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foreword 

The document represents the initial work of The Physical Activity group, 

established by the Chief Executive Officers of the Health Boards. In 

drawing up the Strategy, there were a few key considerations for the 

group. The fust was that we were working through the Office for Health 

Gain whose essential purpose is to facilitate jOint working by the Health 

Boards to achieve measurable health gain. The second was that although 

physical activity is an important element of a healthy lifestyle, the health 

service up to the present time has not been to the forefront in promoting 

physical activity. Finally we were very conscious of the fact that the 

Health Boards acting alone would not be able to achieve the goal of 

getting our population more active. 

The strategy we have drawn up therefore is one which all the Health 

Boards subscribe to and one which we hope will act as a framework for 

them to work together with other agencies so as to enable our population 

to be more active and more healthy. We hope that the strategy document 

will be of interest not only to those working in the health service but also 

to those working in other agenCies who have a role in encouraging 

phYSical activity. The group will now proceed to draw up specific action 

plans which will flow from the strategy. 

We welcome comments from interested parties. 

Dr. Patrick Doorley 

Chair, Physical Activity Group 

August 1997 
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executive summary 

This paper sets out a med ium to long term strategy for increasing 
participation in physical activity. Regular activity increases the capacity 
to do more and confers a range of benefits on health and wellbeing. 

Popula tion levels of activity are rela tively low and resea rch suggests that, 
in order to change this, health promotion programmes will need to be 
multi-agency and co-ordinated across a wide range of settings, with loca l 
structures to sustain activity . 

The following specifi c recommendations are made: 
• The group recommends that promotion programmes retain a broad 

focus on physical activity 0.1) 

• 

• 

• 

• 

• 

• 

Health Boards should take a leading and exemplar role, agreeing 
their own plan in relation to Hea lth Board staff and settings (2.3, 3.1) 

Boards should initiate and host a one-day seminar, based on this 
strategy, from which a multi-agency action group would be 
established (2.1) 

The Health Service should provide a model for good practice to 
other employe,,;. Exa mples of action are given (3.1) 

Funding should be identified to promote physical activity through 
the workplace setting (3.3), and support should also be available to 
communi ty and school settings. Young people under 15 should be 
added to the national target groups. (3.4, 8) 

Progress should be measured against strategic hea lth promotion 
objectives (5.2), increases in facilities and their up take (7), increases 
in reported activity and consequent wellbeing. (1 1) It will be 
necessary to agree standard criteria and create information systems 
to collect such information across all Hea lth Board s. (8, l3.1) 

The message to the general public will be that any physica l activity 
is worthwhile, then building in stages to at least 30 minutes 
per day (10.3) 
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1.1 The national strategy "Shaping a healthier future" identified the need for a 
co-ordinated and integrated approach to health promotion. In order to reduce 
premature mortality, it suggested six key areas - one of which was Exercise. 
The suggested action was: 
• joint action to encourage participation in sports and to promote the value 

of regular exercise, and; 
• the continuation of the "'Be Active, Be Alive"' programme and information 

programmes genera lly (see paragraph 3.2) 

Provisional targets were set for: 
a 30% increase in adults doing 30 minutes light exercise per day 
a 20% increase in adults doing 20 minutes moderate exercise three 
times a week 

It is important to agree on what we mean by the activities we try to promote, 
whether we foclls mainly Oil exercise, which is planned or intended to promote 
fitness, or, more widely, physical activity which improves health (such as 
heavy housework) and whether occupational activity should be included when 
setting baseline levels of phYSical activity. The group recommends that 
promotion programmes retain a broad focus on phYSical activity, and that 
occupational physical activity shou ld not be considered. 

1.2 The Nationa l Health Promotion Strategy, released in 1995, also heralded 
the idea of a communjty based National Exercise programme, with educational 
initiatives in relevant settings. It acknowledged that, for all key areas, it would 
be necessary to involve a range of professional groups, plus voluntary and 
community groups. 

1.3 The promotion of physical activity is not a mainstream activity for health 
professionals, and many may lack the interest, knowledge or skills to initiate a 
discussion on the motivation to adopt a more active lifestyle. Most people 
know that physica l activity provides health benefits, but identify a range of 
reasons why they do not do enough (see Section 10). The Allied Dunbar 
Fitness Survey in England revealed that 80% of both men and women believed 
themselves to be fit and the majority incorrectly believed that they did enough 
exercise to be fit. 

