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Abstract 

Background Physical behaviors such physical activity, sedentary behavior, and sleep are associated with mortality, 
but there is a lack of epidemiological data and knowledge using device‑measured physical behaviors.

Purpose To assess the feasibility of baseline data collection using the Prospective Physical Activity, Sitting, and Sleep 
consortium (ProPASS) protocols in the specific context of Saudi Arabia. ProPASS is a recently developed global 
platform for collaborative research that aims to harmonize retrospective and prospective data on device‑measured 
behaviors and health. Using ProPASS methods for collecting data to perform such studies in Saudi Arabia will provide 
standardized data from underrepresented countries.

Method This study explored the feasibility of baseline data collection in Saudi Arabia between November 
and December 2022 with a target recruitment of 50 participants aged ≥ 30 years. Established ProPASS methods 
were used to measure anthropometrics, measure blood pressure, collect blood samples, carry out physical func‑
tion test, and measure health status and context of physical behaviors using questionnaires. The ActivPal™ device 
was used to assess physical behaviors and the participants were asked to attend two sessions at (LHRC). The feasibility 
of the current study was assessed by evaluating recruitment capability, acceptability, suitability of study procedures, 
and resources and abilities to manage and implement the study. Exit interviews were conducted with all participants.

Result A total of 75 participants expressed an interest in the study, out of whom 54 initially agreed to participate. 
Ultimately, 48 participants were recruited in the study (recruitment rate: 64%). The study completion rate was 87.5% 
of the recruited participants; 95% participants were satisfied with their participation in the study and 90% reported 
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Background
Global data from 2023 indicate that an estimated 27.5% of 
adults do not meet physical activity guidelines and have 
poor physical behaviors (e.g., physical activity, sedentary 
behavior, and sleep) that are linked with an increased 
risk of morbidity and mortality [1–4]. Sufficient physical 
activity and sensible sedentary times are associated with 
better health outcomes (e.g., cardiovascular health, men-
tal health, and physical function) [1, 2]. Despite this fact, 
50–90% of Saudi Arabian adults perform low or insuf-
ficient daily physical activity; about 50% spend at least 
five hours per day sitting [5]. Furthermore, around 33% 
of the population experiences sleep durations of less than 
7  h per night [6]. These trends could be a reason why 
non-communicable diseases account for 73% of mor-
tality and cardiovascular diseases account for 37% of all 
deaths among Saudi Arabian adults [7]. However, there 
have been few studies in Middle Eastern countries, and 
the evidence that links between physical behaviors and 
health outcomes is under-represented in Saudi Arabia 
[1].

Furthermore, within Saudi Arabia, the few studies 
exploring this connection often rely on self-reported 
physical behaviors that often do not provide the most 
accurate picture [5, 8–11]. This lack of data necessitates 
studies that incorporate measurements from devices 
that directly track these behaviors among Saudi Arabian 
adults, which aligns with recent guidance from the World 
Health Organization (WHO) on the necessity of incor-
porating device-measured physical behaviors into future 
studies to explore their relationships with various health 
aspects [1, 12]. By employing such a method, we can gain 
more precise insights into the dose-response relation-
ships between different physical behaviors and various 
health outcomes among Saudi Arabian adults.

The Prospective Physical Activity, Sitting, and Sleep 
Consortium (ProPASS) is an initiative that aims to 
explore how thigh-based accelerometry measurement of 
physical behaviors influences a wide range of health out-
comes. This initiative operates on a global scale and aims 
to harmonize data from both retrospective and future 
studies [13]. To fulfill the aim, ProPASS is developing 

methods for collecting prospective data and processing, 
harmonizing, and pooling data from previous and future 
studies [14]. To date, the methods of the ProPASS con-
sortium have been used to harmonize data from large-
scale epidemiological studies, such as the 1970 British 
Birth Cohort, the Australian Longitudinal Study on 
Women’s Health [15], and Norway’s Trøndelag Health 
Study (HUNT) [16, 17]. As such, this study seeks to 
determine if the ProPASS methodologies will be effective 
in the context of data collection within Saudi Arabia. This 
will be beneficial because it will help to standardize the 
measurement of physical behaviors, enhance harmoniza-
tion across studies, and create more a representative and 
valid understanding of the associations between physi-
cal behaviors and health globally, including under-repre-
sented countries such as Saudi Arabia.

This paper describes the feasibility of baseline ProPASS 
data collection in Saudi Arabia with prospectively har-
monized data with the main resource. This feasibility 
study of baseline data collection will serve as a frame-
work for a future cohort study that will investigate the 
associations between device-measured physical behavior 
(e.g., physical activity, sedentary behavior, and sleep) and 
cardiometabolic health in Saudi adults.

Method
The study was approved by the Institutional Review 
Board at Princess Nourah Bint Abdul Rahman University, 
Riyadh, Saudi Arabia (IRB 22–0146), and was carried out 
in accordance with the principles of the Declaration of 
Helsinki.

Study design and procedures
Participants were informed about the study’s aims and 
asked to read and sign the consent form before any meas-
urements were taken. After agreeing to participate, they 
were asked to attend two sessions at the Lifestyle and 
Health Research Center (LHRC) at the Health Sciences 
Research Center of Princess Nourah Bint Abdulrah-
man University. During the first visit, each participant’s 
anthropometric measurements (e.g., height, weight, waist 
circumference), blood pressure and heart rate, blood 

no negative feelings related to participating in the study. One participant reported experiencing moderate skin irrita‑
tion related to placement of the accelerometer. Additionally, 96% of participants expressed their willingness to partici‑
pate in the study again.

Conclusion Based on successful methodology, data collection results, and participants’ acceptability, the ProPASS 
protocols are feasible to administer in Saudi Arabia. These findings are promising for establishing a prospective cohort 
in Saudi Arabia.

Keywords Feasibility, Epidemiology, Physical activity, Physical behavior, Sedentary behaviors, Accelerometry, 
Wearables, Saudi adults
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samples, and handgrip strength were measured. Next, 
the participants completed questionnaires on demo-
graphic information, dietary habits, self-rated health, 
self-reported smoking status, and the Global Physical 
Activity, Sedentary Behaviors, and Sleep behavior ques-
tionnaires. At the end of the first visit, the researcher 
attached the ActivPAL™ accelerometer device to their 
thigh which they were asked to wear for seven consecu-
tive days. Participants were also provided with a diary to 
record their waking and sleeping hours [18]. On the 8th 
day of study, the participants were asked to attend the 
LHRC for session two where they returned the device 
and were interviewed (see Fig. 1).

Participants and eligibility
The study aimed to recruit a total of 50 Saudi adults 
aged ≥ 30 years, which is generally considered a common 
sample size for feasibility studies [19, 20]. The eligibility 
criteria were: (1) Saudi nationals (2), resident in Riyadh, 
and (3)  aged ≥ 30 years old. The exclusion criteria were: 
(1) having a current medical condition that forces them 
to be chair-bound or bedridden for more than half of 
their waking hours (2), being allergic to plasters or adhe-
sives (3), being allergic to low-density polyethylene (4), 
having a skin condition that would prevent them from 
wearing the monitor, and (5)  those who may need to 
pass through a metal detector/security checkpoint dur-
ing the duration of the study. The study’s aims, protocol, 

and procedures were clearly described to all participants 
before any measurements were taken.

Recruitment
Participant recruitment was carried out over the month 
of November 2022. Participants were recruited from dif-
ferent locations across Riyadh, Saudi Arabia, by using 
electronic flyers on social media (e.g., Twitter, What-
sApp) that provided information about the study and the 
researcher’s contact details. Prospective participants who 
were interested in joining the study were asked to pro-
vide their contact information via a link to Google Forms 
featured in the study description. The participants who 
initially expressed interest but later decided not to join 
were invited to share their reasons for non-participation 
through a physical or telephonic meeting.

