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Abstract
Background
Recent systematic reviews have suggested that pedometers may be effective motivational tools to promote walking. However, studies tend to be of a relatively short duration, with small clinical based samples. Further research is required to demonstrate their effectiveness in adequately powered, community based studies.

Objective
Using a randomized controlled trial design, this study assessed the impact of a 12-week graduated pedometer-based walking intervention on daily step-counts, self-reported physical activity and health outcomes in a Scottish community sample not meeting current physical activity recommendations.

Method
Sixty-three women and 16 men (49.2 years ± 8.8) were randomly assigned to either an intervention (physical activity consultation and 12-week pedometer-based walking program) or control (no action) group. Measures for step-counts, 7-day physical activity recall, affect, quality of life (n = 79), body mass, BMI, % body fat, waist and hip circumference (n = 76), systolic/diastolic blood pressure, total cholesterol and HDL cholesterol (n = 66) were taken at baseline and week 12. Analyses were performed on an intention to treat basis using 2-way mixed factorial analyses of variance for parametric data and Mann Whitney and Wilcoxon tests for non-parametric data.

Results
Significant increases were found in the intervention group for step-counts (p < .001), time spent in leisure walking (p = .02) and positive affect (p = .027). Significant decreases were found in this group for time spent in weekday (p = .003), weekend (p = .001) and total sitting (p = .001) with no corresponding changes in the control group. No significant changes in any other health outcomes were found in either group. In comparison with the control group at week 12, the intervention group reported a significantly greater number of minutes spent in leisure time (p = .008), occupational (p = .045) and total walking (p = .03), and significantly fewer minutes in time spent in weekend (p = .003) and total sitting (p = .022).

Conclusion
A pedometer-based walking program, incorporating a physical activity consultation, is effective in promoting walking and improving positive affect over 12 weeks in community based individuals. The discussion examines possible explanations for the lack of significant changes in health outcomes. Continued follow-up of this study will examine adherence to the intervention and possible resulting effects on health outcomes.
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NICENational Institute for Health and Clinical Excellence


WWWWalking for Well-being in the West


IPAQInternational Physical Activity Questionnaire


PANASPositive and Negative Affect Schedule


BMIBody mass index


HDLHigh-density lipoprotein


TTMTranstheoretical Model of exercise behavior change


ANOVAAnalysis of Variance


MMean
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Background
Recent position statements have re-affirmed the benefits of an active lifestyle [1, 2]. The current physical activity recommendation for adults, aged between 18–65 years, to promote and maintain health is to accumulate at least 30 minutes of moderately intense physical activity on at least five days of the week. Promoting accumulative, lifestyle physical activity is an ideal approach to combat the high levels of inactivity evident in global populations [3, 4]. Brisk walking has been suggested as the mode of physical activity most likely to increase physical activity at a population level [5] and is the most commonly reported mode of physical activity amongst adults in many populations [3, 6]. It is available to almost all individuals with little risk of injury, is a no cost activity and it can be incorporated into peoples' daily routines [7]. Researchers have identified that self determined brisk walking, even in short bouts of 10 minutes, for 30 minutes a day (including simple everyday walking activities such as walking a dog) produce moderate physical activity at the intensity required to achieve health benefits [8, 9].
Walking interventions can be effective in reducing body weight, body mass index (BMI), waist and hip circumference, body fat, blood pressure and the cholesterol:high-density lipoprotein (HDL) ratio [10–16] and may be effective in improving mood, affect [14, 17, 18] and quality of life [19]. Conversely, some studies have demonstrated that a walking intervention is not sufficient to affect any of these health-related outcomes [20–24]. The reasons for such equivocal results are unclear, therefore determining the potential health benefits that can be achieved through walking is crucial to the public health message.
Whilst several meta-analytical and systematic reviews exist that examine how best to promote physical activity [25, 26] there is comparatively limited evidence on the most effective methods to specifically promote walking. A recent systematic review from Ogilvie and colleagues (2007) examined the effectiveness of interventions aimed at increasing walking at both an individual and population level. The review concluded that the strongest evidence exists for tailored interventions that are targeted at individuals most motivated to change. The authors suggested that future studies should also attempt to examine whether walking interventions "are sufficiently frequent, intense, or sustained to produce measurable outcomes in anthropometric, physiological, biochemical or clinical outcomes" (Ogilvie et al., 2007 p.1207).
One category of intervention, discussed by Ogilvie and colleagues, was the use of pedometers as an integral component of the intervention. A substantial body of research exists that supports the use of pedometers to measure physical activity [27, 28]. A recent systematic review examined the association between pedometer use, physical activity levels and a variety of health related outcomes [29]. The authors concluded that pedometer use was significantly associated with increased physical activity levels and reductions in BMI and systolic blood pressure. In 2006 the National Institute for Health and Clinical Excellence (NICE) in the United Kingdom produced a review of pedometer-based intervention studies between 1990 and 2005 [30]. Due to stringent inclusion criteria, conclusions from this review were drawn from only four studies. Both reviews provide support for the suggestion that pedometers may be useful motivational tools for increasing walking. However, there are several limitations when considering the volume of published studies in this area highlighted by these reviews. Studies were predominantly of short duration (< 12 weeks) and based in the United States of America (USA) with small samples consisting mostly of clinical sub-populations. There is limited evidence regarding their effectiveness in non-clinical samples or in countries other than the USA. Additionally, few studies reported more than one outcome variable of interest. There is a need for cross-cultural, sufficiently powered randomized controlled trials to further examine the effectiveness of pedometers in a community setting.
Evidence from two of the studies included in the NICE review suggests that a support structure, that addresses social and cognitive factors, is required for a pedometer-based intervention to be effective [22, 31]. A physical activity consultation, using a theoretically grounded framework, constitutes one method of addressing these factors that has been demonstrated to effectively promote physical activity [26, 32]. Researchers have suggested that pedometers may provide an important point of discussion for in-depth physical activity consultations [33] yet this is an area that has not been particularly well addressed by pedometer-based intervention studies.
The Walking for Well-being in the West (WWW) study is a multi-dimensional community-based randomized controlled trial which aims to promote and maintain increased walking behavior through the use of physical activity consultations and a pedometer-based walking program. The purpose of this article is to investigate the short term effects of a pedometer based intervention, in conjunction with a physical activity consultation, on walking behavior and health related outcomes in individuals not meeting current physical activity guidelines. Full details of the study design and rationale are reported elsewhere [34] Details of the subsequent stages of the WWW intervention study can be found on the Scottish Physical Activity Research Collaboration website http://​www.​sparcoll.​org.​uk.

Methods
Recruitment
The WWW intervention was set in the surrounding community of a West of Scotland university. Recruitment was targeted specifically at individuals in the lowest socio-economic groups. Recruitment was targeted at data zones within 1.5 km of the university campus that were ranked within the top 15% of the Scottish Index of Multiple Deprivation (SIMD) (i.e. the most deprived zones). The SIMD is the official measure of relative area based deprivation in Scotland and is based on 37 deprivation indicators across 7 domains: current income, employment, housing, health, education, skills and training, and geographical access to services and telecommunications. These measures are used to split the country into data zones of between 500 and 1000 people, which are then ranked from the most deprived (1) to least deprived (6505) on the overall SIMD index. The sampling frame of 1.5 km was utilised as it was estimated that this would provide a sufficient number of participants who were within a suitable walking distance from the university campus for assessments. Recruitment in the top 15% of the SIMD index produced few responses and so recruitment was extended to include all households within the specified study area regardless of socio-economic status. Participants were recruited between August and December of 2006 using mail drops, adverts in a local newspaper, posters (placed in physicians' surgeries and shops within the study area) and community stalls.

Participants
Individuals interested in participating in the study contacted the research team via email, telephone or postal method and in turn were provided with further study information through the individual's preferred mode of contact. Upon satisfactory inspection of this information individuals attended a screening meeting at the research centre to determine suitability for participation. Inclusion criteria were: independently ambulatory, English speaking and between the ages of 18–65 years. Only individuals who were self-classified as not meeting current physical activity recommendations, by means of an adapted stage of exercise behavior change model [35], were invited to participate. This method of screening physical activity behavior was chosen due to the uncertainty of how to determine meeting current recommendations based on the main outcome measure of pedometer step-counts. Classification by stage of change has been shown to be associated with several positive health habits such as fewer health related costs and physical activity stage of change was found to be behaviorally valid as evidenced by self-reported physical activity, self-reported exercise, self-reported sedentary behaviors, pedometers and physical functioning [36]. Participants were also required to complete the Physical Activity Readiness Questionnaire to assess their suitability for an exercise program [37]. A positive response in this questionnaire required a letter of approval from the participant's physician in order to take part. Participants not meeting any aspect of these criteria were excluded from participation and provided with written information on the benefits of physical activity. Written informed consent was obtained from all participants for their involvement in the physical activity intervention. Participants provided additional consent for the optional health related outcome measures. Upon completion of this initial screening meeting participants completed baseline outcome measures and were subsequently randomized. All research procedures were approved by the relevant university research ethics committee. Data for this stage of the study were collected between August 2006 and December 2006.

