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Abstract

Background: Considering the well-established benefits of physical activity in the health domain, the economy, and environment,
physical activity programs should be considered as an important agenda in public health policymaking.
Objectives: The objective of this qualitative study was to identify “Why the prevalence of physical inactivity has increased during
the past decade in Iran, despite having various national physical activity documents? "using a Delphi technique.
Methods: The “Delphi technique” process in this study consisted of literature review, selecting the research question, selection and
recruitment of panel members, pilot study and conduction of round one (using an open question), round 2 (using a 5-point Likert
scale), and round three (final ranking).
Results: Statements with the highest scores in round three were recognized as the most important causes of the decreased level of
physical activity based on the experts’ responses in Iran.
Conclusions: The absence of executive support, coordination mechanisms, and appropriate infrastructure for conducting physical
activity were the top challenges in improving the physical activity level in Iran.
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1. Background

The protective role of regular physical activity against
coronary heart disease, depression, type 2 diabetes, hyper-
tension, obesity, osteoporosis, colon, and breast cancer has
been established (1-4). Insufficient physical activity is one
of the major risk factors for non-communicable diseases,
which leads to 9% of premature mortality (2, 5, 6).

Considering the well-established benefits of an im-
proved level of physical activity in the health domain, the
economy, and the environment, it should be considered as
an important agenda in public health policymaking (7). In
the last two decades, many countries have implemented
different kinds of interventions and ratified national doc-
uments for promoting physical activity (8, 9). During the
past decade, Iran did the same and has authorized vari-
ous national documents by different stakeholders to in-
crease the level of physical activity. However, in practice,
the prevalence of physical inactivity in the Iranian popula-
tion has increased based on the national STEPwise studies

(10-13).
To be effective, physical activity promotional docu-

ments and interventions need to be precisely described
and implanted in governmental and other stakeholders’
routine plans. The process of implementing such an inter-
vention in a nationwide perspective needs many stages to
be processed one after the other to finally make a change in
both professionals’ and the population’s behavior. While
the process of behavioral change will be influenced by
many factors, the overall stages consist of adaptation, im-
plementation, and continuation (14, 15).

2. Objectives

The objective of this qualitative study was to identify
“Why the prevalence of physical inactivity has increased
in Iran during the past decade, despite having various na-
tional documents for promoting physical activity?”. There-
fore, to clarify the reasons for the current gaps between ex-
isting physical activity documents and the increased level
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of physical inactivity, we conducted a Delphi technique
study to achieve a consensus statement of expert opinions
in this domain to assist policymaking in Iran. The results
of this study could be a solution to the challenging situa-
tion of increased physical inactivity levels in Iran, despite
available national action plans.

3. Methods

3.1. The Delphi Technique

The Delphi technique is a consensus structured
method used in various domains, including policy plan-
ning. The principle of the method is aiding experts in a
specific domain to analyze a complex problem through
a structured discussion group method to interpret the
rationales of the situation. The Delphi technique consists
of a series of questionnaire rounds, all designed based on
an initial main challenging question. This study aimed
to identify the gaps between physical activity policies
and their impact on physical activity levels. The “Del-
phi technique” was selected to conduct this research to
achieve a consensus, assess weaknesses and requirements,
conduct a situational analysis and determine priorities
to improve physical activity based on physical activity
experts’ opinions in Iran.

The “Delphi technique” process in this study consisted
of literature review, selecting the research question, selec-
tion and recruitment of panel members, pilot study and
conduction of round one (using an open question), round
2 (using a 5-point Likert scale), and round three (final rank-
ing).

3.2. Selection and Recruitment of Panel Members

A team consisting of sports medicine experts was
formed to search PubMed, Scopus, and Google Scholar to
compile a list of problems mentioned in existing sources
and articles with the purpose of the promotion of physical
activity to formulate the research question. Subsequently,
they designed a Delphi technique to reach consensus on
“Despite the available national approvals and policies, why
the prevalence of physical inactivity among the Iranian
population has increased” as the main question.

After determining the research question, a small work-
group of clinical and research experts in the physical ac-
tivity domain (25 individuals) with a homogeneous back-
ground were selected as the members of the expert panel
about the study’s objectives. Inclusion criteria of the mem-
bers of the expert panel were having adequate related
knowledge in the physical activity domain, having at least
five years of experience in the physical activity domain,

and the willingness to participate in the study. These ex-
perts have been selected among all individuals active in the
area of physical activity in Iran at educational, research,
technology, academic, and executive levels.

