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ABSTRACT

Objective: Review and assess the effectiveness of
community-based physical activity interventions among
women aged 18-65 years.

Design: Systematic review

Methods: To find relevant articles, the researcher
selected reports published in English between 1
January 2000 and 31 March 2013. Systematic search
was to find controlled-trial studies that were conducted
to uncover the effect of community-based interventions
to promote physical activity among women 18-65
years of age, in which physical activity was reported as
one of the measured outcomes. The methodological
quality assessment was performed using a critical
appraisal sheet. Also, the levels of evidence were
assessed for the types of interventions.

Results: The literature search identified nine articles.
Four of the studies were randomised and the others
studies had high methodological quality. There was no
evidence, on the basis of effectiveness, for social
cognitive theory-based interventions and inconclusive
evidence of effectiveness for the rest of interventions.
Conclusions: There is insufficient evidence to assess
the effectiveness of community-based interventions for
enhancing physical activity among women. There is a
need for high-quality randomised clinical trials with
adequate statistical power to determine whether
multicomponent and community-based intervention
programmes increase physical activity among women,
as well as to determine what type of interventions have
a more effective and sustainable impact on women’s
physical activity.

INTRODUCTION

Physical activity (PA) is recognised as one of
the most important behaviours for reducing
the overall burden of disease in humans.'
The leading causes of death worldwide are
primarily found among four non-
communicable diseases (NCDs): cardiovascu-
lar diseases, cancers, diabetes and chronic
respiratory diseases. The burdens of these dis-
eases are considerably heavier in developing
and low-income countries where the rates of
these NCDs continue to climb.? Developing
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Strengths and limitations of this study

= This is the first review to explore the effective-
ness of community-based physical activity inter-
ventions among women aged 18—65 years.

= The trial screening and data extraction were con-
ducted using the strong appraisal sheets, inde-
pendently by two authors.

= Owing to heterogeneity in the types of
community-based interventions, methodology
quality and the impossibility of searching all
electronic and non-electronic databases with a
language restriction, the ability of achieving
strong (solid) conclusions might be limited.

countries have been experiencing a rapid
phase of unplanned urbanisation and indus-
trialisation, population-ageing and globalisa-
tion. These result in unhealthy environments,
with rapid social and economic transition
accompanied by changes in PA. As a result,
the growing prevalence of NCDs and their
risk factors has become a global issue in
undeveloped and developing countries.”

By 2030, low-income countries will have
eight times more deaths attributed to NCDs
than high-income countries.” The WHO esti-
mates that 80% of all deaths may be attribu-
ted to NCDs by 2020.*

Tobacco use, harmful use of alcohol, insuf-
ficient PA and unhealthy diet are the four
main behavioural risk factors which induce
NCDs and are expected to rise in developing
countries.”

In reference to the US physical activity
guideline (2008), there is strong evidence
that PA reduces the risk of many adverse
health outcomes, such as early death, coron-
ary heart disease, stroke, high-blood pres-
sure, adverse blood lipid profile, type 2
diabetes, metabolic syndrome and depres-
sion;' also PA is considered an independent
cancer-protective factor.®

Although there are many benefits in adopt-
ing PA, its rates have remained low.” Dumith
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et al’ have presented a comprehensive worldwide estima-
tion of physical inactivity in which the overall prevalence
of physical inactivity was 21.4%, that is, 23.7% prevalence
for women and 18.9% prevalence for men; however,
their report was limited by many factors, such as not
having access to data from many populous countries,
and using a self-report questionnaire that caused under-
estimation of physical inactivity.

According to the second report of the urban health
equity assessment and response tool (Urban HEART)
project conducted in 2011 in Tehran, Iran, only 20.5%
women and 24.3% men exercise at least for the
minimum time recommended by the guideline of PA
(unpublished data). In this guideline, 150 min of mod-
erate intensity exercise or 75 min of vigorous intensity
exercise is considered as the minimum PA per week.'

