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Introduction 

 
We were commissioned by NHS Health Scotland to provide guidance that 
was evidenced-based, practical and relevant to primary care professionals, 
about how to promote physical activity. We took as our starting point the 
notion that all patients within a primary care setting that are not currently 
meeting the physical activity guidelines would benefit from increasing their 
physical activity levels. Patients with chronic or acute disease states will often 
be in this category and GPs must decide if activity is contraindicated. In most 
cases increasing activity will be beneficial. We were not able within the scope 
of this review to examine particular strategies for particular disease states. 
 
In our tender document we outlined 4 phases of work as follows: 
 
1) A database and official publication search for systematic reviews and 

documents that relate to the promotion of physical activity in primary care. 

This phase will provide: 

• Summary of key policy drivers 

• Definitions of all key terms 

• Recommended method of identifying active and 

inactive patients 

• Descriptions of interventions with some degree of 

evidence of effectiveness in primary care 

• Guidance on monitoring and evaluating physical 

activity promotion 

2) A detailed assessment of the various primary care staff that could 
promote physical activity in Scotland and a summary of the current 
contractual position of primary care staff in relation to health promotion 
that could influence how physical activity could be promoted. This 
phase will provide:  

• Clarity about the roles of primary care staff  and other related 

professionals in the promotion of physical activity 

• Training and development opportunities 

• Contractual issues that may help or hinder physical activity 

promotion 

3) Bring all relevant documentation to a meeting of our research team 

with draft materials that will fulfil each project objective. Output to 

include 1 and 2 above and: 

• A list of relevant resources for use by primary care staff 
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• Relevant contacts and web sites (such as Physical Activity 

and Health Alliance or British Association of Sports 

Medicine) 

• A further reading list with web links and PDFs where 

possible. 

 

4) Make a final draft of recommendations for discussion with the Primary 
Care Guidance Reference Group (PCGRG).  

 
 

This final report reflects phases 1- 4 with the benefit of discussion with 
PCGRG on 2nd March 07 and 19th April 07. We have also drafted, as a result 
of the meeting on the 2nd March 07, a leaflet and flow chart for use with 
primary care staff that will raise awareness of primary care staff of: the 
prevalence of inactivity, the benefits of activity and the risks of inactivity, the 
recommendations on how much physical activity people should do. We have 
also drafted a flow chart of how to provide brief advice about physical activity. 
The leaflet and flow chart were amended following discussion on 19th April 
2007 and are available in separate documents.  
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PART A: The report of our review process (amended 
following discussion on 2nd March 2007) 
 
This report is presented in three sections. The first section relates to 
information that we were able to use from our review process identified in 
phase 1. The second section refers to information that the GPs in our review 
team found from their search and discussion. The third section represents 
materials that we consider as potential material for additional information that 
might be included with any guidance. 
 
 

Evidence from our review process 

 
We did not set out to complete a systematic review of the evidence required 
to answer all the questions posed in the tender document. Such a systematic 
review would have taken a considerable amount of time to complete.  In our 
tender document we agreed to provide a ‘review of reviews’. We therefore 
devised a search strategy based on the concept of a rapid review (Petticrew 
et al., 2006). A rapid review is one which has systematic procedures but is 
constrained by time and resources.  The detailed steps in our review process 
are included in Appendix 1. This section of the report answers the following 
questions: 
 

1. What are the main policy drivers for promoting physical activity in 
primary care in Scotland? 

Within the systematic reviews reference was made to 11 policy drivers. Three 
policy drivers (Bauman et al., 2002; U.S. Department of Health and Human 
Services, 1990; US Preventive Services Task Force, 1996) were each 
mentioned twice and eight were mentioned once (Department of Health, 
2004a, 2004b, 2004c; Department of Transport, 2004a, 2004b; NHS, 2000; 
Pate RR et al., 1995; Pipe, 1999). Six of the policy drivers mentioned once 
were UK publications (Department of Health, 2004a, 2004b, 2004c; 
Department of Transport, 2004a, 2004b; NHS, 2000).  
 
Within the narrative reviews 11 policy drivers were referenced. One policy 
driver was referenced on four occasions (U.S. Department of Health and 
Human Services, 2000) and one was referenced on two occasions (U.S. 
Preventive Services Task Force, 1989). Nine policy drivers were mentioned 
once (Department of Health, 1995, 2004a; Fletcher GF et al., 2001; Hansson 
et al., 1999; Lee IM et al., 2001; The Scottish Office, 1999; U.S. Department 
of Health and Human Services, 1990; United States Department of Health 
and Human Services et al., 1996; US Dept of Health and Human Services, 
1998). One of the policy drivers mentioned once was a Scottish publication 
(The Scottish Office, 1999) and one was a UK publication (Department of 
Health, 1995). 
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In addition eight publications were included in the review that could be defined 
as policy drivers (American Heart Association; Berg et al., 2003; K. B. Eden et 
al., 2002; Health Development Agency: Hillsdon, 2005; Lyznicki et al., 2001; 
National Institute for Clinical Excellence, 2006i; Scottish Executive, 2003; U. 
S. Preventive Services Task Force, 2002). 
 