Information was transferred to the experts via email
and fax, and their responses remained anonymous.

3.3. Round 1

As the first stage, a questionnaire was designed con-
cerning the following open question: “Despite the avail-
able national documents and policies, why the prevalence
of physical inactivity among the Iranian population has in-
creased”. Then, a pilot study was conducted in collabora-
tion with five sports medicine researchers and experts to
correct the questionnaire and approve the framework. The
round 1 questionnaire was sent to 25 experts. Experts were
asked to use the brainstorming technique to complete the
questionnaire and specify the causes of inactivity.

3.4. Round 2

At this stage, a structured 48-item questionnaire was
designed, using the responses obtained in the round 1
questionnaire. This structured questionnaire was used as a
tool in round 2 (16). The participants were asked to specify
the importance of each phrase using a 5-point Likert scale
(1 = not important; 2 = little important; 3 = average (or no
opinion); 4 = important, and 5 = very important). More-
over, the participants were able to give feedback on the
phrases in the “comment” section of the questionnaire and
determine whether all their statements (made in the first
round) have been included in the questionnaire or not.
This questionnaire was also revised by four physical activ-
ity experts for necessary corrections and revisions. The
questionnaire was sent to all 21 participants twice (with a
two-week interval), while one of them refused to continue.

3.5. Round 3

In this round, the participants were asked to express
their opinions on the importance of the phrases selected
in round 2, using yes/no responses. The participants were
asked to review their responses and, if necessary, revise
their previous opinions, while expressing their explana-
tions after two weeks.

3.6. Agreement, Consensus, and Stability

Delphi methods do not obligate the contributors to
reach an exclusively agreed conclusion; it is practical to
evaluate if an agreement exists or not in a specific domain.
The term “agreement” or “consensus” could be specified
within each round and between rounds (17). In this study,
the agreement statement was defined as the phrases that
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were selected as “important” or “very important” by 50% of
the participants and higher at round two. The sum of all
the scores given by the participants on the 5-point Likert
scale was expressed as a total index weight following round
two. To assess the stability of the response of the experts, at
round two and three, the questionnaire was sent to partic-
ipants twice with a two-week interval (17).

4. Results

4.1. Round 1

Twenty-one (out of 25) individuals completed and sub-
mitted the questionnaires. At the end of the first round,
286 phrases were collected, which were finally limited to
forty-eight phrases. These phrases are presented in the in-
dex column of Table 1.

4.2. Round 2

The responses given by the participants were used to
calculate the “importance of each phrase”. In this regard,
the phrases which were selected by 50% of the participants
and higher as “important” or “very important” were de-
fined as agreements (Table 1). The total index weight fol-
lowing round two was determined via the sum of all the
scores given by the participants in the 5-point Likert scale.
Finally, 15 phrases were selected as the basis for the third
round.

4.3. Round 3

The round 3 questionnaire was sent to 20 partici-
pants twice (with a two-week interval). Eighteen individ-
uals completed the questionnaire. The responses were
accepted or slightly modified based on the participants’
opinions. At this stage, only phrases with at least 50%
agreement in round two, were recruited. Results indicated
that questions 1 and 3 (with 12 points), question 15 (with 11
points), and question 2 (with 10 points) have the highest
scores (Table 2).

Regarding the stability of expert panel members’ re-
sponses, none of the panel members changed their rating
within rounds two and three.

5. Discussion

This study aimed to investigate the reasons for de-
creased levels of physical activity, despite existing physi-
cal activity policies. The objective of this study is to re-
duce the current problems via developing and implement-
ing interventions that target priorities in Iran. To deter-
mine the major causes of low physical activity, the pundits’
opinions were collected using the Delphi technique. Final

results indicated that the top listed reasons which were
proposed via physical activity experts in Iran were lack
of an integrated and comprehensive strategic document
with reliable, complete enforceability, lack of systematic
internal and external coordination and cooperation mech-
anisms among stakeholders, inappropriate urban infras-
tructures designed for physical activities (e.g., walking and
biking), and shifting from health-centered policies (pre-
ventive and educational approach) towards the treatment-
centered policies.

