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Abstract 

Objectives To identify the modifiable determinants targeted in interventions involving older adults, and to deter‑
mine which of these interventions effectively increased physical activity (PA) and/or reduced sedentary behaviour 
(SB). Additionally, to explore whether the effects of these interventions vary based on the implementation setting.

Methods A search of randomized controlled trials (RCTs) and controlled trials (CTs) was performed in Medline, APA 
PsycArticles, SPORTDiscus, and Web of Science. Risk of bias assessment was performed with Cochrane’s tool. Modifi‑
able determinants were narratively synthesized, and random‑effects models were performed to meta‑analyse studies 
reporting device‑measured physical activity or sedentary behaviour. Moderator analyses were performed to investi‑
gate the role of implementation setting. Standardized between‑group mean difference (SMD) with 95% confidence 
interval (CI) was used to indicate effect sizes.

Results From 31,727 individual records, 52 eligible studies published between 2012–2022 were identified, 30 and 22 
studies from community and health care settings, respectively. Determinants within the category physical health 
and wellbeing (n = 23) were most frequently reported while only one study reported determinants within a social 
or cultural context. Eighteen studies were included in the meta‑analysis. Interventions targeting physical health 
and wellbeing revealed an increase in steps (SMD = 0.46; 95%CI: 0.15 to 0.77) and minutes of moderate‑to‑vigorous 
intensity physical activity (SMD = 0.41; 95%CI: 0.19 to 0.64) among intervention participants compared to controls, 
whereas interventions targeting psychological or behavioural determinants showed no between‑group differences 
in steps (SMD = 0.10; 95%CI: ‑0.12 to 0.32) and moderate‑to‑vigorous intensity physical activity (SMD = 0.26; 95%CI: 
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‑0.24 to ‑0.75). Interventions targeting physical health and wellbeing showed significant heterogeneity (p < 0.0001; 
 I2 = 73.10%). Subgroup analyses showed a significant effect on device‑measured physical activity for the eight 
community‑based interventions (SMD = 0.42; 95%CI: 0.07 to 0.77), while no significant effect was found for the eight 
studies performed in healthcare settings (SMD = 0.26; 95%CI; ‑0.10 to 0.62).

Conclusion Interventions targeting physical health and wellbeing may increase PA in older adults, with community‑
based studies appearing more effective than studies in healthcare settings. The significant heterogeneity of study 
findings indicates that further research is needed to fully understand the influence of PA and SB determinants 
across settings, particularly those related to psychological, behavioural, social, and cultural factors.

Systematic review registration PROSPERO: CRD42022287606.

Keywords Exercise, Inactive, Interventions, Randomized controlled trials, Controlled trials, Community‑dwelling older 
adults, Seniors, Settings, Self‑reported physical activity, Device‑measured physical activity, Self‑reported sedentary 
behaviour, Device‑measured sedentary time

Introduction
Physical inactivity and excessive sedentary behaviour 
(SB) increases the risk of premature death and disease 
and adverse health conditions, including cardiovascular 
diseases, cancer, chronic respiratory diseases and diabe-
tes [1]. A recent study, which analyzed self-reported PA 
data from 507 population-based studies, estimated that 
the global prevalence of insufficient PA among older 
adults is 43.5% [2]. When considering population-based 
studies providing device-measured PA findings, less than 
10% of the older adults adheres to the PA guidelines [3–
5]. Moreover, despite an insufficient evidence to define 
a threshold for sedentary behaviour (SB) [6], to prevent 
age-related falls, osteoporosis, and decline of functional 
ability and fitness (e.g., strength, balance, flexibility) older 
adults would benefit from sitting less, breaking up their 
sitting time, and moving more [7, 8].

A modifiable determinant for physical PA and/or 
sedentary SB refers to any factor that can be altered or 
influenced through interventions to promote healthier 
behaviors. For example, enhancing access to recrea-
tional facilities and encouraging active transportation 
can boost PA, while increasing awareness of the nega-
tive health effect and fostering supportive social envi-
ronments can reduce SB. However, there are still gaps 
in understanding the most effective strategies for vari-
ous populations and contexts, especially in older adults. 
For instance, while many interventions have been 
designed to modify PA and SB, their effectiveness var-
ies widely. To develop interventions for increasing 
PA [9] and reducing SB [7, 10] it is necessary to iden-
tify non-modifiable (e.g., genetics, age) and modifiable 
(e.g., muscle strength, sport facilities, intrinsic motiva-
tion, social support) determinants [11], the latter need-
ing a public health and policy special focus [11, 12]. The 
European Determinants of Diet and Physical Activity 
(DEDIPAC) Knowledge Hub was the first action taken 
by the ‘Healthy Diet for a Healthy Life’ European Joint 

Programming Initiative [13]. DEDIPAC aimed to provide 
insight into the determinants of diet, PA and SB across 
the life course. Analyses of systematic literature reviews 
revealed several knowledge gaps regarding behavioural, 
biological, physical-environmental, policy, psycho-
logical, socio-cultural, and socio-economic PA and SB 
determinants [13]. Further, methodological issues such 
as lack of studies with device-measured PA and SB and 
a predominance of cross-sectional studies were also 
reported [13]. A DEDIPAC study on sedentary time and 
PA surveillance of older adults and obese individuals 
across four European countries concluded that there is 
an urgent need to provide new knowledge on modifiable 
PA and SB determinants in various settings to reduce the 
prevalence of unhealthy behaviours in these populations 
[14].

In the last four years, the European COST Action 
CA19101 “Determinants of Physical Activities in Set-
ting (DE-PASS) focused on identifying, understanding 
and measuring modifiable determinants which promote, 
maintain or inhibit PA and SB across the lifespan and in 
different settings (https:// depass. eu/) [15–18]. The influ-
ence of settings is critical as context shapes intervention 
effectiveness, influencing factors such as accessibility, 
motivation, and support. For instance, whilst commu-
nity settings typically focus on preventive measures and 
address broad social determinants of health, healthcare 
settings generally prioritize direct medical care and indi-
vidual treatments. However, context is seldom taken into 
account when intervention studies are planned [19]. To 
explore and address a number of different health behav-
iours including PA and SB, ecological models have been 
developed [20, 21]. Despite the growing recognition of 
these multiple levels of influences, to date no system-
atic literature reviews with or without meta-analyses 
have identified the most commonly studied modifiable 
determinants of PA and SB from randomized controlled 
trials (RCTs) or controlled trials (CTs) in older adults. 

https://depass.eu/
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Furthermore, there is a need to assess the effectiveness 
of these determinants in relation to different settings. 
Moreover, device-based measurements are particularly 
sensitive to changes in both PA and SB [22], suggesting 
that meta-analyses should ideally separate studies using 
self-reported data from those using device-based meas-
urements to maintain consistency and accuracy of the 
results. In considering the variability in the existing liter-
ature, an exploratory approach without specific hypoth-
eses is needed.

Therefore, the main objectives of the present DE-PASS 
Systematic Review and Meta-analysis (SRMA) study 
on RCTs and CTs including older adults are to identify 
the modifiable determinants targeted in interventions 
involving older adults, and to determine which of these 
interventions effectively increased PA and/or reduced 
SB. Additionally, to explore whether the effects of these 
interventions vary based on the implementation setting 
(community versus healthcare).

Material and methods
This study was conducted according to the updated Pre-
ferred Reporting Items for Systematic Review and Meta-
Analysis (PRISMA 2020) guidelines [23]. The protocol of 
this review was registered in the International Prospec-
tive Register of Systematic Reviews (PROSPERO ID: 
CRD42022287606).

Eligibility criteria
To ensure clarity, consistency, and relevance in address-
ing the research objectives, the research methodology 
integrated the following five elements: Population, Inter-
vention, Comparison, Outcomes Context (PICOC).

Population (old* OR elder* OR adult* OR aged people 
OR ageing* OR senior* OR veteran* OR mature*…)
To be eligible for inclusion studies had to include adults 
aged ≥ 65 years. However, to reduce study heterogeneity 
exclusion criteria encompassed studies targeting indi-
viduals 1) diagnosed with dementia, encompassing all 
dementia subtypes (e.g., Lewy body dementia, Alzhei-
mer’s disease, Vascular dementia, Mixed dementia, Fron-
totemporal lobe dementia); 2) currently hospitalized due 
to surgical or medical treatments (e.g., cancer treatment); 
3) receiving terminal or palliative care; and 4) undergoing 
pre- and post-operative orthopaedic investigations of the 
spine or lower extremities. In fact, PA and SB in persons 
with dementia is highly dependent on support and influ-
ence from family and professional caregivers [24], fur-
ther, specific medical diagnoses and medical treatment 
(e.g., of the musculoskeletal system) may cause pain, dis-
comfort, and the need for practical assistance and sup-
port provided from others.

Intervention (Physical activ* OR exercise OR sport* OR play 
OR recreation OR training…)
Interventions were considered for inclusion when their 
primary outcome was metrics of PA (e.g., total PA, lei-
sure-time PA, or MVPA), and/or SB (e.g., sedentary 
time) obtained either through device-based measure-
ments (e.g., pedometers, accelerometers, etc.), or self-
reported data collected via validated questionnaires. The 
included studies had to report pre- and post-intervention 
measurements of determinants, as well as of PA and/or 
SB within the framework of controlled intervention trial 
designs. Therefore, only RCTs and CTs were included, as 
these trials sit at the top of the research hierarchy and are 
considered the most appropriate study designs for devel-
oping a best evidence statement.