It was agreed that the main policy drivers that will influence primary care staff 
promoting physical activity are ‘let’s make Scotland more active’(Scottish 
Executive, 2003) and the Chief Medical Officer’s report ‘at least 5 a week’ 
(Department of Health: Physical Activity Health Improvement and Prevention, 
2004). 
 
The PCGRG recommended that we also include in the list of policy drivers: 
NICE guidelines on obesity and on interventions to promote physical activity 
(National Institute for Health and Clinical Excellence, 2006ii); NHS Health 
Scotland response to the NICE physical activity guidance (NHS Health 
Scotland, 2006); World Health Organisation strategy on diet and physical 
activity (World Health Organization, 2004); Delivering for Health (Scottish 
Executive, 2005); the current contract for GP’s in Scotland (NHS Scotland, 
2004), and relevant SIGN guidelines (see Part C, page 17). It was agreed that 
these would be listed along with additional resources in the leaflet.  
 

2. What are the recommended definitions of relevant terms  

 

Of the 71 papers reviewed, four provided definitions of physical activity and a 
further three physical activity related terms were provided in at least one 
publication. 
 
The four publications that defined physical activity (Burns, 1996; Department 
of Health, 2004a; Pinto et al., 2005; Speck et al., 2003) referred to the 
definition provided by Casperson and colleagues (Caspersen et al., 1985) 
(1985, p.126), specifically, that physical activity refers to any bodily movement 
of the skeletal muscles that results in energy expenditure.  
 
Exercise was defined as: a subset of physical activity that is planned, 
structured and involves repetitive bodily movement to improve or maintain 
some component of physical fitness. 
 
Fitness was defined in two papers (Burns, 1996; Department of Health: 
Physical Activity Health Improvement and Prevention, 2004) again according 
to the definition provided by Casperson et al. (1985), as: a set of attributes 
that relate to the ability to perform physical ability.  In their 2004 report, the 
Department of Health fleshed out this definition, stating that fitness refers to 
the ability to perform a given physical task in a specified environment and that 
multiple dimensions of fitness such as cardiorespiratory fitness, strength, 
flexibility, speed, power and optimal levels of body fat, can be enhanced 
through appropriate activity. 
 



Final report 27th April 2007 

 7 

Health related fitness was defined by the Department of Health (Department 
of Health, 2004a), p.80) as a dimension of fitness that goes beyond pure 
physical function and encompasses sufficient functional capacity to perform 
activities of daily living without undue discomfort, optimal weight control, low 
levels of risk factors for major diseases and optimal psychological and social 
well-being. 
 
Health-enhancing physical activity has increasingly been adopted in 
European countries. This term highlights the connection between physical 
activity and good health and has been defined as “any form of physical activity 
that benefits health and functional capacity without undue harm or risk” 
(Foster, 2000). 
 
Active living is defined as “a way of life that integrates physical activity into 
daily routines” (Active Living Leadership, 
http://www.leadershipforactiveliving.org/AbouMore-3895.html) 
 
 
We recommend that health professionals refer to the above definitions 
 

3. How to define active and inactive patients 

Eight papers reviewed made reference to how inactive and active individuals 
should be defined. The majority of these (Blackburn, 2002; Eakin, 2001; 
McInnis, 2003; National Institute for Clinical Excellence, 2006i) were narrative 
reviews and based recommendations on the American College of Sports 
Medicine (ACSM (American College of Sports Medicine, 1998)) and Chief 
Medical Officer’s (Department of Health: Physical Activity Health Improvement 
and Prevention, 2004) guidelines, which state that adults should aim to 
accumulate at least 30 minutes of moderate intensity exercise on 5 or more 
days of the week. Accordingly, those meeting the guidelines would be defined 
as active whilst those not meeting the guidelines would be defined as inactive. 
One systematic review (U. S. Preventive Services Task Force, 2002)(US 
Preventative Services Task Force) made no recommendations for how to 
define active individuals, but defined sedentary individuals as those 
undertaking ‘little or no leisure time or household or occupational physical 
activity.’ 
 
Only one publication recommended a tool that could be used to assess 
physical activity level (National Institute for Clinical Excellence, 2006i); the 
General Practice Physical Activity Questionnaire (GPPAQ). The questionnaire 
is validated and intended for use in adults (16-74 years). It provides a 4-level 
Physical Activity Index, enabling patients to be classified as inactive, 
moderately inactive, moderately active or active. The GPPAQ has been 
reported to take approximately 30 seconds to complete (National Health 
Service, October 2006) and therefore can be completed by patients while 
waiting for appointments or during consultation. While the GPPAQ holds a lot 
of promise as a classification tool, the scoring system for the questionnaire 
requires clarity. To the best of our knowledge, the questionnaire is scored 
electronically, therefore limiting its accessibility. Moreover, we are sceptical 
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that the questionnaire can in fact be completed by all patients in 30 seconds. 
Based on this, we are unable to make any strong recommendations regarding 
tools for ascertaining patient physical activity levels.  
 
Recommendation: Reviews have not provided clear guidance on how to 
put the definitions of active and inactive people into an easy-to-use 
classification tool. We understand that a review of such tools is being 
undertaken by Graeme Scobie and recommend that we should await this 
review before finalising recommendations. In addition, it would be 
useful if the GPPAQ could be field tested (Scott-Porter) with primary 
care staff to determine the feasibility of it’s use. 