Measurements based on ProPASS methodology
The current study employed the ProPASS method and 
protocol for new cohort studies that seek to join ProPASS 
prospectively [14, 21]. All measurements were taken by 
researchers that were well-trained in the ProPASS proto-
col and methods. Blood pressure and hand grip strength 
measurements were taken three times, and the mean 
average was then calculated; all other measurements 
were taken only once.

Fig. 1 Demonstration and summary of the study procedure
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Anthropometric measurements
Height (to the nearest 0.1  cm) and weight (to the near-
est 0.1 kg) were measured with a stadiometer (SECA 284; 
Seca, Hamburg, Germany), and scale (SECA 284; Seca, 
Hamburg, Germany), respectively. Waist circumference 
(to the nearest 0.1  cm) was measured midway between 
the lower rib margin and the iliac crest at the end of a 
gentle expiration [22]. Body mass index (BMI) was cal-
culated using the standard calculation (height in meters 
squared/body weight in kilograms).

Blood pressure and heart rate
Blood pressure was taken after resting for five minutes in 
a sitting position. Blood pressure was taken three times 
with one minute between measurements and the aver-
age reading was recorded [23]. Blood pressure and heart 
rate were measured using a Welch Allyn Connex 7300 
Spot Vital Signs Monitor, which provides a high degree 
of accuracy [24]. Mean arterial pressure (MAP) was then 
calculated (MAP = 1/3 * SBP + 2/3 * DBP in mm Hg) 
using the average of both the SBP and DBP values [25].

Blood samples
Non-fasting finger-prick (capillary) blood samples (40 
µL) were collected for analysis after warming the fin-
ger for five minutes. A drop of blood was taken directly 
from the heated finger to be analysed for blood glucose, 
triglycerides, total cholesterol, high-density lipoprotein 
cholesterol, and low-density lipoprotein cholesterol. A 
previously validated CardioChek PA analyser (Cardi-
oChek PA Blood Analyser, UK) was used to analyse the 
blood samples [26, 27].

Medication use
Participants’ medication use was evaluated by the ques-
tion: Do you currently use any prescription medicines? If 
the answer was yes, the participants were asked which 
medications they use, such as medication for high blood 
pressure, high cholesterol, asthma, COPD, anxiety, 
depression, thyroid problems, allergies. They were also 
asked whether the medication was in the form of tablets, 
or nasal sprays, whether the medication was anti-inflam-
matory, chemotherapeutic, urological, birth control, or 
neurological, and the age at which the participants had 
begun using the medication.

Familial disease history
Familial disease history was assessed by the question: Do 
your parents, siblings or children have, or have they ever 
had, some of the following diseases before the age of 60? 
The responses included asthma, hay fever/nasal allergies, 
chronic bronchitis, emphysema or COPD, anxiety or 
depression, myocardial infarction (heart attack), diabetes, 

stroke or brain hemorrhage, and cancer. The responses 
were yes, no, and I don’t know.

Chronic health status
Participants’ chronic disease status and/or long-term 
health issues were assessed by the question: Have you 
had, or do you have any of the following diseases? The 
responses included angina, myocardial infarction (heart 
attack), heart failure, peripheral vascular disease, atrial 
fibrillation, stroke/brain hemorrhage, thrombosis, pul-
monary embolism, asthma, COPD or emphysema, diabe-
tes, hypothyroidism (low metabolism), hyperthyroidism 
(high metabolism), cancer, migraine, psoriasis, kidney 
disease, arthritis (rheumatoid arthritis), Bechterew’s dis-
ease, gout, mental health problems, osteoporosis, sleep 
apnea, arthrosis, nerve disease, hearing/ear disease, eye 
disease, and infection. Those who replied yes were asked 
a follow-up question: How old were you when you had it 
for the first time?

Mobility limitations
The questionnaire was based on three questions on per-
formance-based measures of mobility, which had already 
been translated and culturally adapted into Arabic [28]. 
These three questions are valid and reliable tools to iden-
tify the early indications of disability and can be used 
as indicators to identify those at high risk of future dis-
ability [29]. Self-reported mobility was assessed via the 
following questions: (1)  Do you have difficulty in walk-
ing 2.0 km? (2) Do you have difficulty in walking 0.5 km? 
and (3) Do you have difficulty in walking up one flight of 
stairs? The five response options were: (1) able to man-
age without difficulty (2), able to manage with some diffi-
culty (3), able to manage with a great deal of difficulty (4), 
able to manage only with the help of another person, 
and (5) unable to manage even with help.

Dietary habits
The dietary habits questionnaire was translated and 
culturally adapted into Arabic [28]. The question-
naire assessed the dietary habits of the participants was 
adapted from the Survey of Health, Aging, and Retire-
ment in Europe (SHARE), which has been demonstrated 
to be a valid and reliable tool for assessing diet [30]. The 
questionnaire focused on the consumption of dairy prod-
ucts, legumes, eggs, meat, fruit and vegetables.

Self‑rated health
A set of valid and reliable questions adapted from Idler 
et  al.’s (1997) questionnaire was used to assess partici-
pants’ self-rated health by asking them to rate their health 
status using the following questions: (1) In general, would 
you say your health is…: Excellent; Very good; Good; Fair; 
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Poor; (2) Compared to one year ago, how would you rate 
your health in general now?: Much better now than one 
year ago; Somewhat better now than one year ago; About 
the same; Somewhat worse now than one year ago; Much 
worse now than one year ago [31, 32].

Smoking habits
Self-report questions on smoking behavior were adapted 
from the UK Biobank questionnaire and were used to 
assess participants’ present and past smoking habits 
including at what age they began smoking. the number of 
cigarettes smoked per day, the type of tobacco used, the 
duration of smoking, and, among former smokers, the 
age when smoking ceased [33].

Physical behaviours
Physical behaviors such as physical activity, sedentary 
behavior, and sleep were measured by using (1)  self-
reported and (2) device-based measures:

Self‑report measures
Physical activity was measured on a self-report basis 
via the Global Physical Activity Questionnaire (GPAQ) 
which was translated into Arabic and previously vali-
dated [34]. In addition, the Sedentary Behavior Ques-
tionnaire (SBQ), which had already been translated into 
Arabic [28], was used to subjectively assess participants’ 
sedentary behavior time [35]. Lastly, the Pittsburgh Sleep 
Quality Index was used to assess sleep quality and sleep 
disturbances over a one-month period [36].

Device‑based measures
Physical behaviors were measured by wearing a thigh-
worn accelerometer device (an ActivPAL™ Micro4, PAL 
technologies, Glasgow, Scotland) that participants wore 
continuously for 24 h for seven full days [37]. The Activ-
pal™ device was sealed with a nitrile sleeve and attached 
with a medical waterproof  3  M Tegaderm transparent 
dressing on the front of the right mid-thigh on the mus-
cle belly by a well-trained member of researcher team. 
The ActivPAL™ monitor is a valid and reliable measure 
of time spent walking [38], sitting, and standing time in 
healthy adults [39]. In addition, the participants were 
asked to fill in a recording sheet that included a sleep 
diary (times that the participant went to and got out of 
bed), as well as, the dates and times when the accelerom-
eter fell off or was removed.

Physical function
Physical function was objectively measured using a digi-
tal hand-grip strength dynamometer (Takei Hand Grip 
Dynamometer 5401-C, Japan) via three successive hand-
grip assessments for each hand (left and right); the mean 

value for each hand was then recorded. The instrument 
can measure hand-grip values from 5 to 100 kg; the mini-
mum unit of measurement is 0.1 kg. The tool is a good 
health outcomes predictor [40, 41].

Data collection evaluation of feasibility
Overall, the study evaluated feasibility in two main stages 
where feedback from the first six participants was used to 
resolve any unforeseen issues in the protocol implemen-
tation on the remaining participants. Any changes to the 
procedure were documented.