Comparison (old* OR elder* OR adult* OR aged people 
OR ageing* OR senior* OR veteran* OR mature*…)
Considering the PA and SB self-report and device-based 
measurement methods, matching of control groups, 
or other active intervention groups to the experimental 
groups for the selected studies were examined. In addi-
tion, a comparative synthesis of findings across outcomes 
resulting from the respective measurement methods, 
with special attention to the settings of the selected mod-
ifiable determinants was implemented.

Outcomes (Physical activ* OR exercise OR sedentar* 
OR screen time OR computer use OR determinant*…)
PA and SB are the main quantitative outcome meas-
ures targeted in the present research. PA is defined as 
any bodily movement produced by skeletal muscles that 
requires energy expenditure, thus including any modal-
ity of movement at any intensity [25]. PA are also catego-
rised as sedentary, light, moderate and vigorous intensity 
PA and SB as any waking behaviour characterised by an 
energy expenditure of 1.5 METs or lower while sitting, 
reclining or lying, while SB [26]. Measurement tech-
niques for PA and SB encompassed validated self-report 
(e.g., questionnaires, diaries, recall) and device-based 
(e.g., accelerometers, pedometers) methods [22]. In stud-
ies where both device-based and self-report measures 
are reported, the data for both measurement methods 
will be extracted and analysed separately. For this review, 
the categories of modifiable determinants were based on 
a framework from the DEDIPAC consortium, consisting 
in six clusters (i.e., Physical Health and Wellbeing, Social 
and Cultural Context, Built and Natural Environment, 
Psychology and Behaviour, Politics and Economics, and 
Institutional and Home Settings) obtained through an 
international transdisciplinary consensus framework for 
the study of determinants, research priorities and poli-
cies on sedentary behaviour across the life course [27].
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Context (mediator* OR moderator* OR exposure*…)
Settings were retrospectively considered in this system-
atic review as a contextual factor potentially influencing 
the association between modifiable determinants and 
PA or SB of older adults. To examine how these environ-
ments moderated the effectiveness of interventions, stud-
ies were categorized based on their primary setting. This 
categorization allowed for the evaluation of context-spe-
cific variations in determinants, ensuring that the find-
ings reflect the potential impact of different settings on 
PA and SB outcomes.

Information sources and search strategy
Based on the collaboration of the DE-PASS Team and 
with the support of professional librarians (K.H., L.S., 
T.Z.), a systematic literature search was conducted in 
September 2022. Studies published since 2012 have been 
included as this timeframe is sufficient to capture rele-
vant and contemporary published research, it aligns with 
important WHO publications related to physical activ-
ity and health, and with the publications of key guide-
lines and SLRs on the topic of physical activity and the 
older adult [28–31]. To ensure the inclusion of the most 
recent articles, alert notifications of new publications 
were activated until August 2024. In addition, the snow-
balling technique was applied to the reference lists of the 
included articles to identify any possible missed scien-
tific contribution. The search was performed in MED-
LINE via PubMed, APA PsycArticles and SPORTDiscus 
via EBSCOhost, and Web of Science (Core Collection). 
Adapted to the specific features of each database, the 
search strategy included a combination of subject head-
ing terms and keywords related to the outcome vari-
ables (i.e., PA and SB), the study designs (i.e., CTs and 
RCTs), the determinants addressed by the intervention, 
the target older adult population, and the measurement 
methods for PA and SB. The search was limited to peer-
reviewed academic articles published within the past 
decade and written in languages in which members of the 
review team have an advanced level of proficiency (i.e., 
Dutch, French, Greek, Italian, Norwegian, Polish, Roma-
nian, Spanish, Turkish). Details on the search strategy 
–– are presented in Supplementary File 1. Results of the 
search were uploaded to the online tool Covidence (Veri-
tas Health Innovation, Melbourne, Australia) supporting 
the screening, study selection, data extraction of system-
atic literature reviews (SLRs), and duplicates removal.

Selection and data collection processes
The screening process was conducted by a large multi-
disciplinary review team (n = 28) of DE-PASS members. 

To ensure a homogenous procedural proficiency and 
agreement among the reviewers, prior to screening ini-
tiation the core group (S.Ci., L.E., S.Co., M.L., F.P., G.T., 
F.F.) provided several workshops and tutorials on vari-
ous aspects, including inclusion and exclusion criteria, 
data extraction forms and risk of bias assessment tools. 
Then, the review team was divided into pairs, and Covi-
dence facilitated a random and equitable distribution of 
studies. Utilizing a pre-tested decision tree with inclu-
sion/exclusion criteria outlined in Supplementary File 2, 
each reviewer pair independently evaluated the eligibility 
of the assigned studies based on the titles and abstracts 
(stage 1), followed by full-text examination (stage 2). Any 
discrepancies were resolved by a third reviewer from the 
core group. The reviewers identified if the same studies 
were included in different reviews by comparing authors, 
demographics, ethical committee approval, intervention 
content and design, sample size, study locations, and set-
tings [32]. At the end of Stage 2, in case of duplicates the 
inclusion was based on the study reporting the highest 
number of measurement timepoints or the longest fol-
low-up periods [33].

Data items and extraction
The first author (SCi) drafted a data extraction form, 
which underwent pilot-testing by the core group. Sub-
sequently, the included studies were distributed among 
review pairs from the multidisciplinary review team for 
an independent data extraction. To ensure accuracy and 
consistency, a consensus procedure was applied through 
bilateral online meetings to resolve any disagreements by 
comparing the results, discussing the possible differences 
and diverse interpretations, retrieving the relative source 
of discrepancies, and reaching an agreement. If con-
sensus was not reached, a third reviewer from the core 
group was consulted to provide an independent evalua-
tion and make a final decision. Data extraction included 
source description (e.g. author, year of publication, and 
country of publication), sample characteristics (e.g. sam-
ple size, demographic characteristics), intervention and 
control condition description (e.g. intervention[s] and 
control group activity[-ies] including modifiable determi-
nants, intervention duration, implementation setting(s]), 
and study measures (e.g. PA and/or SB, self-reported vs 
device-measured). Additionally, information on the study 
outcomes, both in terms of determinants and PA/SB, was 
extracted. In case of missing data or need of clarifica-
tions, the reviewers contacted the corresponding author 
of the respective studies allowing a reasonable period of 
two weeks for complete reporting before finalizing data 
extraction.
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Risk of bias
The modified version of Cochrane’s Risk of Bias 2 tool for 
randomized trials (RoB 2) [34] was used for the assess-
ment of risk of bias. To ensure familiarity with the stud-
ies, the same two independent reviewers who extracted 
the data also performed the risk of bias assessment using 
forms based on templates aligned with the RoB 2 tool. 
In case of conflicts and to ascertain the correctness of 
assessment, the two reviewers performed a consensus 
procedure.

Data synthesis and analysis
The extracted data of all included studies were narratively 
synthesized with a special focus on the modifiable deter-
minants of PA and SB. Modifiable determinants were 
categorized based on a previously published DEDIPAC 
study [27]. The settings where the intervention took place 
were classified into community and healthcare settings. 
A conceptual model outlining the relationships between 
groups of determinants, settings and outcomes is illus-
trated in Fig. 1. Each study was summarized based on the 
outcome measure, and P values and confidence intervals 
(CIs) were analysed to determine the significant effects 
of the intervention. A two-tailed p-value of less than 0.05 
was considered statistically significant. Between-group 
interactions were analysed, and the presence/absence 
of statistical significance and the direction (increase/
decrease) of the outcome changes have been highlighted 
(see =, ↑ and ↓ symbols in Table  1). Given our priority 
to evaluate the effects of interventions on determinants 
of PA and SB through a meta-analysis of studies using 

device-measures of PA/PB and due to article length con-
siderations, the included studies were narratively synthe-
sized without applying the recently developed Synthesis 
Without Meta-analysis (SWiM) methodology [35] for 
self-reported data.

Meta‑analyses
Meta-analyses were conducted exclusively for stud-
ies using device-based measurements of PA and/or SB. 
This approach was chosen to strengthen the validity, 
as devices like accelerometers or pedometers provide 
precise data and reduce the risk of recall and report-
ing biases. Meta-analyses were conducted using R, ver-
sion 4.3.2 (R Foundation for Statistical Computing) and 
included only studies reporting means or standard devia-
tions and outcome data for device-measured PA (steps/
day and MVPA/min/day) and SB (sedentary time/min/
day) at the end of the intervention. Given the continu-
ous nature of the outcome variables, the standardized 
between-group mean difference (SMD) with correspond-
ing 95% confidence interval (CI) were used as effect sizes 
and was calculated by comparing the outcome variables 
between the intervention and control groups at post-test. 
To re-express the SMD in steps per day, and minutes of 
MVPA/SB, we multiplied the pooled SMD by the pooled 
standard deviation (SD), yielding an estimate of the abso-
lute difference in steps per day and minutes of MVPA/SB 
between the groups [36]. We assumed that there were no 
significant differences in PA and SB between the inter-
vention and control groups at baseline, as the included 
studies were RCTs. Subsequently, random effects models 

Fig. 1 Conceptual model of the relationship between groups of modifiable determinants, settings and PA/SB outcomes
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(using the Hartung-Knapp method) were performed to 
calculate pooled estimates due to the expected hetero-
geneity. Our conceptual model initially proposed con-
ducting three separate random effects models for each 
outcome variable (steps/day, MVPA/min/day, sedentary 
time/min/day): one for interventions focusing on physical 
health and wellbeing determinants, one for interventions 
targeting psychological and behavioural determinants, 
and one for interventions focusing on social and cultural 
context. However, due to the inclusion of only a single 
study targeting the social and cultural context, we were 
unable to conduct random effects models for this cat-
egory. Forest plots were generated to visualize the results 
of the meta-analyses.

