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bstract

ackground Overwhelming evidence shows that physical activity and exercise promotion and prescription are effective in preventing and
anaging numerous chronic conditions. With physiotherapists commonly referred to as ‘exercise prescription experts’, an in-depth knowledge

f exercise promotion and prescription is assumed. However, to date, no information exists about what is or should be included in terms of
ndergraduate physiotherapy physical activity and exercise education, nor whether the content prepares graduates to be exercise experts for
ontemporary practice.
bjectives To provide an accurate, contemporary picture of physical activity and exercise promotion and prescription content within Irish

ndergraduate physiotherapy curricula.
ethod Content analysis was used to explore physical activity and exercise inclusion within four of the five programmes in Ireland. Seven

ategories were generated. Frequency analysis for each category was used to provide a guide to the extensiveness of physical activity and
xercise promotion and prescription content.
esults All curricula included varying quantities of basic exercise science and exercise testing and prescription. Physical activity and exercise
romotion and prescription for conditions routinely referred to physiotherapy, such as cardio respiratory disease, were well represented. Three
ey areas were identified as being absent or needing further emphasis: physical activity/exercise for public health, strategies for changing

hysical activity behaviour, and physical activity/exercise for lifestyle-related diseases.
onclusion Results indicate a strong need for re-evaluation of physical activity and exercise education in Irish physiotherapy curricula. There

s a lack of explicit exercise content in relation to public health and lifestyle-related disease.
2010 Chartered Society of Physiotherapy. Published by Elsevier Ltd. All rights reserved.
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It is projected that 64 million people will die in 2015,
nd the cause of death for 41 million of these people will be
hronic disease [1]. According to the World Health Organiza-
ion, urgent preventative action must be taken and this action
ust include an increased emphasis on physical activity as a

ublic health and medical intervention [1]. With overwhelm-

ng evidence that physical activity contributes positively to
he prevention and management of over 20 chronic diseases,
ncluding coronary heart disease, diabetes, cancer and mental
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ealth [2], healthcare professionals are being called upon to
ecome more aggressive in implementing physical activity
ecommendations [1,3,4].

In concordance with this, physiotherapy professional bod-
es are recognising that physical activity and exercise are
ntegral to professional practice and are core contributors to
ublic health [5–7]. The World Confederation for Physical
herapy (WCPT) believes that with increasing numbers of
eople with diverse varieties of conditions leading sedentary
ifestyles, it is essential to implement effective strategies for

xercise across the lifespan. As experts in movement, and
ith a thorough knowledge of pathology and its effects on

ll systems, physiotherapists are the ideal professionals to
romote, guide, prescribe and manage exercise activities [5].

hed by Elsevier Ltd. All rights reserved.
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To place physiotherapists as exercise experts in con-
emporary clinical practice, the WCPT encourages member
rganisations to ‘assure a comprehensive knowledge base
n physiotherapy professional education regarding exercise
eeds across the individual’s life span’ [5]. To meet this chal-
enge of ensuring exercise expertise, the WCPT has published
everal suggestions including a review of entry-level curricu-
um content on physical activity and exercise in all physio-
herapy professional education programmes as a priority.

Entry-level to the physiotherapy profession in Ireland is
urrently attained by means of a 4-year Bachelor of Sci-
nce (BSc) Honours degree programme. Academic education
akes place in university settings and is provided by aca-
emic staff, expert clinicians, clinical tutors and postgraduate
esearch students. Clinical education is provided by expert
linicians and clinical tutors in a variety of clinical centres,
ncluding public and private hospitals, community services
nd private practices. Upon attainment of their BSc degree,
hysiotherapists in Ireland are autonomous practitioners.
egardless of how patients access services, physiotherapists

n Ireland independently determine the best physiotherapy
ntervention for their patients.