The lower PA rate among women can be explained
by gender-norm limitations that they face in their life.
The limitation includes child care responsibility, secur-
ity, lack of time, lack of confidence on their physical
abilities, lack of knowledge about designing and main-
taining a PA programme, traffic restrictions, financial
inability,9 traditional views about women, weather con-
dition, uncomfortable workout cloths and individual
motivation. '’

Iranian women encounter exceptional social and cul-
tural constraints, such as disagreement with their spouse
or father about going to gyms or their participation in
PA. There are also some sociocultural expectations, and
environmental and religious constraints, such as
banning females from biking or exercising outdoor."' As
they play an important role in the nurturing and
upbringing of children, being physically active is very
important for women’s health and could help to have
healthy future generations. Undoubtedly, lack of PA
among females can cause unrecoverable damages to the
society as it negatively affects physical and mental health
of women, a half of the population. This shows the
necessity of improving PA in women.'?

Although the benefits of PA are now well-established,
there is not much established knowledge regarding the
effectiveness of interventions designed to improve popu-
lation PA."

The fast growth of chronic diseases in developing coun-
tries has increased the awareness of correcting lifestyle
inactivity and encouraged community-based interventions.
Community-based interventions provide a costeffective
and reasonable way to promote health and access to PA
resources for large groups of people, especially when
there are limited resources within the comrnunity.M_16

Community-based interventions are multilevel appr-
oaches and use an ecological perspective. Such interven-
tions can be implemented at any of the four ecological
levels: group, organisation, community and policy. Three
theories that have been used frequently in community-
based approaches are the social cognitive theory (SCT),
stages of change theory and social marketing theory.17

According to Bopp and Fallon,'* community-based PA
interventions involve community members and leaders
from various settings and organisations (ie, at any of the
four ecological levels) in the design, implementation
and evaluation of a PA intervention. Owing to commu-
nity members’ involvement in the plan, implementation
and evaluation of community-based interventions, these
interventions can be more effective and sustainable than
individual interventions.® '?

The majority of interventions have been delivered at the
individual level to change only the personal behaviour.”
Although some individuallevel and face-toface interven-
tions are effective as well as the gold standard for promoting
PA, transferring and delivering individual-level interventions
to communitylevel is challenging.®' It is necessary to run
the community-level interventions, which have the potential
to produce long-term benefits, for a large number of
people, but there is no strong evidence which type of
community-based interventions are most effective.**

Although many interventions to improve PA are being
carried out with women between 18 and 65 years of age,
the types and effectiveness of most interventions have
not been systematically examined. Recently published
reviews have mostly dealt with the increase PA among
both genders or only included underserved and/or
minority women. Previous endeavours to summarise the
evidence were mostly allocated to particular settings and
individual interventions. They also did not assess the
effects of interventions on women with a community-
based approach and did not assess the methodological
quality of the studies.

This paper describes a systematic literature review of
strategies for promoting PA among women aged
18-65 years, and conducted with community-based
approaches. This review is a small part of a larger project
entitled Improving PA among Women: a Mixed-method
Action Research in Iran. The overarching goal of this
project is to develop a community-based interventions pro-
gramme for promoting PA among women in Iran.

METHODS

Search strategy and inclusion criteria

To the best knowledge of the author of this article, all
documents, including articles, theses and conference
abstracts, that were published between 1 January 2000
and 31 March 2013 in electronic databases, such as
PubMed, Science Direct, Google scholar and Cochrane
Library were searched.

The search strategy was created and run by LAF with
assistance from the library and an information science
expert. Keywords and combinations (MeSH and text
words), such as physical activity, physical inactivity, exer-
tion, fitness and community-based intervention,
community-based research and population-based inter-
vention and community-based research, were used
(table 1).
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Table 1 A sample of the search string was used in the
study

Databases (hits)

PubMed (n=467)
Science Direct,
Google scholar and
Cochrane Library
(n=1643)

Key words used

(1) physical activity; (2) physical
inactivity; (3) exertion; (4) fitness;
(5) community-based intervention;
(6) community-based research;
(7) population-based intervention;
(8) community-based research;
(991or2or3ord4or50r6or7
or 8; (10) randomised controlled
trial; (11) controlled trial; (12) 9
and 10; (13) 9 and 11

Limit 12 and 13 to all women
(18-65 years old) and English
and humans

First, duplicate articles were removed by using End
Note Software and then any remaining duplicate articles
were deleted manually.