Randomization Procedure
The WWW study is a two group (intervention and control) by six time points (baseline, 12, 24, 36, 48 and 60 week) randomized controlled trial. The data reported in this paper concerns the initial intervention stage from baseline to 12 weeks. Randomization was carried out via an independent interactive voice response system (IVRS) which concealed all details of the randomization method from the end users. The IVRS is an interactive telephone based system which allows an authenticated caller (researchers) to randomize a subject into the study. Randomization was stratified by gender (male/female) and baseline step counts (≤ 7,999/≥ 8000) creating a total of four distinct stratification groups. Researchers who conducted the physical activity consultations were not blinded to group assignment in order to implement the physical activity intervention. Additional researchers who performed physiological measurements were blinded to group assignment. The value of 8,000 steps was used as a stratification variable to account for individuals with a high baseline step-count. This value has previously been used as a baseline descriptor for sedentarism [38]. Researchers have also suggested that individuals are more likely to attain public health guidelines by walking at least 8000 steps/day [39]. Positive effects on conventional metabolic parameters, such as blood pressure, have been found when steps are above 8000 steps/day [40].

Outcome measures
Physical Activity
Daily physical activity was measured using two methods. The primary outcome measure was steps/day measured by the Omron HJ-109E Step-O-Meter (Omron Healthcare UK Ltd). To the authors' knowledge this model of pedometer has not been utilized in any previous intervention studies. However, Ryan and colleagues have demonstrated good inter-reliability between units and acceptable accuracy (less than 5% error) at speeds above 1.56 m/s for this model [41]. The Omron HJ-109E has several features beneficial to an intervention of this nature, including a cover to prevent accidental resetting and a 7-day memory which negates the need for participants to record their own step-counts. Daily physical activity was also measured using a 7-day recall of physical activity in the form of the long (self-reported) version of the International Physical Activity Questionnaire (IPAQ) [42]. This subjective measure of physical activity was used to examine changes in modes of physical activity that would not be measured by the pedometer such as swimming or other forms of structured sport or exercise. The IPAQ long version is a 31-item instrument that collects information about moderate and vigorous physical activity across four domains: work-related, transportation, housework/gardening, and leisure time physical activity. This detail on specific physical activity domains therefore allows researchers to identify where changes in physical activity may have occurred. Walking time is also included for the work, transport and leisure domains. Two additional questions measure time spent sitting which can be used as an indication of sedentary time.

Health Related Outcomes
Affect (an individuals feelings and emotions) was assessed using the Positive and Negative Affect Schedule (PANAS) [43] which has been demonstrated to be a valid and reliable measure of the constructs in a non-clinical sample of U.K. adults [44]. The PANAS is a self report measure consisting of 10 words relating to positive feelings and emotions, such as 'interested' and 'alert', and 10 words that relate to negative feelings such as 'distressed' and 'upset'. Participants are asked to rate each item according to what extent they have felt that way in the previous few weeks using a Likert scale from (1) very slightly or not at all to (5) extremely. Items were summed to give mean scores (out of 50) for positive affect and negative affect.
Quality of life was measured using the Euroqol EQ-5D instrument [45]. The EQ-5D is a self-report questionnaire comprised of the EQ-5D descriptive system and the EQ VAS. The EQ-5D descriptive system is a five item questionnaire that assesses participants' current health state over five dimensions: mobility; self-care; usual activities; pain/discomfort; and anxiety/depression. Each item is comprised of three levels (no problems, some/moderate problems, extreme problems). A unique health state can be obtained by combining the participants' levels from the five dimensions. The score can then be converted into a weighted health index using "value sets" gained from population data. The UK value set, developed by Dolan and colleagues, was used in this study [46]. The EQ VAS records an individual's self-rated health status on a vertical graduated (0 to 100) visual analogue scale.
Body mass was measured on a precision balance (Sartorius, AG Gottingen, accuracy ± 0.001 kg). From these measurements body mass index (BMI) was calculated as height(m)/weight(kg)2; height was measured using a standard laboratory stadometer. Waist-to-hip ratio was calculated from measurements made using a SECA 200 (SECA, Birmingham, UK) measuring tape. Percentage body fat was estimated from skinfold thickness (Harpenden, British Indicators, West Sussex, UK) measurements taken at four sites (biceps, triceps, subscapularis and suprailiac) according to the methods of Durnin and Womersley [47].
Blood pressure was measured using an automated blood pressure monitor (Omron HEM-907, Bannockburn, IL). On each visit blood pressure measurements were performed three times with a rest period of one minute between measurements. Three measurements of resting heart rate were also recorded simultaneously by the blood pressure monitor. The average of these measurements is reported in these results.
Fasting blood samples were taken from an intravenous butterfly cannula inserted into an antecubital vein. Samples were drawn into K+EDTA vacutainers (BD Biosciences, Oxford, UK) which were centrifuged and the plasma removed and stored at -80°C for subsequent analysis. Total cholesterol and high-density lipoprotein (HDL) cholesterol (direct method), from the plasma, were measured in duplicate on a fully automated spectrophotometric analyzer (Pentra 400, Horiba-ABX, Montpellier, France) using commercially available kits (Horiba-ABX, Montpellier, France). The co-efficient of variation for these assays was as follows: total cholesterol: 1.4%, HDL-cholesterol: 1.6%.


Procedures
All participants completed a baseline week wearing a pedometer, sealed with tape, for seven days at all times (except when showering, sleeping or taking part in structured sport or exercise) with instructions not to alter their daily routine. The WWW study was designed to impact walking behavior therefore only ambulatory activity was recorded. Irregular bouts of structured sport or exercise that could significantly affect an individual's mean step-count were not recorded. Each pedometer was individually calibrated consistent with manufacturers guidelines to within 5% of actual steps walked in a 100-step test. Participants were required to provide at least five days of step counts including at least one weekend day to gain an accurate reflection of physical activity levels. Pre-intervention measures of all health related outcomes were obtained and participants completed the IPAQ before being randomly assigned to either intervention or control group.
Participants assigned to the intervention group received a physical activity consultation and then followed a 12-week pedometer-based walking program. The sessions were based on a theoretical framework, recommended to ensure quality [48]. The Transtheoretical Model of exercise behavior change (TTM) [49] was chosen for this purpose as there are published guidelines for health professionals to conduct consultations using this model as a theoretical framework [50, 51]. The TTM is a common theoretical framework for physical activity consultations [52] and has been used successfully in intervention studies designed to increase physical activity in a Scottish population [32, 53, 54].
The consultations were semi-structured following established guidelines [50, 51]. A guiding style was used with participants making decisions about how to change their walking behavior [55]. The consultations were focused on the uptake of physical activity, in this context promoting increases in walking. Strategies used included enhancing motivation, overcoming barriers and developing appropriate walking plans which were tailored to the individual as recommended by Ogilvie and colleagues (2007). The sessions also included discussion of the three mediators of the TTM that have been shown to be important to behavior change [49]. These are self-efficacy (confidence in ability to change), decisional balance (pros and cons of change) and processes of change (strategies and techniques used to change, e.g., social support). Although the sessions were flexible and individualized, the TTM was used to create a standard protocol to follow during the sessions. Table 1 shows the steps followed.Table 1Key points covered during physical activity consultations


	 	Key points covered

	Step 1: Physical Activity History
	• Participants' reasons for increasing walking

