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Abstract
Background and Objectives: The purpose of this study was to explain Iranian women’s perceptions and experiences about barriers
to and facilitators of physical activity (PA).
Methods: In this study, two focus group discussions and six personal interviews with women were performed. They were selected
using the purposive sampling method. Data was collected using semi-structured interviews and until data saturation was reached.
Next, a directed content analysis method was used for data analysis.
Results: Three main subthemes and 12 categories were developed as follow: ‘intrapersonal factors’, ‘interpersonal factors’, and ‘environmental factors associated with sports environment’.
Conclusions: The women cited numerous barriers to PA. They mostly believed that women did not set health as a priority in their
life plan due to their multiple responsibilities and high levels of responsibility. They also acknowledged that each person should
plan for PA despite all available barriers.
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1. Background
High-risk health behaviors may create a risky lifestyle.
Inadequate physical activity (PA) is a major risk factor that
increases morbidity and mortality across the globe (1).
A minimum amount of PA is recommended by the centers for disease control and prevention (CDC) in the USA
for adults aged 18 - 65 years. Accordingly, it is described as
participation in aerobic PA with a moderate intensity for at
least 30 minutes and 5 days a week or with a high intensity
for at least 20 minutes and 3 days a week (2).
Dumith et al., reported that about 23.7% of women and
18.9% of men had insufficient PA (3). Given the limitations
of studies on PA among women, the real prevalence of inadequate PA across the globe is much more than the estimation reported by Dumith et al. (4). According to the
results of a study conducted in Iran (2011), the favorable
amount of PA among women and men living in 22 districts
of Tehran were 20.5% and 24.3%, respectively.
According to the report of the CDC (2008), regular PA
can reduce the risks of premature death, cardiovascular
diseases, high blood pressure, stroke, type 2 diabetes, hyperlipidemia, metabolic syndrome, colon cancer, breast

cancer, and depression. It can also improve the cognitive
function among older adults (2).
In spite of the health benefits of PA and recommendations provided by international organizations, a significant percentage of individuals around the world take inadequate PA. Also, women are less likely to perform the
minimum amount of PA (5). Barriers to PA from women’s
perspectives are child responsibilities, role-ambiguity and
role conflict, security concerns, lack of confidence, and insufficient knowledge about how to plan for PA, financial
issues and time constraints (2). Other factors affecting PA
are womanhood, traditional culture, and dominant policies within the society, weather conditions, women’s dressing and makeup, personal motivation for doing PA (6), religious beliefs and obligations, and the socio-economic status (7).
Various factors influence insufficient PA in women
given socio-cultural and religious context of the society.
Also, women and girls constitute more than half of the
population in each country. Therefore, it is necessary to
evaluate barriers to and facilitators of PA from women’s
perceptions in each culture and context. Cross-sectional
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studies are the most common designs for the investigation
of barriers to and facilitators of PA, especially when the
cause-and-effect studies are impossible. Moreover, since
available studies in Iran have addressed this phenomenon
using a quantitative method, this study adopted a qualitative approach with the aim of exploring the Iranian
women’s perceptions and experiences of barriers to and facilitators of PA.
2. Methods
2.1. Design
This was a qualitative study. Qualitative research approaches aim to illustrate and interpret real world phenomena in terms of meanings given by individuals to phenomena (8). Due to a lack of enough knowledge about the
study phenomenon and its fragmented identity, an inductive content analysis approach was used. Content analysis
was an approach for making valid inferences from textual
data for providing knowledge and new insights of realities
(9). In this study, the directed qualitative content analysis approach was used (10). A researcher uses this research
analysis when there are incomplete theories or when previous studies need further explanations (11).
2.2. Setting
The setting of the current research was the Khoramrudi neighborhood. This is located in the north-west of
Tehran, zone 2 of district 2 in Tehran, Iran. Citizens in this
zone had a mediocre socio-economic status. According to
the results of a study conducted in Iran (2011), in the Khoramrudi neighborhood, most women did not have insufficient PA. Therefore, it seemed suitable for the researchers
to select women for participation in this study.
2.3. Participants
Participants were selected using a purposive sampling
method with a maximum variation in terms of age, education level, job, and social economic status. Inclusion criteria were a lack of PA, age 18 - 65 years, and ability to speak
Farsi.
2.4. Data Collection
The eligible women were invited to participate in focus
group discussion (FGD) sessions and individual interviews
through the installation of banners and posters within
the neighborhood. Firstly, two focus-group discussion sessions were held with 11 and 13 women. Secondly, six interview sessions were held with the qualified women. During the individual interviews and FGD sessions, the participants were asked to describe their perceptions and experiences of barriers to and facilitators of PA.
2