We used an iterative approach, which maximises the
specifications of the search scope, to find the key litera-
ture. Additional web searches were performed after
extracting relevant information, such as key words,
phrases and authors, from the articles within the field of
PA and community-based research (snowball search).
The title and abstract of all potentially relevant articles
were screened by two reviewers (LAF and OR) in order
to find applicable information about PA promotion in
the community-intervention section. If the abstract did
not have sufficient information, the full text of the
article was screened for further information. Any dis-
crepancies between the two reviewers were resolved with
discussions and consensus. If the reviewers could not
reach a final conclusion, the article was investigated by
the third reviewer (MA-L). The inclusion and exclusion
criteria for selecting the studies were shown on the basis
of PICOS in table 2.

Assessment of methodological quality

Quality assessments of studies were performed using the
information available in the articles through the critical
appraisal sheet. This appraisal is composed of seven
scales including Delphi List, PEDro, Maastricht,
Maastricht-Amsterdam List, Bizzini, vanTulder and
Jadad. The appraisal was compiled in a set of 39 items
by Olivo and et al,24 where the items were divided into
five categories: patient selection, blinding, interventions,
outcomes and statistics (table 3).

Each item listed in the critical appraisal sheet was spe-
cified by the score of one if it was included in the
article, and specified by the score of zero if it was not
included in the article or if the information provided by
the authors was not sufficient to make a clear statement.
In the case where a study did not consider a particular
item, the item was marked as inapplicable in the critical

Table 2 The inclusion and exclusion criteria for selecting
the studies on the basis of PICOS

PICOS
criteria

Participants » Participants were to be 18-65 years of
age.

» The study did not involve disease-state
populations (for example multiple
sclerosis rehabilitation patients.

Interventions  » Interventions must be designed to
improve PA and to prevent physical
inactivity, cardiovascular disease,
diabetes and other side effects of
sedentary life style.

» The study only included
community-based interventions.

Comparisons » Studies must provide an assessment
of an intervention group through
comparison with a control or
comparison group which was
simultaneously derived from the same
or similar settings.

Outcomes » Participants were to be 18-65 years of
age.

» Participation in PA must be one of the
measured outcomes.

» Studies must at least demonstrate a
specific measure of PA (objective,
self-reported or both) at the baseline
and follow-up.

Study design  » In this review articles with both random
and non-random allocation of
participants to study groups were
included, but results from observational
studies were not reported.

appraisal sheet. The total score of each study was calcu-
lated by dividing the number of items included by the
number of applicable items. The range of scores fell
between zero and one. Finally, studies were graded
based on the number of items that they had in the crit-
ical appraisal sheet.”* If the score was between 0 and 0.5,
it was considered a low methodological quality study,
and if the score was between 0.51 and 1, it was consid-
ered a high methodological quality study.

The critical appraisal was independently completed by
the two reviewers (LAF and OR), and the results were
compared. Disagreements between the two reviewers
were discussed during a meeting to achieve consensus. If
they could not reach an agreement, the third reviewer
(MA-L) was consulted to make the final decision.

Data extraction

Standardised data extraction forms were prepared
through consultation with a methodological expert.
They were then verified and completed by one reviewer
(LAF), and furthermore checked by another reviewer
(MA-L) for accuracy. The extracted data included the
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this review (n=b), PA interventions without evaluation
(n=4), non-community-based intervention (n=2),
involvement of disease-state populations and participants
who were more than 65 years of age in the study (n=3),
publication of two similar articles in different journals
(n=1) and the use convenience sampling (n=1).

Nine articles were selected from this literature review.
Table 4 provides the characteristics (ie, population,
general intervention, outcome measure, measurement
times and results) of all studies included in the review.

Methodological quality

Table 3 shows the methodological quality of the
included studies. Agreement was 92.6% on the 325
items scored through the quality assessment. Full con-
sensus on all items was reached after discussion between
the two reviewers. Five of the 9 articles were considered
high quallity.21 28-30 31 There was not sufficient informa-
tion about random allocation used in most studies as
only 3 of these (33%) described random allocation®! 22 3!

and only 3 (33%) provided sufficient information about
allocation concealment at the time of outcome assess-
ment.”! # *! There were blinding issues due to nature of
PA interventions as it was not possible to blind partici-
pants to the types of intervention. However, some studies
used blinding of investigator/assessor and statistician to
increase study accuracy. Five studies (55%) applied
blinding of the investigator21 29792 and 1 study (11%)
solely used blinding of statistician.” Most studies had
similar periods which passed before conducting the
outcome assessment. Only 4 studies (44%) had a
follow-up of 3 months or longer.*' =%

