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SYNOPSIS
Physical activity is an important part of the World Health Organization’s integrated approach to the prevention and control of noncommunicable disease
and the promotion of health, and, in particular, to the evolving World Health
Organization Global Strategy on Diet and Physical Activity. To assist in these
efforts, a joint World Health Organization/Centers for Disease Control and
Prevention Consultation on Physical Activity Policy Development took place in
Atlanta, Georgia, from September 29 through October 2, 2002. This article
summarizes the context and outcomes of the consultation. It also includes
elaboration of a Comprehensive Physical Activity Policy Framework developed
as a product of the meeting.
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The majority of the population in both developed and
developing regions of the world is currently either
totally sedentary, or engaging in an amount of physical activity that is inadequate to sustain physical and
mental health.1–9 Strong evidence suggests that this
behavior pattern greatly augments the global burden
of noncommunicable disease (NCD)6,10–12 and leads to
a premature aging of physical abilities.13,14 This behavior has major adverse economic consequences15,16 and
also may contribute to the growing urban problems of
traffic congestion, air pollution, and crime in socially
deprived areas.16
In response to this challenge, the World Health
Organization (WHO) is building on the impetus of
World Health Day 2002 (with its theme of “Move for
Health”)17 and on the 55th World Health Assembly
Resolution on Diet, Physical Activity and Health (WHA
55.23)8 by highlighting the need to enhance physical
activity8,18 as part of its integrated approach to the
prevention and control of NCD and the promotion of
health. This approach is being developed through formal consultations with WHO member states, United
Nations (UN) agencies, non-governmental organization (NGO) partners, and international experts in the
domain of physical activity promotion. To assist this
process, a joint World Health Organization/Centers
for Disease Control and Prevention (WHO/CDC)
Consultation on Physical Activity Policy Development
was convened in Atlanta, Georgia, from September 29
through October 2, 2002.
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Organization and Africa), the CDC, universities, governmental and privately sponsored health promotion
agencies, and industry. Participants were drawn from
a wide spectrum of backgrounds and interests and
came from 16 countries: Australia, Brazil, Canada,
China, Congo, Finland, Germany, Jamaica, Japan,
Oman, Russia, Scotland, South Africa, Switzerland,
Uruguay, and the United States.
SPECIFIC ISSUES ADDRESSED
IN THE CONSULTATION
Specific issues addressed in the consultation included:
1.

A review of the scope of opportunities for physical activity policy within the WHO Global Strategy on Diet, Physical Activity and Health8;

2.

A determination of the actors and sectors/stakeholders who must be engaged to “champion”
policy actions at various levels;

3.

Establishment of the steps to be taken, and the
key actions needed, to develop policies and strategies and to secure policy initiatives;

4.

A consideration of the barriers to developing a
physical activity policy;

5.

Formulation of an appropriate policy framework for strengthening the emphasis on physical activity in primary prevention, care, and
rehabilitation of the major noncommunicable
diseases.

MANDATE OF THE CONSULTATION
The specific objectives of the consultation were to:
1. Initiate development of an evidence-based global consensus on the scope and content of a
cost-effective and culturally relevant physical
activity policy, within the broader WHO Global
Strategy on Diet, Physical Activity and Health;
2. Make recommendations to establish policies
that will increase population participation in
physical activity at an international level, while
supporting national strategies and plans;
3. Propose relevant approaches for facilitating the
sustained annual celebration of a “Move for
Health” Day by WHO member states, as recommended in World Health Assembly Resolution
WHA 55.23.
PARTICIPANTS IN THE CONSULTATION
The meeting was attended by representatives of WHO
and two of its regional offices (Pan American Health

RECOMMENDED PHYSICAL ACTIVITY
POLICY FRAMEWORK
A six-stage physical activity (PA) policy framework, illustrated in the Figure, was proposed by the consultation.
Stage 1. An overall vision for PA policy is
established: it must be sustainable, credible,
innovative, adaptable, equitable, socially just, and
linked with appropriate data.
(Values incorporated in the vision will vary to some
extent, depending on the sectors represented in developing the policy.)
Stage 2. A very strong case for
early action is made by:
1. Underlining the high prevalence of inactivity,1,6,7,19 the current heavy burden of NCD, and
the ability of regular physical activity to address
this challenge independently,6,10-12 as well as
through linkages with other NCD risk factors,
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Figure. Comprehensive physical activity policy framework

1. VISION—Sustainability, credibility, data linked with policy; innovation, adaptation, equity, social justice
2. MAKING THE CASE