Test of heterogeneity and moderation analyses
The existence of heterogeneity was assessed using the 
Cochran’s Q test, and the Higgin and Thompson’s  I2 sta-
tistics to determine whether moderation and subgroup 
analyses would be meaningful. A Q-value with a p ≤ 
0.05 was considered indicative of significant heteroge-
neity, while  I2 values of 25%, 50% and 75% were consid-
ered indicative of low, moderate and high heterogeneity, 
respectively [37]. If moderate or high heterogeneity was 
present, moderator analyses using a mixed-effects model 
with maximum likelihood estimation were conducted to 
test whether the heterogeneity could be explained by dif-
ferences in settings (healthcare vs community).

Sensitivity analyses and publication bias check
Sensitivity analyses were carried out to investigate the 
robustness of the statistical analysis. Concretely, main 
analyses were repeated without potential outliers, which 
were defined as studies whose 95% CI did not overlap 
with the aggregated effect size’s 95% CI [38, 39]. Main 
analyses were also repeated without low-quality stud-
ies. Studies were considered to be of low quality if their 
overall risk of bias, as assessed using the revised version 
of the RoB 2 tool, was determined to be high [40] (see 
Supplementary File 6). The presence of publication bias 
was assessed using visual examination of the funnel plot 
symmetry and by interpreting the results of the Egger’s 
regression test.

Results
Study selection
Overall, 31,727 records were identified after remov-
ing duplicate results, 30,308 studies were entered in the 
screening process. The Fig.  2 shows the PRISMA flow 
diagram [23]: title and abstract screening resulted in 553 
full-text articles, of which 52 RCTs [41–92] were included 
in the narrative synthesis. None of them contained 
studies that we would consider for further inclusion. 

Moreover, 18 studies using device-based measurements 
of PA and/or SB were included in the meta-analyses [41, 
44, 49, 50, 52, 56, 60, 61, 66, 68, 71, 72, 76, 77, 80, 81, 85, 
92]. No CTs were included. Included studies were pub-
lished between January 2012 and September 2022.

Study characteristics
The characteristics of the included studies are sum-
marized in Supplementary Table  1. A total number of 
9,112 older individuals (58% female), participated in the 
included RCTs. Number of study participants in individ-
ual studies ranged from 26 [56] to 616 [67] participants. 
The RCTs were conducted in America (n = 18), Asia (n = 
7), Europe (n = 15) and Oceania (n = 12).

Determinants
Overall, 44 unique modifiable determinants were iden-
tified in the 52 RCTs. Following a DEDIPAC consensus 
framework [27] (see Fig.  1), these modifiable determi-
nants were classified as physical health and wellbeing (n = 
31), psychology and behaviour (n = 12) and social and 
cultural context (n = 1). For physical health and wellbe-
ing, the most frequently targeted determinants were 
physical functioning (n = 25 [41–50, 52, 60, 61, 64, 67–70, 
82–84, 86, 88–90]), quality of life (n = 27 [44, 45, 47, 49, 
53–55, 58–60, 62, 64–67, 69, 71–76, 79, 80, 86, 89, 90]), 
and body composition (n = 12 [41, 43, 44, 51, 59, 63, 65, 
66, 73, 77, 88, 92]). In the psychology and behaviour cate-
gory, self-efficacy was the most frequently targeted deter-
minant (n = 13 [46, 47, 50–52, 55, 59, 60, 65, 78, 79, 85, 
90]), while social support (n = 1 [86]) was the sole deter-
minant investigated within the social and cultural con-
text category. Detailed information about the modifiable 
determinants and the impact of interventions on these 
determinants is provided in Table 1.

Settings
The RCTs included in this study were conducted in a 
community setting (n = 30 [42–46, 48, 51, 52, 54, 56, 57, 
61–64, 67, 68, 70, 76, 77, 79, 82–85, 87–89, 91, 92]), or a 
healthcare setting (n = 22 [41, 47, 49, 50, 53, 55, 58–60, 
65, 66, 69, 71–75, 78, 80, 81, 86, 90]).

Risk of bias
The overall evaluation of the risk of bias is summarized in 
Fig. 3, whereas study-specific risk of bias results (n = 52) 
is available in Supplementary File 6.

A low risk of bias arising from the randomization pro-
cess was identified in 48 (92%) of the studies. Conversely, 
the deviation from the intended interventions intro-
duced bias in 26 (50%) of the studies (n = 24 and n = 2 
using “intention-to-treat” and “per-protocol” approaches, 
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respectively). A low risk of bias for 36 (69%) of the stud-
ies emerged for missing outcome data. In general, there 
was a low risk of bias for measurements of PA and SB 
outcomes (n = 39 studies; 75%) and determinants (n = 
36 studies; 69%), whereas only 8 studies (15%) had a high 
risk of selective reporting. Overall, 19 studies (37%), 18 
studies (35%), and 15 studies (29%) were judged to pre-
sent some concerns, high risk, and low risk of bias, 
respectively.

PA and SB outcomes
Twenty-three RCTs utilised exclusively device-meas-
ured PA and/or SB as outcomes [41, 49, 50, 53, 55, 56, 
60, 61, 64–66, 71, 72, 74–77, 81, 84, 85, 90–92], while 17 
RCTs relied solely on self-reported measures [42, 45–48, 
51, 57, 58, 62, 63, 67, 73, 78, 83, 86, 88, 89]. Addition-
ally, 12 RCTs utilised both device-based and self-report 

assessment methods [43, 44, 52, 54, 59, 68–70, 79, 80, 82, 
87]. None of the studies focused exclusively on SB.

Effects of interventions targeting modifiable determinants 
on device‑measured PA
Figure  4 shows the effects of 18 interventions aimed at 
enhancing device-measured PA (i.e., steps/day) by tar-
geting physical health and wellbeing determinants [41, 
44, 49, 50, 52, 56, 60, 61, 66, 68, 71, 72, 76, 77, 80, 81, 85, 
92]. The average effect size across all studies was signifi-
cant (SMD = 0.34; 95%CI: 0.11 to 0.57), indicating that 
interventions focusing on physical health and wellbeing 
determinants have the potential to increase device-meas-
ured steps in older adults. When re-expressing this SMD 
in terms of steps per day this finding corresponds to an 
average increase of 1,098 steps/day.

Fig. 2 PRISMA flow diagram showing the systematic literature review process
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Statistically significant heterogeneity was observed 
(Q(17) = 63.27; p < 0.0001;  I2 = 73.10%). Although setting 
did not emerge as a statistically significant moderator 
(Q = 0.54; p = 0.46), subgroup analysis revealed statisti-
cally significant effects for interventions conducted in a 

community setting (SMD = 0.42; 95%CI: 0.07 to 0.77), 
whereas non- statistically significant effects were found 
for those in a healthcare setting (SMD = 0.26; 95%CI: 
−0.10 to 0.62). Sensitivity analyses showed that the effect 
sizes largely remained within the 95% CI after removing 

Fig. 3 Risk of bias summary across all studies included in the review (N = 52)

Fig. 4 Effects of interventions targeting physical health and wellbeing determinants (steps/day)
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potential outliers (SMD = 0.28; 95%CI: 0.10 to 0.47), and 
after removing low-quality studies (SMD = 0.34; 95%CI: 
0.06 to 0.61) (see Supplementary File 3). Visual inspec-
tion of the funnel plot and results of the Egger’s Test 
(t[16] = −0.08; p = 0.83) suggested that publication bias 
was unlikely to have influenced the results (see Supple-
mentary File 4).

Figure 5 presents the results of eight studies targeting 
psychological and behavioural determinants on device-
measured PA, expressed as steps/day, using a forest plot 
[50, 52, 60, 76, 77, 80, 85, 87].

The average effect size was not significant (SMD = 0.43; 
95%CI: −0.22 to 1.09), indicating that existing interven-
tions targeting psychological and behavioural determi-
nants were not able to increase the numbers of steps/day. 
Significant heterogeneity was found (Q(7) = 150.48; p < 
0.001;  I2 = 95.3%), which was resolved after removing the 
one outlier study [87]. Sensitivity analyses were not per-
formed due to the low number of studies. Visual inspec-
tion of the funnel plot suggested that publication bias was 
unlikely to have influenced the results (see Supplemen-
tary File 4). The Egger’s Test could not be administered 

due to the small number of studies. Forest plots display-
ing the results of the meta-analysis with MVPA revealed 
similar results (see Supplementary File 5). Briefly, stud-
ies targeting physical health and wellbeing determinants 
were able to increase MVPA (SMD = 0.41; 95%CI: 0.19 to 
0.64). When re-expressing this SMD in terms of MVPA 
(min/day), we found an average increase of 12 min of 
MVPA/day. Subgroup analyses showed that significant 
effects were only found for studies conducted in the com-
munity setting (SMD = 0.53; 95%CI: 0.15 to 0.91). No 
significant effects were found for studies focusing on psy-
chological and behavioural determinants (SMD = 0.26; 
95%CI: −0.24 to 0.75).

Effects of interventions targeting modifiable determinants 
on device‑measured SB
Six of the included studies examined the effect of an 
intervention targeting physical health and wellbeing 
determinants on device-measured SB. Figure  6 presents 
the effects of these studies, as well as the average effect 
size by means of a forest plot.