4. Recommendations on ‘how much PA’ and for whom 

National and international guidelines recommend that adults accumulate at 
least 30 minutes of moderate intensity activity on most, preferably all days of 
the week (Department of Health, 2004a; United States Department of Health 
and Human Services et al., 1996). 
 
Approximately half of reviews of adult populations considered in this rapid 
review make specific reference to and consider interventions in primary care 
following these guidelines ((U. S. Preventive Services Task Force, 2002), 
(Berg et al., 2003), (Blackburn, 2002), (Burns, 1996), (Chakravarthy et al., 
2002), (Eaton et al., 1998), (K. Eden et al., 2002), (Goldstein et al., 2004), 
(Koenigsberg et al., 2004), (Low et al., 2006), (Marcus et al., 2003), (McInnis, 
2003), (Morey et al., 2003), (Morgan, 2005), (Pinto et al., 2005), (Speck et al., 
2003), (Whitlock et al., 2003), (Will et al., 1996)).  The remaining reviews do 
not specify recommended levels of physical activity. 
 
Moderate intensity activity is the equivalent of brisk walking at a pace of 3-4 
miles per hour, and this can be accumulated in 10-15 minute bouts throughout 
the day ((United States Department of Health and Human Services et al., 
1996); (Department of Health: Physical Activity Health Improvement and 
Prevention, 2004)).  Most reviews concentrate on promoting ‘lifestyle’ 
activities such as brisk walking, gardening, climbing stairs, and active 
commuting, though structured sports and exercise are also provided as 
options for those patients identified as having an interest in these activities.  
Five papers make reference to the additional benefits that may be gained by 
physical activity above the level stated above ((U. S. Preventive Services 
Task Force, 2002), (Burns, 1996); (Department of Health: Physical Activity 
Health Improvement and Prevention, 2004)); within these, two systematic 
reviews ((U. S. Preventive Services Task Force, 2002), (K. Eden et al., 2002)) 
and one narrative review (Will et al., 1996) included studies where clinicians 
recommended vigorous activity as an option for patients.  Exercise guidelines 
recommend that 20 minutes of more of vigorous intensity exercise performed 
three or more times a week will provide additional health and fitness benefits 
((United States Department of Health and Human Services et al., 1996); 
(Department of Health: Physical Activity Health Improvement and Prevention, 
2004)). 
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Two of the papers reviewed considered primary care physical activity 
interventions for overweight and obese patients.  These two narrative reviews 
concluded that 60 minutes of moderate intensity physical activity on at least 5 
days of the week may be necessary for long term weight maintenance 
((Harris, 1999), (Low et al., 2006)), and that a combination of aerobic and 
resistance training appears to be superior for weight loss and weight 
management ((Harris, 1999)).  This is supported by the Chief Medical 
Officer’s report in England ((Department of Health: Physical Activity Health 
Improvement and Prevention, 2004)). 
 
It is out with the scope of this review to recommend specific levels of physical 
activity for individual disease states, but 2 narrative reviews and official 
recommendations concluded that individuals with a family history of chronic 
disease (Chakravarthy et al., 2002) and older or frail patients (Morey et al., 
2003) may require moderate activity in excess of 30 minutes a day and a 
more targeted and individualised approach including resistance and strength 
and balance training (Department of Health: Physical Activity Health 
Improvement and Prevention, 2004). 
 
It is recommended that children accumulate at least 60 minutes of moderate 
intensity activity on 5 or more days of the week, and that at least twice a week 
this should include activities to improve bone health (activities that produce 
high physical stresses on the bones), muscle strength and flexibility (United 
States Department of Health and Human Services et al., 1996); (Physical 
Activity Task Force, 2002); (Department of Health: Physical Activity Health 
Improvement and Prevention, 2004).  No reviews were included in this rapid 
review that included ‘normal weight’ children as the population of interest.  
However, 1 narrative review recommends that overweight or obese children 
should accrue 60 minutes daily of moderate intensity physical activity and limit 
inactive activities such as watching television or playing computer games in 
order to promote weight loss and/or maintenance (Schumann et al., 2002).  
 
Recommendations:  
 
The review and discussion confirmed that we should use the 
recommendations from the Chief Medical Officer’s report ‘at least five a 
week’. These are: 
 
All healthy adults (and older adults) should be encouraged to achieve a 
total of at least 30 minutes a day of at least moderate intensity activity 
on 5 or more days of the week.  This activity can be achieved either in a 
single session or can be accumulated throughout the day with several 
shorter bouts of 10 minutes or more, and can be ‘lifestyle’ activity (such 
as walking), structured exercise or sport, or a combination of these.  
 
Children should accumulate at least 60 minutes of moderate intensity 
activity on 5 or more days of the week; such activities should also 
include activities that promote bone health, muscle strength and 
flexibility at least twice a week.  
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Concerning weight loss, in the absence of a reduction in energy intake, 
45-60 minutes’ accumulated activity each day may be needed in order to 
prevent the development of obesity. People who have been obese and 
who have lost weight may need to accumulate 60-90 minutes of activity 
a day in order to maintain their weight loss. 
 
