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Abstract Physical activity and exercise are key components in obesity management and in the perioperative care of meta-
bolic bariatric surgery (MBS) patients. However, in Latin America, clinical practice remains heterogeneous and lacks region-
ally adapted, evidence-informed recommendations.

Aim To develop clinical exercise recommendations for adults with obesity and for patients undergoing MBS, based on
expert consensus informed by current evidence.

Methods A three-round modified Delphi process was conducted with Latin American experts in exercise science, obesity,
and MBS. Recommendations covered assessment, exercise prescription, perioperative management, long-term follow-up,
and virtual care. Experts were instructed to prioritize recent evidence published within the previous five years, and rec-
ommendations were formulated using the PICO framework as a pragmatic guide. Agreement was assessed on a S-point
Likert scale. Positive consensus required>70% agreement, <15% disagreement, standard deviation<1.0, and interquartile
range <1.0. Response stability was evaluated using the coefficient of variation (<20%).

Results Thirty-one experts participated. Of 121 proposed recommendations, 106 reached positive consensus: 45 for obesity
management and 61 for MBS. These recommendations provide guidance on individualized assessment, exercise prescrip-
tion, perioperative strategies, long-term physical activity maintenance, and virtual care. No recommendations reached nega-
tive consensus.

Conclusions This consensus provides the first region-specific, clinically oriented exercise recommendations for obesity and
MBS in Latin America. It supports multidisciplinary practice, promotes standardization of care, and provides a framework
for future updates and implementation studies.

Key Points

e Physical exercise is an essential therapeutic component of comprehensive care across all phases of obesity management
and metabolic bariatric surgery.

e Exercise prescription should be individualized, progressive, and multimodal, incorporating strategies to reduce sedentary
behavior.

e Physical exercise should be initiated early and maintained long-term after metabolic bariatric surgery, as it plays a key
role in optimizing and sustaining clinical outcomes.

e [ong-term follow-up and virtual care models enhance adherence and support continuity of care.

e Exercise programs should be interdisciplinary and adapted to the Latin American context to ensure adherence and clini-
cal effectiveness.
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Introduction

Obesity is a chronic, multifactorial disease associated with a
substantial increase in cardiometabolic morbidity and mor-
tality, functional impairment, and significant psychosocial
consequences [1—4]. Despite advances in understanding its
pathophysiology, its global prevalence continues to rise,
placing a substantial economic burden on healthcare sys-
tems worldwide [4, 5]. Nevertheless, most clinical guide-
lines for obesity management are based predominantly on
evidence generated in European and North American popu-
lations, which may limit their applicability across diverse
epidemiological, socioeconomic, and healthcare contexts
[6].

In Latin America, this situation is further exacerbated by
pronounced social inequalities, with physical activity and
structured exercise levels consistently below international
recommendations, driven in part by high rates of sedentary
behavior across all age groups [7-9]. Excess body weight
represents substantial and growing costs for individuals,
healthcare systems, and national economies, largely driven
by productivity losses and the increasing burden of chronic
diseases [4, 10—13].

Metabolic Bariatric Surgery (MBS) is an effective inter-
vention within the comprehensive management of obesity,
resulting in substantial and sustained reductions in body
weight, improvements in obesity-related comorbidities, and
increases in life expectancy and quality of life [14]. Post-
MBS outcomes exhibit clinically relevant variability influ-
enced by biological and behavioral factors and adherence to
long-term interventions, which may lead to weight regain or
the need for pharmacotherapy or revisional surgery [15, 16].
This variability has prompted the development of interna-
tional consensus initiatives to standardize definitions, clini-
cal criteria, and therapeutic approaches in obesity and MBS
[17-19], yet clinical implementation of physical exercise
across therapeutic stages remains only partially addressed.

Evidence consistently supports the role of physical
activity and structured exercise throughout the medical
and surgical management of obesity. These interventions
improve cardiorespiratory fitness, preserve fat-free mass,
reduce sedentary behavior, and lower the risk of weight
regain [20-24]. Long-term adherence is a key determinant
of these benefits [25, 26]. Despite this evidence, important
gaps remain in the integration of exercise into multidis-
ciplinary obesity care, particularly regarding assessment
strategies, professional roles, exercise prescription, and
long-term follow-up [27, 28].

Despite the publication of international frameworks
addressing physical activity in obesity, including the
updated ACSM Consensus Statement (Jakicic et al., [29])
and the EASO Physical Activity Working Group synthesis
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(Oppert et al., (30]), several aspects of exercise assessment,
prescription, and implementation across the continuum
of obesity and MBS care remain insufficiently addressed.
More recently, Fernandez-Alonso et al. [31] synthesized the
available randomized evidence and proposed expert-based
recommendations for physical activity after MBS. How-
ever, these recommendations focus primarily on postopera-
tive exercise and were not intended to address the broader
spectrum of clinical care, including functional assessment,
prehabilitation, perioperative management, long-term fol-
low-up, virtual care, or implementation within the Latin
American healthcare context.

MBS creates a distinct physiological context that justi-
fies specific exercise recommendations. Rapid fat-free mass
loss, exceeding 8 kg during the first postoperative year,
together with the increased risk of sarcopenia and sarcope-
nic obesity, requires exercise strategies that differ from those
recommended for obesity management alone [32-34]. In
addition, procedure-specific mechanisms—including nutri-
ent malabsorption, mechanical unloading, and hormonal
changes—may differentially affect musculoskeletal health
and require tailored monitoring and exercise prescription
[35]. These physiological adaptations are accompanied by
time-sensitive safety considerations, including the recom-
mended initiation of resistance training at 4—6 weeks after
surgery and the postponement of high-intensity exercise
until 8—12 weeks postoperatively [31]. These aspects are not
addressed in general physical activity guidelines for obe-
sity and further support the need for MBS-specific exercise
recommendations.

In Latin America, the rapid expansion of MBS programs
and the progressive incorporation of kinesiologists, physio-
therapists, and exercise professionals into multidisciplinary
teams have created a growing need for region-specific,
evidence-informed guidance. Obesity across the region
is shaped by environmental, socioeconomic, cultural, and
political determinants that are not fully reflected in exist-
ing international recommendations [36]. In addition, physi-
cal inactivity shows marked inequalities according to sex,
income, and urban—rural residence [37].

Researchers in Latin American exercise science have con-
sistently noted that many obesity-related strategies represent
adaptations of recommendations developed in high-income
countries without adequate contextualization [38]. Similar
concerns have also been described in the global health liter-
ature, where clinical guidelines developed for resource-rich
settings are often difficult to implement in low- and middle-
income countries because of differences in healthcare infra-
structure and resource availability, a phenomenon referred
to as unfit guidelines [39]. Although national initiatives
exist, including the Chilean recommendations for exercise
after MBS [40], no previous Latin American consensus has
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comprehensively addressed functional assessment, exercise
prescription, prehabilitation, perioperative management,
and long-term follow-up across the diversity of healthcare
settings in the region. The recommendations developed
through this consensus were therefore designed to reflect
the clinical, cultural, and healthcare characteristics of Latin
America and to facilitate the implementation of evidence-
based exercise within multidisciplinary obesity and MBS
care across the region.

Methodology

A modified three-round Delphi methodology was conducted
to establish recommendations based on expert opinion
informed by recent scientific evidence [41—44]. A coordi-
nating team of five physical activity science professionals
was formed, all with postgraduate training and at least ten
years of experience as clinicians, researchers, or both, dedi-
cated to individuals with obesity and/or MBS, responsible
for planning, execution, statistical analysis, and reporting.

Two chapters organized around thematic axes were struc-
tured as follows:

1. Obesity: comprehensive clinical and functional assess-
ment, exercise prescription, maintenance through physi-
cal exercise, longitudinal follow-up, and virtual care.

2. Metabolic Bariatric Surgery: surgical prehabilitation,
inpatient management, postoperative outpatient care up
to 12 months, maintenance and follow-up beyond one
year after surgery, and the use of virtual care.

For each thematic axis, two coordinating team members
developed guiding questions to support the literature review
and recommendation development, subsequently reviewed
by two additional coordinators; a third arbitrated disagree-
ments regarding inclusion or exclusion of questions (Sup-
plementary Material 1).

Thirty-five experts from Latin America were contacted
and invited to participate if they met the following eligibil-
ity criteria:

a) Residence or professional practice in Latin America,
to ensure regional representativeness and geographic
diversity.

b) Formal academic training including an undergraduate
degree and postgraduate studies in physical activity sci-
ences, physiotherapy, physical education, or medicine,
with additional consideration for graduate training in
clinical exercise physiology, sports medicine, public
health, or MBS.

¢) A minimum of five years of professional experience in
exercise prescription and implementation for individuals
with obesity and/or those undergoing MBS.

d) Verifiable technical or scientific involvement, including
participation in scientific societies, contribution to clini-
cal guidelines, or authorship of scientific publications in
the field.

Interested experts were registered and eligibility documen-
tation reviewed. Confirmed participants received formal
invitations by email and returned a signed letter confirming
voluntary, unpaid participation and disclosure of potential
conflicts of interest.

On April 2, 2025, an online informational meeting was
held to present the consensus methodology, establish work-
ing groups, distribute guiding questions, appoint group
leaders, and share a Gantt chart of activities and timelines
(Supplementary Material 2).

Consensus Criteria

Consensus criteria were established a priori using a 5-point
Likert scale, as follows:

Positive Consensus: >70% of experts rated the recom-
mendation with scores of 4 or 5, and <15% with scores of 1
or 2. Standard deviation<1.0. Interquartile range<1.0.

Negative Consensus: >70% of experts rated the recom-
mendation with scores of 1 or 2, and <15% with scores of 4
or 5. Standard deviation<1.0. Interquartile range <1.0.

No Consensus: recommendations not meeting either of
the above criteria. Items with high dispersion or without
clustering at scale extremes (e.g., mode=3) were consid-
ered to have no consensus. Recommendations reaching
negative consensus were excluded from the final document
[42, 45, 46].

Literature Review and Formulation of
Recommendations

Following review of the guiding questions, each expert
group selected questions for recommendation development
and conducted the literature review. The review was con-
ducted as a structured, evidence-informed search to support
recommendation development within the modified Delphi
process, rather than as a formal systematic review. Experts
received methodological guidance to search PubMed, priori-
tizing evidence from the previous five years, and to consider
systematic reviews with or without meta-analysis, random-
ized controlled trials, longitudinal cohort studies, and clini-
cal practice guidelines relevant to physical exercise, obesity,
and MBS. Search terms were tailored to each thematic axis,
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combining terms related to obesity, MBS, exercise prescrip-
tion, functional assessment, prehabilitation, postoperative
care, and telerehabilitation, as appropriate.

Expert groups reviewed available evidence and for-
mulated preliminary recommendations, integrating clini-
cal judgment, feasibility, safety, and applicability to Latin
American contexts. When direct evidence from Latin
American populations or specific MBS phases was limited,
recommendations were developed by combining the best
available international evidence with panel expertise. Adap-
tation of international evidence to the regional context was
operationalized through the Delphi voting process itself,
contextualizing implementation rather than modifying the
underlying evidence, in which experts from different Latin
American countries iteratively evaluated the feasibility,
safety, and clinical applicability of each recommendation
within their local practice settings. Recommendations were
not tailored to specific countries or sub-regions; they rep-
resent pan-Latin American guidance, designed to be appli-
cable across the region as a whole.

The PICO framework was suggested as a pragmatic
guide for recommendation formulation, identifying the tar-
get population, intervention, comparator when applicable,
and clinically relevant outcomes.

Each expert group translated evidence into recommen-
dations for its assigned thematic axis. Recommendations
were drafted, discussed within the group, and submitted
to the coordinating team before Delphi rounds. Wording
was refined based on evidence, clinical judgment, safety,
feasibility, and applicability to Latin American healthcare
contexts. A formal certainty-of-evidence grading system
such as GRADE was not applied; recommendation strength
reflects Delphi agreement and should not be interpreted as a
formal evidence grade.

Recommendations were originally developed in Span-
ish and translated into English for journal submission after
completion of the Delphi process and final approval.

After each round, the coordinating team analyzed agree-
ment, disagreement, dispersion, and response stability, and
summarized comments by chapter and axis. Recommen-
dations requiring clarification or rewording were refined
before the next round. The third round confirmed final
agreement, response stability, and fulfillment of predefined
consensus criteria.

The experts who formulated the preliminary recommen-
dations also served as raters across the three Delphi rounds,
consistent with established modified Delphi approaches
in clinical practice guideline development. This overlap is
acknowledged as a potential source of endorsement bias and
is addressed in the Limitations section of the Discussion.
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Survey Instrument

A structured electronic survey was developed using Google
Forms and distributed via email. The instrument included
both chapters with their thematic axes. Experts rated agree-
ment with each recommendation using a 5-point Likert
scale (1=Strongly disagree, 2=Disagree, 3 =Neither agree
nor disagree, 4=Agree, 5=Strongly agree).

