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Physical activity is one of the major lifestyle-related
health determinants. Widespread acknowledgement of 
this fact is vitally important in addressing the impact of 
physical inactivity on the risk of developing a number 
of chronic diseases. Unfortunately, in western Europe,
for example, at least two thirds of adults are not 
sufficiently physically active and levels are continuing 
to fall. Children around the world are becoming 
increasing sedentary – especially in poor urban areas.
On average, only 34% of European young people aged 
11, 13 and 15 years report enough physical activity to 
meet current guidelines.

Encouraging people to be physically active has 
numerous benefits that go beyond health, to include 
the economy and development. A comprehensive,
integrated and intersectoral approach is needed, with 
emphasis on environmental, social and population 
strategies in support of individual ones. The promotion
of physical activity should therefore be a fundamental 
component of public health work.

Action must now be taken on the basis of the best 
available evidence and practice. This document 
provides Member States, experts and policy-makers 
with guidance on designing and implementing 
physical activity-promoting policy and action, as 
part of a national public health agenda and through
multisectoral cooperation.
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forEword

In May 2004, the World Health Assembly adopted the Global Strategy on Diet, Physical Activity and Health, a 

worldwide framework to promote physical activity and healthier diets. The World Health Organization (WHO) 

has also identified obesity as one of the key areas for public health action. In November 2006, the WHO Regional 

Office for Europe organized a Ministerial Conference on Counteracting Obesity to address the growing challenge of 

strengthening political commitment to action in the Region. Based on these undertakings and growing international 

awareness and evidence, the Regional Office for Europe is now also paying increasing attention to promoting 

physical activity as an important component of public health action.

This document, Steps to health: a European framework to promote physical activity for health, is an important move 

in that direction; it is intended to give extra emphasis on physical activity as a necessary part of national public 

health work and provide guidance on how to act on this health determinant in such work.

With its key messages and recommendations from leading international experts, the document is based on recent 

research in this area. It also emphasizes a comprehensive multisectoral approach. Feedback and suggestions given 

at the Member States’ intersectoral consultation on promoting physical activity for health, held in Ljubljana in May 

2006, provided valuable input for the final draft.

The paper was one of the working documents for the Ministerial Conference on Counteracting Obesity, held in 

Istanbul, in November 2006 and was subsequently amended to take account of the input and suggestions received.

It is anticipated that the document will provide guidance to Member States, experts and policy-makers on 

designing and implementing physical activity-promoting policy and action as part of the national public health 

agenda and through multisectoral cooperation.

Gudjón Magnússon

Director, Division of Health Programmes
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introduction

Physical activity is one of the major lifestyle-related health determinants. Widespread acknowledgement of this 

fact is vital in addressing the impact of physical inactivity on the risk of developing a number of chronic diseases. 

Epidemiological research has already produced convincing conclusions about the health gains of being sufficiently 

active. However, even if the impact of physical activity on public health is increasingly understood in scientific and 

academic circles, there remains a lack of political awareness and recognition that comprehensive action needs to 

be taken. The attention paid by governments to work aimed at promoting physical activity is still far less than that 

paid to work on other lifestyle determinants, such as tobacco and nutrition.

Now that WHO has identified counteracting obesity as one of the priority areas of public health action, the causes 

of weight gain need to be addressed. A more sedentary lifestyle is one obvious cause.

Given the multiple effects of physical inactivity on health, both as an individual risk factor and as one of the main 

determinants leading to obesity, the WHO Regional Office for Europe is calling for greater national attention to be 

focused on physical activity as a tool in health promotion and disease prevention.

The objectives of this document are:

•  to call for national awareness of and attention to physical activity as an important health determinant, and 

lack of physical activity and sedentary lifestyles as determinants that can lead to obesity;

• to encourage and inspire national policies and action; and

•  to provide guidance on and action tools for implementing physical activity in national public health work 

through multisectoral action.

Physical activity should be recognized as a fundamental component of public health work.

It is anticipated that this document will contribute significantly to the implementation of the European Strategy for 

the Prevention and Control of Noncommunicable Diseases (1) and the European Charter on Counteracting Obesity 

(2). It will also stimulate and provide a framework for strengthening national policies and action plans in these 

areas. Further, it will provide synergy with actions promoted by other relevant policy frameworks such as the 

Children’s Environment and Health Action Programme for Europe (3) and the Transport, Health and Environment 

Pan-European Programme (4).



thE chAllEngE – kEEp moving
Physical activity: a basic need

Walking is one of the first things an infant wants to do, and one of the last any of us wants to give up… (5).

The term ‘physical activity’ can mean many different things to different people. For public health professionals, it is 

a health-enhancing behaviour; others may see it as a phrase summing up a wide range of sports, leisure pursuits or 

active travel. But it is easy to forget that physical activity – or human movement – is actually one of the most basic 

human functions. The human body evolved to move, and our physiological systems are continuously working to 

balance the energy we expend through physical activity with the energy we take in as food. A century ago, obesity 

was rare, as people spent far more energy in manual work and walked more for transport, and energy-dense food 

was less easily available. However, in the twenty-first century, our lifestyles have changed beyond all recognition: 

so much physical activity has been removed from our lives that we have at last discovered how essential it is to 

human health and well-being. It remains the foundation of our health throughout life. The first steps a baby takes 

mark a critical milestone in that child’s development, as it sets off toddling into the world. Throughout childhood, 

physical activity offers opportunities to develop basic motor skills that are essential for healthy active living. And 

as we enter old age, physical activity becomes a critical component of a healthy, happy and independent life.

Physical activity is the crux of healthy ageing. Nowhere is the gap wider between what we know and what we do than in the 

area of physical activity, and nowhere is the potential payoff greater (6).

The concept of physical activity

The main sources of health-enhancing physical activities encompass normal and simple activities such as 

walking, cycling, manual labour, swimming, skiing, hiking, gardening, recreational sport, and dancing.

Physical activity is generally defined as any bodily movement produced by skeletal muscles that results in energy 

expenditure above resting level (7). In this document, the concept of physical activity consequently comprises all 

forms of activity that conform to that definition.

The terms exercise and physical fitness are closely related to, but distinct from, physical activity. Exercise is a 

subset of physical activity, defined as planned, structured, and repetitive bodily movement done to improve or 

maintain one or more components of physical fitness (7). Physical fitness is a set of attributes that people have or 

achieve that relates to the ability to perform physical activity (7).

The concept of sport, most often associated with activities within organized sports clubs, is in this document 

defined as activities practised through exercise and/or competitions facilitated by sports organizations (8). Thus 

sport, generally speaking, is seen as a more specialized and organized sector within the much broader concept of 

physical activity.

The term health-enhancing physical activity is frequently used (and often referred to as HEPA) in relation to the 

health benefits gained from physical activity. It should be understood as any form of physical activity that benefits 

health and functional capacity without undue harm or risk (9). When the concept of physical activity is used in 

this document, it is synonymous with health-enhancing physical activity.

StepS to health / thE chAllEngE – kEEp moving
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There are a number of ways to categorize physical activity and inactivity related to intensity or expenditure of 

energy. In order to gain health benefits in a comfortable way, moderate-intensity physical activity carried out 

regularly is most effective for most people. Moderate-intensity physical activity is the type of activity that raises 

the heartbeat and leaves you feeling warm and slightly out of breath. For most people, this is activity equivalent 

to a brisk walk, and means that the metabolism is raised to at least three times its resting level (known as three 

metabolic equivalents (METS)) (10).

Vigorous intensity physical activities are activities like running or fast cycling, if they are fast enough to work up 

a sweat and get you out of breath. Vigorous intensity activity raises the metabolism to at least six times its resting 

level (six METS). Vigorous intensity activities are usually achieved through sport or exercise (10).

Our sedentary lifestyle – why?

Most of our daily living environments, including transport, housing, employment, school and some leisure 
settings, have become less conducive to physical activity. Consequently, the overall trend is towards 
considerably lower levels of total physical activity.

Findings from the 2002 Eurobarometer study suggest that two thirds of the adult population in European Union 

(EU) countries are insufficiently physically active to achieve optimal health benefits (11). Physical inactivity also 

seems to be a growing problem in childhood due to the societal changes described below.

Transport sector
In most western European countries, the steeply growing demand for mobility over several decades has been 

satisfied mainly through the increased use of private cars (12). Similar patterns have been observed in recent years 

in the eastern part of the Region. European societies have become increasingly car-friendly for a variety of reasons. 

As a consequence, the role of physically active forms of transport such as cycling and walking has decreased 

dramatically (13). In addition, barriers such as the real or perceived level of safety associated with these forms of 

transport have prevented many people from integrating cycling or walking into their lifestyle.

Urban planning and the housing environment
Another barrier to cycling and walking is the increase in distances travelled because of the geographical 

separation of living, working, shopping and leisure activities (14). Physical activity is favoured in neighbourhoods 

characterized by higher residential density, land use mix and street connectivity, and more green and open spaces 

for recreation (15). In addition, the quality of the neighbourhood environment, especially in terms of aesthetic 

attributes and perceived safety and security, affects the willingness of residents to make physically active use of 

their housing environment (16,17). Technical developments such as elevators and devices that make household 

chores less physically demanding have also influenced opportunities for physical activity in the local environment.

