terms of how they were supposed to behave (i.e. by not being directive) and 

also the lack of scope within the website to document individual issues. This was a concern raised 

by the participants themselves. Personnel in a residential WMP{27} specifically designed for 

people with severe obesity seemed to value having a very strict programme structure (in this case 

participants had to attend morning meetings, group activities, and eat six meals a day at fixed 

times). The general feeling amongst staff was that instilling this strictness on participants would 

facilitate behaviours that they would then seek to maintain at home.

Views about intervention content

Whilst some, (but not all), participants in one study{27} found personal development classes 

challenging and confrontational, providers in the same study consistently argued that personal 

development (i.e. focussing on personal factors such as self-knowledge and self-acceptance) was 

essential and crucially important for maintaining lifestyle changes longer term: 

“It is important that they become aware of what in their life makes a difference in being 

obese or not.” (Personnel, no other sample characteristics provided).{27} 

Discussion

Principal findings

This review synthesised findings from qualitative data relating to the views of adults with BMI 

≥35kg/m2 (and/or their health care providers) about engaging with WMPs. In summary, although 

there was variation expressed in views about the acceptability of various programme components 

(indicating the inappropriateness of a ‘one size fits all’ approach), there were, nevertheless, 

recurring themes around what both participant and programme providers described valuing and 

enjoying. Some of these key findings resonate with previous qualitative research with people with 

less severe obesity. {9,50}. 

Participants in our review described being attracted to WMPs that were perceived to be novel or 

exciting in some key way, as well as perceived to have been endorsed by their health care providers 

(a view supported by programme providers themselves). The sense of belonging to a group of 

people who shared similar issues relating to weight and food, and who had similar physiques and 

personalities, was described as being particularly important to many participants. This seemed to 
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foster a strong group identity and related ‘accountability’, which seemed to help with motivation 

and continuing engagement. 

Good relationships with programme providers were described as being highly valued, with ongoing 

encouragement and monitoring apparently important for facilitating motivation and behaviour 

change (a view also endorsed by the programme providers themselves). Group based programme 

activities were enjoyed by many participants along with intensive support from programme 

providers. This observation is supported in previous qualitative research with people with less 

severe obesity{9,50}. However, in our review, concerns were raised about the availability of 

continuing support post intervention.Similarly providers questioned the practicalities and logistics 

of integrating such intense support into their everyday clinical practices once the studies were 

completed. 

Overall, both participants and programme providers valued having choice and flexibility. For 

example, participants welcomed flexibility around diet choices, flexibility around when face-to-

face counselling sessions were scheduled, and welcomed personalised interventions. Similarly, 

some programme providers found the perceived lack of flexibility with various intervention 

components frustrating and prohibitive for supporting individualised care. 

Those participants who described engaging in group discussions/therapy sessions  and those who 

discussed engaging in exercises were mainly positive about their perceived benefits. Where it was 

discussed, participants valued the psychological input integrated into many interventions. This is a 

view supported in a study of user experiences of both Tier 2 and Tier 3 weight management 

services in England{50}. However, our review also highlighted that some participants did describe 

struggling with these aspects, with some describing them as particularly challenging. Some 

participants described difficulties with the various physical activities (because of a range of 

physical comorbidities). Not everyone enjoyed group interaction and discussions with others 

(sometimes apparently because they suffered from various mental health comorbidities). 

Practice Implications

For intervention developers, it was clear from our review that social interaction activities tended to 

be valued. It was also apparent that ongoing encouragement and monitoring by programme 

providers was viewed as important for facilitating motivation and behaviour change. The waning 

intensity of programme activities and/or programme cessation could cause problems for 
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maintaining behaviour change patterns if group interaction and support were integral components. 

There is a need for WMPs to help consumers to establish support post intervention.

Intervention developers should be aware that people with severe obesity might be especially 

vulnerable to both physical and mental comorbidities, which could inhibit engagement with certain 

intervention components (e.g. group-based interaction; physical activities). This could inhibit their 

engagement with much fitter peers with fewer weight-related issues, or restrict their ability to 

undertake certain intervention components. This observation is less apparent in research with 

people with less severe obesity {9}. WMPs developers could consider including a choice of 

interaction styles/mix of physical activities to accommodate this.

Strengths and limitations

To our knowledge, this is the first review of key findings from qualitative studies exploring 

participants’ perspectives of WMPs for adults with severe obesity. Our review has highlighted a 

range of important factors that have the potential to facilitate engagement with WMPs for this 

group.

We were interested in ascertaining the views of participants with severe obesity (people with BMI 

≥35kg/m2). Therefore, our inclusion criteria were that papers needed to state that participants in 

their respective studies (i.e. either in their qualitative evaluations or the intervention studies to 

which their qualitative evaluations were linked) had a mean BMI ≥35kg/m2. Of those papers that 

only considered programme providers’ views, these had to be linked to intervention studies where 

we could establish that included participants had a mean BMI ≥35kg/m2. Only two papers stated 

that their respective WMPs were designed specifically for people with BMI ≥35kg/m2. {24,42} 

Thus, across the papers, some people with BMI <35kg/m2 would have been included. Quotes from 

participants were not linked to specific detail regarding BMI status, and so we cannot be certain 

that findings reflect exclusively the views of those with severe obesity. 

Only nine papers linked participant quotes to sex; {24,27,29,31,35,36,38,39,40} only one to age 

status;{36} and none to socioeconomic/demographic characteristics, making it hard for us to 

consider whether any issues raised were particularly sensitive or pertinent to these aspects. 
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We know from a recent review of Tier 3 weight management interventions for adults with severe 

obesity that drop-out rates are very high (43-63%). {51} Only four of our included papers stated 

that some of the participants in their qualitative evaluations had been ‘low users’, ‘quitters’ or 

‘drop-outs’{17,24,25,36} and only one of these papers linked quotes directly to intervention usage 

status. {36} Although our findings highlighted a range of views with regard to the usefulness or 

otherwise of various intervention components, it is worth noting that participant sample 

characteristics within the included papers are skewed towards those who had chosen to engage and 

who had completed the various intervention activities. 

Applying quality criteria to qualitative research remains a contentious issue and there is no 

consensus regarding whether and how this should be done {52,53}.  Whilst authors of some 

qualitative evidence syntheses have chosen to exclude what they deem to be poor quality papers, 

we made the decision not to exclude any of the identified papers. We included 33 papers that each 

reported some qualitative data that met our inclusion criteria and addressed our key research 

questions. Although all included qualitative data, with regard to ‘quality,’ some were deemed richer 

than others in terms of data and insights. Some ranged from being exclusively qualitative studies 

providing rich data in our areas of interest, through to studies that were actually primarily 

quantitative with responses to open-ended survey questions. The five studies providing qualitative 

data in the form of responses to open-ended survey questions within structured 

questionnaires{22,32,37,46,49} were deemed less useful as they presented only very limited 

qualitative data and insights. Despite this variation in the overall level of quality, we believed it was 

more important to retain any relevant findings rather than disregard based on study quality. In 

doing so, we would argue that all 33 papers contributed useful elements to the collective whole and 

enabled us to develop our understanding of the issues of importance to people with BMI ≥35kg/m2. 

We cannot exclude the possibility that unpublished service evaluations from within the NHS, that 

we failed to locate, might have been sources of rich data.

Implications for research

No papers included in our review provided qualitative data from those who had been invited to join 

a WMP but who had declined to take part.  Only four papers reported including participants who 

had not fully engaged with all programme activities to varying degrees. The views of those who do 

not engage are important and should be a focus of future research. In terms of pointers for effective 

interventions, it is worth acknowledging that key findings will be skewed towards those who had 
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chosen to engage and who had completed the various intervention activities. This review also 

demonstrated that the qualitative research literature focusing specifically on lifestyle WMPs for 

people with very high BMIs is limited, particularly for people who are low-users or do not wish to 

engage with such services.