Additional recommendations were that primary care staff must use their 
clinical knowledge to assess patient contraindications to specific forms 
of activity and to refer to specific treatment guidelines for individual 
disease states.  The above guidelines can then be modified accordingly.  
Those patients identified as already achieving the minimum 
recommended levels of physical activity should be supported to 
maintain this activity, including discussion of relapse prevention, and 
should be educated about the additional benefits of more vigorous 
activity. 
 

5. What interventions work in promoting physical activity in primary 
care?  

This question is perhaps the most important one to use the review evidence to 
answer. We decided to limit our recommendations here to what systematic 
reviews had concluded. Systematic reviews provide more confidence than 
narrative reviews about the methods used to reach conclusions and therefore 
should provide us with the strongest evidence.  
 
All of the systematic reviews (see table within Appendix 1) conclude that there 
is limited, inconclusive or equivocal evidence about how to promote physical 
activity in primary care. Even when positive changes were found it was noted 
that these were short term changes. A reasonable conclusion might be that 
we do not yet know how best to promote PA in primary care. There is a clear 
need to gather better evidence. More research is required on the process of 
how to promote physical activity within primary care. It is likely that many 
robust designed trials have used ineffective processes and thus no change 
has been found. Once exploratory trials have established processes that do 
increase physical activity, these can then be tested in robust randomised 
controlled trials; we do not believe that this stage has yet been reached. 
 
Seven reviews concluded that a behavioural approach is recommended. This 
means that the approach needs to be tailored to individuals’ interests, 
preferences and readiness to change. At least two reviews recommend the 5 
A’s approach Assess; Advice; Agree; Assist; Arrange. 
 
Very few reviews make specific mention of children. Suggestions included 
advocating decreases in sedentary activities as well as increases physical 
activities. No specific conclusions emerged for interventions for older adults. 
 
The most recent review of promoting physical activity in primary care was 
commissioned by NICE and made conclusions about using the approach of 
brief advice, using exercise referral schemes (recommendations about 
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pedometer use and walking and cycling schemes were also made but these 
were not specific to primary care). None of the other reviews made specific 
reference to exercise referral schemes. NHS Health Scotland recently made a 
Scottish response to these recommendations (NHS Health Scotland, 2006). In 
the absence of any new evidence it is suggested that these 
recommendations, with the Scottish context taken into account, form the best 
available evidence. 
 
Recommendation 
 
There is equivocal support for the efficacy of promoting physical activity 
in primary care. We do not yet know how best to promote PA in primary 
care. Based on the notion that it is better to do something than do 
nothing, we recommend that primary care staff should use an individual 
and behaviourally oriented approach to raising awareness about 
physical activity and providing advice about how to become more 
active. We suggest that we adopt part of the recommendation from the 
recent NICE guidelines about the use of brief advice to promote physical 
activity in primary care (National Institute for Clinical Excellence, 2006i). 
 
“Primary care practitioners should take the opportunity, whenever possible, to 
identify inactive adults and advise them to aim for 30 minutes of moderate 
activity on 5 days of the week (or more). They should use their judgement to 
determine when this would be inappropriate (for example, because of medical 
conditions or personal circumstances).” 
 
“When providing physical activity advice, primary care practitioners should 
take into account the individual’s needs, preferences and circumstances. 
They should agree goals with them. They should also provide written 
information about the benefits of activity and the local opportunities to be 
active. They should follow them up at appropriate intervals over a 3 to 6 
month period.” 
 
There is no strong support for exercise referral schemes. The recent 
NICE guidance suggests that they are only effective in the short term (6-
12 weeks) and concluded that exercise referral should only be made 
when the scheme is part of a properly designed evaluation.  However, if 
such schemes adopt an individual and behaviourally oriented approach 
as above they can be recommended. We agreed that recommendations 
on how to structure and evaluate GP exercise referrals schemes should 
be delayed until the evaluation of two Scottish schemes have been 
completed. There may be a need to develop a Scottish version of the 
Quality Assurance Guidance for exercise referral schemes developed 
for England in 2001 (National Health Service, 2001). 
 

6. Who should deliver physical activity interventions? 

The question of who should deliver physical activity interventions was 
addressed in 15 publications. The vast majority of these recommended that 
interventions should be delivered by a wide range of primary care staff 
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(American Heart Association); (Dugdill et al., 2005); (Eakin, 2001); (Eakin et 
al., 2000); (Goldstein et al., 2004); (Koenigsberg et al., 2004); (McInnis, 
2003); (Schumann et al., 2002)). For example, in her systematic review, Eakin 
(Eakin et al., 2000) concluded that short term improvements in physical 
activity behaviour can be achieved by all types of interventionists, including 
physicians, nurses and combinations of physicians and educators. In a further 
narrative review, Eakin et al. (Eakin, 2001) reported that no clear relationship 
emerged between type of interventionist (e.g. nurses, physicians, health 
educators) and effectiveness and concluded that interventions should be 
delivered by whomever is most likely to do so consistently, given time, training 
and interest. 
 