The current study evaluated the feasibility of Saudi 
adults’ participation based on the following constructs: 
(1)  recruitment capability (2), acceptability and suitabil-
ity of study procedures, and (3)  resources and ability to 
manage and implement the study. Table  1 outlines the 
feasibility constructs, measures, outcome definitions, 
and methods employed. In evaluating feasibility, the cur-
rent study followed the recommendations for a feasibility 
study as reported by Orsmond and Cohn, 2015 [42].

Overall, the study collected data on the feasibility con-
structs via tracking the registration, equipment avail-
ability, and time spent on various tasks performed (for 
example training researchers, performing various tasks 
like attaching the sensor) and completion rate (such as 
tracking diary entries, questionnaire entries and number 
of days with accelerometer data), via personal contacts 
(for information on barriers and facilitators of participa-
tion), via processing sensor data, and via interviews after 
the measurement (for example obtaining information on 
potential issues during measurement and willingness to 
participate).

Participant interviews after measurement
After the completion of the study, face-to-face semi-
structured interviews were conducted with all partici-
pants who had completed the 7-day study period. The 
aim of these interviews was to collect comprehensive 
feedback regarding participants’ experiences with the 
study protocol, with the goal of capturing additional 
insights that was not captured by other feasibility meas-
ures. Some examples of such measures were motivations 
for joining the study, their expectations prior to par-
ticipation, and their levels of satisfaction with the study 
procedures. A detailed interview guide is described in 
Appendix A [28, 43, 44].

Statistical analysis
Descriptive analysis summarized participants’ demo-
graphics, anthropometric measurements, health status, 
clinical measurements, physical behaviors characteris-
tics, and interview questions responses. The continu-
ous variables were characterized using mean ± standard 
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deviations (SD), while categorical variables were pre-
sented using frequencies accompanied by percentages 
(%). The recruitment rate was calculated by the number 
of participants who participated and signed the consent 
form / total number of participants who registered in the 
study (see Fig. 2). Additional analyses were performed to 
compare participants who reported burden with those 
who reported no burden of participation (see supple-
mentary materials). T-tests and Chi-square tests were 
employed for this comparison. IBM’s Statistical Package 
for the Social Sciences (SPSS) (version 27 SPSS, Inc. Chi-
cago, Illinois) was used to conduct the qualitative analy-
sis. The raw data of ActivPAL were analyzed by using the 
ActiPASS software (ActiPASS © 2021 - Uppsala Univer-
sity, Sweden).

Results
Recruitment
A total of 75 participants initially volunteered to par-
ticipate. Ten participants were excluded from the study 
as they did not meet the inclusion criteria (n = 8) or 
could not be contacted (n = 2). In addition, 11 partici-
pants withdrew their interest in participating for various 

reasons: (1)  excessive distance between the location of 
the study (LRHC) and their residence (n = 3) (2), hesitant 
about joining the study (n = 1) (3), believed that the Activ-
PAL™ device would interfere with his/her health (n = 1) 
(4), believed that the ActivPAL™ device would interfere 
with their regular exercise routine (n = 2) (5), had fam-
ily and work commitments (n = 3), and (6)  claimed that 
the timing was unsuitable (n = 1). Out of a total of 54 
participants who had agreed to participate in the study, 
48 participants from Riyadh, Saudi Arabia, attended and 
completed the consent form. However, four of those par-
ticipants provided incomplete data (i.e., they completed 
the questionnaires only and did not wear an ActivPAL™ 
device). Therefore, a total of 44 participants out of 75 
potential participants (59%) successfully completed the 
study (wore an ActivPAL™ device and completed all 
questionnaires). See Fig.  2 for the study’s recruitment 
flow.

Participants
Of the 48 participants, nearly half were female (47.9%). 
On average, the participants were 37 ± 7.3 years old, 
had a BMI of 28.3 ± 5.6, and a waist circumference of 

Table 1 Evaluation domains of the current feasibility study

Feasibility construct What are you measuring Definition Method

Evaluation of recruitment
capability

Recruitment rate • % of participants who register
• % of participants who scheduled 
an appointment
• % of participants who show up
• % of participants who completed

Tracking the registration

Recruitment barriers and facilitators • No more interested in participat‑
ing in the study.

By personal contact during recruit‑
ment

Acceptability, Suitability, of Study 
procedures

Adherence rate • Number of days with accelerom‑
eter recording
• % of days with diary registrations
• Number of valid days of acceler‑
ometry data
• % of completed questionnaires

Processing sensor data and ques‑
tionnaire entries

Time burden • The participants estimate of time 
uses on: Beginning measurement 
on day 1 all measurements (ques‑
tionnaires + attach the sensor)

Tracking the time during the first day

Completion rate • % of registered participants com‑
pleting all days of accelerometer 
measurement, diary registration, 
and all questionnaires

Tracking the completion

Resources and ability to manage 
and implement the study

Skin irritation • Number of participants reporting 
skin irritation

Personal contact during the study

Equipment availability • “Is equipment available 
when needed?”

Tracking time before data collation

Training requirements • The amount of time took to train 
the researchers

Accelerometer lost • The amount of data lost due 
to mechanical problems, failures, 
or not returned

Tracking during and after data col‑
lation
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86.9 ± 16.4  cm. Most participants were married, had 
college degrees, were employed as office workers and 
professionals, had never smoked, and did not use any 
medication (see Table 2). A total of 87.5% of participants 
had a family history of disease; 85.4%, 95.8%, and 89.6%, 
reported having no difficulty walking 2  km, 500  m, and 
up one flight of stairs, respectively. Approximately 48% of 
participants rated their health as very good, while 39.6% 
reported their health as about the same compared to one 
year ago. In terms of dietary habits, nearly half the partic-
ipants reported consuming dairy products every day, 25% 
consumed legumes and eggs 3 to 6 times a week, 56.3% 
consumed meat every day, and 45.8% consumed fruits 
and vegeTables 3, 4, 5 and 6 times a week.

Table  3 presents the primary variables of the study: 
including average systolic, diastolic, and mean arterial 
pressure values of 121.13 ± 11.81 mmHg, 79.26 ± 8.92 
mmHg, and 93.15 ± 9.20 mmHg, respectively. The 
mean resting heart rate was 74.3 ± 12.66. Further-
more, the non-fasting blood profile of the sample 
was analyzed and showed the following values: total 
cholesterol: 177.89 ± 33.79  mg/dL; HDL-cholesterol: 
50.96 ± 13.02  mg/dL; triglycerides: 123.94 ± 68.92  mg/
dL; LDL-cholesterol: 103 ± 29.89 mg/dL; TC/HDL-cho-
lesterol ratio: 3.71 ± 1.11; LDL/HDL-cholesterol ratio: 
2.19 ± 0.81; non-HDL-cholesterol: 127.06 ± 33.51  mg/

dL; non-fasting glucose: 102.98 ± 35.36 mg/dL. Table 3 
provides an overview of the participants’ physical activ-
ity related behaviors.

Feasibility evaluation
The following results highlight the approaches taken 
by the current study to assess the feasibility of baseline 
data collection using ProPASS methodology specifically 
in the context of Saudi Arabia.

The evaluation of the feasibility of the study proto-
col was conducted in two stages, initially involving six 
participants, whose feedback was used to refine and 
improve the protocol implementation for the remain-
ing participants. Of the six selected participants, three 
were female. In the pre-evaluation, only two minor 
issues were encountered; (1)  accessing the lab outside 
of working hours (16:00–22:00) as most participants 
were unable to attend during the day (07:00–16:00) due 
to work commitments. This issue was resolved in all 
subsequent data collection points by receiving approval 
for extended lab hours; (2) obtaining the required num-
ber of ActivPAL™ devices from the technical coor-
dinator due to miscommunication and high demand 
by other researchers. To prevent further issues, the 
author obtained 30 devices in advance for the feasibility 
evaluation.

