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ABSTRACT
Background: An under-explored strategy for increasing physical
activity is the dietary treatment of obesity, but empirical evidence
is lacking.
Objectives: We aimed to compare the effects of weight loss via
severe as opposed to moderate energy restriction on physical activity
over 36 mo.
Methods: A total of 101 postmenopausal female adults (45–65
y, BMI 30–40 kg/m2, <180 min/wk of structured exercise) were
randomly assigned to either 12 mo of moderate energy restriction
(25%–35% of energy requirement) with a food-based diet, or a
severe intervention involving 4 mo of severe energy restriction (65%–
75% of energy requirement) with a total meal replacement diet,
followed by 8 mo of moderate energy restriction. Physical activity
was encouraged, but no tailored or supervised exercise prescription
was provided. Physical activity was assessed with an accelerometer
worn for 7 d before baseline (0 mo) and 0.25, 1, 4, 6, 12, 24, and 36
mo after intervention commencement.
Results: Compared with the moderate group, the severe group
exhibited greater mean: total volume of physical activity; duration of
moderate-to-vigorous-intensity physical activity (MVPA); duration
of light-intensity physical activity; step counts, as well as lower mean
duration of sedentary time. All these differences (except step counts)
were apparent at 6 mo [e.g., 1006 metabolic equivalent of task
(MET)-min/wk; 95% CI: 564, 1449 MET-min/wk for total volume
of physical activity], and some were also apparent at 4 and/or 12 mo.
There were no differences between groups in the 2 other outcomes

investigated (self-efficacy to regulate exercise; and proportion of
participants meeting the WHO’s 2020 Physical Activity Guidelines
for MVPA). When the analyses were adjusted for weight at each
time point, the differences between groups were either attenuated or
abolished.
Conclusions: Among female adults with obesity, including a dietary
component to reduce excess body weight—notably one involving
severe energy restriction—could potentially enhance the effective-
ness of physical activity interventions. This trial was registered at
www.anzctr.org.au as ACTRN12612000651886. Am J Clin Nutr
2022;115:1393–1403.

Keywords: obesity, exercise, postmenopause, randomized con-
trolled trial, diet therapy, diet, reducing, very low energy diet, very
low calorie diet, sedentary behavior

Introduction
Physical inactivity is a modifiable risk factor for a range

of chronic conditions, including hypertension, type 2 diabetes,
cardiovascular disease, cancer, osteoarthritis, depression, and
dementia (1), and a key contributor to the obesity epidemic (2).
The WHO’s Global Action Plan on Physical Activity 2018–
2030 has set a target of reducing physical inactivity by 10%
by the year 2025 and by 15% by the year 2030 (3). However,
the prevalence of physical inactivity in high-income countries
increased by 13.6% between 2001 and 2016 (from 31.5% to

Am J Clin Nutr 2022;115:1393–1403. Printed in USA. © The Author(s) 2022. Published by Oxford University Press on behalf of the American Society for
Nutrition. This is an Open Access article distributed under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/
4.0/), which permits unrestricted reuse, distribution, and reproduction in any medium, provided the original work is properly cited. 1393

https://creativecommons.org/licenses/by/4.0/


1394 Jin et al.

35.8%) (4). These data highlight the challenges of meeting the
WHO’s target by 2030, and the urgent need for effective strategies
to increase physical activity.

A potential but under-explored strategy for increasing physical
activity is the dietary treatment of obesity (i.e., restriction of
energy intake for weight loss). Physical inactivity and obesity
are bidirectionally related, in that physical inactivity contributes
to a positive energy balance, and obesity contributes to physical
inactivity (5, 6). As examples of the latter, people with obesity
experience physical and psychosocial barriers to physical activity
(7), such as pain, impaired mobility, stigmatization, and lack of
confidence. These barriers to physical activity may be reduced
by dietary obesity treatments, because energy restriction and the
resultant weight loss reduce pain (8), increase mobility (9), and
enhance self-esteem and body image (10). Thus, weight loss
may help to increase physical activity in people with obesity.
However, research to date has focused on how physical activity
affects weight loss, as opposed to how weight loss affects
physical activity. Consequently, it is unclear whether—and to
what extent—physical activity changes in response to dietary
treatments of obesity.
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Although it may be plausible that dietary treatments of obesity
could increase physical activity, they could also conceivably de-
crease physical activity. Indeed, a reduction in physical activity—
and/or the energy cost of physical activity—has been observed
during energy restriction with weight loss in humans and other
species, as previously reviewed (11, 12). Some evidence suggests
that these effects may dissipate after restrictions on energy intake
are removed (13) (i.e., during weight maintenance after weight
loss), but this has never been systematically investigated. Further,
different approaches to the dietary treatment of obesity may have
different effects on physical activity, in both the short term and
long term. For instance, compared with traditional food-based
moderately energy-restricted diets, severely energy-restricted
diets, a broad term used to describe very-low-energy diets
(<3300 kJ/d or <800 kcal/d) and low-energy diets (<5000 kJ/d
or <1200 kcal/d), which are typically administered using meal
replacement products, may induce feelings of lethargy or light-
headedness (14), which could potentially hinder physical activity.
Alternatively, severely energy-restricted diets could potentially
increase physical activity during adherence to the diet, via
mildly elevated blood concentrations of endogenously produced
ketone bodies (15), which are associated with a state of
euphoria and which could potentially promote physical activity
(16). Indeed, some clinical trials showed that supplementation
with exogenously administered ketone bodies enhanced certain
measures of physical performance, albeit a recent systematic
review found equivocal and inconclusive findings (17). However,
any such effect of endogenously produced ketone bodies, if
present, would likely dissipate upon reintroduction of food and
weight stabilization.

Taken together, there are theoretical reasons to assume that
different dietary treatments of obesity could increase or decrease
physical activity in the short term and long term, during and after
energy restriction, but empirical evidence is lacking. To this end,
we compared the effects of weight loss via severe as opposed
to moderate energy restriction for the treatment of obesity
on physical activity over sequential time points up to 36 mo
(156 wk).

