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Physical inactivity and obesity are one of
five leading global risk factors for mortality in the world (1). Physical inactivity
rises in many countries and it is estimated as being the principal cause for e.g.
approximately 30% of ischemic heart disease burden (2). It increases the risk of
cardiovascular diseases, breast and colon
cancers, dementia and depression and
type 2 diabetes (3).
Physical activity (PA) is a modifiable lifestyle-related risk factor and evidence
shows that PA has health benefits (4;5).
During treatment and consultation of
inactive patients, the health care personnel should advice on the benefits of increased levels of PA (2) and screenings of
patients who do not meet the guidelines
on PA is important (6). In a recent systematic review, Helmenhorst and co-workers present a comprehensive list of physical activity questionnaires (PAQ) for
different age groups with a focus on reliability and validity of the PAQ (7). This
review is helpful in selecting an appropriate PA screening method for different
focus groups. PAQ are the most common
applications in large populations for the
assessment of PA as well as clinical practice (8;9).
PA screening in health care
Primary care can be a cornerstone for
PA promotion as well as PA screening.
In USA, Approximately 78% of people
consult their general practitioner (GP) at
least once a year (9). Primary care is a
good place to promote PA or screen of PA
for several reasons: in developed countries large population consult their GP,
health promotion of integral part of patients having non communicable disea-

ses and simple screening questionnaires
have been available to record PA in primary care (10). In addition GPs are reliable sources of advice (9).
In worldwide medical schools, residency,
and fellowship training programs should
prepare physicians to recommend exercise (11). Currently mostly physicians
in the primary care provides individual
services as counseling on PA to patients
and in most countries primary care offers
PA counseling to a minority of the patients (12). One significant and important
thing, which is easily put into practice, is
the identification of patients who do not
meet current physical activity PA guidelines. Unfortunately, PA is not regularly
assessed in clinical settings (13).
There are several techniques for assessment of PA, like behavioral observation,
questionnaires and calorimeters, heart
rate monitors or motion sensors (e.g., pedometers or accelerometers) (8). Uses of
objective assessment methods of PA are
more frequent use in nowadays. In comparison to alternative methods (e.g. objective methods of assessing PA), PAQs
are short, easy to administer, and require
minimal resources and hereby makes it a
quick tool for screening in the health care
system (8). In addition, PAQ are still the
most feasible and practical method for
screening PA, even though questionnaires have limitations as measurement error and misreporting (7).
PA screening questionnaires
It would be ideal if PQAs can rank patients into four categories: active, moderately active, moderately inactive and
inactive (14). The PA screening method
should also give information about type,
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location, domain and context of the PA (7). Also it is
important that PAQs are reliable, valid and sensitive
(7;15). Based on Helmenhort’s systematic review, most
PAQs appear to have acceptable reliability while the
validity is moderate at best (7). Also it should be stated that PAQs are subjective methods and the results
dependent on the respondent’s cognition. In addition,
questionnaires should not focus only on leisure time
PA but also occupational PA.
International Physical Activity Questionnaire (IPAQ) is
one type of questionnaire, which can be used to obtain
comparable estimates of physical activity and its short
version is suitable for quick screening in large populations, but it mostly focus on leisure time PA and requires
complex mathematical calculations (9). Stanford Brief
Activity Survey (SBAS) can be used for a quick assessment of the usual amount and intensity of the physical
activity a person performs throughout the day (16), and
Taylor-Piliae and co-workers have shown that SBAS is
a valid and reliable PAQ in older adults (17).
General Practice Physical Activity Questionnaire (GPPAQ) is one example of a validated and reliable questionnaire, which focuses on both leisure time PA and
occupational PA. Recent studies show that GPPAQ is
acceptable for use in general practice by all focus group
participants and most health care professionals considered that they can use GPPAQ in their routine work.
Self- completion by patient of GPPAQ paper-copy before entering a GP consultation was the best method to
screen patients PA. (14). This method can be one of the
most suitable PA screening methods for use in primary
care. Another useful short questionnaire is the 4-level
Saltin-Grimby Physical Activity Level Scale (SGPALS)
(18) and its modernized version (19). In addition SGPALS is associated with cardiovascular risk factors and
the most inactive subjects have the highest risk factor
profile (19).

Conclusions
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There is still a need for accurate and reproducible PA
screening methods in health care. Short questionnaires require minimal resources, which would be ideal
as a quick screening tool for PA in health care. But as
Helmenhorst’s review showed, while the questionnaire
often are reliable their validity is often only moderate.
In the future, more research is needed about finding
the most suitable PA screening method in health care
and the best timing of completing the PAQ during patients visit in the primary care.
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