Conclusions

WMPs that are perceived to be novel or exciting and WMPs that are perceived to be endorsed by 

health care providers tend to be valued by participants. The sense of belonging to a group of people 

who share similar issues and characteristics seems particularly important, helping to foster a strong 

group identity and related ‘accountability’- aiding motivation and continuing engagement. In-

person group-based programme activities tend to be valued (over more remote forms of support), 

along with intensive support from programme providers. However, intervention developers should 

be aware that people with severe obesity might be especially vulnerable to both physical and mental 

co-morbidities that could inhibit engagement with certain intervention components.
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S1 Table Characteristics of the included qualitative studies  

 

Study Aim (as described 

within the papers) 

Condition of 

Focus 

Participants Characteristics Details of intervention Qualitative data 

collection 

methods 

First Author: Bennett 

Year: 2014 

Category: A 

Country: USA 

To understand 

primary care 

providers’ (PCPs) 

perspectives about 

their role in the 

intervention and in 

their patients’ weight 

loss, thereby 

providing insights to 

inform best practices 

in developing 

practice-based 

weight management 

programmes. 

Patients with 

obesity in their 

usual care 

practices. 

Role: Provider  

Number providers interviewed: 26 

PCPs 

Providers’ characteristics: 15 

female, 11 male, 24 physicians, 2 

nurse practitioners, and 20 had 

internal medicine training. The mean 

time in practice was 16 years (SD ± 

11.7), and mean number of patients 

in the trial was 11.1 (SD ± 6.8) 

Socioeconomic and demographic 

characteristics: 15 White, 6 

Asian/Pacific Islander, 3 Black, 2 

Other 

The Practice-based Opportunities for 

Weight Reduction (POWER) was a 24 

month trial that had two intervention 

groups (by phone and face-to-face) in 

which weight-loss health coaches (not 

PCPs) provided education and positive 

reinforcement. Participants in both 

intervention arms had access to the same 

online educational modules, self-

monitoring tools and received both 

automated and individualized e-mails. 

Participants in the control arm met with a 

weight loss health coach at the time of 

randomization and, if desired, after the 

final data collection visit. They also 

received brochures along with a list of 

recommended weight loss websites. 

Focus groups  

First Author: Bradbury 

Year: 2015 

Category: A 

To explore helpful 

(and unhelpful) 

aspects of coaching; 

Participants with 

obesity. 

Role: Participant 

Number of participants: 58.  

Positive Online Weight Reduction 

(POWeR) is an e-health intervention 

designed to produce sustainable weight 

Interviews 
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Country: UK the experiences of 

POWeR and the 

accompanying 

coaching, including 

what aspects people 

found most helpful, 

unhelpful, appealing 

or unappealing, and 

what factors seemed 

to influence whether 

participants 

continued to follow 

POWeR. 

Planning and development stages: 16 

participants; 

Feasibility stage: 23 participants; 

Community trial 19 participants. 

Participants’ characteristics: From 

the community trial: age range 34-68, 

Participants were sampled from both 

the coaching arm (10 female, four 

male) and Web only arm (four 

female, one male) and varied in their 

usage of POWeR.  

Socioeconomic and demographic 

characteristics: NR 

Comorbidities: NR 

management. POWeR consisted of 12 

sessions which taught users self-

regulation skills in order for them to 

become their own personal health trainer. 

Patients were randomized to either usual 

care, the POWeR website, POWeR 

accompanied by basic nurse support, or 

POWeR with regular nurse support. The 

nurse support was mainly delivered face 

to face, although telephone and email 

support could also be provided. 

First Author: Gudzune 

Year: 2012 

Category: A 

Country: USA 

To explore PCPs’ 

usual practices as 

part of weight 

counselling to 

identify how PCPs 

communicate with 

their patients about 

weight loss. 

Patients with 

obesity in their 

usual care 

practices 

See Bennett 2014 See Bennett 2014 Focus groups  

First Author: Hunt 

Year: 2014 

Category: A 

Country: UK 

To report the 

characteristics of 

men participating in 

a randomised 

Men with obesity 

(BMI > 

28kg/m2), age 

35–65 at high 

Role: Participant 

Number of participants: 63 men (who 

had attended at least six FFIT 

sessions of the programme). 

Football Fans in Training (FFIT) is a 

men-only, evidence-based, 12-session, 

weight management and physical activity 

group programme with subsequent 

Focus groups 
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controlled trial of a 

weight management 

programme designed 

specifically to attract 

men, and, secondly, 

their accounts of 

why they decided to 

participate in the 

programme.  

risk of ill-health 

due to obesity 

Participants characteristics: No 

specific data for qualitative analysed 

participants 

Socioeconomic and demographic 

characteristics: NR 

Comorbidities reported: NR 

minimal-contact weight loss 

maintenance support delivered free of 

charge at Scotland’s top professional 

football clubs by community coaches 

trained in diet, nutrition, physical activity 

and behaviour change techniques to a 

standard programme delivery protocol. 

First Author: Little 

Year: 2017 

Category: A 

Country: UK 

To explore patients’ 

expectations of 

POWeR+, 

experiences of the 

POWeR+ 

programme, 

experiences of using 

the POWeR+ 

website and 

experiences of nurse 

support. 

Participants with 

obesity (BMI 

≥30kg/m2, or 

≥28kg/m2 with 

comorbidities) 

from general 

practice 

Role: Participant and Provider 

Number of providers: 13 nurses 

(HCPs who supported POWeR+ were 

included in qualitative evaluation)  

Number of participants: 31 POWeR+ 

programme users. 14 remote support 

(3 low users/11 high users) and 17 

face-to-face support patients (2 low 

users/15 high users).  

Participants’ characteristics: 15 

female, 16 male, mean age 61 years 

(range 45-88 years). 

Socioeconomic and demographic 

characteristics: No specific data for 

qualitative analysed participants. 

Comorbidities reported: No specific 

This is a 24-session web-based weight 

management intervention consisting of a 

series of 24 brief maintenance-oriented 

sessions for up to 6 months and links to 

encourage patients to continue to use the 

website to track their weight at least 

fortnightly until they have formed 

healthy eating habits that sustain weight 

management.  

Interviews 
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data for qualitative analysed 

participants.  

First Author: McRobbie 

 Year: 2016 

Category: A 

Country: UK 

To explore the many 

components of the 

WAP. By providing 

a summary of 

participant feedback 

on the overall 

helpfulness of the 

programme. 

Adults (aged ≥ 18 

years) with 

obesity (BMI of 

≥ 30 kg/m2 or a 

BMI of ≥ 28 

kg/m2 plus 

comorbidities) 

who wanted to 

lose weight  

 

Role: Participant 

Number of participants: 177.  

Participants who reported helpfulness 

of the programme at 12-months 

follow up; 48 in the nurse arm and 

129 in the WAP arm. People who 

dropped out of treatment were called; 

only 19 provided a reason for 

dropping out.  

Participants’ characteristics: Not 

reported 

Socioeconomic and demographic 

characteristics: Not reported. 

Comorbidities: Not reported 

The WAP is a multicomponent 

programme that includes a range of 

concrete and verifiable tasks agreed 

individually with each participant and 

also includes  monthly ‘maintenance’ 

sessions that targeted to improve 

participant motivation, allowing 

participants to discuss the challenges 

they have faced since the last session, 

and to anticipate challenges of the month 

ahead. 

