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INTRODUCTION
TO THE PROJECT

There is significant evidence that physical inactivity (PA) is an important and independent risk
factor for health (American College of Sports Medicine, 2014; Dishman, Heath and Lee, 2013;
Lavie et al., 2013; Lee et al., 2011; Ross et al., 2016). Collectively, physical inactivity not only has
substantial consequences for direct health-care costs but also causes high indirect costs due to
increased periods of sick leave, work disabilities and premature deaths. A 10% relative reduction
in the prevalence of insufficient physical activity by 2025 is one of WHO nine global targets.
In addition, increased levels of physical activity play an important role in attaining three of the
other targets:
 a 25% relative reduction in the risk of premature mortality from cardiovascular diseases,
cancer, diabetes or chronic respiratory diseases,
 a 25% relative reduction in the prevalence of raised blood pressure or containment of
the prevalence of raised blood pressure, according to national circumstances, and
 halt the rise in diabetes and obesity.
The EU-WHO strategy identifies five priority areas, including evaluation and research. With the
main goal of supporting the strategy and related actions a priority that strengthen the evidence
base for physical activity promotion is a key issue to be addressed.
 Priority area 5: supporting action through monitoring, surveillance, the provision of tools,
enabling platforms, evaluation and research.
 Objective 5.2: strengthen the evidence-base for physical activity promotion.
EuropeActive and the European fitness and physical activity sector have worked
with several EU grant-aided projects to promote the core mission to get
more people | more active | more often (EuropeActive, 2011).
This policy recommendation report (summary)
first addresses the relationship between
physical activity and health. This is
followed by a presentation and
explanation of the current fitness
sector ecosystem and then a
section on the outcomes of
the Let’sBEACTIVE
project.
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PHYSICAL ACTIVITY
AND HEALTH

Physical activity (PA) and exercise are often used as
synonyms where both concepts are strongly related
but should be defined independently and prescribed
separately. In literature, PA is usually defined as any
bodily movement produced by skeletal muscles that results
in energy expenditure. This covers a large amount of
activities such as walking, cycling, gardening, sports
and much more. Exercise is a subset of physical activity
that consists of planned, structured, repetitive bodily
movements with the purpose of improving or maintaining
one or more components of physical fitness or health
(Buckworth, Dishman, O’Conner and Tomporowski,
2013).

A long list of studies show that physical activity and
exercise are effective to improve health-related factors,
such as moderating blood pressure, cholesterol, and
many more (ACSM, 2014; Dishman, Heath and Lee,
2013; Lavie et al., 2013; Lee et al., 2011; Ross et al.,
2016). In Table 1, five main health factors are
summarised. The left-hand scolumn lists five
important predictors of death by heart disease.
When looking at the relative risk (third column),
low (cardio-vascular) fitness levels scores highest.

Mortality by cardiovascular disease

Overall mortality

Predictors of
mortality

Deaths per
10,000 per year

Relative risk

Deaths per
10,000 per year

Relative risk

Low fit

20.0

2.89

45.5

2.03

Smoking

16.6

2.01

42.7

1.89

SBP>140

19.5

2.07

43.6

1.67

Chol>240

16.5

1.86

37.0

1.46

BMI>27

14.9

1.70

34.3

1.33

Table 1 Relative risk for five main factors of death from cardiovascular disease and for death by all causes
(Blair, 2000; Lee et al., 2011; Ross et al., 2016).

A growing body of epidemiological and clinical evidence
demonstrates not only that cardiorespiratory fitness
through exercise is a potentially stronger predictor of
mortality than established risk factors such as smoking,
hypertension, high cholesterol, and type 2 diabetes
mellitus, and that the addition of cardiorespiratory
fitness to traditional risk factors significantly improves
the reclassification of risk for adverse outcomes
(Lavie et al., 2013; Lee et al., 2011; Ross et al., 2016).
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DOSE-RESPONSE
With physical activity, exercise and
health, the dose-response relationship
has been extensively discussed in many
publications and studies. Research
demonstrated that even limited loads
of physical activity and low packages of
exercise (intensity, duration and frequency)
display measurable health-effects.
As summarised in Figure 1, just moderate levels
of running or cycling demonstrated a huge impact
on life years gained after 40.
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Life years gained after 40 years
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2.5

2.5
2

1.8

1.5
1
0.5
0

0
No exercise
(0 METh/w)

Walking slowly
for 60 min
(2 METh/w)

Climbing stairs
(10 min/day)
(4 METh/w)

Strenuous hiking
2 hours
(12 METh/w)

Cycling 20km/hr
for 3 hours
(18 METh/w)

Running at 5 min
per km for 2 hours
(26 METh/w)

Figure 1 Dose-response of PA and life years gained after 40 years (Moore et al., 2012).

