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Objective: Multicomponent programs are recommended for the treatment of children, adolescents, and adults with overweight or obesity. However, program providers often face difficulties reaching their target groups. This systematic review aimed at identifying recruitment strategies for multicomponent overweight and obesity programs in group settings and at summarizing barriers and facilitators for participation.



Methods: We searched electronic databases (MEDLINE, CINAHL, The Cochrane Library, PsycInfo, Web of Science) and included primary studies reporting on recruitment strategies for multicomponent group programs for children, adolescents, and adults with overweight or obesity. All study designs were eligible for inclusion. Study characteristics, recruitment strategies as well as barriers and facilitators were extracted from the included articles, summarized in a table format, and synthesized narratively.



Results: Of the 1,082 articles identified through the systematic literature search, 16 studies met the inclusion criteria and were included in the analysis. Eleven focused on children and adolescents, and five on adults. Recruitment strategies were categorized into active (e.g., referral by health professionals, direct contact) and passive methods (e.g., media advertising, flyers, posters). In most studies, a combination of several active and passive methods was applied or recommended. For socioeconomically disadvantaged groups, some targeted strategies were identified, e.g., recruitment in specific locations or through trained peers. Several possible barriers to recruitment were mentioned in the included studies, e.g., stigmatization, lack of time and resources of the healthcare staff, organizational barriers, lack of motivation of potential participants.



Conclusion: This systematic review identified several active and passive strategies for recruiting children, adolescents, and adults with overweight and obesity into multicomponent group programs. The overview of possible recruitment methods is a valuable decision support to be used by program providers when designing new or adapting existing programs.
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1 Introduction

The World Health Organization (WHO) describes obesity in children, adolescents, and adults as a serious global challenge for public health in the 21st century. It is a significant determinant of disability and death in the WHO European Region, where almost 60% of adults, one in four adolescents and one in three school-aged children live with overweight or obesity (1). Several medical conditions are associated with obesity, including cancer, cardiovascular diseases, diabetes, musculoskeletal complications, and mental health problems (1). Overweight in children and adolescents not only affects their immediate health but is associated with a higher risk and earlier onset of various non-communicable diseases such as cardiovascular disease and type 2 diabetes. It can also have adverse psychosocial consequences, such as discrimination and bullying (2).

Multicomponent behavioral change interventions, offered as one-to-one sessions or in a group, are the standard treatment of overweight and obesity (3, 4). These interventions include diet, physical activity, and behavior change elements (1). Drug therapy can be considered as a complement to lifestyle therapies if the body mass index (BMI) is above 30 kg/m2 or the patient has comorbidities. Bariatric surgery can be an option for adults with a BMI above 40 kg/m2 or between 35 and 40 kg/m2 with comorbidities (4). For children and adolescents, such multicomponent behavioral change interventions should be family-oriented and multidisciplinary (3).

Often, the providers of such (group) programs face difficulties reaching their target groups and motivating them to participate. These recruiting difficulties have been described for several population groups, e.g., children and their families (5), and young adults (6). Socioeconomically disadvantaged and ethnic minority groups have a higher risk for obesity and the associated morbidity and mortality, but may experience various barriers in accessing specific obesity management health services (1, 7).

Therefore, this article aimed to systematically review the scientific literature on strategies for recruiting children, adolescents, and adults with overweight or obesity and motivating them to take part in multicomponent group programs for overweight and obesity, including nutrition, exercise, and behavioral therapy elements. A particular focus was on reaching socioeconomically disadvantaged people. The information on successful recruitment strategies can be used to develop new or adapt existing programs so that they can reach their target groups more effectively.



2 Materials and methods

This systematic review was conducted as part of a larger project on multicomponent group programs for children, adolescents, and adults with overweight or obesity. The project protocol was published on the Open Science Framework (OSF) website (8). The systematic review was conducted following most of the items of the PRISMA 2020 Checklist for systematic reviews (9).


2.1 Systematic literature search

The following electronic databases were searched from May 24 to May 26, 2023: MEDLINE, CINAHL, The Cochrane Library, PsycInfo and Web of Science. An information specialist conducted the database search. We also manually searched the reference lists of eligible articles for further relevant articles. The search strategies for each database are included in the Supplementary Material.