This study aimed to provide an accurate, current picture
f physical activity and exercise promotion and prescription
ontent within Irish undergraduate physiotherapy curricula.
omponents of physical activity and exercise promotion and
rescription that are absent are also reported.

ethods

Letters of invitation to participate in this study were sent to
ll physiotherapy institutions in Ireland (n = 5). Participation
equired institutions to permit access to their physiotherapy
urriculum documentation. Inclusion criteria for this study
ere that each participating institution should be delivering
hysiotherapy education which leads to a qualification recog-
ised by either the Chartered Society of Physiotherapy in
he UK or the Irish Society of Chartered Physiotherapy. The
urriculum documents analysed for this study represented
he intended undergraduate physiotherapy curriculum for the
cademic year 2008 to 2009.

esign

Content analysis was used to analyse the curriculum docu-
entation. Content analysis has been defined as a systematic,

eplicable technique for compressing many words of text into
ewer content categories based on explicit rules of coding
8–10]. In its most simplistic form, it is a research tool used
o determine the presence of certain words and concepts; a

eans of analysing texts [11]. The aim is to attain concepts
r categories describing the phenomenon [12].
There are two types of content analysis: deductive and
nductive. Deductive analysis uses either a structured or
nconstrained matrix of analysis to test pre-devised cate-
ories, which are based on earlier work such as theories,
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ecommendations and literature reviews [13,14]. Inductive
ontent analysis implies that categories are derived induc-
ively from the texts being analysed, and involves open
oding, creating categories and abstraction [12].

Both deductive analysis (pre-devised main categories) and
nductive approaches were applied when constructing the
oding framework for this study. The matrix of analysis was
nconstrained. By using an unconstrained matrix, different
ubcategories could be created within its bounds following
he principles of inductive analysis [13]. This combination
f inductive and deductive content analysis is considered to
e the most realistic form of analysis that uses theory and
iterature to direct the framework [15].

rocedures

Each institutional curriculum was allocated an identifying
ode. A set of seven analytical categories was developed. The
ategories were informed by a comprehensive review of the
urricula (noting any word or phrase associated with physical
ctivity and/or exercise), recent physical activity recom-
endations, published literature (from databases: Pubmed,
inahl, Scopus, Psychinfo, Educational Resources Informa-

ion Centre, Academic Search Premier and Web of Science)
nd best practice guidelines. Upon completion of the initial
eviews, the cue words/phrases were grouped according to
ategory.

The seven categories provided a set of broad,
mbrella terms for the words/phrases identified. Each cat-
gory was operationally defined and was represented by
ue words/phrases. The categories, definitions and cue
ords/phrases are presented in Table 1. Identification of the

ue word/phrase signified the presence of the category in
he text. In order to be included in the analysis, the cue
ord/phrase identified within the text had to show contextual

vidence of a link to physical activity and/or exercise.
Three coders [GO’D (Coder 1), TC (Coder 2), CD (Coder

)] were used for the study. Each coder was given explicit
nstructions on coding the documentation. Each category was
efined and the cue words/phrases included within the cate-
ory were detailed within a coding framework given to each
oder. Inter- and intracoder agreement for content analysis
as implemented on all curricula [9].
Discussion following blinded analysis resulted in some

ramework modification. The initial seven categories (deduc-
ive) remained, but subcategories were introduced within
ach of the main categories (inductive). As the seven main
ategories were very broad, subcategories were used to allow
or more detailed analysis. Table 2 presents the seven cat-
gories and their subcategories. Following these changes,
he curricula were re-assessed by the coders. Good agree-
ent was achieved and errors of commission were discussed.
greement was reached by consensus. Intracoder (Coder 1)

nd intercoder (Coders 2 and 3) reliability are presented in
ables 3 and 4, suggesting excellent overall agreement [16].
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Table 1
Categories, descriptors and examples of cue words/phrases used for analysis.

Category Definition Examples of cue words/phrases

Fundamentals of physical activity Refers to basic information relating to physical
activity and exercise

Definitions, prevalence, determinants, patterns,
current/temporal trends, disease prevention, public
health, evidence, guidelines, recommendations

Exercise science Refers to subdisciplines of exercise science:
physiology, biomechanics, kinesiology, motor
learning/control, psychology

Physiological responses, thermoregulation,
mechanics and physics, posture/gait, functional
analysis, behaviour models/theories, behaviour
change, adherence, motivation

Physical activity/exercise testing and
measurement

Refers to theory/knowledge and practical
application of testing and measurement of structured
and non-structured physical activity and exercise

Screening, contraindications, precautions, risks,
aerobic, strength, endurance, anthropometry, blood
pressure, heart rate, diary, questionnaires,
accelerometer, rate of perceived exertion

Exercise prescription and planning Refers to theory/knowledge and practical
application of exercise prescription and planning

Components of an exercise session, progression,
maintenance, specificity, overload, FITT (frequency,
intensity, time and type), warm-up, cool-down,
group, individual, planning, goal setting, outcome
measures