1.4 To achieve the national targets, there will need to be a significant shift in 
professional and public attitud es. A co-ord inated and sustained strategy is 
needed, with cross-sector a lliances, policies which make physical activity more 
accessible, and adequate rcsollrcing. Episodic campaigns, contests and 
challenges alone are unlikely tll "chieve long-term change and are not cost
effective. The greatest cost-effectiveness will come through programmes 
delivered in the community settings where people live and work (King, 1994). 



I 2 the role of different agencies 

2.1 Since many agencies have a key role to play in promoting physical 
activity, it is recommended that each Health Board hosts a 1-day seminar on 
"Promotion of Physical Activity" for local authorities, health care workers, 
Garda, and voluntary groups/clubs with an interest in exercise. The objectives 
wou ld be to consider this strategy, to come up with sample ideas as to how 
existing facilities could be promoted and new initiatives could be developed, 
and to set up a multi-agency action group to take objectives forward. 

2.2 There is an argument that Health Boards need only have a minor 
supporting role in the promotion of physical activity. AgenCies such as the 
lrish Sports Council (formerly Cospoir) have had a lead national role, and local 
authorities are a major provider of fac.ilities. University departments are 
cen tra l to the d.evelopment of sporting excellence, and the training of 
instructors and teachers. 
However, if we return to th.e health and social gain agenda, and if the 
promotion of physical activity is a "best buy" for Health Boards, then they have 
a duty and a leadership role in ensuring that programmes generate health
related benefits. Agencies with an interest in sports have a secondary interest 
in health, and the pursuit of excellence may conOict with the objectives of mass 
participation (e.g., a few 50m pools instead of 50 smaller pools). 

2.3 Health Boards have a distinctive contribution in their responsibility to 
improve the health of their population. In many cases, they have successful 
experience of co-ordinating a multi-agency programme, and providing a model 
through their own organisation in workplace health schemes. Finally, Boards 
may simply fill a leadership vacuum, where there are no other regional bodies 
willing or able to devote the time and resources to drive the initiative. 
The most effectjve role hea lth boards can play in helping achieve the exercise 
targets listed in "Shaping a Healthier Future" is to: 
• work in partnership with local authorities and voluntary groups in the 

development of exercise fac.ilities; 

• 

• 

• 

• 

• 

co-operate with quality national programmes and campa igns when 
a ppropria te; 

support effective programmes at school and community level; 

ensure that health ca re workers include planned education on physical 
activity in all relevant encounters with patients and clients; 

provide training and professional development for workers to achieve the 
above objectives; 

su pply accurate precise information on physical activity in a useful 
customer-friendly format. 



3.1 Setting: Health Services 
The Hea lth Services are both a setting for the genera l public, and a workplace 
setting for sta ff. The Hea lth Serv ice should prov ide a model of good practict! to 
o ther employers. Some exa mples of recommended action would incl ud e: 
• ensure th Cl t all hea lth board buildings aTl' hea lth prornoting in a gcncT(l 1 

WC1y. For exampl e, noti ce board s need to have positive esteem-boosting 
messages (not guilt-induci ng ones); 

• 

• 

• 

provide shower facili ties for sta ff so tha t they ca n go for a wa lk/ run /cycle 
at lunchtinles or other brea kt imes; 
include an exercise assessment and moti va ting action in one-ta-one 
encounters with patients / customers. Empowemlent methods aTe more 

effective than simple advice and people are more likely to make changes if 
the hea lth ca re worker explores their beliefs about exercise cmd any 
barriers to taking exercise and helps th Clll to make a plan; 

refer patients / clients to cOll1munity-bctsed progr(l mmes and activities if 
necessary. 

The Hea Ith Promoting Hospital' concept is a good contex t within which to 
promote physica l acti vity. 

3.2 Setting: The Community 
Promotion of exercise is an interscctoraI responsibili ty, which needs to in volve 
the education sector, the loca l authorities, sporti ng orga nisa tions, sports 
councils, the health sector and the comlllu ni ty. It is important to work in 
collaboration with Local Authorities and o thers in the development of exercise 
facili ties, for exan1ple, wa lking trails, safe places to wa lk, play areas, etc. and to 
work with loca l grou ps who a rc lobbying for better facil ities. 