	 	• Consider why walking is attractive to them

	 	• Current walking levels

	Step 2: Decisional Balance
	• Weigh up pros and cons of increasing walking

	 	• Minimize any perceived cons

	Step 3: Barriers
	• Consider barriers to increasing walking

	 	• Consider how to overcome these barriers

	Step 4: Goal-setting
	• Explanation of walking program and pedometer

	 	• Informed of baseline step-counts

	 	• Discuss realistic and time-phased goals

	 	• Identify situations for increasing walking

	 	• Identify local walking routes

	Step 5: Summarize
	• Check self-efficacy of achieving goals




The walking program was based on a 12-week time frame: the first six weeks consisted of graduated bi-monthly goals with an aim for the increased walking behavior to be maintained for the remaining six weeks. The overall goal of the walking program was for participants to increase their mean daily step-count by 3,000 accumulated steps above their baseline value on five days of the week. This value is based on the assumption that moderate brisk walking produces 100 steps a minute (1,000 steps per 10 minutes) [56] therefore 3,000 steps would equate to approximately 30 minutes of moderate physical activity, in line with current physical activity recommendations [57]. This program has previously been successfully used with similar UK samples over a shorter time-frame [58]. Intervention group participants retained their pedometers, open for feedback, for the duration of the intervention period and were shown how to use this to monitor their daily step-counts. The full list of goals is displayed in Table 2. Goals were retained for two consecutive weeks to enable participants to reinforce their increased levels of walking, or to try other strategies to successfully accumulate the additional steps. Participants were advised on the nature of the intensity and duration of the desired increases in walking. Participants were familiarized with the Borg 6–20 scale [59] and advised that additional walking should be of a brisk nature that would leave them slightly breathless and hot but still able to talk (indicated as between 12–14 on this scale). Bouts of at least 10 minutes in duration were advised for additional walking although the accumulation of walking during everyday tasks wherever possible was also advocated.Table 2Weekly goals of intervention group participants


	Time-point
	Goal

	Week 1
	To walk an extra 1,500 steps (from baseline value) on at least 3 days of the week

	Week 2
	To walk an extra 1,500 steps (from baseline value) on at least 3 days of the week

	Week 3
	To walk an extra 1,500 steps (from baseline value) on at least 5 days of the week

	Week 4
	To walk an extra 1,500 steps (from baseline value) on at least 5 days of the week

	Week 5
	To walk an extra 3,000 steps (from baseline value) on at least 3 days of the week

	Week 6
	To walk an extra 3,000 steps (from baseline value) on at least 3 days of the week

	Week 7
	To walk an extra 3,000 steps (from baseline value) on at least 5 days of the week

	Week 8
	To walk an extra 3,000 steps (from baseline value) on at least 5 days of the week

	Weeks 9–12
	To maintain walking levels using the week 7 goal




Participants assigned to the control group were asked to maintain their normal walking levels between baseline and week 12. At the end of week 11 these participants collected an individually calibrated pedometer from the research centre and wore this sealed during week 12 to gain a record of their step-counts. At the end of week 12 researchers met with all participants to record step-counts at which time participants completed the IPAQ and post-intervention health measures were taken.

Statistical Power and Analyses
G-Power analysis [60] set for F-test analysis of variance (ANOVA) was used to calculate sample size for between group analyses of the primary outcome measure (i.e., daily step count). Power was set at 0.8, Alpha level was set at 0.05 and effect size (Cohen's f [61]) was set at 0.4 (large) for the two group (intervention and control) design based on previous unpublished work from this research group. A minimum sample size of 52 was calculated (26 participants in each group).
Data were analyzed using SPSS v.14.0 (SPSS, Inc, Chicago, IL). All results reported were analyzed by the main intervention groups: analyses by separate stratification variables (gender, baseline step-count) found no significant interaction effects between groups (males/females and ≤ 7,999/≥ 8000) therefore are not presented here. The analyses were performed on an intention to treat basis. Missing week 12 data (due to participant drop-out) were substituted with the participants' baseline value. Baseline differences between the intervention and control group were examined using independent t-tests. Steps/day and health related outcome data were analyzed using two-way mixed factorial analyses of variance (ANOVA). Missing weekday step-count data were replaced by inputting the mean of the remaining weekdays and missing weekend step-count data were replaced by inputting the alternate weekend day [62]. Exploratory analysis revealed that data from several sub-sections of the IPAQ were non-normally distributed. Non-parametric analyses were therefore used to analyze these data. Mann Whitney U tests were used to examine between group differences and Wilcoxon's signed-rank tests were used to examine within group differences over time. Due to the number of variables available from the IPAQ only statistically significant results are presented. Statistical significance was defined as p < 0.05 for all tests with data presented as mean (SD) unless otherwise stated.


Results
Participants
From 169 initial enquiries to the study, 91 individuals met the inclusion criteria and provided informed consent at an initial meeting. Seventy-nine participants (63 females, 16 males, age = 49.2 ± 8.9) provided baseline measurements of pedometer step counts, IPAQ and measures of affect and quality of life (specific numbers for participants who consented to other health related outcome measures can be found in Table 4). The intervention group (n = 39) consisted of 31 females and eight males and the control group (n = 40) consisted of 32 females and eight males. Overall, 55 of 79 participants (70%) were below the randomization stratification variable of 8,000 steps at baseline: this consisted of 28 of 39 (72%) of participants in the intervention group and 27 of 40 (68%) of participants in the control group. Figure 1 displays the flow of participants through the study. As shown in Figure 1 there were 15 participants who withdrew from the study between baseline and week 12. The following results are presented on an intention to treat basis where all participants were considered. Table 3 displays the proportion of participants in each level of the five dimensions in the EQ-5D descriptive system. Table 4 displays descriptive statistics (mean [M] and standard deviation [SD]) for age, pedometer steps and all health related outcomes, at baseline and week 12. Table 5 displays descriptive statistics (median [Mdn] and range [r] for all IPAQ variables at baseline and week 12.[image: A12966_2008_Article_188_Fig1_HTML.jpg]
Figure 1
                          Flow of participants through the study.
                        




Table 3Number of participants in each level for the five domains of the EuroQol EQ-5D descriptive system


	 	 	Mobility
	Self Care
	Usual Care
	Pain/Discomfort
	Anxiety/Depression

	 	 	Baseline
	Week 12
	Baseline
	Week 12
	Baseline
	Week 12
	Baseline
	Week 12
	Baseline
	Week 12

	No Problems
	Interventiona
	34
	33
	39
	39
	35
	34
	27
	30
	25
	24

	 	Controlb
	33
	33
	40
	40
	35
	35
	26
	28
	28
	27

	Some/Moderate
	Intervention
	5
	6
	0
	0
	4
	5
	12
	9
	14
	15

	 	Control
	7
	7
	0
	0
	5
	5
	14
	12
	12
	13

	Extreme Problems
	Intervention
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0

	 	Control
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0


a intervention group (n = 39).
b control group (n = 40)


Table 4Descriptive statistics for age, pedometer step-counts and health related outcomes at baseline and week 12 for intervention and control group. Values are mean (M) and standard deviation (SD).


	 	Intervention Group (n = 39)
	Control Group (n = 40)

	 	Baseline
	Week 12
	Baseline
	Week 12

	Age (years)
	47.3 (9.3)
	
                            a
                          
	51.2 (7.9)
	
                            a
                          

	Steps/day
	6802 (3212)
	9977 (4669)
	6924 (3201)
	7078 (2911)

	PANAS positive
	31.2 (6.7)
	33.5 (7.4)
	31.7 (6.9)
	31.3 (7.6)

	PANAS negative
	20.1 (7.2)
	19.1 (6.9)
	20.2 (8.1)
	18.8 (7.5)

	EQ-5D tariff
	0.88 (0.12)
	0.89 (0.11)
	0.87 (0.12)
	0.89 (0.12)

	EQ VAS
	65.4 (18.3)
	69.5 (17.8)
	69.8 (19.7)
	70.7 (18.6)

	Height (m)b
	1.66 (0.08)
	
                            a
                          
	1.64 (0.08)
	
                            a
                          

	Body Mass (kg)b
	78.9 (15.6)
	79.1 (15.2)
	79.5 (18.1)
	79.6 (17.8)

	BMI (kg/m2)b
	28.5 (4.8)
	28.7 (4.8)
	29.4 (6.3)
	29.5 (6.2)

	Waist circumference (cm)b
	89.5 (12.6)
	89.9 (12.6)
	90.4 (14.6)
	91.1 (15.6)

	Hip circumference (cm)b
	108.9 (8.8)
	108.6 (9.7)
	110.1 (12.4)
	110.3 (11.8)

	Waist:Hip Ratiob
	0.82 (0.08)
	0.83 (0.08)
	0.82 (0.09)
	0.82 (0.09)

	% body fatb
	30.7 (4.4)
	31. (4.9)
	31.8 (5.6)
	32.7 (6.3)

	Systolic blood pressure (mm Hg)b
	118.2 (17.9)
	119.6 (17.0)
	119.9 (15.9)
	121.9 (15.1)

	Diastolic blood pressure (mm Hg)b
	75.1 (11.4)
	77.1 (12.1)
	75.5 (11.8)
	79.1 (11.6)

	Heart Rate (beats.min-1)c
	68.6 (7.2)
	69.8 (7.2)
	67.9 (8.6)
	69.2 (9.0)

	Total Cholesterol (mmol.l-1)c
	5.4 (1.3)
	5.4 (1.2)
	5.5 (1.1)
	5.5 (1.0)

	HDL (mmol-1)c
	1.3 (0.3) 50.7
	1.3 (0.3)
	1.4 (0.4) 54.6
	1.4 (0.4)

	Chol:HDL Ratioc
	4.2 (1.1)
	4.2 (1.1)
	4.1 (1.2)
	4.0 (1.3)


a not measured at week 12.
b anthropometric measures: (n = 37) for intervention group, (n = 39) for control group.
c blood measures: (n = 32) for intervention group, (n = 34) for control group.
Note: there were no significant differences between the intervention and control group for any variable at baseline.