2.2 Inclusion and exclusion criteria

The literature was selected according to the pre-defined inclusion and exclusion criteria (see Table 1). We included studies on programs for children and adolescents from four to 18 years and adults from 18 to 65 years with overweight or grade 1 obesity. Studies on interventions for children under the age of four years and adults older than 65 years were excluded, as were interventions for people with more severe obesity. We included primary studies of all study designs (e.g., RCTs, qualitative studies) that focused on the accessibility of the respective target groups and provided information regarding the recruitment strategies and/or the barriers and facilitators for recruitment. The recruitment strategies and outcomes were described for multicomponent overweight/obesity group programs, including nutrition, exercise, and behavioral therapy elements. We excluded studies of other programs, e.g., focusing on only one aspect, such as nutrition, or with individual rather than group settings. Studies that investigated general facilitators and barriers without being linked to a specific overweight/obesity program were also excluded, as were studies on specific programs for women who are pregnant or have recently given birth.


TABLE 1 Inclusion and exclusion criteria (PICO).
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2.3 Literature selection process

In the first step, titles and abstracts of the identified articles were screened using the website Rayyan (https://www.rayyan.ai/). Articles that appeared relevant were assessed in full text. The abstract and full-text screening was primarily conducted by one author (IR). Uncertainties regarding the study selection were resolved by discussion and consensus with the co-author (SW) or involving a third person (IZK).



2.4 Data extraction and synthesis

The data were extracted from the included articles and put into pre-defined tables for children/adolescents and adults. We extracted the following information:


	–Study characteristics: author, year, country, study design, aim, methods of data collection and analysis

	–Target population, description of the intervention/program (setting, content, duration, number of sessions, team), control intervention

	–Recruitment setting and recruiting person

	–Recruitment strategies: Categorization into passive and active recruitment strategies: passive recruitment strategies are those where potential participants must initiate contact with researchers after being exposed to recruitment materials, such as flyers, posters, newspaper advertisements, or social media posts. These strategies rely on individuals identifying themselves as eligible and interested. In contrast, active recruitment strategies involve direct outreach by researchers or program staff to identify and engage potential participants, including direct physician referrals, targeted mailings to eligible individuals, telephone calls, face-to-face recruitment in clinics or community settings, and community outreach events. The distinguishing feature between these approaches is who initiates contact—in passive recruitment, potential participants make first contact, while in active recruitment, the research team initiates the engagement (10).

	–General recommendations to improve recruitment

	–Recruitment rates

	–Barriers and facilitators for participation



The program descriptions in the articles that focused primarily on recruitment strategies were sometimes incomplete. In such cases, we additionally searched for related publications and extracted the information on the intervention (e.g., content, duration, setting) from these articles.

We analyzed the data narratively (separately for different age groups/generations, where reported). The data extraction and synthesis were performed by one author (IR) and reviewed by another author (SW). The complete data extraction tables are available on request from the corresponding author.



2.5 Quality assessment

The critical appraisal of the methodological quality of the included studies was carried out using the Quality Assessment with Diverse Studies (QuADS) checklist (11) by one author (SW) and reviewed by another author (IR). The QuADS checklist is an assessment based on 13 criteria that can be used for quantitative, qualitative, and mixed methods studies. The assessment of study quality does not result in a final score.




3 Results


3.1 Characteristics of the included studies

The systematic literature search and additional hand search yielded a total of 1,082 sources that were available for the literature selection. Based on the pre-defined inclusion criteria, we excluded 1,013 sources after the abstract screening and reviewed 71 full texts for inclusion. Sixteen studies met the inclusion criteria and were included in the analysis (see Figure 1). Eleven of the 16 studies focused on children and adolescents (12–22) and five on adults (10, 23–26). The articles were published between 2008 (21) and 2022 (14). Ten of the 16 studies were conducted in the United States (10, 12–14, 18, 19, 21, 23–25), two in the United Kingdom (16, 26), two in Australia (20, 22) and one each in the Netherlands (17) and in Germany (15). The objectives of the included studies mainly were to describe, evaluate and compare the different recruitment strategies (10, 12–16, 18–21, 23, 24, 26). Two studies focused primarily on the identification and description of barriers and facilitating factors for the recruitment of the respective target groups (17, 22) and another study aimed to identify appropriate recruitment methods with the help of qualitative research (group discussions) (25).