An open-text field allowed experts to submit comments on
any recommendation. After each round, the coordinating team
reviewed qualitative feedback, shared it with corresponding
expert groups by chapter and thematic axis, and refined rec-
ommendations requiring clarification or further discussion
before inclusion in the next round. Experts were instructed to
rate overall agreement with each complete recommendation
and to submit specific concerns via the comment field.

Prior to distribution, the survey instrument was pilot tested
in July 2025 to assess clarity, comprehension, and technical
functionality. Feedback obtained during piloting was used
to refine item wording before the first Delphi round. Pilot
responses were not included in the final consensus calculations.

Statistical Analysis

Statistical analyses were performed using SPSS version 24.
For each recommendation, mean, median, mode, standard
deviation, and interquartile range were calculated; frequen-
cies and percentages were reported for Likert categories 1-2
(disagreement) and 4-5 (agreement) [41, 47]. Response stabil-
ity was assessed using the coefficient of variation (CV<20%
indicating good stability) [45, 46]. This consensus process was
reported following the ACcurate COnsensus Reporting Docu-
ment (ACCORD) checklist (Supplementary Material 6).

Ethical Considerations

The study was approved by the Scientific Ethics Committee
of the Chilean Society of Metabolic Bariatric Surgery and
conducted in accordance with the Declaration of Helsinki.
The coordinating team declared no conflicts of interest and
maintained confidentiality throughout the process.

Results

A total of 31 experts were recruited. Of these, two withdrew
during the literature review and recommendation devel-
opment phase, and two did not complete the third Delphi
round. Table 1 summarizes the characteristics of the partici-
pating experts across the rounds.
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Table 1 Characteristics Of The Expert Panel By Delphi Process Round

Characteristics Round 1 Round 2 Round 3
(n=29) (n=29) (n=27)
July 29-31,  August September
2025 23-25,2025 27,2025
Female 14 (48,30) 14 (48,30) 13 (48,10)
Male 15 (51,70) 15 (51,70) 14 (51,90)
Country of residence, n (%)
Chile 15 (51,70) 15 (51,70) 14 (51,90)
Argentina 6 (20,70) 6 (20,70) 6(22,20)
Brazil 4 (13,80) 4 (13,80) 4 (14,80)
Colombia 1 (3,40) 1 (3,40) 1(3,70)
Mexico 1 (3,40) 1 (3,40) 1(3,70)
Uruguay 1 (3,40) 1 (3,40) 1(3,70)
Peru 1 (3,40) 1 (3.,40) 0(0)
Profession, n (%) *
Physiotherapy 17 (58,60) 17 (58,60) 16 (59,30)
Medicine 2 (6,90) 2 (6,90) 1(3,70)
Physical Education 11 (37,90) 11 (37,90) 11 (40,70)
Teacher
Strength and Condi- 2 (6,90) 2 (6,90) 2 (7,40)
tioning Coach
Highest academic degree attained, n (%)
Bachelor’s degree 6 (20,70) 6 (20,70) 6 (22,20)
Postgraduate diploma 5 (17,20) 5(17,20) 4 (14,80)
Master’s degree 11 (37,90) 11 (37,90) 11 (40,70)
Doctorate PhD 2 (6,90) 2(6,90) 2 (7,40)
Postdoctoral 4 (13,80) 4 (13,80) 3 (11,10)
Not specified** 1 (3,40) 1 (3,40) 1 (3,70)
Years of professional experience in the field, n (%)
5 years 1 (3,40) 1 (3,40) 1(3,70)
Between 6 and 10 12 (41,40) 12 (41,40) 11 (40,70)
years
Between 11 and 15 6 (20,70) 6 (20,70) 6 (22,20)
years
Between 16 and 20 3(10,30) 3(10,30) 3 (11,10)
years
More than 20 years 7 (24,10) 7 (24,10) 6 (22,20)

Previous participation in consensus processes, clinical practice
guidelines, or technical standards in the field, n (%)

Yes 9(31) 9(31) 7 (25,90)
No 20 (69) 20 (69) 20 (74,10)
*The “Profession” variable allowed multiple responses; therefore,

percentages may exceed 100%

**QOne participant reported postgraduate clinical training (medical
specialty) without an additional academic degree specified

A total of 121 recommendations were developed: 51 for
obesity and 70 for MBS. Of these, 45 and 61, respectively,
achieved consensus. Five recommendations in the obesity
chapter and six in the MBS chapter had coefficients of
variation greater than 20% and should therefore be inter-
preted with caution. No recommendations reached nega-
tive consensus. The recommendations are presented below
according to chapter and thematic axis, together with their
corresponding statistical results. Recommendations for the
obesity chapter are summarized in Table 2, whereas those for

the MBS chapter are presented in Table 3. Notes identifying
recommendations with coefficients of variation greater than
20% are provided at the bottom of the corresponding tables.

The overall mean agreement score was 4.60 (range:
4.07-5.00) on a 5-point scale, with a mean agreement
rate of 94.2% (scores 4-5). Thirty-three recommendations
(31.1%) achieved 100% agreement with 0% disagreement:
13 from the obesity chapter and 20 from MBS; these are
listed in Supplementary Material 5. Obesity recommen-
dation 15, prescribing aerobic and muscle-strengthening
exercise regardless of body weight loss, was the only rec-
ommendation to achieve a mean score of 5.0 with SD=0
and CV=0%, reflecting absolute panel unanimity. 63% of
recommendations (n=67), across both chapters, recorded
0% disagreement. Regarding recommendations with a
CV exceeding 20%, within MBS chapter prehabilitation
(n=4) and outpatient (n=2) axes; within the obesity chap-
ter, they were concentrated in the assessment (n=3) and
maintenance and follow-up (n=2) axes. The highest mean
agreement rates by thematic axis were observed in MBS fol-
low-up (98.3%), obesity exercise prescription (96.3%), and
MBS outpatient care (95.3%). The lowest mean agreement
rates, although still well above the predefined 70% thresh-
old, were observed in obesity assessment (91.9%) and MBS
prehabilitation (92.1%), indicating comparatively greater
variability in these thematic axes. Figure 1 maps the 57
recommendations with the highest consensus levels (>90%
agreement and 0% disagreement) onto a longitudinal clini-
cal care pathway organized by phase of care.

Discussion

The First Latin American Consensus on Physical Exercise
in Obesity and MBS established recommendations and
standardized criteria for the assessment, prescription, and
follow-up of physical exercise in individuals with obesity,
including those undergoing MBS. By integrating the best
available scientific evidence with expert clinical judgment,
the consensus supports a longitudinal approach centered on
functional capacity and cardiometabolic health rather than
on body weight reduction alone. This perspective is con-
sistent with the current recognition of obesity as a chronic,
progressive disease that requires sustained and multidimen-
sional management [2, 5, 17].

The final 106 recommendations achieved the predefined
consensus criteria following three structured Delphi rounds,
indicating broad agreement among experts regarding the
role of physical exercise across the continuum of obesity
and MBS care. Importantly, this agreement should be inter-
preted as consistency of expert judgment rather than as a
measure of certainty of evidence or demonstrated clinical
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Table 2 Obesity Chapter Recommendations

Recommendations Thematic Mean Mode Median SD IQR % % Ccv
Axis 4-5 12
1. Cardiorespiratory capacity should be assessed before initiating a Assessment 4,83 5 5 0,40 0 100 O 7,87

physical exercise program, as this parameter predicts cardiovascular

morbidity and mortality and enables the safe prescription of exercise

intensity.

2. Muscular strength should be assessed at the beginning of a physical Assessment 4,72 5 5 0,80 0 96,55 3,45 16,95
exercise program, particularly in the upper and lower extremities, as

it is associated with functional capacity, independence, and the risk of

sarcopenia or disability in individuals with obesity.

3. Body composition should be assessed before initiating a physi- Assessment 4,86 5 5 0,35 0 100 O 7,20
cal exercise program to distinguish fat mass, fat-free mass, and their

distribution, as body weight and body mass index (BMI) alone do

not adequately identify clinically significant changes or guide the

intervention.

4. Dual-energy X-ray absorptiometry (DXA) is recommended for Assessment 4,31 5 4 0,81 1 86,21 3,45 18,79
the precise assessment of total fat mass, lean mass, and their regional

distribution (trunk and extremities), particularly in clinical or research

settings where the equipment is available.

5. The use of multifrequency bioelectrical impedance analysis (BIA)  Assessment 4,83 5 5 0,38 0 100 O 7,87
is recommended as an accessible, non-invasive, and practical method

to estimate fat mass and lean mass, particularly in outpatient settings,

provided that standardized protocols are applied and results are inter-

preted with caution.

6. The use of computed tomography (CT) or magnetic resonance Assessment 4,24 4 4 0,64 1 89,66 0 15,09
imaging (MRI) is recommended only in research or in specific clinical

cases where direct quantification of visceral adipose tissue, subcutane-

ous adipose tissue, or intramuscular fat infiltration (myosteatosis) is

required, due to their high cost and limited availability for routine use.

7. Balance should be assessed in individuals with a history of falls, Assessment 4,48 5 5 0,63 1 93,10 0 14,06
functional impairments, advanced age, or neuromuscular comorbidi-

ties, as excess fat mass may alter postural control.

8. The use of the Short Physical Performance Battery (SPPB) is Assessment 4,41 5 5 0,78 1 89,66 3,45 17,69
recommended to assess overall physical performance in individuals

with obesity, particularly in older adults or in those with suspected

functional decline, regardless of the presence of evident physical

limitations.

9. The 4-Meter Walk Test is recommended to assess gait speed as a Assessment 4,38 5 5 0,78 1 89,66 3,45 17,81
simple indicator of functional mobility and a predictor of frailty in

individuals with obesity, particularly in older adults or in those with

reduced mobility. Gait speeds below 0.8 m/s indicate impaired physi-

cal performance. Although the 4-Meter Walk Test is a component of

the Short Physical Performance Battery (SPPB), its standalone use is

supported in settings where full battery administration is not feasible.

10. It is recommended to assess handgrip strength using dynamometry Assessment 4,69 5 5 0,54 1 96,55 0 11,51
as an indicator of overall strength, functionality, and nutritional status.
11. Cardiovascular risk should be assessed before initiating a physical Assessment 4,41 5 5 0,73 1 93,10 3,45 16,55

exercise program, using prediction tools validated in the local popula-

tion and applicable to the patient’s clinical and sociodemographic

context. Recommended options include: ASCVD Risk Estimator Plus,

SCORE2, Framingham Risk Score, Reynolds Risk Score (RRS), and

PREVENT.

12. Self-efficacy and motivation for physical activity should be Assessment 4,52 5 5 0,74 1 86,21 0 16,37
assessed before initiating a physical exercise program, as they are

associated with greater adherence, sustained participation, and

improved clinical and functional outcomes.

13. Weight-related quality of life should be assessed at the start of an ~ Assessment 4,38 4 4 0,68 1 96,55 3,45 15,53
exercise program, using validated instruments such as the IWQOL-

Lite. This assessment helps identify functional limitations and psycho-

social barriers, facilitating program personalization, the design of

behavioral interventions, and an interdisciplinary approach.
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Table 2 (continued)

Recommendations

Thematic
Axis

Mean Mode

Median SD

IQR

% % CV

45 1

-2

14. Musculoskeletal pain should be assessed before initiating a
physical exercise program, given its high prevalence and its negative
impact on adherence, safety, and training progression. This assess-
ment allows for the adaptation of exercise prescription and the timely
implementation of multidisciplinary strategies.

15. Aerobic and muscle-strengthening exercise should be prescribed
regardless of body weight loss, given their positive effects on physi-
cal, mental, cognitive, and social health. Regular practice contributes
to reducing cardiometabolic risk factors; the risk, progression, and
cost of various chronic diseases and their complications; disability,
cancer prevalence and mortality; premature mortality, while improv-
ing lifestyle and quality of life.

16. Regular engagement in physical activity and aerobic exercise is
recommended as an adjunctive intervention to improve sleep quality
and promote mental health benefits, including reduction of depressive
and anxiety symptoms, and improvements in cognitive function.

17. Combined training that integrates continuous moderate-intensity
aerobic exercise and/or high-intensity interval aerobic exercise
together with muscular resistance training is recommended, as this
modality has demonstrated greater efficacy than isolated modalities
for improving body composition and cardiometabolic health in indi-
viduals with overweight or obesity.

18. At least 150 min per week of moderate- to vigorous-intensity
physical activity is recommended as the minimum effective dose to
improve insulin sensitivity, lipid profile, and to reduce visceral and
total fat.

19. To achieve clinically significant fat loss, exercise volume should
be progressively increased to 225-300 min per week of moderate-
intensity activity (or its equivalent in vigorous exercise).

20. Engaging in between 200 and 300 min per week of moderate-
intensity aerobic physical exercise, or at least 150 min of vigorous
exercise, adjusted to individual tolerance, is recommended as an effec-
tive strategy to prevent weight regain and maintain lost weight.