Anonymous 

feedback 

questionnaire 

First Author: Yarborough 

Year: 2016 

Category: A 

Country: USA 

 

To assess lifestyle 

change barriers and 

facilitators across the 

first 18 months of 

study participation 

and to identify 

modifiable factors 

associated with 

making and 

maintaining healthy 

Adults (aged ≥ 18 

years) with 

obesity (BMI 

≥27kg/m2) taking 

antipsychotic 

medications 

(stable on 

antipsychotic 

medications for at 

least 30 days) 

Role: Participant 

Number of participants: 84.  

Participants in the control arm were 

interviewed once; 17 intervention 

participants were interviewed more 

than once to ensure that all cohorts 

were represented in each interview 

wave.  

Participants’ characteristics: Mean 

age 48.1 (SD ± 10.1), 30 male, 54 

This was a 24-month study of the 

STRIDE comprehensive weight loss and 

lifestyle-change intervention that 

consisted of 24 weekly meetings that 

targeted readiness to change; included 

interactive, participant-centred delivery 

of lifestyle education information along 

with a 20-min walk; encouraged skills 

practice, self-monitoring and feedback; 

and facilitated group interactions and 

Interviews  

Page 32 of 60

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

lifestyle changes in 

order to inform 

clinicians and 

improve the 

development of 

future interventions 

for individuals with 

serious mental 

illnesses. 

female. 18 were members of ethnic or 

racial minorities.   

Socioeconomic and demographic 

characteristics: 34 married or living 

with partner, 27 had an income of 

$30,000 or higher, 18 were college 

graduate or higher, 28 were retired, 

unemployed, student, homemaker or 

temporarily laid off. 

Comorbidities: 34 Schizophrenia, 17 

bipolar disorder, 31 affective 

psychoses, 2 PTSD  

support. Intervention participants could 

consult with interventionists by 

telephone as needed.  

First Author: Abildso 

Year: 2010 

Category: B 

Country: USA 

 

 

To examine physical 

and psychosocial 

differences at 

baseline between 

completers of and 

dropouts from a 12-

week weight 

management 

program; to assess 

the physical, 

behavioural, and 

psychosocial impact 

on program 

completers; to 

Adults with 

obesity (BMI ≥ 

30kg/m2 alone or 

a BMI of 25 to 

29.9kg/m2 with 

comorbidities) 

Role: Participant 

Number of participants: 11  

Participants characteristics: Mean 

age 46.2 (SD ± 8.5), 8 female, 3 

male. Seven were successful program 

completers (three high weight losers, 

four moderate weight losers), and 

four were program dropouts or 

completers with low weight loss). 

Socioeconomic and demographic 

characteristics: 7 married,  number 

of children 1.5 (SD ± 1.1)  

Comorbidities: Not reported 

 

Weight loss is encouraged in the weight 

management program (WMP) through 

increasing physical activity and 

decreasing caloric intake. For a $45 

monthly co-payment, the WMP benefit 

during Phase 1 (12 weeks) included 

assessment and follow-up meetings with 

an exercise physiologist and registered 

dietitian, monthly personal training 

sessions, and periodic phone calls from 

the insurance agency to track progress. 

Interviews 
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compare the 

psychosocial 

changes of high and 

moderate weight 

losers; and to 

qualitatively explore 

factors associated 

with program 

adherence and 

weight loss. 

First Author: Aschbrenner 

Year: 2016 

Category: B 

Country: USA 

 

 

To explore 

participants’ 

perceptions and 

experiences with 

peer interactions 

during the lifestyle 

intervention. 

Obese (BMI ≥ 

30kg/m2) adults 

(aged 21 or older) 

with serious 

mental illness 

(diagnosis of 

schizophrenia, 

schizoaffective 

disorder, major 

depressive 

disorder, or 

bipolar disorder) 

on stable 

pharmacological 

treatment 

Role: Participant 

Number of participants: 17  

Participants’ characteristics: No 

specific data for qualitative analysed 

participants  

Socioeconomic and demographic 

characteristics: Not reported 

Comorbidities:  Not reported 

A 24-week group-based lifestyle 

intervention that consisted of once 

weekly 1-hr group weight management 

sessions facilitated by a psychologist and 

a public health professional; twice 

weekly (optional) 1-hr group exercise 

sessions led by a certified fitness trainer; 

and mobile technology and use of social 

media to increase motivation and 

facilitate self-monitoring and peer-to-

peer support outside of in person group 

treatment or exercise sessions. 

Focus groups  
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First Author: Asselin 

Year: 2015 

Category: B 

Country: Canada 

 

 

To explore how 

primary care 

providers incorporate 

weight management 

in their practice. 

Obesity 

prevention and 

weight 

management at 

interdisciplinary 

primary care 

environment 

Role: Provider  

Number of providers interviewed: 29  

Providers’ characteristics: 7 mental 

healthcare workers, 7 registered 

dietitians, 15 registered nurses or 

nurse practitioners.  

Socioeconomic and demographic 

characteristics: NR 

The 5 As Team (5AsT) study was 

designed to create, implement and 

evaluate a flexible intervention to 

improve the quality and quantity of 

weight management visits in primary 

care. 5AsT is a randomized controlled 

trial on the implementation of a 6-month 

5AsT intervention designed to 

operationalize the 5As of obesity 

management in primary care. 

Interviews and 

field notes of 

intervention 

sessions  

First Author: Asselin 

 Year: 2016 

Category: B 

Country: Canada 

To describe the 

intervention, provide 

continual 

intervention 

monitoring and to 

identify contextual 

factors that could 

influence the primary 

outcome measure. 

 

See Asselin 2015 See Asselin 2015 See Asselin 2015 See Asselin 2015 

First Author: Barham 

Year: 2011 

Category: B 

Country: USA 

To improve nutrition 

and physical activity 

of county employees 

and promote weight 

loss (There was no 

Adults at highest 

risk for the 

development of 

diabetes or who 

already have been 

Role: Participant 

Number of participants: Unclear how 

many of 45 programme participants 

provided written responses on the end 

of study programme evaluations. 

There were 2 waves of enrolment and 4 

intervention groups (up to 12 

participants/ group). The intervention 

was a 3-month program (12 one hour 

weekly midday group sessions) that 

targeted healthy diet, physical activity, 

Written 

responses to end 

of programme 

participant 

evaluations 
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qualitative aim 

stated). 

diagnosed with 

type 2 diabetes 

Participants characteristics: No 

specific data for those who provided 

written responses 

Socioeconomic and demographic 

characteristics: Not reported 

Comorbidities reported: Not reported 

and stress reduction, followed by a 

monthly maintenance program with the 

groups choosing topics that they 

considered of greatest benefit. Most of 

the sessions were led by a nurse 

educator, but individual sessions were 

also conducted by a dietitian, 

psychologist, and physical therapist all 

employees of Upstate Medical 

University, Syracuse, NY. 

First Author: Borkoles 

Year: 2016 

Category: B 

Country: UK 

To examine the 

effects of a non-

dieting lifestyle 

intervention 

approach for women 

with morbid obesity 

designed in the 

framework of the 

self-determination 

theory and Health at 

Every Size on weight 

maintenance and 

psychological 

functioning.  

Pre-menopausal 

females with 

morbid obesity 

(BMI ≥30kg/m2)  

older than 18 

years of age free 

of obesity-related 

diseases and fit 

for exercise 

Role: Participant 

Number of participants: 62 (62 

interviews at baseline with 36 follow-

up interviews, including 12 drop-

outs). 

Participants’ characteristics: Pre-

menopausal women predominantly 

white Caucasian (97%), with a mean 

age of 40.2 years 

Socioeconomic and demographic 

characteristics: most were from the 

lower SES background, 21% had a 

degree and 57% left school at 16, 

66.1% worked full time and 11% 

worked part-time, in mainly manual 

The WHEEL (Weight, Healthy Eating 

and Exercise in Leeds) study was a 

delayed-start, 12 weeks of intensive 

intervention and 40-week maintenance 

phase RCT comprising of community-

based supervised exercise, lifestyle 

physical activity and psycho-educational 

classes on healthy eating and weight 

management. 