Occupational settings
Technical developments have been most influential regarding opportunities for physical activity in occupational 

settings: a large proportion of employees now spend most of their work time sitting with little or no physical 

activity (11). This is partly because the service sector has expanded continuously in most countries, at the expense 

of the agricultural and industrial sectors (18). The policy and sociocultural environment provided by employers 

is also an important determinant for the physical activity behaviour of employees. For example, it has been 

demonstrated that providing a parking space at work has a significant impact on the mode of transport used by 

employees, favouring motorized transport (19). Similarly, other company policies such as offering cars as fringe 

benefits do not encourage physically active mobility.
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School settings
Children spend more time in institutions than ever before (20). This alone has probably resulted in less physical 

activity for them while growing up. Academic demands have also increased, often at the expense of physical 

education lessons, and despite evidence suggesting that more physical activity could be associated with better 

academic performance (21). In addition, many European cities are reporting less cycling and walking in 

commuting to and from school, especially in cities (22).

Leisure time and sports
Leisure-time physical activity is subject to changing trends. Organized sports activities have long provided 

substantial and varied opportunities for activity for many groups (23). This is still the case, but some indicators 

suggest that people, especially adults, now give more priority to unorganized forms of activity, such as attending 

fitness centres or exercising alone or with friends.

It seems that leisure-time activity among adults has not changed or declined to the same extent as physical activity 

in other settings. The real concern is among children and adolescents – not least due to the attractiveness of 

screen-based activities.

As part of efforts to raise levels of physical activity, attention should be focussed on how to reduce sedentary 

behaviour, in addition to promoting physical activity.

Physical inactivity – an increasing global health and economic problem

Physical inactivity is recognized as a major independent risk factor, causing about 3.5% of the disease burden 
and up to 10% of deaths in the European Region. The economic costs attributable to physical inactivity 
are enormous. The health impacts and their related costs could be reversed by increasing levels of physical 
activity. Regular moderate physical activity is a very cost-effective way of improving and maintaining people’s 
health. The promotion of physical activity should therefore be a fundamental component of public health 
work.

Our modern way of living has largely eliminated physical activity as one of the fundamental stimuli from our lives. 

The growth of noncommunicable lifestyle diseases and the epidemic increase in obesity provide clear evidence of 

this imbalance between our lifestyles and our physical requirements.

Physical inactivity is a state of relatively complete physical rest, which does not provide sufficient stimulus for 

human organs to maintain their normal structures, functions and regulations. Physical inactivity has become a 

major risk factor for chronic noncommunicable diseases in populations. Epidemiological research has proven that 

15–20% of the overall risk for coronary heart disease, type 2 diabetes, colon cancer, breast cancer and fractured 

hips in the elderly is attributable to physical inactivity (24). The overall disease burden in the European Region 

caused by physical inactivity is estimated to be 3.5% (1). In The world health report 2002, the proportion of deaths 

attributable to physical inactivity in the European Region was estimated to be 5–10% (25). Based on actual rates 

of disease and death of physically inactive and active people in the Danish population, a change from inactivity to 

activity from the age of 30 up to the age of 80, would translate into a gain in life expectancy of between 2.8 and 7.8 

years for men and between 4.6 and 7.3 years for women, depending on the degree of activity increase (26). Another 

Danish study shows that physically inactive people can expect between 8 and 10 fewer life years without a major 

disease than physically active people (27).

StepS to health  /  thE chAllEngE – kEEp moving
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Based on epidemiological studies, the economic consequences of physical inactivity have been shown to be 

substantial on health care costs, but even greater on indirect costs, which include the value of economic output 

lost because of illness, disease-related work disabilities and premature death (26). The cost in monetary terms is 

estimated to be €910 million a year for a population of 10 million where half the population is too inactive to enjoy 

health benefits from regular physical activity (28). It is calculated that 3.1 million extra days of sick leave each year 

are attributable to physical inactivity in a population of 5.5 million people (27).

During the past decade, several assessments of the available scientific evidence have shown the powerful potential 

of physical activity to benefit health (29–34). A recent review (35) states that there is now strong evidence showing 

that physical activity has beneficial effects on the pathogenesis of all important metabolic syndrome-specific 

disorders (insulin resistance, type 2 diabetes, dyslipidemia, hypertension and obesity), all important heart and 

vascular diseases (coronary heart disease, chronic heart failure, intermittent claudication), and osteoporosis. There 

is also strong or moderate evidence illustrating the positive health effects on the disease-specific symptoms of all 

these diseases and those of chronic obstructive pulmonary disease, osteoarthritis, fibromyalgia, chronic fatigue 

syndrome, certain types of cancer and depression. Additionally, in virtually all disease states, there exists strong or 

moderate evidence to show that physical activity improves functional capacity and quality of life.

Mortality rates from noncommunicable diseases increase with high body weights and are markedly increased at 

levels designated as obese (body mass index above 30) (36). Regular physical activity is a protective factor against 

unhealthy weight gains (37). The role of physical activity in the management of overweight and obesity is threefold: 

1) prevention of weight gain; 2) prevention of health consequences of obesity; and 3) weight reduction (38). From 

the public health perspective, areas 1 and 2 are the most important.

Health
Benefits

low
A B C

high

A = inactive
B = active
C = trained

Dose-response for PA and health

Physical activity level

As shown in the dose-response curve above (32), most health benefits from a given increase in physical activity 

are achieved through moderate increases in physical activity for inactive persons (section A). Promotional efforts 

should focus on regular moderate-intensity lifestyle activities. Additional health benefits are achieved by practising 

more and profitably diverse activity.

As many of the health benefits from physical activity are at least partly independent of body weight, physical 

activity should be promoted across populations, regardless of body weight.
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Policy response

Due to the alarming trend of increasing physical inactivity and the demonstrated associated health problems, 

scientific sources and health organizations worldwide, including WHO, are unified in a call to action.

Thanks to the range of conclusive findings over the past decade regarding physical activity as an important health 

determinant, there now exists a solid foundation for a clear and strong call to action. The WHO Global Strategy on 

Diet, Physical Activity and Health (DPAS), adopted at the World Health Assembly in May 2004, is one response to 

this call (39). This Global Strategy provides Member States with a political mandate to initiate or expand actions to 

curb chronic disease and obesity by addressing two major risk factors, namely physical activity and diet. The DPAS 

calls on WHO, Member States, other United Nations organizations, the private sector and the public sector to take 

concerted action to reduce chronic disease.

Another milestone document with attention to physical activity is the European Charter on Counteracting Obesity 

(2). The Charter was adopted by the Member States of the WHO European Region on 16 November 2006 at the 

WHO European Ministerial Conference on Counteracting Obesity, held in Istanbul, Turkey. The Charter sets the 

ultimate goal of curbing the obesity epidemic and reversing the current trend in the Region, and it details key 

action needed to encourage healthier diets and physical activity.

The adoption and implementation of the DPAS, the adoption of the European Strategy for the Prevention and 

Control of Noncommunicable Diseases by the WHO Regional Committee for Europe in September 2006 and 

WHO’s action against the obesity epidemic in Europe followed up by the WHO European Ministerial Conference 

on Counteracting Obesity, provide a unique opportunity for concerted action and increased attention to physical 

activity across Europe, in order to improve public health.

In addition, there is an important opportunity for synergistic action, taking advantage of relevant processes 

involving other sectors that play an important role in providing the environmental conditions that facilitate 

physical activity. These processes include the Children’s Environment and Health Programme for Europe (3) and 

the Transport, Health and Environment Pan-European Programme (4). (See also Annex 1 – Relevant WHO and 

European networks, programmes and strategies).

National multisectoral action is needed to introduce key strategies and approaches that can lead to gradual 

increases in physical activity among populations.

To achieve visible and sustained progress in public health with regard to physical activity, national policies should 

seek to reduce the prevalence of physical inactivity by at least one percentage point annually for the foreseeable 

future.

Population groups needing special attention

Both adults and children from lower socioeconomic groups are found to be less physically active than those 

of a higher socioeconomic status.

Increasing inequalities within and between countries are now regarded as one of the critical factors that influence 

health (40). It is likely that this situation also influences levels of physical activity, as a correlation has been 

documented between socioeconomic status and activity levels (41). Surveys have shown that both adults and 
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children from lower socioeconomic groups tend to be less regularly active and more sedentary than those of higher 

socioeconomic status (42–45). The mechanization of labour has brought about a general homogenization of levels 

of work-related physical activity among all social groups (46); it is therefore more probable that socioeconomic 

differentials in overall physical activity levels originate from variations in leisure-time physical activity (47). Lower-

income families are also found to participate less in sports for recreation (48).