Methods
This article reports on a secondary analysis of the TEMPO

(Type of Energy Manipulation for Promoting optimum metabolic
health and body composition in Obesity) Diet Trial (ANZCTR
ACTRN12612000651886). This secondary analysis is reported
in line with the Consolidated Standards of Reporting Trials
(CONSORT) statement. The TEMPO Diet Trial was a single-
center randomized controlled trial that aimed to assess the
long-term effects of severe compared with moderate energy
restriction on body composition and cardiometabolic health
in postmenopausal female adults with obesity. The trial was
conducted at the Charles Perkins Centre Royal Prince Alfred
Clinic on the University of Sydney campus in Sydney, New
South Wales, Australia. Ethical approval was obtained from the
Sydney Local Health District Ethics Review Committee, Royal
Prince Alfred Hospital Zone. Written informed consent was
obtained from all participants before participation in this study.
The detailed protocol, including all eligibility criteria, for the
TEMPO Diet Trial has been published previously (18), with
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salient points outlined in what follows. Key inclusion criteria
were female adults aged 45–65 y with BMI (in kg/m2) between
30 and 40, ≥5 y after menopause (i.e., ≥5 y after the last period
of menstrual bleeding, as assessed by answering a screening
question that was asked on 3 separate occasions—once via email,
once over the phone, and once face-to-face, in-person), sedentary
[defined as <180 min (3 h) per week of structured exercise],
and living in the Sydney metropolitan area of New South Wales,
Australia.

Randomization and masking

Participants were randomly assigned using stratified permuted
blocks. Participants were stratified by BMI (<35 and ≥35)
and age (<55 y and ≥55 y), and the 4 stratified groups were
randomly assigned in blocks of 2 with a 1:1 ratio into severe and
moderate energy restriction intervention groups. Randomization
was undertaken by an investigator who was not involved in data
collection or intervention delivery. Neither the researchers who
collected the data nor the participants themselves were masked to
intervention group allocation, because the 2 dietary interventions
were clearly discernible (e.g., from the use or not of meal
replacement products, and from the rate of weight loss). However,
data were objectively collected using an accelerometer and an
online questionnaire, and the data were read by the associated
software (details follow) to avoid measurement bias.

Interventions

Full details of the interventions used in this trial have been
published previously (19); a summary of points pertinent to this
study follows.

Moderate intervention.

The moderate intervention entailed a 12-mo food-based diet
with an energy intake prescription designed to achieve an energy
restriction of 25%–35% relative to estimated energy expenditure.
The food-based diet was based on the Australian Guide to
Healthy Eating (20). It was designed to meet the nutritional
requirements of female adults of the age group recruited to this
trial, while still being within our target for energy intake.

Severe intervention.

The severe intervention used a commercially available total
meal replacement diet (KicStartTM meal replacement products,
Prima Health Solutions Pty Ltd) for 4 mo (16 wk) or until
reaching a BMI of 20, whichever came first, followed by the
moderate intervention for the remaining time up until 12 mo.
The total meal replacement diet was designed to achieve an
energy restriction of 65%–75% relative to the estimated energy
expenditure of each participant.

Prescription for physical activity.

Participants in both intervention groups were given a
consumer-facing pedometer (Omron HJ-203) with which to
monitor their step counts, and brief verbal advice to aim for a

total of 8000–12,000 steps per day and to gradually build up
to doing 30–60 min of moderate-to-vigorous-intensity physical
activity (MVPA) per day, as per our published protocol (18). No
tailored or supervised physical activity intervention or advice was
provided in this trial.

Clinical support.

As previously described (18) and directly quoted here:
"participants were required to attend 21-22 individual dietary
appointments with the trial dietitian (AAG or CH). The initial
individual dietary appointment at week 0 was scheduled for
approximately 90 min, which is also when participants in
the [severe] intervention received their first meal replacement
products (shakes and soups) and protein supplementation as
required [(19)]. Subsequent individual dietary appointments (for
review) were scheduled for 30 min approximately every 2 weeks
for the first 26 weeks of the intervention (i.e., at 1, 2, 4, 6, 8, 10,
12, 15, 16, 18, 20, 25, and 26 weeks relative to commencement
of the dietary interventions, plus an extra appointment at 17
weeks for participants in the [severe] intervention during their
transition from the [severe] to the [moderate] intervention), and
then approximately every month until 52 weeks (i.e., at 29,
33, 37, 41, 45, 51, and 52 weeks). To increase compliance
with individual dietary appointments, participants were able to
complete appointments that did not require face-to-face contact
(i.e., to collect a food, activity, and sleep diary or to collect meal
replacement products and protein) via telephone. After 52 weeks,
participants were given the option of attending monthly group
support meetings of 60-90 min in duration each, facilitated on a
rotating basis by different members of the research team (AAG,
RVS, CH, FQdL and AS), sometimes in association with a guest
facilitator."

Dietary adherence measures

As we have previously stated (21) and as directly quoted
here: "since the use of food diaries to measure adherence to the
prescribed diet is difficult to assess because of missing dietary
records and underreporting among participants with overweight
and obesity [(22)], weight loss was used to monitor adherence
to the diets [(23)]. We expected approximately 1.5 to 2.5 kg/wk
weight loss for participants in the severe intervention [(24)] and
approximately 0.5 to 1.0 kg/wk weight loss for participants in the
moderate intervention [(25)]."

Outcome measures

Accelerometry.

Physical activity was assessed using an accelerometer
(SenseWear Pro Armband, BodyMedia Inc.) and was recorded at
1-min intervals. This accelerometer has previously been validated
for the measurement of physical activity in older adults in
free-living conditions (26). Participants were asked to wear the
accelerometer on the back of the upper left arm, over the triceps
muscle, for 7 consecutive days before each visit to our clinical
research facility for data collection, which for this study occurred
at months 0 (baseline), 0.25, 1, 4, 6, 12, 24, and 36. If the
participant experienced skin irritation from the accelerometer,
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they were encouraged to wear the accelerometer on alternate
arms on alternate days. The time points of 24 and 36 mo are
in addition to the time points listed in our prospective clinical
trial registration (i.e., 0, 0.25, 1, 4, 6, and 12 mo). The reason
for this discrepancy is that after this trial was registered in 2012,
an article was published (in 2014) showing that the effects of
an energy-restricted diet on appetite persisted when measured
at 24 and 36 mo after diet commencement (27). We therefore
hypothesized that any effects of our energy-restricted diets on
physical activity may also persist when measured at 24 and 36
mo after diet commencement, hence these additional time points.

Physical activity data were used if participants wore the
accelerometer for a minimum of 2 weekdays and 1 weekend day
of the 7 d for ≥21 h (87.5%) of each of those days. Participants
were also asked to record any times and reasons for taking off
the accelerometer in a food, activity, and sleep diary that they
were asked to keep for each of those 7-d measurement periods.
For example, if they took off the accelerometer for showering
or swimming (because the accelerometer was not waterproof),
they were asked to record that in their diary. Data were analyzed
using the SenseWear software version 8.1 according to the
manufacturer’s manual.