21. High-intensity interval training (HIIT) should be prescribed only
after evaluation of the patient’s cardiovascular and functional risk

and implemented under professional supervision. This modality may
be considered in individuals with obesity as an effective strategy to
improve cardiorespiratory capacity and metabolic markers, provided it
is tailored to individual tolerance and that safe progression of exercise
intensity and volume is prioritized.

22. To improve muscular strength and preserve fat-free mass, muscle
strengthening training is recommended at least twice per week, on
nonconsecutive days. The routine should include 8 to 10 exercises
targeting the major muscle groups, using a load that allows comple-
tion of between 8—12 repetitions per set, performed to the point of
voluntary fatigue, while ensuring proper and controlled technique.

23. Systematic educational interventions should be incorporated into
physical exercise programs to improve understanding of the actual
effects of exercise on weight loss (typically less than 2-3 kg in the
absence of dietary intervention), reinforce realistic expectations, and
promote long-term adherence based on functional and metabolic
benefits.

24. Muscle-strengthening training should be complemented by an
appropriate nutritional strategy prescribed by a qualified nutrition pro-
fessional, ensuring adequate protein intake appropriately distributed
throughout the day and tailored to individual needs, with the aim of
preserving muscle mass and optimizing body composition.

Assessment

Prescription

Prescription

Prescription

Prescription

Prescription

Prescription

Prescription

Prescription

Prescription

Prescription

452 5

483 5

472 5

459 5

448 5

445 5

459 5

4,66 5

469 5

483 5

0,78

0,38

0,53

0,73

0,78

0,78

0,73

0,48

0,47

0,47

89,66 3

100 0

100 0O

96,55 0

93,10 3

89,66 3

89,66 3

93,10 3

100 0

100 0

96,55 0

45 17,26

11,23

45 15,90

45 17,41

45 17,53

45 15,90

10,30

10,02

9,73
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Table 2 (continued)

Recommendations Thematic Mean Mode Median SD IQR % % Ccv
Axis 4-5 12

25. Clinical indicators (e.g., body mass index, waist circumference, Prescription 4,72 5 5 0,45 1 100 O 9,53

and blood pressure) and functional indicators (e.g., cardiorespiratory

capacity, muscular strength, and mobility) should be used comple-

mentarily to monitor progress and adjust physical exercise prescrip-

tion safely, effectively, and comprehensively.

26. Physical exercise programs implemented in community or pri- Prescription 4,79 5 5 0,49 0 96,55 0 10,23

mary care settings should integrate principles of safety, adaptability,

and individualized progression within a multicomponent approach

that includes aerobic, muscle-strengthening, balance, and flexibility

exercises. Programs should also consider proper technique, progres-

sive adjustment of training load, regular monitoring of progress, and

adaptation to the individual’s physical condition, functionality, and

contextual resources.

27. To ensure equitable access to physical exercise programs, struc- Prescription 4,69 5 5 0,54 1 96,55 0 11,51

tural and contextual adaptations that promote accessibility should be

implemented. These adaptations should consider the social determi-

nants of health, promote safe and culturally appropriate environments,

and incorporate flexible program design to accommodate individual

and community needs, capacities, and barriers.

28. Outpatient clinical follow-up every 4 to 6 weeks is recommended Mainte- 4,72 5 5 0,53 0 96,55 0 11,23

for individuals participating in exercise programs. These visits nance,

help support lifestyle changes, address potential adverse effects or follow-up

complications associated with anti-obesity medications, and promote  and virtual

accountability and behavioral change to facilitate sustained weight care

loss.

29. Body composition should be assessed every 3—6 months during Mainte- 459 5 5 0,73 1 93,10 3,45 15,90

the first year of treatment, and annually thereafter, or according to nance,

clinical progress. Methods such as bioelectrical impedance analysis follow-up

(BIA) are accessible and useful for routine monitoring, whereas and virtual

dual-energy X-ray absorptiometry (DXA) may be used when greater ~ care

precision is required. The aim is to distinguish between fat mass

and muscle mass loss, prevent sarcopenia, and estimate cardiometa-

bolic risk while guiding adjustments to nutritional and exercise

interventions.

30. Adherence to physical exercise programs should be assessed using Mainte- 4,69 5 5 0,47 1 100 0 10,02

multidimensional criteria, including session attendance, compli- nance,

ance with the FITT principle (frequency, intensity, time, and type), follow-up

persistence over time, and perceived commitment. The combined use  and virtual

of objective tools such as accelerometers and pedometers and subjec- care

tive instruments such as the International Physical Activity Ques-

tionnaire (IPAQ) or the Exercise Adherence Rating Scale (EARS) is

recommended to obtain a comprehensive view of active behavior and

improve intervention effectiveness.

31. Goals should be established to reduce sedentary time to less Mainte- 483 5 5 0,38 0 100 O 7,87

than 8 h per day, by interrupting prolonged periods every 30-60 min  nance,

with active breaks such as walking or stretching. The aim is to follow-up

improve the metabolic profile, increase daily energy expenditure, and and virtual

reduce cardiovascular risk, thereby complementing physical activity = care

interventions.

32. For individuals living with obesity, accumulating between 7,000— Mainte- 456 5 5 0,60 1 96 0 12,72

11,000 steps per day is recommended as a general physical activity nance,

target, provided that no health conditions limit the ability to achieve  follow-up

this goal. In specific cases, such as individuals with physical and/or and virtual

functional limitations or restrictions, this target should be adjusted care

according to the evaluation and prescription of a qualified physio-
therapist. To achieve these targets, progressive weekly increases of
10%-20% above the individual’s baseline average daily step count are
suggested, tailored to individual characteristics, considering sex, age
range, and geographic context.
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Table 2 (continued)

Recommendations

Thematic Mean Mode Median SD (6\Y

Axis

IQR % %
4-5 122

33. Personalized counseling on physical activity and sedentary
behavior is recommended as a strategy to improve long-term adher-
ence to active lifestyles. Based on behavior change theories such as
Self-Determination Theory, Social Cognitive Theory, or the Trans-
theoretical Model, and supported by communication strategies such as
motivational interviewing, this intervention aims to identify barriers,
establish achievable goals, reduce sedentary behavior, and improve
levels of moderate- to vigorous-intensity physical activity, thereby
positively impacting cardiometabolic health.

34. Motivational interviewing (MI) is recommended to explore
ambivalence and strengthen intrinsic motivation, alongside the
establishment of SMART goals (specific, measurable, achievable,
relevant, and time-bound). The aim is to enhance self-efficacy, support
autonomous decision-making, and long-term adherence to exercise
programs, recognizing progress not only related to weight, but also in
mood and functional capacity.

35. Wearable technologies such as pedometers, accelerometers,
smartwatches (Fitbit, Apple Watch), and mobile applications are
recommended as part of clinical follow-up. These tools provide
objective measurements and real-time feedback on steps, intensity,
and sedentary behavior, aiming to improve adherence to therapeutic
goals, reduce body mass index, and improve parameters such as waist
circumference and blood pressure.

36. Telerehabilitation is recommended as a viable strategy for the
evaluation, education, monitoring, and virtual care supervision of
adapted physical exercise programs. With reported adherence of 95%,
this intervention aims to overcome geographic and economic barriers,
improve quality of life, increase physical activity, and reduce body
weight, with outcomes comparable to in-person models and particular
relevance in settings with limited access.

37. Exercise programs delivered through telerehabilitation should

be personalized through an individualized initial assessment, the use
of subjective exertion scales (Borg), behavior change techniques,
motivational education, and regular feedback. The aim is to tailor
exercise intensity and progression to patient’s capacities and prefer-
ences, ensuring safety, improving adherence, and achieving sustained
outcomes in virtual settings.

38. Long-term telerehabilitation should be maintained by ensuring
continuous supervision, access to appropriate technology, social sup-
port, comprehensive programs that incorporate education, motivation,
and progressive personalization. The aim is to sustain adherence, inte-
grate healthy lifestyle habits, and improve metabolic and functional
outcomes through effective and sustainable virtual care monitoring.

39. In-person supervision should be prioritized over virtual care
modalities for individuals with high cardiovascular or musculoskeletal
risk, uncontrolled chronic conditions, limited exercise experience, or
contextual barriers such as unsafe environments or poor digital con-
nectivity. The aim is to ensure clinical safety, prevent adverse events,
and strengthen the therapeutic relationship to improve initial treatment
adherence.

40. In Latin American contexts, economic barriers (low income, lack
of free programs), cultural barriers (stigma, fatalistic beliefs), and
environmental barriers (unsafe environments, lack of infrastructure)
should be addressed through public policies promoting active urban
design, free programs in primary care, and cultural campaigns that
frame exercise as a pathway to well-being. The aim is to promote
sustained adherence and ensure equitable access to physical activity
interventions.

41. The Single-Leg Stance Test is recommended as an accessible
tool to assess postural control under both eyes-open and eyes-closed
conditions.

Mainte- 100 O
nance,

follow-up

and virtual

carc

4,72 5 5 0,45 1 9,53

Mainte-
nance,
follow-up
and virtual
care

455 5 5 0,63 1 93,10 0 13,85

Mainte- 100 O
nance,

follow-up

and virtual

care

448 4 4 0,51 1 11,38

Mainte-
nance,
follow-up
and virtual
care

452 5 5 0,57 1 96,55 0 12,61

Mainte-
nance,
follow-up
and virtual
care

452 5 5 0,63 1 93,10 0 13,94

Mainte-
nance,
follow-up
and virtual
care

445 5 5 063 1 93,10 0 14,16

Mainte- 100 O
nance,

follow-up

and virtual

care

4,76 5 5 0,44 0 9,24

Mainte-
nance,
follow-up
and virtual
care

4,55 5 5 0,69 1 96,55 3,45 15,16

Assessment 4,07 4 4 0,84 1 82,76 6,90 20,64
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Table 2 (continued)

Recommendations Thematic Mean Mode Median SD IQR % % Ccv
Axis 4-5 12
42. The 6-Minute Walk Test (6MWT) is recommended to assess sub- ~ Assessment 4,45 0,91 1 86,21 6,90 20,45
maximal aerobic capacity due to its validity, sensitivity to change, and
safety in this population.
43. The 2-Minute Step Test (2MST) is recommended as an accessible Assessment 4,24 0,87 1 86,21 6,90 20,52
and effective tool for assessing functional capacity.
44. Regular physical exercise is recommended as a complementary Mainte- 4,38 0,90 1 86,21 6,90 20,55
strategy to promote an energy deficit and may, depending on the nance,
intensity of aerobic or muscle-strengthening exercise, induce transient follow-up
appetite suppression and a temporary reduction in energy intake. and virtual
care
45. Virtual care functional assessment methods such as the Sit-to- Mainte- 4,07 0,92 1 75,86 6,90 22,60

Stand Test, the 6-Minute Walk Test (6MWT), and questionnaires
including the International Physical Activity Questionnaire (IPAQ) or

nance,
follow-up

the Borg Rating of Perceived Exertion (RPE) scale are recommended. and virtual

When conducted with virtual care supervision and informed consent, care

these methods allow safe assessment of physical performance,

physical activity levels, and quality of life, facilitating individualized

adjustments to exercise programs.

BMI: Body Mass Index. DXA: Dual-energy X-ray absorptiometry. BIA: Bioelectrical impedance analysis. CT: Computed tomography. MRI:
Magnetic resonance imaging. SPPB: Short Physical Performance Battery. ASCVD: Atherosclerotic Cardiovascular Disease. SCORE2: Sys-
tematic Coronary Risk Estimation 2. RRS: Reynolds Risk Score. PREVENT: Predicting Risk of cardiovascular discase EVENTs. IWQOL-
Lite: Impact of Weight on Quality of Life—Lite Questionnaire. HIIT: High-Intensity Interval Training. FITT: Frequency, Intensity, Time, and
Type. IPAQ: International Physical Activity Questionnaire. EARS: Exercise Adherence Rating Scale. MI: Motivational Interviewing. SMART:
Specific, Measurable, Achievable, Relevant, and Time-bound. 6MWT: 6-Minute Walk Test. 2MST: 2-Minute Step Test. RPE: Borg Rating of
Perceived Exertion Scale

Note on assessment recommendations: The assessments included in this section represent optimal clinical practice recommendations, not
mandatory prerequisites that delay exercise initiation. In settings with limited resources or staff, clinicians are encouraged to prioritize safety-
oriented assessments (recommendations 1, 11, and 14) and initiate the exercise program while completing remaining evaluations progressively.
While cardiopulmonary exercise testing (CPET) represents the gold standard for cardiovascular risk stratification, access is not uniform across
all centers in the region and its cost limits routine use; the validated functional assessment batteries included in these recommendations consti-

tute accessible, evidence-based alternatives

effectiveness. The multidisciplinary and multinational com-
position of the panel brought together complementary clini-
cal and scientific expertise, while the predefined consensus
methodology ensured a transparent and reproducible pro-
cess consistent with established Delphi approaches and
recent international consensus initiatives in obesity and
MBS [18, 41-43, 45].

