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Abstract
Background: Lifestyle modification is recommended for management of prehypertension, yet finding effective
interventions to reach rural women is a public health challenge. This community-based clinical trial compared the
effectiveness of standard advice to two multi-component theory-based tailored interventions, using web-based or
print-mailed delivery, in reducing blood pressure among rural women, ages 40–69, with prehypertension.
Methods: 289 women with prehypertension enrolled in the Wellness for Women: DASHing towards Health trial, a
12-month intervention with 12-month follow-up. Women were randomly assigned to groups using a 1:2:2 ratio,
comparing standard advice (30-minute counseling session) to two interventions (two 2-hour counseling sessions,
5 phone goal-setting sessions, strength-training video, and 16 tailored newsletters, web-based or print-mailed).
Linear mixed model methods were used to test planned pairwise comparisons of marginal mean change in
blood pressure, healthy eating and activity, adjusted for age and baseline level. General estimating equations
were used to examine the proportion of women achieving normotensive status and meeting health outcome
criteria for eating and activity.
Results: Mean blood pressure reduction ranged from 3.8 (SD = 9.8) mm Hg to 8.1 (SD = 10.4) mm Hg. The 24-month
estimated marginal proportions of women achieving normotensive status were 47% for web-based, and 39% for both
print-mailed and standard advice groups, with no group differences (p = .11 and p = .09, respectively). Web-based
and print-mailed groups improved more than standard advice group for waist circumference (p = .017 and p = .016,
respectively); % daily calories from fat (p = .018 and p = .030) and saturated fat (p = .049 and p = .013); daily servings of fruit
and vegetables (p = .008 and p < .005); and low fat dairy (p < .001 and p = .002). Greater improvements were observed in
web-based versus standard advice groups in systolic blood pressure (p = .048) and estimated VO2max (p = .037). Dropout
rates were 6% by 6-months, 11.4% by 24 months, with no differences across groups.
Conclusions: Rural women with prehypertension receiving distance-delivery theory-based lifestyle modifications can
achieve a reduction of blood pressure and attainment of normotensive status.
Trial registration: ClinicalTrials.gov NCT00580528
Keywords: Prehypertension, DASH, Rural women, Tailored messages, Lifestyle modification, Web-based, Print-mailed,
Community-based, Health promotion model, Physical activity
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Background
Prehypertension is a distinct classification of blood pressure
(systolic blood pressure of 120–139 mm Hg and/or
diastolic blood pressure of 80–89 mm Hg) defined by
the Joint National Committee on the Prevention, Detection,
Evaluation, and Treatment of High Blood Pressure (JNC-7)
to identify individuals having a greater risk for developing
hypertension (systolic pressure ≥140 mm Hg and/or
diastolic pressure ≥90 mm Hg) [1]. Prehypertension is
linked with an increased risk of major cardiovascular
events independent of other cardiovascular disease
risk factors, and nearly one-third of blood pressure
related deaths from coronary heart disease occur in
individuals with prehypertension [2,3].
Of public health concern, women are frequently
unaware of their blood pressure and the challenges
that prehypertension or hypertension may pose to
their health [4]. A high prevalence of prehypertension is observed among women across the USA and
among rural Midwestern women [5-7]. Compared to
urban women, rural women have higher rates of abdominal
obesity, and obesity-related behaviors such as physical
inactivity and poorer diets, which are risk factors for
prehypertension [8-10]. Rural women represent one of
the largest medically underserved populations in the
United States, having limitations in access to health
care due to distance and lack of services [11]. Rural
women are also less likely to receive preventive measures,
such as counseling in diet and activity, compared to their
urban counterparts [12,13].
As prehypertension is a modifiable risk factor for
cardiovascular disease, the number one cause of death in
women, finding methods to implement effective interventions for rural women to reduce blood pressure to optimal
levels is warranted.
Lifestyle modification including healthy eating and
activity has been recommended as the primary treatment
for individuals with prehypertension to achieve optimal
blood pressure [1,14]. The PREMIER study found success
in reducing blood pressure among individuals with prehypertension or hypertension when using multiple intensive
group meetings (up to 2 hours in length) and face-to-face
individual counseling sessions to promote lifestyle modifications consistent with the Dietary Approaches to Stop
Hypertension (DASH) eating plan and physical activity
[15-17]. This intervention format and delivery may not be
feasible or practical to reach midlife and older women with
prehypertension in rural community settings due to the
lack of services and distance to reach services as previously
mentioned.
Distance-delivery methods for implementing lifestyle
modification interventions show promise for reaching
rural women. A community-based randomized clinical
trial, called the Wellness for Women trial, conducted by
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the same team of investigators prior to this Wellness for
Women: DASHing towards Health trial, found that midlife and older rural Midwestern women were receptive to
receiving lifestyle behavior-change interventions for healthy
eating and activity via print-mailed newsletters and that
women were willing to participate in the 24 month trial
with low overall attrition (4.5%) [18,19]. That trial tested tailoring of the intervention, whereby computer-generated
messages were developed to present in clear detail only the
most relevant information for each woman, based on data
that she provided in responses to questionnaires at the
assessments. The advantage of tailoring is that it offers an
individualized approach, similar to that provided in individual face-to-face interactions, with studies showing tailored
materials are more likely to be read and remembered as
well as to motivate individuals for change [20,21]. In the
Wellness for Women trial, a higher proportion of
women who received theory-based tailored newsletters
met healthy eating and activity targets after the 12-month
intervention and at 12-month post-intervention follow-up
than did those who received generic (non-tailored)
newsletters [18,19].
Lifestyle modification interventions that incorporate
web-based components offer advantages of providing
tailored messages at low cost in order to reach a large
audience across great distances, with convenience for the
users. Emerging evidence suggests that web-based
interventions may be effective for offering lifestyle
modification interventions for eating and activity. Webbased interventions are often augmented with a multicomponent approach that may include self-monitoring
and/or individual or group counseling via face-to-face,
telephone, or Internet [22-24].
Few community-based studies were found that used
web-based tailored lifestyle modification interventions
for healthy eating and activity in individuals with prehypertension. Compared with this clinical trial, other studies
used different approaches and populations and were of
shorter duration (10 weeks to 6 months) [25-27].
Bavikati et al. [25] used a computerized participant
management system to implement a 6-month comprehensive therapeutic lifestyle change intervention using computer generation of risk factor goals and action plans and
behaviorally oriented counseling by face-to-face, or via
telephone and the Internet. Bavikati and associates
targeted behavior change for healthy eating and activity plus
smoking cessation and weight- and stress-management in
an ethnically diverse population (n = 2,478) of men and
women with prehypertension, with a finding that 38.4%
(n = 952) of participants normalized their blood pressure
during the study [25]. Dorough et al. [26] conducted
a 10-week intervention study of 27 adults with prehypertension, ages 45–65, who received a 60-minute counseling
session with a dietitian and then were randomized to
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either standard advice or web-based intervention groups.
Findings indicated that individuals in the web-based
intervention group who received tailored communications
had more desirable results. Watson et al. [27] evaluated a
6-month web-based self-management intervention among
404 employees (mean age =50, SD =8) that included selfmonitoring of blood pressure for the control group and
self-monitoring of blood pressure plus automated tailored
messages in the intervention group. Post-intervention,
they reported higher proportions of individuals with
prehypertension attaining a decline of ≥10 mm Hg in SBP
and ≥5 mm Hg in DBP than those in the control group.
Though Internet penetration has grown in rural
areas [28] and implementation of community-based
web-delivered interventions has been shown to be
feasible in midlife and older rural Midwestern women
[29], no studies were found that used web-based delivery
for tailored lifestyle modification for rural women with
prehypertension or that examined the sustainability of the
intervention outcomes. Gaps in the literature remain
related to the effectiveness of lifestyle modification for
achieving short-term and long-term blood pressure
reduction in rural women with prehypertension.
The importance of this research is that it addresses
prehypertension, a significant public health challenge, in an
understudied population of rural Midwestern women who
have documented health disparities (e.g. high prevalence of
obesity, a lack of preventative services or counseling, and
unique environmental barriers to healthy eating and
activity) [8-10]. In recognition of these disparities, the
National Institutes of Health convened a workshop to
develop a research agenda and recommendations for
cardiovascular disease prevention research and practice in
high-risk rural communities, recommending that rural
women are included as designated priority population by
agencies within the US Department of Health and Human
Services [30]. This study is unique as it incorporates a
theory-based behavior change intervention, using evidencebased strategies (e.g. self-monitoring, tailored messages)
and distance-delivery methods within the constraints of a
rural environment that has limited, but growing broadband
capacity. As maintaining behavior change over time is
recognized as a greater challenge than adopting behavior
change, this study offers a longer intervention and follow
up as recommended by the Institute of Medicine for
realistic long-duration outcomes [31].
The purpose of the Wellness for Women: DASHing
towards Health clinical trial was to compare the effectiveness of standard advice to two multi-component
theory-based tailored interventions, using web-based or
print-mailed delivery, in reducing blood pressure among
midlife and older rural women with prehypertension. The
standard advice group received one 30-minute session
with a local extension educator, and the intervention
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groups received two 2-hour sessions with a local extension
educator, five phone goal-setting sessions, a strengthtraining video with elastic bands, and 18 tailored
newsletters, delivered as either web-based or print-mailed.
If theory-based distance-delivery interventions are effective,
they may provide cost-effective alternatives for managing
prehypertension in accordance with trends for addressing
population health.
Pender’s Health Promotion Model (HPM), founded on
the theoretical underpinnings of social cognitive theory,
provided the conceptual framework for explaining and
modifying the adoption and maintenance of healthy
eating and activity behaviors in this study [32]. Four
behavior-specific cognitions from the HPM (perceived
benefit to action, perceived barriers to action, self-efficacy
and interpersonal influences for action), as well as a commitment to a plan of action through goal setting, were used
in the development of the tailored interventions.
Specifically, this community-based randomized clinical
trial consisted of a 12-month intervention period with a
12-month follow-up to evaluate the effectiveness of:
1) standard advice, 2) an HPM-tailored web-based
multi-component intervention, and 3) an HPM-tailored
print-mailed multi-component intervention for achieving
and maintaining improvements in blood pressure and
healthy eating and activity behavioral marker and
biomarkers. For measures of blood pressure and healthy
eating and activity behavioral markers and biomarkers,
the outcomes were reported as 1) change from baseline to each of the subsequent assessments (6 months,
12 months, 18 months, and 24 months) and 2) at
each of the four subsequent assessments, the proportion
of women who had achieved normotensive status
(<120 mm Hg for systolic blood pressure and <80 mm Hg
for diastolic) and met health outcome criteria for eating
and activity based upon established guidelines from the
DASH and American College of Sports Medicine (ACSM)
position stand on exercise and hypertension [33,34]. We
hypothesized that each of the two intervention groups
would have better outcomes than the group receiving
standard advice. There was speculation that the webbased tailored intervention might have an incremental
effect on women’s improvement in outcomes compared to
those in the print-mailed intervention, yet the evidence at
the time of trial development was insufficient to state that
as a directional hypothesis.