Main outcome of interest.

All outcomes reported in the current article are secondary
outcomes from a larger trial (the TEMPO Diet Trial). The main
outcome of interest to the current secondary analysis was the
total weekly volume of physical activity [defined as any activity
with an intensity ≥1.5 metabolic equivalents of task (METs)],
expressed in MET-min (the intensity of the activity in METs
multiplied by the number of minutes at that intensity), at each
time point during the trial. For example, a person who was active
at an intensity level of exactly 1.5 METs for 100 min in a week
(or exactly 3.0 METs for 50 min) undertook 150 MET-min of
physical activity that week. This physical activity outcome was of
greatest relevance to the current secondary analysis because the
total volume of physical activity is likely to be more important
for weight management than any other aspect of physical activity
(28).

Additional outcomes.

Additional outcomes for this secondary analysis were weekly
duration of physical activity at different intensity levels (light,
1.5 to <3.0 METs; moderate, 3.0 to <6.0 METs; vigorous,
6.0 to <9.0 METs; and very vigorous, ≥9.0 METs). We
decided a priori that if there were insufficient instances of
vigorous/very vigorous physical activity in the data, moderate
and vigorous/very vigorous physical activity would be combined
and reported as duration per week of MVPA (≥3.0 METs).
Other additional outcomes for this secondary analysis were daily
step counts (recorded with the SenseWear Pro Armband); daily
sedentary time (i.e., activities at <1.5 METs during waking
hours, which would include sedentary activities such as sitting
or lounging, and stationary activities such as standing still);
and score on a self-efficacy to regulate exercise (SEREx) scale
(29). The SEREx scale assessed participants’ confidence in their
ability to exercise regularly (≥3 times/wk) in 18 situations which
are sometimes reported to jeopardize adherence to an exercise

routine, such as after stopping regular exercise owing to illness.
Possible scores for each question ranged from 0—“cannot do
at all,” to 100—“highly certain can do,” and the overall score
was the mean of all 18 questions. The final additional outcome
for this secondary analysis was the proportion of participants
meeting the higher threshold of the WHO 2020 Physical Activity
Guidelines for MVPA, which is to “do at least 150-300 minutes
of moderate-intensity aerobic physical activity; or at least 75-
150 minutes of vigorous-intensity aerobic physical activity; or
an equivalent combination of moderate- and vigorous-intensity
activity throughout the week, for substantial health benefits”
(30). We decided that the higher threshold (i.e., 300 min of
moderate-intensity physical activity or equivalent) was a more
appropriate threshold for the current secondary analysis than
the lower threshold (i.e., 150 min of moderate-intensity physical
activity or equivalent), because 200–300 min/wk of moderate-
intensity physical activity is recommended for preventing weight
regain after weight loss (28).

Statistical analysis

Because this article reports secondary outcomes from a larger
trial (the TEMPO Diet Trial), no power calculations were
performed for any of the outcomes reported in this article. The
sample size calculation for the TEMPO Diet Trial was based
on detecting a between-group difference of 5% in whole-body
lean mass at 12 mo after intervention commencement (21). We
calculated that a target sample size of 100 participants would
provide a power of 90% at a 2-sided α level of 5%, allowing for
≤20% loss to follow-up.

Statistical comparison of longitudinal changes between groups
was performed on an intention-to-treat basis. We used Little’s
test to determine whether missing data were “missing completely
at random.” Comparisons between intervention groups for the
6 continuous outcome variables investigated in this study were
assessed using repeated-measures linear mixed-effect models,
with missing data handled by the restricted maximum like-
lihood estimation function in the linear mixed-effect models.
Intervention group and time point, as well as the interaction
between intervention group and time point, were included as
covariates in the repeated-measures linear mixed-effect models
as “fixed effects,” as was the baseline value of the outcome
under investigation (i.e., the value at month 0), as recommended
previously (31). Further justification for our decision to include
the baseline value of the outcome variable under investigation as
a covariate is the fact that it had a significant influence on the
results of the analyses of all continuous variables. The correlation
between repeated measures was factored into our repeated-
measures linear mixed-effect models by setting individual
participant identification as a random intercept (“random effect”).
When the overall P value for the interaction between intervention
group and time point was <0.05, pair-wise comparisons of the
estimated marginal means (means after adjusting for covariates)
between intervention groups at all of the 7 time points were
conducted, using a Bonferroni-adjusted P value threshold for
statistical significance of 0.0071 (i.e., 0.05 divided by the number
of comparisons being made, which was 7).

In addition to assessing between-group differences as outlined
already, we also used the aforementioned repeated-measures
linear mixed-effect models to assess within-group differences
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Randomly assigned
(n = 101)

FIGURE 1 Flow of participants in the TEMPO Diet Trial. TEMPO, Type of Energy Manipulation for Promoting optimum metabolic health and body
composition in Obesity.

[i.e., values at baseline (month 0) compared with values at all
other time points within each intervention group]. We did this
because health care providers and consumers may be interested
to know the effect of a particular diet compared with not doing
any diet at all, in addition to the effect of one diet compared with
another. Given that we did not have a no-diet control group (which
could be considered unethical for our study population, given
the known health benefits of dietary weight loss interventions
for people with obesity, as was true of participants in this
trial), comparison of baseline (month 0) values with all other
time points was conducted, again using a Bonferroni-adjusted P
value threshold for statistical significance of 0.0071 as described
already.

To determine the possible impact of differences in weight
between the 2 intervention groups (i.e., to control for the fact
that the severe intervention resulted in greater mean weight losses
than the moderate intervention), we reran the repeated-measures
linear mixed-effect models using weight at each time point as a
fixed-effect covariate in the analyses.

Normality of each continuous outcome variable was assessed
by visual inspection of 1) a frequency histogram of each
continuous outcome variable; and 2) a quantile-quantile (Q-
Q) plot of the quantile of each data point for each continuous
outcome variable, plotted against the value of an equivalent
quantile from a normal distribution. Because our data were
normally distributed, we did not perform data transformations.
The assumptions of the repeated-measures linear mixed-effect
models used for our analyses of continuous outcome variables
were assessed by visually inspecting 2 plots for each analysis
of each continuous outcome variable: 1) the residuals of each
observed (raw) data point from the corresponding “fitted” data
point predicted from the model, plotted against the corresponding
fitted data point (this plot should show no obvious pattern); and 2)
a Q-Q plot of the quantile of each residual for each observed (raw)
data point from the corresponding “fitted” data point predicted

from the model, plotted against the value of an equivalent quantile
from a normal distribution (which should produce a straight line
with a positive slope).