[image: Figure 1]
FIGURE 1
PRISMA flow chart.


Regarding the study design, half of the included studies were evaluations or descriptions of different recruitment strategies for RCTs (10, 12, 15, 16, 18, 20, 24, 26), whereas another study analyzed the recruitment to a program (21). Two further studies were RCTs that compared different recruitment strategies (14, 23). Another study conducted a secondary analysis of data from three clinical trials (19). Four studies described the results of qualitative surveys (interviews, focus groups) (13, 17, 22, 25).

Concerning the type of data collection and analysis, six studies reported results from qualitative data collection, either exclusively (13, 17, 22, 25) or as a supplement to quantitative data (16, 24). The qualitative data were collected in interviews (13, 16, 17, 22), focus groups/group discussions (22, 24, 25) or as written notes by the recruiters (24), and mostly related to the identification of barriers (13, 17, 22, 24). Quantitative methods were used in twelve studies, but most studies did not describe these in detail. Purely descriptive methods can be found in seven studies (10, 15, 16, 20, 21, 24, 26), mostly involving a quantitative description of the participants depending on the recruitment strategy or the response rates. In addition to descriptive methods, three studies (12, 18, 19) also used correlation methods for secondary analyses of data from other studies, e.g., to determine the relationship between the number of people recruited and specific recruitment methods (18, 19) or characteristics (e.g., BMI, age) (12). The two RCTs (14, 23) tested the effect of different recruitment strategies. The barriers and facilitators were generally described narratively, mainly in the discussion of the publications, and how these barriers and facilitators were collected was not specified. An exception was the qualitative studies, which primarily focused on identifying barriers (13, 17, 22).

The study characteristics are summarized in Table 2.


TABLE 2 Summary of study characteristics.

[image: Table 2]



3.2 Quality appraisal

According to our assessment using the QuADS checklist, all 16 included studies had limitations in certain areas. For example, in some studies, the information on the study sample selection was completely missing or insufficiently described (e.g., only rough information on the characteristics of the study population, no information on dropouts) (15, 17, 21, 22). The data collection process was often not described at all or only in general terms in some studies (e.g., conducting interviews) (17). In addition, some studies provided no or insufficient information on the data content (e.g., missing list of interview questions) (13, 15, 19–21, 24, 26). Apart from this, some studies addressed no or only some limitations without addressing their impact on the results (12). The detailed QuADS assessment can be found in the Supplementary Material.



3.3 Target groups and program characteristics


3.3.1 Children and adolescents

Of the eleven included studies on children and adolescents, the programs of six studies were aimed at children and adolescents (12, 14–16, 19, 21), while one study included children (without a more precise age limit) (13) and three studies included only adolescents (18, 20, 22). The intervention in another study was aimed at the parents of four-year-old children (17). Five studies included children and/or adolescents with overweight or obesity without further defining BMI (12, 14, 16, 18, 20). Three studies specified a BMI above the 85th percentile as an inclusion criterion (13, 21, 22). One publication (19) analyzed data from three studies with different BMI ranges. The program of one study was explicitly aimed at children and adolescents with overweight (not obesity) (15) and another at the parents of children with overweight (17). One study examined a program specifically for African-American families (18), and another included children from families with diverse ethnic backgrounds and low income (12). One study examined recruitment strategies for two interventions delivered in a medically underserved rural area (13). Two other studies defined rural residence as a further inclusion criterion (14, 19).

The programs examined in the eleven studies were carried out in different settings, including clinics, community centers and online. In all programs, the content was delivered (at least in part) in a group setting. The content of the programs covered the areas of nutrition (e.g., eating habits, healthy eating), exercise (e.g., increasing physical activity, reducing sedentary activities, exercise games for children and parents) and behavior (e.g., goal setting, self-monitoring, building positive self-esteem, parenting skills). The program duration ranged from eight weeks (22) to two years (20). Various professional groups were mentioned as carrying out the programs, most frequently dieticians (13, 14, 20–22) and psychologists (14, 19, 22).