Before data collection, interview guidelines were developed. The individual interviews and focus-group discussion sessions were conducted in the semi-structured format. Semi-structured interviews sought to explore PA and
also provide in-depth understanding of it by giving freedom to the interviewees for pursuing their thoughts and
experiences. The questions asked during the interview sessions were as follow:
“What factors can affect PA?”, “what are barriers to a desirable level of PA by women?”, and “what factors were the
facilitators of PA?”
Moreover, branching questions were asked to follow
the women’s experiences and thoughts such as “please explain it more” and “why and how?”. The duration of the interviews varied from 35 to 80 minutes depending on the
participants’ willingness to provide a complete description of their ideas. The two FGD sessions also lasted between 90 and 120 minutes. During the FGD discussions,
notes were taken of key points addressed during the sessions. Moreover, the women were asked to write and cast
their comments in a box, if they were unable to express
them publicly. After presenting a summary of contents
highlighted at the final session, the researcher thanked
them for their participation. Besides, the women’s consent was obtained to allow the researcher to contact them
if more questions were raised during the transcription of
the interviews.
2.5. Data Analysis
Data analysis began simultaneously with data collection using the qualitative content analysis approach.
The selection of the directed content analysis approach
seemed more logical due to the presence of quantitative
studies on this phenomenon. The MAXQDA software was
used for data management.
The audio files of the focus-group discussions and interviews were transcribed verbatim. The transcriptions
were read to get the sense of whole, they were coded, and
each statement was considered the unit of analysis. Initial
relationships between concepts extracted from the transcripts were detected and codes were developed. The codes
were compared together to establish subcategories, categories, subthemes, and themes. In the course of the interviews and clarification of relationships between themes,
main patterns and meanings were developed (12).
2.6. Trustworthiness
The trustworthiness was evaluated based on the criteria suggested by Lincoln and Guba (1985) (13). Credibility was established through prolonged engagement with
the participants and immersion in the data collection and
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analysis. Member checking (review of the handwritten
notes by some participants) and peer reviewing (the process of data analysis was provided to some qualitative researchers to be checked) helped verify findings. Triangulation of data collection was conducted through field notes
and diaries during the data collection. Transferability was
facilitated through the recruitment of women with experiences about the study phenomenon and had regular and
irregular PA. A detailed description of findings and literature review was provided to support the study findings. An
audit trail was conducted to ensure conformability.
2.7. Ethical Considerations
The ethical approval was obtained from the ethics committee affiliated with the research deputy at the University in which the authors worked. The informed consent
form was obtained from the participants prior to the study.
The participants were informed that they could leave the
study at any time. Also, a pseudonym was taken to maintain their privacy and confidentiality of data throughout
the research process.
3. Results
The participants’ age was 25 - 58 years with a mean
age of 45.9 years. They were from a variety of ethnic backgrounds. Two women (10.5%) were single, 15 individuals (78.94%) were housewives, seven women (36.84%) completed their undergraduate degree, and 8 (42.1%) women
finished high school education. Only three participants
stated that they were engaged in PA in a regular and daily
basis such as walking (Table 1). One major theme followed
by three subthemes, 12 categories, and sub-categories were
developed in this study (Table 2).
3.1. Individual Factors
This subtheme was consisted of five categories of ‘life
enhancement’, ‘physical performance’, ‘psychological outlook’, ‘physical exertion’, and ‘a lack of PA due to health status (health concerns)’.
The participants reported issues such as work quality,
effect of sports on mood, impact of PA on flexibility and
fitness, and mental health as facilitators of starting and
maintaining PA. Moreover, the majority of the participants
believed that regular PA boosted their mood and assisted
them to control or lose weight. They also believed that PA
led to discipline in their daily life as they could exercise
and do daily routines and responsibilities in an appropriate manner. One of the participants in the FGD said: “As I do
PA, my life gets discipline and I can deal with my activities
in an appropriate way.”
Shiraz E-Med J. 2018; 19(8):e65287.