The binary outcome variable of meeting or not meeting the
upper threshold of the WHO 2020 Physical Activity Guidelines
(30) for MVPA was analyzed with a generalized mixed-effect
model with logit function within the binomial family, with
missing data handled by the restricted maximum likelihood esti-
mation function. The covariance structure in the aforementioned
generalized mixed-effect model was assumed to be unstructured.
This generalized mixed-effect model was made up of a “fixed-
effect” component—which comprised the covariates of interven-
tion group, time point, and baseline outcome (i.e., meeting or
not meeting the guidelines)—and a “random-effect” component,
which comprised individual participant identification. Note that
the interaction between intervention group and time point was not
statistically significant in this generalized mixed-effect model and
so was not included as a covariate.

All analyses were performed in R version 4.1.2 (R Founda-
tion). The null hypothesis was tested with a 2-tailed test.

Results
A total of 101 participants were recruited to the TEMPO

Diet Trial between March 2013 and July 2016, and were
randomly assigned to either the severe (n = 50) or moderate
(n = 51) intervention (Figure 1). We completed recruitment
at this time because our target of 100 participants had been
met. The mean ± SD age of participants was 57.5 ± 4.2 y,
and the mean ± SD BMI was 34.5 ± 2.5. Overall, 85 (84.2%
of) participants [46 of 50 (92.0%) in the severe group and 39
of 51 (76.5%) in the moderate group] completed the 12-mo
intervention, and 72 (71.3% of) participants [41 of 50 (82.0%)
in the severe group and 31 of 51 (60.8%) in the moderate group]
completed the 36-mo follow-up (21, 32). The trial ended as
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planned, when the last follow-up data from the last participant
were collected, which was in September 2019. At baseline,
participants’ age and anthropometry (i.e., weight, height, and
BMI) and the outcome variables addressed in this study appeared
comparable between the 2 intervention groups, and there were
no apparent differences between participants who completed the
study and those who did not (Table 1). Mean weight loss during
the first 4 mo [published previously (21)] was 44%–73% of
that expected for the severe intervention [i.e., mean weight loss
was 17.4 kg (21), or 1.1 kg/wk, compared with an expected
1.5–2.5 kg/wk (24)] and was 40%–80% of that expected for
the moderate intervention [i.e., mean weight loss was 7.1 kg
(21), or 0.4 kg/wk, compared with an expected 0.5–1.0 kg/wk
(25)]. These findings suggest 40%–80% compliance with the
interventions in the first 4 mo, with lower rates of weight loss
after 4 mo (21) suggesting lower adherence.

Over 98% of our accelerometry data were usable, in that
participants remaining in the trial wore the accelerometer for
a minimum of 2 weekdays and 1 weekend day for ≥21 h
(87.5%) of each day. Little’s test of missing completely at
random for accelerometry data (using total weekly volume of
physical activity as an example) was nonsignificant (P = 0.99),
and thus we concluded that the missing accelerometry data
were missing at random. Because there were only 7 occasions
when a participant recorded removing the accelerometer for
water-based physical activity (e.g., swimming, surfing), these
manually recorded activities were not included in our estimates
of physical activity. We saw very little vigorous activity in our
trial participants (<6.5 min/wk on average across all time points),
so we merged moderate-intensity and vigorous-intensity physical
activity and reported the duration of MVPA (≥3.0 METs).

As shown in Figure 2, mean physical activity was greater
in the severe group than in the moderate group, and mean
sedentary time was lower in the severe than in the moderate
group. These between-group differences are apparent in Figure 2
from the P values for the interaction between intervention group
and time point, which were <0.05 for all of the continuous
outcomes of physical activity/sedentary time investigated in this
study (i.e., total weekly volume of physical activity; weekly
duration of MVPA; weekly duration of light-intensity physical
activity; daily step count; and daily duration of sedentary time).
Pairwise comparisons between intervention groups at each time
point (i.e., at 0, 0.25, 1, 4, 6, 12, 24, and 36 mo) showed P
values less than our Bonferroni-adjusted threshold of 0.0071 at
the 6-mo time point for all these continuous outcomes except
daily step count (Figure 2, Supplemental Table 1). At this time
point (6 mo), and compared with the moderate group, the severe
group exhibited 1006 (95% CI: 564, 1449) more MET-minutes
per week for total volume of physical activity; 147 (95% CI:
71, 223) more minutes per week of MVPA; 210 (95% CI: 71,
350) more minutes per week of light-intensity physical activity;
and 46 (95% CI: 14, 78) fewer minutes per day of sedentary
time (Supplemental Table 1). In addition to these between-group
differences at 6 mo, there were between-group differences with
P values <0.0071 at 4 and/or 12 mo for total weekly volume of
physical activity, weekly duration of MVPA, and weekly duration
of light-intensity physical activity, as shown in Figure 2. For
daily step count, although there was an overall difference between
intervention groups as aforementioned [as indicated by the P
value <0.05 for the interaction between intervention group and T
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FIGURE 2 Effect of severe compared with moderate energy restriction on physical activity in postmenopausal female adults with obesity. (A) Total volume
of physical activity, (B) moderate-to-vigorous-intensity physical activity, (C) light-intensity physical activity, (D) step count, (E) sedentary time, (F) self-efficacy
to regulate exercise. Analyses were performed on an intention-to-treat basis (n = 101: 50 in the severe intervention; 51 in the moderate intervention). Data
shown are estimated marginal means (i.e., group means after controlling for covariates), with whiskers indicating the upper ranges of 95% CIs from a repeated-
measures linear mixed-effect model. Missing data were handled by the restricted maximum likelihood estimation function in the linear mixed-effect model.
The P value shown at the top right of each panel is for the intervention group × time point interaction for the outcome shown in that panel. xP value for the
pair-wise comparison across intervention groups at that time point is <0.0071, the Bonferroni-adjusted threshold for statistical significance (i.e., 0.05 divided
by the number of comparisons being made, which was 7 because there were 7 time points). wP value for the pair-wise comparison from baseline (month 0)
within that intervention group to that time point is below the Bonferroni-adjusted threshold of 0.0071. MET, metabolic equivalent of task; SEREx, self-efficacy
to regulate exercise.

time point (i.e., P = 0.0123); Figure 2], there was no between-
group difference in daily step count with a P value <0.0071
(Figure 2D), indicating a weak effect. This finding suggests that
the greater levels of physical activity observed in the severe
group than in the moderate group may have been due to greater
engagement in activities such as cycling or resistance training
(as opposed to walking), because activities such as cycling or
resistance training are detected by the galvanic skin response
mechanism of the accelerometer, but not by the pedometer.