Physical activity and exercise prescription
for specific populations

Refers to specific considerations when prescribing
physical activity and exercise for various healthy
groups

Children and adolescents, sedentary adults, older
adults (65+ years), pregnancy

Physical activity and exercise prescription
for clinical populations

Refers to specific considerations when prescribing
physical activity and exercise for different clinical
populations

Cardiovascular disease, osteoarthritis, obesity, type
II diabetes, stroke, multiple sclerosis, cerebral palsy,
pain, rheumatoid arthritis, fibromyalgia, chronic
pain, low back pain, osteoporosis, amputation,
oncology, anxiety
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hysical activity and exercise promotion Refers to strategies to enco
influences on physical acti
participation

The final stage of the analysis was the tabulation of fre-
uencies of each of the categories across all the curricula to
rovide a guide to the comprehensiveness of physical activ-
ty and exercise promotion and prescription content. The
omponents of physical activity and exercise promotion and
rescription that are omitted are also reported.

esults

Curricula were obtained from four of the five physiother-
py institutions. One institution chose not to participate in
his study.

The content analysis of the physiotherapy undergraduate
urricula was classified under seven categories. All curric-
la featured all categories but not all subcategories were
ncluded in all curricula. The most frequently occurring cat-
gory across all curricula was exercise science, followed by
hysical activity/exercise testing and measurement, and exer-
ise prescription and planning. Physical activity and exercise
rescription for clinical populations was featured in all cur-
icula, but several common clinical populations were omitted
rom all but one. Physical activity and exercise promotion was
he least common category throughout all curricula, followed
losely by fundamentals of physical activity and physical

ctivity for specific populations. Fig. 1 illustrates the num-
er of curricula that showed evidence of physical activity and
xercise promotion and prescription content distinguished by
ategory and subcategory.

a
i
w
i

articipation and
exercise

Strategies, community, school, workplace,
influences, environment, economic, social, cultural,
family, health sector

While the existence of categories and subcategories in
he curricula gives some indication of content inclusion, it
rovides little insight into the quality of content included. Dis-
ursive commentary is provided to illuminate the nature and
missions in physical activity and promotion and prescription
ontent.

undamentals of physical activity

This category was very limited throughout all curricula
Fig. 1a). Definitions of physical activity, exercise and phys-
cal fitness were only included in one curriculum and the
enefit of physical activity was only included in two curric-
la. Prevalence/trends in inactivity and physical activity for
ublic health were omitted from all curricula. Government
eports/strategies were also omitted. None of the physiother-
py courses reviewed featured guidelines for physical activity
nd exercise prescription, such as those issued by the Amer-
can College of Sports Medicine, recognised globally as the
riterion guidelines.

xercise science

This category was the most comprehensively covered in

ll curricula (Fig. 1b). All institutions covered biomechan-
cs of human motion and analysis of human movement,
hich included gait and functional analysis. Likewise, phys-

ological adaptations to exercise for both cardiovascular and
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Table 2
Main categories and subcategories.

Main category Subcategories

Fundamentals of physical activity Definitions of physical activity, exercise and physical fitness
General benefits of physical activity and exercise
Physical inactivity as a public health issue/risk factor for disease
Temporal and current trends in inactivity
Department of Health and Children reports/strategies and physical activity
Recommendations and guidelines

Exercise science Physiological basis for exercise
Cardiovascular and respiratory response to exercise
Muscle physiology and exercise
Psychological factors/psychological models
Motor control
Mechanics and physics
Movement analysis

Physical activity/exercise testing and measurement Pre-screening
Contraindications
Precautions/health and safety
Laboratory testing (aerobic)
Field testing (aerobic)
Strength testing
Flexibility testing
Anthropometry
Subjective and objective assessment

Exercise prescription and planning Principles of prescription
Principles of training
Rate of progression
Aerobic programme
Resistance programme
Flexibility programme
Goal setting
Outcome measurement

Physical activity and exercise prescription for specific populations Children and adolescents
Healthy sedentary adults
Older adults (65+ years)
Pregnancy/post-partum

Physical activity and exercise prescription for clinical populations Cardiovascular disease
Respiratory disease
Osteoarthritis and rheumatoid arthritis
Stroke
Other neurological conditions
Osteoporosis
Type II diabetes
Obesity
Immunological/haematological conditions
Neoplastic disease