Greater variability in expert judgment was observed in
recommendations related to obesity assessment and MBS
prehabilitation, particularly those involving advanced body
composition methods (DXA, CT, and MRI), preoperative
fitness assessment, higher exercise volumes, and selected
implementation strategies, including virtual care. Because
the Delphi survey did not examine the reasons underlying
individual ratings, these findings should not be interpreted
as direct evidence of differences in resources or professional
practice across countries. Nevertheless, the observed vari-
ability may partly reflect differences in healthcare organiza-
tion, access to specialized assessment methods, professional
integration, and capacity to implement structured exercise
programs across Latin American clinical settings. Regional
studies have documented marked social, economic, and ter-
ritorial inequalities in physical activity, sedentary behavior,

@ Springer

and access to structured interventions [7, 8, 37]. Consistent
with this interpretation, the EASO Physical Activity Work-
ing Group identified professional capacity building and
long-term exercise adherence among the priorities for future
research [30]. Despite this variability, progressive conver-
gence across Delphi rounds suggests that broad consensus
could be achieved while preserving perspectives from dif-
ferent clinical settings and professional backgrounds.

The differences between Tables 2 and 3 reflect the fact
that the obesity and MBS chapters were developed inde-
pendently to address different clinical contexts and phases
of care rather than conceptual disagreement. For example,
the SPPB and 4-Meter Walk Test are included in the obe-
sity chapter to identify functional decline, particularly
in older adults, whereas the MBS chapter places greater
emphasis on postoperative recovery and exercise progres-
sion. Likewise, wearable technologies are described in the
obesity chapter and step counters in the MBS chapter. Both
approaches support self-monitoring and physical activ-
ity promotion. Similarly, although the recommended daily
step ranges differ slightly across chapters, they pursue the
same clinical objective of promoting daily physical activ-
ity and should be interpreted as phase-specific targets that
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Table 3 Metabolic Bariatric Surgery Recommendations

Recommendations Thematic Axis Mean Mode Median SD IQR % % Ccv
4-5 12
1. Professionals responsible for designing and implementing physi- Prehabilitation 4,97 5 5 0,19 0 100 0 3,82

cal prehabilitation programs should possess comprehensive knowl-

edge of exercise physiology, obesity-related pathologies, metabolic

bariatric surgery, individualized exercise prescription, and health

education. They must be able to individualize exercise interven-

tions to the patient’s functional condition and accurately identify

osteoarticular, respiratory, and cardiovascular limitations.

2. Surgical prehabilitation in the context of metabolic bariatric Prehabilitation 4,76 5 5 0,50 0 96 0 10,92
surgery is recommended for patients as it improves physical condi-

tion and cardiovascular risk factors, such as blood pressure, thereby

reducing the risk of events during or after surgery. However, the

presence of preexisting limiting conditions should be carefully

assessed, and patients should be monitored through a multidisci-

plinary approach.

3. Exercise programs should be implemented before surgery to Prehabilitation 4,90 5 5 0,31 0 100 O 6,33
help patients become familiar with exercise routines and develop

sustainable habits promoting lifestyle changes and optimizing

preoperative cardiovascular health.

4. Patient’s physical limitations and barriers to exercise should be ~ Prehabilitation 4,52 5 5 0,74 1 93,10 3,45 16,40
assessed before surgery to optimize surgical outcomes and long-

term health.

5. Preoperative fitness assessment is recommended for all can- Prehabilitation 4,59 5 5 0,73 1 86,21 0 15,90
didates for metabolic bariatric surgery to identify potential risks,

optimize the patient’s clinical condition, and tailor the prescription

of prehabilitation physical exercise.

6. Preoperative assessment of body composition (especially lean Prehabilitation 4,83 5 5 0,38 0 100 O 7,87
mass), muscle strength, and functional capacity is recommended.

These parameters are crucial for identifying patients at risk of

sarcopenia, implementing prehabilitation strategies, and optimizing

surgical outcomes and long-term quality of life.

7. In the context of preoperative evaluation for metabolic bariatric ~ Prehabilitation 4,66 5 5 0,48 1 100 O 10,30
surgery, sedentary behavior should be assessed using objective

methods (e.g., accelerometers) and indirect indicators (e.g., ques-

tionnaires) to estimate aspects such as daily sitting time.

8. Muscle-strengthening exercises should be prescribed before Prehabilitation 4,76 5 5 0,51 0 96,55 0 10,70
surgery to improve physical function, basal metabolism, the ability

to perform daily activities, and to accelerate postoperative recovery.

9. Strength-training intensity should be moderate to vigorous, tai-  Prehabilitation 4,83 5 5 0,38 0 100 O 7,87
lored to the patient’s fitness level and comorbidities. It is advisable

to begin with low impact exercises (e.g., light weights, resistance

bands, or body weight), with progressive increases in load accord-

ing to tolerance. Professional supervision should be emphasized

to ensure proper technique, prevent injury, and optimize muscle

stimulation. A frequency of 2—3 sessions per week is recom-

mended, incorporating functional and postural control exercises.

10. Patients should be instructed in deep breathing techniques and ~ Prehabilitation 4,52 5 5 0,63 1 93,10 0 13,90
assisted coughing as a key strategy to prevent respiratory complica-

tions, such as atelectasis, which are common in the postoperative

period.

11. Counseling and education on physical activity and exercise are ~ Prehabilitation 4,76 5 5 0,44 0 100 0 9,24
recommended before metabolic bariatric surgery to prepare patients

and promote long-term adherence to an active lifestyle.

12. The use of step counters (e.g., pedometers) is recommended Prehabilitation 4,38 5 5 0,78 1 89,66 3,45 17,80
prior to metabolic bariatric surgery to assess, monitor, and promote

physical activity levels.

13. In individuals with class III obesity who are candidates for Prehabilitation 4,10 4 4 0,82 1 79,31 3,45 20
metabolic bariatric surgery, the use of inspiratory muscle training

devices (inspiratory valves) is recommended as part of preopera-

tive respiratory training to improve respiratory muscle strength,

oxygenation, and ventilatory capacity.

@ Springer



Obesity Surgery

Table 3 (continued)

Recommendations

Thematic Axis Mean

% % CV
4-5 12

14. Respiratory physiotherapy is recommended from the immedi-
ate postoperative period, with noninvasive mechanical ventilation
(NIV) support if necessary, to prevent reintubation and pulmonary
complications, counteract the respiratory depressant effects of opi-
oids, facilitate early mobilization, improve systemic oxygenation,
and promote tissue healing.

15. Maximal-volume breathing exercises and the use of respira-
tory spirometers are recommended in the immediate postoperative
period to maintain bronchial hygiene, reduce the risk of atelectasis,
and optimize oxygenation.

16. Passive-assisted mobilization should be initiated in the immedi-
ate postoperative period in patients who are unable to participate
actively, with the aim of preventing deep vein thrombosis, reducing
orthostatic intolerance, and ensuring adequate tissue oxygenation.

17. Early mobilization, including sitting, standing, and ambulation,
is recommended in the postoperative period to improve thoracic
expansion, pulmonary ventilation, drug metabolism, gas exchange,
and pain reduction.

18. Active exercise monitored using the Modified Borg Scale is
recommended to improve functional capacity, accelerate gastroin-
testinal recovery, reduce the risk of postoperative complications,
and optimize body composition.

19. Physiotherapy intervention should be discontinued in the pres-
ence of orthostatic intolerance, hemodynamic instability, uncon-
trolled pain limiting activation, or active bleeding, to ensure patient
safety and prevent adverse events.

20. Initial physical assessment, supervision and follow-up of
patients after metabolic bariatric surgery should be conducted

by a professional with specialized training in exercise science
and in bariatric patient care. Supervision ensures correct exercise
technique, appropriate adjustment of exercise intensity, and early
identification of signs of intolerance or complications, thereby
maximizing the benefits of exercise and minimizing risks.

21. Early mobilization is recommended before initiating a super-
vised exercise program, typically between 2 and 4 weeks after
surgery, once clinical stability has been achieved. This approach
allows tissue recovery and the resolution of postoperative dis-
comfort. Examples include breathing exercises, large-range joint
movements without resistance, postural control and re-education
exercises. The introduction of strength exercises with external
loads should be evaluated on a case-by-case basis. During the
first postoperative month, abdominal exercises are generally not
recommended.

22. Initial limitations to physical exercise during the first postop-
erative weeks should be considered, particularly due to the very
low caloric intake that may lead to fatigue. Session duration should
be adjusted according to the patient’s energy levels, and adequate
hydration during exercise should be ensured. Additionally, potential
nutritional deficiencies (e.g., iron, vitamins) that may cause exer-
cise intolerance should be identified and addressed in coordination
with the nutrition team.

23. A planned, structured, supervised, and individualized physical
exercise program should be initiated as early as clinically feasible
after metabolic bariatric surgery, preferably within the first four
postoperative weeks, provided that the patient is clinically stable
and has no acute postoperative complications or contraindications.
Avoiding unnecessary delays may help mitigate early losses in fat-
free mass and functional capacity.

Inpatient

Inpatient

Inpatient

Inpatient

Inpatient

Inpatient

Outpatient

Outpatient

Outpatient

Outpatient

4,52

4,38

4,55

4,90

4,62

4,45

4,86

4,69

4,66

4,88

Mode Median SD IQR
5 5 0,74 1
5 4 0,68 1
5 5 0,63 1
5 5 0,31 0
5 5 0,49 1
5 5 0,87 1
5 5 035 0
5 5 0,81 0
5 5 0,67 1
5 5 033 0

86,21 0 16,37

89,66 0 15,53

93,10 0 13,85

100 0 6,33

100 0 10,61

89,66 6,90 19,55

100,0 0 7,20

96,60 3,50 17,30

96,60 3,50 14,40

100 0 6,76
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Table 3 (continued)

Recommendations Thematic Axis Mean Mode Median SD IQR % % Ccv
4-5 12
24. To quantify baseline aerobic capacity and monitor postopera- Outpatient 448 5 5 0,87 1 93,10 3,50 19,40

tive progress, aerobic capacity in patients should be assessed using

submaximal tests, such as the 6-Minute Walk Test (6 MWT). When

feasible, and with appropriate equipment and specialized person-

nel, objective measurements of oxygen consumption may also be

obtained through Cardiopulmonary Exercise Test (CPET).

25. Muscular strength should be assessed to identify possible losses Outpatient 4,66 5 5 0,72 0
in functional capacity and to appropriately plan exercise train-

ing. This can be achieved using Handgrip Dynamometry Test to

measure grip strength, as well as submaximal strength assessments

in specific muscle groups. In patients without prior exercise experi-

ence or with reduced mobility, functional performance tests, such

as the Sit-To-Stand Test may also be useful.

26. Body composition should be assessed during follow-up using ~ Outpatient 4776 5 5 0,51 0
Bioelectrical Impedance Analysis (BIA) in the clinical setting, or

more precise techniques such as Dual Energy X Ray Absorptiom-

etry (DXA), allowing monitoring of the quality of weight loss. This

assessment should be performed in the preoperative period as a

baseline and repeated periodically during the postoperative period

(e.g., at 3, 6, and 12 months).

27. Habitual physical activity levels should be assessed using Outpatient 472 5 5 0,65 0
objective methods (e.g., pedometry or accelerometry) or subjec-

tive methods (e.g., validated questionnaires, such as International

Physical Activity Questionnaire or Global Physical Activity Ques-

tionnaire). Sedentary behavior (e.g., time spent sitting or inactive

during the day) should also be evaluated after surgery, to identify

and support changes in unhealthy habits, for example, by introduc-

ing active breaks given that sedentary behavior is an independent

risk factor separate from insufficient physical exercise, thereby

optimizing the patient’s health.

28. Physical exercise should not be initiated in the presence of: Outpatient 483 5 5 0,47 0
- Unresolved acute postoperative complications: wound infection,

anastomotic fistula, internal bleeding, or deep vein thrombosis.

- Severely compromised general condition: extreme fatigue,

marked dehydration, acute malnutrition, or other systemic condi-

tions (systemic infection, high fever).

- Impaired wound healing problems or risk of incisional hernia: if

the surgical incision has not healed adequately or there is suspicion

of dehiscence, physical efforts that increase intra-abdominal pres-

sure should be avoided.

- Unstable cardiovascular or pulmonary conditions.

- Severe or limiting pain.

In the absence of these situations, most patients may begin light

early mobilization (such as walking short distances) within a few

days after surgery.

29. Clear criteria for immediate interruption of activity should be ~ Outpatient 490 5 5 0,31 0
recognized in patients, particularly during the early postoperative

phases in the presence of the following signs: chest pain, chest

tightness, or acute cardiorespiratory symptoms; dizziness, confu-

sion, or syncope. Acute abdominal pain or signs at the surgical site.

Sudden and severe joint or muscle pain. Inadequate response or

extreme exhaustion.

After discontinuing the activity, the patient should be referred for

medical evaluation. Patient safety is the priority; therefore, health-

care professionals must remain vigilant for these warning signs

during all exercise sessions.