When compared with baseline, the severe group exhibited
clear within-group increases in physical activity and reductions
in sedentary time (Figure 2). This is denoted by the “w” symbols
near specific filled data points in Figure 2, as well as by P
values below the Bonferroni-adjusted threshold of 0.0071 in
the second column of Supplemental Table 1. These differences
from baseline in the severe group were first apparent at 4 mo
after commencement of the intervention (at which time point
participants were coming to the end of the 4-mo severely energy-
restricted diet), except for step counts, where the difference
was first apparent at 6 mo. The within-group differences from
baseline in the severe group were observed until ≥12 mo after
commencement of the 12-mo intervention (Figure 2). Even at 36
mo, which is 24 mo after completion of the 12-mo intervention,
the severe group demonstrated greater total volume of physical

activity (Figure 2A) and duration of MVPA (Figure 2B), and
lower sedentary time (Figure 2E), than at baseline. In contrast
to the severe group, the moderate group exhibited within-group
increases from baseline at only 1 time point (i.e., at 24 mo for
each of total volume of physical activity and duration of MVPA,
and at 6 mo for light-intensity physical activity, as shown by the
“w” symbols near these open data points in Figure 2, and by
P values <0.0071 in the third column of Supplemental Table
1). The moderate group also exhibited within-group reductions
from baseline in sedentary time at each of 4, 6, 12, and 24 mo
(Figure 2).

There were no significant differences between groups in
SEREx score at any time point, and no changes from baseline
in either group (Figure 2F).

We noted that the pattern of differences between groups
in physical activity was similar to the previously published
(21, 32) pattern of differences between groups in weight.
Specifically, differences between groups in physical activity
(total weekly volume of physical activity; weekly duration of
MVPA; and weekly duration of light-intensity physical activity)
and sedentary time were only seen at one or more of 4, 6,
and 12 mo (Figure 2), which are the time points when the
weight differences between groups were most marked (21, 32).
This led us to hypothesize that the differences in physical
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activity and sedentary time between intervention groups could
be mediated by differences in weight between the groups. To
assess this exploratory hypothesis statistically, we reran the
repeated-measures linear mixed-effect models that were used
to generate Figure 2, this time including weight at each time
point. As seen in Figure 3 and Supplemental Table 2, when
the data were in this way “adjusted for weight,” the differences
between intervention groups were either attenuated (for total
weekly volume of physical activity; and weekly duration of
MVPA) or abolished (for weekly duration of light-intensity
physical activity; daily step count; and sedentary time). For the
outcomes that were attenuated but not abolished by adjusting for
weight (i.e., total weekly volume of physical activity; and weekly
duration of MVPA), the P values for the interaction between
intervention group and time point remained <0.05, but the effect
was weak because pairwise comparisons between intervention
groups at each time point did not reveal any differences with
a P value <0.0071 at any specific time point (Figure 3). Not
only were the differences between intervention groups attenuated
or abolished by adjusting for weight at each time point, the
differences within intervention groups from baseline were also
attenuated (for total weekly volume of physical activity; and
weekly duration of MVPA in the severe group) or abolished (for
all other outcomes for the severe group, and for all outcomes
for the moderate group) (Figure 3, Supplemental Table 2). Thus,
the greater physical activity observed in the severe intervention
group than in the moderate intervention group appears to be
partially—not completely—related to the fact that the severe in-
tervention group lost more weight than the moderate intervention
group.

Despite the differences between intervention groups in dura-
tion of MVPA, there was no significant effect of intervention
group (P = 0.1797) or time point (or the interaction between
them) on the proportion of participants meeting the upper
threshold of the WHO 2020 Physical Activity Guidelines (30)
for recommended weekly duration of MVPA (data not shown).

Discussion
This analysis of objectively measured physical activity sug-

gests that a 12-mo dietary obesity treatment involving 4 mo
consuming a severely energy-restricted total meal replacement
diet resulted in greater amounts of physical activity and lower
amounts of sedentary time than a 12-mo moderately energy-
restricted food-based diet. These differences between dietary
obesity treatments (e.g., up to 147 more minutes of MVPA per
week) were first apparent at 4–6 mo, and persisted up to 12
mo of the 36-mo randomized controlled trial. The differences
occurred without any tailored or supervised exercise prescription.
The apparently greater physical activity in the severe than in
the moderate dietary treatment was partially but not completely
related to the greater weight loss achieved with the severe
treatment [e.g., 19.6% compared with 7.7% of initial weight at
4 mo, and 17.3% compared with 8.8% at 12 mo (21)].

In postmenopausal female adults with obesity, which was the
participant group in the current trial, weight loss and fat loss
have been shown to be more likely or greater when achieved
with the combination of dietary energy restriction plus exercise
than when achieved with dietary energy restriction alone or

exercise alone (33). The findings from the current study would
thus imply that for postmenopausal female adults with obesity,
severely energy-restricted meal replacement diets would be of
benefit, in part by virtue of promoting greater weight loss and
greater physical activity. Because severely energy-restricted meal
replacement diets are being increasingly used in the treatment of
obesity, such as in the publicly funded rollout of these diets for
people with obesity and diabetes in the United Kingdom (34), our
findings are relevant to the increasing number of people who are
using severely energy-restricted meal replacement diets for the
management of obesity.

In our Introduction section, we hypothesized—based on
literature (15–17)—that the elevated circulating ketone body
concentrations observed during a severely energy-restricted diet
may contribute to alterations in physical activity. However, this
is unlikely because unpublished data from our team show that
the differences between dietary intervention groups in circulating
ketone body concentrations were only apparent between 0.25 and
4 mo inclusive (i.e., during the time when participants were on the
total meal replacement diet; Seimon RV, McClintock S, Salis Z,
Inan-Eroglu E, Gibson AA, Harper C, Das A, Roekenes J, King
N, Markovic TP, Franklin J, Caterson ID, Byrne NM, Sainsbury
A, unpublished results, 2022), whereas the differences between
dietary intervention groups in physical activity were apparent at
4, 6, and 12 mo, inclusive. Similarly, it would seem unlikely that
the differences in physical activity between the 2 intervention
groups at 4, 6, and 12 mo were due to difference between the
2 intervention groups in energy restriction per se, because the
difference in energy restriction (prescribed) was only present
until 4 mo inclusive—the same time frame in which differences
in circulating ketone body concentrations were apparent. After 4
mo, both groups were prescribed the same energy restriction (i.e.,
the moderate intervention). These observations are in keeping
with our finding that part of the effect of the dietary interventions
on physical activity (and apparently all of the effect on sedentary
time) were mediated by the effects of the interventions to induce
weight loss. Possible mechanisms by which weight loss could
have promoted physical activity and reduced sedentary time in
this trial are the known effects of weight loss to reduce pain (8),
increase mobility (9), and enhance self-esteem and body image
(10). However, the severe diet had advantages for increasing
total weekly volume of physical activity and increasing weekly
duration of MVPA over and above its effects to induce greater
weight loss than in the moderate group, and the reason for this is
unclear from the current analysis.