Major challenges proposed by experts in improving
physical activity in Iran in our study were the lack of an in-
tegrated and comprehensive strategic document with re-
liable, complete enforceability and lack of systematic in-
ternal and external coordination and cooperation mecha-
nisms among stakeholders. Moreover, the Toronto Charter
for Physical Activity emphasizes the need for a unified na-
tional policy and document for physical activity in coun-
tries based on their specific requirements (7, 18). Success-
ful physical activity promoting programs indicate that in-
volvement and cooperation of all stakeholders within and
outside the health sector is a key principle of the program
(19). To ensure the implementation of policies in designing
physical activity enhancement infrastructures, the health
sector needs to work in close collaboration with munic-
ipalities for transportation, the education sector for atti-
tude change, and the sports sector to hold public sports
conferences (19). Global evidence supports the importance
of having a comprehensive national program for physical
activity enhancement (20). This comprehensive approach
should be developed based on multiple collaborations be-
tween major researchers and policymakers in the field of
physical activity programs to fill the gap in the imple-
mentation of such programs and the adoption of a better
course of action in policymaking, assessment, and identifi-
cation. The need for such collaborations to enhance physi-
cal activity is specifically highlighted in low- and moderate-
income countries (21). According to the Bangkok Declara-
tion on Physical Activity for Global Health and Sustainable
Development, held in six ISPAH congresses on physical ac-
tivity and general health, collaboration, supervision, and
commitment of governments, policymakers, and stake-
holders are required to enhance physical activity. These
national measures should be able to attract the advocacy
of stakeholders within and outside of the health sector.
Strengthened platforms and documents should be set to
integrate political policies by determining the priorities
and responsibilities (21). In other words, it is essential to
create a strategic relationship between effective govern-
mental agencies, stakeholders, and policymakers to estab-
lish priorities for sustainable implementation at national
and international levels (19, 21-24).
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Table 2. Expert Panel Scores for the Final Reasons of Physical Inactivity

Question Scores

Lack of systematic internal and external coordination and cooperation mechanism among stakeholders 12 (first priority)

Lack of an integrated and comprehensive strategic document with a reliable complete enforceability 12 (first priority)

Inappropriate urban infrastructures designed for physical activities (e.g. walking and biking) 11 (second priority)

Shifting from health-centered policy (preventive and educational approach) towards treatment-centered
policy

10 (third priority)

Inappropriate culture in the area of public sports 9

Inconsistencies between programs (proposed by stakeholders) and requirements of the target population 6

Increased use of e-devices both at work and during leisure time, due to recent advancements in technology
and urbanization

6

Cultural and religious challenges restricting the activity of women in society 4

Inappropriate physical education 4

Insufficient information and advertisement on physical activity 4

Low priority of physical activity among individuals and families 3

The lack of a specific management, supervisory, or coordinating mechanisms in this area at national and
organizational levels

2

The inconsistence between the mass media content and public demand 2

Rigid program developed for small provinces and cities 1

Unequal distribution of trained physical activity experts in different regions (e.g. rural areas) 1

Inappropriate urban infrastructures designed for
physical activities (e.g., walking and biking) is another
challenge in improving physical activity proposed in our
study. Urban and rural planning strategies should be
strengthened and implemented to improve the physical
activity level (25, 26). Designing ideal urban environ-
ments that improve the safety and attractiveness of the
sidewalks, encourages people to walk, and increases the
participation of individuals with different socioeconomic
levels in various physical activity programs in the coun-
try equally, is a principal strategy to increase physical
activity level (19). The WHO document “Healthy city is an
active city” states that land use patterns, urban design,
transport systems, green spaces, and all environments
designed and built by human sources are components
of built environments (27). Reinforcement of built and
social environment components will lead to creating
accessible, equal opportunities for individuals at any age
and with any ability level to participate in physical activity
programs (27).

Experts in our studies have proposed shifting from
health-centered policies (preventive and educational ap-
proach) towards the treatment-centered policies as an-
other barrier to improving physical activity. Development
and reinforcement of non-communicable disease preven-
tion action plans in developing countries are mandated to
improve the health status of individuals (28). Primary pre-
vention is a basic principle in this domain, and improving

physical activity level is one of the major determinants in
preventive strategies (19). Investments in preventive do-
mains will lead to economic improvement and higher cap-
ital return (29). The expansion of healthcare costs through-
out the world and the consequent increase in costs puts a
huge financial burden on the healthcare system of devel-
oping countries. Considering the cost-effectiveness of pre-
ventive strategies in non-communicable disease, develop-
ing physical activity enhancing programs is a priority, par-
ticularly in developing countries (30). Based on a recom-
mendation by the WHO in 1986, the Health Promoting Hos-
pitals and Health Services (HPH) Network should establish
prevention units and culturally institutionalize the con-
cepts of health enhancement, such as self-care strengthen-
ing, prevention, and screening through designing an edu-
cation/prevention structure (31).