Interviews  
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(29%) and administrative jobs 

(46.8%) 

Comorbidities: 50% met the 

International Diabetes Federation 

metabolic syndrome criteria, 42% 

reported to have depression often or 

very often, and 36% used medication 

related to psychological problems 

First Author: Dahl 

 Year: 2014 

Category: B 

Country: Norway 

To describe how 

personnel argued for 

and perceived a 

residential weight-

loss program, to 

investigate how the 

participants 

experienced the 

program, and to 

contrast these 

perspectives. 

Adults (between 

18 and 60 years 

old) with obesity 

(BMI > 40kg/m2 

or >35kg/m2 

including 

comorbidities)  

Providers: 

The personnel 

were recruited 

among the staff at 

the centre 

Role: Participant and Provider 

Number of participants: 10  

Participants’ characteristics: 10 

Norwegian participants took part in 

interviews (8 in focus groups and 2 

individually). The age and weight 

range for these 10 persons were the 

same as for the total sample (n=30). 

Age between 22 and 56 years old, 

their BMI was between 40 and 63, 

and the group’s mean body weight 

was 144kg 

Socioeconomic and demographic 

characteristics: NR 

Comorbidities: NR  

Number of providers interviewed: 6  

Providers’ characteristics: 2 males 

and 4 females, considered to be key 

This 18-week on-site program 

intervention took place at the Danish 

residential weight-loss centre. The 

program consisted of group-based 

intensive structured group exercise and 

educational sessions exercise, diet 

(individual calorie intake was based on 

energy calculations for a normal weight 

person with a sedentary activity level), 

and an educational program. The 

educational program comprised lessons 

about nutrition, monitoring of food 

intake and instruction in behavioural 

techniques from cognitive therapy. The 

personal development component 

included a minimum of two individual 

conversations with one of the 

Focus groups and 

interviews 
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personnel; the director, the 

administrative executive, and the 

leaders of the main areas diet, 

exercise and personal development 

psychotherapists, motivational meetings 

for all participants.  

First Author: Danielsen 

 Year: 2016 

Category: B 

Country: Norway 

 

 

To explore the 

experiences of 

physical activity 

from a participant 

perspective prior to, 

during, and after an 

intensive inpatient 

lifestyle modification 

program, including a 

high volume of 

adapted physical 

activity for the 

treatment of severe 

obesity.  

Both genders, 

with a variety in 

age, degree of 

obesity (BMI ≥ 

40 or 35.0–39.9 

with 

comorbidities), 

and weight loss 

during the 

inpatient stay, as 

well as variation 

in weight-loss 

maintenance and 

lack of 

maintenance 

Role: Participant  

Number of participants: 8 

Participants’ characteristics: 5 

female, 3 male, aged 35 to 63 years; 

6 married/cohabitants and 2 single; 

BMI ranged from 37 to 60 and body 

weight from 96 to 185 kg 

Socioeconomic and demographic 

characteristics: NR 

Co-morbidities: NR 

The study was supplementary to a 

clinical controlled trial with a 1-year 

prospective follow-up study examining 

the effects of a 10- to 14-week inpatient 

lifestyle modification program for 

subjects with severe obesity. Two to 

three group-exercise sessions 5 days a 

week during the inpatient period, each 

lasting for a minimum of 45 minutes. 

Aiming to increase compliance, the 

activity was supervised by exercise 

scientists and physiotherapists, and the 

participants were introduced to adapted 

physical activity and equipment, and 

exercised together with other individuals 

with severe obesity. 

Interviews  

 

First Author: Groven 

Year: 2010 

Category: B 

Country: Norway 

To show how the 

training is 

experienced from a 

first-person 

perspective, namely 

Female 

participants with 

obesity (BMI 

>35kg/m2)  from 

the weight-loss 

program in 

Role: Participants  

Number of participants: 5 

Participants’ characteristics: Aged 

35-63 years and had been overweight 

for more than 10 years 

Group-based weight-loss program in 

Norway, a program organized by 

physiotherapists in the primary health 

system. Offered to eight women 

struggling with obesity problems in a 

particular district of Norway for one 

Interviews  
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the patients 

themselves. 

Norway Socioeconomic and demographic 

characteristics: 3 married, 1 divorced 

and 1 widowed, 1 had a university 

degree, 2 had a college degree, and 2 

had no formal education after high 

school. The women were at present 

or previously working in professions 

providing a service, or care, doing 

office work, or an academic job on 

various levels. 

Comorbidities: Not reported 

year. Total of 12 exercises were 

performed throughout the one-hour 

exercise program. The treatment also 

included group discussion for 1 hour per 

month.  

First Author: 

Jackson 

Year: 2007 

Category: B 

Country: 

UK 

To evaluate the 

effectiveness and 

acceptability of a 

specialist health 

visitor-led weight 

management clinic in 

primary care. 

Patients with a 

BMI ≥30 

Role: Participants  

Number of participants: Unclear how 

many of 25 questionnaires returned 

provided written responses  

Participants’ characteristics: Not 

reported 

Socioeconomic and demographic 

characteristics: Not reported 

Comorbidities: Not reported 

Specialist health visitor-led intervention 

based on the Jan Felgens ‘12E2’ model. 

The specialist health visitor sought to 

inspire participants through a 

combination of shared goal setting, 

reflection, problem-solving, positive 

affirmation and reinforcement. 

Consultations took place at the health 

centre and a relaxed, unhurried 

atmosphere was created. The average 

consultation time was 20 minutes (range 

10–30 minutes), although the first 

appointment took approximately 1 hour 

and gave participants time to reflect on 

their lifestyles and to plan realistic goals 

Open ended 

response options 

to questionnaire 
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for healthy eating and physical activity 

with the specialist health visitor. 

First Author: Janke 

Year: 2012 

Category: B 

Country: USA 

To gain insight into 

the patient’s 

experience of 

comorbid chronic 

pain and obesity and 

to improve  

understanding of the 

behavioural linkages 

between the 

experience of pain, 

engagement in health 

behaviours, and 

obesity treatment 

outcomes. 

Patients attending 

primary care 

clinics at a large 

Midwestern 

Veteran’s Affairs 

hospital, > 18 

years, BMI ≥25; 

weekly pain at an 

intensity ≥4  

during the prior 3 

months; and 

current diagnosis 

of a medical 

complaint 

associated with 

persistent pain  

Role: Participant  

Number of participants: 30 

Participants characteristics: 24 male, 

6 female 

26 were age 50 or older, mean BMI 

was 36.8 (SD ± 8.9) 

Socioeconomic and demographic 

characteristics: 22 were white, 20 

had greater than a high school 

education, and 14 were unemployed 

or disabled while 13 were retired 

Comorbidities: Measured on a scale 

of 0 to 10 (0 = none, 10 = worst 

imaginable), average pain intensity 

was 5.6 (SD ± 1.9) and average pain 

interference was 3.6 (SD ± 2.1) 

The qualitative research project was 

designed to identify perceptions of those 

with both overweight/obesity and 

chronic pain regarding their experience 

of the course, impact, and treatment 

history of pain and weight symptoms; 

factors that might either ease or limit 

their ability to engage in health-

promoting behaviours; and factors that 

facilitate or hinder engagement in 

treatments designed to achieve weight 

and/or pain control. 