Several possible reasons have been suggested to explain why individuals from lower socioeconomic groups 

tend to be less physically active than those of higher socioeconomic status: they have access to fewer attractive 

facilities, programmes and other opportunities for physical activity to stimulate an active lifestyle (49–51); lower 

socioeconomic groups are in general less educated and have a lower awareness of and a less positive attitude 

to the benefits of being physically active (42,52); they have less income to pay for these activities (53); and they 

report feeling more insecure in their local environment and more worried about crime and a lack of safety in their 

neighbourhoods compared to higher-income groups (54).
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guiding thE Action
Physical activity and recreation as a human right

The United Nations 1990 Convention on the Rights of the Child includes the right to engage in play 

and recreation activities (55). The barriers still faced by children and young people, especially those in 

low-income families, mean that those who would benefit from this the most are the ones least likely to 

participate.

 
Having the opportunity to enjoy quality recreation is vital to the health and personal development of all 

individuals, regardless of gender, functional ability, ethnocultural background, age or socioeconomic status. 

Children and young people are a particular concern, especially those living in low-income families. Although all 

children and young people have the right to engage in play and recreation activities, there are clear indications that 

their level of participation in recreation, sport and physical activity is often inversely proportional to their family’s 

income level. Barriers affecting the participation of many individuals include user costs and user fees, awareness 

of opportunities, transportation, cultural and language barriers, and access to local recreation facilities and safe 

places to play. Keys to overcoming these barriers include:

•  policies that provide low-cost or free access to public recreation facilities for low-income families and others 

in need;

•  subsidized programmes to teach motor, sport and physical activity skills that encourage lifelong 

participation;

• coordinated communication approaches to heighten awareness about such opportunities;

• sensitivity to cultural differences in programmes and facilities;

• the provision of indoor and outdoor recreation facilities, especially within low-income neighbourhoods; and

•  the provision of indoor and outdoor facilities that are physically accessible and support active lifestyles for 

 people with disabilities.

Recommended levels and modes of physical activity

The health benefits of moderate-intensity physical activity must be emphasized.

Physical activity can be accumulated in relatively short bouts.

Adults should accumulate 30 minutes or more each day, while children and young people should have at 

least 60 minutes of moderate-intensity physical activity a day.

WHO’s DPAS recommends that individuals engage in adequate levels of physical activity throughout their lives. 

Different types and amounts of activity are required for different health outcomes (39).

Adults
Based on physiological, epidemiological, and clinical evidence, international experts agree that, to produce 

substantial health benefits, the adequate level of physical activity for adults can be expressed as follows: Every 
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adult should accumulate 30 minutes or more of moderate-intensity physical activity on most, preferably all, days 

of the week (32). Moderate-intensity physical activity corresponds to quick or brisk walking. Cycling, swimming 

and gardening with moderate effort are other modes of moderate-intensity physical activity. The recommended 

duration of 30 minutes can be split up into shorter periods, ideally no less than 10 minutes (56), but even shorter 

bouts contribute to substantial health benefits (57). A good example of this is using stairs instead of elevators.

Adults who do not meet the recommended level of activity should increase their participation in different ways. 

Those who do not engage in regular physical activity should begin by incorporating a few minutes of increased 

activity into their day, building up gradually to 30 minutes per day. Those who are active on an irregular basis 

should strive to adopt a more consistent activity pattern (32).

All movement contributes to energy expenditure and is important for weight management. However, it is likely 

that for many people, 45–60 minutes of moderate-intensity physical activity per day is necessary to prevent weight 

gain or reduce overweight (58–60). This figure is influenced by individual metabolic rate, food intake and type of 

diet.

To improve or to specialize in different forms of fitness (e.g. respiratory fitness, muscular strength, different 

sports), a selection of various types of fitness-adapted activities is needed. If such more or less specialized 

and repeated activities are added to the basic recommended amount of moderate-intensity physical activity, 

improvements in both fitness and health will be achieved (61).

The recommendations for adults are also appropriate for older adults. Older people should take particular care 

to keep moving and retain their mobility and their lean body mass through daily activity. Additionally, specific 

activities that promote improved strength, coordination and balance are particularly beneficial for older people 

(62).

Children
Current physical activity recommendations for children and young people are: All young people should participate 

in physical activity of at least moderate intensity for 60 minutes per day. At least twice a week some of these 

activities should help to enhance and maintain muscular strength, flexibility, and bone health (63,64). The activity 

may be divided into shorter periods throughout the day, and should be as versatile and inspiring as possible.

A recent study suggested that physical activity levels in children should be about 30 minutes higher than the 

current international guidelines of at least 60 minutes per day of physical activity of at least moderate intensity, to 

prevent clustering of cardiovascular disease risk factors (65).

Another important issue concerning childhood health is weight control. Regular physical activity can help prevent 

and reduce obesity or maintain a healthy weight (66).
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A comprehensive approach

To reduce the prevalence of physical inactivity, a comprehensive, integrated and intersectoral approach 

is needed. A complementary range of interventions should be introduced at individual, institutional, 

community, environmental and policy levels.

Greater emphasis must be given to environmental, social and population strategies in order to support 

individual strategies.

Political support is crucial to ensure the continuation of intersectoral, targeted and sufficiently resourced 

work.

A large number of causes underlie the current low levels of physical activity. All evidence to date demonstrates the 

need for a broad range of instruments and actors to curb or reverse the trend (67). This corresponds to what has 

been found in other areas of public health work, where determined population-based efforts following continuous 

and comprehensive approaches have to be used (68). The work must be supported by authorities and stakeholders 

at all levels. Cooperating networks, alliances and partnerships have to be established to achieve synergy and 

complementarity.

The leading countries in this area are more and more often referring to such a comprehensive or “ecological” 

approach as the foundation for plans and action. According to this approach, the elements for success are (69):

• adopting an integrated, multidisciplinary and comprehensive approach

• including a complementary range of actions

• working at the individual, community, environmental and policy levels.

An ecological approach aims both at facilitating healthy lifestyles for individuals and influencing policies to ensure 

that they create the framework for action and encourage the necessary social and cultural changes. Strategies can 

be categorized, based on their focus, according to the following interconnected ecological levels (70):

• intrapersonal factors (e.g. motivation, skills, attitudes and knowledge);

• interpersonal processes (e.g. social support, social networks, social norms);

• institutional or organizational factors (e.g. company management characteristics, workplace policies);

• community factors (e.g. social capital, neighbourhood effects); and

• public policy (e.g. regulatory laws, taxes).

Until now much, perhaps too much, of the effort in health promotion work has been concentrated on the 

responsibility of individuals. Reviews of the determinants of obesity reveal that any attempt to achieve behavioural 

change needs to consider social and cultural, as well as physical environments (69). It is obvious that overweight 

and obesity are not only an individual concern. This health problem and its determinants must be given a much 

broader focus and must be addressed by facilitating access to healthy food and physical activity in combined and 

complementary ways. Other health issues such as tobacco, seatbelts, breastfeeding and recycling have succeeded 

in generating social change at levels similar to those necessary to address the decreasing levels of physical activity 

and the associated obesity epidemic. These successful models have predominantly targeted environmental and 

population policy (71); such a social-change approach should also be applicable to physical activity promotion.

It is crucially important to have political support for population-based change strategies. Ensuring regulations 

where possible, adequate funding, intersectoral commitments and integrated strategies within existing and new 
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programmes and structures requires political involvement (72). The health sector has a leading role to play in 

creating this foundation.

The healthy choice must be the easy choice

Physical activity choices must be integrated in our daily lives in ways that make them the easy, natural and 

desirable choices.

 
For most of the development of mankind, physical activity has been an essential part of life for virtually 

everyone. Physical activity was not a choice but a necessity. In the past few decades, rapid changes in transport, 

communication, urban planning, architecture and leisure possibilities have made physical activity one choice 

among many. At the same time, sport for all has developed in many European countries and has become a new 

choice available to many people.

The greater range of choices could theoretically have led to an overall more physically active society. Unfortunately, 

this has not proved to be the case. While participation in leisure activities and sports has increased in some 

subgroups, declines have been observed in physical activity in everyday life in many countries such as Finland and 

Switzerland (73,74). The fact that differences in physical activity behaviour are found not only between individuals 

but also between population groups (75), shows that this choice is not only an individual one. It also explains the 

limitations of physical activity promotion that targets only individual behaviour, as well as isolated communication 

approaches. The often-cited “lack of time” as a barrier to physical activity can be an indicator of both the low 

priority this issue has for many people but also of a real problem of fitting activities into a busy day.

It is necessary to disseminate information about the benefits and possibilities of physical activity and to encourage 

people to be physically active. Yet this alone will not create change at the general population level unless there 

is adequate provision in terms of infrastructure and safety, and a context in which physical activity is the norm 

and social support is provided where needed. There is an abundance of examples of good practice from different 

countries, including sporting events such as runs throughout Europe, pedestrian zones in many of our cities, 

cycling networks in Denmark and the Netherlands, and traffic interventions like the London congestion charge.

“Make the healthy choice the easier choice” has become an important paradigm for health promotion since the 

Ottawa Charter was adopted in 1986 (76). If we want to make an impact on the general population, it will be 

necessary to apply this principle, and to create physical and social environments that enhance physical activity for 

people throughout Europe.

Interventions shown to increase levels of physical activity

Many cost-effective opportunities for promoting physical activity in daily life exist at local level across a range 

of settings.

Determined efforts to increase levels of physical activity should combine interventions based on 

informational, behavioural and environmental approaches with engagement from different sectors.