Table 5Descriptive statistics for IPAQ variables at baseline and week 12. Values are median (Mdn) and range (r).


	 	Intervention Group (n = 39)
	Control Group (n = 40)

	 	Baseline
	Week 12
	Baseline
	Week 12

	
                            Work-related PA
                          
	 	 	 	 
	Vigorous PA
	0 (1080)
	0 (1800)
	0 (720)
	0 (540)

	Moderate PA
	0 (1500)
	0 (900)
	0 (1500)
	0 (600)

	Walking
	0 (1620)
	0 (2520)
	0 (1350)
	0 (1650)

	Total
	0 (3000)
	0 (4680)
	0 (2500)
	0 (2730)

	
                            Transportation PA
                          
	 	 	 	 
	Bicycling
	0 (0)
	0 (0)
	0 (40)
	0 (0)

	Walking
	105 (1680)
	90 (900)
	80 (1680)
	40 (840)

	Total
	105 (1680)
	90 (900)
	80 (1720)
	40 (840)

	
                            Housework PA
                          
	 	 	 	 
	Vigorous outside home
	0 (840)
	0 (120)
	0 (750)
	0 (360)

	Moderate outside home
	0 (2100)
	0 (1680)
	0 (1260)
	0 (720)

	Moderate inside home
	210 (2100)
	112.5 (840)
	180 (1680)
	90 (1260)

	Total
	360 (4200)
	120 (2520)
	255 (2640)
	145 (2100)

	
                            Leisure-time PA
                          
	 	 	 	 
	Walking
	40 (840)
	100 (840)
	35 (600)
	16.25 (840)

	Vigorous PA
	0 (180)
	0 (120)
	0 (180)
	0 (180)

	Moderate PA
	0 (360)
	0 (60)
	0 (120)
	0 (600)

	Total
	60 (840)
	90 (840)
	60 (600)
	11 (840)

	
                            Combined Domains
                          
	 	 	 	 
	Total Walking
	225 (3360)
	260 (2850)
	167.5 (1740)
	90 (1925)

	Total Moderate PA
	420 (4380)
	120 (2760)
	360 (2640)
	175 (2100)

	Total Vigorous PA
	0 (1080)
	0 (1800)
	0 (720)
	0 (600)

	Total PA
	690 (6300)
	590 (5415)
	640 (4300)
	500 (3185)

	
                            Time Spent Sitting
                          
	 	 	 	 
	Weekday
	1500 (3750)
	1200 (3900)
	1500 (3450)
	1500 (2850)

	Weekend
	480 (1320)
	360 (1200)
	600 (1200)
	600 (1320)

	Total
	2265 (4650)
	1680 (5100)
	2130 (4170)
	2100 (3630)




Physical Activity
Step counts
Figure 2 displays the mean steps/day for both groups at both time-points. A significant interaction was identified between group (intervention, control) and time (baseline, week 12) in terms of the recorded step-counts, (F(1,77) = 25.18, p < .001, partial η2 0.25). A paired t-test found a significant increase in steps/day for the intervention group between baseline (M = 6802, SD = 3212) and week 12 (M = 9977, SD = 4669, t(38) = -6.06, p < .001, d = 0.79, confidence intervals [CI] 2,115 – 4236). No significant difference was observed in the control group between baseline (M = 6924, SD = 3201) and week 12 (M = 7078, SD 2911, t(39) = -0.50, p = 0.618, CI -463 – 770). The mean difference in change between the two groups was 3,022 steps/day and was statistically significant (t(77) = 5.02, p < .001, d = 1.96). Chi-square analysis determined that a significantly greater percentage (χ2 = 24.88, p < .001) of participants in the intervention group (25/39, 64%) achieved an increase of 15,000 steps per week, equivalent to physical activity guidelines of the accumulation of 150 minutes of moderate physical activity, compared with the control group (4/40, 10%).[image: A12966_2008_Article_188_Fig2_HTML.jpg]
Figure 2
                            Mean steps/day for intervention group (n = 39) and control group (n = 40) at baseline and week 12.
                          





7-day recall of physical activity (IPAQ)
Wilcoxon's signed-rank tests revealed that at week 12 the intervention group recalled a significant increase in the number of leisure minutes walked (Z = 2.32, p = 0.02, r = 0.37, median [Mdn] difference = 100 minutes per week) and a significant decrease in weekday sitting (Z = 2.94, p = 0.003, r = 0.47, Mdn difference = 1200 minutes per week), weekend sitting (Z = 3.41, p = 0.001, r = 0.55, Mdn difference 360 minutes per week) and total sitting (Z = 3.38, p = 0.001, r = 0.54, Mdn difference = 1680 minutes per week) from baseline. At week 12 the control group recalled a significantly greater number of vigorous leisure minutes of physical activity (Z = 2.02, p = 0.043, r = 0.32, Mdn difference = 0 minutes) than at baseline. This result is due to five individuals in the control group increasing their vigorous leisure minutes recalled. As the majority of participants (34 of 40) report zero minutes at both time-points the median difference equals zero despite the group reporting a significant increase.
Mann Whitney U tests revealed that at week 12 the intervention group recalled a significantly greater number of leisure minutes walked (U = 513.00, p = 0.008, r = 0.30, Mdn difference 83.8 minutes), number of occupational minutes walked (U = 602.00, p = 0.045, r = 0.23, Mdn difference 0 minutes) and total number of minutes walked (U = 560.50, p = 0.03, r = 0.24, Mdn difference = 57.5 minutes) than the control group. The intervention group also recalled significantly less total time spent sitting (U = 546.00, p = 0.022, r = 0.26, Mdn difference = -420 minutes) due to significantly less time spent sitting at the weekend (U = 474.50, p = 0.003, r = 0.34, Mdn difference = -240 minutes).


Health related outcomes
Affect (PANAS)
A significant interaction was identified between group (intervention, control) and time (baseline, week 12) in terms of the positive affect scores, (F(1,77) = 4.26, p = .042, partial η2 0.05). A paired t-test found a significant increase in positive affect for the intervention group between baseline (M = 31.2, SD = 6.7) and week 12 (M = 33.5, SD = 7.4, t(38) = 2.29, p = .027, d = 0.33, CI .27 – 4.39). No significant difference was observed in the control group between baseline (M = 31.7, SD = 6.9) and week 12 (M = 31.3, SD 7.6, t(39) = -0.524, p = 0.604, -2.31 – 1.36). There was no significant interaction or main effect found for the negative affect scores or for any of the other health related outcomes measured in the present study (Table 4).