The inclusion of non-GP primary care staff in delivery of interventions is 
supported by a recent report that 66% of GPs, in comparison to 88% of health 
visitors and 90% of practice nurses, routinely recommend physical activity to 
patients (Douglas et al., 2006). Due to stronger time constraints in GP 
consultations, it is likely that GPs encounter greater difficulties delivering 
physical activity interventions than other groups of primary care staff.  Only 
three studies considered the settings in which interventions should be 
delivered. All suggest that interventions should be delivered within primary 
care settings rather than community settings (Halbert et al., 2000; McInnis, 
2003; National Institute for Clinical Excellence, 2006i).   
 
Recommendation: Advice about how to become more physically active  
should be delivered by a wide range of primary care staff, including 
GPs, practice nurses, pharmacists, health visitors, allied health 
professionals  and health educators (see also Part B of this report).  

7. What recommendations can be made about how to evaluate 
interventions? 

In England, the NICE guidelines (National Institute for Clinical Excellence, 
2006i) recommend that the effectiveness of brief interventions in primary care 
is monitored by local policy makers, commissioners and managers, together 
with primary care practitioners, and make reference to audit criteria to monitor 
local practice that are supplied on their website 
(http://www.nice.org.uk/page.aspx?o=320669). These criteria could be 
modified for our purposes in Scotland but this would need to become part of 
the GP contract.  
 
There is no consensus from this rapid review about how best to evaluate a 
primary care-based physical activity intervention.  Most reviews make 
reference to using records of the patient’s physical activity levels and 
monitoring this over time, as well as measuring other health variables such as 
waist circumference and BMI, particularly in the case of overweight and obese 
patients (Schumann et al., 2002), (Steinbeck, 2005).  There is no consensus 
on what measurements to take, and what tools to use in order to best achieve 
this aim (Petrella et al., 2002), though the NICE guidelines suggest including a 
measure of total physical activity in addition to simply examining the activity 
domain of interest (for example pedometer step counts) as part of the on-
going monitoring process (National Institute for Clinical Excellence, 2006i).  
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Three reviews (one systematic (Petrella et al., 2002), one narrative 
(Schumann et al., 2002), and one a ‘review of reviews’(Health Development 
Agency: Hillsdon, 2005) emphasise the importance of using validated tools to 
measure physical activity variables and the need for an inventory of available 
models that use consistent interventions and validated measurement 
instruments (Petrella et al., 2002). 
 
The NICE guidelines (National Institute for Clinical Excellence, 2006i), one 
systematic review, (Lawlor et al., 2001), and one narrative review (Pinto et al., 
1998) argue for good-quality randomised controlled trials (RCT) with long term 
follow up (including assessment of whether physical activity advice was 
actually provided (Lawlor et al., 2001)) to determine the effectiveness of 
interventions.  Systematic reviews also emphasise the need for additional 
qualitative studies to explore barriers to provision and implementation of 
lifestyle advice within primary care (Lawlor et al., 2001), and economic 
evaluations including the cost of motivating or training primary care staff to 
give advice (Lawlor et al., 2001), (Petrella et al., 2002). Lawlor and Hanratty 
(Lawlor et al., 2001) also stress the importance of considering the impact of 
environmental factors on the overall outcome.   
 
Conversely, Dugdill et al. (Dugdill et al., 2005) conclude in their narrative 
review that a RCT is not recommended, and that a holistic approach 
encompassing a participatory action framework and process evaluation is 
required in order to successfully evaluate GP referral schemes in the UK.     
 
Recommendation: We recommend the use of the NICE audit tool and 
adapt it for Scottish purposes. We have included this in the further 
resources section (PART C). There is also a need to agree an evaluation 
framework for judging the success of promoting physical activity in 
primary care and this should be part of a longer term plan. 
 

8. Is training recommended? 

The majority of primary care staff in Scotland agree that the promotion of 
physical activity is a fundamental component of the health care sector, and 
generally believe that their knowledge of this area is sufficient to advise 
patients on the issue (Douglas et al., 2006).  However, Douglas and 
colleagues (2004) highlight the apparent lack of any systematic pattern of 
assessment and practice for promoting physical activity across primary care 
practice in Scotland, together with a lack of knowledge of the current physical 
activity recommendations and trends.  They emphasise the importance of 
raising awareness of the activity recommendations and ensuring that patients 
receive clear and consistent messages regarding the importance of physical 
activity (Douglas et al., 2006).   
 
Of the reviews included in this rapid review, less than half make reference to 
training primary care staff to undertake the delivery of a physical activity 
intervention.  All of these go on to recommend training in some (sometimes 
unspecified) form (Blackburn, 2002), (Chakravarthy et al., 2002), (Dugdill et 
al., 2005), (Eakin et al., 2000), (Goldstein et al., 2004), (Koenigsberg et al., 
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2004), (Margetts et al., 1999), (Morey et al., 2003), (Petrella et al., 2002), 
(Pinto et al., 1998), (Whitlock et al., 2003), (American Heart Association), 
(Jacobson et al., 2004), (Health Development Agency: Hillsdon, 2005), 
(Dorrans et al., 2006), (National Institute for Clinical Excellence, 2006i), and 
two systematic reviews conclude that most effective interventions include 
training and materials for physicians (Eakin et al., 2000), (Petrella et al., 
2002).   
 