Programmes or projects sho uld be aimed at low participa tion groups and can 
include a mixture of participa tional serninars, training opportu ni ties, 
workshops, etc. 
• The current 'Be Active Be Ali ve' programrn e rll n by CospoiJ· (now the Irish 

Sports Counci l) long been d iscontinued and replaced by 'Get Active, Get 
Alive' . The Irish Spo rts Cou ncil wi ll also suppo rt va rious orga nisations in 
promoting partiCipation for the rcbt ively inactive, e.g., Go Cycling, Go 
Walking, Fit for Life, Workplace Happy Hea rt Lifestyle Challenge 
Programmes. 
The lrish Sport Council is trai ning a panel of Sport for all lead ers 
nationwide, who will plan, promo te and orga nise simple participational 
events in their own communi ties. These leaders will be selected by 
Vocational Educa tional Commi ttees and ,·vill conduct programmes on 
their behalf. 

1 
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3 ideas for action by setting and by population groups 

• Special facilities are no t necess,u y fo r some forms of physical activity but 
obviously necessary for particu l,lf sports, e.g., swinuning. Community 
and local authority sports centres also help to increase social contact. 
Health Board Lifewise tlltors should be available to co-operate in these 
programmes, and prov ide fo ll ow-u p. 

• The Health Promotion Unit a nd the I-lca llh Boards should co-operate with 
The Irish Sports Council and " ther organisa tions to promote physica l 
activity, targeting those in particuloT w ho are sedentary. The H .P.U . has a 
particular expertise in design ing materials, but the Hea lth Boards should 
co-operate w ith loca l orga ni ~ations to produce Ill(l teriais which arc 

suitable for particu lar geogmphica l areas, socio-economic and age groups. 

• The Irish Heart Foundation's Happy Heart project and the new Sli na 
Siainte scheme for marking out wa lking / cycl ing routes have a lso 
achieved a high level of community in volvement and reported good levels 

of participation (in areas ,,,,here the project arc established). 

Future promotions should focus on the following aspects:-
• Social involvement 

• 

• 
• 
• 

Fun and enjoyment 

The physicality of sport 

Challenge and achievement 

Hea lth benefits to be derived . 

3.3 Setting: The Workplace 
The Workplace provides Oil idea l opportunity to promote exercise as part of a 
hea lthy lifestyle. 

The Irish Heart Foundation's Happy Heart at Work Programme conducts 
\vorksite campaigns around the country to promote hea lth. These include 

promotion of physical activity as en L'ssential ci ement of healthy lifestyle. Thc 
IHF also organises a Lifestyle Cha ll enge Programme over a minimum of 12 
weeks. 

The Corpora te Challenge Day (U.K.) is a one da y promotional effort whi ch 
in volves comprmics in a competition on participation rates in "heart hea lthy" 

p hysica l activity for that one day. 
Provision of company sports facilities ca n grea tly enhance partici pation rates in 

physical activity as "vell as improving staff mo rctle. Compani es ca n facilitate 

staff, e.g., offer small subsid ies towards cl ub membership fo r cmployees or 
provide shower facilities so that staff who wish to do so may cycle, 
or jog to work. 



The Health Board should focus on this mai n priority by promoting the hea lth 
of their own staff as outlined in 3.1. However, there is also a case for Hea lth 
Boards setting aside resources to develop and co-ordinate their own support 
work with other work places. 

3.4 Setting: Schools 
[n keeping with the holisti c approach to health promotion, physical acti vity ca n 
be promoted in schools as part of a wider programme to promote hea lth. The 
Health Promoting School is an in itiati ve which best exemplifi es this approach. 
Action for Life is a prog ramme for prirna ry schools which is also 
recommended. 

The education sector is idea lly plclCed to promote physical Clctivi ty among 
child ren throughout the curricu lum. About 60 '7. of primary schools include 
physica l acti vity as pa rt of the curricu lu m. This is a figure which could be 
grea tly improved and children in schools in disadvantaged il reas could benefit 

particularly as they may otherwise have very littl e opportun ity fo r sports 
training and access to faci lities. 

The Dublin Hea lthy Cities Project and Cospoir have trained lead ers who vis it 
schools in North Dublin to orga nise and cond uct co-operative ga mes among 
children (cmphC'lsising co-operation ra ther than competition). 

The Depa rtmen t of Ed uca tion has adoptc'd a policy of promoting equi ty in 
educa tion. Sports faci lities should be seen as a priori ty in the promotion of 
equity. given tha t many children may not have access to oth er facilities. 