Fig. 5 Effects of interventions targeting psychological and behavioural determinants (steps/day)

Fig. 6 Effects of interventions targeting physical health and wellbeing determinants on device‑measured SB (minutes/day)
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The average effect size was not statistically significant 
(SMD = −0.08; 95%CI:—0.32 to 0.17), meaning that the 
existing interventions targeting physical health and well-
being determinants were not able to reduce device-meas-
ured SB. No significant heterogeneity was found (Q(6) 
= 3.22; p = 0.67;  I2 = 0.00%), and sensitivity analyses were 
not performed due to the low number of studies. Visual 
inspection of the funnel plot indicated that publication 
bias was unlikely to have influenced the results (see Sup-
plementary File 4).

Only three studies investigated the effect of interven-
tions targeting psychological and behaviour determinants 
on device-measured SB. Figure  7 displays the results of 
these studies, along with the average effect size repre-
sented in a forest plot.

The average effect size was not statistically significant 
(SMD = −0.17; 95%CI: −0.61 to 0.28), indicating that 
existing interventions targeting psychological and behav-
iour determinants did not lead to a reduction in device-
measured SB. There was no significant heterogeneity 
detected among the studies (Q(3) = 0.65; p = 0.72;  I2 = 
0.00%), and sensitivity analyses were not conducted due 
to the limited number of studies. The funnel plot inspec-
tion suggested minimal likelihood of publication bias 
influencing the results (see Supplementary File 4).

Discussion
The present SRMA summarized existing evidence 
regarding modifiable determinants of PA and SB among 
older adults, with a particular focus on the settings in 
which the intervention took place.

The first objective of this study was to identify modifi-
able determinants that have been targeted in intervention 
studies with PA and/or SB outcomes. Most of the studies 
focused on physical health and wellbeing determinants, 
such as physical functioning and quality of life. This find-
ing is in line with the results of a scoping review of PA 
interventions in older adults suggesting that interven-
tions were predominantly structured exercise programs, 
including balance and resistance training, and physical 

recreation, such as yoga and tai chi [93]. Physical health 
and wellbeing are critical for older adults’ PA and SB 
[94–96], yet the focus on them may have overshadowed 
other potentially impactful modifiable factors, such as 
psychological, behavioural, social, and environmental 
determinants. The underrepresentation of these other 
determinants in RCTs intervention studies suggests a 
missed opportunity to adopt a holistic, system-based 
approach to promote PA and reduce SB [97]. In fact, a 
system-based approach could consider how different 
determinants interact synergistically to influence behav-
iour, rather than focusing solely on biological parameters 
of physical functioning, although more easily measur-
able [97, 98]. Therefore, to develop more comprehensive 
intervention strategies further research is needed to 
explore and integrate underrepresented determinants in 
RCTs.

The second objective of the present study was to assess 
which of these interventions effectively increased PA 
and/or reduced SB in older adults. The meta-analyses 
revealed mixed results, with interventions targeting phys-
ical health and wellbeing determinants showing a moder-
ate and statistically significant impact on increasing daily 
steps and MVPA, but not in reducing sedentary time. 
In contrast, interventions targeting psychological and 
behavioural determinants did not show significant effects 
on increasing PA or reducing SB behaviours, highlight-
ing the need further refinement of interventions target-
ing psychological and behavioural determinants in older 
adults. It should also be noted that a significant number 
of studies were excluded because lacking information on 
determinants, whereas none of the included interven-
tions had a primary focus on SB. Therefore, it is possible 
to speculate that this paucity of studies might have deter-
mined lack of evidence on modifiable SB determinants as 
an outcome. Additionally, the negative result from inter-
ventions targeting physical health and well-being deter-
minants on SB were mainly derived from two studies 
only. In the first study, patients with chronic obstructive 
pulmonary disease were included, but according to the 

Fig. 7 Effects of interventions targeting psychological and behavioural determinants on device‑measured SB (minutes/day)
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authors, the study suffered from low response rate lead-
ing to loss of statistical power [80]. In the second study 
[68] including community-dwelling older men, the inter-
vention targeted PA and active transportation without 
specific focus on reducing sedentary time. The study by 
Rausch et al.[80] was also included in the meta-analyses 
as one of the three studies on determinants targeting psy-
chological and behaviour determinants of SB. Despite 
that the use of device-measured data makes it possible 
to measure a range of variables, the majority of studies 
on PA and SB do not use an evaluation framework [99]. 
Thus, the variability in reporting and the inclusion of 
numerous outcome measures complicate the interpreta-
tion and comparison of results across different studies.

The third objective of this work was to assess if setting 
(community versus healthcare) influences the association 
between modifiable determinants and PA and SB.

Most of the interventions were delivered in a com-
munity setting, with interventions focusing on physical 
health and wellbeing determinants resulting particularly 
effective in community settings, where a high accessi-
bility in neighbourhood environments, social interac-
tion, and social support could increase the participants’ 
motivation to active lifestyles. However, more research 
is needed to explore whether and why community-based 
interventions may be more effective because this find-
ing is inconsistent with previous research suggesting that 
delivery setting has no impact on the effectiveness of 
PA/SB interventions [100]. Clinical trials in older adults 
face challenges such as ageism, recruiting high-risk par-
ticipants, managing multiple comorbidities and poly-
pharmacy, ensuring protocol adherence, intervention 
compliance, safety, adverse event reporting, and stand-
ardizing geriatric-specific outcomes [101]. The RCT 
design in health care setting and evidence-based medi-
cine has been criticized for the limited applicability for 
older adults as they are often excluded from clinical tri-
als. In considering that a systematic review of 1,369 stud-
ies on RCTs in healthcare settings revealed that only 7% 
were specifically designed for older adults [102], thus, 
there is an urgent need for stronger evidence for increas-
ing PA and reducing SB in an aging population.

Strengths and limitations
This is the first study summarizing and evaluating exist-
ing and evidence on modifiable determinants of older 
adults’ PA and SB in community and healthcare settings.

The emphasis on intervention settings adds valuable 
insights. In fact, the effectiveness of specific determi-
nants may vary depending on the context, working in one 
environment but not in another one [103]. For example, 
while community-based interventions might benefit from 
enhanced social support and accessibility, interventions 

in healthcare settings might lack these advantages. This 
setting-specific focus is crucial for tailoring interventions 
to maximize their effectiveness across different contexts 
and can thus be seen as an important strength of this 
review. Another important finding from this review is 
the heterogeneity in PA measurement across studies. The 
lack of standardization in how PA and SB are measured 
complicates the comparison of results and the synthesis 
of evidence. This issue is highlighted in recent literature, 
which underscores the need for more consistent and 
reliable methods of measuring PA and SB to improve 
the validity of research findings. Standardized measures 
would not only facilitate better comparison across stud-
ies but also enhance the ability to draw generalizable con-
clusions that can inform practice and policy.

This study presents also several limitations. By restrict-
ing the review to CTs and RCTs, the highest quality 
of evidence was obtained at the cost of a narrow focus. 
This approach might have excluded studies that explored 
natural and built environmental determinants, or those 
investigating political and economic aspects, which are 
often not targeted in controlled trials because of feasibil-
ity reasons. Recent research has identified environmen-
tal factors, such as walkability, as major determinants 
of PA [104]. The absence of such studies in this review 
highlights a crucial gap in the literature that needs to be 
addressed to fully understand the multifaceted nature 
of PA and SB determinants. Additionally, although not 
the primary focus of the current study, the presence or 
absence of an implementation plan is suggested to influ-
ence the effectiveness of community-based physical 
activity interventions [105]. RCTs often have relatively 
short follow-up periods, limiting the ability to assess how 
changes in the lives of older and oldest adults impact the 
results. A recent observational study on determinants of 
PA engagement in older adults found that both concur-
rent health and longitudinal changes in physical health 
significantly predicted PA levels. Furthermore, concur-
rent low mood also predicted PA levels, especially in 
older women [106]. Therefore, it can be speculated that 
the findings from our SRMA, which only includes RCTs, 
may differ from those of a meta-analysis on modifiable 
determinants on PA/SB that incorporates observational 
data from prospective studies. Furthermore, the risk of 
bias assessment revealed varying methodological rigor. 
Most studies had a robust randomization process, ensur-
ing strong internal validity. However, deviations from 
intended interventions raised bias concerns in half of the 
studies, and consequently affected protocol adherence. 
Low risk of bias for missing data and outcome measure-
ment suggests reliable data handling. Selective report-
ing was less common, indicating transparency. Whilst 
many studies were methodologically sound, a significant 
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portion still faced issues affecting the reliability of their 
conclusions.

Regarding the research methodology, a limitation of 
this review is the absence of formal assessment of inter-
rater agreement between screeners at the title/abstract, 
and full-text screening stages, such as calculating total 
agreement or Kappa statistics. While a consensus proce-
dure was applied to resolve discrepancies, future reviews 
should include these measures to enhance methodologi-
cal rigor.

Moreover, a DEDIPAC framework on key determi-
nants of physical activity behaviours exists [9], but it was 
decided to provide a unified categorization of the deter-
minants based on the Systems of Sedentary behaviours-
framework [27]. Thus, future research could consider 
integrating these two approaches to provide a more com-
prehensive categorization for modifiable determinants of 
PA and SB. Additionally, the lack of homogeneity among 
the studies precluded more rigorous subgroup analyses 
or quantitative evaluations of heterogeneity. A high level 
of heterogeneity is also a major barrier to inter-study 
comparison or to later scale-up efforts. Future interven-
tion studies on modifiable determinants should conduct 
contextual analyses prior to implementing complex inter-
ventions including older adults.