Effective interventions can be delivered following brief training (Eakin et al., 
2000) and given the wide range of staff groups who have the potential to 
promote physical activity it seems appropriate that training should include 
GPs, practice nurses and exercise professionals, as well as health 
promotion/public health specialists (Dugdill et al., 2005), (Dorrans et al., 
2006).  There is no clear consensus that supports a specific type of training 
for health professionals, though a behaviour change counselling and/or 
motivational interviewing approach is strongly supported by four narrative 
reviews (Blackburn, 2002), (Goldstein et al., 2004), (Morey et al., 2003), 
(Whitlock et al., 2003), two position statements (American Heart Association), 
(Jacobson et al., 2004)), and a ‘review of reviews’ (Health Development 
Agency: Hillsdon, 2005).  Two reviews mention the ‘5As’ (Jacobson et al., 
2004) and the ‘PACE’ (Blackburn, 2002) training protocols but do not 
reference the effectiveness of these programmes. 
 
The importance of education and creating links between primary care and 
community and leisure staff, and implementing some form of referral process 
or information for patients within a supportive community environment is also 
strongly advocated (Morey et al., 2003), (Health Development Agency: 
Hillsdon, 2005), (National Institute for Clinical Excellence, 2006i). Counselling 
for behaviour change and/or motivational interviewing techniques have the 
most support in the available literature; however, no specific form of training 
can be suggested from the available evidence.  We also emphasise the 
importance of including community-based professionals such as exercise 
specialists and community and leisure sector workers, and educating primary 
care staff to work with these local resources to promote long term changes in 
physical activity levels. 
 
 
Recommendation: all primary care staff should be provided with some 
form of brief training in physical activity promotion.  Such training 
should include raising awareness of the recommended levels of 
physical activity, and make reference to existing treatment guidelines 
that make specific recommendations for certain medical conditions.  
The current physical activity consultation courses being delivered by a 
collaboration between Strathclyde, Dundee and Stirling Universities 
[lead at NHS Health Scotland is Caroline Sharp] could be adapted for 
shorter delivery for some members of primary care team and delivered 
as a two day course for other members. 
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PART B: Expert opinion from GPs on review team 

 
The promotion of physical activity has been identified as an important issue 
for the primary care team. It is now well recognised that the general 
population are failing to carry out sufficient amounts of physical activity and 
indeed General Practitioners and other key personnel are often ill informed 
about how to advise patients on this issue.  
 
The new GMS Contract heralded changes in the way in which General 
Practitioners provided medical services (NHS Scotland, 2004). However, 
there is no current requirement for primary care staff to record and/ or advise 
about physical activity as part of the GP Contract. The only exception is in 
patients who have diabetes; coronary heart disease or strokes/transient 
ischaemic attacks. In this group health related behaviours are recorded for 
smoking, diet, alcohol consumption and physical activity. Patients are offered 
referral to GP Exercise referral scheme and written information. For all other 
patient groups it is up to each individual health care professional what is 
discussed regarding physical activity.  
 
If we are to encourage GP practices to maintain and increase their focus on 
increasing physical activity then we must ensure that any work required is 
seen as part of contractual targets. It is vital that those who are planning the 
next stage of GP targets keep this in mind and that we emphasise the 
importance of physical activity as a positive intervention in multiple areas of 
health and prevention of disease. The reality is that with the increasing 
demands on practice staff time, failure to do this will ensure that this work is 
considered to be of such a low priority as not to be worthwhile. Planned 
targets include enhancing local services, including dietary intervention, weight 
reduction and reducing smoking and alcohol intake. Targeting, measuring and 
intervening on weight affords an ideal opportunity to “push” the physical 
activity agenda. [Although we note that this may provide a start point there are 
many more benefits to be gained from increased physical activity other than 
weight management]. 
 
Studies have shown that the primary care team believe that discussion on 
levels of physical activity is relevant. This interest and willingness within the 
primary care team is vital to success, as is the team approach of all members 
of primary care staff. This should include not only GP and practice nurses, but 
also community nurses (especially Health Visitors) and physiotherapists. 
Expansion of practice teams should be encouraged, including other specific 
staff such as exercise counsellors/facilitators. Training will be required and 
connections to local opportunities made. Consideration of finding space within 
the practice to carry out this work is required. No current training 
opportunities, specifically tailored to primary care staff, could be located. 
 
Recommendation:   
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Primary Care staff who should be involved in the promotion of physical 
activity should include general practitioners, practice nurses, health 
visitors, midwifes, dieticians, pharmacists (both at the community and 
practice level), dentists, physiotherapists, allied health professionals 
and all appropriate support staff (including receptionists and counter 
staff). There is a need to open debate about how to locate physical 
activity into the GP contract. Training of all relevant personnel must be 
delivered in a systematic way within the framework for NHS continuing 
professional development. Initial courses of training at Institutions of 
Higher Education for these professionals needs to include the topic of 
physical activity for health. 
 

 



Final report 27th April 2007 

 17 

PART C: Resources to be considered 

 
We have had little response from our attempts to locate appropriate resources 
and hope that the PCRG can be of assistance here. Resources currently 
available include local GP Exercise Referral Schemes, patient information 
leaflets from web based services [for example www.patient.co.uk], and 
referral to the Weight Management Service if BMI>30. This service offers 
dietician and physiotherapy support and exercise is a key component of the 
programme.  
 