Fig. 2 Recruitment and study participant’s diagram
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Table 2 Overall outcomes of the sample population frequency (n) and percentage (%)

Variables Mean ± SD/ Frequency (%)*

Age (years) 38±7.31

Height (cm) 166.48±10.10

Weight (kg) 78.71±18.84

Body Mass index (kg·m-2) 28.26±5.61

Waist circumference (cm) 86.87±16.36

Sex Female 23 (47.9)

Male 25 (52.1)

Marital Status Single 16 (33.3)

Married 30 (62.5)

Divorced 2 (4.2)

Geographical Loca-
tion

North 26 (54.2)

South 3 (6.3)

East 10 (20.8)

West 9 (18.8)

Education High School 4 (8.3)

College degree 28 (58.3)

Post‑graduate degree 16 (33.3)

Monthly Income 
(Saudi Riyal)

10000 or less 11 (22.9)

10001 to 20000 26 (54.2)

20001 to 30000 3 (6.3)

30001 and more 5 (10.4)

Employment status Employed 44 (91.7)

Unemployed 1 (2.1)

Homemaker 1 (2.1)

Unpaid voluntary work 1 (2.1)

Retired 1 (2.1)

Work type Desk Job 24 (50)

Physical 6 (12.5)

Mixed 17 (35.4)

Occupational group Manager 9 (18.8)

Professional 17 (35.4)

Clerical support workers 12 (25)

Service and sales workers 1 (2.1)

Craft and related trades 
workers

2 (4.2)

Armed forces occupations 2 (4.2)

Smoking Habits Never smoked 34 (70.8)

Used to smoke, 
but not anymore

4 (8.3)

Only smoke occasionally 5 (10.4)

Currently smoke on most 
or all days

5 (10.4)

Number of Medica-
tion 

No 27 (56.3)

One 11 (22.9)

More than one 10 (20.9)

Number of Chronic 
diseases

No 30 (62.5)

One 9 (18.8)

More than one 9 (18.8)

Familial disease 
history

Has family disease history 42 (87.5)

No family disease history 6 (12.5)
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Recruitment capability
The recruitment rate was used to measure the feasi-
bility of recruitment methodology to collect baseline 
ProPASS data; the results showed that 64% (n = 48) of 
participants signed the consent form and attended the 
LRHC lab (see Fig. 2). After screening the eligibility cri-
teria, out of a total of 75 participants, 65 met the study 
criteria, and 11 were excluded from participating due 
to the reasons as detailed in Fig. 2. As Fig. 2 illustrates, 
although 54 participants scheduled an appointment for 
the study, only 48 (64%) attended and signed the con-
sent form. In the final stage of the recruitment process, 
around 59% (n = 44) of participants completed all the 
required measurements for the study.

Acceptability and suitability of study procedures
The adherence rate (i.e., the extent to which partici-
pants adhered to the outlined procedures in terms of 
the number of days with valid accelerometry data) was 
5.7 days. Furthermore, participants provided sleep 
diary entries for 85.4% of days. All questionnaires were 
completed with a 100% response rate.

To assess the study’s time demands on participants, 
the length of time participants needed to complete all 
measurements was mean time of 25  min (23  min to 
complete the questionnaires and two minutes to attach 
the sensor). Additionally, the completion rates for the 
registered participants who completed all the required 
measurements (i.e., accelerometer measurement, 
diary registration, and questionnaires) was 91.6%. (See 
Table 4).

Resources and ability
The final feasibility outcomes (i.e., having the required 
resources and ability to manage and implement the study) 
are presented in Table  5. This objective was assessed 
based on four domains: skin irritation, equipment avail-
ability, training requirements, and accelerometer loss (see 
Table 5). The first domain revealed that three participants 
experienced skin irritation during the study; of these, two 
participants had mild symptoms, such as itchiness and 
discomfort that lasted for the first three days but did not 
lead to their withdrawal from the study. However, one 
participant reported moderate irritation resulting in red 
skin which required them to withdraw from the study. 
The second domain, equipment availability, indicated 
that all the necessary equipment was available 100% of 
the time. The third domain was training requirements, 
and the researchers required four hours of training on 
how to use it correctly. Finally, in the accelerometer loss 
domain, the study recorded four failed devices out of 30 
that did not generate data for seven days.

Participant interview after measurement
After completing the study, all participants were inter-
viewed around five primary themes: (1)  motivation and 
expectations of participation  (2), participant satisfac-
tion  (3), the burden of participation  (4), willingness to 
participate again, and (5)  perception of time usage (see 
Fig. 3).

To determine the participants’ motivations for and 
expectations about joining the study, they were asked: 
What made you want to join this study? The results 
showed that 90% of participants were interested in 

Table 2 (continued)

Variables Mean ± SD/ Frequency (%)*

Mobility limitations 2‑Km 500m 1‑flight of stairs

No difficulty 41 (85.4) 46 (95.8) 43 (89.6)

Difficulty 7 (14.6) 2 (4.2) 5 (10.4)

Health Rated Excellent Very good Good Fair
In general, would you say 
your health

14 (29.2) 23 (47.9) 8 (16.7) 3 (6.3)

Much better now Somewhat better now About 
the 
same

Somewhat 
worse now

Much worse 
now

Compared to one year ago 11 (22.9) 6 (12.5) 19 (39.6) 9 (18.8) 3 (6.3)

Dietary Habits Everyday 3-6 times a week Twice a 
week

Once a week Less than 
once a week

Dairy Product 23(47.9) 11(22.9) 8(16.7) 1(2.1) 5(10.4)

Legumes and Eggs 10(20.8) 12(25) 11(22.9) 9(18.8) 6(12.5)

Meat 27(56.3) 15(31.3) 4(8.3) 0(0) 2(4.2)

Fruits and Vegetable 12(25) 22(45.8) 6(12.5) 2(4.2) 6(12.5)
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learning about their physical behaviors and health sta-
tus; 43% participated in supporting the researcher, and 
14% reported that the final report attracted them to par-
ticipate (see Fig.  3a and the example of final report in 
supplementary material). Participant satisfaction was 
assessed via two questions: (1)  What was your overall 

experience of participating in the study? and (2) Was it as 
you expected? The findings indicated that 62% of partici-
pants were satisfied that the study was as expected, 33% 
were more satisfied than expected, and 5% were unsat-
isfied and found the study below their expectations (see 
Fig. 3b).

Table 3 Main study variables of the sample population Mean ± SD/ Frequency (%)

a Global Physical Activity Questionnaire
b Sedentary Behavior Questionnaire
c ActivPAl™

Variable n Mean ± SD Min-Max

Blood Pressure and Heart Rate
 Systolic blood pressure (mmHg) 47 121.13 ± 11.81 99–151

 Diastolic blood pressure (mmHg) 47 79.26 ± 8.92 65–119

 Mean Arterial Pressure (mmHg) 47 93.15 ± 9.20 76–129

 Heart Rate (BPM) 47 74.30 ± 12.66 51–109

Blood Sample
 Total cholesterol (mg/dL) 47 177.89 ± 33.79 112–259

 HDL‑cholesterol (mg/dL) 47 50.96 ± 13.02 27–82

 Triglycerides (mg/dL) 47 123.94 ± 68.92 51–337

 LDL‑cholesterol (mg/dL) 46 103 ± 29.89 41–180

 TC/HDL‑cholesterol Ratio 47 3.71 ± 1.11 1.7–6.7

 LDL/HDL‑cholesterol Ratio 46 2.19 ± 0.81 0.6–4.1

 Non‑HDL‑cholesterol 47 127.06 ± 33.51 51–206

 Non‑fasting Glucose (mg/dL) 47 102.98 ± 35.36 50–306

Physical activitya

 Vigorous Intensity (METs.min/week) 48 533.5 ± 1157.88 0‑7680

 Moderate Intensity (METs.min/week) 48 560.9 ± 615.18 0‑2880

Sedentary behaviorb

 Weekdays (hours/day) 48 67.1 ± 35.96 15–195

 Weekend (hours/day) 48 18.5 ± 10.50 4–63

Sleepc

 Sleep Duration (hours) 48 7.41 ± 1.64 5–12

 Sleep Quality 48 5.27 ± 2.45 1–11

Physical behaviors ****
 Moderate or vigorous physical activity (min/day) 41 58.35 ± 18.91