Discussion
This study is one of the first adequately powered, UK based randomized controlled trials to examine the impact of a pedometer-based walking intervention on step-counts in a community setting. The major finding of this study was that a graduated pedometer-based walking program, in conjunction with a physical activity consultation increased walking in low-active adults over a period of 12 weeks. The control group, included to account for the intrinsic motivation of volunteer participants [63], displayed no significant change in steps/day over time. The conservative intention to treat analysis (baseline carried forward for missing values) produced a mean change in the intervention group of 3,175 steps/day, an increase of 47% above baseline values, a favorable increase compared with other pedometer-based randomized controlled trials [22, 31, 33]. In their systematic review, Bravata and colleagues (2007) reported that pedometer users increase physical activity by an average of 26.9% over baseline values.
The overall goal for participants was to increase their baseline step-counts by 3,000 steps/day on five days of the week (i.e., equivalent to current physical activity recommendations); equating to an overall weekly increase of 15,000 steps/week. The intervention group displayed a mean increase in weekly step counts of 22,225 steps/week thus exceeding the recommended goal. At an individual level 64% of participants in the intervention group achieved the goal of 15,000 steps/week. Participants in the intervention group progressed from being classified as "low active" (5,000–7,499 steps/day) to within 23 steps of being classed as "active" (≥ 10,000) according to suggested public health ranges for pedometer counts [64]. These results suggest that the intervention is a successful method of promoting walking and allowing individuals to meet suggested public health recommendations.
One issue of the study, also discussed in the Bravata et al. systematic review, is that it is not possible to disentangle the respective contributions of the physical activity consultation from the benefits of the pedometer-based goals of the walking program. Physical activity consultations have been demonstrated to be effective at promoting physical activity [32, 54], and this particular walking program has previously been shown to be effective at promoting short-term increases in walking [58]. Consistent with recommendations from Bravata and colleagues, the next stage of the WWW project involves the control group following the 12 week walking program without the additional physical activity consultation, while the intervention group will be provided with continued support in the form of a further physical activity consultation. These longer term comparative results will help to determine the most effective components of this intervention.
The increase observed in the step-count data was supported by the self-reported results of the IPAQ; an increase in reported minutes of leisure time walking was found in the intervention group (median increase of 100 minutes per/week). While it is not directly comparable, the increase of 22,225 steps/week observed in the intervention group is approximately equivalent to an additional 222 minutes of walking per week. Although we must consider possible errors in perception when recalling walking [65] this suggests that the primary means by which participants increased their walking was during their leisure time, consistent with previous research [66]. The discrepancy between the objective and subjective measures of activity could be partially explained by the pedometer measuring all activity and the IPAQ only measuring activity in bouts of 10 minutes and greater. Alternatively, additional increases in step-counts could be attributed to an accumulation of walking in other domains and other non-significant increases in ambulatory activity. This may be demonstrated in the significant difference in occupational and total minutes of walking recalled between the intervention and control groups at week 12.
The IPAQ also revealed that the intervention group reduced time spent sitting during both weekdays and weekend days. Researchers have suggested that sedentary behavior, such as time spent sitting, is positively associated with coronary heart disease risk factors, obesity and development of the metabolic syndrome [67–69]. It has been suggested that interventions should seek to both increase physical activity and to decrease sedentary behavior [70]. In this study we did not aim to directly reduce sedentary behavior and as the IPAQ does not measure sitting time across a specific domain it is impossible to determine where the reductions in sitting time occurred. Future interventions incorporating physical activity consultations should ensure that identifying and reducing sedentary behaviors is an integral part of the consultation process and that any physical activity questionnaires used should describe sedentary behaviors to the same extent as physical activity behaviors. These results should be treated with a degree of caution given the disparity between the reduced time spent sitting as indicated by the IPAQ (4 hours of total sitting per day) and the increase in physical activity as measured by the pedometer (approximately 30 minutes of activity per day). It may be possible that non-sitting activities such as standing may attribute to a proportion of this difference however this does not provide an adequate explanation given the magnitude of this observed discrepancy. A more probable explanation is that the error and limitations associated with self-report measures of physical activity [71] are also associated with self-report measures of sedentary behaviors. Preliminary evidence that compares activity levels as measured by a pedometer and the IPAQ would suggest that direct comparisons are unwise as evident by low correlations between the two methods [72].
Outcome measures were only assessed at baseline and week 12. Participants were asked to record their pedometer readings from intermittent sub-goals in self-recorded diaries. Completion of these was not an essential requirement of participants and as such these were often incomplete. The level of missing data in these diaries made it impractical to perform statistical analysis on a week by week basis. We were reluctant to constantly monitor participants to try and mirror a 'real-world' scenario. As a result we were unable to determine whether participants actually achieved, or exceeded, their targets in the periods between assessments. Therefore, the possibility remains that, in a worst case scenario, participants increased their physical activity levels only during week 12 in order to achieve their final target; although such a substantial increase in step-counts over a one week period would be unlikely. A previous study from our research group [58] that followed individuals throughout the intervention reported an incremental increase in step-counts on a week by week basis. While only measuring at pre and post intervention may be seen as a limitation of the current study, this approach removes the possibility of increased motivation through researcher presence and may also decrease the risk of participant drop-out due to repeated meetings. Making completion of step-count diaries a requirement of participants would have increased the level of data available for analysis. However, this substantially increases the responsibility on the participant which, over a prolonged time-period, may provide a potential source for participant drop-out. Conversely, filling in the step-count diaries on a regular basis may act as an extrinsic motivational factor; which could potentially mask the effects of the walking program or the consultation. The recent systematic review on pedometer use suggests that future trials compare pedometer use with versus without a step-count diary [29] and the results of this study support this suggestion given the issues discussed above.
In this study contact with intervention group participants was minimal and yet significant behavior change was still achieved. Following the RE-AIM framework for health behavior interventions [73], this intervention was simple to implement, was efficacious at an individual level and has the capacity to be adopted and implemented within a variety of real-world settings.
Whilst the current study was successful in increasing the daily walking of participants, there was no effect on any of the health-related outcomes measured other than a small to medium, significant increase in positive affect reported by the intervention group. There is contradicting evidence regarding the relationship between walking and affect. Some researchers have suggested that walking may not be performed at a sufficient intensity to produce corresponding positive changes in affect [74]. Conversely, the current study supports research that has demonstrated a positive benefit on affect following a walking intervention [14, 18, 75]. Researchers have also demonstrated that short, acute bouts of walking may also improve affect [17, 76]. These findings provide support for walking as a pleasurable activity and it has been proposed that this enjoyment is linked to intrinsic motivation and subsequent adherence to physical activity [76].
The lack of changes in the other health-related outcomes measured in this study may not be unexpected given the pragmatic approach of the walking intervention. The walking program was designed to increase participants' walking in graduated bi-monthly stages: participants began the program by accumulating an additional 1,500 steps on at least three days of the week for the first two weeks before progressing with the frequency of this goal and then the quantity of walking. This approach was utilized to allow participants the opportunity to follow progressive short term goals in order to reinforce successful strategies or attempt alternative strategies in order to achieve their goals. Subsequently, if this approach was followed by participants, the goal of accumulating an additional 3,000 steps at least five days of the week was only applicable for the final six weeks of the intervention. Recent meta-analyses [13, 15], that have found decreases in body weight, BMI, percentage body fat, blood pressure and the cholesterol:HDL ratio after a walking intervention, report means and ranges of duration and frequency consistent with the 30 minutes (3000 steps), five days a week target promoted in the current study. These meta-analyses used data from studies ranging between eight and 104 weeks in length.
It may be the case therefore, that a period longer than six weeks at this duration and frequency is required to allow positive physiological changes to occur. Future follow-up stages of the WWW study will attempt to evaluate this aspect. However, as previously mentioned; we are unable to conclude whether participants strictly followed the graduated approach or whether they were successful in doing so throughout the program. Indeed, previous work investigating the dose-response relationship has shown that it can take up to two years for an increase in HDL to occur as the result of exercise training [77]. On the other hand similar changes in HDL and other anthropometric variables have occurred after 12 weeks in other investigations [16, 78]. It is possible, therefore, that the current intervention may have resulted in positive health benefits if it had continued.
Although we may not have expected physiological changes at week 12 due to the graduated walking program, we must consider alternative methodological considerations of the study that may have contributed to the lack of significant changes in health outcomes. With the exception of BMI, participants' health outcomes values were deemed to be within normal ranges at baseline. Significant, and clinically meaningful, changes will consequently be harder to achieve in this population and may indeed be unnecessary for many participants. It has been recommended that 45–60 minutes of moderate physical activity per day is required for weight maintenance [79]. Therefore it was unlikely that these changes would have occurred following an increase of approximately 30 minutes of walking. This study also did not attempt to control for dietary factors. Previous studies have demonstrated that calorific restriction is a more effective weight loss tool than physical activity [80]. As we did not control for or monitor diet it is possible that participants may have compensated for the increase in physical activity by increasing energy intake or by deceasing energy expenditure during other parts of the day. Such a possibility is supported by previous research showing that there is an increase in appetite after a single bout of exercise [81] although this is not always been the case [82]. In the current study no measure of energy intake/expenditure was made hence we are unable to determine whether an increase in energy intake, or decreasing energy expenditure in other parts of the day, has counteracted the increase in energy expenditure due to the walking.
Finally, it may be that the intensity of the walking undertaken by the participants was not sufficient to stimulate health benefits. It is possible that the changes in step-count observed in our participants were caused by short (less than 10 minutes) bouts at low speeds. To date there has been little community based work where the intensity of physical activity has been closely monitored. Results from this and similar community based studies [14, 16, 23] present equivocal and conflicting findings of producing corresponding physiological changes following successful behavior change. This illustrates that in comparison with controlled, laboratory based studies positive changes in health may be more difficult to achieve in a real world setting, where the frequency, duration and intensity of the intervention cannot be objectively measured.
Study strengths and limitations
Strengths of this study include using a sealed pedometer at baseline and the use of a pedometer with a 7-day memory which negates the need for participants to record their daily steps. This study is also one of the first UK based, adequately powered randomized controlled trials to examine the effectiveness of pedometers as motivational tools within a community based, non-clinical sample. The use of a multidisciplinary approach to provide measures of health related outcomes adds significantly to the study, and it is of considerable importance that all analyses were performed on an intention to treat basis. The lack of an intention to treat approach in the literature has been identified as a weakness when considering application to a population setting [15].
Although the pedometer is a useful measurement tool with regards to ambulatory physical activity, one limitation of the instrument is that the lack of any direct measure of intensity makes it difficult to draw conclusions about time spent in moderate or vigorous physical activity. Pedometers are currently being developed that address the issue of measuring only walking at a pre-determined moderate intensity (aerobic steps) although further research into the validity of these measures is required before they can be used confidently in intervention studies. The pedometer measures ambulatory activity, not strictly walking, which suggests that the increase in steps/day found between baseline and week 12 in the intervention group could be attributed to other forms of physical activity. However, participants were asked to remove the pedometer whilst engaging in structured sport or exercise, and self-report measures of physical activity do not show evidence of changes in ambulatory activity other than walking.