The Physical Activity and Health Alliance (www.paha.org.uk) is an online 
community website for practitioners engaged in physical activity and health 
across Scotland. This website contains information and resources to help 
members of the physical activity workforce implement the national physical 
activity strategy, ‘Let’s Make Scotland More Active’. 
 
There are other important web based sources of information for General 
Practitioners such as www.healthscotland.com/physicalactivity, 
www.bma.org.uk, www.nhsdirect.com and www.healthyliving.gov.uk which all 
provide useful information regarding physical activity promotion. Most of these 
web sites can also be recommended to patients.   
 
We have recommended the use of the NICE audit tool and adapt it for 
Scottish purposes. This resource is available from 
http://guidance.nice.org.uk/page.aspx?o=320669. 
 
Websites of possible use: 
 
http://www.paha.org.uk 
 
http://www.sustrans.org.uk/ 
 
http://www.forestry.gov.uk/scotland 
 
http://www.pathsforall.org.uk/pathstohealth 
 
http://www.healthscotland.com/physical-activity.aspx 
 
http://www.sportscotland.org.uk/ 
 
http://www.livingstreets.org.uk/ 
 
http://www.greenspacescotland.org.uk 
 
http://www.community-woods.org.uk/ 
 
http://www.activelivingresearch.org/ 
 
http://www.npfa.co.uk 
 

http://www.patient.co.uk/
http://www.paha.org.uk/
http://www.bma.org.uk/
http://www.nhsdirect.com/
http://www.healthyliving.gov.uk/
http://www.paha.org.uk/paha/
http://www.sustrans.org.uk/
http://www.forestry.gov.uk/scotland
http://www.pathsforall.org.uk/pathstohealth
http://www.healthscotland.com/physical-activity.aspx
http://www.sportscotland.org.uk/
http://www.livingstreets.org.uk/
http://www.greenspacescotland.org.uk/
http://www.community-woods.org.uk/
http://www.activelivingresearch.org/
http://www.npfa.co.uk/
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http://www.greengym.org.uk/ 
 
Also of interest are the guidelines produced by SIGN (Scottish Intercollegiate 
Guidelines Network, http://www.sign.ac.uk/index.html). Available guidelines 
that recognise the preventative effects of physical activity are: 
 
1. Risk estimation and prevention of cardiovascular (Scottish Intercollegiate 
Guidelines Network, February 2007) 
2. Management of osteoporosis (Scottish Intercollegiate Guidelines Network, 
June 2003) 
3. Obesity in Scotland: Integrating prevention with weight management 
(Scottish Intercollegiate Guidelines Network, November 1996) 
4. Management of diabetes (Scottish Intercollegiate Guidelines Network, 
November 2001) 
 

http://www.greengym.org.uk/
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Appendix 1 Search Strategy for review 

 
Key to names 
 
NM Nanette Mutrie 
KM Kay Munro – information scientist 
CF Claire Fitzsimons 
JMcK Jane McKay 
AW Annemarie Wright 
HM Hazel McDonald 
JM John Maclean 
 
Step 1  
 
Search strategy A: KM and NM searched relevant data bases (Embase, 
psychinfo, sportdiscus and DARE) using the search words: physical activity, 
exercise, primary care and general practice.  Only review articles in English 
language, involving humans and published since 1995 were included. The 
initial search included 245 possible candidate studies.  
 
Search strategy B: CF consulted SPARColl and other advisors for additional 
materials. Full access to the NHS library was granted. The following standard 
sites were also checked: NICE, CDC, CMO report, let’s make Scotland more 
active, SIGN.  Additional reports and official statements were found relating to 
promotion of physical activity including additional materials from HM and JM. 
This produced 13 candidate articles/reports.  
 
Step 2 
 
NM reviewed all titles and reduced candidate studies from search strategy A 
to 61 articles. All reports from search strategy B were included in this step. An 
article remained a candidate for the next step if there was any possibility that 
it contained information that may help answer any of the 4 questions.  
 
Step 3 
 
Full manuscripts were obtained for 91 studies (search strategies A and B). 
This was done by PDF, NHS library, web resources and inter-library loans as 
appropriate.  
 
Step 4 
 
Full manuscripts were shared between, AW, CF, NM and JMcK. Extraction of 
details was made using an evidence table (see Table 1) piloted with two 
articles that were known to be needed in the review process. A consensus 
meeting was then held and decisions regarding whether or not studies would 
be included in the review made by the team. If a study was excluded after full 
review the details were noted on a review form. 
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Step 5 
 
9 systematic reviews (Table 2), 18 narrative reviews (Table 3), 9 official 
guidelines (Table 4) and 10 additional resources (Table 5) were summarised 
using the evidence extraction table.  Tables 2-5 therefore show the main 
sources of information used in drafting the report by type. The draft report was 
compiled on the basis of this evidence. A further team meeting allowed 
consensus on our drafted recommendations. 
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Table 1. Evidence table for primary care research  
 

 

 
1. 

Category 
2. 

Author 
and 
Date 

3. 
 Endnote 
reference 
number 

4.  
 