3.3.2 Adults

The five included studies (10, 23–26) on recruitment strategies and barriers in adults included different target groups: young adults aged 18 to 34 or 35 years in two studies (24, 25); older adults up to 70 (26) and 75 years (10, 23) in three studies. In two studies, only women were included (23, 24). The inclusion criteria were heterogeneous concerning BMI across the studies: ≥25 kg/m2 (25), ≥30 kg/m2 (26), 25 to 39.9 kg/m2 (24), 30 to 45 kg/m2 (10), and not specified (23). One study included adults who had lost at least 5% of their body weight in the previous 12 months (with a baseline BMI of ≥30 kg/m2) (26). Two studies included African-American and white women (24), and women of different ethnic backgrounds (23), respectively. Another study focused on adults living in rural areas (10).

The interventions examined in the studies of adults were carried out in different settings (e.g., online, community center, primary care practice). All programs included group meetings. In addition, content was also delivered via an interactive DVD (24), telephone contact (25) or individual counselling (26). The content of the programs comprised nutrition (e.g., personalized calorie targets, meal planning and preparation), exercise (e.g., increasing physical activity, self-monitoring) and behavior (e.g., motivational interviewing, self-monitoring, goal setting). The duration of the program ranged from ten weeks (24) to two years (10, 25). The intervention was carried out by dieticians (10, 23, 25), professionals with training in motivational interviewing (25, 26) or psychologists (23).




3.4 Recruitment setting and recruiting person

Most frequently mentioned settings for the recruitment of children and their families for multicomponent overweight or obesity programs included medical practices (pediatricians or general practitioners) and children's clinics (12–15, 17, 20, 21), followed by schools (13, 15, 18, 20, 21) and the community (18, 20). Doctors and their staff (e.g., nurses, social workers) (12, 15, 17, 21), as well as the study or program team (20, 21), were mainly responsible for recruitment. The recruitment of adults took place in primary care practices (10, 26), clinics (not further defined) (24), in the community (25, 26), in universities (25), and fitness centers (26). People responsible for the recruitment included, for example, primary care professionals (10) and university students and staff members trained to be culturally sensitive, speak clearly and listen respectfully (24).



3.5 Recruitment strategies

Fifteen of the 16 included studies reported the applied recruitment strategies, often combining several methods. One possible categorization of recruitment methods is the distinction between active and passive strategies. Active recruitment includes methods in which the recruiters actively identify and approach potential participants (e.g., by telephone, post or in person). In contrast, with passive methods, people identify themselves as potential participants after learning about a program through, e.g., the media, flyers, or posters. In summary, it can be stated that in 10 of the 16 included studies, both active and passive recruitment strategies were applied.


3.5.1 Active recruitment

The most frequently applied active method for recruiting children and adolescents was the referral by doctors (13, 15–17, 21), e.g., by linking the recruitment with already implemented routine examinations in children (16, 17). Referral was described as the most successful strategy in one study, accounting for 47% of all enquiries and 61% of all enrolments to the program (21). In another study with a program for overweight children, referral from the pediatrician was the second most successful strategy regarding the number of enrolled participants (15). Five studies (12, 15, 17, 20, 21) also mentioned strategies to support recruitment that were targeted at healthcare professionals, e.g., by writing directly to healthcare professionals, providing material, or offering information events or training. Another strategy applied in four studies was direct contact of potential participants by letter, mail or telephone (12, 14, 16, 19). One RCT compared active and passive strategies to recruit children and their families and reached more potential participants with active methods than with passive methods such as posters, flyers, and social media (14). In addition to passive and active recruitment strategies, there is a further distinction between opt-in and opt-out methods. Opt-in means that potential participants must contact the study or program team to receive further information if they are interested in the intervention. In an opt-out strategy, potential participants must contact the team (e.g., through a pre-addressed and stamped postcard or by telephone) if they do not wish to receive further information. Opt-out methods were applied in two studies (14, 19) and were recommended especially for recruiting families with younger children, as they were more challenging to reach (19). Screening in schools was applied as a further active recruitment strategy in two studies (15, 21) but was the least successful strategy in one study, with less than 2% of the recruited participants (21).