Provision in schools still varies grea tly and is probably better in schools in 
more affluent areas, ho\·vever, there is very little reliable data on this. Provision 

of school exercise faci lities could be documented in the course of the school 
med ica l examination. 

I 
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3 ideas for action by setting and by population groups 

3.5 The main focus of this strategy is to increase mod erate activity in the 
whole population. However, loca l plans may need to identify priority gTOUpS 
depending on their local needs. For example, some Boards may decide to 
prioritise those in lower socio-economic groups. Other groups might include: 

• Children a nd teenagers 
• Older people 
• The overweight and obese 
• People with disabilities. 

Children 
Children are less active and less fi t tha n 10 yea rs ago, spending less time 
wa lking and cycling. If teenagers could be introduced to community based, 
exercise in their transition year, they might be more likely to continue. 

Women 
O nly Cl minority of w omen part icipate in any sport or take enough exercise for 
maxi mum ca rdiac benefit . Da nci ng, w[l iking and cycling are impo rtant 
activities to promote. 

Older people 
Inactivity G111 lead to restricted movement and further inactivity. Strength il nd 
fl exibility continu e to be im port" nt, pa rticularly to reduce the risk of falling. 

The overweight and obese 
Feeling overw eight is both a barrier to exercise and a motiva ting factor for 
some. Expenditure of energy call obviously aid weight redu ction and, together 
w ith the adoptio n of il hea lthy diet, ca n help to achieve and maintain a normal 
bod y weight. 

People with disabilities 
Exercise has a part in rehabilitation and suppo rting sociCt I contacts. Transpo rl, 
access and the attitud e of clubs or facilities are aU key factors. 



4.1 Health Boards are primarily interested in health and socia l gain, that is, 
the health and well-being benelits to be achieved through planned activities. 
Fortunately, there is good evidence that physical activity, if undertaken at 
sufficient intensity and frequency, can yield health and social gains. The gains 
are not just in terms of avoiding premature mortality but a whole range of 
physical/mental/social effects which are su mmarised in Section 6. 

4.2 Linked to, but distinct from, the health benefits of physical activity is the 
notion of physical fitness, particularly aerobic fitness. Fitness relates to the 
capacity to perform physical activity, and is partly determined by heredity, but 
can also be acquired. The three main ways in which fitness may be acquired 
are: 

(a) through daily activities which require considerable energy expenditure, 
e.g., digging, climbing stairs; 

(b) through sports, and; 
(c) through exercise, which is plmmed to maintain or improve fitness. 
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5 strategic principles 

5.1 In Section 12, we will consider briefl y the potential for change, in terms of 
pragmatic d ecisions such as who are we likely to be able to reach, and who is 
likely to change. However, it is equally if not more important to consider what 
principles and beliefs und erline the intended social change. 

To ill ustrate the point, it is possible to take a perspective that individuals have 
a personal responsibility to keep themselves active and healthy, and that low 
levels of activity in the population arc an ind ication of laziness or lack of 
moti vation. 
O ne could take a neutral view that fitness is only one life goa l, which is not 
paramount and indeed may conflict with other life goals related to joy and 
happiness. 
Finally, it is per fec tly reasonable to attribute low levels of activity to the social 
and ma terial conditions which many attribute as barriers (see Section 9). 

Agreement on such issues ca n help clari fy policy and educational objecti ves, 
and foc us upon appropriate method s. For example, if lack of awareness is the 
key, then information giving is the approach, if motiva tion is the key then, 
persuasion and marketing are perhaps appropriate. In practice, bo th national 
and community-based programmes tend to be Wide-ranging and adopt a 
collection of methods with di fferent underlying philosophies, with variable 
results. 

Owen (1994) in a useful summary of Australian initiatives, acknowledges this 
heterogeneolls mix of va lues and goals, bu t manages, w ith other contributors in 
the collection (KiIloTiln et aI, 1994) to come lip w ith a set of recommendations 

which are sound and worthy of further consideration at an opera tional level. 

5.2 The strategic perspective of this paper is that communities should define 
an agenda for themselves in health te rms, and tha t hea lth profeSS ionals have a 
duty to provide them with information which will empower them to do so. 
The Ottawa Charter for Hea lth Promotion, 1986 is a key statement of this vision 
of a social and politica l programme to promote health. The charter outlined 
five mea ns of makillg hea lth promotion happen: 

• 
• 
• 
• 
• 

bu ild ing hea lthy public policy 
crea ting sup portive environments 
strengthening community action 
developing personal skills 
reorienting hea lth services. 