Conclusion
In summary, this study has demonstrated that a 12-week pedometer-based walking program in combination with a physical activity consultation was an effective way to increase walking, reduce sedentary behavior and increase positive affect in a community based sample not meeting current physical activity recommendations. The intervention was relatively simple to implement and has the capacity to be reproduced in a variety of settings. The intervention was not sufficient to induce beneficial physiological changes. Future stages of this study will examine adherence to the intervention, compare the effects of the walking program with versus without the physical activity consultation and provide longitudinal data on health related outcomes.

Acknowledgements
The authors would like to acknowledge the SPARColl advisory group for feedback during the study design and manuscript preparation stage. The authors would like to thank Alex McConnachie and David Rowe for assistance with statistical analysis. The authors would also like to thank Martha Paisi, Rona Sutherland and Martin Watson for their assistance in collecting the health related outcome data. We would also like to acknowledge the participants, without whom this study would not have been possible.

References
1.
Haskell WL, Lee IM, Pate RR, Powell KE, Blair SN, Franklin BA, Macera CA, Heath GW, Thompson PD, Bauman A, et al: Physical activity and public health: updated recommendation for adults from the American College of Sports Medicine and the American Heart Association. Circulation. 2007, 116: 1081-1093. 10.1161/CIRCULATIONAHA.107.185649.CrossRef

2.
Nelson ME, Rejeski WJ, Blair SN, Duncan PW, Judge JO, King AC, Macera CA, Castaneda-Sceppa C, American College of Sports M, American Heart A: Physical activity and public health in older adults: recommendation from the American College of Sports Medicine and the American Heart Association. Circulation. 2007, 116: 1094-1105. 10.1161/CIRCULATIONAHA.107.185650.CrossRef

3.
Scottish Executive: The Scottish Health Survey 2003. 2005, Edinburgh: Crown Copyright

4.
Macera CA, Ham SA, Yore MM, Jones DA, Ainsworth BE, Kimsey CD, Kohl HW: Prevalence of physical activity in the United States: Behavioral Risk Factor Surveillance System, 2001. Preventing Chronic Disease. 2005, 2: A17.

5.
Hillsdon M, Thorogood M: A systematic review of physical activity promotion strategies. British Journal of Sports Medicine. 1996, 30: 84-89.CrossRef

6.
Rafferty AP, Reeves MJ, McGee HB, Pivarnik JM: Physical activity patterns among walkers and compliance with public health recommendations. Medicine & Science in Sports & Exercise. 2002, 34: 1255-1261. 10.1097/00005768-200208000-00005.CrossRef

7.
Morris JN, Hardman AE: Walking to health. Sports Medicine. 1997, 23: 306-332. 10.2165/00007256-199723050-00004.CrossRef

8.
Ainsworth BE, Haskell WL, Whitt MC, Irwin ML, Swartz AM, Strath SJ, O'Brien WL, Bassett DR, Schmitz KH, Emplaincourt PO, et al: Compendium of physical activities: an update of activity codes and MET intensities. Medicine & Science in Sports & Exercise. 2000, 32: S498-504. 10.1097/00005768-200009001-00009.CrossRef

9.
Murtagh EM, Boreham CA, Murphy MH: Speed and exercise intensity of recreational walkers. Preventive Medicine. 2002, 35: 397-400. 10.1006/pmed.2002.1090.CrossRef

10.
Kelley GA, Kelley KS, Tran ZV: Walking and resting blood pressure in adults: a meta-analysis. Preventive Medicine. 2001, 33: 120-127.

11.
Swartz AM, Strath SJ, Bassett DR, Moore JB, Redwine BA, Groer M, Thompson DL: Increasing daily walking improves glucose tolerance in overweight women. Preventive Medicine. 2003, 37: 356-362. 10.1016/S0091-7435(03)00144-0.CrossRef

12.
Miyatake N, Takahashi K, Wada J, Nishikawa H, Morishita A, Suzuki H, Kunitomi M, Makino H, Kira S, Fujii M: Daily exercise lowers blood pressure and reduces visceral adipose tissue areas in overweight Japanese men. Diabetes Research & Clinical Practice. 2003, 62: 149-157. 10.1016/S0168-8227(03)00176-1.CrossRef

13.
Kelley GA, Kelley KS, Tran ZV: Walking, lipids, and lipoproteins: a meta-analysis of randomized controlled trials. Preventive Medicine. 2004, 38: 651-661. 10.1016/j.ypmed.2003.12.012.CrossRef

14.
Haines DJ, Davis L, Rancour P, Robinson M, Neel-Wilson T, Wagner S: A pilot intervention to promote walking and wellness and to improve the health of college faculty and staff. Journal of American College Health. 2007, 55: 219-225. 10.3200/JACH.55.4.219-225.CrossRef

15.
Murphy MH, Nevill AM, Murtagh EM, Holder RL: The effect of walking on fitness, fatness and resting blood pressure: a meta-analysis of randomised, controlled trials. Preventive Medicine. 2007, 44: 377-385. 10.1016/j.ypmed.2006.12.008.CrossRef

16.
Tully MA, Cupples ME, Hart ND, McEneny J, McGlade KJ, Chan W-S, Young IS: Randomised controlled trial of home-based walking programmes at and below current recommended levels of exercise in sedentary adults. Journal of Epidemiology and Community Health. 2007, 61: 778-783. 10.1136/jech.2006.053058.CrossRef

17.
Ekkekakis P, Hall EE, VanLanduyt LM, Petruzzello SJ: Walking in (affective) circles: can short walks enhance affect?. Journal of Behavioral Medicine. 2000, 23: 245-275. 10.1023/A:1005558025163.CrossRef

18.
Murphy M, Nevill A, Neville C, Biddle S, Hardman A: Accumulating brisk walking for fitness, cardiovascular risk, and psychological health. Medicine & Science in Sports & Exercise. 2002, 34: 1468-1474. 10.1097/00005768-200209000-00011.CrossRef

19.
Fisher KJ, Li F: A community-based walking trial to improve neighborhood quality of life in older adults: a multilevel analysis. Annals of Behavioral Medicine. 2004, 28: 186-194. 10.1207/s15324796abm2803_7.CrossRef

20.
Nies MA, Chruscial HL, Hepworth JT: An intervention to promote walking in sedentary women in the community. American Journal of Health Behavior. 2003, 27: 524-535.CrossRef

21.
Coull AJ, Taylor VH, Elton R, Murdoch PS, Hargreaves AD: A randomised controlled trial of senior Lay Health Mentoring in older people with ischaemic heart disease: The Braveheart Project. Age & Ageing. 2004, 33: 348-354. 10.1093/ageing/afh098.CrossRef

22.
Tudor-Locke C, Bell RC, Myers AM, Harris SB, Ecclestone NA, Lauzon N, Rodger NW: Controlled outcome evaluation of the First Step Program: a daily physical activity intervention for individuals with type II diabetes. International Journal of Obesity & Related Metabolic Disorders: Journal of the International Association for the Study of Obesity. 2004, 28: 113-119. 10.1038/sj.ijo.0802485.CrossRef

23.
Gilson N, McKenna J, Cooke C, Brown W: Walking towards health in a university community: a feasibility study. Preventive Medicine. 2007, 44: 167-169. 10.1016/j.ypmed.2006.09.012.CrossRef

24.
Stanton JM, Arroll B: The effect of moderate exercise on mood in mildly hypertensive volunteers: A randomized controlled trial. Journal of Psychosomatic Research. 1996, 40 (6): 637-642. 10.1016/0022-3999(95)00643-5.CrossRef

25.
Hillsdon M, Foster C, Cavill N, Crombie H, Naidoo B: The effectiveness of public health interventions for increasing physical activity among adults. A review of reviews. Health Development Agency London. Edited by: Agency HD. 2005, 2