Cost-effective interventions targeting the general population must be given greater priority than those 

focusing on the individual.
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The importance of physical activity as a health determinant is a relatively new part of health science. Consequently, 

trials conducted to increase people’s activity levels have a relatively short history. Knowledge gaps in this area still 

exist, but an important and promising fact is that we already have sufficient knowledge and experience to provide 

a framework for successful action. Action must now be taken on the basis of the best available evidence and 

practice – as opposed to waiting for the best possible evidence and practice.

Many systematic literature reviews that describe and evaluate physical activity interventions have been published 

in recent years (77–80). The Community guide produced by the Centers for Disease Control and Prevention in the 

United States uses the following categories for recommended interventions in its systematic review (81):

Informational approaches

Community-wide campaigns  Recommended – strong evidence

“Point-of-decision” prompts

(e.g. to encourage the use of stairs)  Recommended – sufficient evidence

Behavioural and social approaches

School-based physical education  Recommended – strong evidence

Non-family social support  Recommended – strong evidence

Individually adapted health behaviour change  Recommended – strong evidence

Environment and policy approaches

Creation and/or enhanced access to places for 

physical activity combined with informational 

outreach activities  Recommended – strong evidence

In addition, other systematic reviews reveal that there is strong evidence for the effectiveness of comprehensive 

worksite approaches (79) and for facilitating physically active transport (82,83). However, in the latter area, a clear need 

for more well-conducted evaluations has been identified. There is also strong evidence pointing to the effectiveness 

of providing a safe environment for active transport (84). Further, there is moderate evidence that activity is 

stimulated by urban design features such as density, street connectivity and mixed land use, and by perceived 

and objectively determined environmental attributes such as aesthetics, convenience (pavements), access (green 

spaces), safety and security (85).

For those interventions listed where cost-benefit analysis has been conducted, all are shown to be highly cost-

effective (active transport (83), comprehensive worksite approaches (86), individually adapted health behaviour 

change, and creation of and/or enhanced access to places for physical activity combined with informational 

outreach activities (81)).

It is important to note that many of the studies included in these reviews lasted no longer than a year, thus making 

it difficult to assess the long-term effects of the interventions. Further long-term studies are needed to assess 

these effects (79). Other interventions not found to be sufficiently effective individually may have greater effect in 

combined, comprehensive approaches. Such relations must be studied further as well.

The choice of interventions and measures should also take into account local resources, characteristics and 

target groups. Further efforts to develop the next generation of preventive interventions must focus on building 

relationships with communities and deriving interventions from the communities’ assessments of their needs 

and priorities. Models should be developed that encourage members of the community and researchers to work 

together to design, train for and conduct such programmes (70).

StepS to health / guiding thE Action



A EuropEAn frAmEwork to promotE physicAl Activity for hEAlth

��

Future success in this area is mostly dependent on political acknowledgement and willingness to act on the 

huge and growing challenge that physical inactivity represents. We need to determine how best to mobilize 

politicians and policy-makers. Which interventions will motivate these crucial groups and ensure their long-term 

commitment?

Principles to follow

There are a number of key principles that should guide Member States in the development of national 

physical activity strategies. These seven principles have proved to be vital elements in successful strategies 

and are applicable at the national, regional and local levels.

 
Population health: The population health approach (PHA) focuses on improving the overall health status of the 

population and subpopulations, rather than on the individual. While the ultimate goal is to improve the health of 

individuals, the PHA emphasizes improving the broad conditions and environments that affect health and healthy 

choices. This includes addressing some of the root causes that lead to poor health outcomes, reducing inequities 

in health status between subpopulations, increasing awareness of healthy choices, and creating services and 

environments that promote and maintain health.

Comprehensive: Successful physical activity strategies have been multifaceted and comprehensive. Strategies 

should include components such as public awareness, multiple physical activity interventions and patterns, 

leadership development, active infrastructure development and renewal, policies development, and partnership 

building. Strategies should consider initiatives in settings including the home/family, community, school, 

workplace and health care system. Strategies should focus on target groups, with an emphasis on the inactive, 

while not forgetting the general population and those already active.

Integrated: Many strategies are undertaken in isolation and do not benefit from the value and efficiencies of 

integrated approaches. Integration should be both vertical and horizontal. Vertical integration includes a seamless 

flow of information and involvement at the national, regional and local levels. Horizontal integration between areas 

such as health, education, transport, urban planning, recreation, social services and sport is just as vital. National 

and regional strategies need to support efforts at the local level where the greatest capacity for impact exists.

Complementary and collaborative: Physical activity is a leading lifestyle health determinant, and is a vital 

component in addressing obesity. Physical activity strategies should be linked to those focused on healthy eating 

and other health and chronic disease risk factors; communication campaign messages should be complementary 

where appropriate. Strategies at all levels require collaborative approaches by governmental, voluntary and 

corporate sectors. Those responsible for planning and implementing strategies should represent various sectors 

and areas, and seek out opportunities to act collaboratively.

Sustainable: Political and organizational commitment to long-term physical activity strategies is required at all 

levels. Local strategies should be supported by national strategies, but should not be financially dependent on 

them. The most effective national supports include leadership development, resources and tools, research and 

evaluation, proportional contributions toward active infrastructure development, public policies that enable local 

action and collaboration, and communication campaigns that can be complemented by local efforts. Sustainability 

is rooted in local commitments to ongoing actions and investment in planning, programmes, facilities, open spaces 

and active transportation systems.



�8

Evidence-based and effective: National strategies need to identify clear outcomes that are based on measurable 

change. Their outcomes may include increasing the physical activity levels of the population and reducing obesity 

levels. Realistic targets should be set for these outcomes over specific time frames. Mechanisms need to be in 

place to monitor ongoing progress and to provide timely and meaningful data on the results. The national strategy 

should integrate research and evaluation into its program and policy development, and help communities to carry 

out meaningful measurement and evaluation on their own. The results of evidence-based interventions and other 

related research should be synthesized and disseminated on an ongoing basis.

Communicated: National physical activity strategies should consider the development of high-profile 

communication campaigns that increase overall awareness of the benefits of physical activity and encourage 

behaviour change. The messages should be consistent and clear, with many targeted at key population segments. 

National communication strategies should support local campaigns and be flexible enough to be used on multiple 

channels. They should also create networks to allow communities to share plans and success stories. The Member 

States also need to develop mechanisms for ongoing communication and information sharing regarding their 

strategies.

How to put all this together: The pillars for national action

•  The seven principles should be adopted as guidelines for the development of national physical activity 

strategies: (1) a population health approach; (2) comprehensive; (3) integrated; (4) complementary and 

collaborative; (5) sustainable; (6) evidence-based and effective; and (7) communicated.

•  Programmes and policies within the national physical activity strategy should reduce barriers and ensure 

access for all to physical activity and recreation. Target groups (age, gender, culture, norms, functionality, 

social class, etc.) should be involved in designing interventions that take account of their special needs. 

•  The health benefits of moderate-intensity physical activity must be emphasized. Adults should accumulate 30 

minutes or more a day, while children and young people should have at least 60 minutes a day. Interventions 

should be designed and conducted targeting inactive or almost inactive groups. Getting these people to 

engage in some activity will give the greatest health gains.

•  Physical activity choices must be integrated in people’s daily lives in ways that make them easy, natural and 

desirable choices. Social and physical environments have to be created in which physical activity is the norm 

for all age groups.

• Action must now be taken on the basis of the best available evidence and practice.

 

StepS to health / guiding thE Action



A EuropEAn frAmEwork to promotE physicAl Activity for hEAlth

�9

from principlEs to Action
National action

The promotion of physical activity must be integrated into national health policy as an important part of the 

intersectoral public health work of national governments.

Ministries of health should play a leading role in creating public and political awareness and in facilitating 

interministerial action.

Strategies defining how to collaborate and build capacity at regional and local levels should be an important 

part of national policy and action.

 
A healthier and more productive population is the higher goal for health policy in every nation. With the increase 

in lifestyle-related health problems, a paradigm shift must take place in national understanding of the health 

policies needed to reach this goal. Health care and health promotion must be seen and practised as complementary 

parts of health policy as a whole. The importance of integrating the health promotion element into future national 

health work should be indicated through organization, policy-making and the use of resources.

As one of the main lifestyle-related health determinants, physical activity must be included as an important part of 

the intersectoral public health work of national governments. Developing understanding and commitments from 

other sectors as to their roles and ways of cooperating is one of the crucial prerequisites for achieving success.

Health ministries need to take the lead in developing national policies with clear vision, strategies, action 

plans and programmes. Specific goals, a division of responsibilities, baseline reports and effective independent 

monitoring and evaluation of output and outcomes are vital. The ministry responsible for health has to show 

leadership, driving as well as facilitating effective collaboration with other ministries, based on their areas of 

responsibility and focusing on the multiple benefits of encouraging more physical activity.

To create the necessary awareness and attention at regional and local levels to facilitate healthy lifestyle choices 

as easy local choices, a determined and supportive national leadership is crucial. Strategies defining how to 

collaborate and build capacity at regional and local levels should be an important part of national policy and 

action. A key factor in the establishment of regional and local policies is the provision of financial resources, 

including from the national government.