Methods
The Institutional Review Board of the University of
Nebraska Medical Center approved this study (approval #
352-05-FB). Using the standardized and accepted
protocol, written informed consent was obtained from
all participants prior to their enrollment. The study
was conducted between April 2007 and May 2010,
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with recruitment, enrollment and baseline assessments
occurring over one year (April 2007 to April 2008).
Study participants

The target population were generally healthy women,
ages 40–69, from central Nebraska, who met rural status
as defined by the Rural Urban Commuting Area (RUCA)
codes, having less than 50,000 residents (US Department
of Agriculture (USDA) [35]. The four category RUCA
classified rural based upon population density and population work commuting patterns, defining large rural with
10,000-49,000 residents, small rural with 2,500-9.999
residents, and isolated rural (<2,400 residents). Women
were eligible for the study if they were not taking
antihypertensive medication, had a documented blood
pressure in the prehypertensive range, and were willing to
drive to a centrally-located Health District office for all
required visits, either assessment or training.
Other inclusion criteria included being able to speak
and read English, communicate over the phone, have
ability to use a computer with minimal assistance, walk
without an assistive device or oxygen, and have access to
the Internet and either a VCR or DVD player. Eligible
women were included if they answered “no” to all questions
on the Physical Activity Readiness Questionnaire (PAR-Q)
or obtained medical clearance from their physician to
participate [36]. Major exclusion criteria were: taking
medication affecting blood pressure, including antihypertensive, diuretics, or cortisone; self-reported consumption
of more than 14 alcoholic drinks per week; enrollment in
a formal program of cardiac rehabilitation, undergoing
physical rehabilitation, or participating in current cancer
treatment; unable to walk one mile continuously without
stopping to rest; and/or presenting with other physical or
medical restrictions that would preclude following the
JNC 7 recommendations [1] for moderate physical activity
and healthy eating. Smokers were permitted to enroll with
smoking status noted.
Trial conduct

Participants were recruited through advertisements and
press releases in local newspapers for women to participate
in free community-based blood pressure screenings in
various locations including the YMCA, shopping malls,
craft fairs, and county fairs. A special effort was made to
recruit and retain Hispanic women, the predominant
underrepresented minority group in the region (4% at the
time), through contacts at local community action agency
sites and churches. At screening sites, women with blood
pressure readings that were from 10 mm Hg below to 10
mm Hg above the prehypertensive systolic range or 5 mm
Hg below to 5 mm Hg above the prehypertensive diastolic
range were told briefly about the study. If interested,
they were asked to provide their phone number and
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address for mailing study information and for a follow-up
screening interview.
The purpose of the follow-up screening interview was to
establish eligibility for the study and provide information
so that the women could provide informed consent to
participate. The name, address, and phone number of each
eligible woman who consented was forwarded to the
research nurses at the project office. The research nurses
contacted the women to verify if physician clearance
was obtained (if needed), and to schedule appointments to
complete the consent process and to confirm prehypertensive status with two readings at two visits, an average of
four measures, over a one-week period. Once prehypertensive status was confirmed, the baseline assessment was
begun. Anytime in the screening processes and/or after
enrollment, if a woman had a blood pressure that was
hypertensive, the woman was referred to her health care
provider for follow-up. These women, if prescribed
antihypertensive medication, were permitted to continue
participation in their assigned groups and their data were
included in the primary analysis, which followed intent-totreat guidelines in order to preserve the unbiased nature of
the groups’ composition. Because the probability of using
antihypertension medications could have been related to
the intervention received and because such use would have
affected certain study outcomes, a supplemental analysis
omitting these women was conducted, as described in the
analysis section. Participant flow through the trial is shown
in Figure 1.
Randomization

Once consented, each woman was given a sealed envelope
which contained her group assignment. Assignments were
made according to an allocation schedule previously
created by the project statistician, who randomly assigned
participants to intervention groups in a 2:2:1 ratio within
blocks of 25. The statistician did not have any contact with
the women during the trial. The research nurses, who
conducted the assessments for the women during the
study, were blinded to group assignment. Women were
asked not to share their group assignment with the
nurses.
Interventions
Standard advice only

Those assigned to the standard advice group received
one 30-minute introductory education session at the
local extension office from an extension educator who was
a registered dietitian. Instruction included a discussion of
lifestyle factors that affect blood pressure. The educator
outlined the dietary and the physical activity recommendations of DASH and the ACSM position stand on exercise
and hypertension, including a discussion about behavioral
targets for activity [33,34]. The educator reviewed key

Hageman et al. International Journal of Behavioral Nutrition and Physical Activity 2014, 11:148
http://www.ijbnpa.org/content/11/1/148

Page 5 of 18

Females 40-69 yrs of age
assessed for eligibility (n=576)
Excluded (n=287)
Blood Pressure too high (n=62)
Blood Pressure too low (n=86)
On Hold, Busy in short-term (n=5)
Not Interested (n=55)
Distance of Site from Home (n=7)
Time Commitment (n=33)
Not Contacted, Enrollment Reached (n=39)

Completed Baseline (n=289)

Randomized (n=289)

Allocation

Allocated to Standard Advice
(n=58)

Follow-Up

Intervention

Lost to follow-up (n=5)
6 Month
Assessment

Time (n=2)
Personal (n=1)
Not enough support (n=1)
Lost to follow-up (n=1)

Allocated to Intervention Internet
(n=116)

Lost to follow-up (n=8)
Time (n=4)
Moved (n=1)
Health (n=1)
Personal (n=1)
Technical Issues (n=1)

12 Month
Assessment

Lost to follow-up (n=2)

Lost to follow-up (n=2)

Personal (n=2)

Personal (n=1)
Health (n=1)

18 Month
Assessment

Lost to follow-up (n=2)

Lost to follow-up (n=1)

24 Month
Assessment

Lost to follow-up (n=1)

Lost to follow-up (n=1)

Personal (n=1)

Personal (n=1)

Analyzed

Time (n=1)
Not Interested (n=1)

Analyzed (n=53)

Health (n=1)

Analyzed (n=108)

Allocated to Intervention Print
(n=115)

Lost to follow-up (n=4)
Personal (n=1)
Time (n=3)

Lost to follow-up (n=2)
Health (n=1)
Lost to follow-up (n=1)

Lost to follow-up (n=1)
Moved (n=1)

Lost to follow-up (n=3)
Not Interested (n=1)
Lost to follow-up (n=2)

Analyzed (n=111)

Figure 1 Participant Flow Diagram of the Wellness for Women: DASHing towards Health Clinical Trial.

behavioral targets and helpful tips to achieve these targets
for activity (≥150 minutes weekly), percent calories
from saturated fat (<27% daily), fruit and vegetable
servings (>8 servings daily), low-fat dairy servings (>2
servings daily), and daily sodium (<2400 mg daily).
Women received printed educational materials and
had no further contact with the extension educator.
Intervention groups

Following baseline assessment, women assigned to the
intervention groups (web-based or print-mailed) completed
two 2-hour training sessions with instruction by the extension educator/registered dietitian. The content of the first
session included introductory education about hypertension

and prehypertension, the recommendations from
DASH, and the ACSM position stand on exercise and
prehypertension, with discussion of strategies to achieve
the healthy eating and activity behavioral targets [33,34].
Each woman received a home blood pressure monitor
(Omron HEM-780, Omron Manufacturers of America,
3632 Stern Ave, Saint Charles, IL 60174–5406) and a
pedometer (Lifestyles SW 200, New Lifestyles Inc. 5201
NE Maybrook RD, Lees Summit MO 64064–1122) with
instructions for their use. Women were asked to practice
taking their blood pressure daily at the same time of day
and to use their pedometer daily during the two-week
period prior to attending the second session. The women
received instructions to bring their devices as well as their
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paper logs of eating, activity, and blood pressure to
the second session so the educator could review the
procedures and answer any questions.
Women assigned to web-based or print-mailed interventions were separated by group for their second educational
section. For both groups, the second session reviewed
procedures for self-monitoring and included instructions
for the women to monitor eating and activity daily and to
monitor their blood pressure weekly during the study. The
session focused on how to set individual goals for
self-monitoring and healthy eating and activity that were
specific, measurable, achievable, realistic/relevant, and timebound. Women assigned to the web-based group received
training and practice for accessing the Wellness for Women:
DASHing towards Health website using their personal
IDs and passwords. Instruction included an orientation to
the website and instruction in creating log entries for
self-monitored blood pressure, eating, and activity.
Women received contact information for technical assistance. Women in the print-mailed intervention group
received instruction in tracking of their blood pressure,
eating, and activity using paper logs.
Commitment to a plan of action occurred through
individual telephone goal-setting counseling with women
from a trained project counselor at baseline, 3 months,
6 months, 9 months, and 12 months. This counselor
was an experienced extension educator/dietitian from the
local area, who received two hours of on-site formal
training from a senior extension faculty member from
the regional office. The project counselor received a
training manual and she was instructed to follow a
structured telephone script modeled after the Five A’s
clinical counseling approach supported by the US
Preventive Services Task Force [37]. Counselor adherence
to the goal-setting counseling script was monitored using
a voice-activated (VOX) telephone cassette recorder that
records when it receives sound. Both the counselor and
women were notified that the call was being monitored
and recorded for quality assurance purposes. The first five
tapes and 5% chosen at random each month thereafter
underwent reviews conducted by the senior extension
faculty member, with any noted problems addressed
with the counselor. Once reviewed, the tapes were kept in
a locked file cabinet housed in a secured office at the
University.
With the exception of web-based or print-mailed
delivery, the two theory-based intervention groups
were similar in receiving HPM-tailored newsletter
content. The 18 newsletters, delivered every two weeks
(via web or print-mailed) for the first 6 months (n = 12)
and monthly over the second 6 months (n = 6), included
both content-specific information and tailored behavioral
messaging. The content-specific information included
instruction about healthy eating and activity for blood

Page 6 of 18

pressure reduction. The tailored messages, web-based or
print-mailed, were based on a woman’s personal responses
to behavioral surveys administered at baseline, 3 months,
6 months, and 9 months. The web-based delivery offered
enhancements such as visual display of feedback from log
entries, self-assessment quizzes, and video-demonstrations
of physical activities.
After the 3 month assessment, women in the two
intervention groups received elastic resistance bands and
an instructional exercise video in their preferred format,
videotape or DVD. This resistive exercise video used
demonstrations by midlife women for the purpose of
role-modeling to enhance self-efficacy. Women received
messages of encouragement to complete this home
resistance training program at least twice per week and
to progress to higher levels of band resistance when they
could easily perform 15 repetitions of an exercise. The
provision of resistance training resources was delayed
until the 3 month assessment due to the high participant
burden for initiating behavior change for the prescribed
healthy eating and activity interventions at baseline.
Data collection
Assessments and measurements