Study characteristics
Seven of 9 studies were carried out in the U
1in Australia,29 and 1 in Iran.®®

The intervention studies were categorised as: physical
activity only, nutritional and physical activity interven-
tions. There were 5 of nine articles where programmes
were designed to modify PAZ8 30 33735 3nd the remainder

Eb%,Ql 28 30-34

Records identified through PubMed

Records identified through Science

searches direct and other sources searches
(n=467) (n=1643)
=
2
B \
% Records identified through database
54 searching
=
(n=2110) Duplicates excluded
|
2 (n=892)
Records after duplicated removed
(n=1218)
Excluded because of
0 | inappropriate title
£ ¥
g Studies selected after title screening (n=903)
o
1=
A (n=315) Excluded because abstracts were
¢|, not meeting the inclusion criteria
Studies selected after abstract (n=262)
| screening
-53 Excluded because interventions
(n=53) were not meeting the inclusion
criteria
“E‘ Studies included when full-text (n=28)
E assessed for eligibility
(n=25)
I Studies included in validity assessment
(n=25) Excluded because study design and
B T methodology did not pass the
3 e inclusion criteria
) Studies included in qualitative
R synthesis (n=16)
(n=9)

Figure 1

Flow diagram used for the identification, screening, eligibility and inclusion of studies.?®
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were designed as both PA and nutritional interven-
tions 2! 29 31-32

The most common duration for interventions was 12
months.?! 28 3% Other interventions lasted 8weeks,31 35
10 weeks®® or 4 months.*

All of the studies were designed on the basis of a multi-
component approach. All studies evaluated social science
theory-based interventions; seven of nine studies used
applied social cognitive theories,?' 270 32 3% 35 whjle 1
used both SCT and social marketing theory (SMT),”* and
another used the social ecological model.”’ The most
common constructs of SCT were used, including social
support, goal setting, overcoming potential barriers and
selfmonitoring. Some studies have emphasised specific
constructs or applied particular interventions that did
not exist in other studies. For example, Albright et al*®
used verbal encouragement and written reinforcement to
achieve short-term and long-term PA goals. Gaston et al*”
and Pazoki et al” used cultural facilitators and expert
consultants for teaching behavioural strategies and skills
to help the women implement an individualised health
plan. Keyserling et al’' gave contact information to parti-
cipants for local healthy PA resources. Lombard et al?
offered problem-solving training for overcoming the bar-
riers of PA. Ransdell ¢t af’” used a daughter and mother
exercise strategy to produce social support and motiv-
ation to increase PA. Sharpe et al used media messages
for promotion of PA.** Yancey et af’' applied an economic
incentive of a free l-year gym membership for all
participants.

Measurement of PA was mostly focused on self-report
questionnaires or recall instruments (using different
types of PA questionnaire). Four of nine articles used
both self-report questionnaires or recall instruments and
pedometers for measurement of PA 2! 25729 34

Evidence of effect on physical activity

Seven studies reported a positive intervention effect
(77.7%), and in 4 of these studies statistical significance
was achieved (44.45%). Significant results ranged from
an increase of 2.07 days per week in doing aerobic exer-
cise to a 10.4% increase in participation in regular PA
(at least 30 min of moderate intensity PA for at least
5 days a week, or at least 20 min of vigorous PA for at
least 3 days a week).

Seven studies evaluated social cognitive theory-based
interventions, including 2 high-quality randomised con-
trolled trials,”' * 2 high quality controlled trials*® ** and
3 low quality controlled trial.** ** ** Two of these studies
were high quality and randomised controlled trials,21 29
but had no statistically significant intervention effect;
therefore, there was no evidence on the basis of effect-
iveness for social cognitive theory-based interventions.

With regard to other social science theory-based inter-
ventions, there was only 1 low quality controlled trial
intervention accomplished on the basis of a mix of SCT
and SMT, and 1 high-quality randomised controlled trial
which used the social ecological model.” ** These two

articles illustrated the inconclusive evidence of interven-
tion effectiveness.