The most appropriate actor in creating both public and intersectoral political awareness and action for this 

comprehensive approach is the ministry of health. By establishing interministerial collaboration, a complementary, 

committed and integrated framework for action can be achieved.

In building national policy, plans and programmes, there are European projects, programmes and networks that 

Member States should be aware of. Examples of these valuable sources of competence, experience and advice are 

given in Annex 1.

Recommendations

• A focused national commitment should ensure that capacity is built up in terms of:

 – human resources with adequate skills and competencies;
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 – an organizational structure reflecting the importance of this health determinant;

 – appropriate regulations, including legislation;

 – national guidelines;

 – a national action plan for physical activity;

 – national programmes and campaigns;

 – an intersectoral approach achieved through cooperation between different ministries;

 – economic resources.

•  By measuring the prevalence of physical inactivity and using health statistics, updated epidemiological 

knowledge and relevant models (26), a national assessment can be made of the impact that physical inactivity 

has on specific diseases and on the health situation of the population.

•  Based on the same data sets, the national economic costs (both direct and indirect), of physical inactivity can 

also be calculated (28).

•  Knowledge about the impact on national health and the economic costs of physical inactivity should be used 

as an important basis for building national awareness, policies and capacity to address this preventable cause 

of disease and disability.

• International efforts and initiatives to promote physically active living should be actively supported.

Mobilizing at local level – a key to success

Local level initiatives have the greatest potential to encourage physical activity. Consequently, mobilizing and 

supporting local governments and local communities to develop this potential will be a key to success.

Mobilization at local level must be politically, technically and economically supported by regional and 

national authorities. If necessary, new technical and economic support mechanisms should be established 

and adapted to local needs.

If physical activity is to be practised regularly, it has to be integrated into people’s daily lives, their daily settings 

such as workplaces and schools, their way to and from work and school, their homes and their leisure time.

As emphasized earlier, healthy choices must be the natural, easy and regular choices, most of which will be made 

at local level. It is mainly local communities who can provide regular and easily available daily opportunities 

for physical activity. Establishing local leadership, understanding and capacity is a crucial factor for achieving 

success (87,88). Local awareness, local willingness and local action are therefore essential in creating the social and 

physical environments necessary to motivate individuals sufficiently to be physical active.

 

If local governments and communities are given political, technical and economic support from national and 

regional authorities, they will be in a position to achieve wider reaching goals. It is therefore absolutely essential to 

recognize the key role of local governments and to make use of and activate local resources (89). 

Further, local work on physical activity must be rooted in a sustainable and future-oriented framework of political 

involvement and commitments, plans, and interdepartmental and intersectoral collaboration that is supported 

with sufficient financial and human resources. The overall goal of creating the opportunity for all groups to engage 

in physical activity must be reflected in all parts of this framework. Local plans of action and choices of new 

interventions should be based in part on interventions with a proven ability to increase levels of activity. Local 

goals, characteristics and resources should also be taken into account (81).

StepS to health / from principlEs to Action



A EuropEAn frAmEwork to promotE physicAl Activity for hEAlth

2�

There is a growing body of evidence with many good practical examples of how to mobilize at the local level, 

which interventions should be given priority, and how they should be implemented. There is also a range of 

examples of how to facilitate physical activity for different groups in different settings. This experience and these 

good examples should be systematized and adapted to specific national and local conditions (88).

National and regional authorities usually have the most ambitious statements for public health work. They also 

have a vested economic interest in encouraging healthy living. Offering local authorities technical and economic 

support is one way of enhancing the credibility of national and regional authorities’ public health work in this area.

Recommendations

•  National guidelines and case studies of how to mobilize local communities should be developed, based on 

the national situation and traditions.

• Such “packages” should provide information on:

 – the health benefits for both the individual and the population as a whole of being physically active;

 – arguments for and “win-win” messages to encourage the participation of different sectors;

 – how to organize and root the work as a future-oriented instrument to health;

 – how to implement proven strategies and measures and adapt them to local conditions;

  –  case studies of comprehensive and innovative practices that are compatible with local organizational 

systems and traditions.

•  Political involvement, political commitment and interdepartmental and intersectoral collaboration must be 

central to stepping up action, to ensure that programmes are well resourced and integrated into existing 

programmes and structures (69).

•  Close cooperation should be established between regional/provincial and local governments in implementing 

and following up on work.

The health sector

The health sector has a major role to play in promoting and coordinating action to support physical activity. 

It can do so in three complementary ways:

• promoting and engaging in intersectoral work at all levels;

•  ensuring that health professionals, whose advice is trusted by the population, promote physical activity 

for individuals;

• leading by example as an employer.

The situation and current evidence
The Bangkok Charter for Health Promotion in a Globalized World emphasizes that the health sector has a key 

leadership role to play in building policies and partnerships for health promotion (40). The promotion of physical 

activity provides an ideal opportunity to do this.

Ensuring that there is a comprehensive and intersectoral approach to achieving higher levels of health- enhancing 

physical activity requires convincing and committed leadership. The health sector has the mandate to take this 

lead. At national, regional and local levels, it should invite and motivate different sectors and stakeholders to 

collaborate in promoting physical activity. Health authorities are aware of and able to convey most of the key 

messages about the need for common efforts to give greater priority to this health area.
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Health professionals have more or less regular individual contact with a considerable part of the population. This 

contact must be used to inform and educate their clients about the causes of disease and reduced health, especially 

with regard to preventable lifestyle-related diseases. It can also assist in answering the important question of what 

individuals can do personally to reduce the causes of ill health. Health professionals represent figures of authority 

to most people, especially the elderly, and this authority should be better utilized in promoting healthier lifestyles, 

including physical activity. Primary care is an extremely important setting for the promotion of physical activity 

(90). Advice and prescribed medicines from physicians are seen by many as the ultimate source of and resource 

for healthier lives. Physical activity must be a part of this, in the form of opportunistic advice or encouragement, 

as well as more profound and committing written “prescriptions”. Such written recommendations, often named 

“active prescriptions” or “exercise on prescription”, are shown to achieve a better response from patients than 

solely verbal advice (91–93); they have been introduced in several countries on a larger or smaller scale (94–97). In 

addition to written recommendations, it has been found that good results are achieved where the patients set their 

own goals, where recommended activities are individually adapted, and where individuals are followed up with 

qualified support after consultation with a health professional (98).

It has also been suggested that introducing “exercise on prescription” programmes will increase general awareness, 

raise the status of physical activity in society and facilitate recognition among all health professionals of the fact 

that it can be used as both prevention and treatment for diseases. One challenge in using the health sector to 

proactively promote physical activity in such a way is the need to provide physicians and practitioner nurses with 

better education, practical experience and more knowledge about why and how to use physical activity. Manuals 

already exist describing how different conditions can be treated and physical activity used in disease prevention 

(99); these may be of use in prescribing individually adapted activities. The risk of side-effects is small if the 

activities are adapted to the condition of the individual.

As an employer and generator of journeys (caused by patient travel, etc.), the health sector has a major potential 

influence on physical activity, and a responsibility to set an example of best practice to other sectors by offering 

certain groups of patients and staff the opportunity to be physically active within and around the health care 

system.

Recommendations

•  The health sector at all levels should invite and motivate different sectors and stakeholders to collaborate in 

promoting physical activity.

•  The education of health professionals must give more priority to the prevention and cure of lifestyle-related 

diseases and health problems, including through the use of health-enhancing physical activity as “medicine” 

or treatment for different diseases and a prescription to improve health.

•  A physical activity manual for health professionals should be developed in order to show how to use physical 

activity in disease prevention and in treating different conditions.

•  Physicians should be motivated, including financially, to provide advice on and write prescriptions relating 

to physical activity.

•  Local communities should cooperate with health services to facilitate, and provide information on, 

opportunities for individuals who have been recommended by health professionals to practise physical 

activity as preventive treatment.

•  In order to lead by example, the health sector should create environments that encourage physical activity in 

all health institutions.
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The transport sector

European transport settings can provide excellent, though still underexploited, opportunities to achieve the 

recommended daily amount of moderate physical activity for general health benefits.

Facilitating the choice of physically active transport means addressing the safety needs of cyclists and 

pedestrians.

There is a need to develop stronger partnerships between the health and transport sectors, ensuring 

coherence and maximizing synergy between their policies.

The “win-win” impacts are:

More cycling and walking will reduce air pollution, noise and traffic congestion, and they will reduce the 

need for expensive road construction and maintenance. Investing in physically active transport is highly 

cost-effective when health benefits are taken into account.

The situation and current evidence
Transport settings could provide an excellent opportunity to build physical activity into daily activities. However, 

their potential remains largely untapped: in most countries, cycling and walking have generally been marginalized 

in transport decision-making, as is reflected by their low share (less than 10%) in investment (100).