30. Muscle-strengthening training should be considered a corner- ~ Outpatient 4,76 5 5 0,44 0
stone of the patient recovery throughout all postoperative phases.

93,10 3,50 15,50

96,60 0 10,70

96,60 3,50 13,80

96,60 0 9,70

100 0 6,30

100 0 9,20
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Table 3 (continued)

Recommendations

Thematic Axis Mean Mode

Median SD

IQR

% %
4-5 12

(6%

31. During months 1 to 3 after surgery, resistance training should
focus on progressive muscular adaptation and strengthening. Train-
ing should begin with single-joint exercises and gradually progress
to multi-joint exercises targeting the major muscle groups, using
body weight, elastic bands, or dumbbells.

32. During the first postoperative month, aerobic exercise should be
performed either continuously or in intervals at light to moderate
intensity, with a primary focus on patient recovery. Aerobic activi-
ties may include walking or pedaling on a stationary bicycle, with
the daily duration distributed into short sessions of 5, 10, or 15 min
throughout the day. This approach promotes circulation, maintains
muscle activity, and helps prevent prolonged bed rest. Exercise
intensity should be low (9—-11 on the Borg 620 scale), correspond-
ing to a relaxed walking pace.

33. Between 4 and 6 weeks after surgery, provided the patient is
clinically stable and free of abdominal complications, abdominal
training may be introduced progressively. During the early phase
(weeks 4-8), exercises focusing on the activation of the deep core
musculature (e.g., transversus abdominis, multifidus, and pelvic
floor muscles) may be incorporated, with emphasis on lumbopelvic
stability and avoidance of repetitive trunk flexion movements. The
initial objective is not traditional abdominal strengthening, but
rather postural re-education and neuromuscular control.

34. After the third postoperative month, resistance training should
progress to higher intensities (70-80% of 1RM) using multi-joint
exercises, with the aim of maintaining or increasing muscle mass
and strength. The recommended training volume consists of 2—3
sets of 8—12 repetitions per exercise, distributed across 3—4 weekly
sessions and targeting the major muscle groups. Additionally, more
challenging balance and proprioceptive exercises should be incor-
porated to optimize functional capacity.

35. From the third postoperative month, patients should continue
with a combined program of aerobic exercise and progressive resis-
tance training. The aerobic component should be performed for at
least 30 min per session, on a minimum of 5 days a week, aiming
to gradually progress toward 60 min per day depending on physical
condition and individual progression. Some sessions may incorpo-
rate higher-intensity efforts, guided by different indicators such as
heart rate or perceived exertion. Suggested modalities include brisk
walking or jogging, cycling, swimming, or participation in group
aerobic activities, such as dance, selected according to the patient’s
preferences and tolerance.

36. During the first 6 postoperative months, exercise progression
should follow the principles of progressive overload and safety, in
accordance with the patient’s adaptation, baseline physical condi-
tion, and comorbidities.

37. Perceived exertion and recovery criteria should be used to
guide exercise progression, ensuring that the patients rate the cur-
rent exercise intensity as “moderate” before increasing intensity
and/or training volume.

38. The use of achieved functional goals is recommended as a crite-
rion for exercise progression. For example, if the patient can walk
comfortably for 30 consecutive minutes without excessive fatigue,
the pace or incline may be increased to raise exercise intensity. In
resistance training, if the patient is able to perform 15 repetitions
with a certain load while maintaining proper technique, the load
should be increased in subsequent sessions.

39. Exercise progression is recommended in the absence of adverse
symptoms (e.g., dizziness, excessive pain), which should be used
as indicators to maintain or reduce exercise intensity and volume.

Outpatient

Outpatient

Outpatient

Outpatient

Outpatient

Outpatient

Outpatient

Outpatient

Outpatient

4,66

4,69

4,69

4,72

4,28

4,79

4,59

4,55

4,59

5 5 0,48

5 5 0,54

5 5 0,54

5 5 0,45

5 4 0,74

0,62

0,57

0,74

0,78

1

100 0 10,30

96,60 0 11,50

96,60 0 11,50

100 0 9,50

84 0 17,29

96,60 3,50 12,90

96,60 0

12,40

93,10 3,50 16,30

89,70 3,50 17,00
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Table 3 (continued)

Recommendations

Thematic Axis Mean Mode Median

SD

IQR % % CV

4-5 1

-2

40. Exercise progression should follow a clear and safe sequence:
first increasing frequency by gradually adding more days of
practice per week; then extending the duration of each session and
finally progressing toward higher levels of intensity. This approach
supports the consolidation of exercise habits and the achievement
of an adequate volume of physical activity before introducing
greater physiological demands. According to WHO (2024) recom-
mendations, adults aged 18—64 years should accumulate at least
150-300 min of moderate-intensity aerobic physical activity per
week, or 75—150 min of vigorous-intensity activity, complemented
by muscle-strengthening activities involving major muscle groups
at least twice per week.

41. Patient-perceived limitations and barriers to exercise should be
systematically identified, and structured physical activity coun-
seling should be implemented during the postoperative period,
through individual consultations, group workshops, or virtual care
follow-up, in order to promote and maintain adherence to regular
exercise.

42. When planning a postoperative physical exercise program,
psychological and adherence-related factors should be considered,
recognizing that patients experience significant lifestyle changes
(e.g., body image and eating behaviors). Coordination with
psychologists is advised if issues such as body image concerns or
depression affect participation, and collaboration with nutrition-
ists is recommended to adjust dietary intake to match the patient’s
energy expenditure as exercise progresses.

43. Structured and progressive physical exercise should be
integrated as part of the comprehensive management of patients
undergoing metabolic bariatric treatment, as it constitutes a key
component of successful multidisciplinary treatment.

44. When designing an exercise program for patients after surgery,
it is recommended that the program beginconservatively and
progress gradually, taking into account postoperative recovery and
being individualized according to the patient’s response. Emphasis
should be placed on maintaining a balance between encouraging
the patient to remain active and protecting them from potential
risks during this vulnerable phase.

45. Physical, motivational/behavioral, environmental, and social
barriers should be assessed on an individualized basis in order to
optimize long-term outcomes and promote adherence to exercise
after the first postoperative year, as part of a follow-up and mainte-
nance strategy.

46. Regular physical activity, preferably of moderate to vigorous
intensity and combining aerobic and resistance exercises, is recom-
mended to maintain the metabolic and body composition benefits
achieved after metabolic bariatric surgery, particularly beyond

the first postoperative year, and should be considered an essential
component of postoperative management.

47. To maintain metabolic and body composition benefits beyond
the first postoperative year after surgery, patients are recommended
to accumulate at least 7,000—10,000 steps per day, ensuring that a
portion of these steps are performed at moderate to vigorous inten-
sity, ideally in continuous bouts.

48. Sedentary time should be reduced to less than 8 h per day, and
prolonged uninterrupted periods of sedentary behavior should be
avoided to maintain the metabolic and body composition benefits
beyond the first postoperative year.

Outpatient

Outpatient

Outpatient

Outpatient

Outpatient

Follow-up

Follow-up

Follow-up

Follow-up

444 5

486 5

479 5

4,79 5

469 5

469 5

479 5

4,52 5

4,72 5

0,77

0,35

0,49

0,49

0,66

0,47

0,41

0,74

0,45

1 92 4

0 100 0

0 96,60 0

0 96,60 0

0 96,60 3

1 100 0

0 100 0

1 93,10 3

1 100 0

17,34

7,20

10,20

10,20

,50 14,10

10,02

45 16,37

9,53
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Table 3 (continued)

Recommendations Thematic Axis Mean Mode Median SD IQR % % Ccv
4-5 12
49. Telerehabilitation and exercise counseling are recommended Virtual care 448 5 5 0,69 1 89,66 0 15,40

during the preoperative period prior to metabolic bariatric surgery,

as they provide comprehensive patient education regarding the

surgical procedure and support the adoption of a healthy lifestyle in

the postoperative period.

50. Telerehabilitation is recommended during the first postopera- Virtual care 469 5 5 0,54 1 96,55 0 11,51
tive month after metabolic bariatric surgery, as it has been shown

to be feasible, well tolerated by patients, and a safe alternative for

individuals unable to attend in-person sessions.

51. Systematic supervision, personalized feedback, and digital plat- Virtual care 4,69 5 5 0,54 1 96,55 0 11,51
forms such as WhatsApp or mobile applications are recommended

to enhance greater adherence, motivation, pain reduction, and user

satisfaction.

52. Telerehabilitation is recommended, as it provides outcomes Virtual care 438 5 4 0,68 1 89,66 0 15,53
comparable to in-person rehabilitation in functional capacity,

adherence, and quality of life. It also reduces geographic barriers,

costs, and associated stigma. Among bariatric patients, telerehabili-

tation has been associated with greater emotional comfort, reduced

public exposure, and increased digital empowerment.

53. Group-based activities or educational initiatives, such as pre- Virtual care 452 5 5 0,51 1 100 O 11,28
and postoperative group-based telerchabilitation sessions, are

recommended, as they may enhance motivation for weight loss and

improve adherence to physical activity and nutritional guidelines

before and after surgery.

54. Weekly follow-up, including questionnaires and virtual physi-  Virtual care 448 5 5 0,69 1 89,66 0 15,40
cal assessments, is recommended, with exercises plans adjusted

according to functional progression, to safely modify physical

exercise programs.

55. To prevent adverse events, an emergency protocol should be Virtual care 472 5 5 0,45 1 100 O 9,53
implemented that includes direct contact with the patient, real-time

monitoring, identification of warning signs, and prompt medical

referral.

56. Prehabilitation should be initiated 4—12 weeks prior to meta- Prehabilitation 4,31 5 5 0,93 1 82,76 6,90 21,58
bolic bariatric surgery to improve functional capacity, metabolic

profile, muscular strength, and psychological preparedness. Addi-

tional benefits may include improvements in body composition,

distance covered in the 6-Minute Walk Test (6MWT), and overall

quality of life.

57. Low-impact aerobic exercise (e.g., walking, stationary cycling, Prehabilitation 4,38 5 5 0,90 1 86,21 6,90 20,55
or elliptical training) should be prescribed during prehabilitation

to improve cardiorespiratory fitness, oxygen consumption, and the

preoperative metabolic profile.

58. A daily target of 6,000—10,000 steps is recommended before Prehabilitation 4,17 4 4 0,89 1 82,76 6,90 21,34
metabolic bariatric surgery, adjusted according to the patient’s

physical condition, to improve cardiorespiratory endurance, reduce

sedentary behavior, and enhance functional mobility.

59. Surgical prehabilitation should be prescribed on a case-by-case Prehabilitation 4,28 5 5 0,88 1 79,30 3,50 20,60
basis following a comprehensive assessment that includes anthro-

pometric measurements, physical activity level, sedentary behavior,

functional capacity, cardiometabolic and biochemical parameters,

respiratory function, psychosocial factors, baseline quality of life,

and clinical considerations determined by the primary physician

within the multidisciplinary care team.
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Table 3 (continued)

Recommendations Thematic Axis Mean Mode Median SD IQR % % Ccv
4-5 12
60. Exercise progression should prioritize frequency before inten-  Outpatient 431 5 4 0,89 1 89,70 3,50 20,70

sity: first increasing the number of exercise days (e.g., from 3 to 4

days per week), then extending the duration of each session, and

finally increasing intensity. This sequence prioritizes the consolida-

tion of exercise habits and adequate training volume before increas-

ing physical demands.

61. High-Intensity Interval Training (HIIT) may be considered Outpatient 432 5 5 0,90 1 80,00 4 20,83
from approximately six months after metabolic bariatricsurgery.

These sessions should be conducted under professional supervision

and reserved for patients with adequate baseline exercise capacity.

To ensure safety and effectiveness, patients should have previ-

ously achieved sufficient levels of continuous to moderate-intensity

aerobic training, present no medical contraindications, and progress

gradually according to their cardiorespiratory capacity.