In a systematic review by Al-Hazzaa (32), enhanced ur-
banization, heavy traffic, inappropriate climate, cultural
barriers, absence of social support, lack of physical edu-
cation programs in female schools, and lack of time and
appropriate infrastructure were determined as the major
causes of physical inactivity in Saudi Arabia. In a system-
atic review by Benjamin et al., major barriers to physical
activity in residents of middle eastern countries and the
United Arab Emirates were categorized as individual issues
(including insufficient time and medical problems), so-
cial and policy-related issues (including cultural laws for
women and insufficient social support), and the environ-
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mental issues (including inappropriate climate and insuf-
ficient exercise facilities) (33). In a focus group study by
Hoebeke (34), the principal barriers to physical activity at
the individual level among women of low- income coun-
tries were exhaustion of daily life duties, traditional chal-
lenges, medical problems, lack of child nursing support,
and insufficient reinforcement. In a study by Amin et al.
(35) main barriers to leisure- time physical activity were in-
appropriate climate, cultural issues, insufficient facilities,
and lack of time in Saudi Arabia. In a study by Samir et
al. in Pakistan, the main barriers to physical activity were
insufficient information, inspiration, and skills, domestic
support, availability of environments suitable for physi-
cal activity, cost-effective equipment, and time (36). The
findings of the studies mentioned are consistent with our
study results at the individual level, including inappropri-
ate culture in the area of public sports, cultural and reli-
gious challenges restricting the activity of women in the
society, inappropriate physical education, insufficient in-
formation and advertisement regarding physical activity,
and the low priority of physical activity among individu-
als and families. The existing inconsistency of the findings
is because, in the previous studies, challenges at the policy-
making level were not evaluated.

5.1. Limitations of This Study

In spite of our effort to choose experts from similar
positions in different organizations, some disparities ex-
ist, which is inevitable, and there are some varieties in ex-
perts’ organizational position which could not be com-
pletely excluded. Lack of motivation by participants and
their unwillingness to participate according to the wide
time frame of the process was challenging, which led to the
exclusion of some experts who refused to respond.

5.2. Strengths of This Study

In the Delphi technique, the expert panel selection
process is very important; therefore, in this research, ex-
perts with the valuable scientific and practical experience
from all organizations involved in the physical activity do-
main were invited, consequently it was possible to gener-
alize the results. Adding provincial representative experts
in the study is another positive point, which increases
the strength to generalize the results of this study. In
the process of developing questionnaires of the different
rounds, facilitation of the feedback process during differ-
ent rounds stimulated new ideas and promoted innova-
tion for other participants.

5.3. Conclusions

According to the results of this Delphi study, the ab-
sence of executive support, coordination mechanisms,

and appropriate infrastructure for physical activity were
the top challenges in improving the physical activity level
in Iran. The process of policymaking requires reliable
background information about current challenges and a
consensus of judgment made by physical activity experts,
which are provided by this study.

Acknowledgments

The authors would like to thank all members of the
workgroup and all experts from various ministries and
governmental and non-governmental organizations who
have participated in this study.

Footnotes

Authors’ Contribution: Study concept and design: RK.
Analysis and interpretation of data: MM and AK. Drafting
of the manuscript: AK. Critical revision of the manuscript
for important intellectual content: MS and BH. Statistical
analysis: MM.

Conflict of Interests: The authors declare that they have
no competing interests.

Ethical Approval: The ethical approval code was
IR.TUMS.NI.REC.1398.043.

Funding/Support: This research received a grant from
Tehran University of Medical Sciences (code: 98-02-53-
43587).

Informed Consent: Informed consent was obtained from
participants before the study.

References

1. Heath GW, Parra DC, Sarmiento OL, Andersen LB, Owen N, Goenka S,
et al. Evidence-based intervention in physical activity: Lessons from
around the world. Lancet. 2012;380(9838):272–81. doi: 10.1016/S0140-
6736(12)60816-2. [PubMed: 22818939]. [PubMed Central: PMC4978123].

2. Lee IM, Shiroma EJ, Lobelo F, Puska P, Blair SN, Katzmarzyk PT, et al.
Effect of physical inactivity on major non-communicable diseases
worldwide: An analysis of burden of disease and life expectancy.
Lancet. 2012;380(9838):219–29. doi: 10.1016/S0140-6736(12)61031-9.
[PubMed: 22818936]. [PubMed Central: PMC3645500].