26.
Kahn EB, Ramsey LT, Brownson RC, Heath GW, Howze EH, Powell KE, Stone EJ, Rajab MW, Corso P: The effectiveness of interventions to increase physical activity. A systematic review. American Journal of Preventive Medicine. 2002, 22: 73-107. 10.1016/S0749-3797(02)00434-8.CrossRef

27.
Tudor-Locke C, Williams JE, Reis JP, Pluto D: Utility of pedometers for assessing physical activity: convergent validity. Sports Medicine. 2002, 32: 795-808. 10.2165/00007256-200232120-00004.CrossRef

28.
Tudor-Locke C, Williams JE, Reis JP, Pluto D: Utility of pedometers for assessing physical activity: construct validity. Sports Medicine. 2004, 34: 281-291. 10.2165/00007256-200434050-00001.CrossRef

29.
Bravata DM, Smith-Spangler C, Sundaram V, Geinger AL, Lin N, Lewis R, Stave CD, Olkin I, Sirard JR: Using Pedometers to Increase Physical Activity and Improve Health. Journal of the American Medical Association. 2007, 298: 2296-2304. 10.1001/jama.298.19.2296.CrossRef

30.
National Institute for Health and Clinical Excellence (NICE): A rapid review of the effectiveness of pedometer interventions to promote physical activity in adults. 2006, London (UK): National Institute for Health and Clinical Excellence (NICE)

31.
Talbot LA, Gaines JM, Huynh TN, Metter EJ: A home-based pedometer-driven walking program to increase physical activity in older adults with osteoarthritis of the knee: a preliminary study. Journal of the American Geriatrics Society. 2003, 51: 387-392. 10.1046/j.1532-5415.2003.51113.x.CrossRef

32.
Kirk A, Mutrie N, MacIntyre P, Fisher M: Increasing physical activity in people with type 2 diabetes. Diabetes Care. 2003, 26: 1186-1192. 10.2337/diacare.26.4.1186.CrossRef

33.
Stovitz SD, VanWormer JJ, Center BA, Bremer KL: Pedometers as a means to increase ambulatory activity for patients seen at a family medicine clinic. Journal of the American Board of Family Practice. 2005, 18: 335-343.CrossRef

34.
Fitzsimons C, Baker G, Wright A, Nimmo M, Ward Thompson C, Lowry R, Millington C, Shaw R, Fenwick E, Ogilvie D, et al: The 'Walking for Wellbeing in the West' randomised controlled trial of a pedometer-based walking programme in combination with physical activity consultation with 12 month follow-up: rationale and study design. BMC Public Health. 2008, 8: 259-10.1186/1471-2458-8-259.CrossRef

35.
Loughlan C, Mutrie N: Recruitment of sedentary NHS staff for a workplace exercise programme using an adapted stages of change exercise questionnaire. Journal of Sports Sciences. 1995, 13: 63-64.CrossRef

36.
Hellsten L, Nigg CR, Norman GJ, Burbank PM, Bruan L, Breger R, Coday M, Elliot D, Garber C, Greaney M, et al: Accumulation of behavioral validation evidence for phsyical activity stage of change. Health Psychology. 2008, 27: S43-53. 10.1037/0278-6133.27.1(Suppl.).S43.CrossRef

37.
Thomas S, Reading J, Shephard RJ: Revision of the Physical Activity Readiness Questionnaire (PAR-Q). Canadian Journal of Sport Sciences. 1992, 17: 338-345.

38.
Jordan AN, Jurca GM, Locke CT, Church TS, Blair SN: Pedometer indices for weekly physical activity recommendations in postmenopausal women. Medicine & Science in Sports & Exercise. 2005, 37: 1627-1632. 10.1249/01.mss.0000177455.58960.aa.CrossRef

39.
Tudor-Locke C, Ainsworth BE, Thompson RW, Matthews CE: Comparison of pedometer and accelerometer measures of free-living physical activity. Medicine & Science in Sports & Exercise. 2002, 34: 2045-2051. 10.1097/00005768-200212000-00027.CrossRef

40.
Kobayashi J, Murase Y, Asano A, Nohara A, Kawashiri MA, Inazu A, Yamagishi M, Mabuchi H: Effect of walking with a pedometer on serum lipid and adiponectin levels in Japanese middle-aged men. Journal of Atherosclerosis & Thrombosis. 2006, 13: 197-201.CrossRef

41.
Ryan CG, Grant PM, Tigbe WW, Granat MH: The validity and reliability of a novel activity monitor as a measure of walking. British Journal of Sports Medicine. 2006, 40: 779-784. 10.1136/bjsm.2006.027276.CrossRef

42.
Craig CL, Marshall AL, Sjostrom M, Bauman AE, Booth ML, Ainsworth BE, Pratt M, Ekelund U, Yngve A, Sallis JF, Oja P: International physical activity questionnaire: 12-country reliability and validity. Medicine & Science in Sports & Exercise. 2003, 35: 1381-1395. 10.1249/01.MSS.0000078924.61453.FB.CrossRef

43.
Watson D, Clark LA, Tellegen A: Development and validation of brief measures of positive and negative affect: the PANAS scales. Journal of Personality & Social Psychology. 1988, 54: 1063-1070. 10.1037/0022-3514.54.6.1063.CrossRef

44.
Crawford JR, Henry JD: The positive and negative affect schedule (PANAS): construct validity, measurement properties and normative data in a large non-clinical sample. British Journal of Clinical Psychology. 2004, 43: 245-265. 10.1348/0144665031752934.CrossRef

45.
The EuroQol Group: EuroQol – A new facility for the measurement of health related quality of life. Health Policy. 1990, 16: 199-208. 10.1016/0168-8510(90)90421-9.CrossRef

46.
Dolan P, Gudex C, Kind P, Williams A: A social tariff for EuroQoL: Results from a UK General Population Survey. 1995, University of York: Center for Health Economics

47.
Durnin JV, Womersley J: Total body fat, calculated from body density, and its relationship to skinfold thickness in 571 people aged 12–72 years. Proceedings of the Nutrition Society. 1973, 32: 45A.

48.
Aittasalo M, Miilunpalo S, Suni J: The effectiveness of physical activity counseling in a work-site setting. A randomized, controlled trial. Patient Education & Counseling. 2004, 55: 193-202. 10.1016/j.pec.2003.09.003.CrossRef

49.
Marcus BH, Simkin LR: The transtheoretical model: applications to exercise behavior. Medicine & Science in Sports & Exercise. 1994, 26: 1400-1404. 10.1249/00005768-199411000-00016.CrossRef

50.
Kirk A, Barnett J, Mutrie N: Physical activity consultation for people with Type 2 diabetes. Evidence and guidelines. Diabetic Medicine. 2007, 24: 809-816. 10.1111/j.1464-5491.2007.02190.x.CrossRef

51.
Loughlan C, Mutrie N: Conducting an exercise consultation: guidelines for health professionals. Journal of the Institute of Health Education. 1995, 33: 78-82.

52.
Ribeiro MA, de Aruda Martins M, Carvalho CRF: The role of physician counseling in improving adherence to physical activity among the general population. Sao Paulo Medical Journal. 2007, 125: 115-121.CrossRef

53.
Lowther M, Mutrie N, Scott EM: Promoting physical activity in a socially and economically deprived community: a 12 month randomized control trial of fitness assessment and exercise consultation. Journal of Sports Sciences. 2002, 20: 577-588. 10.1080/026404102760000071.CrossRef

54.
Kirk A, Mutrie N, MacIntyre P, Fisher M: Effects of a 12-month physical activity counselling intervention on glycaemic control and on the status of cardiovascular risk factors in people with Type 2 diabetes. Diabetologia. 2004, 47: 821-832. 10.1007/s00125-004-1396-5.CrossRef

55.
Rollnick S, Butler CC, McCambridge J, Kinnersley P, Elwyn G, Resnicow K: Consultations about changing behaviour. BMJ. 2005, 331: 961-963. 10.1136/bmj.331.7522.961.CrossRef

56.
Tudor-Locke C, Sisson SB, Collova T, Lee SM, Swan PD: Pedometer-determined step count guidelines for classifying walking intensity in a young ostensibly healthy population. Canadian Journal of Applied Physiology. 2005, 30: 666-676.CrossRef

57.
World Health Organization: Global Strategy of Diet, Physical Activity and Health. 2004

58.
Baker G, Mutrie N, Lowry R: Using pedometers as motivational tools: are goals set in steps more effective than goals set in minutes for increasing walking?. International Journal of Health Promotion and Education. 2008, 46: 21-26.CrossRef

59.
Borg G: Borg's perceived exertion and pain scales. Champaign, IL: Human Kinetics. 1998

60.
Erdfelder E, Faul F, Buchner A: GPOWER: A general power analysis program. Behavior Research Methods, Instruments, & Computers. 1996, 28: 1-11.CrossRef