A sense of fatigue due to PA and willingness toward
indolence and relaxation were acknowledged and emphasized by most the women. Some women introduced them
as main barriers to PA. One of the participants in the individual interviews stated: “I am a little lazy. In the mornings,
I always say that there is no need to have more sleep, but I
say that I need sleep more than 5 minutes. Every day, I get
up and tend to get out of home to go for a walk, but I do not
do it. Sometimes, I feel dizzy and I like to sleep more.”
Furthermore, some women expressed their embarrassment regarding PA. In this respect, one of the participants
added that: “I have no problems with wearing sports clothing, but I feel ashamed when I like to go to a swimming
pool and wear a swimsuit.”
Another barrier to PA was infliction with all kinds of
movements and joint disorders, which limited all types of
workouts. The women were afraid of making their physical
status worse due to PA.
3.2. Interpersonal Factors
This sub-theme was comprised of five categories of ‘social interaction’ (tendency to do PA in the group), ‘encouragements by family members and individuals around
them’, ‘necessity to have efficient trainers respecting
morals’, ‘life responsibilities and obligations’, and ‘cultural
and religious beliefs prevailing within the society’.
The importance of the presence of peers for PA, meeting new individuals during PA and the women’s tendency
to exercise with peers were some facilitators. The women
reported that the presence of a peer or a friend increased
their willingness to do PA. Some young women stated that
they had no tendency to do PA, due to the fact that the
majority of them were middle-aged and were not peers.
One of the participants in the FGD said: “A person can go
for walking alone. However, motivation arises to see each
other and have more communication as individuals get
them all together in one place and make friends.”
Within interpersonal factors, barriers to PA were time
constrains for doing PA and self-neglect due to giving a priority to other multiple responsibilities at home and outside home such as the responsibility for being a mother
and a spouse, doing household chores, and taking care
of their family members. Such responsibilities hindered
the women to address their own health as they prioritized these issues over their own health and PA. One of the
women participating in the FGD said: “It is all associated
with me. I have time to clean the house and take out children, but I do not spend 10 minutes for myself. If I will, I
can. I do not set aside some time for myself. I need to weigh
it up. I have difficulties for spending time with myself. The
main problem is that I need to change my mind. I think if I
3

Amiri Farahani L et al.

Table 1. The Participants’ Demographic Characteristics
Participants

Ages, Y

Education

6 (individual interviews), 11 and 13
women ( two FGDs)

25 - 58

Primary school: 4, High school: 8
undergraduate degree: 7

Marital Status

Job

Sufficient PA

Single: 2, Married:17

Housewives: 15 Employed: 4

Only 3 women

Table 2. Themes, Sub-Themes, Categories, and Sub-Categories Extracted from the Women’s Perceptions and Experiences of Barriers to and Facilitators of PA
Themes

Sub-Themes

Categories

Sub-Categories
Improving work quality

Life enhancement

Effect of sports on mood
Impact of PA on body flexibility.

Physical performance

Impact of PA on body fitness.
Impact of PA on mental health and
sense of well-being

Intrapersonal factors
Psychological outlook

Embarrassment regarding to PA
Sense of fatigue due to PA

Physical exertion

Attracted toward comfortable and
dizziness

Health concerns

The importance of the presence of
peers for PA
Meeting new people during PA

Social interaction

The women’s tendency to exercise
with peers
Having Motivation to do exercise

Barriers to and facilitators of PA
Family and other people
encouragement

Having passion to do exercise
The effects of peers to do exercise

The need for efficient and ethical
coach

Time constrains for doing PA

Interpersonal factors

Responsibilities and obligations of life

Self-neglect due to giving a priority to
other multiple responsibilities
Time management

Cultural and religious beliefs in the
community

Women preferences to do exercise in
indoor places (keeping Hijab and veils
while doing PA)
Gender differences
Lack of health and safety principles in
sports’ environments
Adverse weather conditions

Physical factors associated with sports
environment

Not having suitable healthy
conditions in sports places
Long distance to facilities for PA
High costs of PA