Blood pressure was collected by trained research nurses at
seven time points (baseline, 3 months, 6 months, 9 months,
12 months, 18 months and 24 months). Women were
required to drive to the project office for two visits, one
week apart, at each time point to adhere to the blood
pressure protocol. The outcome measures for healthy
eating and activity behavioral markers and biomarkers
were assessed at baseline, 6 months, 12 months, 18 months
(except for lipids), and 24 months. Surveys related to the
HPM behavioral determinants were administered to all
groups at baseline and 3, 6, and 9 months for the purpose
of developing tailored messages for women assigned to the
two intervention groups.
Blood pressure and resting heart rate

Resting heart rate, using the radial pulse for 60 seconds,
and blood pressure were measured following five minutes
of quiet sitting. Standardized ausculatory methods were
followed, using a calibrated mercury sphygmomanometer
with an appropriate size cuff for each woman [38]. At least
two blood pressure measurements were obtained at each
visit, separated by at least 30 seconds. Systolic blood
pressure was the appearance of the first Korotokoff
sound and diastolic blood pressure was the disappearance
of Korotkoff sounds. For each visit, the blood pressure
recorded was the mean of the two measurements that
were within five mm Hg for both systolic and diastolic
measures. For each assessment point, the recorded blood
pressure was the mean of the two final blood pressure
measurements from the two visits. Women were asked to
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avoid caffeine, exercise and smoking for at least 30 minutes
prior to their scheduled blood pressure measurements.
Eating

The Web version of the 1998 Block Health Habit and
History Questionnaire (HHHQ) was used to measure the
usual self-selected diets of the women [39]. Paper/pencil
versions of the HHHQ have been previously validated
[40,41]. Pearson product moment correlations between
the Web and paper/pencil versions of the HHHQ
produced correlation coefficients ranging between .54
and .86 for the dietary variables (median r = .80), were
statistically significant at < .05, and provided evidence
of parallel forms reliability of the web-based version [39].
This survey asked for the frequency of consumption of
particular food items during the last three months. The
survey provided estimates of daily caloric intake, % of
dietary calories from fat, saturated fat, daily servings
of food groups, and daily sodium intake.
Physical activity

The Modified 7-Day Activity Interview instrument was
used to measure time engaged in moderate or greater
intensity activity, capturing the woman’s self-reported
time spent and her perceived intensity of activity for a
variety of activities, including strengthening exercise,
and these data were used to calculate daily estimated
energy expenditure [42]. The instrument yields data
concerning hours per day spent in sleep and in light,
moderate, hard and very hard activity (based on MET
levels), total kilocalories per kilogram of body weight
expended per day and total calories expended per day.
Hellman et al. [42] assessed construct validity of the
Modified 7-Day Activity Interview with findings that its
scores discriminated (z = −6.14) between active and inactive
groups, and were correlated (rho =0.62) with perceived
levels of physical activity among community-dwelling older
adults. In a separate study, the Modified 7-Day Activity
Interview scores correlated with estimated VO2max
(rho = .47) among cardiac rehabilitation participants
[43]. The instrument was found to be sensitive to change
with rural women ages 50–69 who participated in a
12 month healthy eating and activity tailored newsletter
intervention [29].
Cardiorespiratory fitness was estimated using the
submaximal one-mile walk test whereby each woman
was asked to walk as fast as possible over a one-mile
indoor track. Estimated VO2max was calculated using
Kline’s equation developed for women using variables of
weight, age, total walk time, and 15-second post-activity
heart rate [44]. A cross-validation analysis that tested a
large heterogeneous sample of 178 women and 165 men
reported the one-mile walk test produced a valid submaximal assessment of estimated VO2max [44]. The predictive
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validity of this equation for women over 65 years also has
been substantiated [45]. Among women ages 50–69, high
test-retest reliability was observed for estimated VO2max
using the gender specific and generalized equations (ICCs
[3,1] =0.97 and 0.96 respectively) and for one-mile walk
times (ICC = 0.96) across a two week period [46]. In a
separate study, estimated VO2max as calculated from
the one-mile walk test was sensitive to change in women
ages 50–69 following a three month web-based physical
activity intervention [29].
Biomarkers affected by activity and eating

Body composition measures used for the main results of
this trial were measured using body mass index and
waist circumference. This field trial used the Tanita scale
[TBF-215, Tanita Corporation of America, Inc., 2625 S.
Clearbrook Dr., Arlington Heights, IL 60005–9824] for
measurement of height and weight, with body mass
index (BMI) being calculated as weight in kilograms divided
by height in meters-squared [47]. A tape measure was used
to assess waist circumference, where the tape was placed
snug and parallel to the floor without skin compression in
a horizontal plane around the abdomen at the level of
the iliac crest. The measurement was taken at the end of
expiration, with the average of two trials recorded [48].
Blood specimens were drawn from women who
completed a 12-hour fast, using standardized venipuncture
methods by research nurses trained by an American Society
for Clinical Pathology clinical laboratory scientist. The
nurses centrifuged the blood after appropriate time for
clotting, 30 to 60 minutes, with blood serum separated,
frozen, and shipped to the rapid response laboratory at
the university where it was processed to determine total
cholesterol, low-density lipoprotein (LCL-C), high-density
lipoprotein (HDL-C), triglycerides, and fasting glucose
following a standardized protocol [49].
Measurement of behavioral determinants for tailoring

Women completed validated web-based surveys to assess
their perceptions about the Health Promotion Model
behavioral determinants related to benefits and barriers
to, and interpersonal support and self-efficacy for, healthy
eating and activity. Selected items from these survey
measures were then used as a basis for tailoring messages
for the two intervention groups following a methodology similar to our prior Wellness for Women clinical
trial [18]. The instruments included the Exercise Benefits/
Barriers Scales, Healthy Eating Benefits/Barriers Scales,
Self-efficacy for Eating and Exercise Habits Scales, Family
and Friend Support for Exercise Habits Scales, and
Family and Friend Support for Healthy Eating Habits
Scales [18,50,51]. The survey results will be reported in a
future paper.
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Sample size

Sample size was based on power analyses for planned
comparisons of each intervention group with the standard
advice group (one-sided tests) and of the two intervention
groups (two-sided test) on the endpoints of average change
in blood pressure, eating and activity behavioral markers,
and biomarkers. Changes in a range of blood pressure, diet,
and physical activity measures among prehypertensive
women in a preliminary study were used as the basis for
effect size estimates: a difference of .4 standard deviations
between intervention and advice-only groups, .5 standard
deviations between the two intervention groups. With 92
subjects in each intervention group and 42 subjects in the
standard advice group, estimated power was ≥ .80 for
each test using alpha = .05. The target sample size for
recruitment was 110 participants per intervention group
to allow for 20% attrition and 55 women for the standard
advice group to allow for 30% attrition.
Data analysis

Descriptive and linear mixed model analyses were performed using IBM SPSS Statistics version 19; SAS 8.3 was
used for analyses involving generalized estimating
equations. For blood pressure, as well as eating and activity
behavioral markers and biomarkers, the primary endpoints
were change from baseline, calculated by subtracting the
baseline value from later values, so that a negative score
indicates a decrease. Groups were compared on average
change in outcomes using linear mixed model methods
that allow for modeling of within-subject correlation and
for inclusion of partial cases. Because the endpoints were
change from baseline and data were not imputed, cases
having only baseline data were not included. In other
respects, the analysis was consistent with the intention-totreat principle and all participants were analyzed in the
groups to which they were assigned. Analyses included an
adjustment for baseline levels of the outcome and for
participant age. The covariance pattern model that was fit
treated time as categorical and estimated an unstructured
covariance matrix of within-subject errors.
Dichotomous variables were created for each follow-up
time point, indicating the proportion of women who met
the health outcome of achieving normotensive status and
the proportion of women who met each of the eating and
activity criteria (e.g., <27% daily caloric intake from fat).
Generalized estimating equations were used to compare
the average proportion of women meeting criteria across
the 24-month trial, accounting for the non-independence
of the observations across time. Time was treated as
categorical, an unstructured covariance matrix was specified for within-subject errors, and age and baseline level of
outcome were included as covariates. Consistent with
the a priori hypotheses, all pairwise tests of web-based or
print-mailed compared to standard advice were one-tailed
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and tests comparing web-based and print-mailed were
two-tailed. Odds ratios with 95% confidence intervals
were also computed for each pairwise comparison at
each follow-up time point using the observed data.
All tests used α = .05.
A supplemental analysis, omitting women who were
prescribed antihypertension medication during the course
of the study, was conducted for the outcomes most
directly affected by such medications: systolic and diastolic
blood pressure and achievement of normotensive status.
Because of the close similarity of results of the two
analyses, only the intent-to-treat analysis will be reported
in detail below, along with a brief summary highlighting
any differences found in the supplemental analysis.

Results
Two-hundred eighty nine women with mean (SD) ages
of 56.4 (6.3) enrolled in the study. Based upon BMI, 53
(18.4%) were normal weight, 109 (37.7%) were overweight
and 127 (43.9%) were obese. Baseline characteristics
showed the majority of women were Caucasian (97.9%;
n = 283) and were employed full-time (60.6%; n = 175);
118 (40.8%) reported having a college degree or higher
education. The majority of women reported having a
household income > $40,000, with 79 (27.3%) reporting a
household income of $40,000-59,000, and 127 (43.9%)
reporting a household income of > $60,000. There were 51
(17.6%) living in rural isolated areas, with 208 (71.2%) living
in an area defined as large rural. Baseline characteristics by
randomized group are found in Table 1.
Of the 289 women initially enrolled in the study, 17
(6%) dropped out after completing baseline but before
the 6-month data collection, with dropout rates not
significantly different across the three groups [χ2 (2,
N =289) =2.20, p = .333]. Compared to those in the
analysis sample, these women had higher BMI, waist
circumference, daily caloric intake, and sodium intake,
with lower fitness, activity levels, and fruit and vegetable
servings, although differences were significant only for
BMI [t(287) = −2.01, p = .045] and fruit and vegetable
servings [t(287) =2.03, p = .043]. Sample sizes at 24 months
were 48, 104, and 104 women, in the standard advice, webbased, and print-mailed groups, respectively. A total of 33
women dropped between baseline and 24 months for an
overall attrition rate of 11.4%. Of those who dropped from
the study, 30% (n = 10) cited the time commitment as their
reason for withdrawal. See Figure 1 for flow diagram.
Within-group distributions of all change variables were
examined for outliers and non-normality. All distributions
were symmetric, but change in BMI, calories expended,
and minutes in moderate or more intense activity tended
to have high positive kurtosis. Using a cutoff of z > |4.0|,
5–6 cases were identified as outliers for calories expended
and minutes of at least moderate intensity activity, with 1
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Table 1 Characteristics of Rural Women with
Prehypertension by Randomized Group

Variable

Standard Advice Web

Print

n = 58

n = 115

n = 116
%

or 2 extreme cases identified for BMI, percentage of fat,
percentage of saturated fat, sodium, dairy, and estimated
VO2max. Analyses of change in outcomes by group
were repeated without these outliers. Normality of the
distributions improved, but for all but one comparison
(discussed later in the text), conclusions did not change
when outliers were removed, and these additional analyses
will not be presented.