DISCUSSION

Summary of evidence

The purpose of this systematic literature review was to
assess the effectiveness of community-based PA interven-
tions for women. Many studies were found in the litera-
ture, but a very small number of studies were
community-based interventions performed among
women or met the inclusion criteria of this study.
Consequently, this problem brought about a small
number of studies being included in the review. Most of
these studies modified PA and were multicomponent
interventions. However, reviewers attempted to categor-
ise the studies in a meaningful and logical model, but
were unable to recognise any consistent evidence to
support the effectiveness of community-based interven-
tions to enhance PA level. Heterogeneity existed
between the types of interventions, intensity of activities,
study designs, the duration of follow-ups and assessment
tools. Reviewers found that social cognitive theory-based
interventions had no evidence of an effect of interven-
tions on PA and the evidence of an effect for other
social science theory-based interventions was inconclu-
sive. Most of these studies were not random and did not
have any statistical significance. More high quality and
randomised studies are required to strengthen and
confirm these results. In overall, due to specific
characteristics of interventions, reviewers could not
determine which type of interventions, intensity, fre-
quency or type of PA were successful in promoting PA
among women.

Implementation of interventions

Results showed that most of the articles were limited or
had inconclusive evidence of an interventions’ effect.
There were many factors which contributed to the
restricted effectiveness of interventions: small sample
size, small power to detect differences between groups,
baseline differences between groups, the intensity levels
of interventions, lack of waitlist control group by com-
paring the intervention group results with another inter-
vention type or minimal intervention, and adherence.
Several studies which were included had these problems.
For example, all of the papers described did not have
acceptable adherence and most of them did not have a
control group. All studies had a sociological basis;
however, even those that used same theories had differ-
ent constructs.

Limitations and recommendation for future studies

There are a number of limitations to this study. First,
reviewers limited the search to English language articles
and did not include other language interventions, such
as German or Italian. Second, the search strategy
covered resources published between 2000 and 2013 as

6 Amiri Farahani L, et al. BMJ Open 2015;5:e007210. doi:10.1136/bmjopen-2014-007210



)
7]
(]
o
o
c
[
o

©)

panunuo)

(50°0=d ‘xepui plousjosed

wnias {L00’0=d ‘syjuow g| pue 9 je
alreuuonsanb) |\ 8y} 0} pasedwod |3
8y} ul alow panoidwi axeul Aelaig