To our knowledge, this is the first randomized controlled trial
to investigate the long-term (3-y) impact of different dietary
obesity treatments on objectively measured physical activity.
Previous trials and observational studies have focused on the
effect of physical activity on weight loss or weight maintenance,
as previously reviewed (35). Another strength of this study
is that participants were only given a pedometer and brief
verbal advice from an allied health care professional (not an
exercise physiologist/exercise specialist) to monitor step counts
and increase physical activity in line with guidelines, without
providing any tailored or supervised training program, which
enhances opportunities for clinical translation of the findings
in the real world. A further strength is that there was >98%
participant adherence to wearing a validated physical activity–
monitoring device during the trial. This excellent adherence
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FIGURE 3 Effect of severe compared with moderate energy restriction on physical activity in postmenopausal female adults with obesity, adjusted for
weight. (A) Total volume of physical activity, (B) moderate-to-vigorous-intensity physical activity, (C) light-intensity physical activity, (D) step count, (E)
sedentary time, (F) self-efficacy to regulate exercise. Analyses were performed on an intention-to-treat basis (n = 101: 50 in the severe intervention; 51 in
the moderate intervention). Data shown are estimated marginal means (i.e., group means after controlling for covariates), with whiskers indicating the upper
ranges of 95% CIs from a repeated-measures linear mixed-effect model that included weight at each time point as a covariate. Missing data were handled by
the restricted maximum likelihood estimation function in the linear mixed-effect model. The P value shown at the top right of each panel is for the intervention
group × time point interaction for the outcome shown in that panel. wP value for the pair-wise comparison from baseline (month 0) within that intervention
group to that time point is below the Bonferroni-adjusted threshold of 0.0071 for statistical significance (i.e., 0.05 divided by the number of comparisons being
made, which was 7 because there were 7 time points). MET, metabolic equivalent of task; SEREx, self-efficacy to regulate exercise.

occurred despite the most common complaint from participants
in the trial being discomfort caused by the accelerometer (e.g.,
rashes, which were managed by instructing participants to use
the accelerometer on alternate arms on alternate days). Possible
reasons for the high adherence with accelerometer wear could be
that the accelerometer was given in person to each participant
by 1 of the 2 dietitians working on the trial [except for 8
occasions out of all 606 scheduled occasions (1.3%), when the
accelerometer was posted to the participant], along with verbal
reminders on when and how to wear the accelerometer, and
how to simultaneously use the food, activity, and sleep diary,
which required participants to write down if and why they took
the accelerometer off. These factors, combined with the high
retention in the trial (discussed in what follows), may have
contributed to the excellent adherence with accelerometer use.

The strengths of this study are associated with some
weaknesses. One weakness is that the trial included only
postmenopausal female adults with obesity, therefore the findings
may not be generalizable beyond this population group. Another
weakness is that we did not include a no-dietary restriction
control group, so our study does not offer information on the
efficacy of our low-resource physical activity intervention per
se. However, a recent systematic review and meta-analysis found
insufficient evidence that simple, self-monitored pedometer- or

accelerometer-based interventions were associated with improve-
ments in physical activity (36). A further weakness of this study is
lack of blinding, as is the case for all dietary intervention studies
where the diet that a participant has been randomly assigned
to is apparent to the participant from what they are consuming.
However, physical activity and sedentary time were objectively
collected by the accelerometer, and participants could not see
these data during or after the week in which the data were
collected. An additional weakness is that all of the outcomes
herein reported are secondary outcomes, differences in which the
trial was not powered to detect. Hence, the conclusions presented
in this article cannot be presented definitively.

The current findings were achieved within the context of a
clinical trial involving 21–22 individual appointments with a trial
dietitian in the first year, and the option of attending monthly
group support sessions in years 2–3, along with efforts to build
relations between trial participants and the same team over the
3 y. The trial had a 71.3% retention rate of participants at 36 mo
(82.0% in the severe group, and 60.8% in the moderate group),
which is high compared with some other weight loss trials of the
same or shorter duration, where retention ranged from 97% at
18 mo to 15% at 2 mo, with typical retention being <75% at 12
mo (37). The intense intervention used in our trial likely con-
tributed to this high retention, because a systematic review and
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meta-analysis showed that multicomponent interventions signif-
icantly increased retention in weight loss trials (37). Moreover,
the older age (45–65 y) and generally highly educated status
of participants in our trial may have also contributed to high
retention, given that these factors appear to promote retention,
as reported in a systematic review (38). It remains to be
determined whether the same benefits of substantial weight loss
on physical activity and sedentary time could be achieved using
less intense support (e.g., less regular and/or peer support), in
a different population of individuals. Another unanswered and
related question is how to maintain the increases in physical
activity and reductions in sedentary time beyond 12 mo. Because
part of the effect of the interventions was achieved via the
effect of the interventions to induce weight loss, it is likely that
maintaining a low weight longer-term would promote longer-
term effectiveness of the interventions on physical activity and
sedentary time. Moreover, future research would benefit from
investigating effects of substantial weight loss on the amount
of muscle-strengthening exercise—an outcome not measured
in this study—because muscle-strengthening exercise is also
specifically recommended in the WHO 2020 Physical Activity
Guidelines (30) and has been proposed as potentially important
for preventing loss of bone mineral density during weight loss
using a severely energy-restricted total meal replacement diet in
postmenopausal female adults with obesity (32).

In conclusion, diet-induced loss of substantial body weight
may be an effective strategy to increase physical activity and
reduce sedentary time in postmenopausal female adults with
obesity. Incorporating dietary weight loss interventions into
clinical and public health strategies to promote physical activity
and reduce sedentary time among individuals with obesity
could enhance their effectiveness, particularly if the dietary
weight loss intervention is a severely energy-restricted total meal
replacement diet, implemented under clinical supervision, in part
because these diets result in significantly greater proportions of
people losing substantial amounts of body weight (21, 27, 32).