 Low‑physical activity (min/day) 41 65.04 ± 24.29

 Valid Duration (min/day) 41 1272.65 ± 53.99

 Time of lying (min/day) 41 157.77 ± 68.65

 Time of sitting (min/day) 41 478.29 ± 114.55

 Time of standing (min/day) 41 119.39 ± 50.62

 The time of move (min/day) 41 48.60 ± 20.90

 Walking Slow (min/day) 41 16.03 ± 7.58

 Walking Fast (min/day) 41 51.50 ± 18.12

 Time of stair‑walking (min/day) 41 3.33 ± 1.77

 Time of running (min/day) 41 2.12 ± 6.84

 Time of cycling (min/day) 41 1.29 ± 3.90

Physical Function
 Handgrip Right (Kg) 44 31.25 ± 10.59 16‑53.9

 Handgrip Left (Kg) 42 29.89 ± 10.43 14.2–47.5
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Regarding the overall burden of participation, 76% of 
participants reported that it was no burden, 5% reported 
that it was a burden, and 14% believed it was somewhat 
burdensome (see Fig.  3c). Additionally, 79% of partici-
pants expressed their willingness to participate again in 
the future (see Fig. 3d). Finally, regarding time usage, 67% 
of participants found it easy to complete the seven-day 
study without any concerns (see Fig. 3h).

Discussion
The feasibility of the baseline ProPASS data collection 
methodology was evaluated among Saudi adults who 
participated in this study. The findings revealed that 
the methodology was both feasible and acceptable, pav-
ing the way for large-scale prospective cohort research 
in Saudi Arabia. This research marks the first attempt 
to establish a prospective cohort study in Saudi Arabia 
using established ProPASS methods [13, 15] and proto-
cols. Conducting such a cohort study in Saudi Arabia is 
crucial due to the country’s high prevalence of non-com-
municable diseases that are mostly due to poor physical 
behaviors (e.g., lack of physical activity, sedentary behav-
ior, and sleep) [7], due to recent enormous economic 
growth accompanied by technological transformations 
and urbanization [11].

The first aspect of feasibility evaluated of the baseline 
ProPASS data collection methodology was the capabil-
ity to recruit participants. The findings indicated that the 
recruitment rate was 64% which is similar to prior stud-
ies [46, 47]. One study indicated that a recruitment rate 
of at least between 20 and 40% is required to be deemed 

feasible [48]. Thus, the recruitment rate in the current 
study seems acceptable for creating a future cohort using 
ProPASS methods in Saudi Arabia. Additionally, in the 
current study, the refusal rate was only 15% which is sig-
nificantly lower than in previous studies [45, 49] where 
refusal rates ranged from 50 to 66%. One reason for the 
low refusal rate in the current study is that the recruit-
ment was material specifically designed to motivate Saudi 
participants to join the study by indicating that the study 
would provide data and insight into their current state of 
health. For example, the results of the semi-structured 
interviews illustrated that 90% of participants joined the 
study because they wanted to know about their physical 
behaviors and health status (see Fig.  3). This result also 
indicates that our recruitment material might be suitable 
for ensuring high participation in the future cohort study.

The second aspect of feasibility for the baseline ProPASS 
data collection methodology that was evaluated in this 
study was the acceptability and suitability of the study 
procedures. Previous studies have shown that in order to 
obtain reliable estimates of adults’ habitual physical activ-
ity, it is necessary to record accelerometer data for 3–5 
days [50, 51] to gather valid data to perform analysis and 
provide information about the habitual physical behaviors. 
A recent study indicated that distributing accelerometers 
in person was associated with a high proposition of partic-
ipants consenting to wear an accelerometer and meeting 
minimum wear criteria [21]. Our study was able to col-
lect an average six days of valid data which was sufficient 
to obtain representative descriptions of the participants’ 
physical behaviors [52]. There were high general adherence 

Table 4 Feasibility outcome of acceptability, suitability, of study procedures

Feasibility domain Measured by Results

Adherence rate Number of days with accelerometer recording 5.8 days

% of days with diary registrations 85.4%

Number of valid days of accelerometry data 5.7 days

% of completed questionnaires 100%

Time burden The participants estimate of time used on (completing questionnaires + attaching the sensor) 25 min

Completion rate % of registered participants completing all days of accelerometer measurement, diary registration, and all 
questionnaires

91.6%

Table 5 Feasibility outcome of resources and ability to manage and implement the study

Feasibility domain Measured by Results

Skin irritation Number of participants reporting skin irritation Mild 2

Moderate 1

Equipment availability “Is equipment available when needed?” 100%

Training requirements The amount of time took to train the researchers 4 h

Accelerometer lost The amount of data lost due to mechanical problems, failures, or not returned 4 failures
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rates for participant diary entries, questionnaires comple-
tion, and adherence to the study protocol, indicating that 
the ProPASS methods could be feasibly implemented with 
a larger study population. The study also assessed the time 
commitment necessary to complete the questionnaires 
and attach the ActivPAL™ devices to participants’ thighs. 
Completing the questionnaires took approximately 23 min 
(SD = 8). Prior studies have indicated that shorter ques-
tionnaires (e.g., 20 min) yield a higher response rate from 
participants, a finding that was consistent with our study 
[53, 54]. Additionally, attaching the sensor to the partici-
pant’s thigh took about two minutes. These findings indi-
cate that participation in this study was not burdensome, 

which was confirmed by the interviews that showed that 
95% of participants felt that participating in the study (i.e., 
filling out all questionnaires and wearing the ActivPal™ 
device for 7 days) was not a burden. Overall, ProPASS 
methods appear to be less burdensome, well-suited, and 
readily accepted by participants.

The third aspect of feasibility for the baseline ProPASS 
data collection methodology was the availability of 
resources and the ability to manage and execute the study. 
As we aim to create a new cohort adhering to global 
(ProPASS) standards, protocol training was vital to obtain 
quality outcomes as per the ProPASS protocol. As a result, 
the protocol training took around four hours which was 

Fig. 3 Interview outcomes of participant’s experience with the study protocol
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similar to a prior study [45]. In terms of the availability of 
resources, all essential equipment was always accessible. 
The study also considered skin irritation as an important 
factor. One study noted that 38% of participants stopped 
using ActivPal™ due to skin irritation from PALstickies or 
Tegaderm dressings [55]; another reported one discontinu-
ation due to irritation associated with a Tegaderm dressing 
[56]. In the current study, there were three reported irrita-
tions, with two having mild initial discomfort that eventu-
ally subsided. One participant left the study due to moderate 
irritation. Nonetheless, it is important to note that the data 
collection occurred during colder winter periods (average 
20 degrees Celsius). It is possible that instances of skin irri-
tation could be more pronounced during Saudi Arabia’s hot 
summer season, characterized by temperatures of approxi-
mately 40 degrees Celsius. Future studies should investigate 
the feasibility of using devices and tape suitable for summer 
temperatures. In addition, the current study also had a low 
accelerometer failure rate: only four accelerometers failed 
to record, which is similar to previous studies [57, 58]. All 
ActivPal™ devices were returned at the end of the study 
during visit two, ensuring that the ProPASS method is suit-
able to be used in future cohorts in Saudi Arabia.