ONIV: noninvasive ventilation. 6t MWT: 6-Minute Walk Test. CPET: Cardiopulmonary Exercise Test. BIA: Bioelectrical Impedance Analysis.
DXA: Dual Energy X Ray Absorptiometry. IRM: One Repetition Maximum. WHO: World Health Organization. HIIT: High-Intensity Interval
Training

« Clinical continuum over time >

Pre-surgery / Inpatient Early post-op / initiation Mid phase Late phase Long-term maintenance
program start (MBS only) Wks 0-4 Mo 1-3 Mo 3-6 >6 months

% OB-1 Assess cardiorespiratory
capacity before starting

Resistance 22x/wk, 8-
10 exercises, 8-12
reps to fatigue

Exercise for sleep,
mental health &
cognitive function

v OB-23 Educational % OB-30 Multidimensional
interventions: adherence assessmer
realistic exercise (FITT, wearables)

BOTH Y OB-3 Assess body composition expectations
0 (BMI alone insufficient) v OB-31 Reduce sedentary Y OB-25 Monitor clinical + v OB-35 Wearable technologies
POPULATIONS time <8 h/day; functional indicators % OB-33 Personalized PA for monitoring
% OB-15 Prescribe aerobic + interrupt every 30-60
resistance regardless of min + OB-17 Combined aerobic + change + Mi) % OB-39 In-person supervision

weight loss resistance training for high-risk patients

Y OB-5 BIAas accessible body « OB-26 Exercisein ¢ OB-24 Complement training « OB-32 Target 7,000-11,000 o OB-37 Personalized
ccomposition tool community/primary with adequate protein steps/day telerehabilitation
care settings intake programs

« OB-7 Assess balance in high-risk « OB-34 Motivational
OBESITY individuals \ + 0B-27 Address structural o OB-28 Follow-up every 4-6 interviewing forlong- | | & OB-38 Long-term
D) b barriers for equitable weeks term adherence telerehabilitation with

(non-surgical)

o OB-10 Assess handgrip strength access supervision
via dynamometry + OB-36 Telerehabiltation as

viable delivery

strategy

professional required mobilization: comerstone of
sitting, recovery 3rd postop month
% MBS-3 Implement exercise standing,
ambulation from MBS-23 Structured exercise % MBS-31 Progressive MBS41 Systematically % MBS46 Regular moderate-to-
day 1 within first 4 postop resistance training assess patient- vigorous combined
% MBS-6 Assess lean mass, months 1-3 perceived barriers exercise
strength & functional % MBS-18 Active exercise
capacity monitored by + MBS-26 Body composition o MBS-42 Consider % MBS48 Reduce sedentary
Modified Borg reassessment via BIA psychological
% MBS-7 Assess sedentary Scale factors in exercise
behavior preoperatively o MBS-32 Aerobic: planning
METABOLIC + MBS-16 Passive-assisted | | , MBS-37 Perceived exertion & walking/cycling in first

BARIATRIC % MBS-9 Moderate-to-vigorous mobiization) recovery guide postop month o MBS-43 Integrate exercise
resistance 2-3x/wk preop from immediate progression from into
SURGERY postop period i o MBS-33 Full exercise program multidisciplinary
% MBS-11 PAcounseling and from 4-6 wks if care % MBS-55 Emergency protocol
education before surgery clinically stable for adverse events

« MBS-2 Surgical prehabilitation o MBS-50 Telerehabilitation
recommended during first postop
month

o MBS8 Muscle-strengthening

before surgery + MBS-51 Systematic

supervision + digital

o MBS-10 Teach deep breathing + platforms
coughing techniques
The hori: axis the clinical i from initial to long-term mai For patients with obesity (non-surgical), phases correspond to stages of the exercise program. For MBS patients, phases align with the surgical

timeline: prehabilitation — inpatient care — early, mid, and late postoperative phases — long-term maintenance. The “Both populations” row contains recommendations applicable across both clinical groups at equivalent stages. Recommendations are
grouped by population and shaded by degree of consensus.

* 100% agreel 0% disagreement + 90-99% agreement, 0% disagreement <90% — see Tables 2 & 3 u Both populations u Obesity (non-surgical) m Metabolic Bariatric Surgery

OB = Obesity chapter | MBS = Metabolic Bariatric Surgery chapter | Numbers correspond to Tables 2 & 3 | BIA = bioelectrical impedance analysis | FITT = Frequency, Intensity, Time, Type | MI = motivational interviewing | PA = physical activity | postop = postoperative | preop =

preoperative | wks = weeks | mo = months

Fig1 Clinical Continuum of Physical Exercise in Obesity and Metabolic Bariatric Surgery: Key Consensus Recommendations
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are individualized according to clinical status rather than as
competing thresholds.

Overall, these findings suggest that much of the available
international evidence can be translated into clinical prac-
tice while highlighting the need for contextual adaptation to
support implementation across diverse healthcare settings
in Latin America.

When contrasted with existing international guidance,
the present consensus is broadly consistent with the rec-
ommendations of the European Association for the Study
of Obesity (EASO) Physical Activity Working Group [30],
the ACSM Consensus Statement on Physical Activity Inter-
ventions for Adults with Obesity [29], and the systematic
review of exercise guidelines for metabolic bariatric sur-
gery by Fernandez-Alonso et al. [31]. Collectively, these
publications support progressive multicomponent exercise,
resistance training to preserve fat-free mass, long-term
physical activity, and structured follow-up as core compo-
nents of obesity and MBS management. Consistent with
these recommendations, the only statement that achieved
complete consensus (mean=5.0, SD=0, CV=0%) was the
prescription of combined aerobic and resistance exercise
irrespective of body weight loss. This finding further sup-
ports the growing recognition that exercise should be pre-
scribed not solely to facilitate weight reduction, but also
to improve physical function, cardiometabolic health, and
overall well-being.

Another important consideration is the balance between
a comprehensive pre-exercise evaluation and the timely ini-
tiation of physical exercise. The ACSM Consensus State-
ment [29] emphasizes that the risks associated with physical
inactivity often outweigh those of initiating exercise with-
out exhaustive pre-participation screening.

Accordingly, clinicians should distinguish between
safety-oriented assessments proposed within the Assess-
ment axis of the Obesity chapter (Recommendations 1, 11,
and 14), which address cardiorespiratory fitness, cardiovas-
cular risk screening, and musculoskeletal evaluation, and
baseline assessments within the same axis (Recommen-
dations 3, 12, and 13), which address body composition,
self-efficacy and motivation, and weight-related quality of
life. The latter can be completed progressively to support
individualized exercise prescription without unnecessarily
delaying the initiation of exercise. Within this framework,
the functional assessment batteries included in this consen-
sus provide practical options for baseline evaluation and
exercise planning when cardiopulmonary exercise testing is
unavailable; however, they should not be regarded as sub-
stitutes for formal cardiovascular risk assessment when this
is clinically indicated. Future updates should further refine
these assessment pathways according to clinical complexity
and resource availability.

@ Springer

Recommendations from this consensus emphasize the
assessment of cardiorespiratory fitness, muscular strength,
functional capacity, and body composition, consistent with
evidence identifying physical fitness and preservation of
fat-free mass as key determinants of functional status and
cardiometabolic prognosis in individuals with obesity and
following metabolic bariatric surgery [23, 34, 48]. Simi-
larly, the EASO Physical Activity Working Group assigned
the highest level of evidence (Grade A) to exercise training
after metabolic bariatric surgery, demonstrating improve-
ments in body composition, cardiorespiratory fitness,
muscle strength, and attenuation of fat-free mass loss dur-
ing the first postoperative year [37]. Together, these find-
ings reinforce the importance of assessing physical function
throughout obesity and MBS care, not only to establish
baseline status but also to guide exercise prescription and
monitor treatment response over time.

Building on these international recommendations, this
consensus provides practical guidance across the continuum
of obesity and metabolic bariatric surgery care, including
prehabilitation, inpatient respiratory physiotherapy, early
mobilization, progressive resistance training, phase-specific
exercise progression, and long-term follow-up. The recom-
mendations developed in this consensus further address
areas identified by the EASO Physical Activity Working
Group as requiring additional guidance. Fernandez-Alonso
et al. [31] also highlighted that many randomized controlled
trials lacked structured cardiovascular progression and pre-
scribed insufficient resistance training volumes to preserve
fat-free mass. In this context, this consensus incorporates
explicit progression criteria and phase-specific resistance
training recommendations that may facilitate implementa-
tion in routine clinical practice. Collectively, these recom-
mendations provide a structured framework to support the
integration of evidence-based exercise across the continuum
of obesity and MBS care.

Conclusion

This First Latin American Consensus on Physical Exercise
in Obesity and MBS provides evidence-informed recom-
mendations to standardize the assessment, prescription,
and follow-up of physical exercise in individuals with obe-
sity throughout the perioperative and long-term phases of
MBS. Developed through a structured Delphi process and
informed by the best available evidence, the recommenda-
tions were adapted to the Latin American clinical context.
The consensus supports a longitudinal approach cen-
tered on functional capacity and cardiometabolic health,
emphasizing functional assessment, multicomponent exer-
cise prescription, structured follow-up, and the reduction
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of sedentary behavior. It also identifies priorities for future
research, particularly regarding implementation, advanced
assessment strategies, exercise dosing across different
clinical settings, and sustainable models of supervised and
hybrid care. As evidence continues to evolve, these recom-
mendations should be periodically updated to maintain their
relevance for clinical practice.

SupplementaryInformation The online version contains supplementary
material available at https://doi.org/10.1007/s11695-026-08897-7.

Authors’ Contributions The following authors conducted the literature
search and review, developed and drafted the recommendations, par-
ticipated in the consensus rounds, and reviewed the final manuscript.
Experts — Obesity Chapter: Assessment: OAM, CMM, ERS. Exercise
Prescription: SMM, VSDR, NNJ, GWN. Maintenance, follow-up, and
telematic care: CNV, FBI, JCM. Experts — Metabolic-Bariatric Surgery
Chapter: Prehabilitation: AVG, PDCT, WVA, FCV. Inpatient manage-
ment: LAB, AFP, DDSA, MFL. Outpatient care up to 12 months: IPD,
CBP, NG, MLB. Follow-up beyond one year: JPZ, MEIL, SA. Telemat-
ic care: KCL, JSFC, MOG, ChRO. Coordinating Team Contributions:
AHS: Coordination, conceptualization, development of guiding ques-
tions, methodology, statistical analysis, preparation of tables, draft-
ing of the final manuscript, and critical review. ETO: Coordination,
conceptualization, development of guiding questions, drafting of the
final manuscript, preparation of supplementary material, and critical
review. JCL: Coordination, third arbitrator, statistical analysis, and re-
view. ERM: Coordination and review. CA: Coordination and review.

Funding This consensus did not receive any external funding.

Data Availability The data’s analyzed during the current study will be
available from the corresponding author upon reasonable request.

Declarations

Ethics approval and consent to participate This consensus was aca-
demically sponsored by the Chilean Society of Metabolic Bariatric
Surgery (SCCBM), the Brazilian Society of Metabolic Bariatric Sur-
gery (SBCBM), the Chilean Society of Metabolic Kinesiology (SO-
CHIKIMET), and the Nucleo de Estudo Multiprofessional da Obesi-
dade, Brasil (NEMO).

Competing interests Isracl Podesta Donoso is part-funded by the Na-
tional Institute for Health and Care Research (NIHR) Leicester BRC.
The remaining authors declare that they have no financial or other re-
lationships that could give rise to a conflict of interest.

References

1. Abdullah A, Peeters A, de Courten M, Stoelwinder J. The mag-
nitude of association between overweight and obesity and the
risk of diabetes: a meta-analysis of prospective cohort studies.
Diabetes Res Clin Pract. 2010;89(3):309—19. 20100520th ed.012
PubMed PMID: 20493574,

2. Bray GA, Kim KK, Wilding JPH, World Obesity F. Obesity: a
chronic relapsing progressive disease process. A position state-
ment of the World Obesity Federation. Obes Rev. 20170510th ed.
2017;18(7):715-23. https://doi.org/10.1111/0br.12551 PubMed
PMID: 28489290.

11.

12.

13.

14.

16.

17.

Blither M. An overview of obesity-related complications: The
epidemiological evidence linking body weight and other mark-
ers of obesity to adverse health outcomes. Diabetes Obes Metab.
2025;27(S2):3-19. https://doi.org/10.1111/dom.16263.
Okunogbe A, Nugent R, Spencer G, Powis J, Ralston J, Wilding J.
Economic impacts of overweight and obesity: current and future
estimates for 161 countries. BMJ Glob Health. 2022;7(9). https://
doi.org/10.1136/bmjgh-2022-009773 . PubMed PMID: 36130777.
Malik VS, Willett WC, Hu FB. Global obesity: trends, risk fac-
tors and policy implications. Nat Rev Endocrinol. 2013;9(1):13—
27.  https://doi.org/10.1038/nrendo.2012.199 20121120th
ed.PubMed PMID: 23165161.

Zieroth S, Pinto F, Anker SD, Abraham WT, Atherton JJ, Butler J,
et al. Applicability of obesity clinical practice guidelines in low-
and middle-income countries. Global Cardiol. 2025;3(2). https://
doi.org/10.4081/cardio.2025.77.

Luis de Moraes Ferrari G, Kovalskys I, Fisberg M, Gomez G,
Rigotti A, Sanabria LYC, et al. Original research Socio-demo-
graphic patterning of self-reported physical activity and sitting
time in Latin American countries: findings from ELANS. BMC
Public Health. 2019;19(1):1723. https://doi.org/10.1186/s12889-
019-8048-7 . 20191223rd ed.PubMed PMID: 31870408.
Werneck AO, Araujo RH, Aguilar-Farias N, Ferrari G, Brazo-
Sayavera J, Garcia-Witulski C, et al. Time trends and inequalities
of physical activity domains and sitting time in South America. J
Glob Health. 2022;12:4027. https://doi.org/10.7189/jogh.12.040
27 .20220402nd ed.PubMed PMID: 35392582.