We thank all our participants for their time and cooperation in this trial
at the Charles Perkins Centre Royal Prince Alfred Clinic on the University
of Sydney campus in Sydney, New South Wales, Australia. We thank Elisia
Manson and Janet Franklin from the Metabolism & Obesity Service at Royal
Prince Alfred Hospital in Sydney, New South Wales, Australia, for providing
their clinical expertise in designing the interventions. Arianne Sweeting from
the Boden Initiative at the Charles Perkins Centre on the University of Sydney
campus in Sydney, New South Wales, Australia, is gratefully acknowledged
for overseeing the safety of the intervention and participant screening. We
also thank Sally McClintock (from the Boden Initiative) for coordinating data
collection from all participants. Ian D Caterson from the Boden Initiative is
also gratefully acknowledged for contributing to the grant application that
supported this research.

The authors’ responsibilities were as follows—AS: conceived the study,
led the grant application that funded the study, oversaw the study conduct, data
analysis and interpretation, and writing/editing of the paper, is the principal
investigator and guarantor of this article, and attests that all listed authors
meet authorship criteria and that no others meeting the criteria have been
omitted; XJ: designed and wrote the first statistical analysis plan, analyzed
the data the first time, and wrote the first draft of all main sections of the
paper, except for the Introduction and Discussion sections; AAG: designed
and implemented the dietary interventions, collected the data, and wrote the
first draft of the Introduction and Discussion sections; ZS: after peer review
designed and planned the second statistical analysis, analyzed the data the
second time, and rewrote relevant parts of the Methods and Results sections;
RVS: oversaw the overall clinical trial and the integrity of all data as they

were collected, and set up and validated the protocols for data collection;
CH: contributed to the implementation of the dietary interventions and data
collection; TPM: contributed to design of the overall trial and oversaw the
safety of the interventions in participants; NMB: contributed with AS to the
grant application that funded the study and gave essential advice in the set-
up and validation of the protocols for data collection; SEK and ES: provided
advice on the statistical analysis plan and context for the research in light
of public health recommendations for physical activity; EI-E: cleaned the
data; FQdL: implemented the SEREx scale used in this study, including
making it available to participants online, and contributed to interpretation of
the resultant data; JA: independently compared currently available research
accelerometers and recommended the SenseWear Pro Armband used in this
study based on those comparisons; ES: contributed to the interpretation of
physical activity results and the design of the physical activity analyses;
and all authors: contributed to editing the paper, and read and approved
the final manuscript. AAG reported receiving payment from the Pharmacy
Guild of Australia and from Nestlé Health Science for presentations at
conferences. ZS reported owning 50% of the shares in Zuman International,
which receives income from educational resources related to adult weight
management and research methodology. RVS reported serving on the Nestlé
Health Science Optifast VLCD advisory board. TPM reported serving on the
NovoNordisk Obesity advisory board and the Nestlé Health Science Optifast
VLCD advisory board, and receiving funds for performing a clinical trial from
the Australian Egg Corporation and giving talks on obesity for NovoNordisk.
AS reported owning the other 50% of the shares in Zuman International
(along with ZS); receiving presentation fees and travel reimbursements from
Eli Lilly and Co, the Pharmacy Guild of Australia, Novo Nordisk, the
Dietitians Association of Australia, Shoalhaven Family Medical Centres, the
Pharmaceutical Society of Australia, and Metagenics; and serving on the
Nestle´ Health Science Optifast VLCD advisory board from 2016 to 2018.
ES receives funding from PAL Technologies (Scotland), manufacturers of
physical activity and sedentary behavior measuring devices. All other authors
report no conflicts of interest.

Data Availability
Data are available on request by emailing the principal

investigator of the TEMPO Diet Trial, AS (amanda.salis@uwa
.edu.au).

References
1. Pedersen BK, Saltin B. Exercise as medicine—evidence for prescribing

exercise as therapy in 26 different chronic diseases. Scand J Med Sci
Sports 2015;25:1–72.

2. Church T, Martin CK. The obesity epidemic: a consequence of reduced
energy expenditure and the uncoupling of energy intake? Obesity
2018;26(1):14–16.

3. World Health Organization. More active people for a healthier
world: global action plan on physical activity 2018–2030. Geneva,
Switzerland: WHO; 2018.

4. Guthold R, Stevens GA, Riley LM, Bull FC. Worldwide trends in
insufficient physical activity from 2001 to 2016: a pooled analysis
of 358 population-based surveys with 1.9 million participants. Lancet
Glob Health 2018;6(10):e1077–86.

5. Cooper AR, Page A, Fox KR, Misson J. Physical activity patterns
in normal, overweight and obese individuals using minute-by-minute
accelerometry. Eur J Clin Nutr 2000;54(12):887–94.

6. Davis JN, Hodges VA, Gillham MB. Physical activity compliance:
differences between overweight/obese and normal-weight adults.
Obesity 2006;14(12):2259–65.

7. McIntosh T, Hunter DJ, Royce S. Barriers to physical activity in obese
adults: a rapid evidence assessment. J Res Nurs 2016;21(4):271–87.

8. Schrepf A, Harte SE, Miller N, Fowler C, Nay C, Williams DA, Clauw
DJ, Rothberg A. Improvement in the spatial distribution of pain, somatic
symptoms, and depression after a weight loss intervention. J Pain
2017;18(12):1542–50.

9. Rejeski WJ, Ip EH, Bertoni AG, Bray GA, Evans G, Gregg EW, Zhang
Q, Look AHEAD Research Group. Lifestyle change and mobility

amanda.salis@uwa.edu.au


Effect of severe versus moderate diets on exercise 1403

in obese adults with type 2 diabetes. N Engl J Med 2012;366(13):
1209–17.

10. Lasikiewicz N, Myrissa K, Hoyland A, Lawton CL. Psychological
benefits of weight loss following behavioural and/or dietary weight
loss interventions. A systematic research review. Appetite 2014;72:
123–37.

11. Sainsbury A, Wood RE, Seimon RV, Hills AP, King NA, Gibson
AA, Byrne NM. Rationale for novel intermittent dieting strategies
to attenuate adaptive responses to energy restriction. Obes Rev
2018;19(S1):47–60.

12. Sainsbury A, Zhang L. Role of the hypothalamus in the neuroendocrine
regulation of body weight and composition during energy deficit. Obes
Rev 2012;13(3):234–57.