Physical activity and exercise promotion Physical activity promotion
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espiratory systems were included in all curricula. Three
f the four curricula covered muscular response to exer-
ise. However, only two curricula included essential aspects
elating to the basics of exercise physiology, such as energy
roduction, selection of energy sources during exercise, and

hort-/long-term adaptations to anaerobic and aerobic exer-
ise training. Motor control and motor learning were missing
rom two curricula. Exercise psychology, including motiva-
ion, adherence and theories about changing behaviour, was

e
a

Environmental influences on physical activity
Economic influences on physical activity
Societal and cultural influences on physical activity

he subcategory least commonly included. Some apprecia-
ion for motivation and improving adherence was noted in
ne curriculum.

hysical activity/exercise testing and measurement
On the whole, this category was relatively well cov-
red (Fig. 1c). All curricula included strength, flexibility
nd aerobic fitness testing. In terms of aerobic testing,
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Table 3
Intracoder reliability: Coder 1 test–retest.

No. of valid cases Kappa value Standard error Significance

Fundamentals of physical activity 29 0.828 0.115 <0.001
Exercise science 26 0.406 0.188 0.036
Physical activity/exercise testing and measurement 31 0.807 0.106 <0.001
Exercise prescription and planning 24 0.508 0.187 0.045
Physical activity and exercise prescription for specific populations 18 0.780 0.143 0.001
Physical activity and exercise prescription for clinical populations 23 1 0.000 <0.001
Physical activity and exercise promotion 27 1 0.000 <0.001

Table 4
Intercoder reliability: Coder 2/Coder 3.

No. of valid cases Kappa value Standard error Significance

Fundamentals of physical activity 29 0.642 0.326 0.003
Exercise science 26 0.505 0.195 0.008
Physical activity/exercise testing and measurement 31 0.618 0.172 0.005
Exercise prescription and planning 24 0.469 0.202 0.040
Physical activity and exercise prescription for specific populations 18 0.737 0.167 0.003
P 3
P 7
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hysical activity and exercise prescription for clinical populations 2
hysical activity and exercise promotion 2

eld testing was mentioned in all four curricula, while
nly one curriculum included laboratory testing (maximum
xygen consumption). The fourth component of exercise
esting (anthropometry) was essentially omitted from all
urricula, apart from two curricula mentioning body mass
ndex.

Contraindications to exercise were only included in one
urriculum, with health and safety issues included in all four
urricula. Pre-exercise screening was missing from all cur-
icula. There was insufficient emphasis on physical activity
nd exercise measurement in all curricula. Objective activity
easurement, such as accelerometry and pedometry, and sub-

ective (self-report measures) activity assessment were absent
rom three of the four curricula.

xercise prescription and planning

The basic principles of training and prescription were
issing from two curricula (Fig. 1d). Only one curricu-

um included both training and prescription principles. All
urricula included varying levels of prescribing exercise pro-
rammes for flexibility, strength and aerobic fitness. Exercise
rogression was only included in relation to musculoskeletal
onditions. It was not mentioned in cardio respiratory or neu-
ology modules in any curricula. The exercise prescription
nd planning subcategories least commonly included were
elated to measurement. No curriculum placed any empha-
is on outcome measurement or goal setting. Two curricula
ncluded specific exercise modules (exercise science, exercise

herapy and clinical exercise), while the other two curricula
ncluded physical activity and exercise education as a com-
onent of other modules, such as movement studies or health,
ehaviour and society.

s
m
h

0.539 0.180 0.016
0.603 0.154 0.002

hysical activity and exercise prescription for specific
opulations

Physical activity recommendations/guidelines for seden-
ary adults and children were missing from all curricula
Fig. 1e). Exercise prescription for older adults (65+ years)
as mentioned in two of the curricula within specific geron-

ology modules. However, none of the curricula included
pecific physical activity recommendations for this popula-
ion. Likewise, the importance of exercise during pregnancy
nd post-partum was mentioned in two curricula but no rec-
mmendations were included.

hysical activity and exercise prescription for clinical
opulations

Clinical conditions traditionally associated with physio-
herapy in terms of exercise promotion and prescription, such
s cardiovascular and respiratory disease and arthritis, were
ell represented in all curricula.
Notably, exercises for stroke and other neurological con-

itions were only included in two curricula. Physical activity
nd exercise promotion and prescription for lifestyle-related
iseases, such as osteoporosis, type II diabetes and obesity,
ere not included in the majority of curricula. Similarly, exer-

ises for cancer and haematological conditions were missing
rom three of the four curricula (Fig. 1f).