Strengths and limitations of Study
This study represents the first of its kind to utilize device-
based measures for assessing physical behaviors among 
adults in Saudi Arabia. The device-based measure has been 
shown to provide useful information about physical behav-
iors when compared to using self-report questionnaires [16]. 
Furthermore, it marks the initial examination of the ProPASS 
consortium method in the Middle East, particularly in Saudi 
Arabia. Nevertheless, the current study has certain limita-
tions including recruiting among relatively young partici-
pants, presumably without any medical conditions and with 
postgraduate qualifications. This may limit the generaliza-
tion of the findings to the entire population. The acceptabil-
ity of the study in other age groups and among individuals 
with lower educational backgrounds is yet to be studied. In 
addition, the feasibility of the baseline ProPASS data collec-
tion methodology study was conducted during winter, which 
might have influenced the observed levels of physical behav-
iors in our sample. Similarly, the study was unable to evalu-
ate the feasibility of utilizing 3 M Tegaderm dressings in hot 
summer months. Lastly, it’s important to note that our study 
employed a relatively small sample size; nonetheless, this size 
is considered acceptable for feasibility studies.

Conclusion
The baseline ProPASS data collection methodology 
and protocol for a future cohort study are both feasible 
and acceptable for implementation within the context 

of Saudi Arabia. This feasibility study represents the 
first step toward establishing a prospective ProPASS 
cohort study to examine the association between physi-
cal behaviors and cardiometabolic health among Saudi 
Arabian adults.

Appendix

Feasibility construct Primary Follow-up
Motivation, expecta-
tions

1a. What made you 
want to join this 
study?
If the participant 
decided to not take 
part in the study the 
follow question will be 
asked
1.1a. What factors 
influenced your deci‑
sion to not participate 
in the study?

1b. what are some 
of the most helpful 
things about the study?

Satisfaction 2a. What was your 
overall experience 
of participating 
in the study?

2b. Was it as you 
expected?

Burden 3a. Did you have any 
burden being par‑
ticipating in the ques‑
tionnaires?
4a. Did you have any 
burden being partici‑
pating in the physical 
exams?
5a. Did have any bur‑
den during the week 
you wore the sensor?
6a. Were there any 
moments when you 
wanted to stop?

6b. If “Yes”: Why?

Willingness to par-
ticipate again

7a. Would you be 
willing to participate 
again, if the measure‑
ments were carried 
our once a year?

7b. If “No”: Why?

Perception of time 
use

8a. How did you feel 
about the time it took 
to participate in this 
project over seven 
days?
9.a Can you tell 
me how you feel 
about the project, 
when you consider 
how much time you 
used and how much 
you feel you gained 
from participating

 
Abbreviations
ProPASS  The Prospective Physical Activity, Sitting and Sleep 

consortium
Physical behaviors  Physical activity, sedentary behavior, and sleep



Page 14 of 15Alaqil et al. BMC Public Health         (2024) 24:1379 

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12889‑ 024‑ 18867‑2.

Supplementary Material 1.

Supplementary Material 2.

Supplementary Material 3.

Acknowledgements
The authors would like to express gratitude to all participants for their involve‑
ment in the study. Additionally, we extend our appreciation to the research 
assistants (Rasil Alhadi, Ragad Alasiri, and Khalid Aldosari) who assisted in the 
data collection. Finally, we would like to thank the LHRC, Princess Nourah Bint 
Abdulrahman University for providing their site for collecting the data.

Authors’ contributions
Conceptualization: AIA, NG, ES, and BdCMethodology: AIA, NG, ES, HMA, and 
BdCInvestigation: AIAData collection: AIAInterpretation of the findings: AIA, 
HMA, ES, NG, AH, PC, MNA, and BdCDrafting the paper: AIAReviewing and 
editing the draft: AIA, ES, HMA, BdC, SAA, PC, MNA, AH, and NGAll authors criti‑
cally read, revised the draft for important intellectual content, approved the 
final version of the manuscript to be published, and agreed to be accountable 
for all aspects of the work.

Funding
This research was supported by the Deanship of Scientific Research, Vice 
Presidency for Graduate Studies and Scientific Research, King Faisal University, 
Saudi Arabia [Project No. GrantA353]. The funders had no role in study design, 
data collection and analysis, the decision to publish, or the preparation of the 
manuscript.

Availability of data and materials
The datasets used and/or analyzed during the current study available from the 
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The Ethic approval was obtained from the Institutional Review Board at Prin‑
cess Nourah Bint Abdul Rahman University, Riyadh, Saudi Arabia (IRB 22–0146). 
Written informed consent was obtained from participants. All methods were 
carried out in accordance with the Declaration of Helsinki.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1 Department of Physical Education, College of Education, King Faisal University, 
Al‑Ahsa 31982, Saudi Arabia. 2 Center for Active and Healthy Ageing (CAHA), 
Department of Sports Science and Clinical Biomechanics, University of Southern 
Denmark, Odense 5230, Denmark. 3 Department of Musculoskeletal Disorders 
and Physical Workload, National Research Centre for the Working Environ‑
ment, Lersø Parkalle 105, Copenhagen 2100, Denmark. 4 Faculty of Education, 
Department of Physical Education, University of Cádiz, Cádiz, Spain. 5 Biomedical 
Research and Innovation Institute of Cádiz (INiBICA) Research Unit, University 
of Cádiz, Cadiz, Spain. 6 Lifestyle and Health Research Center, Health Sciences 
Research Center, Princess Nourah Bint Abdulrahman University, Riyadh 11671, 
Saudi Arabia. 7 Mackenzie Wearables Research Hub, Charles Perkins Centre, The 
University of Sydney, Camperdown, NSW, Australia. 8 School of Health Sciences, 
Faculty of Medicine and Health, The University of Sydney, Camperdown, NSW, 
Australia. 9 School of Sports Sciences, University of Jordan, Amman, Jordan. 

Received: 12 September 2023   Accepted: 16 May 2024

References
 1. Bull FC, Al‑Ansari SS, Biddle S, Borodulin K, Buman MP, Cardon G, et al. 

World health organization 2020 guidelines on physical activity and 
sedentary behaviour. Br J Sports Med. 2020;54(24):1451–62.

 2. Chrysant SG, Chrysant GS. Association of physical activity and trajectories 
of physical activity with cardiovascular disease. Expert Rev Cardiovasc 
Ther. 2023;0(0):1–10.

 3. Falck RS, Davis JC, Li L, Stamatakis E, Liu‑Ambrose T. Preventing the 
‘24‑hour Babel’: the need for a consensus on a consistent terminology 
scheme for physical activity, sedentary behaviour and sleep. Br J Sports 
Med. 2022;56(7):367–8.

 4. Guthold R, Stevens GA, Riley LM, Bull FC. Worldwide trends in insufficient 
physical activity from 2001 to 2016: a pooled analysis of 358 population‑
based surveys with 1·9 million participants. Lancet Global Health. 
2018;6(10):e1077‑1086.

 5. Evenson KR, Alhusseini N, Moore CC, Hamza MM, Al‑Qunaibet A, Rakic S, 
et al. Scoping review of Population‑based physical activity and sedentary 
behavior in Saudi Arabia. J Phys Activity Health. 2023;20(6):471–86.

 6. Ahmed AE, Al‑Jahdali F, AlALwan A, Abuabat F, Salih SB, Al‑Harbi A, 
et al. Prevalence of sleep duration among Saudi adults. Saudi Med J. 
2017;38(3):276–83.

 7. World Health Organization. Noncommunicable Diseases Progress Moni‑
tor 2022. 2022. Available from: https:// www. who. int/ publi catio ns‑ detail‑ 
redir ect/ 97892 40047 761. Cited 2023 Jun 22.

 8. Besson H, Brage S, Jakes RW, Ekelund U, Wareham NJ. Estimating physical 
activity energy expenditure, sedentary time, and physical activity inten‑
sity by self‑report in adults. Am J Clin Nutr. 2010;91(1):106–14.