For the recruitment of adults, direct contact (10, 23), referral by doctors (10, 26) and strategies aimed at healthcare professionals (10, 26) were mentioned by two studies each. Two studies on (young) adults achieved the greatest success by writing to potentially interested people (10, 25): 40% of the study participants were informed of the intervention by mass mailing (25) and in the second study, 66% of the potential participants that contacted the study team, reported being referred by the mailing (10). One RCT compared different types of letters to adults from ethnically diverse backgrounds and reported higher response rates with recruitment letters that were ethnically adapted. In contrast, a personalization of the letters showed no difference (23). Referral by doctors was described as the second most successful strategy in one study, with 21% of potential participants who contacted the study team being referred by a provider during a clinic visit (10). Another study recommended employing peers with similar backgrounds or people with cultural sensitivity training for the recruitment (24).



3.5.2 Passive recruitment

In the studies on children and adolescents, the most frequently used passive recruitment strategies were articles, interviews and advertisements in print media, such as local newspapers (13, 14, 16, 18–21). Radio and television were also used for recruitment in five studies (15, 16, 18, 20, 21). Two studies described media advertising as the most successful recruitment strategy (15, 20): One study reported that most families who contacted the study team for participation stated that they had heard about the program through the media (15); however, almost 80% of these families could not be enrolled because their children were obese and not overweight (which was an inclusion criteria for the program). The second study reported enquiries, enrolments, and recruitment yields for each recruitment strategy. The media advertising accounted for 39% of enquiries, 35% of enrolments, and 12% recruitment yield, which was described as the most successful strategy. The distribution of flyers and brochures at relevant locations, such as educational institutions, health centers, or doctors' practices, was applied in more than half of the studies on children and adolescents (13–16, 19, 20). A commonly used strategy was to give presentations or provide information booths at local or school events (13, 16, 18–20). Four studies (16, 18, 20, 21) mentioned word-of-mouth and the involvement of the experiences of peers as a recruitment strategy, which was particularly relevant in a study focusing on adolescents (20). In one study that included African-American families, specific socio-cultural methods were more successful at first contact than strategies that did not consider socio-cultural background (18): 79% of the recruited families were identified through specific socio-cultural strategies. Further strategies that were used for the recruitment of children, adolescent and their families included displaying posters (e.g., in doctors' practices, community centers) (14, 16), information on websites (14, 20), school newsletters (20, 21), social media (14), press conferences (15), and the cooperation with a Public Relations department (20).

The most frequently mentioned passive strategies for the recruitment of adults were print media (10, 23, 25), social media (10, 25, 26), and information on websites (10, 25, 26). Interestingly, in a study on young adults, less than 1% of participants were recruited through social media. In contrast, information on websites was the second most successful strategy in the same study (22% of the recruited participants) (25). The recruitment method with the greatest yield, however, was mass mailings (40% of the recruited participants), i.e., an active strategy (see above). Further passive methods for recruiting adults that were applied included distributing flyers and brochures (25), mass mailings (25), press releases (26), word-of-mouth (23), and the offer of incentives (e.g., gift vouchers, money, tickets) (25).

One study (10) concluded that passive strategies are typically less expensive but less successful than active ones. In contrast, active strategies, such as proactive phone calls, are very time-consuming and therefore difficult to apply in clinical practice. However, the latter may be more effective in reaching specific populations, such as men, ethnic minorities, those with less education or those with higher medical risks. Due to the higher costs and effort involved with active recruiting strategies, they should be favored for target groups less likely to respond to passive strategies.

The strategies that were applied in the included studies are listed in Table 3. The table also provides additional information regarding the “success” of the methods, if available.


TABLE 3 Summary of recruitment strategies.
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3.6 Barriers and facilitators

The included studies reported numerous barriers to recruiting participants for multicomponent overweight and obesity group programs. These are located at different levels. At a societal level, barriers are related to the perception of overweight and obesity and the associated stigmatization that can be a barrier for the participation in a program (13, 14, 17, 22). At an institutional level, a lack of time and resources was reported (17, 26). At the level of healthcare staff, difficulties or insufficient counselling skills on the part of the healthcare professionals when discussing weight status with patients (or their parents) were mentioned (15, 17, 22, 26), as well as problems with correct identification of overweight, e.g., in younger children (15, 19). At the program level, the main potential barriers are scheduling issues, transport, and other commitments (e.g., childcare) (13, 16, 18). At the participant level, studies on programs for children and adolescents mainly reported barriers concerning the parents, e.g., lack of motivation for treatment (this was described especially for families with children who are overweight, not obese) (15, 17, 21), underestimation of children's weight status (15, 17, 21), time constraints on families, competing demands or other challenges with higher priority, or low health literacy (13, 17, 21). Barriers on the part of children and adolescents included fear of bullying and discrimination (22). For adults, potential barriers included previous weight loss failures and lack of interest in long-term lifestyle changes (24).