n

%

n

White

57

98%

115 99% 111 97%

Hispanic

0

0%

1

1%

2

2%

Other

1

2%

0

0%

1

1%

Change in behavior and biomarkers

No Response

0

0%

0

0%

1

1%

High School or lower

11

19%

21

18% 20

17%

Some College

20

34%

47

41% 52

45%

College Grad or Above

27

47%

48

41% 43

37%

Full Time

33

57%

73

63% 69

60%

Part Time

12

21%

19

16% 22

19%

<$20,000

4

7%

10

9%

5%

$20,000 to $39,999

14

24%

25

22% 23

20%

$40,000 to $59,999

18

31%

30

26% 31

27%

$60,000 or higher

22

38%

51

44% 54

47%

Large Rural

39

67%

84

72% 85

74%

Small Rural

7

12%

14

12% 9

8%

Isolated

12

21%

18

16% 21

18%

Diabetes

5

9%

4

3%

7

6%

Coronary Artery Disease

0

0%

0

0%

0

0%

Heart Attack

0

0%

2

2%

1

1%

Stroke

0

0%

1

1%

2

2%

Emphysema

0

0%

1

1%

2

2%

Asthma

5

9%

13

11% 8

7%

Arthritis

16

28%

26

22% 25

22%

Osteoporosis

7

12%

8

7%

8

7%

Broken hip

0

0%

0

0%

1

1%

Cancer

2

3%

2

2%

4

3%

0

0%

8

7%

8

7%

Excellent to Very Good

35

60%

73

63% 65

57%

Good

20

34%

38

33% 43

37%

Poor to Fair

3

5%

5

4%

6%

Normal (< 25)

8

14%

30

26% 15

13%

Overweight (25-29.9)

22

38%

40

34% 47

41%

Obese (≥ 30)

28

48%

46

40% 53

46%

Descriptive statistics (group means and standard deviations)
for blood pressure and healthy eating and activity behavioral
markers and biomarkers at baseline and for change from
baseline to 6, 12, 18, and 24 months are presented in
Tables 2 and 3. From baseline to the end of the intervention
period of 12 months, mean (SD) reductions in systolic
blood pressure were 5.6 (10.6) mm Hg in the standard
advice group, 7.4 (9.5) mm Hg in the web-based group, and
7.2 (8.5) mm Hg in the print-mail group. Corresponding
diastolic reductions were 3.6 (6.6), 4.6 (6.3), and 3.8
(5.7) mm Hg in the standard advice, web-based, and
print-mailed groups, respectively. At 24 months (12 months
post-intervention), mean (SD) reductions in the standard
advice, web-based, and print-mailed groups were 4.1 (9.5),
5.2 (11.7), and 3.8 (9.8) mm Hg, respectively, for systolic
blood pressure, and 5.0 (6.1), 5.0 (6.7), and 3.4 (6.8) mm
Hg, respectively, for diastolic blood pressure.
All tests of the Group X Time interaction were
non-significant, indicating that the differences among
groups did not vary across time for any of the outcomes.
Descriptively, all groups showed a general pattern of
improvement over time on most outcomes. The exception
was low fat dairy servings, which declined in the standard
advice group.
Linear mixed model results of pairwise comparisons of
estimated marginal mean change across the 24-month
study, adjusted for age and baseline level, are summarized
below. Consistent with the hypothesis, both the web-based
group and print-mailed group improved significantly more
than did the standard advice group on several dietary
measures, with greater reductions in percent of calories
from fat (p = .018 and p = .030) and from saturated fat
(p = .049 and p = .013) and greater increases in servings of
fruit and vegetables (p = .008 and p < .005) and low fat dairy
(p < .001 and p = .002, respectively). The print-mailed group
improved significantly more than the standard advice group
on triglycerides (p = .014). Waist circumference also
decreased significantly more in the web-based and printmailed groups than in the standard advice group (p = .017
and p = .016, respectively). In addition, the web-based
group showed a significantly greater decrease in BMI
(however, the p-value for this comparison increased from
.047 to .056 if a single outlier was deleted), a larger increase
in fitness defined as estimated VO2max (p = .037), and

n

%
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Race or Ethnicity

Education

Employment

Household Income
6

Rural Residency

Comorbid Conditions

Smoke Cigarettes
General Health Categorized

7

BMI Category (kg/m2)
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Table 2 Mean (SD) change from Baselinea for Blood Pressure and Eating and Activity Biomarkers by Group
Estimated Mean Difference over 24 monthsc

Observed Means
Variable

Standard Advice (SA)

Web-based (W)

Print-mailed (P)

n=53b

n=108b

n=111b

Pairwise

Mean (SD)

Mean (SD)

Mean (SD)

Comparison

p-valued

Estimate (95% CI)

Systolic blood pressure (mm Hg)
Baseline

128.3 (6.5)

127.1 (6.7)

128.3 (5.6)

W vs. SA

0.048

-2.1 (-4.6 to 0.4)

Change at 6 months (SD)

-5.1 (10.5)

-6.5 (7.8)

-6.1 (8.2)

P vs. SA

NS

-0.9 (-3.4 to 1.6)

Change at 12 months (SD)

-5.6 (10.6)

-7.4 (9.5)

-7.2 (8.5)

W vs. P

NS

-1.2 (-3.2 to 0.8)

Change at 18 months (SD)

-4.8 (12.2)

-8.1 (10.4)

-6.6 (8.2)

Change at 24 months (SD)

-4.1 (9.5)

-5.2 (11.7)

-3.8 (9.8)

Baseline

76.6 (6.8)

77.3 (6.7)

76.9 (6.6)

W vs. SA

NS

-0.2 (-1.7 to 1.3)

Change at 6 months (SD)

-3.7 (7.5)

-3.8 (5.9)

-3.4 (5.9)

P vs. SA

NS

0.3 (-1.2 to 1.8)

Change at 12 months (SD)

-3.6 (6.6)

-4.6 (6.3)

-3.8 (5.7)

W vs. P

NS

-0.5 (-1.7 to 0.8)

Change at 18 months (SD)

-5.7 (7.7)

-6.1 (7.2)

-5.2 (6.6)

Change at 24 months (SD)

-5.0 (6.1)

-5.0 (6.7)

-3.4 (6.8)

Baseline

29.7 (4.7)

28.6 (5.1)

30.5 (5.4)

W vs. SA

0.047

-0.4 (-1.0 to 0.1)

Change at 6 months (SD)

-0.6 (1.2)

-0.8 (1.0)

-0.9 (1.4)

P vs. SA

NS

-0.1 (-0.6 to 0.4)

Change at 12 months (SD)

-0.3 (1.6)

-0.8 (1.3)

-0.6 (1.9)

W vs. P

NS

-0.3 (-0.7 to 0.1)

Change at 18 months (SD)

-0.2 (1.4)

-0.7 (1.4)

-0.4 (2.5)

Change at 24 months (SD)

-0.2 (1.4)

-0.8 (1.7)

-0.2 (3.0)

Diastolic blood pressure (mm Hg)

BMI (kg/m2)

Waist circumference (cm)
Baseline

97.3 (11.2)

95.2 (11.9)

99.4 (13.0)

W vs. SA

0.017

-1.6 (-3.1 to -0.1)

Change at 6 months (SD)

-1.2 (3.8)

-1.9 (3.9)

-2.6 (5.0)

P vs. SA

0.016

-1.6 (-3.1 to -0.1)

Change at 12 months (SD)

-1.5 (5.0)

-3.2 (4.4)

-3.6 (5.4)

W vs. P

NS

-0.02 (-1.2 to 1.2)

Change at 18 months (SD)

-0.5 (4.2)

-2.1 (4.8)

-2.6 (6.8)

Change at 24 months (SD)

-1.0 (4.1)

-2.4 (4.8)

-1.8 (7.6)

Baseline

20.8 (7.7)

22.6 (7.0)

21.8 (7.4)

W vs. SA

0.037

0.9 (-0.1 to 1.8)

Change at 6 months (SD)

1.9 (3.5)

2.3 (2.4)

2.4 (3.1)

P vs. SA

NS

0.4 (-0.6 to 1.3)

Change at 12 months (SD)

2.0 (4.2)

1.9 (3.2)

2.0 (3.5)

W vs. P

NS

0.5 (-0.3 to 1.3)

Change at 18 months (SD)

1.7 (3.9)

2.5 (3.0)

2.1 (3.8)

Change at 24 months (SD)

0.9 (4.6)

1.7 (3.0)

1.1 (3.6)

194.7 (32.9)

201.9 (34.8)

194.9 (33.9)

W vs. SA

0.215e

2.53 (-3.75 to 8.81)

Change at 6 months (SD)

1.0 (21.5)

1.7 (27.1)

-0.5 (24.6)

P vs. SA

0.375

-1.02 (-7.29 to 5.25)

Change at 12 months (SD)

1.6 (19.1)

-0.04 (23.7)

-1.8 (22.3)

W vs. P

0.168

3.55 (-1.51 to 8.60)

Change at 24 months (SD)

3.3 (27.3)

6.8 (30.0)

4.5 (30.9)

57.3 (12.7)

58.3 (15.4)

56.0 (12.5)

W vs. SA

0.155

1.01 (-.95 to 2.98)

Change at 6 months (SD)

-3.6 (7.8)

-2.6 (7.6)

-2.8 (6.6)

P vs. SA

0.163

0.98 (-.98 to 2.95)

Change at 12 months (SD)

-2.4 (7.4)

-1.5 (8.6)

-1.1 (7.1)

W vs. P

0.968

.03 (-1.55 to 1.62)

Change at 24 months (SD)

-5.7 (7.7)

-5.5 (9.1)

-5.0 (7.0)

Estimated VO2 max (mg/ml/min)

Total cholesterol (mg/dL)
Baseline

HDL (mg/dL)
Baseline
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Table 2 Mean (SD) change from Baselinea for Blood Pressure and Eating and Activity Biomarkers by Group (Continued)
LDL (mg/dL)
114.7 (27.0)

118.5 (32.2)

115.0 (29.6)

W vs. SA

0.264e

1.79 (-3.78 to 7.37)

Change at 6 months (SD)

1.4 (17.5)

4.0 (24.6)

3.1 (21.7)

P vs. SA

0.455

-0.32 (-5.89 to 5.25)

Change at 12 months (SD)

2.3 (16.8)

1.2 (20.2)

0.6 (20.3)

W vs. P

0.356

2.11 (-2.39 to 6.61)

Change at 24 months (SD)

11.5 (19.0)

13.6 (25.8)

10.8 (27.1)

Baseline

113.5 (55.1)

127.5 (72.3)

119.4 (57.4)

W vs. SA

0.114

-6.2 (-16.4 to 3.9)

Change at 6 months (SD)

16.1 (43.5)

1.3 (43.4)

-4.8 (42.9)

P vs. SA

0.014

-11.5 (-21.6 to -1.3)

Change at 12 months (SD)

8.0 (40.4)

-2.0 (46.3)