Werneck AO, Araujo RHO, Anza-Ramirez C, Brazo-Sayavera
J, Garcia-Witulski C, Aguilar-Farias N, et al. Physical Activ-
ity and Sitting Time Patterns and Sociodemographic Correlates
Among 155,790 South American Adults. J Phys Act Health.
2023;20(8):716-26.  https://doi.org/10.1123/jpah.2022-0305
20230509th ed.PubMed PMID: 37160287.

Bahia L, Coutinho ES, Barufaldi LA, Abreu Gde A, Malhao TA,
de Souza CP, et al. The costs of overweight and obesity-related
diseases in the Brazilian public health system: cross-sectional
study. BMC Public Health. 2012;12:440. https://doi.org/10.1186/
1471-2458-12-440 . 20120618th ed.PubMed PMID: 22713624.
Nagi MA, Ahmed H, Rezq MAA, Sangroongruangsri S, Chai-
kledkaew U, Almalki Z, et al. Economic costs of obesity: a
systematic review. Int J Obes (Lond. 2024;48(1):33-43. https:/
/doi.org/10.1038/541366-023-01398-y . 20231026th ed.PubMed
PMID: 37884664.

Rtveladze K, Marsh T, Webber L, Kilpi F, Levy D, Conde W, et
al. Health and economic burden of obesity in Brazil. PLoS ONE.
2013;8(7):e68785. https://doi.org/10.1371/journal.pone.0068785
.20130711th ed.PubMed PMID: 23874763.

Vesikansa A, Mehtala J, Aspholm S, Kallio-Gronroos K, Mutanen
K, Lundqvist A, et al. Indirect costs constitute a major part of the
total economic burden of obesity: a Finnish population-based cohort
study. BMC Public Health. 2025;25(1):1739. https://doi.org/10.118
6/s12889-025-22978-9 . 20250510th ed.PubMed PMID: 40349009.
Ram Sohan P, Mahakalkar C, Kshirsagar S, Bikkumalla S, Reddy
S, Hatewar A, et al. Long-Term Effectiveness and Outcomes of
Bariatric Surgery: A Comprehensive Review of Current Evidence
and Emerging Trends. Cureus. 2024 Aug;9. https://doi.org/10.77
59/cureus.66500.

Salazar J, Duran P, Garrido B, Parra H, Hernandez M, Cano C, et
al. Weight Regain after Metabolic Surgery: Beyond the Surgical
Failure. J Clin Med. 2024;13(4):1143. https://doi.org/10.3390/jc
m13041143.

Cao Q, Kazi H, Merchant AM, Jawed AE. Weight Recidivism After
Bariatric Surgery: A Narrative Review. Am Surg. 2025;91(9):1534—
47. https://doi.org/10.1177/00031348251337161.

Cohen RV, Busetto L, Levinson R, Le Roux CW, Salminen P,
Prager G, et al. International consensus position statement on

@ Springer


https://doi.org/10.1007/s11695-026-08897-7
https://doi.org/10.1111/obr.12551
https://doi.org/10.1111/dom.16263
https://doi.org/10.1136/bmjgh-2022-009773
https://doi.org/10.1136/bmjgh-2022-009773
https://doi.org/10.1038/nrendo.2012.199
https://doi.org/10.4081/cardio.2025.77
https://doi.org/10.4081/cardio.2025.77
https://doi.org/10.1186/s12889-019-8048-7
https://doi.org/10.1186/s12889-019-8048-7
https://doi.org/10.7189/jogh.12.04027
https://doi.org/10.7189/jogh.12.04027
https://doi.org/10.1123/jpah.2022-0305
https://doi.org/10.1186/1471-2458-12-440
https://doi.org/10.1186/1471-2458-12-440
https://doi.org/10.1038/s41366-023-01398-y
https://doi.org/10.1038/s41366-023-01398-y
https://doi.org/10.1371/journal.pone.0068785
https://doi.org/10.1186/s12889-025-22978-9
https://doi.org/10.1186/s12889-025-22978-9
https://doi.org/10.7759/cureus.66500
https://doi.org/10.7759/cureus.66500
https://doi.org/10.3390/jcm13041143
https://doi.org/10.3390/jcm13041143
https://doi.org/10.1177/00031348251337161

Obesity Surgery

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

the role of obesity management medications in the context of
metabolic bariatric surgery: expert guideline by the International
Federation for the Surgery of Obesity and Metabolic Disorders
(IFSO). BrJ Surg. 2024;111(12). https://doi.org/10.1093/bjs/znae
283 . PubMed PMID: 39612579.

Kow L, Sharaiha RZ, O’Kane M, White KP, Macedo G, Toouli
J et al. Methodology and Results of a Joint IFSO-WGO Delphi
Survey of 94 Intercontinental, Interdisciplinary Experts in Obe-
sity Management. Obes Surg. 20231013th ed. 2023;33(11):3337—
52. https://doi.org/10.1007/s11695-023-06757-2 PubMed PMID:
37831326.

Salminen P, Kow L, Aminian A, Kaplan LM, Nimeri A, Prager G
et al. IFSO Consensus on Definitions and Clinical Practice Guide-
lines for Obesity Management-an International Delphi Study.
Obes Surg. 20231124th ed. 2024;34(1):30-42. https://doi.org/10.
1007/s11695-023-06913-8 PubMed PMID: 37999891.

Donnelly JE, Blair SN, Jakicic JM, Manore MM, Rankin JW,
Smith BK, et al. American College of Sports Medicine Position
Stand. Appropriate physical activity intervention strategies for
weight loss and prevention of weight regain for adults. Med Sci
Sports Exerc. 2009;41(2):459-71. https://doi.org/10.1249/MSS.0
b013e3181949333 . PubMed PMID: 19127177.

Bond DS, Manuel KM, Wu Y, Livingston J, Papasavas PK, Bail-
lot A, et al. Exercise for counteracting weight recurrence after
bariatric surgery: a systematic review and meta-analysis of ran-
domized controlled trials. Surg Obes Relat Dis. 2023;19(6):641—
50. https://doi.org/10.1016/j.s0ard.2022.12. 20221219th ed.029
PubMed PMID: 36624025.

Herrera-Santelices A, Arguello-Florencio G, Westphal G, Nardo
Junior N, Zamuner AR. Effects of Supervised Physical Exercise
as Prehabilitation on Body Composition, Functional Capacity
and Quality of Life in Bariatric Surgery Candidates: A System-
atic Review and Meta-Analysis. J Clin Med. 2022;11(17). https:/
/doi.org/10.3390/jcm11175091 . 20220830th ed.PubMed PMID:
36079027.

Hussien J, Asselin M, Bond D, Wu Y, Ly V, Creel D, et al. Exer-
cise training in metabolic and bariatric surgery: An overview of
systematic reviews. Obes Rev. 2025;26(8):¢13920. https://doi.or
2/10.1111/0br.13920 . 20250406th ed.PubMed PMID: 40189410.
Sundgot-Borgen C, Bond DS, Snichotta FF, Kvalem IL, Hansen
BH, Bergh I Associations of changes in physical activity and sed-
entary time with weight recurrence after bariatric surgery, et al.
editors. a 5-year prospective study. Int J Obes (Lond). 20230224th
ed. 2023;47(6):463—70. https://doi.org/10.1038/s41366-023-012
84-7 PubMed PMID: 36828898.

Burgess E, Hassmén P, Pumpa KL. Determinants of adherence to
lifestyle intervention in adults with obesity: a systematic review.
Clin Obes. 2017;7(3):123-35. https://doi.org/10.1111/cob.12183.
Hood MM, Corsica J, Bradley L, Wilson R, Chirinos DA, Vivo A.
Managing severe obesity: understanding and improving treatment
adherence in bariatric surgery. J] Behav Med. 2016;39(6):1092—
103. https://doi.org/10.1007/s10865-016-9772-4.

Werneck AO, Araujo RH, Aguilar-Farias N, Ferrari G, Brazo-
Sayavera J, Garcia-Witulski C, et al. Time trends and inequalities
of physical activity domains and sitting time in South America. J
Glob Health. 2022;12:4027. https://doi.org/10.7189/jogh.12.040
27 .20220402nd ed.PubMed PMID: 35392582.

Clyde D, Grant C, Canales JAA, Adib R, Baig S, Bhasker AG,
et al. Global Variations in Practices after Bariatric and Metabolic
Surgery; the PARTNER Study. Obes Surg. 2025;35(12):5357-78.
https://doi.org/10.1007/s11695-025-08356-9.

Jakicic JM, Apovian CM, Barr-Anderson DJ, Courcoulas AP, Don-
nelly JE, Ekkekakis P, et al. Physical Activity and Excess Body Weight
and Adiposity for Adults. American College of Sports Medicine
Consensus Statement. Med Sci Sports Exerc. 2024;56(10):2076-91.
10. 1249/MSS.0000000000003520 PubMed PMID: 39277776.

Springer

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

Oppert JM, Bellicha A, van Baak MA, Battista F, Beaulieu
K, Blundell JE, et al. Exercise training in the management of
overweight and obesity in adults: Synthesis of the evidence
and recommendations from the European Association for the
Study of Obesity Physical Activity Working Group. Obes Rev.
2021;22(Suppl 4):e13273. https://doi.org/10.1111/0br.13273
20210602nd ed.PubMed PMID: 34076949.

Fernandez-Alonso M, Bejarano G, Creel DB, Kohl HW, Mes-
siah SE, Altieri MS, et al. Expert-based physical activity guide-
lines for metabolic and bariatric surgery patients: a systematic
review of randomized controlled trials. Surg Obes Relat Dis.
2025;21(5):606-14.  20241128th  ed.005 PubMed PMID:
39709279.

Nuijten MAH, Monpellier VM, Eijsvogels TMH, Janssen IMC,
Hazebroek EJ, Hopman MTE. Rate and Determinants of Exces-
sive Fat-Free Mass Loss After Bariatric Surgery. Obes Surg.
2020;30(8):3119-26.  https://doi.org/10.1007/s11695-020-0465
4-6 . PubMed PMID: 32415634.

Cardoso P, Santos TV, Ramon-Krauel M, Pais S, De Sousa-Coelho
AL. Impact of Bariatric and Metabolic Surgery on Sarcopenia-
Related Parameters According to the EWGSOP2 Consensus Cri-
teria in Persons Living with Obesity. Obes Surg. 2025033 1st ed.
2025;35(5):1900-10.  https://doi.org/10.1007/s11695-025-0781
6-6 PubMed PMID: 40164918.

Vieira FT, Prado CM, Thorlakson J, Stoklossa CJ, Jin J, Donini
LM, et al. Sarcopenic Obesity in Metabolic and Bariatric Surgery:
A Scoping Review. Obes Rev. 2025;26(12):¢13973. https://doi.or
g/10.1111/0br.13973 . 20250624th ed.PubMed PMID: 40556340.
Holanda N, Crispim N, Carlos I, Moura T, Nobrega E, Bandeira
F. Musculoskeletal effects of obesity and bariatric surgery - a
narrative review. Arch Endocrinol Metab. 2022;66(5):621-32.
https://doi.org/10.20945/2359-3997000000551 . PubMed PMID:
36382751.

Ferreira SRG, Macotela Y, Velloso LA, Mori MA. Determi-
nants of obesity in Latin America. Nat Metab. 20240304th ed.
2024;6(3):409-32. https://doi.org/10.1038/s42255-024-00977-1
PubMed PMID: 38438626.

Werneck AO, Barboza LL, Silva ECM, Araujo RHO. Sociodemo-
graphic Inequalities in Physical Activity in Latin America: Time
for Policies Targeted at Groups that Need it the Most. Int J Public
Health. 2022;67:1605125. https://doi.org/10.3389/ijph.2022.160
5125 .20221110th ed.PubMed PMID: 36439275.
Merellano-Navarro E, Almonacid-Fierro A. [Obesity in latin
america: Proposals from physical activity]. Rev Med Chil.
2022;150(9):1266.  10.4067.  /S0034-98872022000901266
PubMed PMID: 37358139.

Maaloe N, Ortved AMR, Sorensen JB, Sequeira Dmello B,
van den Akker T, Kujabi ML, et al. The injustice of unfit clini-
cal practice guidelines in low-resource realities. Lancet Glob
Health. 2021;9(6):e875-9. https://doi.org/10.1016/S2214-109X.
20210323rd ed.(21)00059-0 PubMed PMID: 33765437.
Cancino-Ramirez J, Troncoso-Ortiz EJ, Pino J, Olivares M,
Escaffi MJ, Riffo A, et al. [Exercise and physical activity in adults
who underwent bariatric surgery. Consensus document]. Rev
Med Chil. 2019;147(11):1468-86. https://doi.org/10.4067/S003
4-98872019001101468 . PubMed PMID: 32186608.

Boulkedid R, Abdoul H, Loustau M, Sibony O, Alberti C. Using
and reporting the Delphi method for selecting healthcare quality
indicators: a systematic review. PLoS ONE. 2011;6(6):e20476.
https://doi.org/10.1371/journal.pone.0020476 20110609th
ed.PubMed PMID: 21694759.