It is currently well-established that most individuals
who perform moderate-intensity physical activity for
at least 150 minutes per week in addition to daily
activities significantly reduce their risks of various
chronic diseases.
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FITNESS SECTOR
ECOSYSTEM 2020

In the last decade the fitness sector ecosystem
has developed from a one-dimensional sector
to a multichannel industry. EuropeActive and
Deloitte (2020) explain in their most recent
report that new fitness and health trends
go beyond stationary fitness clubs.
Many fitness consumers or enthusiasts
not only want to perform their work
outs in health and fitness clubs, but
also in living rooms, on business trips
or outdoors. This trend pushes the
fitness market to direct their business
Figure 2 Fitness Sector Ecosystem 2020 (EuropeActive/Deloitte, 2020).
activities towards those needs.
Consumers who were not physically
active before are encouraged to enter
the world of physical activity and
exercise supported by technological
innovations, such as fitness and health
Apps. The ongoing global fitness digi
talization, strongly accelerated by the
COVID-19 crisis, additionally requires fitness
clubs to integrate digital elements into their
product offering.
Recent consumer behaviour can be labelled as ‘’fitness
snacking’’. Most younger age groups, like generation
Y and Z want to be flexible in where and when they
perform exercise or be physically active. Many use a
fitness app to track their daily steps, visit a boutique
studio, to do a yoga class, and join a traditional fitness
club to do strength training or something else.
Exercise at home, at work or in a medical environment
is a growing phenomenon resulting in a complex and
advanced fitness sector ecosystem, as presented in
Figure 2 with the consumer is in the centre of the
ecosystem. Compared to 2010, the digital section of
the ecosystem has grown, and it is expected that this
part will keep on growing towards 2030 (Middelkamp
& Rutgers, 2020). The 2020 ecosystem is demonstrating
clearly that exercise in a fitness club is still a key activity
of European consumers, with 64.8 million members in
63.644 fitness clubs (EuropeActive & Deloitte, 2020).
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RESEARCH
LET’S #BEACTIVE

The research in this section has been conducted by
Prof. Alfonso Jimenez and Dr. Xian Mayo as part of the
Let’sBEACTIVE project. The project took place in 8
different European countries starting in January 2018.

TOTAL PARTICIPATION
AND DATA COLLECTED
The proposed model was designed to attract inactive
individuals using current standard local communication strategies and resources and involving the social
networks of existing active members of fitness clubs.
The COVID-19 pandemic with lockdowns in most of
the European countries the third year of the project,
closed facilities or severely limited capacity. From
those Europeans that participated in the interventions, there was complete data from a total of 3,938
participants. By country, registered participation was:
in Italy, n = 1602 (41%); in Portugal, n = 752 (19%);
in Ireland, n = 507 (13%); in Finland, n = 400 (10%),
in Spain, n = 351 (9%), in Lithuania, n = 285 (7%),
and in Czech Republic, n = 41 (1%).
The participating fitness clubs enlisted physically inactive individuals to use a specially structured 6-week
supervised exercise intervention to help motivate
the individuals into long-term healthy lifestyles.

In the interventions almost half of the participants
(n = 1,772, 45%) showed insufficient physical activity
levels when they started the programme Usually,
physical activity interventions are able only to recruit
already physically active individuals, so it was challenging to recruit high numbers of people who were
inactive. It was a recognised achievement that the
high numbers recruited were because of the specially
designed marketing materials.

COMPLETION OF THE TRIALS
Traditionally, fitness centres show low levels of both
short- and long-term participant retention. Scientific
literature shows low levels of 59% after six weeks
(Armitage, 2005), 37% of retention after three months
(Sperandei et al, 2016), with just 10% of the clients still
going to the fitness centre after six months for at least
four times per month (Middelkamp et al., 2016).
The project had ambitious targets of improving overall
retention (adherence to maintaining physical activity
levels by proposing to have targets of 75% of the
participants completing the trials, with 55% still
exercising after 3 months after trial completion and
25% is expected to still exercise and being active at
levels which are beneficial to their health 6 months
after trial completion.

Participants
starting the
interventions

Completion
6 weeks
induction

Completion
3 months
from induction

Completion
6 months
from induction

3,938

2,827

1,760

1,111

Percentages (%)
achieved

71.8%

37.1%

28.2%

Percentages (%)
Target for project

75%

55%

25%

Number of participants

Figure 3 Summary of the participants completing the interventions after 6 weeks, 3 months, and 6 months from induction.
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As can be observed in Figure 3, the LBA results show a
high capacity of client retention at the European level
compared with previous experience. Nevertheless,
there were lower levels than those originally aimed
for in the project. This can be partly explained by
challenging completion levels of the trials due to
COVID-19 restrictions and lockdowns entering 2020.
A reduction in the sedentary behaviour was observed
in the intervention. Sedentary behaviour is defined
here as any waking behaviour performed in a sitting,
reclining, or lying posture. In our interventions,
the time spent with sedentary behaviour was also
reduced, progressing from 136 ± 192 to 122 ± 166
daily minutes.