-6.0 (36.6)

W vs. P

0.207

5.2 (-2.9 to 13.4)

Change at 24 months (SD)

-1.3 (38.1)

-6.7 (41.6)

-6.2 (43.5)

Baseline

Triglycerides (mg/dL)

a

Negative change values indicate a decrease from baseline.
n’s reflect group sizes at baseline, excluding those having no followup data (n = 17).
c
Pairwise comparisons of groups based on estimated marginal means adjusted for age and baseline value of outcome using linear mixed model methods to
conduct patterned covariance analysis.
d
Comparisons of Web-based and Print-mailed with Standard Advice were one-tailed, Web-based with Print-mailed was two-tailed, each tested at α = .05.
e
Effect was not in the hypothesized direction.
b

significantly greater improvement in systolic blood
pressure (p = .048) compared to the standard advice
group. In the supplemental analysis without women
who were prescribed antihypertension medication, none
of the pairwise comparisons for systolic or diastolic blood
pressure were significant (the p-value for web-based
compared to standard advice changed from .048 to
.124). The pattern of means remained the same, but
mean differences between groups were slightly smaller
for systolic blood pressure than the differences found
in the primary analysis.
Analysis of the degree of change in the intervention
groups compared to the standard advice group on
kilocalorie intake (p = .024 and p = .027) and sodium
(p = .030 and p = .026) indicated the standard advice
group had greater decline on each of these outcomes, contrary to expectations. There were no significant differences
between the web-based and print-mailed groups in change
on any of the outcomes.
Proportion meeting health outcome criteria

Table 4 displays the proportion in each group meeting
normotensive status and eating or activity behavioral
marker criteria and includes results of the analysis using
generalized estimating equations. After the 12-month intervention, the proportions of women achieving normotensive
status were 51% in standard advice, 49% in web-based, and
43% in print-mailed groups, respectively. After 24 months
(12 months post-intervention), the proportions of women
in the standard advice, web-based, and print-mailed groups
that met normotensive status were 29%, 46%, and 31%,
respectively. Over the 24-month trial, 16 women were
prescribed antihypertensive medication, representing seven
women in the standard advice group, four women in the
web-based group, and five women in the print-mailed

group. Omitting these women from the calculations,
normotensive status was achieved by 49%, 49% and
45% at 12 months and by 33%, 47%, and 29% of the
women in each group at 24 months.
The results of the analysis using generalized estimating
equations showed a higher estimated proportion of
women in the web-based group achieved normotensive
status than in the print-mailed or standard advice
groups, but differences were not significant (p = .109 and
p = .088, respectively). Similar results were found in the
supplemental analysis (p = .092 and p = .115, respectively).
In addition, compared to the standard advice group, both
web-based and print-mailed groups had significantly
greater proportions of women meeting recommendations
of a minimum of 8 daily servings of fruit and vegetables
(both p < .005) and 2 servings of low fat dairy (p = .01
and p = .05). All Group X Time interactions were
non-significant except for low fat dairy, for which the
magnitude of differences among groups differed significantly over time (Wald χ2 (6) = 15.34, p = .018); however,
the proportion in the standard advice group was consistently lower than in the other groups. In general, the proportions meeting criteria were quite low regardless of
intervention. Exceptions were sodium consumption and
normotensive status, each approaching half of the sample,
and engaging in at least 150 minutes weekly of activity at
moderate or greater intensity, which was reported by
approximately 75% of all groups.

Discussion
The Wellness for Women: DASHing towards Health clinical
trial found many rural women with prehypertension were
able to reduce blood pressure sufficiently to achieve normotensive status across group and time points. Although a
higher estimated proportion of women in the web-based
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Table 3 Mean (SD) change from Baselinea for Eating and Activity Behavioral Markers by Group
Observed Means

Estimated Mean Difference over
24 monthsc

Standard advice (SA) Web-based (W) Print-mailed (P) Pairwise
n=53b

n=108b

n=111b

Mean (SD)

Mean (SD)

Mean (SD)

Comparison p-valued Estimate (95% CI)

Weekly minutes of moderate or greater
physical activity
Baseline

266.4 (196.1)

265.3 (269.4)

227.6 (238.6)

W vs. SA

NS

18.6 (-46.1 to 83.3)

Change at 6 months (SD)

64.6 (274.7)

81.7 (343.9)

135.8 (329.1)

P vs. SA

NS

12.7 (-52.3 to 77.8)

Change at 12 months (SD)

103.9 (386.4)

91.3 (349.9)

96.0 (262.3)

W vs. P

NS

5.9 (-46.2 to 58.0)

Change at 18 months (SD)

17.0 (258.4)

96.8 (352.7)

120.6 (349.4)

Change at 24 months (SD)

44.2 (306.8)

73.3 (362.3)

79.5 (390.0)

2159.4 (374.4)

2059.5 (371.8)

2131.6 (435.6)

W vs. SA

NS

-38.0 (-95.3 to 19.4)

Kcal expended daily
Baseline
Change at 6 months (SD)

13.1 (182.8)

7.6 (198.7)

48.5 (242.5)

P vs. SA

NS

1.8 (-55.6 to 59.2)

Change at 12 months (SD)

65.8 (287.4)

21.7 (211.7)

43.8 (187.8)

W vs. P

NS

-39.8 (-85.9 to 6.4)

Change at 18 months (SD)

26.4 (203.5)

22.5 (226.8)

63.0 (276.5)

Change at 24 months (SD)

34.7 (193.1)

0.5 (243.5)

60.3 (326.6)

1702.6 (627.3)

1644.9 (559.0)

1740.3 (613.6)

W vs. SA

0.024e

113.4 (1.2 to 225.7)

e

Kcal intake daily
Baseline
Change at 6 months (SD)

-207.4 (393.1)

-63.3 (443.7)

-94.6 (520.2)

P vs. SA

0.027

110.9 (-1.5 to 223.4)

Change at 12 months (SD)

-227.2 (466.5)

-94.9 (505.7)

-143.1 (513.3)

W vs. P

NS

2.5 (-88.1 to 93.1)

Change at 18 months (SD)

-256.8 (426.0)

-120.1 (524.9)

-210.0 (514.5)

Change at 24 months (SD)

-211.4 (421.3)

-169.5 (433.9)

-182.0 (594.9)

Baseline

36.9 (5.6)

36.6 (6.2)

36.4 (4.6)

W vs. SA

0.018

-1.4 (-2.6 to -0.1)

Change at 6 months (SD)

-2.4 (5.7)

-3.8 (5.2)

-3.7 (5.1)

P v. SA

0.03

-1.2 (-2.5 to 0.1)

Change at 12 months (SD)

-3.1 (5.7)

-3.7 (5.0)

-3.5 (4.8)

W vs. P

NS

-0.1 (-1.2 to 0.9)

Change at 18 months (SD)

-1.5 (5.5)

-3.6 (5.1)

-3.3 (4.7)

Change at 24 months (SD)

-1.8 (5.3)

-3.3 (5.4)

-2.8 (5.1)

Baseline

10.9 (1.9)

10.8 (2.3)

10.8 (1.9)

W vs. SA

0.049

-0.4 (-0.8 to 0.1)

Change at 6 months (SD)

-0.9 (1.9)

-1.4 (1.7)

-1.6 (2.0)

P vs. SA

0.013

-0.5 (-0.9 to -0.1)

Change at 12 months (SD)

-1.3 (2.0)

-1.3 (1.8)

-1.4 (1.9)

W vs. P

NS

0.1 (-0.2 to 0.5)

Change at 18 months (SD)

-0.6 (1.8)

-1.3 (1.8)

-1.2 (1.8)

Change at 24 months (SD)

-0.7 (1.8)

-1.1 (1.9)

-1.2 (2.0)

Baseline

4.9 (2.1)

4.8 (2.6)

5.1 (2.3)

W vs. SA

0.008

0.8 (0.1 to 1.4)

Change at 6 months (SD)

0.8 (2.1)

1.8 (2.2)

2.1 (2.4)

P vs. SA

<0.005

1.2 (0.6 to 1.8)

Change at 12 months (SD)

0.9 (2.5)

1.7 (2.4)

2.0 (2.5)

W vs. P

NS

-0.4 (-0.9 to 0.1)

Change at 18 months (SD)

0.5 (2.1)

1.4 (2.6)

1.4 (2.7)

Change at 24 months (SD)

0.9 (2.5)

1.0 (2.5)

1.6 (2.7)

Baseline

1.3 (0.9)

1.4 (1.0)

1.5 (1.0)

W vs. SA

<0.001

0.3 (0.1 to 0.5)

Change at 6 months (SD)

-0.1 (0.6)

0.2 (0.9)

0.1 (0.7)

P vs. SA

0.002

0.3 (0.1 to 0.5)

Percent daily calories from fat

Percent daily calories from saturated fat

Fruit and vegetable daily servings

Low-fat dairy daily servings
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Table 3 Mean (SD) change from Baselinea for Eating and Activity Behavioral Markers by Group (Continued)
Change at 12 months (SD)

-0.2 (0.6)

0.2 (1.0)

0.1 (0.7)

Change at 18 months (SD)

-0.2 (0.7)

0.0 (0.9)

0.0 (0.7)

W vs. P

NS

0.1 (-0.1 to 0.2)

Change at 24 months (SD)

-0.1 (0.7)

0.0 (0.9)

0.1 (0.7)

2926 (1149)

2748 (1029)

3048 (1190)

W vs. SA

0.030e

Change at 6 months (SD)

-368 (743)

-50 (849)

206.2 (-8.7 to 421.1)

-251 (1007)

P vs. SA

0.026e

214.3 (-0.7 to 429.4)

Change at 12 months (SD)

-412 (870)

Change at 18 months (SD)

-472 (794)

-140 (935)

-260 (988)

W vs. P

NS

-8.1 (-182.1 to 165.9)

-208 (968)

-355 (1031)

Change at 24 months (SD)

-332 (856)

-309 (818)

-373 (1091)

Sodium (mg/day)
Baseline

a

Negative change values indicate a decrease from baseline.
b
n’s reflect group sizes at baseline, excluding those having no followup data (n = 17).
c
Pairwise comparisons of groups based on estimated marginal means adjusted for age and baseline value of outcome using linear mixed model methods to
conduct patterned covariance analysis.
d
Comparisons of Web-based and Print-mailed with Standard Advice were one-tailed, Web-based with Print-mailed was two-tailed, each tested at α = .05.
e
Effect was not in the hypothesized direction.

group (47%) achieved normotensive status than in the
print-mailed (39%) or standard advice groups (39%), these
proportions did not significantly differ. Conclusions were
the same regardless of whether women who began taking
antihypertension medications were included in the analysis.
The relatively high proportions of women in each group
who achieved normotensive status is of clinical importance,
because individuals with prehypertension are associated
with a 27% increase in all-cause and a 66% increase
in cardiovascular disease mortality when compared to
individuals who are normotensive [52].
The results of this community-based trial are encouraging
and are consistent with the findings among participants in
the PREMIER trial who had above-optimal blood pressure
(defined as not being on antihypertensive medication and
having a systolic blood pressure of 120–159 mm Hg and/or
a diastolic blood pressure of 80 to 95 mm Hg), where
normotensive status was achieved by 40% of individuals in
the established behavioral intervention group and by 48% of
individuals in the established behavioral intervention
group plus the DASH [16]. Consistent with our hypotheses,
both web-based and print-mailed tailored intervention
groups accomplished greater improvements in measures of
waist circumference and dietary measures compared to the
standard advice group. These findings are consistent
with a recent systematic review reporting positive effects
for computer-tailored diet and activity interventions
compared to generic interventions [22]. Specifically,
rural women in both web-based and print-mailed
groups had greater reductions in percent calories
from fat and saturated fat and greater increases in
servings of fruit and vegetables and low fat dairy than
women receiving standard advice, and women in the
web-based group demonstrated greater reductions in systolic blood pressure and BMI over time than women in the
standard advice group.