4. SOLUTIONS

High prevalence of inactivity

Effective interventions based on
evidence-based reviews

Burden of disease due to
inactivity
Positive impact on physical,
mental, and social health and on
quality of life
Societal benefits of PA
Links to other NCD risk factors
Economic cost of inactivity
For adults, substantial health
benefits from 30 minutes of
moderate PA per day

5. IMPLEMENTATION: ELEMENTS
OF SUCCESSFUL PROGRAMS

Population, public health focus
Use of multiple domains
(e.g., leisure, transport)
Use of multiple settings
(e.g., schools, workplace)

Consultation and needs
assessment
Written plan and objectives
Surveillance of PA, policy, public
opinion, and environments
Stable base of support

Regulatory, legislative, and
educational approaches

Clear program identity
and message

Good governance and
accountability

Coalitions, partnerships,
leaders and champions, and
intersectoral action

Opportunistic approach
Cultural specificity and adaptation

3. DEFINING THE PROBLEM

Links to priority health issues

Prevalence of inactivity

Links to major health, sports,
educational, and cultural events

Identified target
populations

Multiple intervention strategies,
sites, populations at all levels
Integration of PA efforts with
overall NCD health promotion
and with policies of
related sectors
Focus on PA providing enjoyment
and social interaction

Determinants of physical
inactivity

Evaluation throughout
the process

Barriers to PA policy
and practice

6. EVALUATION—Formative, process, and impact (outcomes)
PA = physical activity
NCD = non-communicable disease

2.

3.
4.

including high cholesterol, high blood pressure, tobacco use, and stress;
Stressing the value of, and evidence for, the
benefits of regular, moderate physical activity,
not only as a means of countering NCD, but
also in terms of its contributions to quality of
life, extended independent living for older individuals, social interactions, and overall human well-being;13,14
Gauging the economic costs of inactivity;15,16
Estimating the likely dividends realized by enhancing the average population level physical
activity in the domains of the clinical health of
the individual,6 the economic health of the society,15,16 and the environmental health of the

5.

community,20–24 based on evidence concerning
relationships between the dose of physical activity undertaken and the system response;12
Noting the synergism of PA with other societal
benefits, such as the creation of recreational
areas in urban centers.16

Stage 3. The causes and extent of the
challenge are analyzed in depth by:
1. Examining the determinants of physical inactivity:25,26
• Individual factors that influence susceptibility (genetic make-up, risk-taking behavior,
individual beliefs and values regarding physical activity);7
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2.

3.

• Interpersonal relationships (clustering of risk
in families and communities);
• Adverse characteristics of the broader physical and social environment (lack of facilities
for exercise, lack of time and money for
added activities, lack of child care facilities,
unsafe neighborhoods);23
• Social, economic, and cultural norms (e.g.,
peer pressures during adolescence, traditional cultural restraints on clothing and activity patterns of women);22,27
• Macro societal trends (decrease of needed
energy expenditures at work, in the home,
and during transport).4
Determining the prevalence of inactivity and
resulting population attributable risk (based on
local evaluations of physical activity patterns and
disease prevalence in each age group).4
Identifying the barriers to PA policy and practice (e.g., lack of awareness about PA benefits,
insufficient cooperation between concerned sectors, lack of political commitment and support).28

Stage 4. A menu of potential solutions
is developed with careful consideration to:
1. Effective interventions based on evidence-based
reviews.
2. A population, public health focus.
3. Utilization of multiple domains, including leisure, work, transport, and home.
4. Use of multiple settings (school, workplace,
community, health care).
5. Regulatory and legislative approaches balanced
with education and health promotion.
6. Good governance and accountability.
7. An opportunistic approach.
8. Cultural specificity and adaptation.
9. Links to priority health issues and to major
health, sports, educational, and cultural events.

4.

5.

6.

7.

8.

9.
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Involvement of family, peers, communities,
NGOs, media, professional organizations, consumer groups, and the private sector.
Recognition of the long timeframe needed for
success, and establishment of a stable ongoing
basis of support, including governance and judicious use of human, financial, and logistical
resources.
Construction of a program with strong leadership, effective role models, a sharp focus, and a
clear message.
Development of multiple strategies for interventions at community and national levels,
wherein the choice and ordering of strategies
are guided by local opportunities and constraints.
Integration of PA efforts with overall NCD
health promotion and with policies of healthrelated sectors (sports, education, urban planning, media, culture, transport).
Development of clear procedures for the surveillance of PA policies and the monitoring of
public opinion concerning policy initiatives,
with targets for gauging the extent of program
success.