Sports environment

Organizational and structural factors
related to sports environment

Access to sports’ facilities and
equipment
A few sports places
Inappropriate schedules in sport
places
Not giving information about sports’
facilities

change myself, everything will be right.” During the interview, another participant said: “A lot of things have priority
for women such as going to hairdresser, shopping, visiting
relatives, and something like them. It should be stated that
PA is in the third or fourth rank among other priorities by

4

Iranian women.”
One other interpersonal barrier highlighted from the
perspective of the women was the preference of exercising indoor due to keeping a Hijab and veils while doing PA
and gender differences. Since exercising in parks required
Shiraz E-Med J. 2018; 19(8):e65287.
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veils for the women, they were mostly reluctant to do it in
open spaces due to religious attitudes in the society or being exposed to men. In this respect, one participant in the
personal interview said: “I cannot do PA in parks, because
there are men. While I face men on streets, these interactions are face-to-face. The municipality has also installed
some equipment and devices in parks, but I cannot use
them. It is my opinion that I cannot run in front of men.”
Some women also believed that sports facilities and
services were provided and even a specific time was allotted to women in sports places, however, discriminations
between men and women were created, which restricted
their access to facilities and healthcare services.
3.3. Sports’ Environment
It was composed of two categories of ‘physical factors’
and ‘organizational and structural factors associated with
sports’ environment’.
In the individual interviews and FGDs, barriers to
women’s PA were described as a lack of health and safety
principles in sports’ environments as well as adverse
weather conditions. Some parks, especially in the morning hours of the days and at quiet times, had insufficient
security for women to do PA. In addition, sports places, especially public ones, did not have suitable healthy conditions. One of the participants stated: “I always suggest to
my friends to go to a swimming pool, but there are not
more than one or two swimming pools in this district. They
are all dirty and need to be cleaned up.”
Within the categories of organizational and structural
factors associated with sports’ environment, the high
costs of PA, a few sports places, inappropriate schedules in
sport places, and giving information about sports’ facilities were described as barriers. Besides, the participants
added that the costs of participation in sports’ courses
were high and all individuals could not afford it. The number of public sports places was also low and they were often
located away from residence places. Sports’ places owned
by the municipality also offered free morning exercise programs early in the morning in most districts of the city.
Some women stated that there was a lack of sports’ facilities in their districts and some of them were not aware of
the existence of such facilities in their residence places. No
adequate information was also provided in terms of the
availability of such places, particularly the free-of-charge
ones. One participant stated: “There is a stadium. The
morning exercise program is from a quarter to seven to a
quarter to eight. At this time, mothers help their kids go to
the school. All women have problems with their time as I
emphasized in the first session. If it is from the morning to
noon in the daily basis in the week, I really like to do PA.”
Shiraz E-Med J. 2018; 19(8):e65287.