Another limitation of this study is that we focused 
solely on posttest differences to reflect the effects of the 
interventions, without incorporating baseline measure-
ments or analyzing interaction effects (time × group). 
This decision was driven by the inconsistent reporting 
or absence of pretest data across studies, which made it 
challenging to include baseline measures in the analysis. 
While we assume minimal pretest differences between 
groups due to randomization in the included RCTs, the 
lack of baseline data limits our ability to confirm this 
assumption or to fully account for potential baseline 
imbalances. This could introduce some uncertainty into 
the interpretation of the pooled effect sizes. Future stud-
ies should strive for consistent reporting of pretest data 
to enable a more comprehensive analysis of intervention 
effects over time.

Lastly, an important limitation of our SRMA was the 
inability to consistently determine whether certain fac-
tors, for example quality of life and body mass index, 
were treated as determinants or outcome variables in 
the included studies. In many cases, this distinction was 
not clearly defined in the papers, making the interpreta-
tion of the results challenging. This uncertainty limited 
our ability to confidently ascertain whether these fac-
tors played a causal role in influencing PA and SB, or if 
they were themselves influenced by these behaviours. 
This ambiguity could have introduced potential biases 
in the analysis and highlights the need for future studies 

to more explicitly define the role of such variables. One 
could also question whether determinants of PA and SB 
can be accurately assessed from studies where exercise 
or physical activity is the intervention. However, we posit 
that physical functioning and physical fitness, as evalu-
ated in intervention studies where PA/SB is the primary 
focus, can indeed be considered determinants of PA. 
This is because physical functioning and physical fitness, 
encompassing attributes such as strength, endurance, 
oxygen uptake, and flexibility, significantly influence an 
older adult’s capacity to engage in and maintain physical 
activity. These physical determinants can only be effec-
tively addressed through the implementation of exercise, 
resistance, and/or strength interventions. Conversely, 
if the primary objective is to ascertain whether baseline 
physical function or fitness levels in older adults can 
predict future PA/SB levels, this would be more appro-
priately examined through meta-analyses of prospective 
population-based studies.

Potential for policy development and complex 
interventions
Despite the limitations, the findings from this SRMA 
offer promising insights for the development of policies 
and complex interventions aimed at increasing PA and 
reducing SB. By focusing on the physical health and well-
being determinants identified in the review, policymakers 
can design targeted actions that address the root causes 
of PA/SB in older adults. This is particularly impor-
tant given the aging population and the growing public 
health challenge posed by high levels of inactivity. While 
community-based interventions could take advantage 
of targeted policies prioritizing accessibility and social 
engagement, programs in healthcare settings must inte-
grate tailored strategies into routine care, fostering inter-
disciplinary approaches for promoting active and healthy 
aging. However, our findings also highlight key gaps in 
knowledge, particularly in understanding how less fre-
quently studied determinants, such as psychological and 
social factors, contribute to PA and SB.

Conclusion
This SRMA suggests that physical health and wellbeing 
determinants could be relevant targets to increase PA in 
older adults, particularly in community settings. How-
ever, the underrepresentation of psychological, behav-
ioural, social, and cultural determinants suggests a need 
for a more holistic approach. Future research should 
explore these underrepresented factors to develop com-
prehensive intervention strategies. Additionally, under-
standing the varying effectiveness of interventions across 
different settings remains crucial for optimizing out-
comes in an aging population.
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Appendix
List of acronyms
APA: American Psychology Association
COST: Cooperation in the Field of Science and Technol-
ogy Research (Europe)
COVID-19: Coronavirus Disease 2019
CT: Control Trial
DEDIPAC: Determinants of Diet and Physical Activity 
Knowledge
DE-PASS: Determinants of Physical Activities in Settings
EBSCO: Elton B. Stephens CO (company)
JASP: Jeffreys’s Amazing Statistics Program
MA: Meta Analysis
MCMC: Markov Chain Monte Carlo (algorithm)
Meta-SEM: Meta-Analytical Structural Equation Modelling
METs: Metabolic Equivalent of Tasks
PA: Physical Activity
PRISMA: Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses
PROSPERO: International Prospective Register of Sys-
tematic Reviews
RCT: Randomised Control Trial
RoB 2.0: Revised Cochrane risk of bias tool for rand-
omized trials
ROBINS-I: Risk Of Bias In Non-randomized Studies - of 
Interventions
RobMA: Robust Bayesian Meta-Analysis
SB: Sedentary Behaviours
SLR: Systematic Literature Review
SMD: Standardized mean difference
SRMA: Systematic Review and Meta-analysis
WHO: World Health Organization
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ment of Medicine and Aging Sciences, University “G. d’Annunzio” of Chieti‑Pes‑
cara, Chieti, Italy. 17 Department of Physiotherapy and Rehabilitation, Faculty 
of Health Sciences, Karadeniz Technical University, Trabzon, Turkey. 18 Andalu‑
sian Health Technology Assessment Area (AETSA), Progress and Health Public 
Foundation (FPS), Seville, Spain. 19 Division of Physical Activity and Health, 
Department of Recreation, Faculty of Sport Sciences, Hacettepe University, 
Ankara, Turkey. 20 School of Psychology, Cardiff University, Cardiff, United King‑
dom. 21 Department of Information Engineering, Control and Management, 
Faculty of Information Engineering, Computer Science and Statistics, Sapienza 
University of Rome, Rome, Italy. 22 Department of Psychology, Northumbria 
University, Newcastle upon Tyne, United Kingdom. 23 National Institute of Pub‑
lic Health in Romania‑ Regional Public Health Center, Cluj‑Napoca, Romania. 
24 Department of Public Health, Karadeniz Technical University Medical Faculty, 
Trabzon, Turkey. 25 Department of Sport and Exercise Sciences, Durham 
University, Durham, United Kingdom. 26 Department of Physiology, Faculty 
of Medicine, Ankara Medipol University, Ankara, Turkey. 27 Norwegian National 
Centre for Ageing and Health, Vestfold Hospital Trust, Tønsberg, Norway. 

Received: 13 November 2024   Accepted: 18 April 2025

References
 1. World Health Organization: Global action plan on physical activity 

2018–2030: more active people for a healthier world: World Health 
Organization; 2019.

 2. Strain T, Flaxman S, Guthold R, Semenova E, Cowan M, Riley LM, Bull FC, 
Stevens GA. National, regional, and global trends in insufficient physical 
activity among adults from 2000 to 2022: a pooled analysis of 507 
population‑based surveys with 5· 7 million participants. Lancet Glob 
Health. 2024;12(8):e1232–43.

 3. Jefferis BJ, Sartini C, Lee IM, Choi M, Amuzu A, Gutierrez C, Casas JP, Ash 
S, Lennnon LT, Wannamethee SG, et al. Adherence to physical activity 
guidelines in older adults, using objectively measured physical activity 
in a population‑based study. BMC Public Health. 2014;14(1):382.

 4. Berkemeyer K, Wijndaele K, White T, Cooper AJ, Luben R, Westgate K, 
Griffin SJ, Khaw KT, Wareham NJ, Brage S. The descriptive epidemiology 
of accelerometer‑measured physical activity in older adults. Int J Behav 
Nutr Phys Act. 2016;13(1):2.

 5. Lohne‑Seiler H, Hansen BH, Kolle E, Anderssen SA. Accelerometer‑
determined physical activity and self‑reported health in a population of 
older adults (65–85 years): a cross‑sectional study. BMC Public Health. 
2014;14:284.

 6. Dempsey PC, Biddle SJH, Buman MP, Chastin S, Ekelund U, Friedenreich 
CM, Katzmarzyk PT, Leitzmann MF, Stamatakis E, van der Ploeg HP, 
et al. New global guidelines on sedentary behaviour and health for 
adults: broadening the behavioural targets. Int J Behav Nutr Phys Act. 
2020;17(1):151.

 7. World Health Organization: WHO guidelines on physical activity and 
sedentary behaviour. 2020.

 8. World Health Organization: WHO guidelines on physical activity and 
sedentary behaviour: web annex: evidence profiles; 2020.

 9. Condello G, Ling FC, Bianco A, Chastin S, Cardon G, Ciarapica D, Conte 
D, Cortis C, De Craemer M, Di Blasio A, et al. Using concept mapping in 
the development of the EU‑PAD framework (EUropean‑Physical Activity 
Determinants across the life course): a DEDIPAC‑study. BMC Public 
Health. 2016;16(1):1145.

 10. Gomes M, Figueiredo D, Teixeira L, Poveda V, Paul C, Santos‑Silva A, 
Costa E. Physical inactivity among older adults across Europe based on 
the SHARE database. Age Ageing. 2017;46(1):71–7.

 11. Keller C, Ferrer RA, King RB, Collier E. Future directions of the National 
Institutes of Health Science of Behavior Change Program. Transl Behav 
Med. 2021;11(9):1795–801.

 12. Pesce C, Vazou S, Benzing V, Álvarez‑Bueno C, Anzeneder S, Mavilidi MF, 
Leone L, Schmidt M. Effects of chronic physical activity on cognition 
across the lifespan: a systematic meta‑review of randomized controlled 
trials and realist synthesis of contextualized mechanisms. Int Rev Sport 
Exercise Psychol. 2021;16(1):722–60.

 13. Brug J, van der Ploeg HP, Loyen A, Ahrens W, Allais O, Andersen LF, 
Cardon G, Capranica L, Chastin S, De Bourdeaudhuij I, et al. Determi‑
nants of diet and physical activity (DEDIPAC): a summary of findings. Int 
J Behav Nutr Phys Act. 2017;14(1):150.