Some studies also reported facilitators to address these barriers, such as flexible scheduling, support with childcare and transport, proximity to program locations, incentives and continuous individual support (13, 18).




4 Discussion

Multicomponent lifestyle interventions are recommended for children, adolescents, and adults who are overweight or obese. However, program providers often face challenges in recruiting and motivating target groups to participate in such a program. This systematic review identified different strategies that can be used to improve the recruitment of children, adolescents, and adults with overweight or obesity to multicomponent group programs. Based on a systematic literature search, 16 studies were included and analyzed narratively. Recruitment strategies were categorized into active and passive methods. The information on how many of the people approached took part in the program (i.e., recruitment rates) was very heterogeneous, and the studies sometimes came to contradictory results, e.g., as to whether passive (e.g., via the media) or active (e.g., by referral) recruitment methods are more successful. Consequently, a combination of active and passive methods was often used or recommended in the included studies. The identified recruiting strategies did not differ significantly between children, adolescents, and adults. One reason could be that parents and caregivers need to be involved in programs for children and adolescents, and the strategies are therefore also directed at them. For socioeconomically disadvantaged groups, some targeted strategies were identified, e.g., recruitment in specific locations or through trained peers. Several possible barriers to recruitment were mentioned in the studies included, ranging from barriers on a societal level (e.g., stigmatization) to barriers at the level of healthcare professionals (e.g., lack of time and resources, insufficient counselling skills) and the participant level (e.g., organizational barriers, lack of motivation).

The interpretation of the results of this systematic review must be performed against the background of some limitations of the included literature. The assessment of the quality of the included studies using the QuADS tool showed that all studies had limitations in certain areas, e.g., insufficient information on the selection of the study sample or data collection and insufficient addressing of the limitations of the studies. Generally, the methods used for data collection and synthesis were often not described in detail. This is probably because a large proportion of the included studies—except for the two RCTs and the four qualitative studies—present the description of recruitment strategies for other studies (e.g., RCTs), rather than the use and success of strategies being investigated or compared with each other in a suitable study design. It remains unclear whether the results are transferable to program recruitment (i.e., independent of studies or evaluations) or whether different mechanisms or barriers would be relevant. In addition, the recruitment results were reported very heterogeneously in the studies and could therefore not be summarized. Furthermore, ten of the 16 studies were conducted in the US, which could influence the transferability of the results to the context of other countries. The barriers to recruitment were the focus of some qualitative studies, which were systematically surveyed and clustered in these studies (using interviews or focus groups). In the other studies, barriers were only reported narratively (sometimes as part of the discussion), and how they were collected was not described. Overall, the results on the recruitment strategies and the identified barriers should therefore not be seen as reliable, robust evidence, but primarily as a selection of different options that were supplemented with indications of which strategies could work in which areas for which target groups.

Furthermore, some identified recruiting strategies should be critically analyzed from an ethical perspective. For example, two studies on children and adolescents (14, 19) reported good recruitment rates using opt-out methods. In this case, potential participants must contact the program team (e.g., by telephone) within a specified time period if they do not wish to receive information about a study or program; otherwise, they are automatically contacted with further information. From a behavioral economics perspective, this strategy works because people generally tend to choose the option requiring no action (19). Even if the aim here is not to include people directly in a study or program unless they choose the opt-out option, but merely to contact them with information about a program, the question still arises from an ethical perspective whether this approach of providing information without being asked is justifiable.

Besides, as the fear of stigma has been mentioned as an important barrier to participation in overweight and obesity group programs in some of the included studies, the aspect of stigmatization and discrimination needs to be considered within these programs. Often, people who are overweight or obese experience stigmatization and discrimination, also within the healthcare system. Potential consequences of stigmatization in patients with obesity include, e.g., an increase in eating disorders, a decrease in physical activity, further weight gain, increased risk for depression and suicidality, and avoidance of medical consultation (27). Weight-neutral approaches focus on promoting health, improving physical and psychosocial well-being and quality of life. They aim to reduce weight-related stigma (28) and can therefore be considered to address this barrier.