 9. Cerin E, Cain KL, Owen Oyeyemial, Conway N, Cochrane TL. Correlates of 
agreement between accelerometry and self‑reported physical activity. 
Med Sci Sports Exerc. 2016;48(6):1075–84.

 10. Klesges RC, Eck LH, Mellon MW, Fulliton W, Somes GW, Hanson CL. 
The accuracy of self‑reports of physical activity. Med Sci Sports Exerc. 
1990;22(5):690–7.

 11. Al‑Hazzaa HM. Physical inactivity in Saudi Arabia revisited: a systematic 
review of inactivity prevalence and perceived barriers to active living. Int 
J Health Sci (Qassim). 2018;12(6):50–64.

 12. DiPietro L, Al‑Ansari SS, Biddle SJH, Borodulin K, Bull FC, Buman MP, 
et al. Advancing the global physical activity agenda: recommendations 
for future research by the 2020 WHO physical activity and sedentary 
behavior guidelines development group. Int J Behav Nutr Phys Act. 
2020;17(1):143.

 13. Stamatakis E, Koster A, Hamer M, Rangul V, Lee IM, Bauman AE, et al. 
Emerging collaborative research platforms for the next generation of 
physical activity, sleep and exercise medicine guidelines: the prospective 
physical activity, sitting, and Sleep consortium (ProPASS). Br J Sports Med. 
2020;54(8):435–7.

 14. The prospective physical activity, sitting and sleep consortium. Prospec‑
tive Physical. 2022. ProPASS ‑ prospective physical activity, sitting, and 
sleep consortium. Available from: https:// www. propa sscon sorti um. org. 
Cited 2022 May 20.

 15. Wei L, Ahmadi MN, Chan HW, Chastin S, Hamer M, Mishra GD, et al. Asso‑
ciation between device‑measured stepping behaviors and cardiometa‑
bolic health markers in middle‑aged women: the Australian longitudinal 
study on women’s Health. Scand J Med Sci Sports. 2023;33(8):1384–98.

 16. Ahmadi MN, Blodgett JM, Atkin AJ, Chan HW, Pozo CB del, Suorsa K, et al. 
Device‑measured physical activity type, posture, and cardiometabolic 
health markers: pooled dose‑response associations from the ProPASS 
Consortium. medRxiv. 2023; 2023.07.31.23293468. Available from: https:// 
www. medrx iv. org/ conte nt/ 10. 1101/ 2023. 07. 31. 23293 468v1. Cited 2023 
Aug 28.

 17. Blodgett JM, Ahmadi MN, Atkin AJ, Chastin S, Chan HW, Suorsa K, et al. 
Device measured sedentary behaviour, sleep, light and moderate‑
vigorous physical activity and cardio‑metabolic health: A composi‑
tional individual participant data analysis in the ProPASS consortium. 
medRxiv. 2023:2023.08.01.23293499. Available from: https:// www. 
medrx iv. org/ conte nt/ 10. 1101/ 2023. 08. 01. 23293 499v1. Cited 2023  
Aug 28.

 18. Inan‑Eroglu E, Huang BH, Shepherd L, Pearson N, Koster A, Palm P, et al. 
Comparison of a thigh‑worn accelerometer algorithm with diary esti‑
mates of time in bed and time asleep: the 1970 British cohort study.  
J Meas Phys Behav. 2021;4(1):60–7.

https://doi.org/10.1186/s12889-024-18867-2
https://doi.org/10.1186/s12889-024-18867-2
https://www.who.int/publications-detail-redirect/9789240047761
https://www.who.int/publications-detail-redirect/9789240047761
https://www.propassconsortium.org
https://www.medrxiv.org/content/10.1101/2023.07.31.23293468v1
https://www.medrxiv.org/content/10.1101/2023.07.31.23293468v1
https://www.medrxiv.org/content/10.1101/2023.08.01.23293499v1
https://www.medrxiv.org/content/10.1101/2023.08.01.23293499v1


Page 15 of 15Alaqil et al. BMC Public Health         (2024) 24:1379  

 19. Lancaster GA, Dodd S, Williamson PR. Design and analysis of pilot 
studies: recommendations for good practice. J Eval Clin Pract. 
2004;10(2):307–12.

 20. Thabane L, Ma J, Chu R, Cheng J, Ismaila A, Rios LP, et al. A tutorial on pilot 
studies: the what, why and how. BMC Med Res Methodol. 2010;10(1):1.

 21. Pulsford RM, Brocklebank L, Fenton SAM, Bakker E, Mielke GI, Tsai LT, et al. 
The impact of selected methodological factors on data collection out‑
comes in observational studies of device‑measured physical behaviour in 
adults: a systematic review. Int J Behav Nutr Phys Act. 2023;20(1):26.

 22. Ma WY, Yang CY, Shih SR, Hsieh HJ, Hung CS, Chiu FC, et al. Measurement 
of Waist circumference. Diabetes Care. 2013;36(6):1660–6.

 23. Berenson GS, Srinivasan SR, Bao W, Newman WP, Tracy RE, Wattigney WA. 
Association between multiple cardiovascular risk factors and atheroscle‑
rosis in children and young adults. The Bogalusa heart study. N Engl J 
Med. 1998;338(23):1650–6.

 24. Alpert BS, Quinn D, Kinsley M, Whitaker T, John TT. Accurate blood pres‑
sure during patient arm movement: the Welch allyn connex spot moni‑
tor’s SureBP algorithm. Blood Press Monit. 2019;24(1):42–4.

 25. The Sixth Report of the Joint National Committee on Prevention. Detec‑
tion, evaluation, and treatment of high blood pressure. Arch Intern Med. 
1997;157(21):2413–46.

 26. Panz VR, Raal FJ, Paiker J, Immelman R, Miles H. Performance of the 
CardioChek PA and Cholestech LDX point‑of‑care analysers compared 
to clinical diagnostic laboratory methods for the measurement of lipids. 
Cardiovasc J S Afr. 2005;16(2):112–7.

 27. PTS Diagnostics. CardioChek PA Analyzer. PTS Diagnostics. 2022. Available 
from: https:// ptsdi agnos tics. com/ cardi ochek‑ pa‑ analy zer/. Cited 2022 
Feb 26.

 28. Alaqil AI, Gupta N, Alothman SA, Al‑Hazzaa HM, Stamatakis E, del Pozo 
Cruz B. Arabic translation and cultural adaptation of sedentary behavior, 
dietary habits, and preclinical mobility limitation questionnaires: a cogni‑
tive interview study. PLOS One. 2023;18(6):e0286375.

 29. Mänty M, Heinonen A, Leinonen R, Törmäkangas T, Sakari‑Rantala R, 
Hirvensalo M, et al. Construct and predictive validity of a self‑reported 
measure of preclinical mobility limitation. Arch Phys Med Rehabil. 
2007;88(9):1108–13.

 30. Börsch‑Supan A, Brandt M, Hunkler C, Kneip T, Korbmacher J, Malter F, 
et al. Data Resource Profile: the Survey of Health, Ageing and Retirement 
in Europe (SHARE). Int J Epidemiol. 2013;42(4):992–1001.

 31. Idler EL, Benyamini Y. Self‑rated health and mortality: a review of twenty‑
seven community studies. J Health Soc Behav. 1997;38(1):21–37.

 32. Lundberg O, Manderbacka K. Assessing reliability of a measure of self‑
rated health. Scand J Soc Med. 1996;24(3):218–24.

 33. Peters SAE, Huxley RR, Woodward M. Do smoking habits differ between 
women and men in contemporary western populations? Evidence 
from half a million people in the UK Biobank study. BMJ Open. 
2014;4(12):e005663.