13. Camps SG, Verhoef SP, Westerterp KR. Weight loss–induced reduction
in physical activity recovers during weight maintenance. Am J Clin Nutr
2013;98(4):917–23.

14. Franklin JL, Sweeting AN, Gibson AA, Caterson ID. Adjunctive
therapies for obesity: VLEDs, pharmacotherapy and bariatric surgery,
Endocrinology Today 2014;3(1), 32–-27.

15. Gibson AA, Eroglu EI, Rooney K, Harper C, McClintock S, Franklin J,
Markovic TP, Seimon RV, Sainsbury A. Urine dipsticks are not accurate
for detecting mild ketosis during a severely energy restricted diet. Obes
Sci Pract 2020;6(5):544–51.

16. Brown AJ. Low-carb diets, fasting and euphoria: is there a link
between ketosis and γ -hydroxybutyrate (GHB)? Med Hypotheses
2007;68(2):268–71.

17. Margolis LM, O’Fallon KS. Utility of ketone supplementation
to enhance physical performance: a systematic review. Adv Nutr
2020;11(2):412–19.

18. Seimon RV, Gibson AA, Harper C, Keating SE, Johnson NA, da Luz
FQ, Fernando HA, Skilton MR, Markovic TP, Caterson ID, et al.
Rationale and protocol for a randomized controlled trial comparing fast
versus slow weight loss in postmenopausal women with obesity—the
TEMPO Diet Trial. Healthcare 2018;6(3):85.

19. Gibson AA, Seimon RV, Franklin J, Markovic TP, Byrne NM, Manson
E, Caterson ID, Sainsbury A. Fast versus slow weight loss: development
process and rationale behind the dietary interventions for the TEMPO
Diet Trial. Obes Sci Pract 2016;2(2):162–73.

20. National Health and Medical Research Council (NHMRC). Australian
dietary guidelines. Canberra, Australia: NHMRC; 2013.

21. Seimon RV, Wild-Taylor AL, Keating SE, McClintock S, Harper C,
Gibson AA, Johnson NA, Fernando HA, Markovic TP, Center JR,
et al. Effect of weight loss via severe vs moderate energy restriction
on lean mass and body composition among postmenopausal women
with obesity: the TEMPO diet randomized clinical trial. JAMA Network
Open 2019;2(10):e1913733.

22. Bingham SA. Limitations of the various methods for collecting dietary
intake data. Ann Nutr Metab 1991;35(3):117–27.

23. VanWormer JJ, Martinez AM, Martinson BC, Crain AL, Benson GA,
Cosentino DL, Pronk NP. Self-weighing promotes weight loss for obese
adults. Am J Prev Med 2009;36(1):70–3.

24. Mustajoki P, Pekkarinen T. Very low energy diets in the treatment of
obesity. Obes Rev 2001;2(1):61–72.

25. Fogelholm M. Effects of bodyweight reduction on sports performance.
Sports Med 1994;18(4):249–67.

26. Mackey DC, Manini TM, Schoeller DA, Koster A, Glynn NW,
Goodpaster BH, Satterfield S, Newman AB, Harris TB, Cummings SR,
et al. Validation of an armband to measure daily energy expenditure
in older adults. J Gerontol A Biol Sci Med Sci 2011;66A(10):
1108–13.

27. Purcell K, Sumithran P, Prendergast LA, Bouniu CJ, Delbridge E,
Proietto J. The effect of rate of weight loss on long-term weight
management: a randomised controlled trial. Lancet Diabetes Endocrinol
2014;2(12):954–62.

28. Donnelly JE, Blair SN, Jakicic JM, Manore MM, Rankin JW, Smith
BK. Appropriate physical activity intervention strategies for weight
loss and prevention of weight regain for adults. Med Sci Sports Exerc
2009;41(2):459–71.

29. Bandura A. Guide for constructing self-efficacy scales. In: Pajares F,
Urdan T, editors. Self-efficacy beliefs of adolescents. Greenwich, CT:
Information Age Publishing; 2006:307–37.

30. Bull FC, Al-Ansari SS, Biddle S, Borodulin K, Buman MP, Cardon
G, Carty C, Chaput J-P, Chastin S, Chou R, et al. World Health
Organization 2020 guidelines on physical activity and sedentary
behaviour. Br J Sports Med 2020;54(24):1451–62.

31. Twisk J, Bosman L, Hoekstra T, Rijnhart J, Welten M, Heymans M.
Different ways to estimate treatment effects in randomised controlled
trials. Contemp Clin Trials Commun 2018;10:80–5.

32. Seimon RV, Wild-Taylor AL, McClintock S, Harper C, Gibson AA,
Johnson NA, Fernando HA, Markovic TP, Center JR, Franklin J, et al. 3-
year effect of weight loss via severe versus moderate energy restriction
on body composition among postmenopausal women with obesity - the
TEMPO Diet Trial. Heliyon 2020;6(6):e04007.

33. Foster-Schubert KE, Alfano CM, Duggan CR, Xiao L, Campbell
KL, Kong A, Bain CE, Wang C-Y, Blackburn GL, McTiernan A.
Effect of diet and exercise, alone or combined, on weight and body
composition in overweight-to-obese postmenopausal women. Obesity
2012;20(8):1628–38.

34. National Health Service (NHS). Low calorie diets to treat obesity and
Type 2 diabetes [Internet]. London, United Kingdom: NHS; 2021[cited
10 July, 2021]. Available from: https://www.england.nhs.uk/diabetes/tr
eatment-care/low-calorie-diets/.

35. Swift DL, McGee JE, Earnest CP, Carlisle E, Nygard M, Johannsen
NM. The effects of exercise and physical activity on weight loss and
maintenance. Prog Cardiovasc Dis 2018;61(2):206–13.

36. Hodkinson A, Kontopantelis E, Adeniji C, van Marwijk H, McMillan
B, Bower P, Panagioti M. Accelerometer- and pedometer-based
physical activity interventions among adults with cardiometabolic
conditions: a systematic review and meta-analysis. JAMA Network
Open 2019;2(10):e1912895.

37. Pirotta S, Joham A, Hochberg L, Moran L, Lim S, Hindle A, Brennan L.
Strategies to reduce attrition in weight loss interventions: a systematic
review and meta-analysis. Obes Rev 2019;20(10):1400–12.

38. Moroshko I, Brennan L, O’Brien P. Predictors of dropout in weight
loss interventions: a systematic review of the literature. Obes Rev
2011;12(11):912–34.

https://www.england.nhs.uk/diabetes/treatment-care/low-calorie-diets/