Focus groups and 

interviews 

First Author: Jennings 

Year: 2014 

Category: B 

Country: UK 

To facilitate weight 

loss by 

implementing 

progressive and 

sustainable lifestyle 

changes, based on 

individually agreed 

goals over a 1-year 

Adults (over 18 

years) with 

obesity (BMI 

≥40, or BMI ≥30 

with obesity-

related 

comorbidities  

and/or waist 

Role: Participant  

Number of participants: 12 

Participants’ characteristics: No 

specific data for qualitative analysed 

participants 

Socioeconomic and demographic 

characteristics: No specific data for 

qualitative analysed participants. 

The Fakenham weight management 

service (FWMS) provides Tier 3 

services. This paper was service 

evaluation and had a cohort design 

recruited patients to a 1-year programme. 

 

 

Focus groups 
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programme. Focus 

groups were 

conducted to explore 

participants’ 

experiences.  

circumference 

≥102 cm in men 

or ≥88 cm in 

women) 

Comorbidities: No specific data for 

qualitative analysed participants.  

First Author: Jimenez Lopez 

Year: 2012 

Category: B 

Country: Mexico 

To explore the 

motivations of 

patients involved in a 

with reduction 

programme, by 

analysing their 

experiences. 

Patients with 

obesity included 

in a waiting list 

for bariatric 

surgery at a 

public hospital 

Role: Participant  

Number of participants: 10 

Participants’ characteristics: 2 Male, 

8 women, mean age 45.2, mean BMI 

41.3 

Socioeconomic and demographic 

characteristics: NR 

Comorbidities: NR 

The dynamic of the intervention included 

the modification of dietary habits by a 

psychologic intervention, as 

recommended by the federal law of 

obesity management The focus group 

included ten patients with one 

investigator as an active observer, and 12 

weekly sessions.  

Focus groups 

First Author: Kidd 

 Year: 2013 

Category: B 

Country: USA 

To describe the 

effect of an 8-week 

mindful eating 

intervention on 

mindful eating, 

weight loss self-

efficacy, depression, 

and biomarkers of 

weight in urban, 

underserved, women 

Females (aged 30 

years and older) 

with obesity 

(BMI ≥30kg/m2)  

 

Role: Participant  

Number of participants:12 

Participants’ characteristics: Mean 

weight was 119.7kg (SD ± 16.87), 

BMI 44.7 (SD ±6.9) , Age ranged 

from 31–61 and averaged 51.8 years 

(SD ± 9.1) 

Socioeconomic and demographic 

characteristics: 7 African American, 

5 unemployed, and 4 married; 11 

The study used a mixed methods design. 

A one group pre-test/ post-test design 

examined the effect of an 8-week 

mindful eating intervention on the 

psychosocial variables and biomarkers. 

Weekly group sessions lasted 60 to 90 

minutes and consisted of education and 

application of mindful eating principles. 

Focus 

groups 
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with obesity; and to 

identify themes of 

the lived experience 

of mindful eating. 

graduated from high school, 6 had 

college degrees  

Comorbidities: Not reported 

First Author: Pera 

Year: 2016 

Category: B 

Country: Spain 

To explore the 

meaning of obesity 

in elderly persons 

with knee 

osteoarthritis and to 

determine the factors 

that encourage or 

discourage weight 

loss. 

Participants with 

obesity, knee 

osteoarthritis, and 

polypathology 

Role: Participant  

Number of participants: 10 

Participants characteristics: 2 male, 

8 female, mean age 67.23 (SD 

±7.87), BMI 40.47 (SD ± 4.22), 

mean weight 92.35 kg (SD ± 8.93)  

Socioeconomic characteristics:: 1 No 

education, 5 Primary (<5 years), 3 

Secondary (<10 years), 1 Higher 

(>10 years), 2 Housewife, 8 Retired 

Comorbidities: Mean number of co-

morbidities 7.02 (SD ± 3.08) 

The therapeutic education and functional 

preadaptation program was a 4-month 

program consisted of two 40-minute 

individual visits and three 90-minute 

group sessions for participants with 

obesity, knee osteoarthritis and 

polypathology. The program was 

designed following the methodology 

established for this type of program and 

was based on social learning theories.  

Focus group  

First Author: Counterweight 

Year: 2008 

Category: B 

Country: UK 

To explore key 

barriers and 

facilitators of 

practice and patient 

engagement in the 

Counterweight 

Programme and to 

describe key 

strategies used to 

Patients with 

obesity in routine 

primary care 

Role: Participant  and Provider  

Number of participants: 37 patients  

Number of providers: weight 

management advisers (n = 7) in a 

focus group. In depth interviews 

were conducted with 15 PNs and 7 

GPs across 11 practices. 

Participants’ and/or providers 

characteristics: Not reported 

The Counterweight Project was set up to 

establish and improve obesity 

management in primary care by 

implementing an evidence-based weight 

management intervention that is practice 

focused. It was developed using 

theoretical models of behavioural change 

and, the best available methods from the 

published evidence. 

Participants: 

Interviews and 

focus groups  

 

Providers: 

Interviews and 

focus groups 
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address barriers in 

the wider 

implementation of 

this weight 

management 

programme in UK 

primary care. 

Socioeconomic and demographic 

characteristics: Not reported 

Comorbidities reported: Not reported 

First Author: Shaw 

 Year: 2013 

Category: B 

Country: USA 

To evaluate the 

acceptability, 

feasibility, and 

efficacy of daily text 

messages using 

regulatory focus 

theory to help 

individuals sustain 

weight loss. 

Individuals had to 

own a mobile 

phone, be able to 

receive text 

messages, and 

have lost 5% of 

their body weight 

since entering the 

Duke Diet and 

Fitness Centre 

Role: Participant  

Number of participants: 60 

Participants’ characteristics: No 

specific data for qualitative analysed 

participants 

Socioeconomic and demographic 

characteristics: No specific data for 

qualitative analysed participants.  

Comorbidities: Not reported 

Clients who received treatment at a 

residential weight loss management 

program that provides education, 

practical behavioural strategies, and 

ongoing support to make long-term 

changes at the Duke Diet and Fitness 

Centre (DFC), participated in this study. 

Participants were randomized to a 

promotion, prevention, or an attention 

control text message group after 

completion of a weight loss program.  

Interviews 

First Author: Sturgiss 

Year: 2016 

Category: B 

Country: Australia 

 

 

To describe the 

collaborative process 

used to develop an 

obesity management 

programme based on 

current Australian 

guidelines for GPs 

and their patients to 

Health 

professionals 

involved in 

obesity 

management 

programme based 

on current 

Australian 

Role: Provider  

Number of providers: 38 

Providers’ characteristics: 15 GPs, 

14 GPs registrar, 5 healthcare 

consumer representative, 2 

representative bodies for chronic 

illness, 1 dietician, 1 psychologist 

The Change Programme is a GP-

delivered weight management 

programme that was developed based on 

Australian guidelines for the 

management of obesity in primary 

healthcare. It is based on one of the 

pillars of general practice—‘patient 

centeredness’. No directive patient goals 

 

Interviews and 

focus groups 
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be used in primary 

care. 

guidelines for 

GPs and their 

patients to be 

used in primary 

care 

Socioeconomic and demographic 

characteristics: Not reported 

were stated and the work was 

individualized. The programme consists 

of a GP handbook, patient workbook and 

computer template. This programme. 

The patients initially attended 

appointments every 2 weeks, with less 

frequent appointments as the programme 

continued.  

First Author: Sturgiss  

Year: 2017 

Category: B 

Country: Australia 

To assess the 

acceptability and 

feasibility of a GP-

delivered weight 

management 

programme. 

Providers: Fully 

qualified GPs 

from the 

Australian 

Capital Territory 

and New South 

Wales. 

 

Role: Participant and Provider  

Number of providers: 12 

Providers’ characteristics: The 

recruited GPs had an average 12 

years of experience (range 4–30 

years). The GPs worked in four urban 

practices and one rural practice.  