3. Ghaderpanahi M, Fakhrzadeh H, Sharifi F, Badamchizade Z, Mirarefin
M, Ebrahim RP, et al. Association of physical activity with risk of type
2 diabetes. Iran J Public Health. 2011;40(1):86–93. [PubMed: 23113060].
[PubMed Central: PMC3481723].

4. Zulfarina MS, Sharkawi AM, Aqilah S, Mokhtar SA, Nazrun SA,
Naina-Mohamed I. Influence of adolescents’ physical activity on
bone mineral acquisition: A systematic review article. Iran J Public
Health. 2016;45(12):1545–57. [PubMed: 28053920]. [PubMed Central:
PMC5207095].

5. Pratt M, Sarmiento OL, Montes F, Ogilvie D, Marcus BH, Perez LG, et al.
The implications of megatrends in information and communication
technology and transportation for changes in global physical activity.
Lancet. 2012;380(9838):282–93. doi: 10.1016/s0140-6736(12)60736-3.

Asian J Sports Med. 2020; 11(3):e103678. 5

http://dx.doi.org/10.1016/S0140-6736(12)60816-2
http://dx.doi.org/10.1016/S0140-6736(12)60816-2
http://www.ncbi.nlm.nih.gov/pubmed/22818939
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4978123
http://dx.doi.org/10.1016/S0140-6736(12)61031-9
http://www.ncbi.nlm.nih.gov/pubmed/22818936
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3645500
http://www.ncbi.nlm.nih.gov/pubmed/23113060
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3481723
http://www.ncbi.nlm.nih.gov/pubmed/28053920
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5207095
http://dx.doi.org/10.1016/s0140-6736(12)60736-3


Khosravi A et al.

6. Afghan M, Ghasemi A, Azizi F. Seven-year changes of leisure-time
and occupational physical activity among iranian adults (tehran
lipid and glucose study). Iran J Public Health. 2016;45(1):41–7. [PubMed:
27057520]. [PubMed Central: PMC4822392].

7. Bull FC. Global advocacy for physical activity-development and
progress of the Toronto charter for physical activity: A global call for
action. Res Exerc Epidemiol. 2011;13(1):1–10.

8. Orrow G, Kinmonth AL, Sanderson S, Sutton S. Effectiveness of phys-
ical activity promotion based in primary care: Systematic review
and meta-analysis of randomised controlled trials. BMJ. 2012;344.
e1389. doi: 10.1136/bmj.e1389. [PubMed: 22451477]. [PubMed Central:
PMC3312793].

9. Tulloch H, Fortier M, Hogg W. Physical activity counseling in primary
care: Who has and who should be counseling? Patient Educ Couns.
2006;64(1-3):6–20. doi: 10.1016/j.pec.2005.10.010. [PubMed: 16472959].

10. Sahebkar M, Heidarian Miri H, Noormohammadpour P, Akrami R,
Mansournia N, Tavana B, et al. Prevalence and correlates of low phys-
ical activity in the Iranian population: National survey on non-
communicable diseases in 2011. Scand JMed Sci Sports. 2018;28(8):1916–
24. doi: 10.1111/sms.13082. [PubMed: 29528518].

11. Esteghamati A, Khalilzadeh O, Rashidi A, Kamgar M, Meysamie A, Ab-
basi M. Physical activity in Iran: Results of the third national surveil-
lance of risk factors of non-communicable diseases (SuRFNCD-2007).
J Phys Act Health. 2011;8(1):27–35. doi: 10.1123/jpah.8.1.27. [PubMed:
21297182].

12. Koohpayehzadeh J, Etemad K, Abbasi M, Meysamie A, Sheikhba-
haei S, Asgari F, et al. Gender-specific changes in physical activ-
ity pattern in Iran: National surveillance of risk factors of non-
communicable diseases (2007-2011). Int J Public Health. 2014;59(2):231–
41. doi: 10.1007/s00038-013-0529-3. [PubMed: 24346180].

13. Sahebkar M, Heidarian Miri H, Noormohammadpour P, Tiyuri A,
Pakzad R, Mansournia N, et al. Geographical patterning of physical ac-
tivity prevalence in Iran: Spatial analysis of 4 pooled national health
surveys among 119,560 adults. J Phys Act Health. 2019;16(12):1071–7. doi:
10.1123/jpah.2019-0053. [PubMed: 31541069].