Available studies that compared web-based and printmailed methods of delivering tailored interventions used
different populations, targeted one or more behaviors
(diet or activity or both), and implemented different
length and dose of interventions, making it difficult
to make comparisons of their work with this study
[22]. Several groups of researchers have compared the
use and effects of both modes of delivery, suggesting that
age, gender, socioeconomic factors, and health status may
influence either the preference of use and/or outcomes of
the intervention [22,53,54].
Our 12-month post-intervention outcomes showed the
reductions in both systolic blood pressure and diastolic
blood pressure of rural women to be within the range
reported post-intervention in the DASH [55] and the
PREMIER trials [16]. At 24 months (12 months postintervention), the rural women in the standard advice and
print-mailed groups demonstrated lower proportions of
normotensive status than immediately post-time intervention, which is similar to findings in above-optimal
participants in the PREMIER trial, where declines in blood
pressure reduction occurred at 18 months (12 months
post-intervention) [17].
Similar to the PREMIER studies [16,17], a high proportion of women in the standard advice group demonstrated
a reduction of blood pressure to normotensive status,
representing 40%, 51%, 44%, and 29% of women from baseline to 6, 12, 18, and 24 months, respectively (40%, 49%,
43%, and 33% if calculated without those taking antihypertension medication). This might be attributed to findings
that the standard advice group showed greater reductions
in sodium than the two intervention groups, with the estimated marginal proportions of women meeting the target
of <2400 mg of daily sodium as 48% for standard advice
group and 43% for both intervention groups. Studies have
shown that low-salt intake can reduce blood pressure [56].
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Table 4 Group Comparison of Frequency (Proportion) meeting Health Outcomes for Blood Pressure, Healthy Eating
and Activity Behavioral Targets
Standard

Web-

Print-

Odds ratio (95% CI)a

Advice (SA)

based (W)

mailed (P)

W vs SA

P vs SA

W vs P

6 months

21/53 (.40)

55/108 (.51)

47/111 (.42)

1.5 (0.7 to 3.1)

1.2 (0.6 to 2.5)

1.3 (0.7 to 2.3)

12 months

26/51 (.51)

51/105 (.49)

46/108 (.43)

0.8 (0.4 to 1.6)

0.8 (0.4 to 1.7)

1.0 (0.5 to 1.8)

18 months

21/48 (.44)

56/102 (.55)

42/103 (.41)

1.7 (0.7 to 3.6)

1.0 (0.5 to 2.2)

1.7 (0.9 to 3.1)

24 months

14/48 (.29)

48/104 (.46)

32/104 (.31)

2.1 (1.0 to 4.7)

1.3 (0.6 to 2.9)

1.7 (0.9 to 3.1)

0.39

0.47

0.39

p = .11

p = .48

p = .09

6 months

44/53 (.83)

87/108 (.81)

86/111 (.78)

0.8 (0.4 to 2.0)

0.7 (0.3 to 1.7)

1.2 (0.5 to 2.8)

12 months

37/51 (.73)

79/106 (.75)

79/106 (.73)

1.1 (0.5 to 2.5)

1.1 (0.5 to 2.3)

0.9 (0.4 to 1.9)

18 months

38/48 (.79)

85/102 (.83)

81/102 (.79)

1.3 (0.5 to 3.1)

0.9 (0.4 to 2.2)

0.8 (0.3 to 1.9)

24 months

34/48 (.71)

71/104 (.68)

67/103 (.65)

0.9 (0.4 to 2.0)

0.8 (0.4 to 1.8)

1.1 (0.5 to 2.3)

Criteria
Normotensive status

Estimated marginal proportion

b

≥ 150 minutes weekly of moderate or greater
intensity activity

Estimated marginal proportion

b

0.77

0.78

0.75

p = .41

c

p = .34

p = .44

<27% daily calories from fat
6 months

4/53 (.08)

17/108 (.16)

14/111 (.13)

2.3 (0.7 to 7.9)

1.8 (0.5 to 6.5)

0.4 (0.1 to 1.5)

12 months

4/51 (.08)

12/106 (.11)

12/109 (.11)

1.4 (0.4 to 5.1)

1.4 (0.4 to 5.3)

0.7 (0.2 to 2.7)

18 months

5/48 (.10)

15/102 (.15)

13/103 (.13)

1.5 (0.5 to 4.9)

1.4 (0.4 to 4.6)

0.6 (0.2 to 2.1)

24 months

4/48 (.08)

13/104 (.13)

11/104 (.11)

1.6 (0.5 to 5.6)

1.4 (0.4 to 5.1)

0.6 (0.2 to 2.2)

0.05

0.09

0.08

p = .10

p = .15

p = .76

6 months

4/53 (.08)

8/108 (.07)

5/111 (.05)

0.7 (0.2 to 2.9)

0.6 (0.1 to 2.6)

1.5 (0.4 to 6.4)

12 months

3/51 (.06)

7/106 (.07)

9/109 (.08)

0.9 (0.2 to 4.1)

1.3 (0.3 to 5.8)

1.2 (0.2 to 5.4)

18 months

3/48 (.06)

9/102 (.09)

8/103 (.08)

1.3 (0.3 to 5.7)

1.4 (0.3 to 6.0)

0.8 (0.2 to 3.2)

24 months

1/48 (.02)

9/104 (.09)

5/104 (.05)

4.5 (0.5 to 41.3)

2.9 (0.3 to 28.6)

0.2 (.02 to 2.0)

0.02

0.03

0.03

p = .27

p = .30

p = .89

6 months

8/53 (.15)

32/108 (.30)

38/111 (.34)

2.9 (1.1 to 7.6)

3.3 (1.3 to 8.5)

0.3 (0.1 to 0.9)

12 months

7/51 (.14)

32/106 (.30)

38/109 (.35)

3.3 (1.2 to 8.9)

4.2 (1.6 to 11.2)

0.3 (0.1 to 0.8)

18 months

5/48 (.10)

30/102 (.29)

27/103 (.26)

4.5 (1.5 to 13.8)

3.9 (1.3 to 11.9)

0.2 (0.1 to 0.7)

24 months

7/48 (.15)

25/104 (.24)

32/104 (.31)

2.0 (0.8 to 5.4)

2.9 (1.1 to 7.6)

0.5 (0.2 to 1.3)

0.10

0.25

0.27

p < .005

p < .005

p = .63

6 months

10/53 (.19)

37/108 (.34)

29/111 (.26)

2.4 (0.9 to 6.4)

1.3 (0.5 to 3.6)

0.4 (0.2 to 1.1)

12 months

7/51 (.14)

38/106 (.36)

33/109 (.30)

4.7 (1.6 to 13.7)

2.9 (1.0 to 8.6)

0.2 (0.1 to 0.6)

18 months

6/48 (.13)

25/102 (.25)

23/103 (.22)

2.6 (0.8 to 8.1)

2.2 (0.7 to 7.2)

0.4 (0.1 to 1.2)

24 months

9/48 (.19)

24/104 (.23)

27/104 (.26)

1.1 (0.4 to 3.4)

1.5 (0.5 to 4.4)

0.9 (0.3 to 2.6)

0.11

0.24

0.20

p = .01

p = .05

p = .38

6 months

22/53 (.42)

46/108 (.43)

48/111 (.43)

0.8 (0.4 to 1.8)

1.2 (0.5 to 2.6)

1.2 (0.5 to 2.6)

12 months

26/51 (.51)

49/106 (.46)

42/109 (.39)

0.7 (0.3 to 1.4)

0.5 (0.2 to 1.2)

1.5 (0.7 to 3.4)

Estimated marginal proportion

b

<7% daily calories from saturated fat

Estimated marginal proportionb
>8 daily servings of fruit and vegetables

Estimated marginal proportionb
> 2 daily servings of low-fat dairy

Estimated marginal proportion

b

< 2400 mg of daily sodium

Hageman et al. International Journal of Behavioral Nutrition and Physical Activity 2014, 11:148
http://www.ijbnpa.org/content/11/1/148

Page 15 of 18

Table 4 Group Comparison of Frequency (Proportion) meeting Health Outcomes for Blood Pressure, Healthy Eating
and Activity Behavioral Targets (Continued)
18 months

29/48 (.60)

55/102 (.54)

47/103 (.46)

0.6 (0.3 to 1.5)

0.5 (0.2 to 1.3)

1.6 (0.7 to 3.7)

24 months

23/48 (.48)

57/104 (.55)

48/104 (.46)

1.4 (0.6 to 3.0)

1.1 (0.5 to 2.5)

0.7 (0.3 to 1.6)

0.48

0.43

0.43

p = .24c

p = .23c

p = .90

Estimated marginal proportionb

Note: GEE comparisons of Web-based and Print-mailed with Standard Advice were one-tailed, Web-based with Print-mailed was two-tailed, each tested at
α = .05.
a
Odds ratios calculated separately for each time point and adjusted for age and baseline outcome.
b
Estimated marginal proportions from generalized estimating equations adjusted for age and baseline level of outcome.
c
Effect was not in hypothesized direction.