Number of patient participants: 15 

interviewed 

Participants’ characteristics: No 

specific data for qualitative analysed 

participants. 

Socioeconomic and demographic 

characteristics: NR 

Comorbidities: Not reported 

See Sturgiss 2016a Interviews 

First Author: Sturgiss 

Year: 2017 

Category: B 

To assess the self-

efficacy and 

confidence of GPs 

GPs working in 5 

different general 

practices 

Role: Provider  

Number of providers: 12  

See Sturgiss 2016a Interviews  
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Country: Australia before and after 

implementing a 

weight management 

programme in their 

practice. 

 Providers’ characteristics: 12 GPs 

practised in 5 different general 

practices, 1 rural and 4 urban, and 

had between 4 and 30 years clinical 

experience 

Socioeconomic and demographic 

characteristics: Not reported 

First Author: Turner 

 Year: 2015 

Category: B 

Country: UK 

To determine both 

physiological 

benefits and 

qualitative 

information, namely 

patient satisfaction, 

associated with the 

service. 

Patients with 

obesity attending 

Multidisciplinary 

Weight 

Management 

Clinic 

(MDWMC) at 

Aneurin Bevan 

Hospital, Wales 

Role: Participant  

Number of participants: 180 

Participants characteristics: 131 

female, 49 male, ages ranged 

between 19 and 74 

Socioeconomic and demographic 

characteristics: Not reported 

Comorbidities: Not reported 

Obesity management in Wales includes 

the provision of a 1:1 MDWMC. 

Strategic management of obesity in 

Wales is guided by The All Wales 

Obesity Pathway and recommends 

MDWMCs for people with obesity who 

have one or more co morbidities and 

who have tried several interventions 

without success, or who have complex 

emotional relationships with food. 

Interviews 

First Author: VanWormer 

Year: 2010 

Category: B 

Country: USA 

To examine the 

association between 

participant and 

program experiences 

and satisfaction with 

a weight loss 

intervention. 

Adults (18 years 

or older) with 

obesity (BMI ≥ 

32kg/m2) 

employees of a 

managed care 

organization 

Role: Participant  

Number of participants: 78 (not clear 

if all of these provided qualitative 

information) 

Participants’ characteristics: Mean 

age 46.9 (SD ± 8.3), 70 female, 8 

male, 55 married or living with a 

partner, 23 not married; body weight 

Participants were randomly assigned to 

either an immediate or delayed start 

group. The intervention lasted 6 months. 

During treatment, participants received a 

telephone-based behavioural weight loss 

counselling intervention. The 

intervention included a course manual, 

behaviour change tools (e.g., food/ 

activity log, weight chart, pedometer), 

Written 

responses to 

open ended 

response options 

within a 

questionnaire 
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(kg) 106.2 (SD ± 16.32), BMI 38.3 

(SD ± 5.2) 

Socioeconomic and demographic 

characteristics: 36 college or 

graduate degree, 42 had less than 

college degree  

Comorbidities: Not reported 

and up to 10 telephone counselling calls 

from a registered dietitian and/or health 

educator. In addition, participants 

received a home tele monitoring scale 

and were instructed to weigh themselves 

daily. 

First Author: Young 

 Year: 2017 

Category: B 

Country: USA 

To determine 

whether 

computerized 

provision of weight 

management with 

peer coaching is 

feasible to deliver, is 

acceptable to 

patients, and is more 

effective than in-

person delivery or 

usual care. 

Adults (18 years 

or older) with 

obesity (BMI > 

30 or 28–30kg/m2 

with self-reported 

weight gain of at 

least 10 pounds 

in the last 3 

months), with 

diagnosis of 

schizophrenia, 

schizoaffective 

disorder, bipolar 

disorder, major 

depressive 

disorder with 

psychosis, or 

posttraumatic 

Role: Participant  

Number of participants: 48 (24 

randomized to WebMOVE and 24 

randomized to MOVE SMI) 

Participants’ characteristics: No 

specific data for qualitative analysed 

participants 

Socioeconomic and demographic 

characteristics: No specific data for 

qualitative analysed participants  

Comorbidities: Not reported 

Patients were randomized to a 

computerized weight management with 

peer coaching (Web- MOVE) or in-

person clinician-led weight services, or 

usual care. Both active interventions 

offered the same educational content. 

WebMOVE weekly manualized peer 

coaching was delivered by phone and 

emphasized a strengths-based approach 

with motivational interviewing. MOVE 

SMI is an in-person weight management 

program led by a master’s level mental 

health clinician. The program includes 

24 sessions (8 individual and 16 group), 

each lasting 60 min. Usual care consisted 

of one educational handout on the 

benefits of weight loss, given to 

participants after randomization 

Interviews 
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stress disorder; 

with prescribed 

an antipsychotic 

medication 

First Author: Zizzi 

Year: 2016 

Category: B 

Country: USA 

To explain how these 

services are 

perceived and 

received by 

participants in a 

community-based 

intervention so that 

specific 

recommendations 

can be made to 

health professionals 

working with similar 

populations and in 

similar settings. 

West Virginia 

public 

employees’ 

insurance agency 

weight 

management 

program (WMP), 

which is open to 

insured members 

that have a BMI 

>25 

Role: Participant  

Number of participants: 567 (not 

clear how many provided qualitative 

data within the questionnaire 

Participants’ characteristics: 437 

female, 130 male 

Socioeconomic and demographic 

characteristics: Not reported 

Comorbidities: Self-reported 

medication usage for 36% heart 

disease or high blood pressure, 31% 

anxiety or depression 21% high 

cholesterol, 12.7% diabetes, 9% sleep 

apnea 

The WMP was a 2-year long benefit, and 

a $20 monthly co-payment that allowed 

participants to meet with a registered 

dietitian, exercise physiologist, and 

certified personal trainer at various point 

throughout their time in the program. 

The majority of individuals in the 

program also spoke with a health 

behaviour counsellor via telephone every 

6 to 8 weeks. The WMP was offered at 

approximately 60 approved exercise 

facilities in West Virginia, such as 

YMCAs, wellness centres, fitness 

centres, and physical therapy clinics. 

Written 

responses to 

open ended 

response options 

within a 

questionnaire 

First Author: Owen Smith 

Year: 2014 

Category: C 

Country: UK 

To present a 

synthesis of data 

from two qualitative 

studies in which both 

the development and 

the experience of 

living with morbid 

obesity in men and 

Individuals who 

met the United 

Kingdom NICE 

criteria for a 

morbid obesity 

(BMI ≥ 40, or 

35 kg/m2 with 

comorbidity), and 

Role: Participant  

Number of participants: 31 (Study 1 

n = 13; Study 2 n = 18) 

Participants characteristics: 9 males, 

3 age group 20–29, 11 age group 30–

39, 7 age group 40–49, 9 age group 

50–59, 1 60+ age group 

The qualitative approach to both studies, 

to investigate individual experiences of 

developing and living with morbid 

obesity. The first study (Study 1) as part 

of a broader investigation into patients’ 

experiences of implicit and explicit 

rationing. The core results the second 

study (Study 2) as part of an ongoing 

Interviews 
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women were 

explored in depth. 

sought access to 

treatment for 

their condition 

Socioeconomic and demographic 

characteristics: 15 non manual 

employment, 5 manual employment, 

5 homeworker/carer, 1 retired, 4 

unemployed  

Comorbidities: Not reported  

longitudinal study investigating how 

clinicians communicate with patients 

about the availability of treatment in the 

context of resource scarcity. 

First Author: Owen Smith 

Year: 2016 

Category: C 

Country: UK 

To focus on 

experiences 

of accessing 

treatment for morbid 

obesity in primary 

care. 