61.
Cohen J: Statistical power analysis for the behavioral sciences. 1988, Hillsdale, NJ: Lawrence Earlbaum Associates, 2

62.
Kang M, Zhu W, Tudor-Locke C, Ainsworth BE: Experimental determination of effectiveness of an individual information-centered approach in recovering step-count missing data. Measurement in Physical Education and Exercise Science. 2005, 9: 233-250. 10.1207/s15327841mpee0904_3.CrossRef

63.
Merom D, Rissel C, Phongsavan P, Smith BJ, Van Kemenade C, Brown WJ, Bauman AE: Promoting walking with pedometers in the community: the step-by-step trial. American Journal of Preventive Medicine. 2007, 32: 290-297. 10.1016/j.amepre.2006.12.007.CrossRef

64.
Tudor-Locke CE, Bassett DR: How many steps/day are enough? Preliminary pedometer indices for public health. Sports Medicine. 2004, 34: 1-8. 10.2165/00007256-200434010-00001.CrossRef

65.
Bassett DR, Cureton AL, Ainsworth BE: Measurement of daily walking distance-questionnaire versus pedometer. Medicine & Science in Sports & Exercise. 2000, 32: 1018-1023. 10.1097/00005768-200005000-00021.CrossRef

66.
Chan CB, Ryan DA, Tudor-Locke C: Health benefits of a pedometer-based physical activity intervention in sedentary workers. Preventive Medicine. 2004, 39: 1215-1222. 10.1016/j.ypmed.2004.04.053.CrossRef

67.
Ford ES, Kohl HW, Mokdad AH, Ajani UA: Sedentary behavior, physical activity, and the metabolic syndrome among U.S. adults. Obesity Research. 2005, 13: 608-614. 10.1038/oby.2005.65.CrossRef

68.
Jakes RW, Day NE, Khaw KT, Luben R, Oakes S, Welch A, Bingham S, Wareham NJ: Television viewing and low participation in vigorous recreation are independently associated with obesity and markers of cardiovascular disease risk: EPIC-Norfolk population-based study. European Journal of Clinical Nutrition. 2003, 57: 1089-1096. 10.1038/sj.ejcn.1601648.CrossRef

69.
Lakka TA, Laaksonen DE, Lakka HM, Mannikko N, Niskanen LK, Rauramaa R, Salonen JT: Sedentary lifestyle, poor cardiorespiratory fitness, and the metabolic syndrome. Medicine & Science in Sports & Exercise. 2003, 35: 1279-1286. 10.1249/01.MSS.0000079076.74931.9A.CrossRef

70.
Dunstan DW, Salmon J, Owen N, Armstrong T, Zimmet PZ, Welborn TA, Cameron AJ, Dwyer T, Jolley D, Shaw JE, AusDiab Steering C: Associations of TV viewing and physical activity with the metabolic syndrome in Australian adults. Diabetologia. 2005, 48: 2254-2261. 10.1007/s00125-005-1963-4.CrossRef

71.
Sallis JF, Saelens BE: Assessment of physical activity by self-report: status, limitations, and future directions. Research Quarterly for Exercise & Sport. 2000, 71: S1-14.CrossRef

72.
De Cocker K, De Bourdeaudhuij I, Cardon G: The effect of pedometer use in combination with cognitive and behavioural support materials to promote physical activity. Patient Education & Counseling. 2008, 70: 209-214. 10.1016/j.pec.2007.10.008.CrossRef

73.
Glasgow RE, Vogt TM, Boles SM: Evaluating the public health impact of health promotion interventions: The RE-AIM framework. American Journal of Public Health. 1999, 89: 1322-1327.CrossRef

74.
Berger BG, Motl RW: Exercise and mood: A selective review and synthesis of research employing the profile of mood states. Journal of Applied Sport Psychology. 2000, 12: 6-92. 10.1080/10413200008404214.CrossRef

75.
Marcus BH, Banspach SW, Lefebvre RC, Rossi JS, Carleton RA, Abrams DB: Using the stages of change model to increase the adoption of physical activity among community participants. American Journal of Health Promotion. 1992, 6: 424-429.CrossRef

76.
Ekkekakis P, Backhouse SH, Gray C, Lind E: Walking is popular among adults but is it pleasant? A framework for clarifying the link between walking and affect as illustrated in two studies. Psychology of Sport and Exercise. 2008, 9: 246-265. 10.1016/j.psychsport.2007.04.004.CrossRef

77.
King AC, Haskell WL, Young DR, Oka K, Stefanick ML: Long-term effects of varying intensities and formats of physical activity on participation rates, fitness, and lipoproteins in men and women aged 50–65 years. Circulation. 1995, 91: 2596-2604.CrossRef

78.
Taylor PA, Ward A: Women, high-density lipoprotein cholesterol and exercise. Archives of Internal Medicine. 1993, 153: 1178-1184. 10.1001/archinte.153.10.1178.CrossRef

79.
Saris WH, Blair SN, van Baak MA, Eaton SB, Davies PS, Di Pietro L, Fogelholm M, Rissanen A, Schoeller D, Swinburn B, et al: How much physical activity is enough to prevent unhealthy weight gain? Outcome of the IASO 1st Stock Conference and consensus statement. Obesity Reviews. 2003, 4: 101-114. 10.1046/j.1467-789X.2003.00101.x.CrossRef

80.
Catenacci VA, Wyatt HR: The role of physical activity in producing and maintaining weight loss. Nature Clinical Practice Endocrinology & Metabolism. 2007, 3: 518-529. 10.1038/ncpendmet0554.CrossRef

81.
Maraki M, Tsofliou F, Pitsiladis YP, Malkova D, Mutrie N, Higgins S: Acute effects of a single exercise class on appetite, energy intake and mood. Is there a time of day effect?. Appetite. 2005, 45: 272-278. 10.1016/j.appet.2005.07.005.CrossRef

82.
Hubert P, King NA, Blundell JE: Uncoupling the effects of energy expenditure and energy intake: appetite response to short-term energy deficit induced by meal omission and physical activity. Appetite. 1998, 31: 9-19. 10.1006/appe.1997.0148.CrossRef



Competing interests
The authors declare that they have no competing interests.

Authors' contributions
GB participated in the design and coordination of the study, was responsible for data collection and statistical analysis on step-counts, IPAQ, mood and quality of life measures, performed the physical activity consultations and drafted the manuscript. SG was responsible for collection of health related outcome data, assisted with drafting the health related outcome sections of the manuscript, performed statistical analysis on the health related outcome measures and provided feedback during the manuscript preparation stage. AW participated in the design and coordination of the study, was responsible for data collection of step-counts, IPAQ, mood and quality of life measures, performed the physical activity consultations and provided feedback during the manuscript preparation stage. CF participated in the design and coordination of the study, assisted with collection of the health related outcome data and provided feedback during the manuscript preparation stage. MN participated in the design of the study, assisted with collection of the health related outcome data and provided feedback during the manuscript preparation stage. RL participated in the design of the study, statistical analysis and provided feedback during the manuscript preparation stage. NM (on behalf of SPARColl) was principal investigator, conceived the study, participated in the design of the study and provided feedback during the manuscript preparation stage. All authors read and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/contact.gif





OEBPS/A12966_2008_Article_188_Fig2_HTML.jpg
Mean steps/day

12000 -

10000

8000 —

6000 -

4000 -

2000 -

intervention

Group

control

[ baseline
|:| week12





OEBPS/A12966_2008_Article_188_Fig1_HTML.jpg
Initial Enquiries (n=169)

I Returned study information (n=103)

Excluded (n=12)
Became pregnant (n=1

A

A 4

Family bereavement (n=1)

No longer interested (n=1)

Not contactable (n=2)

Non attendance (n =2)

Did not meet inclusion criteria (n=5)

Pre-screening meeting (n=91)

Excluded (n=11)
Non-attendance (n=5)

A

| Randomized (n=80)

!

A 4

Did not meet inclusion criteria (n=2)
Injury (n=2)

Not contactable (n=1)

Did not return GP’s letter (n =1)

Withdrew during meeting (n=1)
Randomised to control group (n=1)

)

Assigned to intervention (n=39) | |

Assigned to control (n=40)

Lost to follow-up (n=7)
Personal reasons (n=3)
Injury (n=2)

Failed to turn up (n=1)
Not contactable (n=1)

A

Lost to follow-up (n=8)

Injury (n=3)
Randomised to control (n=1)
o| Other i

A 4

(n=1)
Personal reasons (n=1)
Non-contactable (n =1)
Dissatisfaction with
pedometer (n=1)

Provided week 12 measures (n=32) | | Provided week 12 measures (n=32)