Stage 6. Evaluation and feedback are carried out
using specific indicators, and actions are adjusted as
may be indicated. It is vital that evaluation be
planned prior to, and integrated throughout,
the implementation process.
Although the six stages will normally be carried out in
linear sequence, flexibility will be exercised in determining entry points, depending on the local situation
and current status of PA policies, and also on the
special opportunities that may arise.
Other guiding principles
Additional broad principles of a successful policy were
identified by the consultation:

Stage 5. Implementation proceeds, incorporating
elements of successful existing programs
and best practice, including:
1. Adequate initial consultation with the community and a thorough needs assessment.
2. Development of a written plan with clearly stated
objectives.29
3. Identification and initiation of potential coalitions and partnerships.
Public Health Reports / May–June 2004 / Volume 119

1.

Ensuring credibility of programs through strict
adherence to evidence-based research and
sound evaluation procedures.

2.

Establishing a clear vision of what a community
could become through the successful operation of a comprehensive program for PA promotion.

3.

Achieving long-term sustainability in terms of
governmental commitment, leadership, and
funding.
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4.

5.

6.

7.

8.

9.
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Encouraging intersectoral engagement, with
development of combined policies and strategies, and close cooperation between government agencies and NGOs to meet the goals of
both the public and the private sector.
Creating appropriate and effective structures
of governance to ensure accountability without
excessive bureaucracy.
Maintaining a strong and clearly demonstrated
link between hard data on the potential benefits of a program and the policy implemented,
including the development and wise use of indicators of both policy processes and the outcomes achieved.
Fostering a progressive devolution of WHO responsibility, along with the emergence of a
strong local focus to programs.
Emphasizing innovative and opportunistic approaches, well adapted to the specifics of regional cultures, with successful deployment of
leaders, champions, and role models.

1.

Strengthen the physical activity component and
increase the representation of the physical activity community in the process of discussing
interactions between diet and physical activity.
Use the Atlanta consultation report in preparing the WHO Global Strategy on Diet, Physical
Activity and Health.

2.

Replicate the present Atlanta Consultation in
different regions of the world to determine how
convergent the recommendations are and how
far they may be generalized.

3.

Emphasize the importance of promoting physical activity at major upcoming WHO meetings.
Encourage member states to play a substantial
role in this process by providing feedback to
WHO on the contents of related, WHO-generated documents.

4.

Encourage involvement of major concerned
stakeholders, including the private sector, in
promoting physical activity by initiating prestigious, high-level conferences (involving, for
instance, business leaders and ministers, or “first
ladies” who might discuss physical activity issues relating to children and the family).

5.

Update and expand the evidence on the benefits
of regular physical activity. Convene an expert
meeting in the near future to address this issue.

6.

Create a WHO International Consultative
Group Task Force with the specific mandate of
encouraging global physical activity.

7.

Continue efforts to encourage national physical activity, not only through single-day events,
but also through continuing well organized
physical activity policies and programs.

Satisfying growing societal demands for equity
in health outcomes and an enhanced quality of
life for all.

Value of an annual “Move for Health Day”
After reviewing current initiatives in WHO member
states, the consultation supported the concept of making “Move for Health Day” an annual event, with the
caveat that the focus be on stimulating regular physical activity throughout the year, rather than simply
fostering a one-day celebration. In future years, responsibility for the event will rest with individual WHO
member states through the formation of an international steering committee to facilitate the transition;
and continued technical support and coordination
will be provided by WHO. Additional support and
coordination could be provided by creating a global
“Move for Health” NGO or coalition. Although choosing a common international day or week was considered desirable in terms of global recognition and practical preparations for the event, the consultation
acknowledged that local constraints may require some
flexibility in timing. For at least the next year, it was
determined that the focus of “Move for Health Day”
should continue to be on raising awareness of the
diverse benefits of physical activity.
SPECIFIC RECOMMENDATIONS
The consultation made several specific recommendations:

NEXT STEPS IN THE PROCESS
WHO conducted a series of consultations in each of
the WHO regions between January and June 2003,
using the current type of framework to highlight relevant local issues. Parallel consultations involved UN
agencies, NGOs, and the private sector.
Other eventual outcomes will include incorporating the input from the consultations into the WHO
Global Strategy on Diet, Physical Activity and Health,
building a menu of successful programs from various
regions of the world (to be added with other crosslinkages to an updated WHO website), and ensuring
the continuation of strong, sustained, and well organized annual ”Move for Health” days.
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