18Ip pue yd uo sgjydwed jo Buijiew

(50"0<d)syiuow g| pue awWI}-auo e Jo pajsisuod dnoib |\ <«
9 Je Jajowols|aooe Buisn Aq sdnoib *S||ed Joj|esunod Jaad Ajyuow /.
| PUE |3 usamiaq Saoualayip pue uoissas Buijjesunod [enpiAipul
jueolubis ou s| 818y} pue | papnoul (eseyd aoueusjurew)
vd (€0°0=d) snoiobiA pue (100 0=d) Sa|geleA aseyd puooss ‘10|jasunod padxa 90 | =uonuaIBUI
ayelopow aiow Ajueoiubis |e100soyoAsd pue ue woyj s|[ed sauoyd g pue ‘suoissas dnoub N ‘901=dnoib |3 :(syuow g|)
papodas dnoib |3 8y ‘dn-mojjo} “ubiem ‘ainssaid poojq Buljjesunod [enpiApul g ‘Suoissas dn-mojjo} {01 L=dnoib |\ ‘g0 L=dnoib
yuow g| pue 9 ay} je :alreuuonsanb syluow g| ‘spidi] poojq Bunsey dnoib ¢ papnjoul aseyd 1si ‘saseyd 13 :(syuow 9) dn-mojjo} ‘g L=dnoib 12(8002)
e Buisn Ag sewoono yd pue 9 ‘auljeseg ‘ayejul Aeyeiq ‘vd yluow-9 oM} panigoal dnoib |3 « I ‘81 1=dnoib |3 :auljeseg 124 VSN /e e Bulpsshey
'SJuB)NSU0D
yadxe pue Jojey|ioe} ‘WNNoLIND
B 9A19031 JOU pIp INg Uo)SeL)
ay} jo Adoo ayy paniedal dnoib jouo) <«
'uoISS®s 18} U} e Yd Buinoidwi Joy
(100°0>d) spoo} joenuod dnoib e paubis suedioed
snonuinu aiow Buies Buipodas 1IV "00Q UO}SEY) 8y} PaAISdal /=dnoib
Way} Yim “1aIp S,UsWOM 8y} Ul punoy pue siojey|ioe} Aq pa| ‘syeem Q| uosiuedwod ‘G=dnoib uonuaiBlul
Sem 9oUBIaYIP eam-Q | Jueolubis v 10} uiw 06 Jo} 1ew sdnoub ayy ((syauow g1) dn-mojjo} ‘g¢ :sdnoib yioq
(syuow g *dnoib Jad uswom g|—8 yum sdnoib ul azis ajdwes ‘¢=dnoib uosuedwod
pue 9 ‘s)eam Q| 1e ¥eam Jad UOIJUBAIBIUI PINJONIIS Q| OUI PBPIAIP ‘¢, =dnoib uonuanidiul (syuow 9)
Kep 12'€ pue 8y’ ‘26’ 01 aul|eseq Vd pue suieyjed  alem sjuedioiued ‘ebueyo [einoireyasq dn-mojjo} ‘gg=dnoib uosuedwod
1e M Jad Aep g'| woiy) as1olexa syluow g| Bunes ‘sepnune 0} sayoeoidde paseq oi1oads-1epush ‘eg=dnoib uonuanalul ((seaM Q)
01(j0J. U] JUBWSA|OAUI S,UBWOM pue g ‘syeem yieaH ‘yyeay puB -2IN}Nd ‘-WNNOLIND dn-moj|o} ‘gg=dnoib uosuedwos 26(£002)
oy} ul aseasoul Jueoyiubis Ajeonsners 0l‘aulieseg |lesan0 jo uondaoiad pani@oas dnoub uonuanialu] <« ‘90 L=dnoib uonuanidlul :BUIBSEY 19 vSn B 18 uojsen
(s0°0>d)
dnoib poddns jrew ay; uey} dnoib
Buyjesunod jrew+auoyd ul yd BIA
ainypuadxs ABiaus |ej0} ul asealoul (uopuod poddng (i) siens|smau
Jarealb Apueoyiubis e si aiay) pajiew ay; Ajuo Jo (uonipuod
‘pamoys syjuow Q| Jaye uosuedwod Buijjesuno) |iepN+auoyd) siena|smau
dnoib usamiag Jo synsey pajrew Aq vd 1o} oeqpasy) pue
syjuow g\ Jaye ‘uoew.oju) [euolippe ‘Bujjjesunod
(9%G€) dnoib poddnsg [re\ pue (%6+) auoydas|a} paseg-awoy Jayna
dnoib Buljjesuno) [repy+auoyd JO SyjuoW Q| O} UOHEOO|[B Wopuey <«
ay) usamiaq Apjeam shep G 1ses) je auljeseq ‘(seweb Jomsue-pue-uopnsanb sdn-moj|o}
VdAIN J0 aiow Jo Qg ul suonedioed Jaye syluow g| pue ‘suoissnosip dnoib-|lews 10} UOIJBWIO}UI JOBXD OU 8Je 818U}
jJo abejuaoiad a8y} Ul ousIBYIP pue g ‘syeam Q| ‘sanianoe dnoib) sasseo y | Apespn ¢,e€=dnoib poddng |repy ‘ge=dnoib 42(S002)
eoyubls Aue jou sem aiay| ‘auljeseg vd JO syjuow g paniedal syuedoiped |y <« Buiesuno) |lepy+auoyd :euleseg 19 vsn [ 18 Wbuqy
s)nsay sawi} ainseaw awodINQ uolUAAIaUI [BIBURY) (u) uoneindod Apnis jo  Anuno)d Jeu(13A) Apmig
juawiainseayy ubiseqg

SeIpNis papn|oul Jo SoisUaloRIRYD B|gBL

Amiri Farahani L, et al. BMJ Open 2015;5:007210. doi:10.1136/bmjopen-2014-007210



Open Access 8

Amiri Farahani L, et al. BMJ Open 2015;5:¢007210. doi:10.1136/bmjopen-2014-007210