Patients and 

providers at a 

weight 

management 

clinic at a general 

hospital in the 

South West of 

England 

Role: Participant and providers  

Number of participants: 22 patients  

Number of providers: 11 

Participants’ characteristics: 7 male, 

15 female, 9 age group 20-39, 12 age 

group 40-59, 1 age 60+ 

Socioeconomic and demographic 

characteristics: 21 white British, 4 

professional, 8 other non-manual, 3 

manual, 6 unemployed, 1 retired 

Comorbidities: 19 joint pain/mobility 

issues, 11 depression/other 

depressive disorder, 10 

breathlessness/respiratory difficulties, 

9 diabetes, 8 hypertension, 4 sleep 

apnoea, 4 cardiac problems, 3 fertility 

issues 

Number of providers: 11 clinicians  

Providers’ characteristics: Clinician 

informants included consultants and 

Data collection was undertaken using in-

depth interviews with patients and 

clinicians working in a specialist 

secondary care facility, and analysis took 

a constant comparative approach. 

Patients were followed from before their 

first consultation in secondary care up to 

36 months after referral. 

Interviews 
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three allied medical professionals 

who worked within the weight 

management service. 

Socioeconomic and demographic 

characteristics: Not Reported 

Categories: A= Qualitative and mixed-methods studies linked to eligible RCTs, including any qualitative data reported as part of papers reporting quantitative outcomes; B= Qualitative and mixed-methods studies 

linked to ineligible RCTs and identified non-randomised intervention studies including any reported qualitative data; C= UK-based qualitative studies not linked to any specific interventions that draw on the 

experiences and perceptions of adults with BMI ≥35 (and/or providers involved in their care). ¥=Studies included in review 2 (long-term randomised and non-randomised studies conducted in UK). BMI= Body Mass 

Index, calculated weight (kg) / height (m2)  
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S1 Figure   Flow chart of included studies 

 

 

 

Database searches 

MEDLINE/Embase         2750 

PsycINFO                        1227 

CINAHL                          1573 

SCI/SSCI                         2956 

CAB Abstracts                   883 

Total                                 9289 

After deduplication          4710 

Selected for full text 

assessment 

N=126 

Identified from 

RCT searches 

N=4 

 

Included 

studies 

N=29 

 

Excluded studies 

N= 97 

BMI<35 or unclear                       N=34 

Not UK/no linked intervention     N=42 

Not qualitative study                     N=10 

Participants ineligible                    N=3 

Intervention ineligible                   N=1 

Not obtained                                  N=7 

 

                Excluded 

        N= 4584 

Total included 

studies 

N=33 
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REVIEW: Qualitative Studies 

 

MEDLINE and EMBASE 

Ovid multifile search: http://shibboleth.ovid.com/  

 

Database: Embase <1980 to 2017 Week 31>, Epub Ahead of Print, In-Process & Other Non-

Indexed Citations, Ovid MEDLINE(R) Daily and Ovid MEDLINE(R) <1946 to Present> 

26th April 2017 

 

 

Date of Search 26th April 2017 

 

1     qualitative research/  

2     exp interviews as topic/ use ppez  

3     exp interview/ use emez  

4     focus groups/ use ppez  

5     grounded theory/  

6     (qualitative or interview$ or focus group?).tw,kw.  

7     (ethno$ or grounded or thematic or realist or interpretive or narrative or discourse 

analysis or discursive or mixed method$).tw,kw.  

8     or/1-7  

9     *obesity/  

10     morbid obesity/ use emez  

11     exp obesity, morbid/ use ppez  

12     (obese or obesity).tw,kw 

13     or/9-12  

14     Weight Loss/ use ppez  

15     weight reduction/ use emez  

16     (weight adj1 (los$ or reduc$ or maint$ or control$ or manag$)).tw,kw. 

17     (reduc$ adj2 (bmi or body mass index)).tw.  

18     (reduc$ adj2 (waist adj3 (ratio$ or circumference))).tw.  

19     (obesity adj1 manag$).tw,kw 

20     anti obesity.tw,kw 

21     or/14-20  
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22     8 and 13 and 21  

23     (obes$ adj3 (morbid$ or severe$ or extreme$)).tw,kw.  

24     8 and (10 or 11 or 23)  

25     22 or 24  

26     25 not (abstract or letter or note or comment).pt. 

27     remove duplicates from 26  

 

PsycINFO 

Ovid: http://shibboleth.ovid.com/ 

Database: PsycINFO <1987 to April Week 3 2017> 

 

Date of Search: 26th April 2017 

 

1     qualitative research/  

2     interviews/  

3     grounded theory/ 

4     discourse analysis/  

5     ethnography/  

6     (qualitative or interview$ or focus group?).tw,kw.  

7     (ethno$ or grounded or thematic or realist or interpretive or narrative or discourse 

analysis or discursive or mixed method$).tw,kw.  

8     or/1-7  

9     obesity/ or body weight/  

10     (obese or obesity).tw,kw 

11     9 or 10  

12     Weight Loss/ or weight control/  

13     (weight adj1 (los$ or reduc$ or maint$ or control$ or manag$)).tw,kw.  

14     (reduc$ adj2 (bmi or body mass index)).tw. 

15     (reduc$ adj2 (waist adj3 (ratio$ or circumference))).tw 

16     anti obesity.tw,kw.  

17     (obesity adj1 manag$).tw,kw 

18     or/12-17  

19     8 and 11 and 18  

20     (obes$ adj3 (morbid$ or severe$ or extreme$)).tw,kw. 
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21     8 and 20  

22     "obesity (attitudes toward)"/  

23     19 or 21 or 22  

 

CINAHL  

http://search.ebscohost.com   

!981- 25th April 2017 

 

Date of Search: 25th April 2017 

 

S1  (MH "Qualitative Studies+")    

S2  (MH "Interviews") OR (MH "Semi-Structured Interview") OR (MH "Structured 

Interview")    

S3  (MH "Focus Groups")    

S4  (MH "Narratives")    

S5  TX qualitative OR TX interview* OR TX focus group*    

S6  TX ( ethno* or grounded or thematic ) OR TX ( realist or interpretive or narrative ) OR 

TX ( discourse analysis or discursive or mixed method* )    

S7  S1 OR S2 OR S3 OR S4 OR S5 OR S6    

S8 (MH "Obesity") OR (MH "Obesity, Morbid")    

S9  (MH "Body Weight")    

S10  TX obese OR TX obesity    

S11  S8 OR S9 OR S10    

S12  (MH "Weight Control")    

S13  (MH "Weight Loss")    

S14  TX weight N1 los* OR TX weight N1 reduc* OR TX weight N1 maint* OR TX weight 

N1 control    

S15  TX weight N1 manag* OR TX reduc* N2 bmi OR TX reduc* N2 body mass  

S16  reduc* N2 waist ratio* OR TX reduc* N2 waist circumference   TX  

S17  S12 OR S13 OR S14 OR S15 OR S16    

S18  (S7 AND S11 AND S17)    

S19  (MH "Obesity, Morbid")    

S20  TX obes* N3 morbid* OR TX obes* N3 severe OR TX obes* N3 extreme*    

S21  S19 OR S20    
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S22  S7 AND S21    

S23 (MH "Attitude to Obesity")    

S24  S18 OR S22 OR S23   

 

Science Citation Index and Social Science Citation Index 

www.webofknowledge.com 

1980 -  28th April 2017 

 

Date of Search: 28th April 2017 

 

# 1  TS=(qualitative or interview* or focus group)  

# 2  TS=(ethno* or grounded or thematic or realist or interpretive or narrative or discourse 

analysis or discursive or mixed method*).  