To our knowledge, this is the first systematic review that summarizes recruitment strategies for both children and adults with overweight or grade one obesity to multicomponent obesity group programs. Other reviews on recruiting had other or broader inclusion criteria regarding the intervention and/or target groups (e.g., nutrition and physical activity interventions for all adults, not focusing on overweight/obesity) (29–31), or analyzed barriers and facilitators for children only (32, 33). Overall, these reviews resulted in similar conclusions to our review. For example, the systematic review of Lam et al. (30) regarding recruiting young adults to lifestyle interventions not limited to overweight/obesity programs showed that most studies used two or more strategies for recruiting participants rather than limiting to one strategy. Passive strategies were more common, including print advertising, announcements, mass mailings, and emails, which were the top three methods. Moreover, Guagliano et al. (31) suggested a multifaceted recruitment approach to provide potential participants with repeated exposure to information on the intervention. A systematic review from Clayton et al. (33) on barriers and facilitators of children's participation in nutrition, physical activity, and obesity interventions found time constraints, transportation and lack of childcare to be the most common reported barriers. The authors concluded that facilitating factors involve offering compensation or incentives, referrals by healthcare professionals, support from staff or other parents, and using bilingual staff to recruit participants in some studies (33). Personal and program logistics were also identified as an important recruiting barrier in another systematic review that analyzed barriers and facilitators to initial and continued attendance at community-based lifestyle programs. Further barriers included parental denial of their child's health problem as well as the stigma related to overweight and obesity (32). Generally, recruitment reporting and the effectiveness of different methods should be improved (29, 31).

Despite the unique feature of this systematic review, the results of the review should be viewed in the context of its limitations. Firstly, the review focused on specific interventions, namely, multicomponent overweight and obesity group programs, covering nutrition, physical activity, and behavioral therapy elements. For this reason, only studies reporting on recruitment strategies focusing on these programs were included. Studies on programs in other settings (e.g., individual, inpatient, workplace, school) were omitted, although these studies could also provide valuable information regarding the recruitment of target groups. In addition, behavioral change interventions remain valuable for individuals with higher grades of obesity, particularly as adjunctive treatment and for weight maintenance following more intensive interventions. This represents an important area for future research beyond our current review's scope. Secondly, despite our initial intention to focus on recruitment strategies targeting socioeconomically disadvantaged populations, as stated in the introduction, our systematic review yielded insufficient data specifically addressing this demographic. This represents an important gap in the current literature and highlights the need for future research to explicitly examine effective recruitment strategies for socioeconomically disadvantaged individuals in multicomponent group programs for overweight and obesity. Thirdly, the limited reporting of facilitators compared to barriers in the reviewed literature represents a significant research gap. In addition, quantitative comparison of recruitment success across strategies was hindered by inconsistent reporting in primary studies, with varied definitions of recruitment outcomes and limited information on eligible populations. Moreover, another limitation is the lack of comparative effectiveness data in the included studies, which prevented us from determining which recruitment strategies work best for specific populations or contexts. Future research should evaluate the comparative effectiveness of different recruitment approaches to provide evidence-based guidance for practitioners. Finally, we used the QuADS tool to assess the methodological quality of the included studies because we aimed to consider various study designs (quantitative, qualitative, mixed-methods) and preferred to use the same tool for all studies. However, the QUADS tool is not designed to determine a final score or categorization, making it more challenging to account for methodological limitations. In the summary table, no distinction was made regarding the type of study from which the information was extracted, except for the two RCTs.



5 Conclusion

This systematic review summarizes methods and strategies for recruiting children, adolescents, and adults with overweight and obesity into multicomponent group programs. It is generally recommended to combine passive and active strategies, e.g., referral by health professionals and advertisements in the media, to reach the respective target groups. Due to some limitations of the included literature, the results of this systematic review are not robust evidence with “guaranteed success” but should be understood as an overview of valuable options that can be applied and considered by program providers when designing or adapting programs, depending on the framework conditions and target groups.
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