)
7]
(]
o
o
c
[
o

©)

panunuo)

a|dwes

Ajuo eipaw ay} pip uey} abessaw

urew ay} jo pue spe swweiboid

10 |[edal Jaybiy Apueoniubis pey pue

saoualayip aaisod swweiboid-jsod

0} -aud }seyealb ay) pey uonluaIBul
[eINoIABYSQ 8U} Ul UBWOA\ <

uonuanIaUl

ou Jo auoje sebessaw ejpawl

*siouped

9S1019X3 }98W puUe SBIIAIOE MBU
Aolus 0} Ayunpoddo ue way) aneb
yolym asioiaxa dnoub ui payedionied
uswop) ‘Buimes-|eob e pue asioioxa
0} apinb e ‘1ajpwopad e ‘sdiy Apjeam
pue j1e30ed uojiejuUsLIo UB papnjoul
UOIUM UORUSAIBIUI JOBUOD-|BLIIUIW
‘YooM-1g ‘OAISudlUl UE JO PaISISU0d
uouaAIaul [einolAeyag () “Sjuane
as1olexa Alyluow g 8y ul payedioed
pue spods uoising|e} pue juud

ul a1om sojoyd 18y} pue s|epow [e190s
2lom AJUNWIWOD BY} WOI) UBWOM

/2 ®I8ym ‘as1olaxa Ajsusiul-ajelapow
aseasou| 0} ubredwed

sdeals
Buiunod ‘uonew.o}

t44°]
:uoiusAIBIUI OU ‘0Z8=Aju0 ainsodxe
BIpaW-AJUNWWOD ‘/ | g=UonuanIdjul
IN} :dN-moj|0} ¢ $E2 UOHRUSAIBUI OU

Uey} 9AI08Ye ai0w Sem sabessawl syuow gL ul ouwodolyue eipaw Buoj-reak e (e) :sjusuodwod ‘Gg=Aluo ainsodxa eipaw-Ayunwwod +e(0102)
BIPAW Y}IM UOHUSAIBIUI [BINOINRYST < pue aujjeseg ‘Roealye-jies ‘vd OM} JO PaJSISUOD UORUSAIBIU| < ‘0Ep=UonuaIBlUl [N} :8ullSEY 19 vsn Je jo adieys
‘syoam g A1ana Joyine pes)
oy 0} sBOo| d J18y} paxe} Jo Juas pue
‘slalieq Bujwo2IaA0 10} 82IAPE BWOS
snid ‘saniAioe buluren-yibuais pue
‘S9Ud}allS SNOLEA JO sainjold ‘saiAloe
papuawwodal Jo Jepusjed e Buipnjoul
1930ed pajielep e paneoal dnoib gH <«
*sas|oloxa Bujusyibuals [euiwopge
pue Buiyolals Jo ulw 01—G pue
"(000°0 01 20°0=d) ‘Buures; Jybiam Jo uiw 0g—0z ‘Ananoe
saniAnoe Ajjiqixe)y pue ‘yibuais 01qoJoe JO ulw 0g—-0g ‘dn-wuem
Jejnosnw ‘oiqolae uj uonedioed UlW G B JO PaJSISUOD pue ujw G/
sy} paseasoul Apueoyiubis sdnoib —09 paise| shep AlAioe ssauliq ‘Yoam 0g=uonuaniaiul
yjoq ui sialybnep pue SIsyloj <« B SaWl} g SANIAIOB PBjUBLIO-SSaU) Pased-AHuNwwod ‘4 | =Uo)UBAIB)UI
'sdnoib paseqg-Ajunwwod pue xeam Jad sawi € 1ow paseg-awoy :dn-moj|o}
pue paseq-awoy o} 4 ul sebueyo syeam gL dg ‘ssauly pue AjsiaAun B ulyum Ayjioe) ssaully ‘{0g=uonuaniaiul paseqg-AJunwiwod c(€002)
U99M}B(g SBJUBISYIP OU BI1am 818y <« pue auljeseq 1y pajejal-yyeay ‘vd B Je pajo|dwod alom SaliAde §) <« ‘0g=UOnUBAI8)Ul PaSEg-awoy :auljaseq 10 vsn /B 18 |[opsuey
(1000°0>d) ueoyIubIS Ajleonsnels
sem sdnoib om} usamiaq aoualayip
Y} pue g %eam e (59'21=3S ‘papodai jou :dnoib jouo) <«
‘v1"0p=uesw) dnoib |013u00 *S198)UN|OA
ay} ul uswom uey} (Se'ez=3S 1e20] Aq susin-swoy ybnoioyy
‘Lg'6E L=ueaW)M Jad Yd JO senuiw Apjoam uanib atem yoiym ebexoed
alow papodal dnoib uopuanialu] <« |euOnEONPa Ue puB SUOIONJISUl
'sdnoib [ou0d Aanoe padej-olpne ‘uswom
pUB UOUBAIBIUI BY} Ul SHOaM 8 10} d UOIEID0SSY UesH Ueduawy 09 =|03U09 ‘Q/ |=UoRUSAIBI|
I8)je %€ PUB %t gL 0} sullaseq je syeam g oy} 0} pajejal swwesboid yoem-g i(sy@am 8) dn-moj|o} {6/ L=]013u0D +6(2002)
%/'2 PUB %E Wol} Yd Ul Buiseaiou] < pue auljeseq 1y vd ue panleoal dnoib uonuansiul 8yl <« ‘6L =UONUBAIBIU| :BUljoSeg 19 uel| e 18 Mozed
s)nsay sawn ainseaw awodINQ uolUAAIBIUI [BIBURY) (u) uopeindod Apnis jo  Anuno)n Jai(1€2A) Apmig
juswiainseayy ubisag