 14. Loyen A, Clarke‑Cornwell AM, Anderssen SA, Hagströmer M, Sardinha 
LB, Sundquist K, Ekelund U, Steene‑Johannessen J, Baptista F, Hansen 
BH. Sedentary time and physical activity surveillance through 
accelerometer pooling in four European countries. Sports Med. 
2017;47(7):1421–35.

 15. Khudair M, Marcuzzi A, Ng K, Tempest GD, Bartos F, Peric R, Maier M, 
Beccia F, Boccia S, Brandes M, et al. DE‑PASS Best Evidence Statement 
(BESt): modifiable determinants of physical activity and sedentary 
behaviour in children and adolescents aged 5–19 years‑a protocol for 
systematic review and meta‑analysis. BMJ Open. 2022;12(9):e059202.

 16. Khudair M, Marcuzzi A, Tempest GD, Ng K, Peric R, Bartoš F, Maier M, 
Brandes M, Carlin A, Ciaccioni S. DE‑PASS Best Evidence Statement 
(BESt): a systematic review and meta‑analysis on the effectiveness of 
trials on device‑measured physical activity and sedentary behaviour 
and their determinants in children aged 5–12 years. Sports Med. 
2024;55(2):419–58.

 17. Kolovelonis A, Syrmpas I, Marcuzzi A, Khudair M, Ng K, Tempest GD, 
Peric R, Bartos F, Maier M, Brandes M, et al. DE‑PASS best evidence 
statement (BESt): determinants of adolescents’ device‑based physical 
activity and sedentary behaviour in settings: a systematic review and 
meta‑analysis. BMC Public Health. 2024;24(1):1706.

 18. Ling FCM, Khudair M, Ng K, Tempest GD, Peric R, Bartos F, Maier M, 
Brandes M, Carlin A, Ciaccioni S, et al. DE‑PASS Best Evidence Statement 
(BESt): Determinants of self‑report physical activity and sedentary 
behaviours in children in settings: a systematic review and meta‑analy‑
ses. PLoS ONE. 2024;19(11):e0309890.

 19. Mielke J, Brunkert T, Zuniga F, Simon M, Zullig LL, De Geest S. Methodo‑
logical approaches to study context in intervention implementation 
studies: an evidence gap map. BMC Med Res Methodol. 2022;22(1):320.

 20. Sallis JF, Owen N, Fisher E: Ecological models of health behavior. Health 
behavior: Theory, research, and practice. 2015;5:1–552.

 21. Bauman AE, Reis RS, Sallis JF, Wells JC, Loos RJ, Martin BW. Correlates of 
physical activity: why are some people physically active and others not? 
The lancet. 2012;380(9838):258–71.

 22. Troiano RP, Gabriel KKP, Welk GJ, Owen N, Sternfeld B. Reported physical 
activity and sedentary behavior: why do you ask? J Phys Act Health. 
2012;9(s1):S68–75.

 23. Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow 
CD, Shamseer L, Tetzlaff JM, Akl EA, Brennan SE. The PRISMA 2020 state‑
ment: an updated guideline for reporting systematic reviews. Int J Surg. 
2021;88:105906.

 24. Feenstra RW, de Bruin LJE, van Heuvelen MJG. Factors affecting physical 
activity in people with dementia: a systematic review and narrative 
synthesis. Behav Sci (Basel). 2023;13(11):913.

 25. Bull FC, Al‑Ansari SS, Biddle S, Borodulin K, Buman MP, Cardon G, Carty 
C, Chaput JP, Chastin S, Chou R, et al. World Health Organization 2020 
guidelines on physical activity and sedentary behaviour. Br J Sports 
Med. 2020;54(24):1451–62.

 26. Tremblay MS, Aubert S, Barnes JD, Saunders TJ, Carson V, Latimer‑
Cheung AE, Chastin SFM, Altenburg TM, Chinapaw MJM, Participants 
STCP. Sedentary Behavior Research Network (SBRN) ‑ terminology 
consensus project process and outcome. Int J Behav Nutr Phys Act. 
2017;14(1):75.

 27. Chastin SF, De Craemer M, Lien N, Bernaards C, Buck C, Oppert JM, 
Nazare JA, Lakerveld J, O’Donoghue G, Holdsworth M, et al. The 
SOS‑framework (Systems of Sedentary behaviours): an international 
transdisciplinary consensus framework for the study of determinants, 
research priorities and policy on sedentary behaviour across the life 
course: a DEDIPAC‑study. Int J Behav Nutr Phys Act. 2016;13(1):83.

 28. World Health Organization: Strategy and Action Plan for Healthy Ageing 
in Europe, 2012–2020; 2012.



Page 20 of 22Ciaccioni et al. European Review of Aging and Physical Activity            (2025) 22:9 

 29. van Stralen MM, De Vries H, Mudde AN, Bolman C, Lechner L. Determi‑
nants of initiation and maintenance of physical activity among older 
adults: a literature review. Health Psychol Rev. 2009;3(2):147–207.

 30. World Health Organization: Global recommendations on physical activ‑
ity for health; 2010.

 31. Gennuso KP, Gangnon RE, Matthews CE, Thraen‑Borowski KM, Colbert 
LH. Sedentary behavior, physical activity, and markers of health in older 
adults. Med Sci Sports Exerc. 2013;45(8):1493–500.

 32. Higgins JP, Deeks JJ. Selecting studies and collecting data. Cochrane 
handbook for systematic reviews of interventions: Cochrane book 
series 2008:151–185.

 33. Wood JA. Methodology for dealing with duplicate study effects in a 
meta‑analysis. Organ Res Methods. 2007;11(1):79–95.

 34. Higgins JP, Altman DG, Gotzsche PC, Juni P, Moher D, Oxman AD, Savo‑
vic J, Schulz KF, Weeks L, Sterne JA, et al. The Cochrane Collaboration’s 
tool for assessing risk of bias in randomised trials. BMJ. 2011;343:d5928.

 35. Campbell M, McKenzie JE, Sowden A, Katikireddi SV, Brennan SE, Ellis S, 
Hartmann‑Boyce J, Ryan R, Shepperd S, Thomas J, et al. Synthesis with‑
out meta‑analysis (SWiM) in systematic reviews: reporting guideline. 
BMJ. 2020;368:l6890.

 36. Gallardo‑Gomez D, Pedder H, Welton NJ, Dwan K, Dias S. Variability in 
meta‑analysis estimates of continuous outcomes using different stand‑
ardization and scale‑specific re‑expression methods. J Clin Epidemiol. 
2024;165:111213.

 37. Higgins JP, Thompson SG, Deeks JJ, Altman DG. Measuring inconsist‑
ency in meta‑analyses. BMJ. 2003;327(7414):557–60.

 38. Viechtbauer W, Cheung MW. Outlier and influence diagnostics for 
meta‑analysis. Res Synth Methods. 2010;1(2):112–25.

 39. Harrer M, Cuijpers P, Furukawa T, Ebert D: Doing meta‑analysis with R: A 
hands‑on guide: Chapman and Hall/CRC; 2021.

 40. Sterne JAC, Savovic J, Page MJ, Elbers RG, Blencowe NS, Boutron I, Cates 
CJ, Cheng HY, Corbett MS, Eldridge SM, et al. RoB 2: a revised tool for 
assessing risk of bias in randomised trials. BMJ. 2019;366:l4898.

 41. Arrieta H, Hervas G, Rezola‑Pardo C, Ruiz‑Litago F, Iturburu M, Yanguas 
JJ, Gil SM, Rodriguez‑Larrad A, Irazusta J. Serum myostatin levels are 
higher in fitter, more active, and non‑frail long‑term nursing home resi‑
dents and increase after a physical exercise intervention. Gerontology. 
2019;65(3):229–39.

 42. Baker BS, Weitzel KJ, Royse LA, Miller K, Guess TM, Ball SD, Duren DL. 
Efficacy of an 8‑week resistance training program in older adults: a 
randomized controlled trial. J Aging Phys Act. 2021;29(1):121–9.

 43. Barone Gibbs B, Brach JS, Byard T, Creasy S, Davis KK, McCoy S, Peluso 
A, Rogers RJ, Rupp K, Jakicic JM. Reducing sedentary behavior versus 
increasing moderate‑to‑vigorous intensity physical activity in older 
adults. J Aging Health. 2017;29(2):247–67.

 44. Brickwood KJ, Ahuja KDK, Watson G, O’Brien JA, Williams AD. Effects of activ‑
ity tracker use with health professional support or telephone counseling 
on maintenance of physical activity and health outcomes in older adults: 
randomized controlled trial. JMIR Mhealth Uhealth. 2021;9(1):e18686.

 45. Brovold T, Skelton DA, Bergland A. Older adults recently discharged 
from the hospital: effect of aerobic interval exercise on health‑related 
quality of life, physical fitness, and physical activity. J Am Geriatr Soc. 
2013;61(9):1580–5.

 46. Callahan LF, Cleveland RJ, Shreffler J, Hootman JM, Mielenz TJ, Schoster 
B, Brady T, Schwartz T. Evaluation of active living every day in adults 
with arthritis. J Phys Act Health. 2014;11(2):285–95.

 47. Cameron‑Tucker HL, Wood‑Baker R, Owen C, Joseph L, Walters EH. 
Chronic disease self‑management and exercise in COPD as pulmo‑
nary rehabilitation: a randomized controlled trial. Int J Chron Obstruct 
Pulmon Dis. 2014;9:513–23.

 48. Chan MLT, Yu DSF. The effects of low‑impact moderate‑intensity step‑
ping exercise on fatigue and other functional outcomes in older adults 
with multimorbidity: A randomized controlled trial. Arch Gerontol 
Geriatr. 2022;98:104577.