hysical activity and exercise promotion
This category was the least commonly occurring of all
even categories throughout the curricula; it was essentially
issing from all curricula (Fig. 1g). The subcategory of

ealth promotion was mentioned in all curricula; however,
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ig. 1. Number of physiotherapy curricula showing evidence of physical ac
b) Exercise science. (c) PA/exercise testing and measurement. (d) Exercise p
f) PA and exercise prescription for clinical populations. (g) PA and exercis

pecifics relating to physical activity promotion, such as envi-
onmental, economic, societal and cultural factors, were not
ncluded.

iscussion
The purpose of this study was to provide an accurate, cur-
ent picture of physical activity and exercise promotion and
rescription content within Irish undergraduate physiother-
py curricula, and to identify components of physical activity

s
i

t

PA) and exercise content (according to category). (a) Fundamentals of PA.
tion and planning. (e) PA and exercise prescription for specific populations.
tion. CV, cardiovascular; RA, rheumatoid arthritis.

nd exercise education that are absent. The findings indicate
hat physical activity and exercise content is featured within
ll reviewed curricula, but is idiosyncratic with content being
etermined by the school providing the undergraduate pro-
ramme. This is not an unusual finding as there is a general
onsensus amongst physiotherapy institutions that the diver-

ity of curriculum approaches and content gives strength to
ndividual courses [17].

Nonetheless, irrespective of various approaches and con-
ent, it is evident that not all aspects of physical activity and



ysiothe

e
e
s
w
m
c
c
o
p
p

t
o
i
c
v
t
o
p
n
v

i
m
t
c
d
o
o
h
s
c
o
i

o
e
a
r

d
F
a
w
n
o
o
i
p
i
w

c
s
i
t

e
p
i
a
I
p
p
a
[
m
c
i

r
i
t
c
p
i
r
c
c
e
(
T
c

t
p
m
[
s
p
h
a
k
l

L

A
t
i

a
v
r
[
i
b

G. O’Donoghue et al. / Ph

xercise are addressed in the analysed curricula. Areas of
xercise science traditionally associated with physiotherapy,
uch as movement analysis, posture and gait analysis, are
ell represented. Likewise, cardiovascular, respiratory and
uscular responses to exercise are well covered. For exer-

ise testing and prescription, all curricula encompassed the
omponents of strength and flexibility in detail. In terms
f exercise prescription for clinical populations, content
ertaining to cardiovascular and respiratory diseases took
recedence over all others.

Evidence of this type of curricular content suggests
hat physiotherapy students are presented with a foundation
f knowledge and understanding relating to basic phys-
ology, movement analysis and exercise prescription for
onditions traditionally referred for physiotherapeutic inter-
ention. However, nowhere in the analysed curricula does
his basic knowledge appear to be consolidated and devel-
ped further. For example, curricula content in relation to the
rinciples of exercise prescription and progression is nomi-
al in the early stages of the courses, and at no point are these
ital principles revisited.

Previous research has shown that students succeed best
n developing higher order knowledge and skills when given

ultiple opportunities to practice what is learned throughout
heir educational programme [18,19]. As topics such as exer-
ise prescription are revisited, the complexity increases, as
oes the link which forms between the various components
f the programme, allowing students to engage in the process
f sorting, comparing, prioritising and critiquing what they
ave learnt [20]. With the evidence suggesting that topics
hould be revisited to ensure consolidation, educators and
urriculum designers may need to review the composition
f their curricula and modify them to address this issue as
ndicated.

Further examination highlighted universal gaps through-
ut all curricula. These included physical activity and
xercise for public health, strategies for changing physical
ctivity behaviour, and exercise prescription for lifestyle-
elated diseases; key foci for health care worldwide.