panunuoy ¥ SjqeL

Amiri Farahani L, et al. BMJ Open 2015;5:007210. doi:10.1136/bmjopen-2014-007210



Open Access 8

10 Amiri Farahani L, et al. BMJ Open 2015;5:¢007210. doi:10.1136/bmjopen-2014-007210



8 Open Access

the process of conducting the systematic review and
reviewing the article was long.

Third, due to the small number of included papers
and the lack of statistically significant differences, the
results of this review are difficult to interpret. Fourth,
methodological limitations across studies included the
short time of intervention or follow-up, insufficient
adjustment for potential confounders, lack of randomisa-
tion procedure and blinding at outcome assessment.
Fifth, there was a lack of precision in the measurement of
PA outcomes in some studies. Sixth, a conclusive
meta-analysis cannot be achieved with these studies
because of the heterogeneous nature of these studies and
explanations cannot be made concerning the effect size
of the interventions. Seventh, reviewers could not distinct
biased publications that only reported positive findings in
community-based interventions for PA improvement as
these publications were some of the available resources.
Reviewers also faced the challenge that measures of PA
differed markedly and were reported both as indirect and
direct measures. Though reviewers had planned a priori
to conduct subgroup analysis of direct (eg, accelerometer
or pedometer) versus indirect (eg, self-report) measures
of PA, this was not possible because of the heterogeneity
of measurement tools and interventions.

To have a fair assessment, future studies on PA meas-
urement should have similar approaches and tools.
There is a need for more rigorous research designs,
including higher quality randomised controlled trials in
this age group and culture-based multicomponent and
community-based intervention programmes that con-
sider either individual or environmental factors for
changing PA levels

One of the goals of the community intervention is to
design programmes that include the majority of the
population, but it seems including personal desires and
interests into the design of PA programmes could
provide better results. One intervention approach may
not fit all, therefore, different approaches should be
offered: some people may prefer the private feedback
from a device such as pedometer; others may respond to
interventions delivered through the internet, others may
benefit from the social support in doing a PA group,
whereas others may increase PA in response to tele-
phone counselling or facilitator counselling.

In community-based interventions, the number of par-
ticipants that contribute in all levels of measurement,
design, application and assessment increase the chance
of success for an intervention programme. At the same
time, the efficacy and reliability of an intervention pro-
gramme is more important than the number of people
that an intervention could involve.

CONCLUSION

To our extensive search, this is the first published system-
atic review aimed at community-based PA intervention
studies for 18-65 years-old women. This review found

low-quality to high-quality evidence of how to improve
PA, although due to the inadequate supply of informa-
tion reviewers could not determine which specific type,
intensity, frequency or amount of intervention could sig-
nificantly improve PA, or which intervention is more
effective and sustainable. In addition, more studies are
needed to address these gaps in knowledge for PA
improvement among women. Based on the published
evidence to date, it is necessary to conduct a multilevel
approach for promoting PA. Reviewers have recognised
the necessity of collaborations among community
members, policymakers, as well as governmental and
non-governmental organisations in developing more
effective PA interventions for women.
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