4. Discussion
The results of this study were consisted of three major sub-themes as ‘intrapersonal factors’, ‘interpersonal
factors’, and ‘sports’ environment’. Individual factors included ‘life enhancement’, ‘physical performance’, ‘psychological outlook’, ‘exercise milieu’, and ‘lack of exercise due to health status (health concerns)’. The subtheme of interpersonal factors was comprised of the categories of ‘social interaction’ (tendency to do PA in the
group), ‘encouragements by family members and individuals around them’, ‘necessity to have efficient trainers respecting morals’, ‘life responsibilities and obligations’, and ‘cultural and religious beliefs prevailing within
the community’. Furthermore, the sub-theme associated
with sports’ environment consisted of categories such as
‘organizational and structural factors’ related to sports’
environment including ‘physical factors’ and ‘organizational and structural factors associated with sports’ environment’.
Numerous studies in Iran and other countries investigated barriers to and facilitators of PA among women. For
example, Dashti et al., (2014) in a study on 408 women,
aged 18 - 59, living in the city of Mashhad, found that major barriers to PA were psychological barriers such as a lack
of interest and motivation, physical environment such as a
lack of resources or skills, social environment, climate, and
a lack of support by the family and peers (14). Some categories developed in this study were consistent with those
introduced by Dashti et al., including ‘no interest and motivation’, ‘insufficient resources’, and ‘no support from family and peers’.
In addition, Osuji et al., in a study on 2510 women
stated that a lack of time and motivation within individual factors, having no friends related to the physical environment, and no access to sports’ facilities were important
barriers to PA. The physical environment was significantly
associated with participation in PA (15).
In this qualitative study, life responsibilities and obligations were the categories of the theme of interpersonal
factors. Time constrains for PA and self-neglect due to giving a priority to others’ responsibilities were barriers to PA.
Caperchione, Mummery and Joyner (2009), and Miller and
Brown (2005) similarly highlighted socio-cultural factors,
family obligations, and household tasks as barriers to PA
(16, 17). They also noted that cultural norms led to a high
volume of household tasks such as cooking, cleaning (16,
17) and child care (7). However, housework accounts for a
major part of women’s PA in the day (18, 19). A woman’s
role in providing primary care within their home is the
ethics of care, due to the fact that cultural expectations
make women sacrifice their own needs to take care of oth5
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ers (20). Accordingly, it is suggested that the ethics of care
is an indispensable part of the woman’s moral evolution
leading to a lack of understanding of the right of doing exercise and spending time on it (17, 21). Moreover, women
may feel guilty when they participate in PA and experience
a sense of fear in terms of being unable to follow the ethics
of care and become a perfect mother (17).
According to women’s perceptions of the social constructivism perspective specific socio-cultural actions and
behaviors establish the gender-related ideology, which reduced their participation in PA (17). The gender ideology
about motherhood is that women have children and must
take care of them, however, culture considers what motherhood means, what behaviors and attitudes are appropriate for mothers, and how the woman’s identity is created
(22). Men, as individuals that play the role of masculine
gender, should work outside of their home and leave the
household duties to the women (23).
The equal access to leisure time for partners, division
of house-work responsibilities, and child health increase
PA among women (24), however, the traditional genderrelated ideology structuralizes the maternal behavior of
women and restricts doing exercise.
One of the categories associated with the theme of
individual factors in this study was the impact of the
women’s health status or health concerns. According to
Gatewood et al., (2008), women’s health concerns were
considered facilitators of and barriers to PA. Some women
may start different and new types of PA due to medical concerns (25).
The findings of Gatewood et al., were in line with the
results of this study (25). Moreover, Gaston et al., (2007)
mentioned that health concerns, a lack of motivation, and
absence of social networks were barriers to promote PA in
minority women over 40 years (26). In the study of Eyler et
al., (2002) medical problems were the reasons for the discontinuation of a walking program (18).
Considering environmental factors, Caperchione et al.,
(2011) found security as one of the concerns of women living in districts with high crime rates and no awareness of
sports’ facilities and programs (3). In the present research,
a lack of information about existing sports’ facilities and
security principles were two important barriers to PA. Furthermore, there was an agreement between the findings of
the present study and those of Caperchione et al.’s study, in
terms of religious barriers to PA.
The study conducted by Motameni et al., (2014) aimed
at identifying and prioritizing barriers to PA among 220
women in Semnan, Iran. The barriers were social, cultural,
personal, and familial ones and a lack of sports’ facilities.
The priority of barriers from the perspectives of women
was a lack of attention by officials to women’s PA as a so6

cial barrier and masculine culture within the Iran’s sports’
society. In addition, inadequate time due to work commitments, and a lack of necessary motivation as the most important personal barrier, household economic conditions
as an economic barrier, and inadequate investment on the
development of sports’ places for women and no access to
suitable sports’ places were barriers to access facilities for
women to do PA (27). Similar to the present study, Motameni prioritized physical barriers as follow: a lack of motivation was a personal barrier and inadequate investment
on the development of sports’ places and a lack of access
to proper sports’ places for women (27).
One of the limitations of this study is that this was
based on women living in Khoramrudi neighborhood, it
might differ from those in other neighborhoods in terms
of access to sports facilities and socioeconomic status. It is
recommended that this study is carried out in other areas
of Tehran. Considering that the level of PA in men and pregnant women is also low, a similar study in these groups
should be performed.
Conclusion
The data analysis revealed that the women in this study
described some barriers to PA including the sports’ environment. Many women did not set health as a priority
in their daily schedule due to their multiple responsibilities and high levels of commitments. They acknowledged
that each person should plan for one’s PA program in spite
of other barriers. Given the characteristics of qualitative
studies, transferability of the results needs further studies
in other contexts and cultures.
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