In western European countries, citizens cycle on average about 0.5 km and walk about 1 km each day, but travel 

27.5 km by car. In only a few countries such as the Netherlands and Denmark does cycling account for a sizable 

share of daily mobility (101). The levels of cycling and walking achieved by these countries indicate that there is 

large potential in other countries for more trips to be made on foot or by bicycle. This is reinforced by the average 

travel patterns observed in Europe, where more than 50% of trips currently made by car are shorter than 6 km, a 

distance that could easily be covered by about 15 minutes of cycling. More than 30% of car trips are distances less 

than 3 km, and could be covered comfortably by about 20 minutes of brisk walking (100). It is estimated that at 

least half of these short car trips could be replaced by cycling and walking (102). In other words, undertaking short 

trips by walking or cycling could provide the recommended daily amount of moderate physical activity for general 

health benefits. In addition, a modal shift in favour of physically active mobility could benefit the environment 

through reduced emissions of air pollutants, noise and congestion, providing additional arguments for the 

transport sector to take a greater interest in promoting cycling and walking as part of transport policies (103).

However, providing safe conditions for cyclists and pedestrians remains a prerequisite of paramount importance to 

any strategy promoting physically active mobility (104).

Removing barriers to physically active transport can be achieved, for example, by providing adequate 

infrastructure for cycling and walking, reducing speed limits in environments where vulnerable road users mix 

with motorized transport, reallocating space to cyclists and pedestrians and working with urban planners to 

ensure that services, jobs and amenities are situated within distances that can be conveniently covered on foot or 

by bicycle.

Recommendations

•  A coherent and synergistic policy framework should be provided to ensure that physically active transport 

becomes an easy choice in daily life.

  This is supported by the observation that levels of obesity are significantly higher in countries with 

lower levels of cycling, walking and use of public transport, and that countries with a favourable policy 
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environment have higher levels of cycling and walking. The development of this policy framework entails: 

a) undertaking policy analyses and developing recommendations by the health, transport and environment 

sectors to ensure shared goals and mutually reinforcing actions; and b) taking full advantage of existing 

international policy frameworks, such as the Transport, Health and Environment Pan-European Programme 

(THE PEP) (4), as well as of existing guidance for developing policies for physically active transport (105).

•  Stronger advocacy arguments and tools should be developed to demonstrate the benefits of physically active 

transport in terms that can be supported by the transport sector.

  Winning the support of the transport sector in order to increase investment in physically active transport 

requires a greater understanding of its motivations and priorities. For example, developing cost-benefit 

analyses of transport interventions that include the health benefits of increased physical activity offers a 

practical way in which the transport sector could assess the economic soundness of its investments.

•  Greater exchange of information and experience should be promoted on possible approaches to making 

transport an obvious setting for physical activity and to enlarging the evidence base that supports action in 

this area.

  The contribution of the scientific community to making emerging knowledge available to policy-makers 

should be encouraged, for example through support for international collaborative initiatives such as the 

European network for the promotion of health-enhancing physical activity (106) and the EU’s European 

Network on Nutrition and Physical Activity (107).

•  More research should be done to evaluate the effectiveness of interventions that promote physically active 

transport, and to determine the best combination of measures that can support a cultural paradigm shift 

towards physically active transport.

Urban planning and housing environment

The physical environment and urban design can facilitate or constrain physical activity and active living.

The quality of the neighbourhood environment affects the opportunities for and willingness of residents to 

make physically active use of common spaces.

The “win-win” impacts are:

More cycling and walking will reduce air pollution, noise and traffic congestion, and they will create safer 

neighbourhoods. Investing in physically active transport reduces the need for expensive road construction 

and maintenance, and is highly cost-effective when health benefits are taken into account.

The situation and current evidence
Because of increasingly sedentary lifestyles and rising levels of obesity, there is stronger professional and 

political focus on ways in which the design of the built environment can facilitate increased participation in 

physical activity. Obesity and lack of exercise are associated with several features in the physical environment, 

including urban sprawl and long intracity distances (108). When key service structures such as shopping centres, 

administrative offices or hospitals move out of the city, one effect is greater car dependency.

The relationship between the built environment and physical activity is complex and operates through many 

mediating factors, such as sociodemographic characteristics, personal and cultural variables, safety and security, 

and time allocation. Studies show convincing evidence of links between the built environment and physical 

activity (109). There is less convincing evidence of which specific characteristics of the built environment are 

most strongly associated with physical activity (110). A supportive built environment is not enough on its own to 
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guarantee that people will be physically active. Measures such as ensuring accessibility to services, shops, green 

and recreational facilities, and walking and cycle paths have strong positive associations with overall physical 

activity (111,112).

There are many barriers that can block activity in daily life, including fear of accidents on roads and broken 

pavements, fear of assault and traffic pollution (111,113,114). The built environment has the potential to influence 

physical activity in many different settings – the home, work, school, travel, the neighbourhood and leisure. In 

addition, the quality of the neighbourhood environment affects the opportunity for and willingness of residents to 

make physically active use of common spaces. Urban planning strategies should aim to promote physical activity 

for all, including people of different ages and social circumstances, living in different locations within a city and 

different types of housing.

Recommendations

•  In national health policies and strategies, the importance of the built environment and of urban planning 

in facilitating physical activity should be emphasized. The important role of local governments must be 

recognized, and partnerships and networking with regional governments and national associations and 

agencies must be promoted.

•  Urban sprawl and similar urban planning designs should be discouraged.

•  Mixed land use should be encouraged, along with the development of affordable housing in combination 

with shops, parks, public transport outlets and places of employment.

•  Evidence-based urban planning guidance tools and standards should be provided to support implementation, 

in close cooperation with ministries, agencies and professional bodies dealing with planning, architecture 

and urban development.

•  Citizen participation and integrated approaches in neighbourhood and urban planning processes should be 

advocated and supported, and national incentive schemes established for urban designs that support physical 

activity and active living.

•  In national housing policies, the importance should be emphasized of improving conditions in residential 

areas by ensuring that housing is maintained and the environment around buildings is safe and suitable for 

pedestrians.

Schools and kindergartens

Childhood today is characterized by greater institutionalization, resulting in more sedentary behaviour. 

Schools and kindergartens should therefore provide children and adolescents with more and better 

opportunities for physical activity, adapted to their basic needs and human rights.

Schools reach all young people and can therefore contribute in a meaningful way to reducing the importance 

of socioeconomic factors as determinants of levels of physical activity.

In order to ensure that kindergartens and schools contribute a considerable part of the recommended daily 

minimum of 60 minutes of varied physical activity for children and young people, a range of different 

curricular and extracurricular pursuits should be available.

The “win-win” impacts are:

More and better physical education and physical activity in schools does not reduce achievements in core 

academic subjects (even if the time available for academic subjects is slightly reduced). There are also strong 

indications of a significant positive relationship between physical activity and cognitive functioning.
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The situation and current evidence
The time given to physical education at both the primary and secondary school levels has fallen on average over 

the last decade (115,116). Greater priority is attached to important theoretical disciplines such as mathematics and 

language. Increasing pressure for academic time may also lead to a decrease in time for unstructured physical 

activity during playtimes and lunch breaks. At the same time, many countries are reporting less cycling and 

walking to and from school (117), mostly explained by the real or perceived danger of traffic (118). Computers and 

cafeterias and greater freedom to use indoors facilities have also contributed to schooldays with lower levels of 

physical activity.

A number of projects have shown that test results in core academic subjects do not decline where physical 

education lessons are increased at the expense of lessons in these core subjects (119). These projects do, however, 

lead to an improvement in the children’s health (120). Many studies also give strong indications of a significant 

positive relationship between physical activity and cognitive functioning in children and adolescents (121). Some 

evidence has also been found linking levels of physical activity and children’s ability to concentrate in class (122).

If schools and kindergartens are going to compensate for the increased sedentary life of children, the best way of 

doing this is probably to offer a variety of physical activities. In addition to improving the physical education led 

by qualified teachers, such an approach must also consider encouraging more unorganized activity during breaks 

and other periods of unorganized time at school, the use of outdoor environments in teaching different subjects 

(outdoor education), short classroom-based physical activities either at the beginning of or during lessons, and the 

practice of walking and cycling to and from home.

More physical activity at school could be an important tool in combating the increasing obesity epidemic and 

improving the overall health of children.

Recommendations

•  Consideration should be given to focusing more closely on the health mandate for schools and kindergartens 

and to including physical activity in school legislation.

•  In order to motivate children to develop physical activity habits that will stay with them throughout their 

lives, physical education and physical activity in school and kindergarten should first of all be fun (123). 

Physically inactive students, especially girls, would benefit from activities with less focus on competition. In 

a combined way, pupils should also be stimulated to invest some extra effort in practising and learning new 

physical activities and sports, and thus learn how efforts can be linked to achieving new skills, mastering 

new abilities and increasing self-confidence.

•  Many schools, especially those located in cities, have playgrounds that are in poor repair and badly equipped 

for physical activity and active play. In order to encourage more, and more varied, activity in school-related 

time, such school playgrounds should be rebuilt and better equipped with physical activity in mind.

•  The danger of traffic along school routes can be reduced either by introducing car-free zones or by reducing 

the speed limit to 30 km/h and introducing “sleeping policemen” (speed humps). Walking buses (children 

walking to school in groups attended by adults) are also a good alternative where the road to school is 

regarded as too dangerous (124).