The reassessments, which were relatively frequent in order
to obtain current data to guide message tailoring, may have
had an unintended effect as intervention boosters. Further,
this effect may have been stronger in the standard advice
group, which lacked the feedback that logging provided to
the other intervention groups. The literature suggests
that interventions that incorporate frequent scheduled
follow-up are generally more effective [57]. The PREMIER
group also questioned whether frequent contacts made a
difference in their control group and noted that highly
motivated volunteers who are recruited in randomized
trials that include standard advice groups may not be
representative of the general population [16,17].
JNC-7 recommended weight loss for effective blood
pressure reduction even without attaining normal BMI,
and there was no change in this recommendation in the
recently published JNC-8 [57]. A meta-analysis of 25
randomized clinical trials showed that a weight loss of one
kg was associated with one mm Hg reduction in systolic
blood pressure and diastolic blood pressure in individuals
with prehypertension [58]. However, our interventions
emphasized achieving dietary and activity behavioral
targets and did not specifically address weight loss;
results showed the weight of rural women remained stable
(±2 pounds) in all groups over time.
The web-based group had the highest estimated
proportion of women attaining normotensive status
and also showed a greater reduction in waist circumference and a larger increase in estimated cardiorespiratory
fitness (VO2max) compared to the standard advice group,
suggesting that women in this group may have been more
likely to participate in the physical activity component of
the intervention. Numerous studies demonstrate the
influence of cardiorespiratory fitness on reducing blood
pressure, independent of weight loss [59]. Increased activity,
resulting in increased fitness and reduced abdominal
fatness, was shown to make an additive contribution
toward blood pressure reduction [60]. The accuracy of the
self-reported physical activity may be suspect, however,
especially given that all group means on that outcome
exceeded 250 minutes per week at baseline, far above what
is generally reported for this population. This might be
attributed to the challenges that sedentary individuals face

in accurate recall of their participation in moderate or
greater physical activity [61]. Objective measurement of
physical activity using accelerometers would have enhanced
the analysis about the women’s level of activity.
The blood lipid levels remained stable across all
groups over 24 months, with observed lipid values in the
normal or desirable ranges across all groups (HDL >50
mg/dL, LDL <129 mg/dL, triglycerides <150 mg/dL, and
total cholesterol <200 mg/dL) with one exception of
web-based group having mean (SD) of 201.9 (34.8) mg/dL.
Although differences were observed in triglycerides
between the print-mailed group and control group over
24 months, this difference was not clinically meaningful as
the triglyceride levels remained in the normal range. The
lack of change may have been influenced by the women’s
overall healthy lipid profile at baseline, thus with little
room for improvement.
Women who volunteered for the study had more
education and were of higher socio-economic status
than the general population, which may limit the
generalizability of the results to the broader population.
The rural women, because of their familiarity with other
women in their areas of residence, may have shared
information with women assigned to other groups, and
contamination between groups may have occurred. This
community-based intervention did not track the degree to
which women participated in each of the components of
the intervention nor the compliance of women’s participation in their assigned groups, which are limitations. Subsequent to the completion of the data collection for this trial,
an extension of The Consolidated Standard of Reporting
Trials [CONSORT] was developed to provide guidance for
researchers when developing and reporting E-health
interventions, especially as related to tracking web use
(eg. logins, logfile analysis), which would have further
informed the outcomes of this study [62].
The strengths of this study included the successful recruitment and retention of a large cohort of rural women
to participate in a 24-month community-based trial that
compared standard advice with tailored web-based and
print-mailed lifestyle interventions for both eating and
activity behavior change, with findings that nearly half of
each group met normotensive status. As reimbursement is
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limited for preventive services such as lifestyle therapies
for diet, physical activity and blood pressure monitoring, future studies might focus on cost-effectiveness
of implementing this type of community-based approach
for prehypertension management.
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Conclusions
Finding effective methods to reach and influence behavior
change in rural women with prehypertension, who are at
high risk for developing hypertension, is a public health
challenge. This study supports that rural women with prehypertension are willing to participate in behavior-change
interventions via distance-delivery methods with the
goal of reducing their blood pressure. Women in both
intervention groups demonstrated greater improvements
in reducing waist circumference and improving dietary
measures than the standard advice group; women in the
web-based group also achieved greater improvements
in reducing systolic blood pressure and estimated
cardiovascular fitness than the standard advice group.
Rural women were able to make and sustain behavior
changes with favorable results of nearly one-half of
women in each group attaining normotensive blood
pressure.

Received: 6 June 2014 Accepted: 17 November 2014

Abbreviations
JNC 7 refers: Joint national committee on prevention, detection, evaluation
and treatment of high blood pressure – seventh report; DASH: Dietary
approaches to stop hypertension; HPM: Health promotion model; JNC
8: Joint national committee on prevention, detection, evaluation and
treatment of high blood pressure – eighth report.
Competing interests
Drs. Hageman and Pullen declare a patent Copyright on “Banding Together
for Strength” DVD used in the intervention component of the clinical trial
from which participant baseline data were analyzed for this manuscript.
Authors’ contributions
All authors conceived and designed the study. CHP was the principal
investigator for this project, MH conducted the sample size calculation and
created the plan for statistical analysis, PAH provided expertise on the
physical activity intervention and assessment, and LSB provided expertise on
the nutrition and dietary intervention and assessment. PAH drafted the
manuscript and all authors contributed to the revision for the manuscript. All
authors read and approved the final manuscript.
Acknowledgements
This study was funded by a National Institute of Nursing Research, National
Institutes of Health grant (grant no R01 NR04861), with supplemental
funding from a Research Support Fund grant from The Nebraska Medical
Center and the University of Nebraska Medical Center for lipid and glucose
testing, and from The Hygenic Corporation Thera-Band Academy for
equipment support. The authors acknowledge Susan Noble Walker, who
was the principal investigator when the grant was originally funded. The
authors thank Alicia Reinking and Julie Ehlers, who served as project
coordinators and Matthew Rutledge for informational technology support.
The authors thank Cindy Ference and Judy Katzberg for their work as the
research nurses and site coordinators and Cami Wells for her work as health
educator for the project. Appreciation is extended to Denise Waibel-Rycek
and Linda Erickson for their roles in participant recruitment. The authors
thank Paul J. Dizona for his work on this manuscript as data analyst.

References
1. Chobanian AV, Bakris GL, Black HR, Cushman WC, Green L, Izzo JL Jr, Jones DW,
Materson BJ, Oparil S, Wright JT Jr, Roccella E: Seventh report of the Joint
National Committee on prevention, detection, evaluation, and treatment of
high blood pressure. Hypertension 2003, 42(6):1206–1252.
2. Liska HA, Mainous AG 3rd, King DE, Egan BM: Prehypertension and
cardiovascular morbidity. Ann Fam Med 2005, 3:294–299.
3. Vasan R, Larson M, Leip E, Evans J, O’Donnell C, Kannel W, Levy D: Impact
of high-normal blood pressure on the risk of cardiovascular disease.
N Engl J Med 2001, 345(18):1291–1297.
4. Mosca L, Mochari H, Christian A, Berra K, Taubert K, Mills T, Burdick KA,
Simpson SL: National study of women’s awareness, preventive action,
and barriers to cardiovascular health. Circulation 2006, 113(4):525–534.
5. Hsia J, Margolis KL, Eaton CB, Wenger NK, Allison M, Wu L, LaCroix AZ,
Black HR: Prehypertension and cardiovascular disease risk in the
Women’s Health Initiative. Circulation 2007, 115(7):855–860.
6. Feresu SA, Zhang W, Puumala SE, Ullrich F, Anderson JR: The frequency
and distribution of cardiovascular disease risk factors among Nebraska
women enrolled in the WISEWOMAN screening program. J Womens
Health (Larchmt) 2008, 17(4):607–617.
7. Hageman PA, Pullen CH, Walker SN, Boeckner LS: Blood pressure, fitness,
and lipid profiles of rural women in the wellness for women project.
Cardiopulm Phys Ther J 2010, 21(3):27–34.
8. Fahs PS, Grabo TN, James GD, Neff-Smith M, Spencer GA: A comparison of
the cardiovascular risks of rural, suburban, and urban women. Online J
Rural Nurs Health Care 2001, 2(1):6–16.
9. Befort CA, Nazier N, Perri MG: Prevalence of obesity among adults from
rural and urban areas of the United States: findings from NHANES
(2005–2008). J Rural Health 2012, 28:392–397.
10. Trivedi T, Liu J, Probst JC, Martin AB: The metabolic syndrome: are rural
residents at increased risk? J Rural Health 2013, 29:188–197.
11. Eberhardt MS, Ingram DD, Makuc DM, Pamuk ER, Freid VM, Harper SB,
Schoenborn CA, Xia H: Health, United States, 2001: Urban and Rural Health
Chartbook. Hyattsville, Maryland: National Center for Health Statistics; 2001.
12. Fahs PS, Pribulick M, Williams IC, James JD, Rovynak V, Seibold-Simposon SM:
Promoting heart health in rural women. J Rural Health 2013, 29:248–257.
13. Casey MM, Thiede Call K, Klingner JM: Are rural residents less likely to
obtain recommended preventive healthcare services? Am J Prev Med
2001, 21(3):182–188.
14. Mosca L, Banka CL, Benjamin EJ, Berra K, Bushnell C, Dolor RJ, Ganiats TG,
Gomes AS, Gornik HL, Gracia C, Gulati M, Haan CK, Judelson DR, Keenan N,
Kelepouris E, Michos ED, Newby LK, Oparil S, Ouyang P, Oz MC, Petitti D,
Pinn VW, Redberg RF, Scott R, Sherif K, Smith SC Jr, Sopko G, Steinhorn RH,
Stone NJ, Taubert KA, Todd BA, Urbina E, Wenger NK: Evidence-based
guidelines for cardiovascular disease prevention in women: 2007
update. Circulation 2007, 115(11):1481–1501.
15. Appel LJ, Moore TJ, Obarzanek E, Vollmer WM, Svetkey LP, Sacks FM, Bray
GA, Vogt TM, Cutler JA, Windhauser MM, Lin P, Karanja N: A clinical trial of
the effects of dietary patterns on blood pressure. N Engl J Med 1997,
336(16):1117–1124.
16. Appel LJ, Champagne CM, Harsha DW, Cooper LS, Obarzanek E, Elmer PJ,
Stevens VJ, Vollmer WM, Lin P, Svetkey LP, Young DR: Effects of comprehensive
lifestyle modification on blood pressure standard advice: Main results of the
PREMIER clinical trial. J Am Med Assoc 2003, 289(16):2083–2093.
17. Elmer PJ, Obarzanek E, Vollmer WM, Simons-Morton D, Stevens VJ, Young DR,
Lin PH, Champagne C, Harsha DW, Svetkey LP, Ard J, Brantley PJ, Proschan MA,
Erlinger TP, Appel LJ, PREMIER Collaborative Research Group: Effects of
comprehensive lifestyle modification on diet, weight, physical fitness, and
blood pressure standard advice: 18-month results of a randomized trial.
Ann Intern Med 2006, 144(7):485–495.