It is recommended that those five means and the related perspective, are 
adopted for the physica l activity strategy and used as a checklist to audit 
future action plans. 



Regular physical activity can confer benefits throughout life. Benefits are as 
follows:-
• 

• 

• 

• 

• 
• 

Improvement and maintenance of physical function - muscle strength, 
physical endurance, range of joint, movement, flexibility 
reduced risk of heart attack, stroke. (Risk reduction is estimated at 
approximately two thirds) 
possible reversal of mild hypertension, improvement in moderate or 
severe levels of hypertension 
prevention of osteoporosis and therefore of fractures. Benefits are from 
weight bearing exercise only (not swimming which is otherwise an 
excellent form of exercise) 
reduction of stress and improvement in well-being. 
achjevement and maintenance of a healthy weight 



The national targets have been set (see 1.1 ) and, it might be sensible for regional 
targets to be set on the same basis. However: 

(a) the baseline information is not readily available without Boards 
undertaking empirica l research; 

(b) resea rch may indicate that the expected increases are ei ther unrealistic or 
not challenging; 

(c) the targets are concerned with outcomes which Health Boards alone have 
little chance of influencing, and therefore it is unfair to hold them 
accountable. 

At Board level, therefore, it is more appropriate to consider, and collect 
information related to, indicators of progress. TI,ese indicators could include: 

• knowledge of the health benefits of adequate physical activity 
• the number of short journeys by foot or by cycle 
• the provision of exercise facilities 
• participation levels in leisu re and sports centres and clubs 
• the number of qualified and active leaders, e.g., Lifewise Tutors, 

Sport for All. 
• the proportion of work places with exercise on site 
• corporate membership of leisure facilities. 



Three recent population surveys have found low levels of physical activity: the 
Allied Dunbar National Fitness Survey (ADNFS) in England , the Northern 
Ireland Health and Activity (N IHAS) and the Kilkenny Hea lth Project (K J-IP) in 
the Republic of Ireland. The ADNFS and Nil lAS used similar questionnaires 
and sampling and are d irectly comparable. 

The Kilkenny Health Project found when activ ity from work and leisure is 
combined in a physical acti vity index, that 29% of mates and 22% of females 
had a high physical activity index. Less than one quarter participated in "heart 
healthy" activity, defined as an activity that lasted for 20-30 minutes and caused 
the person to become short of breath and perspire, more theln once a wL't'k; 17% 

participated on one to three occasions weekly, and 5%. did so on four O[ morc 
occasiuns. 

The Happy Heart Survey (April 94) examined the level of activity outside of 
work; 22% were sedentary, 549'(1 undertook light activities, while 24o/r were 
involved in vigorous activities, The most active group were men aged 30-49 
years and the least active were women aged 50-69 years. Those in socin l class 
1-3 were more active than those in classes 4-6. Women in socia l classes] -3 hild 
acti vi ty levels which were not very dirferent to men in those social classes. 
Activity levels were lowest among women in social classes 4-6. Those resid ing 
in rural areas were more likely to be seden tary at leisure. 

A stud y in the Eastern Health Board area in 1990 compared levels of physical 
activity among you ng and middle aged adults in high mortality areas with 
those in lower mortality areas. This showed that overal l only 22% of the adults 
participated regularly in "heart health" octivity -14% of those in the high 
mortality areas and 310/, of those in the healthier areas. 

Finally, the Notional Survey of Involvement in Sport and Physical Activity 
provides for the first time a range of information Ilbout national participation in 
sport and active leisure. The research was carried out by the Irish Marketing 
Surveys, who were briefed by the research committee of Cospoir. The survey 
shows that 16-18 year olds are the most active, and 55-75 year olds the most 
inactive. Married men tend to be more involved in sport than married women, 
and lower socio-econonlic groups were less likely to exercise than the generdl 

populotion. 



Before lea ving the topic of baseUnes, it needs to be noted that both the Health 
Promotion Stra tegy and the national survey focus upon adults, over the age of 
15. This is despite evidence from England, Northern lreland and elsewhere 
that few children experience the inten.si ty and frequency of physical activity 
associated with aerobic fitness. Girls in particular show a dramatic decrease in 
activity levels as they go through their teen yea rs. 