Hasson F, Keeney S, McKenna H. Research guidelines for the
Delphi survey technique. J Adv Nurs. 2000;32(4):1008-15.
PubMed PMID: 11095242.

Junger S, Payne SA, Brine J, Radbruch L, Brearley SG. Guid-
ance on Conducting and REporting DElphi Studies (CREDES)


https://doi.org/10.1093/bjs/znae283
https://doi.org/10.1093/bjs/znae283
https://doi.org/10.1007/s11695-023-06757-2
https://doi.org/10.1007/s11695-023-06913-8
https://doi.org/10.1007/s11695-023-06913-8
https://doi.org/10.1249/MSS.0b013e3181949333
https://doi.org/10.1249/MSS.0b013e3181949333
https://doi.org/10.1016/j.soard.2022.12
https://doi.org/10.3390/jcm11175091
https://doi.org/10.3390/jcm11175091
https://doi.org/10.1111/obr.13920
https://doi.org/10.1111/obr.13920
https://doi.org/10.1038/s41366-023-01284-7
https://doi.org/10.1038/s41366-023-01284-7
https://doi.org/10.1111/cob.12183
https://doi.org/10.1007/s10865-016-9772-4
https://doi.org/10.7189/jogh.12.04027
https://doi.org/10.7189/jogh.12.04027
https://doi.org/10.1007/s11695-025-08356-9
https://doi.org/10.1111/obr.13273
https://doi.org/10.1007/s11695-020-04654-6
https://doi.org/10.1007/s11695-020-04654-6
https://doi.org/10.1007/s11695-025-07816-6
https://doi.org/10.1007/s11695-025-07816-6
https://doi.org/10.1111/obr.13973
https://doi.org/10.1111/obr.13973
https://doi.org/10.20945/2359-3997000000551
https://doi.org/10.1038/s42255-024-00977-1
https://doi.org/10.3389/ijph.2022.1605125
https://doi.org/10.3389/ijph.2022.1605125
https://doi.org/10.1016/S2214-109X
https://doi.org/10.4067/S0034-98872019001101468
https://doi.org/10.4067/S0034-98872019001101468
https://doi.org/10.1371/journal.pone.0020476

Obesity Surgery

44,

45.

46.

47.

in palliative care: Recommendations based on a methodological
systematic review. Palliat Med. 2017;31(8):684—706. 20170213th
ed.doi:10.1177/0269216317690685 PubMed PMID: 28190381.
Nasa P, Jain R, Juneja D. Delphi methodology in healthcare
research: How to decide its appropriateness. World J Methodol.
2021;11(4):116-29.  https://doi.org/10.5662/wjm.v11.i14.116
20210720th ed.PubMed PMID: 34322364.

de Villiers MR, de Villiers PJ, Kent AP. The Delphi technique in
health sciences education research. Med Teach. 2005;27(7):639—
43.d0i:10.1080/13611260500069947 PubMed PMID: 16332558.
Diamond IR, Grant RC, Feldman BM, Pencharz PB, Ling SC,
Moore AM, et al. Defining consensus: a systematic review recom-
mends methodologic criteria for reporting of Delphi studies. J Clin
Epidemiol. 2014;67(4):401-9. 12.002 PubMed PMID: 24581294.
Likert R. A technique for the measurement of attitudes. Archives
of psychology 140. (s.1.): (s.n.); 1932.

Authors and Affiliations

48.

Nuijten MAH, Eijsvogels TMH, Monpellier VM, Janssen IMC,
Hazebroek EJ, Hopman MTE. The magnitude and progress of
lean body mass, fat-free mass, and skeletal muscle mass loss fol-
lowing bariatric surgery: A systematic review and meta-analysis.
Obes Rev. 2022;23(1):e13370. https://doi.org/10.1111/0br.13370
.20211019th ed.PubMed PMID: 34664391.

Publisher’s Note Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional affiliations.

Springer Nature or its licensor (e.g. a society or other partner) holds
exclusive rights to this article under a publishing agreement with the
author(s) or other rightsholder(s); author self-archiving of the accepted
manuscript version of this article is solely governed by the terms of
such publishing agreement and applicable law.

Andrea Herrera-Santelices' - Cristina Aquino? - Leonardo Aburto Borzone® - Santiago Alderete? -

Omar Andrade-Mayorga® - Francesca Balocchi Iturra® - Maria Laura Bruno’ - Jorge Cancino-Lépez® -

Johnattan Cano-Montoya® - Karen Castafieda Lavin'® - Francisco Cerda-Vasquez'' - Patricia da Costa Tarrag6'? -
Danillo da Silva alves'® - Alexanderson Fernandez Paniura' - Javier Santiago Franco Casillas'® - Nicolas Gonzalez’ -
Martin Elias lvancovich'® - Maria Fernanda Leonardi'” - Sandra Mahecha-Matsudo'® - Emilian Rejane Marcon'® -
Camila Mautner Molina?° - Nelson Nardo Junior?' - Carolina Nufiez-Vergara® - Mariela Olivares Galvez?? -

Cecilia Betsabe Penutto®? - Johanna Pino Zuiniga?? - Israel Podesta-Donoso?* - Christian Ramirez Oréstica®® -

Eliana Rojas Sanchez?® - Maria Victoria Saez Del Rio?” - Washington Valverde Ampai?® - Alexandre Vieira Gadducci?®® -
Greice Westphal-Nardo®° - Erika J. Troncoso-Ortiz3'

P<

Erika J. Troncoso-Ortiz
etroncosokine@gmail.com

Andrea Herrera-Santelices
andrea.herrera.s@gmail.com

Cristina Aquino
cris.aquino@me.com

Leonardo Aburto Borzone
leonardo.aburto@gmail.com

Santiago Alderete
alderetesantiago92@gmail.com

Omar Andrade-Mayorga
omar.andrade@ufrontera.cl

Francesca Balocchi Iturra
f.balocchit@gmail.com

Maria Laura Bruno
marialaurabruno02@gmail.com

Jorge Cancino-Lopez
jeancino@uft.cl

Johnattan Cano-Montoya
j-h.canomontoya@gmail.com

Karen Castaneda Lavin
karen.c.kine@gmail.com

Francisco Cerda-Vasquez
fi.cerda.v@gmail.com

Patricia da Costa Tarragd
patriciadacosta473@gmail.com

Danillo da Silva alves
danillosalves@gmail.com

Alexanderson Fernandez Paniura
fisioalexfernandez@gmail.com

Javier Santiago Franco Casillas
javierfranco22@hotmail.com

Nicolas Gonzalez
nico_gonzalez88@hotmail.com

Martin Elias Ivancovich
martinivancovich99@gmail.com

Maria Fernanda Leonardi
fernanda.leonardi@fcm.unc.edu.ar

Sandra Mahecha-Matsudo
sandrammahecha@gmail.com

Emilian Rejane Marcon
Emarcon@hcpa.edu.br

Camila Mautner Molina
camilamautner@gmail.com

Nelson Nardo Junior
nnjunior@uem.br

Carolina Nufiez-Vergara
nunezvergaracarolina@gmail.com

@ Springer


https://doi.org/10.5662/wjm.v11.i4.116
https://doi.org/10.1111/obr.13370
mailto:etroncosokine@gmail.com
mailto:andrea.herrera.s@gmail.com
mailto:cris.aquino@me.com
mailto:leonardo.aburto@gmail.com
mailto:alderetesantiago92@gmail.com
mailto:omar.andrade@ufrontera.cl
mailto:f.balocchit@gmail.com
mailto:marialaurabruno02@gmail.com
mailto:jcancino@uft.cl
mailto:j.h.canomontoya@gmail.com
mailto:karen.c.kine@gmail.com
mailto:fi.cerda.v@gmail.com
mailto:patriciadacosta473@gmail.com
mailto:danillosalves@gmail.com
mailto:fisioalexfernandez@gmail.com
mailto:javierfranco22@hotmail.com
mailto:nico_gonzalez88@hotmail.com
mailto:martinivancovich99@gmail.com
mailto:fernanda.leonardi@fcm.unc.edu.ar
mailto:sandrammahecha@gmail.com
mailto:Emarcon@hcpa.edu.br
mailto:camilamautner@gmail.com
mailto:nnjunior@uem.br
mailto:nunezvergaracarolina@gmail.com

Obesity Surgery

20

21

22

23

24

25

26

27

28

29

30

31

Mariela Olivares Galvez Eliana Rojas Sanchez
malevox@gmail.com elimarcela2606@gmail.com
Cecilia Betsabe Penutto Maria Victoria Saez Del Rio
cecipenutto@gmail.com cardiach.kinesiologia@gmail.com
Johanna Pino Zuniga Washington Valverde Ampai
johannakine@gmail.cok w.valverde.a@gmail.com

Israel Podesta-Donoso Alexandre Vieira Gadducci
israelpodesta@gmail.com alegadducci@gmail.com
Christian Ramirez Orostica Greice Westphal-Nardo
kinesiologiaejerciciosalud@gmail.com greicewnardo@uepg.br

Departamento de Ciencias Pre-Clinicas, Facultad de Medicina, Universidad Catodlica del Maule, Talca, Chile

Clinica Caetano Marchesini, Curitiba, Brazil

Centro Integral de Obesidad Concepcion (CIOC), Concepcion, Chile

Universidad Andrés Bello (UNAB), Instituto de Ciencias del ejercicio y la Rehabilitacion (ICER), Santiago, Chile

Universidad de La Frontera, Facultad de Medicina, Departamento de Ciencias Preclinicas, Temuco, Chile

Red Salud UC Christus, Centro Médico San Joaquin, Santiago, Chile

Barys, Centro de cirugia de la obesidad, Hospital Espafiol de La Plata, Programa SANA Ejercicio fisico y salud, La Plata, Argentina

Universidad Finis Terrae, Laboratorio de Fisiologia del Ejercicio y Metabolismo, Escuela de Kinesiologia, Facultad de Medicina,
Santiago, Chile

Carrera de Kinesiologia, Facultad de Ciencias de la Rehabilitacion y Calidad de Vida, Universidad San Sebastian, Valdivia, Chile
Clinica Universidad de Los Andes, Centro Go Move, Centro Nuclinic, Santiago, Chile

Facultad de Salud y Ciencias Sociales, Kinesiologia, Universidad de Las Américas, Santiago, Chile
Atencion particular de pacientes, Montevideo, Uruguay

Clinica Instituto Pachu, Campina Grande, Paraiba, Brazil

Area de Prescripcion del ejercicio, Liga contra la Obesidad, Lima, Peru

Activate con Franco, Mexico, Mexico

Centro Interdisciplinario de Salud Confluencia, Cérdoba, Argentina

GEOM, Sanatorio Mayo Privado S.A, Cordoba, Argentina

Unidad Medicina Deporte y Actividad Fisica - Clinica MEDS, Santiago, Chile

Hospital de Clinicas de Porto Alegre, Porto Alegre, Brazil

Servicio de medicina fisica y rehabilitacion, Clinica Alemana, Valdivia, Chile

Programa de Pos-Graduag@o em Educagao Fisica. Departamento de Educagdo Fisica. Nucleo de Estudos Multiprofissional da Obesidade
(NEMO), Universidade Estadual de Maringa, Maringa, PR, Brazil

Centro de Nutricion y Bariatrica, Clinica Las Condes (CLC), Centro B&O, Kinetemueve, Santiago, Chile

Batric, Clinica Quirargica Bariatrica, Mendoza, Argentina

Diabetes Research Centre, College of Life Sciences, University of Leicester, Leicester, United Kingdom

Kinesiologia Ejercicio Salud (KES), Santiago, Chile

Centro integral de metabolismo y Obesidad, Clinica La Colina, Bogota, Colombia

Servicio de Rehabilitacion, Clinica Andes Salud Concepcion, Concepcion, Chile

Centro de Medicina Fisica y Rehabilitacion, Clinica INDISA, Santiago, Chile

Atencion particular de pacientes, Brasilia, Brazil

Department of Physical Education, Center for Biological and Health Sciences,, State University of Ponta Grossa, Ponta Grossa, Brazil

Departamento de Nutricion y Cirugia Bariatrica, Clinica Las Condes, Santiago, Chile

Springer


mailto:malevox@gmail.com
mailto:cecipenutto@gmail.com
mailto:johannakine@gmail.cok
mailto:israelpodesta@gmail.com
mailto:kinesiologiaejerciciosalud@gmail.com
mailto:elimarcela2606@gmail.com
mailto:cardiach.kinesiologia@gmail.com
mailto:w.valverde.a@gmail.com
mailto:alegadducci@gmail.com
mailto:greicewnardo@uepg.br

	﻿Physical Exercise in Obesity and Metabolic Bariatric Surgery: The First Latin American Consensus
	﻿Key Points
	﻿Introduction
	﻿Methodology
	﻿Consensus Criteria
	﻿Literature Review and Formulation of Recommendations
	﻿Survey Instrument
	﻿Statistical Analysis
	﻿Ethical Considerations

	﻿Results
	﻿Discussion
	﻿Conclusion
	﻿References