•  Schools and kindergartens must collaborate with the local community and existing networks that include 

parents.
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Workplaces

For many people, the workplace is the most practical context in which to become more active. Thus, it should 

be an ideal setting for promoting physical activity to adults.

The best results are achieved when specific exercises, preferably designed to complement the amount of 

physical activity entailed by the job and in an individual capacity, at a moderate or vigorous intensity level, 

are undertaken on a regular basis, preferably three times a week.

The “win-win” impacts are:

Regular physical activity improves health and has a positive effect on sick leave. Improved employee health is 

reported to be associated with increased productivity, better employee relations and improved team spirit.

 
The situation and current evidence
As companies try to do more with fewer staff, time constraints and fatigue are becoming part of the job for 

the remaining employees. Long hours and lack of rest are a reality. Fortunately, many workplaces do not let 

the problems degenerate into unmanageable situations. Effective solutions do exist. Regular physical activity, 

preferably three times a week at moderate or high intensity levels and ideally designed relative to the job and 

individual capacity, has a positive effect on sick leave (125). 

Workplaces that encourage regular physical activity report not only improved employee health and fitness but 

also increased productivity and morale, reduced injury rates, better employee relations, improved job satisfaction 

and team spirit. Furthermore, physical activity enhances mood and performance and improves concentration. 

The evidence base is strong, even if there is a need for more randomized controlled trials of high methodological 

quality (126,127).

Because most adults spend half their waking hours at work, finding ways to include physical activity during the 

work day, as well as in transportation to and from the workplace and home, is the most practical way for many 

adults to become more active.

Recommendations

•  The needs of employees have to be identified, a physical activity policy developed and adopted, and action 

taken.

•  Within the framework of this policy, workplaces can do a variety of things to foster a working environment 

that incorporates regular physical activity or intentional exercise throughout the year, for all employees.

•  A little creativity can go a long way. It is never too late to incorporate regular physical activity, or even 

intentional exercise, into the work day.

•  Innovative ways to promote physical activity at the workplace include: walking to a person’s office rather than 

using e-mail or the phone; a ‘take-the-stairs’ campaign; coffee and lunch time walks; fitness breaks; running 

clubs; and exercise workshops.

•  Work can also be organized so that spontaneous activity is stimulated, or changes made to workplaces to 

make access to physical activity opportunities possible throughout the year, e.g. shower facilities installed, 

indoor gym activities introduced or gym memberships supported.

• Employers should facilitate and promote physically active transportation to and from the workplace.

•  Business leaders have a unique opportunity to create a culture at work that supports “active living”, which 

can benefit both their business and the people working within it.
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•  Awareness of the importance of physical activity can be raised through communication channels such as e-

mail or posters.

Leisure time, sports activities and unorganized activities

The fact that most people have more leisure time than in the past, combined with the reduction in physical 

work, both in jobs and in the home, provides a good argument for increasing leisure time-related physical 

activity.

Nongovernmental organizations that facilitate and organize sports, physical activity and outdoor recreation 

work with large sections of the population. These voluntary organizations should be given additional support 

and stimulation to develop a broader set of activities to reach new groups. 

In facilitating infrastructure for physical activity, less active groups must now be given more priority in terms of 

increased resources earmarked for popular unorganized activities and recreational sports with wide potential.

 
The situation and current evidence

Leisure time

Compared to other areas of life (see previous sections in this chapter), leisure has better maintained its capacity to 

encourage physical activity even if the forms of activity have changed and are still changing (128).

Shorter working hours and more technically developed lifestyles have given most people more leisure time than 

in the past. Together with the general increase in mobility, this provides a good basis for practising more physical 

activity during leisure time.

The competition from an increasing range of alternative and mostly sedentary leisure pursuits has resulted in a 

paradoxical claimed “lack of time” for participation in physical activity and sport (129). The hours that people 

spend watching television each day are one of the main reason for this “lack of time”, and this illustrates the scale 

of the challenge of informing people and making them aware that physical activity is an instrument that can 

enrich their lives with fun, self-confidence, energy and health.

Sports

Sports organizations form the context for physically active leisure for many people. Trends in participation in 

sports vary between countries in Europe, but the general tendency is towards a stabilization in the number of 

members of traditional sports clubs (128). People who take an active part in sports are much more likely to meet 

the recommendations for physical activity related to health benefits than those who are not active (130). Among 

children, in particular, sports still hold a great appeal in terms of exercise, competitions and the increasing 

number of activities offered. However, the loss of large numbers of active members during their teenage years is a 

challenge for sports organizations.

Among adults, there is in many countries a “leakage” from organized sports activities to more individual activities, 

where people exercise either alone or in fitness centres or health studios that are often situated in residential 

areas, have flexible opening hours and attractive facilities, and meet the requirements of the individual. Another 

reason may be that more people consider physical exercise as a way of staying fit and healthy. The increasing 

individualization of society is also reflected here, and traditional sports organizations need to take this into 

account if they want to become more attractive and adapt what they offer to more “modern” requirements.
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The impressive and valuable voluntary work of sports and outdoor recreation organizations needs more support 

and encouragement. These organizations should also be motivated and stimulated to broaden their activities in 

order to retain members with shifting interests and to gain new groups of members. An excellent example of new 

areas more adapted to individual qualifications is the growing number of clubs promoting and facilitating Nordic 

walking – walking with the use of poles (131).

Unorganized activities

Regardless of the preferred form of activity, if it is to be engaged in regularly, it is crucial that access should be 

good, in terms both of distance and of other attributes like capacity, user groups, attractiveness and cost. Sports 

activities need sports facilities. Even if most sports facilities, built for more or less specialized activities and used 

by the fitter and more active part of the population, are theoretically available to everyone, it is clear that they are 

not attractive to people who are less active (129). It is still the case in most countries that specialized and expensive 

sports facilities are given priority in the allocation of economic resources intended to increase and promote 

physical activity in general. Given a growing awareness of the need to raise levels of physical activity, especially 

among less active groups, it now seems necessary to achieve a better balance in planning and investing in (local) 

infrastructure for promoting low-threshold, unorganized physical activity and recreational sports, rather than 

more specialized organized sport. More resources have to be used to provide the less active groups with adapted 

and appropriate infrastructure. Good examples of this are parks and open areas that encourage active play and 

various unorganized activities and recreational sports (e.g. many different ball games), pathways and trails, cycle 

lanes and community recreation centres. Ensuring that such facilities are of good quality and easily accessible is an 

effective way of raising levels of physical activity (81).

Nature areas, especially near to residential areas, should be preserved and made accessible for recreational use. 

Contact with nature is shown to have a supplementary positive effect on mental health in combination with other 

activity forms (132,133).

Recommendations

•  Sports organizations should be challenged to clarify their future role and their willingness and potential to 

expand their activities to attract new groups. Broader collaboration is needed to develop new, less competitive 

activities, new forms of membership and new types of organization.

•  Adequate support should be given to local governments in their work to create motivating local environments 

and infrastructure to reach all groups.

•  Standards should be developed to ensure easy access to attractive outdoor recreational areas with supportive 

infrastructure and affordable facilities.

•  More attention should be paid to access to nature and parks because of the additional effects on mental 

health of nature-based outdoor recreation.
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Building networks and alliances

The promotion of physical activity is not the sole job of the health, sport, leisure or education sectors. 

It should be seen as a shared task for these and other sectors such as transport, urban planning and 

environment.

By working together across sectors, in both the public and the commercial arenas, progress towards healthier 

and more sustainable lifestyles will become more efficient and more effective. The synergies involved create a 

win-win situation for all actors.

Through their health sectors, governments should take a leading role in building networks and alliances.

 
Traditionally, the promotion of physical activity has been seen as a job for the leisure and education sectors, 

through the promotion of sport among the general population and within schools, colleges and universities. But 

in recent years there has been growing recognition that organized sport, while a vital part of the picture, makes 

a relatively small contribution to levels of physical activity among the general population – less than 10% of the 

total in many countries. Wider lifestyle activities such as walking and cycling have a major part to play in raising 

activity levels, and the health sector is increasingly recognizing the importance of supporting physical activity for 

health. The moves towards health-promoting schools and workplaces are important examples of this, with real 

potential to improve people’s lives and tackle problems such as obesity.

Education, working life, transport and the built environment are at the heart of this approach. If it is to be truly 

successful, urban planners, transport planners, traffic engineers and architects need to work together with 

representatives from schools, the leisure and sports sectors, and the health sector. Many of the initiatives that 

encourage lifestyle-based physical activity, such as safe routes to school, active travel, neighbourhood walkability, 

attractive green spaces and enhanced building design, can also have a positive impact on the environment and 

sustainability.

Mandating public bodies to work towards common goals is achievable, for example, by creating targets for tackling 

problems (such as childhood obesity) that are shared with the transport sector, as well as with education, sport 

and leisure. Influencing the nongovernmental and commercial sectors requires a different set of approaches. Local 

networks and alliances, with shared priorities and true commitments to achieving success together, are important 

for engaging these sectors. The public sector can shape the way in which commercial sector decisions are made, 

both by influencing the regulatory framework and by promoting an environment in which consumers are able and 

willing to make healthier choices.