Physical inactivity as a public health issue, its prevalence,
eterminants and patterns are not included in any curricula.
urthermore, public health guidelines for physical activity
re missing. This is a disconcerting discovery considering the
orldwide action to shift the focus of health care from a sick-
ess service, which treats disease, to a service which focuses
n prevention and health promotion [21,22]. An unambigu-
us emphasis on population-based health must be integrated
nto the physiotherapy undergraduate curriculum to allow the
rofession to move their focus from impairment, ill health,
njury and disability to one that also legitimises health and
ellbeing in the context of the general public [23].
Another topic highlighted by this study which requires
onsiderable expansion in the curriculum is psychology;
trategies to change behaviour, overcoming barriers and
mproving adherence. The absence of education relating
o such strategies from curricula has implications for the
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ffectiveness of any lifestyle-related intervention, including
hysical activity. It has been shown that physical activity
nterventions remain modestly effective, unless psychosocial
nd socio-ecological influences are also addressed [24,25].
n order to address these influences and, in turn, optimise
hysical activity interventions, contemporary physiothera-
ists need to be equipped with theories and techniques that
id in changing behaviour, such as the transtheoretical model
26] and physical activity counselling [27,28], or, at a mini-
um, have the knowledge to initiate such strategies and work

ollaboratively with other team members depending on the
ndividual’s needs [29].

Physical activity and exercise prescription for lifestyle-
elated diseases was a further area of deficiency identified
n the curricula. Lifestyle conditions such as hypertension,
ype II diabetes and obesity are expected to dominate illness
are for the foreseeable future, given demographics, lifestyle
rofiles and changing life expectancies [1,2,23,29,30], so
ncluding them in physiotherapy curricula is crucial. Cur-
ently, 40% of Irish adults report at least one lifestyle
ondition, the most common being hypertension and high
holesterol, and 23% are obese [30,31]. Furthermore, it is
stimated that the prevalence of diabetes in 2015 will be 6%
194,000), representing an increase of 37% over 10 years.
his will largely be due to an increase in the incidence of
hildhood and adolescent obesity [30].

Due to the remarkable association with lifestyle prac-
ices and a clear scientific evidence base which shows that
revention and resolution of lifestyle-related conditions are
ost effectively addressed with non-invasive interventions

23,29], physiotherapists, by drawing on their non-invasive
pecialities of education and exercise, are pre-eminently well
ositioned to manage these conditions and fill this critical
ealthcare niche [23,29]. To guarantee that future physiother-
pists can fill this niche, it is imperative that they acquire the
nowledge and develop the necessary skills at undergraduate
evel.

imitations

Firstly, this study only used Ireland as its sampling frame.
lthough Ireland may represent a small number of physio-

herapy entry-level programmes, this work could present an
mportant prototype for other countries and WCPT regions.

Secondly, using documentation as a sole means of gaining
n insight into the curriculum is, in itself, a limitation. Pre-
ious studies have suggested that analysis of documentation
arely gives a reliable and realistic view of the curriculum
32], and similarly, differences in the way in which content
s described and documented by individual institutions has
een seen to create divergence [32]. Furthermore, examin-

ng one subject within an entire curricula can be misleading
18]. Neither academic nor clinical tuition hours allocated to
ategories and subcategories were available. Therefore, men-
ion of a topic was sufficient to consider that a curriculum
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ddressed the subject. Specific tuition hours would provide
ore specific information about the physical activity and

xercise education in the curricula.
To increase credibility of these findings, additional com-

limentary studies are ongoing. Academic and clinician
nterviews, student feedback sessions and gathering of expert
pinion about what is and what should be included in phys-
otherapy undergraduate curricula in relation to physical
ctivity and exercise promotion and prescription will provide
he complete overall picture.

onclusion

This study highlighted important issues related to future
hysiotherapy undergraduate education. Results indicate a
trong need for re-evaluation of physical activity and exer-
ise promotion and prescription education. The current Irish
ndergraduate physiotherapy curricula still focus solely on
mpairment, injury and disability. There is a lack of explicit
xercise content in relation to public health and lifestyle-
elated disease. Epidemiological trends and priorities, the
lements of health, proficiency in promoting self-efficacy and
ehavioural change, identifying health risk and chronic con-
itions need to be included in undergraduate physiotherapy
ducation.

However, it must be noted that changing the curriculum is
nly one important step towards changing the physiotherapy
rofession’s way of working [33]. If the healthcare context
n Ireland, and indeed in the UK, is not established to focus
n prevention and health promotion, the treatment of dis-
ase will continue to be the only physiotherapy priority. A
ultipronged approach to implementing change, demanding

ommitment on professional, clinical, research and educa-
ional levels, is required. As lifestyle conditions are predicted
o become the greatest healthcare priorities for the next 75
ears [29], the physiotherapy profession needs to become
erious about translating the well-established body of evi-
ence that supports physical activity and exercise in their
revention and management into clinical practice.
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