It is recommended that all Health Board programmes promote physical 
activity for and with young people, and that baselines be established for 
work with young people. 



9.1 Opportunities 
• The huge g rowth in the sports and leisure industries in recent years re fl ect 

the fact that increasing numbers nl people in a ll (lge groups would like to 
be more active. 

• The most common reason people g ive' for p.lrticipating in sport /exercise 
is "health reasons". The AlUed Dunbar fi tness survey showed that 
people did not fully understand the he" lth benefits of exercise. Improving 
peoples understanding o f these benefil s may h,we grea t potential 
for increasing participat ion. 

• Forms of exercise or sport wh ich a re currently popu lar represent an 
excellent opportunity to improve participation of the geIH.:'ra l population . 

• The wide avai lability of resources such as Community Centres which 
could be bette I' used for promoting phy!:oical activity in the cOlllmu nity. 

• National organisations such .::15 the I.e. A., Age and Opportunity w hich Cd n 

promote physica l activity. 

9.2 Constraints 
• The fact that physical exercise is less and less an integral part of people's 

work. Farmers a re possibly one o f the best illustrations of this 
phenomenon in recent years. 

• The increased popularity of television Lind video games among young 
people. Th is was a point which emerged strong ly in the Na tional Happy 
Heart Survey. 

• Rela tive paucity of leisure and exercise facilities compared with othe r 
countries. 

• por women who have young children, lack o f child ca re facilities. 

• The need to adopt additiona l sA fety mensures ego re fl ective cl ot hing 
during dark evenings. 



10 the core messages 

10.1 One of the d rawbacks to a "lifestyle" approach to health p romotion is that 
it is often reduced to "sound bite" messages, and occasionally the scientific 
evidence underpinning such messages changes, so the message has to change. 
For example, until now the main exercise message has been that people should 
exercise vigorously three times a week for at least twenty minutes. The new 
messages are in line with contemporary research. 

10.2 Now that there is sufficient evidence for hea lth benefits from moderate 
exercise, and accumulated episodes of physical acti vity, the promotional 
messages need to be differen t fo r d ifferen t population groups. In particular, the 
message needs to be rela ted to current exercise levels. The highest priori ty in 
terms of need would be those who are sedentary, although these people may 
be the most difficult to convince (see Section 13). 

10.3 For those who are sedentary (little or no exercise), any increased activity 
is benefi cial, grad ually i.ncreasing to i.ll itia te no more than 2 x 15 minutes of 
moderate activi ty per week, sufficient to leave the person slightly out of brea th. 
(Killoran et ai, op. cit.) 

The next stage is to build up to 30 minutes on each of 5 days. With increasing 
fihless, it may be possible to make some of the sessions more vigorous, and 
bui ld to the next stage, of at least 3 x 20 minutes vigorous activity such as 
running or brisk hill walking. 
Encouragement needs to be provided to maintain activity at each level. 
Frequent professional contact by telephone or home visit seems to be effecti ve, 
although follow-up could also be undertaken by voluntary and communi ty 
organisations (King, 1994). 



Targets and indicators have already been outlined in paragraph 7. It is 

important for both the Health Board, and for each regional multi-agency group 

to agree, at project and programme levels, what the desired outcomes are. 

Before goi ng into detail of evaluation methods, programme leaders need to 

decide upon the criteria of success, in particu lar: 

• are we only interested in the prevention of disease, particularly heart 

disease? If death rates did not fall, would the programme have failed? 

• there may be improvements in functional capacity but no discernible 

effect upon other health variables. (Functional capacity means the 

efficiency of obtaining oxygen from inhaled air). 

• how important is an improved sense of well-being? 

• if health benefits are established scientifica lly and ca n be assumed for any 

population, should we simply monitor participation levels? 

It is recommended that increased participation is the key initial outcome, 

and that improvements in well-being would be expected as a result. 



12 the potential for change 

12.1 Action plans will be faced with a tension between targeting those 
segments of the population which may be hard to change, but which are high 
risk, e.g., middle-aged men, people in poverty or deprivation, and targeting 
those who are most likely to be influenced, e.g., those who are already 
exercising irreg>.lIarly, or who can easily afford to pay for leisure activities. 
Targeting the easy segments provides early successes, but will also contribute 
to widening health inequalities. 