Hageman et al. International Journal of Behavioral Nutrition and Physical Activity 2014, 11:148
http://www.ijbnpa.org/content/11/1/148

18. Walker SN, Pullen CH, Boeckner L, Hageman PA, Hertzog M, Oberdorfer MK,
Rutledge MJ: Clinical trial of tailored activity and eating newsletters with
older rural women. Nurs Res 2009, 58(2):74–85.
19. Walker SN, Pullen CH, Hageman PA, Boeckner LS, Hertzog M, Oberdorfer MK,
Rutledge MJ: Maintenance of activity and eating change after a clinical trial
of tailored newsletters with older rural women. Nurs Res 2010, 59(5):311–321.
20. Kreuter M, Farrell D, Olevitch L, Brennan L: Tailoring Health Messages.
New Jersey: Lawrence Erlbaum Associates; 2000.
21. Brug J, Campbell M, van Assema P: The application and impact of
computer-generated personalized nutrition education: A review of the
literature. Patient Educ Couns 1999, 36(2):145–156.
22. Broeckhuizen K, Kroeze W, van Poppel MNM, Oenema A, Brug J: A
systematic review of randomized controlled trials on the effectiveness of
computer-tailored physical activity and dietary behavior promotion
programs: an update. Ann Behav Med 2012, 44:259–286.
23. Bock C, Jarczok MN, Litaker D: Community-based efforts to promote physical
activity: a systematic review of interventions considering mode of delivery,
study quality and population subgroups. J Sci Med Sport 2014, 17(3):276–282.
24. Kroeze W, Werkman A, Brug J: A systematic review of randomized trials
on the effectiveness of computer-tailored education on physical activity
and dietary behaviors. Ann Behav Med 2006, 31(3):205–223.
25. Bavikati VV, Sperling LA, Salmon RD, Faircloth GC, Gordon TL, Frankling BA,
Gordon FN: Effect of comprehensive therapeutic lifestyle changes on
prehypertension. Am J Cardiology 2008, 102:1677–1680.
26. Dorough AE, Winett RA, Anderson ES, Davy BM, Martin EC, Hedrick V: DASH
to wellness: emphasizing self-regulation through E-Health in adults with
prehypertension. Health Psychol 2012, 33(3):249–254.
27. Watson AJ, Singh K, Myint-U K, Grant RW, Jethwani K, Murachver E, Harris K,
Lee TH, Kvedar JC: Evaluating a web-based self-management program for
employees with hypertension and prehypertension: a randomized clinical
trial. Am Heart J 2012, 164:625–631.
28. Vogt RJ, Cantrell RR, Johnson BB, Tomkins AJ: Rural Nebraska: Looking
back at a decade of change and progress. Publications from the Center
for Applied Rural Innovation (CARI) 2005, Paper 19. Available at
http://digitalcommons.unl.edu/caripubs/19
29. Pullen CH, Hageman PA, Boeckner L, Noble Walker S, Oberdorfer MK:
Feasibility of internet-delivered weight loss interventions among rural
women ages 50–69. J Geriatr Phys Ther 2008, 31(3):105–112.
30. Melvin CL, Corbie-Smith G, Kumanyika SK, Pratt CA, Nelson C, Walker ER,
Ammerman A, Ayala GX, Best LG, Cherrington AL, Economos CD, Green LW,
Harman J, Hooker SP, Murray DM, Perri MG, Ricketts TC, The Workshop Working
Group on CVD Prevention in High-Risk Rural Communities: Developing a
research agenda for cardiovascular disease prevention in high-risk rural
communities. Am J Publ Health 2003, 110(6):1011–1021.
31. Smedley BD, Syme SL, Committee on Capitalizing on Social Science and
Behavioral Research to Improve the Public’s Health, Division of Health
Promotion and Disease Prevention, Institute of Medicine: Promoting health:
intervention strategies from social and behavioral research. Am J Health
Promotion 2001, 15(3):149–166.
32. Pender N, Murdaugh CL, Parsons MA: Health Promotion in Nursing Practice.
5th edition. Upper Saddle River, NJ: Pearson Education Inc; 2006.
33. United States Department of Health and Human Services, National Institutes
of Health, and National Heart, Lung, and Blood Institute. Your guide to
lowering your blood pressure with DASH. 2010. Available at: http://www.
nhlbi.nih.gov/health/resources/heart/hbp-dash-how-plan-html.
34. Pescatello LS, Franklin BA, Fagard R, Farquhar WB, Kelly GA, Ray CA:
American College of Sports Medicine position stand: exercise and
hypertension. Med Sci Sports Exerc 2004, 36:533–553.
35. Health Resources and Service Administration, Federal Office of Rural Health
Policy (ORHP) and US Department of Agriculture, Economic Research
Service: Rural-urban Commuting Area Codes (RUCAs). Available at:
https://depts.washington.edu/uwruca/index.php.
36. Cardinal BJ, Esters J, Cardinal MK: Evaluation of the revised physical
activity readiness questionnaire in older adults. Med Sci Sports Exerc 1996,
28(4):468–472.
37. Whitlock E, Orleans C, Pender N, Allan J: Evaluating primary care behavioral
counseling interventions: an evidence-based approach. Am J Prev Med 2002,
22(4):267–284.
38. Pickering TG, Hall JE, Appel LJ, Falkner BE, Graves J, Hil MN, Jones DW, Kurtz T,
Sheps SG, Roccella EJ: Recommendations for blood pressure measurement
in humans and experimental animals, part 1: blood pressure measurement

39.

40.

41.

42.
43.

44.

45.
46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.
57.

58.

Page 17 of 18

in humans: a statement for professionals from the Subcommittee of
Professional and Public Education of the American Heart Association
Council on High Blood Pressure Research. Hypertension 2005, 45:142–161.
Boeckner LS, Pullen CH, Walker SN, Abbott GW, Block T: Use and reliability
of the World Wide Web version of the Block Health Habits and History
Questionnaire with older rural women. J Nutr Educ Behav 2002,
34(Suppl 1):S20–S24.
Block G, Woods M, Potosky A, Clifford C: Validation of a self-administered
diet history questionnaire using multiple diet records. J Clin Epidemiol
1990, 43:1327–1336.
Mares-Perlman JA, Klein BE, Klein R, Ritter LL, Fisher MR, Freudenheim JL: A
diet history questionnaire ranks nutrient intakes in middle-aged and
older men and women similarly to multiple food records. J Nutr 1993,
123:489–501.
Hellman EA, Williams MA, Thalken L: Modifications of the 7-day activity
interview for use among older adults. J Appl Gerontol 1996, 15(1):116–132.
Hellman EA, Williams MA, Thalken L: Construct validity of the modified
7-day activity interview used with older adults with cardiac problems.
Rehabil Nurs Res 1996/1997, 5(4):126–133.
Kline GM, Procari JP, Hintermeister R, Freedson PS, Ward A, McCarron RF,
Ross J, Rippe JM: Estimation of VO2max from a one-mile track walk,
gender, age, and body weight. Med Sci Sports Exerc 1987, 19(3):253–259.
Fenstermaker F, Plowman S, Looney M: Validation of the Rockport walking
test in females 65 years and older. Res Qtr Exer Sport 1992, 63:322–327.
Hageman PA, Walker SN, Pullen CH, Pellerito P: Test-retest reliability of the
Rockport Fitness Walking Test and other fitness measures in women
ages 50–69 years. Issues Aging 2001, 24(2):6–11.
U.S. Department of Health and Human Services: Clinical Guidelines on the
Identification, Evaluation, and Treatment of Overweight and Obesity in Adults the Evidence Report; 1998. NIH Publication No. 98–4083.
U.S. Department of Health and Human Services: The Practical Guide:
Identification, Evaluation, and Treatment of Overweight and Obesity in Adults;
2000. NIH Publication No. 00–4084.
Sacks DB, Bruns DE, Goldstein DE, Maclaren NK, McDonald JM, Parrott M:
Guidelines and recommendations for laboratory analysis in the diagnosis
and management of diabetes mellitus. Clin Chem 2002, 48(3):436–472.
Sallis JF, Pinski RB, Grossman RM, Patterson TL, Nader PR: The development
of self-efficacy scales for health-related diet and exercise behaviors.
Health Educ Behav: Theory Pract 1988, 3(3):282–292.
Sallis JF, Grossman RM, Pinski RB, Patterson TL, Nader PR: The development
of scales to measure social support for diet and exercise behaviors.
Prev Med 1987, 16(6):825–836.
Mainous AG III, Everett CJ, Liszka H, King DE, Egan BM: Prehypertension
and mortality in a nationally representative cohort. Am J Cardiol 2004,
94:1496–1500.
Peels DA, Bolman C, Golsteijn RH, de Vries H, Mudde AN, van Stralen MM,
Lechner L: Long-term efficacy of a printed or a web-based tailored
physical activity intervention among older adults. Int J Behav Nutr Phys
Act 2013, 2(10):104.
Greaney ML, Puleo E, Bennett GG, Haines J, Viswanath K, Gillman MW,
Sprunck-Harrild K, Coeling M, Rusinak D, Emmons KM: Factors associated
with choice of web or print intervention materials in the healthy directions
2 study. Health Educ Behav 2014, 41(1):52–62.
Artinian NT, Fletcher GF, Mozaffarian D, Kris-Etherton P, Van Horn L,
Lichtenstein AH, Kumanyika S, Kraus WE, Fleg JL, Redeker NS, Meininger JC,
Banks J, Stuart-Shor EM, Fletcher BJ, Miller TD, Hughes S, Braun LT, Kopin LA,
Berra K, Hayman LL, Ewing LJ, Ades PA, Durstine JL, Houston-Miller N, Burke LE:
Interventions to promote physical activity and dietary lifestyle changes for
cardiovascular risk factor reduction in adults: a scientific statement from
the American Heart Association. Circulation 2010, 122:406–441.
Svetkey LP: Management of prehypertension. Hypertension 2005,
45:1056–1061.
James PA, Oparil S, Carter BL, Cushman WC, Dennison-Himmelfarb C,
Handler J, Lackland DT, LeFevre ML, MacKenzie TD, Ogedegbe O, Smith SC,
Svetkey LP, Taler SJ, Townsend RR, Wright JT, Narva AS, Ortiz E: 2014
Evidence-based guideline for the management of high blood pressure
in adults: Report from the panel members appointed to the eighth joint
national committee (JNC 8). JAMA 2014, 311(5):507–520.
Neter JE, Stam BE, Kok FJ, Grobbee DE, Geleinjne JM: Influence of weight
reduction on blood pressure: a meta-analysis of randomized controlled
trials. Hypertension 2003, 42:878–884.

Hageman et al. International Journal of Behavioral Nutrition and Physical Activity 2014, 11:148
http://www.ijbnpa.org/content/11/1/148

Page 18 of 18

59. Whelton SP, Chin A, Xin X, He J: Effect of aerobic exercise on blood
pressure: at meta-analysis of randomized controlled trials. Ann Intern Med
2002, 136:838–843.
60. Barone BB, Wang N-Y, Bacher AC, Stewart KJ: Decreased exercise blood
pressure in older adults after exercise training: contributions of increased
fitness and decreased fatness. Br J Sports Med 2009, 43:52–56.
61. Duncan GE, Sydeman SJ, Perri MG, Limacher MC, Martin AD: Can sedentary
adults accurately recall the intensity of their physical activity. Prev Med
2001, 33(1):18–26.
62. Eysenbach G, CONSORT-EHEALTH Group: CONSORT-EHEALTH: improving
and standardizing evaluation reports of web-based and mobile health
interventions. J Med Internet Res 2011, 13(4):e126.
doi:10.1186/s12966-014-0148-2
Cite this article as: Hageman et al.: Effectiveness of tailored lifestyle
interventions, using web-based and print-mail, for reducing blood pressure
among rural women with prehypertension: main results of the Wellness for
Women: DASHing towards Health clinical trial. International Journal of Behavioral
Nutrition and Physical Activity 2014 11:148.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