IMPROVEMENTS IN
QUALITY OF LIFE INDICATORS
Before the 6-week intervention, 33% of the participants
had some problems regarding their family’s role, 76%
had some problems sleeping, 65% felt some extent
of anxiety, worry, or depression, and 53% felt pain or
discomfort while undertaking daily activities. As can
be observed from the baseline data, the participants
before the interventions showed suboptimal indicators
of quality of life, with important values of dependence,
problems with sleep, and mental problems or pain of
some sort. Figure 4 summarises the increases in quality
of life indicators after the 6-week period as showed by
reductions in the percentage of participants suffering
from loss in the role capacity as a family member
(-6 percentual points) and from sleeping (-7 percentual
points), mental health (-12 percentual points) or pain
problems (-11 percentual points).

Percentage of individuals
showing a particular issue
before the intervention

Percentage of individuals
showing a particular issue
after the 6-week period

Family role1

33%

27%

Sleep2

76%

69%

Mental health3

65%

53%

Pain or discomfort4

53%

42%

Notes
1 How does your health
affect your relationship with
your family?
2 How would you describe
your sleep?
3 How do you generally feel?
4 Do you feel any pain or discomfort while undertaking
daily activities?

Figure 4 Summary of the quality of life indicators before and after the 6-week intervention period regarding family’s role,
sleeping, mental issues, and pains and discomfort.
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QUALITY CONTROL SAMPLE
As can be observed in Figure 5, all health markers
improved after the 6-week intervention period,
showing a proper intervention for optimizing broad
indicators of health such as body composition,
cardiovascular health, quality of life, and strength.

Data BEFORE
the intervention

Data AFTER
the intervention

Fat mass (kg)

21.4%

19.8%

Visceral fat (kg)

6.6

5.9

Lean mass (kg)

57

58

Oxygen consumption (ml/kg/min)

35.1

37.9

Systolic blood pressure (mmHg)

127

121

Diastolic blood pressure (mmHg)

79

75

Heart rate (bpm)

66

63

Quality of life (random units)

82.6

85

Strength upper limbs, bench press (kg/kg)

0.56

1.26

Strength lower limbs, parallel squat (kg/kg)

0.58

0.68

Figure 5 Summary of the quality control intervention showing several health markers before and after the 6-week
intervention.
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RECOMMENDATIONS
Based on many other studies, PA should be promoted to increase health. This is not only for
the strong number of health benefits, but also because physical activity can be undertaken by a
majority of people. When intensity increases however, adherence decreases. A general guideline
is for: frequency above intensity!

The promotion of PA should be number one in all health promotion programmes. Supported by
many scientific studies, it has become clear that physical activity is necessary for the maintenance
of good health. The dose-response relationship indicates that more is better, especially for people
with lower fitness levels.

Learning from the experiences in the different Let’sBEACTIVE project, future interventions
should also strongly focus on strategies to engage large groups of inactive people to participate.
The project was able to attract large numbers of individuals, but it is also clear that different
strategies are needed other than using social networks of existing active members of fitness clubs
while targeting large local physical inactive communities.

Despite large improvements in recruiting physically inactive individuals for the trials (45%),
the majority were already active to a certain level and so future campaigns need to be even more
targeted towards inactive people.

The drop-out levels were lower than in other comparable studies, but there is still a need to
better connect with other means of supporting participants such by using digital technologies and
on-line support.

Despite most of the participants finishing the 6-week trials evolved to an active lifestyle,
around 20% of them could not perform the recommended PA level stated by the WHO at the finish
of the intervention. It seems reasonable that more broad entry-level sessions and interventions
may be needed for those not managing to maintain activity levels and programmes should be more
tailored for them as they are not enjoying the benefits deriving from higher levels of physical
fitness.

The improvements in quality-of-life indicators support the role of fitness centres in public health
promotion. Nevertheless, interventions such as the Let’sBEACTIVE project still lean on self-reported
data. As the project quality control indicated clear improvements in different health parameters,
indicating the suitability of the interventions, it seems a logical next step to scale the collection of
more quality data in large-group interventions considering measured physiological data.

When reviewing the new fitness ecosystem, tracking physical activity and exercise of a single
person becomes challenging when considering the use of multiple channels and offerings in the
ecosystem. A personalised and easy to handle tool would be the wider use of activity trackers,
integrated in apps, smartwatches or in another way. Brickwood et al. (2019) report, based on a
systematic review and meta-analysis, that activity trackers significantly increase PA participation
and daily step counts.
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