12.2 Psychological research has attempted to predict who is most likely to 
participate in exercise. Owen (1994) summarises these as 
• people who exercised as children 
• people with a positive self image 
• people who believe that exercise is enjoyable 
• people who value good hea lth 
• those who have the support of a spouse. 
An understanding of these variables Ul each targeted group may help to reduce 
drop-out from the programme. 

12.3 The most popular activities and those that show the most potential for 
increase, are walking, swimming cycling, social dancing, exercises and football 
(UK National Forum for CHO Prevention, 1995). There is a small gender 
difference in both the Trish and the UK figures in that men go for 
jogging / nmning, and women for keep fit classes. 

12.4 Walking is pOSSibly the most natural activity, the most popular form of 
exercise, particularly in rural areas. Avoidance of traffic is most important, in 
terms of accidents and pollution, and signed access to pathways wOllld be 
useful. Walking is also weight-bearing, which is a benefit to the prevention of 
osteoporosis. 

Cycling is excellent exercise, but also a convenient mode of transport for 
shorter journeys. Other countries have much higher cycle use rates, and safety 
measures such as cycle lanes are needed to persuade more people to take up 
cycling, or increase their journeys. 

Swimming is another popular all-round form of exercise. Being able to swim 
is an important Iifeskill and might be considered as a target for all primary 
school c11i ldren. Swimming participation is closely related to investment in 
new pools, and encouragement should be given to every small community 
having a pool, funded for example through the lottery and local fund raising. 

Although mention has be n made of other health risks which interact with 



physica l activity programmes-notably the risk of accidents, but also issues 
such as smoking (viz. Quit and Get Fit) and nutrition-the group needs to 
consider how to co-ordinate its recommendations with other worki.ng groups. 
As a minimum we should not recommend, without certain caution, activities 
which could have a negative side-effect, e.g, more children wa lking longer 
distance, withou t adequate protection. 



14.1 n,e National Survey of Involvement in Sport and Physical Activity 
conducted by lMS on beha lf of the H.P.U and the Department of Education 
gives the most comprehensive picture to date of physical activity arollnd the 
cOllntry anlong all ages and socia l grounds. 

However, there is still a need to establish baseline fi gu res for certain 
geographiC areas, particularly deprived areas and to get particular targets for 
these. This ca n be done as part of a Community Hea lth Survey which will look 
at a variety of lifestyles and other issues. 

It is important that some interventions be evaluated on (1 controlled basis, as 
there may be a general improvement in activity levels over the next fe\·" yeins 
regardless of intervention. This is an arca where Depcutments of Public HC,llth 
could add their specific expertise. 

14.2 To provide ongoing monitoring of progress towards targets, a range of 
su rveys will be needed, to cover self-reported health status, participation in 
cxt'rc ise and other physical activities, and objective fitness testing. We also 
need to know why some people exercise and others do not, and the 
effectiveness of different interventions. For schemes involving considerable 
resources and staff time, we need tn work out the cost-effectiveness of 
delivering the flnticipnted benefits· n good ('xll ll1ple would be to determine 
whether exercise prescription scheml's wou ld be worth while in ireland. 
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appendix 

Terms of reference of the 
Physical Activity Group 

The Physical Activity Group was established by the Chief Executive 
Officers to advise on how the Health Boards should respond to the Health 
Strategy targets on exercise. 

Dr. P. Doorley, Director of Public Health of the Midland Health Board was 
asked to lead the development of the project. A health promotion staff 
member from each board was invited to participate in the group as weU as 
representatives from the Irish Heart Foundation, The Department of 
Health Promotion, University CoUege Galway and the Dublin Healthy 
Cities Project. 

The objectives of the group are as foUows: 

1. To review the current activities being conducted by the Boards and 
other agencies aimed at promoting phYSical activity. 

2. To act as a forum for exchange of ideas between Health Boards. 

3. To advise the Chief Executive Officers on what additional 
programmes/projects should be established in order that the Health 
Strategy targets can be achieved. 

4. To identify models of good practice currently existing and to 
promote their adoption as appropriate. 

5. To develop new initiatives which can be piloted and evaluated on 
behalf of the Office for Health Gain. 

6. To advise on how the Health Board can act as advocates for the 
promotion of physical activity through healthy public policy. 

The Group is also able to act as a link to national agencies concerned with 
the promotion of physical activity. The Department of Health would 
retain responsibility for the co-ordination of existing national programmes 
such as Lifewise. 