14. Durlak JA, DuPre EP. Implementation matters: A review of research
on the influence of implementation on program outcomes and the
factors affecting implementation. Am J Community Psychol. 2008;41(3-
4):327–50. doi: 10.1007/s10464-008-9165-0. [PubMed: 18322790].

15. Glasgow RE, Lichtenstein E, Marcus AC. Why don’t we see more trans-
lation of health promotion research to practice? Rethinking the
efficacy-to-effectiveness transition.AmJPublicHealth. 2003;93(8):1261–
7. doi: 10.2105/ajph.93.8.1261. [PubMed: 12893608]. [PubMed Central:
PMC1447950].

16. Chu HC, Hwang GJ. A Delphi-based approach to developing ex-
pert systems with the cooperation of multiple experts. Expert Syst
Appl. 2008;34(4):2826–40. doi: 10.1016/j.eswa.2007.05.034. [PubMed:
32288332]. [PubMed Central: PMC7127119].

17. Becker GE, Roberts T. Do we agree? Using a Delphi technique
to develop consensus on skills of hand expression. J Hum Lact.
2009;25(2):220–5. doi: 10.1177/0890334409333679. [PubMed:
19414824].

18. Bull FC, Gauvin L, Bauman A, Shilton T, Kohl H3, Salmon A. The Toronto
Charter for physical activity: A global call for action. J Phys Act Health.
2010;7(4):421–2. doi: 10.1123/jpah.7.4.421. [PubMed: 20683082].

19. World Health Organization.Global action plan onphysical activity 2018-
2030: More active people for a healthier world. WHO; 2019.

20. Yancey AK, Fielding JE, Flores GR, Sallis JF, McCarthy WJ, Bres-
low L. Creating a robust public health infrastructure for phys-
ical activity promotion. Am J Prev Med. 2007;32(1):68–78. doi:
10.1016/j.amepre.2006.08.029. [PubMed: 17218192].

21. Ispah International Society for Physical Activity Health. The Bangkok
declaration on physical activity for global health and sustainable de-
velopment. Br J Sports Med. 2017;51(19):1389–91. doi: 10.1136/bjsports-
2017-098063. [PubMed: 28642224].

22. Anderson J. Interventions on diet and physical activity: Whatworks: Sum-
mary report. Geneva: World Health Organization; 2009.

23. NCDs WHO Tackling.best buys’ andother recommended interventions for
the prevention and control of noncommunicable diseases. Geneva: World
Health Organization; 2017.

24. Hoehner CM, Soares J, Parra Perez D, Ribeiro IC, Joshu CE, Pratt M, et al.
Physical activity interventions in Latin America: A systematic review.
Am J Prev Med. 2008;34(3):224–33. doi: 10.1016/j.amepre.2007.11.016.
[PubMed: 18312811].

25. Kohl HW, 3rd, Craig CL, Lambert EV, Inoue S, Alkandari JR, Leeton-
gin G, et al. The pandemic of physical inactivity: Global action
for public health. Lancet. 2012;380(9838):294–305. doi: 10.1016/S0140-
6736(12)60898-8. [PubMed: 22818941].

26. Sallis JF, Cerin E, Conway TL, Adams MA, Frank LD, Pratt M, et al. Phys-
ical activity in relation to urban environments in 14 cities world-
wide: A cross-sectional study. Lancet. 2016;387(10034):2207–17. doi:
10.1016/S0140-6736(15)01284-2. [PubMed: 27045735].

27. Edwards P, Tsouros AD. A healthy city is an active city: A physical activ-
ity planning guide. World Health Organization, Regional Office for Eu-
rope; 2008.

28. Maher D, Harries AD, Zachariah R, Enarson D. A global framework
for action to improve the primary care response to chronic non-
communicable diseases: A solution to a neglected problem. BMC Pub-
licHealth. 2009;9:355. doi: 10.1186/1471-2458-9-355. [PubMed: 19772598].
[PubMed Central: PMC2758871].

29. Nugent R, Bertram MY, Jan S, Niessen LW, Sassi F, Jamison DT,
et al. Investing in non-communicable disease prevention and
management to advance the Sustainable Development Goals.
Lancet. 2018;391(10134):2029–35. doi: 10.1016/S0140-6736(18)30667-6.
[PubMed: 29627167].