# 3  #1 OR #2  

# 4  TS=(obesity or obese)  

# 5   TS=(weight NEAR/1 los*) or TS=(weight NEAR/1 reduc*) or TS=(weight NEAR/1 

maint*) or TS=(weight NEAR/1 control*) or TS=(weight NEAR/1 manag*).  

# 6  TS=(reduc* NEAR/2 BMI) OR TS=(reduc* NEAR/2 body mass index)  

# 7  TS=anti obesity  

# 8  TS= (obesity NEAR/1 manag*)  

# 9  #5 or #6 or #7 or #8  

10  #3 AND #4 AND #9  *))) AND DOCUMENT TYPES: (Article)  

 

CAB Abstracts 

Ovid search: http://shibboleth.ovid.com/  

Database: CAB Abstracts <1984 to 2017 Week 15> 

 

Date of Search: 26th April 2017 

1     qualitative analysis/  

2     qualitative techniques/  

3     (qualitative or interview$ or focus group?).tw.  

4     (ethno$ or grounded or thematic or realist or interpretive or narrative or discourse 

analysis or discursive or mixed method$).tw.  

5     or/1-4  
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6     obesity/  

7     (obese or obesity).tw.  

8     6 or 7  

9     weight reduction/  

10     (weight adj1 (los$ or reduc$ or maint$ or control$ or manag$)).tw.  

11    (reduc$ adj2 (bmi or body mass index)).tw.  

12     (reduc$ adj2 (waist adj3 (ratio$ or circumference))).tw.  

13     (obesity adj1 manag$).tw 

14     anti obesity.tw. 

15     or/9-14  

16     5 and 8 and 15  

17     (obes$ adj3 (morbid$ or severe$ or extreme$)).tw.  

18     5 and 17  

19     16 or 18  
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Enhancing transparency in reporting the synthesis of qualitative 
research: ENTREQ 

 

 

ENTREQ Statement: content and rationale 

The ENTREQ statement consists of 21 items grouped into five main domains: introduction, methods 

and methodology, literature search and selection, appraisal, and synthesis of findings (Table 1). For 

each item, a descriptor and examples are provided. Below we present a rationale for each domain 

and its associated items. 

Table 1  

Enhancing transparency in reporting the synthesis of qualitative research: the ENTREQ statement  

No Item Guide and description  

1  Aim 
State the research question the synthesis 

addresses. 

See Page 3 

2  
Synthesis 

methodology 

Identify the synthesis methodology or 

theoretical framework which underpins 

the synthesis, and describe the rationale 

for choice of methodology (e.g. meta-

ethnography, thematic synthesis, critical 

interpretive synthesis, grounded theory 

synthesis, realist synthesis, meta-

aggregation, meta-study, framework 

synthesis).  

See Page 4 

3  
Approach to 

searching 

Indicate whether the search was pre-

planned (comprehensive search strategies 

to seek all available studies) or iterative 

(to seek all available concepts until they 

theoretical saturation is achieved). 

See Page 3/4 

4  Inclusion criteria 

Specify the inclusion/exclusion criteria 

(e.g. in terms of population, language, 

year limits, type of publication, study 

type).  

See Page 3 

5  Data sources 

Describe the information sources used 

(e.g. electronic databases (MEDLINE, 

EMBASE, CINAHL, psycINFO, Econlit), grey 

literature databases (digital thesis, policy 

reports), relevant organisational websites, 

See Page 3 
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No Item Guide and description  

experts, information specialists, generic 

web searches (Google Scholar) hand 

searching, reference lists) and when the 

searches conducted; provide the rationale 

for using the data sources. 

6  
Electronic Search 

strategy 

Describe the literature search (e.g. provide 

electronic search strategies with 

population terms, clinical or health topic 

terms, experiential or social phenomena 

related terms, filters for qualitative 

research, and search limits). 

See Page 3 and S1 Appendix  

7  
Study screening 

methods 

Describe the process of study screening 

and sifting (e.g. title, abstract and full text 

review, number of independent reviewers 

who screened studies).  

See Page 3/4 

8  
Study 

characteristics 

Present the characteristics of the included 

studies (e.g. year of publication, country, 

population, number of participants, data 

collection, methodology, analysis, research 

questions).  

See Page 6/7 and S1 Table 

9  
Study selection 

results 

Identify the number of studies screened 

and provide reasons for study exclusion 

(e,g, for comprehensive searching, provide 

numbers of studies screened and reasons 

for exclusion indicated in a 

figure/flowchart; for iterative searching 

describe reasons for study exclusion and 

inclusion based on modifications t the 

research question and/or contribution to 

theory development).  

See Figure 1, page 5 

10  
Rationale for 

appraisal 

Describe the rationale and approach used 

to appraise the included studies or 

selected findings (e.g. assessment of 

conduct (validity and robustness), 

assessment of reporting (transparency), 

assessment of content and utility of the 

findings).  

See Page 5 
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No Item Guide and description  

11  Appraisal items 

State the tools, frameworks and criteria 

used to appraise the studies or selected 

findings (e.g. Existing tools: CASP, QARI, 

COREQ, Mays and Pope [25]; reviewer 

developed tools; describe the domains 

assessed: research team, study design, 

data analysis and interpretations, 

reporting).  

See Page 5 

12  
Appraisal 

process 

Indicate whether the appraisal was 

conducted independently by more than 

one reviewer and if consensus was 

required. 

See Page 5. Two 
reviewers initially assessed quality of 
included studies using the criteria 
proposed by Toye et al.  During 
subsequent group discussions we 
continued to discuss and reflect 
on key aspects of quality. 

 

13  Appraisal results 

Present results of the quality assessment 

and indicate which articles, if any, were 

weighted/excluded based on the 

assessment and give the rationale. 

 Please see detail provided on pages 

22-23 

14  Data extraction 

Indicate which sections of the primary 

studies were analysed and how were the 

data extracted from the primary studies? 

(e.g. all text under the headings “results 

/conclusions” were extracted electronically 

and entered into a computer software).  

See Page 4 ans S1 Table 

15  Software State the computer software used, if any. N/A 

16  
Number of 

reviewers 

Identify who was involved in coding and 

analysis. 

See Pages 4 

17  Coding 

Describe the process for coding of data 

(e.g. line by line coding to search for 

concepts).  

See Page 4 

18  
Study 

comparison 

Describe how were comparisons made 

within and across studies (e.g. subsequent 

studies were coded into pre-existing 

concepts, and new concepts were created 

when deemed necessary).  

See Page 4 and S1 Table  
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No Item Guide and description  

19  
Derivation of 

themes 

Explain whether the process of deriving 

the themes or constructs was inductive or 

deductive. 

See page 4 

20  Quotations 

Provide quotations from the primary 

studies to illustrate themes/constructs, 

and identify whether the quotations were 

participant quotations of the author’s 

interpretation. 

See Results section  

21  Synthesis output 

Present rich, compelling and useful results 

that go beyond a summary of the primary 

studies (e.g. new interpretation, models of 

evidence, conceptual models, analytical 

framework, development of a new theory 

or construct).  

See Results and discussion section.  
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Motivating factors for engagement            Generally positively valued aspects of WMPs 

  

Personal: 

Growing health 

concerns 

Feelings of 

accountability 

to family 

members 

Familial health 

problems due to 

obesity 

   WMP related: 

Being endorsed 

by health 

professionals 

Being 

novel/exciting 

Opportunity to 

engage in a 

place that was 

valued 

 

Engagement 

Being part of a similar 

group of individuals 

Tendency to favour 

group based activities 

Favouring more 

intensive forms of 

support 

Valuing some flexibility 

re. diet and exercise 

formats 

 

Disliking group activities 

 

Disliking high intensity activities 

 

Linked to 

additional 

physical 

and/or 

psychological 

co-morbidities 
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