 34. Doyle C, Khan A, Burton N. Reliability and validity of a self‑administered 
arabic version of the global physical activity questionnaire (GPAQ‑A). J 
Sports Med Phys Fit. 2019;59(7):1221–8.

 35. Rosenberg DE, Norman GJ, Wagner N, Patrick K, Calfas KJ, Sallis JF. Reliabil‑
ity and validity of the sedentary behavior questionnaire (SBQ) for adults. J 
Phys Act Health. 2010;7(6):697–705.

 36. Buysse DJ, Reynolds CF, Monk TH, Berman SR, Kupfer DJ. The Pittsburgh 
sleep quality index: a new instrument for psychiatric practice and 
research. Psychiatry Res. 1989;28(2):193–213.

 37. Crowley P, Skotte J, Stamatakis E, Hamer M, Aadahl M, Stevens ML, et al. 
Comparison of physical behavior estimates from three different thigh‑
worn accelerometers brands: a proof‑of‑concept for the prospective 
physical activity, sitting, and Sleep consortium (ProPASS). Int J Behav Nutr 
Phys Act. 2019;16(1):65.

 38. Ryan CG, Grant PM, Tigbe WW, Granat MH. The validity and reliability 
of a novel activity monitor as a measure of walking. Br J Sports Med. 
2006;40(9):779–84.

 39. Kozey‑Keadle S, Libertine A, Lyden K, Staudenmayer J, Freedson PS. 
Validation of wearable monitors for assessing sedentary behavior. Med 
Sci Sports Exerc. 2011;43(8):1561–7.

 40. Altankhuyag I, Byambaa A, Tuvshinjargal A, Bayarmunkh A, Jadamba T, 
Dagvajantsan B, et al. Association between hand‑grip strength and risk of 
stroke among Mongolian adults: results from a population‑based study. 
Neurosci Res Notes. 2021;4(3Suppl):8–16.

 41. Bohannon RW. Hand‑grip dynamometry predicts future outcomes in 
aging adults. J Geriatr Phys Ther. 2008;31(1):3–10.

 42. Garcia L, Ferguson SE, Facio L, Schary D, Guenther CH. Assessment of 
well‑being using fitbit technology in college students, faculty and staff 
completing breathing meditation during COVID‑19: a pilot study. Mental 
Health Prev. 2023;30:200280.

 43. Al‑Hazzaa HM, Alothman SA, Albawardi NM, Alghannam AF, Almasud 
AA. An arabic sedentary behaviors questionnaire (ASBQ): development, 
content validation, and pre‑testing findings. Behav Sci. 2022;12(6):183.

 44. Orsmond GI, Cohn ES. The distinctive features of a feasibility study: objec‑
tives and guiding questions. OTJR. 2015;35(3):169–77. https:// doi. org/ 10. 
1177/ 15394 49215 578649. (Cited 2022 Aug 4).

 45. Marmash D, Ha K, Sakaki JR, Hair R, Morales E, Duffy VB, et al. A feasibility 
and pilot study of a personalized nutrition intervention in mobile food 
pantry users in Northeastern connecticut. Nutrients. 2021;13(9):2939.

 46. Ouchi K, Lee RS, Block SD, Aaronson EL, Hasdianda MA, Wang W, Ross‑
massler S, Palan Lopez R, Berry D, Sudore R, Schonberg MA, Tulsky JA. An 
emergency department nurse led intervention to facilitate serious illness 
conversations among seriously ill older adults: A feasibility study. Palliat 
Med. 2023;37(5):730–9. https:// doi. org/ 10. 1177/ 02692 16322 11366 41.

 47. Bajwah S, Ross JR, Wells AU, Mohammed K, Oyebode C, Birring SS, 
et al. Palliative care for patients with advanced fibrotic lung disease: a 
randomised controlled phase II and feasibility trial of a community case 
conference intervention. Thorax. 2015;70(9):830–9.

 48. Mosadeghi S, Reid MW, Martinez B, Rosen BT, Spiegel BMR. Feasibility 
of an immersive virtual reality intervention for hospitalized patients: an 
observational cohort study. JMIR Mental Health. 2016;3(2):e5801.

 49. Papatzikis E, Elhalik M, Inocencio SAM, Agapaki M, Selvan RN, Muhammed 
FS, et al. Key challenges and future directions when running auditory 
Brainstem Response (ABR) Research Protocols with newborns: a Music 
and Language EEG Feasibility Study. Brain Sci. 2021;11(12):1562.

 50. Trost SG, Mciver KL, Pate RR. Conducting accelerometer‑based 
activity assessments in field‑based research. Med Sci Sports Exerc. 
2005;37(11):S531‑543.

 51. Wagnild JM, Hinshaw K, Pollard TM. Associations of sedentary time and 
self‑reported television time during pregnancy with incident gestational 
diabetes and plasma glucose levels in women at risk of gestational 
diabetes in the UK. BMC Public Health. 2019;19(1):575.

 52. Ham SA, Ainsworth BE. Disparities in data on healthy people 2010 physi‑
cal activity objectives collected by accelerometry and self‑report. Am J 
Public Health. 2010;100(S1):S263‑268.

 53. Marcus B, Bosnjak M, Lindner S, Pilischenko S, Schütz A. Compensating for 
low topic interest and long surveys: a field experiment on nonresponse 
in web surveys. Social Sci Comput Rev. 2007;25(3):372–83.

 54. Sharma H. How short or long should be a questionnaire for any research? 
Researchers dilemma in deciding the appropriate questionnaire length. 
Saudi J Anaesth. 2022;16(1):65–8.

 55. De Decker E, De Craemer M, Santos‑Lozano A, Van Cauwenberghe E, De 
Bourdeaudhuij I, Cardon G. Validity of the  ActivPAL™ and the ActiGraph 
monitors in preschoolers. Med Sci Sports Exerc. 2013;45(10):2002.

 56. Aguilar‑Farias N, Martino‑Fuentealba P, Chandia‑Poblete D. Cultural 
adaptation, translation and validation of the Spanish version of past‑day 
adults’ sedentary time. BMC Public Health. 2021;21(1):182.

 57. Reid RER, Carver TE, Andersen KM, Court O, Andersen RE. Physical activity 
and sedentary behavior in bariatric patients long‑term post‑surgery. 
Obes Surg. 2015;25(6):1073–7.

 58. Reid RER, Carver TE, Reid TGR, Picard‑Turcot MA, Andersen KM, Christou 
NV, et al. Effects of neighborhood walkability on physical activity 
and sedentary behavior long‑term post‑bariatric surgery. Obes Surg. 
2017;27(6):1589–94.

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

https://ptsdiagnostics.com/cardiochek-pa-analyzer/
https://doi.org/10.1177/1539449215578649
https://doi.org/10.1177/1539449215578649
https://doi.org/10.1177/02692163221136641

	Feasibility and acceptability of a cohort study baseline data collection of device-measured physical behaviors and cardiometabolic health in Saudi Arabia: expanding the Prospective Physical Activity, Sitting and Sleep consortium (ProPASS) in the Middle Ea
	Abstract 
	Background 
	Purpose 
	Method 
	Result 
	Conclusion 

	Background
	Method
	Study design and procedures
	Participants and eligibility
	Recruitment
	Measurements based on ProPASS methodology
	Anthropometric measurements
	Blood pressure and heart rate
	Blood samples
	Medication use
	Familial disease history
	Chronic health status
	Mobility limitations
	Dietary habits
	Self-rated health
	Smoking habits
	Physical behaviours
	Self-report measures
	Device-based measures
	Physical function

	Data collection evaluation of feasibility
	Participant interviews after measurement
	Statistical analysis

	Results
	Recruitment
	Participants
	Feasibility evaluation
	Recruitment capability
	Acceptability and suitability of study procedures
	Resources and ability

	Participant interview after measurement

	Discussion
	Strengths and limitations of Study

	Conclusion
	Appendix
	Acknowledgements
	References