30. Roux L, Pratt M, Tengs TO, Yore MM, Yanagawa TL, Van Den
Bos J, et al. Cost effectiveness of community-based physical
activity interventions. Am J Prev Med. 2008;35(6):578–88. doi:
10.1016/j.amepre.2008.06.040. [PubMed: 19000846].

31. World Health Organization. The International Network of Health Pro-
moting Hospitals and Health Services: Integrating health promotion into
hospitals and health services: Concept, framework and organization.
Copenhagen: WHO Regional Office for Europe; 2007.

32. Al-Hazzaa HM. Physical inactivity in Saudi Arabia revisited: A system-
atic review of inactivity prevalence and perceived barriers to active
living. Int J Health Sci (Qassim). 2018;12(6):50–64. [PubMed: 30534044].
[PubMed Central: PMC6257875].

33. Benjamin K, Donnelly T. Barriers and facilitators influencing the phys-
ical activity of Arabic adults: A literature review. Avicenna. 2013;(2013).
doi: 10.5339/avi.2013.8.

34. Hoebeke R. Low-income women’s perceived barriers to physical
activity: Focus group results. Appl Nurs Res. 2008;21(2):60–5. doi:
10.1016/j.apnr.2006.06.002. [PubMed: 18457744].

35. Amin TT, Suleman W, Ali A, Gamal A, Al Wehedy A. Pattern, prevalence,
and perceived personal barriers toward physical activity among
adult Saudis in Al-Hassa, KSA. J Phys Act Health. 2011;8(6):775–84. doi:
10.1123/jpah.8.6.775. [PubMed: 21832292].

36. Samir N, Mahmud S, Khuwaja AK. Prevalence of physical inactivity
and barriers to physical activity among obese attendants at a commu-
nity health-care center in Karachi, Pakistan. BMC Res Notes. 2011;4:174.
doi: 10.1186/1756-0500-4-174. [PubMed: 21645392]. [PubMed Central:
PMC3123221].

6 Asian J Sports Med. 2020; 11(3):e103678.

http://www.ncbi.nlm.nih.gov/pubmed/27057520
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4822392
http://dx.doi.org/10.1136/bmj.e1389
http://www.ncbi.nlm.nih.gov/pubmed/22451477
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3312793
http://dx.doi.org/10.1016/j.pec.2005.10.010
http://www.ncbi.nlm.nih.gov/pubmed/16472959
http://dx.doi.org/10.1111/sms.13082
http://www.ncbi.nlm.nih.gov/pubmed/29528518
http://dx.doi.org/10.1123/jpah.8.1.27
http://www.ncbi.nlm.nih.gov/pubmed/21297182
http://dx.doi.org/10.1007/s00038-013-0529-3
http://www.ncbi.nlm.nih.gov/pubmed/24346180
http://dx.doi.org/10.1123/jpah.2019-0053
http://www.ncbi.nlm.nih.gov/pubmed/31541069
http://dx.doi.org/10.1007/s10464-008-9165-0
http://www.ncbi.nlm.nih.gov/pubmed/18322790
http://dx.doi.org/10.2105/ajph.93.8.1261
http://www.ncbi.nlm.nih.gov/pubmed/12893608
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1447950
http://dx.doi.org/10.1016/j.eswa.2007.05.034
http://www.ncbi.nlm.nih.gov/pubmed/32288332
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7127119
http://dx.doi.org/10.1177/0890334409333679
http://www.ncbi.nlm.nih.gov/pubmed/19414824
http://dx.doi.org/10.1123/jpah.7.4.421
http://www.ncbi.nlm.nih.gov/pubmed/20683082
http://dx.doi.org/10.1016/j.amepre.2006.08.029
http://www.ncbi.nlm.nih.gov/pubmed/17218192
http://dx.doi.org/10.1136/bjsports-2017-098063
http://dx.doi.org/10.1136/bjsports-2017-098063
http://www.ncbi.nlm.nih.gov/pubmed/28642224
http://dx.doi.org/10.1016/j.amepre.2007.11.016
http://www.ncbi.nlm.nih.gov/pubmed/18312811
http://dx.doi.org/10.1016/S0140-6736(12)60898-8
http://dx.doi.org/10.1016/S0140-6736(12)60898-8
http://www.ncbi.nlm.nih.gov/pubmed/22818941
http://dx.doi.org/10.1016/S0140-6736(15)01284-2
http://www.ncbi.nlm.nih.gov/pubmed/27045735
http://dx.doi.org/10.1186/1471-2458-9-355
http://www.ncbi.nlm.nih.gov/pubmed/19772598
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2758871
http://dx.doi.org/10.1016/S0140-6736(18)30667-6
http://www.ncbi.nlm.nih.gov/pubmed/29627167
http://dx.doi.org/10.1016/j.amepre.2008.06.040
http://www.ncbi.nlm.nih.gov/pubmed/19000846
http://www.ncbi.nlm.nih.gov/pubmed/30534044
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6257875
http://dx.doi.org/10.5339/avi.2013.8
http://dx.doi.org/10.1016/j.apnr.2006.06.002
http://www.ncbi.nlm.nih.gov/pubmed/18457744
http://dx.doi.org/10.1123/jpah.8.6.775
http://www.ncbi.nlm.nih.gov/pubmed/21832292
http://dx.doi.org/10.1186/1756-0500-4-174
http://www.ncbi.nlm.nih.gov/pubmed/21645392
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3123221