Review 
type  

5 
Policy 
drivers 

6.  
Review 
purpose 

7  
Number 

of 
studies 

8. 
Definitions 
of PA etc  

9. 
How 

define 
active 
and 

inactive 

10 
Recommendations 
on ‘how much PA’ 

and for whom  

11 
Interventions 
suggested to 

work (plus any 
commentary on 

grading of 
evidence) 

12 
Conclusions 

on who to 
deliver 

13 
Is how to 
evaluate 

recommended 

14 
Is training 

recommended 

15 
Applicable  

to 
Scotland 

16. 
Any other 
relevant 

information 
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Notes: 
 

1. Category can be 1 = review; 2= official guideline based on evidence (such as NICE); 3=official guideline no evidence 
2. Author and date of publication 
3. Endnote reference number. This is the number on hard copy or pdf. 
4. Review type: 1 = systematic (review question define, at least one data base search and evidence of other strategies to 

ensure that all available literature searched 2= narrative review) 
5. Policy drivers eg if refer to a white paper or similar 
6. Review purpose 
7. Number of studies  
8. How did review etc define physical activity, exercise etc 
9. How define active and inactive 
10. How much PA is recommended and for whom 
11.  Details of interventions that have some evidence that they might work. Add comments concerning the grading of evidence if 

review makes any conclusions in this direction. 
12. Anything concluded about which staff are best to deliver 
13.  Anything suggested about how to monitor or evaluate 
14.  Any special training recommended 
15. How applicable is this to Scotland- what are the main things you can think of that might limit applicability 
16. Any other relevant information (eg only half of the studies in this review were in primary care setting). 
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Table 2. Systematic Reviews 
 
Cyarto, E. V., G. E. Moorhead, et al. (2004). "Updating the evidence relating 

to physical activity intervention studies in older people." Journal of 
Science & Medicine in Sport 7(1 Suppl): 30-8. 

Eakin, E. G., R. E. Glasgow, et al. (2000). "Review of primary care-based 
physical activity intervention studies: effectiveness and implications for 
practice and future research.[see comment]." Journal of Family 
Practice 49(2): 158-68. 

Eaton, C. and L. Menard (1998). "A systematic review of physical activity 
promotion in primary care office settings. (Revue systematique des 
campagnes de promotion de l' activite physique menees dans les 
cabinets de medecine preventive et chez les generalistes.)." British 
journal of sports medicine 32(1): 11-16 Total No. of Pages 6. 

Eden, K. B., C. T. Orleans, et al. (2002). "Does counseling by clinicians 
improve physical activity? A summary of the evidence for the U.S. 
Preventive Services Task Force." Annals of Internal Medicine 137(3): 
208-15. 

Lawlor, D. A. and B. Hanratty (2001). "The effect of physical activity advice 
given in routine primary care consultations: a systematic review." 
Journal of Public Health Medicine 23(3): 219-26. 

Petrella, R. J. and C. N. Lattanzio (2002). "Does counseling help patients get 
active? Systematic review of the literature.[see comment]." Canadian 
Family Physician 48: 72-80. 

Sorensen, J. B., T. Skovgaard, et al. (2006). "Exercise on prescription in 
general practice: a systematic review." Scandinavian Journal of 
Primary Health Care 24(2): 69-74. 

Timperio, A., J. Salmon, et al. (2004). "Evidence-based strategies to promote 
physical activity among children, adolescents and young adults: review 
and update." Journal of Science & Medicine in Sport 7(1 Suppl): 20-9. 

van Sluijs, E. M. F., M. N. M. van Poppel, et al. (2004). "Stage-based lifestyle 
interventions in primary care: are they effective?" American Journal of 
Preventive Medicine 26(4): 330-43. 

 

 
 
Table 3. Narrative reviews 
 
Blackburn, D. G. (2002). "Establishing an effective framework for physical 

activity counseling in primary care settings." Nutrition in Clinical Care 
5(3): 95-102. 

Burns, K. J. (1996). "A new recommendation for physical activity as a means 
of health promotion." Nurse Practitioner 21(9): 18. 

Chakravarthy, M. V., M. J. Joyner, et al. (2002). "An obligation for primary 
care physicians to prescribe physical activity to sedentary patients to 
reduce the risk of chronic health conditions.[see comment]." Mayo 
Clinic Proceedings 77(2): 165-73. 

Eakin, E. (2001). "Promoting physical activity among middle-aged and older 
adults in health care settings. (Promotion de l ' activite physique parmi 
des adultes d ' age moyen et plus ages dans le cadre de services 
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medicaux.)." Journal of aging and physical activity 9: S29-S37 Total 
No. of Pages 9. 

Goldstein, M. G., E. P. Whitlock, et al. (2004). "Multiple behavioral risk factor 
interventions in primary care. Summary of research evidence." 
American Journal of Preventive Medicine 27(2 Suppl): 61-79. 

Harris, J. E. (1999). "The role of physical activity in the management of 
obesity." Journal of the American Osteopathic Association 99(4 Suppl): 
S15-9. 

Koenigsberg, M. R., D. Bartlett, et al. (2004). "Facilitating treatment 
adherence with lifestyle changes in diabetes.[see comment]." American 
Family Physician 69(2): 309-16. 

Marcus, B. H. and B. A. Lewis. (2003). "Physical activity and the stages of 
motivational readiness for change model." 
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