The great challenge for public health lies in reconciling and integrating the different and sometimes competing 

approaches and interests involved. Improving the opportunities for physical activity requires ‘horizontal’, cross-

cutting approaches, integrating the activities of different sectors at all levels and encouraging them to work together 

in the face of different (and sometimes competing) organizational structures, priorities and goals. Recognition 

should also be given to the importance of ‘vertical’ structures within sectors that place local decision-making in the 

context of national and regional policies for that sector.

The governmental health sector at all levels should accept and take on a convincing leadership role in building 

networks and alliances and in coordinating action that supports physical activity.

StepS to health / from principlEs to Action



A EuropEAn frAmEwork to promotE physicAl Activity for hEAlth

3�

Recommendations

•  The health and other sectors should promote strong networks and alliances at all levels, as well as between 

levels, to improve physical activity and quality of life.

•  Those building networks and alliances should develop synergistic ways of working to maximize the mutual 

benefit of such work – a ‘win-win’ approach.
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sEtting goAls And mEAsuring succEss
Determined and continued work

Public health programmes for physical activity need to be planned with a long-term perspective and to have 

clear and measurable goals and indicators.

All major stakeholders should be involved in setting these goals and indicators.

Evaluation of goals and indicators should always be a part of programmes.

 
Setting objectives
One of the crucial aspects of developing and coordinating a comprehensive plan of public health action is the 

setting of clear aims, objectives and indicators, against which the success of the work can be monitored. Setting 

objectives and indicators for a project ensures that it is clear what people are setting out to do, and the mechanisms 

by which they hope to do it. The process of agreeing on objectives and indicators means that all major stakeholders 

in a project can be involved at the critical planning phase. 

The objectives of a project set out what the project hopes to achieve. Ideally, these should be specific, measurable, 

achievable, realistic and time-bound (‘SMART’) (134). For example, an objective to ‘ensure that all local authorities 

have published a stated commitment to increasing cycling within their local transportation plans by year …  

(a defined year)’ would be preferable to an objective ‘to encourage local authorities to promote cycling’. More 

specific objectives allow a more precise assessment to be made of the extent to which the objectives have been met.

Evaluation and the use of indicators
To see if goals are reached, how they are reached and whether resources are effectively used, process as well as 

outcome evaluation should follow every programme.

Indicators are measured variables, which help to evaluate changes that can be directly (and indirectly) related 

to goals, objectives and targets. They are indirect or partial measures of a complex situation but, if measured 

sequentially over time, they can indicate the direction and speed of change and serve to compare different areas or 

groups of people at the same moment in time (135).

Agreeing on a core set of indicators for a project allows stakeholders to focus on the precise element that they are 

trying to change. For example, a core indicator of ‘the proportion of school children walking or cycling to school 

daily’ would direct programme activity specifically towards action on school travel (including action on planning, 

education, infrastructure training and promotion). The different sets of indicators can be grouped as described 

below.

•  Output indicators are used to measure the outputs or products that come about as a result of the processes. 

These can be, for example, the publication of a strategy document or the launching of a national programme. 

In addition to action plans and programmes, they might also include improving the social and physical 

environments of various settings to support the adoption of healthier behaviours, such as safe cycling routes.

•  Process indicators are used to measure progress in the processes of change and describe how this progress 

is achieved. Examples of these might be the setting up of expert advisory committees on physical activity 

within a Member State.
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•  Outcome indicators are used to measure the ultimate outcomes of an action. These might be short-term 

outcomes (such as increased knowledge), intermediate outcomes (such as change in behaviour) or long-term 

outcomes (such as reduction in incidence of cardiovascular disease) (136).

The principal outcome indicator of interest in this context is the proportion of the population engaging in 

recommended levels of physical activity. Monitoring of this indicator will therefore require national population-

level surveys using well validated physical activity surveillance tools.

Recommendations

•  All programmes for physical activity should ideally be given specific, measurable, achievable, realistic and 

time-bound goals based on a baseline analysis.

• Evaluation must always be a planned and integrated part of programmes and be given adequate resources.

•  To follow the process of complex programmes, a set of different output, process and outcome indicators 

should be defined and measured along the course.

•  To overcome strong secular trends and environmental influences, programmes need to be planned for long-

term sustainable action.

Surveillance of physical activity in the European Region

Surveillance of levels of physical activity among the population using standardized protocols is a crucial and 

necessary part of the public health response to current concerns regarding physical activity levels.

Standard methods of surveillance are required in order to assess the prevalence of current physical activity, 

to determine trends over time, to better plan physical activity public health interventions, and to monitor 

their effect in efforts to prevent and control chronic disease.

Standardized surveillance methods allow for intercountry and cross-regional comparisons – a key factor for 

strengthening international action.

 
Methodology for physical activity surveillance
Surveillance of physical activity in adult populations is most often carried out by self-report questionnaire, as 

this method is relatively inexpensive and easy to administer, compared to objective measures of activity such as 

pedometers or accelerometers. However, until recently, valid and reliable tools to assess levels of physical activity 

among populations have not been available. A recent global review of national physical activity prevalence data 

among populations revealed that only a handful of countries globally had robust data to monitor trends over time 

(137).

In addition, most physical activity questionnaires used in the past have collected information on leisure-time 

activity, with less emphasis on information on occupational and/or transport-related physical activity (e.g. cycling 

and walking).

Acknowledging this, recent years have seen the development of ‘new generation’ questionnaires for population 

surveillance of physical activity. These questionnaires take into account the fact that activity undertaken at work 

and for transport also has a potential health benefit and may be especially important for energy expenditure to 

assist in weight control.



34

The International Physical Activity Questionnaire (IPAQ) (138) and the Global Physical Activity Questionnaire 

(GPAQ) (139) are new generation ‘multidomain’ instruments and collect information on physical activity of 

moderate and vigorous intensities undertaken in all settings of daily life, in an attempt to capture overall patterns 

of physical activity relevant for health.

IPAQ collects reliable and valid information on the intensity, frequency and duration of physical activity in all 

domains of life (leisure time, occupation and transport). Data on physical activity levels in Member States of the 

European Union were collected using IPAQ in 2002. This set of data provided an insight into physical activity 

levels across European countries for the first time (11).

GPAQ, derived from IPAQ, provides, in addition to information on the total amount of physical activity, 

separate estimates of adult physical activity in each domain (occupation, leisure time, transport). The ability to 

assess physical activity prevalence in specific domains is useful for policy-making and for developing targeted 

interventions.

Many countries in the WHO European Region have other valuable experiences in physical activity surveillance, 

particularly in using other appropriate tools such as the FINBALT survey (140).

Despite some progress in designing and using population prevalence tools for adults in the European Region, there 

are still gaps in the surveillance of physical activity. Of crucial importance is the fact that surveillance methods for 

children and young people are yet to be fully developed and validated.

Recommendations

•  Clearly, adequate resources must be identified and earmarked in order to undertake data collection, analysis, 

and interpretation and communication of physical activity information.

•  Existing national and regional surveillance mechanisms, such as Eurobarometer, can be used in efforts to 

promote ongoing data collection across the Region.

•  For countries already using a standard and valid methodology, surveys should be repeated every three to five 

years to provide trend data. For countries that have yet to undertake data collection, due consideration must 

be given to the issues raised above, i.e. validity, reliability, comparability and use of data for policy decisions.

•  The recent development and implementation of IPAQ and GPAQ in many countries has important 

implications for the surveillance of physical activity. GPAQ provides estimates of levels of adult physical 

activity in each domain separately (i.e. occupation, leisure time, transport). The ability to assess physical 

activity prevalence in specific domains is potentially extremely useful for policy-making and for developing 

targeted interventions.

•  The collection of physical activity prevalence data for young people should be undertaken where feasible, and 

efforts to develop valid and reliable instruments for physical activity surveillance should be a priority.

•  The potential use of objective measurement tools (e.g. accelerometers, pedometers, fitness testing) in parallel 

with self-report questionnaires for ongoing validation and provision of alternative data should also be 

considered. The monitoring of emerging important issues such as the impact of the built environment on 

physical activity should also be considered for future research and potential inclusion in more elaborate 

surveillance systems.
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Physical activity is one of the major lifestyle-related 
health determinants. Widespread acknowledgement of 
this fact is vitally important in addressing the impact of 
physical inactivity on the risk of developing a number 
of chronic diseases. Unfortunately, in western Europe, 
for example, at least two thirds of adults are not 
suffi ciently physically active and levels are continuing 
to fall. Children around the world are becoming 
increasing sedentary – especially in poor urban areas. 
On average, only 34% of European young people aged 
11, 13 and 15 years report enough physical activity to 
meet current guidelines.

Encouraging people to be physically active has 
numerous benefi ts that go beyond health, to include 
the economy and development. A comprehensive, 
integrated and intersectoral approach is needed, with 
emphasis on environmental, social and population 
strategies in support of individual ones. The promotion 
of physical activity should therefore be a fundamental 
component of public health work.

Action must now be taken on the basis of the best 
available evidence and practice. This document 
provides Member States, experts and policy-makers 
with guidance on designing and implementing 
physical activity-promoting policy and action, as 
part of a national public health agenda and through 
multisectoral cooperation.
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