Khosravi A et al.

Table 1. Results of Second Round

Indexa Agreementb Total Index Weightc

Low priority of physical activity among individuals and families × 93

Lack of required organizational infrastructure and human sources to conduct
current programs

71

Lack of a suitable transportation system required for facilitating access to
existing sports venues

57

Inadequate national budget for physical activity in areas of policymaking,
planning, monitoring, education and research

75

Unequal distribution of green spaces across urban and rural areas 64

Lack of enough time to exercise (due to high working hours) 66

Insufficient presentation of major health-centered policies in mass media 83

Increased use of e-devices both at work and during leisure time, due to recent
advancements in technology and urbanization

× 83

Insufficient monitoring and evaluation programs 82

Inappropriate strategy of programs in existing national guidelines 79

The lack of specific management, supervisory, or coordinating mechanisms in
this area at national and organizational levels

× 83

Rigid programs developed for small provinces and cities × 69

Lack of functional programs despite developing action plans and programs 83

Inconsistencies between programs (proposed by stakeholders) and requirements
of the target population

× 86

Lack of responsiveness of executive organizations and bodies to relevant laws on
physical activity

86

Insufficient evidence-based support for health policies 67

Shifting from health-centered policy (preventive and educational approach)
towards treatment-centered policy

× 88

Lack of skilled physical education experts in organizations to encourage staff to
physical activities

70

Prioritization of championship over public sport 79

Insufficient infrastructures and facilities (in terms of per capita) 77

Expensive membership costs in sports clubs and high cost of home based exercise
equipment

71

Insufficient NGOs active in physical activity domain 74

Lack of systematic internal and external coordination and cooperation
mechanisms among stakeholders

× 86

Lack of behavior change experts in physical activity domain 70

Complex policies 68

Failing to clearly specify proper age groups for various activities in accordance
with available policies and programs

69

Developing short-term plans instead of effective long-term plans 77

Insufficient information and advertisement on physical activity × 84

Lack of relevant national programs and plans for disabled people and seniors 74

Inappropriate physical education × 88

Lack of an integrated and comprehensive strategic document with a reliable
complete enforceability

× 89

Cultural and religious challenges restricting the activity of women in society × 87
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Insufficient knowledge of physical activity experts about public issues and
challenges

70

Lack of safety in public sports venues (high likelihood of physical injuries and
social harms)

60

Inappropriate urban infrastructures designed for physical activities (e.g.
walking and biking)

× 90

Unequal distribution of trained physical activity experts in different regions (e.g.
rural areas)

× 66

The inconsistency between the mass media content and public demand × 85

Inappropriate condition of sports venues and low quality of provided services
such as heating, ventilation, and air conditioning (HVAC) systems and other
facilities

67

Giving low priority to physical activity by senior managers and stakeholders 87

Various types of urban pollutants, especially air pollution 76

Prevalence of mental disorders (e.g. anxiety, depression, isolation, and
indifference)

75

Poor economy 76

Short term management in relevant ministries and changing priorities
following the replacement of top managers

80

Inappropriate culture in the area of public sports × 92

Allocating inadequate budget to physical activity in specific groups (e.g. women
and children)

78

Insufficient public awareness about the benefits of physical activity 78

Insufficient private sector 69

Ignoring physical activity as a major revenue-generating resource 64

aThe index column presents the 48 phrases obtained in the first round.
bThe phrases that were specified as “important” or “very important” selected by 50% of the participants and higher, were defined as agreements.
cThe sum of all the scores given by the participants in the Likert spectrum.
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