 49. Cheng SWM, Alison J, Stamatakis E, Dennis S, McNamara R, Spencer 
L, McKeough Z. Six‑week behaviour change intervention to reduce 
sedentary behaviour in people with chronic obstructive pulmonary 
disease: a randomised controlled trial. Thorax. 2022;77(3):231–8.

 50. Clark IN, Baker FA, Peiris CL, Shoebridge G, Taylor NF. Participant‑selected 
music and physical activity in older adults following cardiac rehabilita‑
tion: a randomized controlled trial. Clin Rehabil. 2017;31(3):329–39.

 51. Clemson L, Singh MAF, Bundy A, Cumming RG, Manollaras K, 
O’Loughlin P, Black D. Integration of balance and strength training into 
daily life activity to reduce rate of falls in older people (the LiFE study): 
randomised parallel trial. Bmj. 2012;345:e4547.

 52. Cox KL, Clare L, Cyarto EV, Ellis KA, Etherton‑Beer C, Southam J, Ames 
D, Flicker L, Almeida OP, LoGiudice D. A randomized controlled trial on 
the effects of a 6‑month home‑based physical activity program with 
individual goal‑setting and volunteer mentors on physical activity, 
adherence, and physical fitness in inactive older adults at risk of cogni‑
tive decline: the indigo study. J Alzheimers Dis. 2021;84(1):207–26.

 53. Dale MT, McKeough ZJ, Munoz PA, Corte P, Bye PT, Alison JA. Exercise 
training for asbestos‑related and other dust‑related respiratory diseases: 
a randomised controlled trial. BMC Pulm Med. 2014;14:180.

 54. Delbaere K, Valenzuela T, Lord SR, Clemson L, Zijlstra GAR, Close JCT, 
Lung T, Woodbury A, Chow J, McInerney G, et al. E‑health StandingTall 
balance exercise for fall prevention in older people: results of a two year 
randomised controlled trial. BMJ. 2021;373:n740.

 55. de Roos P, Lucas C, Strijbos JH, van Trijffel E. Effectiveness of a combined 
exercise training and home‑based walking programme on physical 
activity compared with standard medical care in moderate COPD: a 
randomised controlled trial. Physiotherapy. 2018;104(1):116–21.

 56. Ehrari H, Larsen RT, Langberg H, Andersen HB. Effects of playful exercise 
of older adults on balance and physical activity: a randomized con‑
trolled trial. Journal of Population Ageing. 2020;13:207–22.

 57. Gallo E, Stelmach M, Frigeri F, Ahn DH. Determining whether a 
dosage‑specific and individualized home exercise program with 
consults reduces fall risk and falls in community‑dwelling older adults 
with difficulty walking: a randomized control trial. J Geriatr Phys Ther. 
2018;41(3):161–72.

 58. Gaunaurd IA, Gomez‑Marin OW, Ramos CF, Sol CM, Cohen MI, 
Cahalin LP, Cardenas DD, Jackson RM. Physical activity and quality 
of life improvements of patients with idiopathic pulmonary fibro‑
sis completing a pulmonary rehabilitation program. Respir Care. 
2014;59(12):1872–9.

 59. Herring LY, Dallosso H, Schreder S, Smith EJ, Waheed G, Gray LJ, Khunti 
K, Yates T, Highton PJ, Rowlands AV, et al. Physical Activity after Cardiac 
EventS (PACES): a group education programme with subsequent text 
message support designed to increase physical activity in individuals 
with diagnosed coronary heart disease: a randomised controlled trial. 
Open Heart. 2021;8(1):e001351.

 60. Hinrichs T, Bücker B, Klaaßen‑Mielke R, Brach M, Wilm S, Platen P, Mai 
A. Home‑based exercise supported by general practitioner prac‑
tices: ineffective in a sample of chronically ill, mobility‑limited older 
adults (the HOME fit randomized controlled trial). J Am Geriatr Soc. 
2016;64(11):2270–9.

 61. Hirase T, Kataoka H, Inokuchi S, Nakano J, Sakamoto J, Okita M. Effects of 
exercise training combined with increased physical activity to prevent 
chronic pain in community‑dwelling older adults: a preliminary rand‑
omized controlled trial. Pain Res Manag. 2018;2018:2132039.

 62. Iliffe S, Kendrick D, Morris R, Masud T, Gage H, Skelton D, Dinan S, Bowl‑
ing A, Griffin M, Haworth D, et al. Multicentre cluster randomised trial 
comparing a community group exercise programme and home‑based 
exercise with usual care for people aged 65 years and over in primary 
care. Health Technol Assess. 2014;18(vii):xxvii–105.

 63. Jancey J, Holt A‑M, Lee A, Kerr D, Robinson S, Tang L, Anderson A, Hills 
AP, Howat P. Effects of a physical activity and nutrition program in retire‑
ment villages: a cluster randomised controlled trial. Int J Behav Nutr 
Phys Act. 2017;14:1–10.

 64. Kerr J, Rosenberg D, Millstein RA, Bolling K, Crist K, Takemoto M, God‑
bole S, Moran K, Natarajan L, Castro‑Sweet C, et al. Cluster randomized 
controlled trial of a multilevel physical activity intervention for older 
adults. Int J Behav Nutr Phys Act. 2018;15(1):32.

 65. Khunti K, Highton PJ, Waheed G, Dallosso H, Redman E, Batt ME, Davies 
MJ, Gray LJ, Herring LY, Mani H. Promoting physical activity with self‑
management support for those with multimorbidity: a randomised 
controlled trial. Br J Gen Pract. 2021;71(713):e921–30.

 66. Ko FW, Tam W, Siu EHS, Chan KP, Ngai JC, Ng SS, Chan TO, Hui DS. Effect 
of short‑course exercise training on the frequency of exacerbations and 
physical activity in patients with COPD: a randomized controlled trial. 
Respirology. 2021;26(1):72–9.



Page 21 of 22Ciaccioni et al. European Review of Aging and Physical Activity            (2025) 22:9  

 67. Lee HC, Chang KC, Tsauo JY, Hung JW, Huang YC, Lin SI. Fall prevention 
initiatives in Taiwan I: Effects of a multifactorial fall prevention program 
on fall incidence and physical function in community‑dwelling older 
adults with risk of falls. Arch Phys Med Rehabil. 2013;94(4):606–15.

 68. Mackey DC, Perkins AD, Hong Tai K, Sims‑Gould J, McKay HA. Men on 
the move: a randomized controlled feasibility trial of a scalable, choice‑
based, physical activity and active transportation intervention for older 
men. J Aging Phys Act. 2019;27(4):489–502.

 69. McDermott MM, Spring B, Berger JS, Treat‑Jacobson D, Conte MS, 
Creager MA, Criqui MH, Ferrucci L, Gornik HL, Guralnik JM, et al. Effect 
of a home‑based exercise intervention of wearable technology and tel‑
ephone coaching on walking performance in peripheral artery disease: 
the honor randomized clinical trial. JAMA. 2018;319(16):1665–76.

 70. McMahon SK, Wyman JF, Belyea MJ, Shearer N, Hekler EB, Fleury J. Com‑
bining motivational and physical intervention components to promote 
fall‑reducing physical activity among community‑dwelling older adults: 
a feasibility study. Am J Health Promot. 2016;30(8):638–44.

 71. Mendoza L, Horta P, Espinoza J, Aguilera M, Balmaceda N, Castro A, Ruiz 
M, Diaz O, Hopkinson NS. Pedometers to enhance physical activity in 
COPD: a randomised controlled trial. Eur Respir J. 2015;45(2):347–54.

 72. Morén C, Welmer A‑K, Hagströmer M, Karlsson E, Sommerfeld DK. The 
effects of “physical activity on prescription” in persons with transient 
ischemic attack: a randomized controlled study. J Neurol Phys Ther. 
2016;40(3):176–83.

 73. Morey MC, Pieper CF, Edelman DE, Yancy WS Jr, Green JB, Lum H, 
Peterson MJ, Sloane R, Cowper PA, Bosworth HB, et al. Enhanced fitness: 
a randomized controlled trial of the effects of home‑based physical 
activity counseling on glycemic control in older adults with prediabe‑
tes mellitus. J Am Geriatr Soc. 2012;60(9):1655–62.

 74. Moy ML, Martinez CH, Kadri R, Roman P, Holleman RG, Kim HM, Nguyen 
HQ, Cohen MD, Goodrich DE, Giardino ND, et al. Long‑term effects of 
an internet‑mediated pedometer‑based walking program for chronic 
obstructive pulmonary disease: randomized controlled trial. J Med 
Internet Res. 2016;18(8):e215.

 75. Nolan CM, Maddocks M, Canavan JL, Jones SE, Delogu V, Kaliaraju D, 
Banya W, Kon SSC, Polkey MI, Man WD. Pedometer step count targets 
during pulmonary rehabilitation in chronic obstructive pulmonary 
disease. A randomized controlled trial. Am J Respir Crit Care Med. 
2017;195(10):1344–52.

 76. Oliveira JS, Sherrington C, Paul SS, Ramsay E, Chamberlain K, Kirkham C, 
O’Rourke SD, Hassett L, Tiedemann A. A combined physical activity and 
fall prevention intervention improved mobility‑related goal attainment 
but not physical activity in older adults: a randomised trial. J Physiother. 
2019;65(1):16–22.

 77. Owari Y, Suzuki H, Miyatake N. “Active Guide” brochure reduces seden‑
tary behavior of elderly people: A randomized controlled trial. Acta Med 
Okayama. 2019;73(5):427–32.

 78. Park YH, Chang H. Effect of a health coaching self‑management 
program for older adults with multimorbidity in nursing homes. Patient 
Prefer Adherence. 2014;8:959–70.

 79. Piedra LM, Andrade FC, Hernandez R, Trejo L, Prohaska TR, Sarkisian 
CA. Let’s walk! Age reattribution and physical activity among older 
Hispanic/Latino adults: Results from the¡ Caminemos! Randomized trial. 
BMC Public Health. 2018;18:1–20.

 80. Rausch‑Osthoff AK, Greco N, Schwank A, Beyer S, Gisi D, Scheermesser 
M, Meichtry A, Sievi N, Hess T, Wirz M. Effect of counselling during 
pulmonary rehabilitation on self‑determined motivation towards 
physical activity in people with chronic obstructive pulmonary disease 
‑ protocol of a mixed methods study. BMC Pulm Med. 2017;17(1):115.

 81. Shimada H, Makizako H, Doi T, Park H, Tsutsumimoto K, Verghese J, 
Suzuki T. Effects of combined physical and cognitive exercises on 
cognition and mobility in patients with mild cognitive impairment: a 
randomized clinical trial. J Am Med Dir Assoc. 2018;19(7):584–91.

 82. Siltanen S, Portegijs E, Pynnonen K, Hassandra M, Rantalainen T, 
Karavirta L, Saajanaho MJ, Rantanen T. Effects of an individualized 
active aging counseling intervention on mobility and physical activity: 
secondary analyses of a randomized controlled trial. J Aging Health. 
2020;32(10):1316–24.

 83. Suikkanen S, Soukkio P, Aartolahti E, Kääriä S, Kautiainen H, Hupli MT, 
Pitkälä K, Sipilä S, Kukkonen‑Harjula K. Effect of 12‑month supervised, 
home‑based physical exercise on functioning among persons with 

signs of frailty: a randomized controlled trial. Arch Phys Med Rehabil. 
2021;102(12):2283–90.

 84. Thompson WG, Kuhle CL, Koepp GA, McCrady‑Spitzer SK, Levine JA. 
“Go4Life” exercise counseling, accelerometer feedback, and activity 
levels in older people. Arch Gerontol Geriatr. 2014;58(3):314–9.

 85. Thomson RL, Coates AM, Howe PR, Bryan J, Matsumoto M, Buckley JD. 
Increases in plasma lutein through supplementation are correlated 
with increases in physical activity and reductions in sedentary time in 
older adults. Nutrients. 2014;6(3):974–84.

 86. VanderWalde NA, Martin MY, Kocak M, Morningstar C, Deal AM, Nyrop 
KA, Farmer M, Ballo M, VanderWalde A, Muss H. Randomized phase 
II study of a home‑based walking intervention for radiation‑related 
fatigue among older patients with breast cancer. J Geriatr Oncol. 
2021;12(2):227–34.

 87. Van Hoecke AS, Delecluse C, Bogaerts A, Boen F. The long‑term effec‑
tiveness of need‑supportive physical activity counseling compared 
with a standard referral in sedentary older adults. J Aging Phys Act. 
2014;22(2):186–98.

 88. Venditti EM, Marcus MD, Miller RG, Arena VC, Greenspan SL, Rockette‑
Wagner B. Group lifestyle phone maintenance for weight, health, and 
physical function in adults aged 65–80 years: a randomized clinical trial. 
J Gerontol A Biol Sci Med Sci. 2021;76(2):352–60.

 89. Voukelatos A, Merom D, Sherrington C, Rissel C, Cumming RG, Lord 
SR. The impact of a home‑based walking programme on falls in older 
people: the Easy Steps randomised controlled trial. Age Ageing. 
2015;44(3):377–83.

 90. Wan ES, Kantorowski A, Homsy D, Teylan M, Kadri R, Richardson CR, 
Gagnon DR, Garshick E, Moy ML. Promoting physical activity in COPD: 
Insights from a randomized trial of a web‑based intervention and 
pedometer use. Respir Med. 2017;130:102–10.

 91. Wang C, Goel R, Rahemi H, Zhang Q, Lepow B, Najafi B. Effectiveness of 
daily use of bilateral custom‑made ankle‑foot orthoses on balance, fear 
of falling, and physical activity in older adults: a randomized controlled 
trial. Gerontology. 2019;65(3):299–307.

 92. Wang X, Breneman CB, Sparks JR, Blair SN. Sedentary time and physical 
activity in older women undergoing exercise training. Med Sci Sports 
Exerc. 2020;52(12):2590–8.

 93. Taylor J, Walsh S, Kwok W, Pinheiro MB, de Oliveira JS, Hassett L, Bauman 
A, Bull F, Tiedemann A, Sherrington C. A scoping review of physical activ‑
ity interventions for older adults. Int J Behav Nutr Phys Act. 2021;18(1):82.

 94. Lim K, Taylor L. Factors associated with physical activity among older 
people—a population‑based study. Prev Med. 2005;40(1):33–40.

 95. Heinrich KM, Crawford DA, Langford CR, Kehler A, Andrews V. High‑
intensity functional training shows promise for improving physical 
functioning and activity in community‑dwelling older adults: a pilot 
study. Journal of Geriatric Physical Therapy. 2021;44(1):9–17.

 96. Park M, Anaza E, Shin H, Pack SM, Chitiyo M. Relationship between 
physical activity and quality of life in older adults: A meta‑analysis. 
Journal of Physical Education and Sport. 2020;20(6):3467–77.

 97. Chastin SF, Compernolle S, De Craemer M, Oppert JM, Cardon G. 
Dynamics of sedentary behaviours and system‑based approach: future 
challenges and opportunities in the life‑course epidemiology of seden‑
tary behaviours. Sedentary Behaviour Epidemiology: Springer Series on 
Epidemiology and Public Health. 2023:747–71.

 98. Holdsworth M, Nicolaou M, Langoien LJ, Osei‑Kwasi HA, Chastin SFM, 
Stok FM, Capranica L, Lien N, Terragni L, Monsivais P, et al. Developing a 
systems‑based framework of the factors influencing dietary and physi‑
cal activity behaviours in ethnic minority populations living in Europe 
‑ a DEDIPAC study. Int J Behav Nutr Phys Act. 2017;14(1):154.

 99. Fynn JF, Hardeman W, Milton K, Murphy J, Jones A. A systematic review 
of the use and reporting of evaluation frameworks within evalua‑
tions of physical activity interventions. Int J Behav Nutr Phys Act. 
2020;17:1–17.

 100. Chase JAD. Interventions to increase physical activity among older 
adults: a meta‑analysis. Gerontologist. 2015;55(4):706–18.

 101. Pahor M, Cesari M. Study design: randomized controlled trials. The Epi‑
demiology of Aging: Springer Science & Business Media. 2012:27–47.

 102. Broekhuizen K, Pothof A, de Craen AJ, Mooijaart SP. Characteristics of 
randomized controlled trials designed for elderly: a systematic review. 
PLoS ONE. 2015;10(5):e0126709.



Page 22 of 22Ciaccioni et al. European Review of Aging and Physical Activity            (2025) 22:9 

 103. Jagosh J. Realist synthesis for public health: building an ontologically 
deep understanding of how programs work, for whom, and in which 
contexts. Annu Rev Public Health. 2019;40:361–72.

 104. D’Amore C, Saunders S, Bhatnagar N, Griffith LE, Richardson J, 
Beauchamp MK. Determinants of physical activity in community‑
dwelling older adults: an umbrella review. Int J Behav Nutr Phys Act. 
2023;20(1):135.

 105. Cooper J, Murphy J, Woods C, Van Nassau F, McGrath A, Callaghan D, 
Carroll P, Kelly P, Murphy N, Murphy M, et al. Barriers and facilitators 
to implementing community‑based physical activity interventions: a 
qualitative systematic review. Int J Behav Nutr Phys Act. 2021;18(1):118.

 106. Stojanovic M, Babulal GM, Head D. Determinants of physical activity 
engagement in older adults. J Behav Med. 2023;46(5):757–69.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.


	Modifiable determinants of older adults’ physical activity and sedentary behavior in community and healthcare settings: a DE-PASS systematic review and meta-analysis
	Abstract 
	Objectives 
	Methods 
	Results 
	Conclusion 
	Systematic review registration 

	Introduction
	Material and methods
	Eligibility criteria
	Population (old* OR elder* OR adult* OR aged people OR ageing* OR senior* OR veteran* OR mature*…)
	Intervention (Physical activ* OR exercise OR sport* OR play OR recreation OR training…)
	Comparison (old* OR elder* OR adult* OR aged people OR ageing* OR senior* OR veteran* OR mature*…)
	Outcomes (Physical activ* OR exercise OR sedentar* OR screen time OR computer use OR determinant*…)
	Context (mediator* OR moderator* OR exposure*…)
	Information sources and search strategy
	Selection and data collection processes
	Data items and extraction
	Risk of bias
	Data synthesis and analysis
	Meta-analyses
	Test of heterogeneity and moderation analyses
	Sensitivity analyses and publication bias check


	Results
	Study selection
	Study characteristics
	Determinants
	Settings
	Risk of bias
	PA and SB outcomes
	Effects of interventions targeting modifiable determinants on device-measured PA
	Effects of interventions targeting modifiable determinants on device-measured SB

	Discussion
	Strengths and limitations
	Potential for policy development and complex interventions

	Conclusion
	Appendix
	List of acronyms

	Acknowledgements
	References


