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Appendix 2: A summary of the evidence supporting the importance of regular physical activity for the prevention of chronic diseases and 
premature death 

Study Participants Activity Results Main findings/conclusion 

All-cause and cardiovascular-related mortality   

Primary prevention    

Paffenbarger 
et al (Harvard 
Alumni Health 
Study), 1986106 

16 936 men 
aged 35–74 yr;  
follow-up 12–16 yr 

Leisure-time physical 
activity assessed with 
questionnaire on 
walking, stair 
climbing, and sports or 
recreational activity  

RR for all-cause mortality: 
Walking 
• < 5 km/wk = 1.00* 
• 5–14 km/wk = 0.78 
• > 14 km/wk = 0.67 
Stair climbing 
• < 20 floors/wk = 1.00* 
• 20–54 floors/wk = 0.79 
• >  54 floors/wk = 0.75 
Sport or recreation 
• None = 1.00* 
• Light (< 4.5 METs) = 1.10 

• Moderate (> 4.5 METs) = 0.63 

Regular physical activity 
(> 2000 kcal [> 8400 kJ] per 
wk) associated with average 
increase in life expectancy of 
1–2 yr by age 80 

Blair et al, 19897 10 224 men, 
3120 women;  
8-yr follow-up 

Physical fitness 
measured with 
maximal treadmill 
exercise test. Fitness 
categorized into 
quintiles (Q1 = least 
fit, Q5 = most fit) 

Adjusted RR (95% CI) for all-cause 
mortality among men: 
• Q1 = 3.44 (2.05–5.77) 
• Q2 = 1.37 (0.76–2.50) 
• Q3 = 1.46 (0.81–2.63) 
• Q4 = 1.17 (0.63–2.17) 
• Q5 = 1.00* 

Adjusted RR (95% CI) for all-cause 
mortality among women: 
• Q1 = 4.65 (2.22–9.75) 
• Q2 = 2.42 (1.09–5.37) 
• Q3 = 1.43 (0.60–3.44) 
• Q4 = 0.76 (0.27–2.11) 

• Q5 = 1.00* 

Low levels of physical fitness 
associated with increased  
all-cause mortality 

Lee et al 
(Harvard Alumni 
Health Study), 
199523 

17 321 men;  
22-yr and 26-yr 
follow-up 

Physical activity 
assessed with 
questionnaires;  
Q1 = lowest level of 
activity 

RR (95% CI) for all-cause mortality 
associated with increasing quintiles of 
energy expenditure: 
• Q1 = 1.00* 
• Q2 = 0.94 (0.86–1.04) 
• Q3 = 0.95 (0.86–1.05) 
• Q4 = 0.91 (0.83–1.01) 
• Q5 = 0.91 (0.82–1.00) 

RR (95% CI) for all-cause mortality 
associated with energy expenditure 
(vigorous activities): 
• < 630 kJ/wk = 1.00* 
• 630–< 1680 kJ/wk = 0.88 (0.82–0.96) 
• 1680-< 3150 kJ/wk = 0.92 (0.82–1.02) 
• 3150-< 6300 kJ/wk = 0.87 (0.77–0.99) 

• > 6300 kJ/wk = 0.87 (0.78–0.97) 

There was a graded inverse 
relation between physical 
activity and mortality. 
Vigorous, but not nonvigorous, 
activities were associated with 
longevity 
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Appendix 2 continued 

Study Participants Activity Results Main findings/conclusion 

Blair et al, 
199536 

9777 men; mean 
follow-up 4.9 yr 

Physical fitness 
assessed with maximal 
exercise test at 
baseline and follow-up 

RR (95% CI) for all-cause mortality: 
• Unfit to unfit = 1.00* 
• Unfit to fit = 0.56 (0.41–0.75) 
• Fit to unfit = 0.52 (0.38–0.70) 
• Fit to fit = 0.33 (0.23–0.47) 
RR (95% CI) for CVD-related mortality: 
• Unfit to unfit = 1.00* 
• Unfit to fit = 0.48 (0.31–0.74) 
• Fit to unfit = 0.43 (0.28–0.67) 

• Fit to fit = 0.22 ( 0.12–0.39) 

Reduction in all-cause and 
CVD-related mortality was 
greater among men who 
maintained or increased 
adequate physical fitness than 
among those who were 
consistently unfit 

Wannamethee 
et al, 199824 

4311 men;  
follow-up 12–14 yr 

Self-reported physical 
activity assessed with 
questionnaire on 
regular walking or 
cycling, vigorous sports 
or recreational activity 

RR (95% CI) for all-cause mortality: 
• Inactive or occasionally active = 1.00* 
• Light = 0.61 (0.43-0.86) 
• Moderate = 0.50 (0.31–0.79) 

• Moderately vigorous/vigorous = 0.65 
(0.45–0.94) 

RR (95% CI) for CVD-related mortality: 
• Inactive or occasionally active = 1.00* 
• Light = 0.61 (0.36–1.04) 
• Moderate = 0.50 (0.16–0.80) 
• Moderately vigorous/vigorous = 0.65 

(0.37-1.14) 

Maintaining an active lifestyle 
or taking up light or moderate 
physical activity was 
associated with a reduction in 
all-cause and CVD-related 
mortality 

Lee and 
Paffenbarger 
(Harvard Alumni 
Health Study), 
200025 

13 485 men;  
15-yr follow-up 

Leisure-time physical 
activity assessed with 
questionnaire on 
walking, stair 
climbing, and sports or 
recreational activity 

RR (95% CI) for all-cause mortality: 
• < 4200 kJ/wk = 1.00* 
• 4200–8399 kJ/wk = 0.80 (0.72–0.88) 
• 8400–12 599 kJ/wk = 0.74 (0.65–0.83) 

• 12 600–16 799 kJ/wk = 0.80 (0.69–
0.93) 

• ≥ 16 800 kJ/wk = 0.73 (0.64–0.84) 

Vigorous physical activity was 
associated with a reduction in 
all-cause mortality. These 
findings also support the 
health benefits of moderately 
intense exercise 

Katzmarzyk 
et al, 200433 

19 223 men (15 466 
healthy, 3757 with 
metabolic 
syndrome); 
baseline period 
1979–1995, follow-
up through 
December 1996 

Cardiorespiratory 
fitness assessed with 
maximal treadmill 
exercise test 

RR (95% CI) for all-cause mortality: 
• Men with metabolic syndrome = 1.29 

(1.05–1.57) 
• Unfit v. fit healthy men = 2.18 (1.66–

2.87) 
• Unfit v. fit men with metabolic 

syndrome = 2.01 (1.38–2.93) 
RR (95% CI) for CVD-related mortality: 

• Men with metabolic syndrome = 1.89 
(1.36–2.60) 

• Unfit v. fit healthy men = 3.21 (2.03–
5.07) 

• Unfit v. fit men with metabolic 
syndrome = 2.25 (1.27–3.97) 

Cardiorespiratory fitness 
provided a strong protective 
effect against CVD-related and 
all-cause death 
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Study Participants Activity Results Main findings/conclusion 

Myers et al, 
200429 

6213 men referred 
for exercise 
testing; 842 men 
(convenience 
sample) underwent 
evaluation of 
current and past 
activity patterns; 
6-yr follow-up 

Peak exercise capacity 
during incremental 
treadmill stress test; 
self-report physical 
activity; Q1 = lowest 
level, Q4 = highest 
level 

HRR (95% CI) for all-cause mortality by 
fitness level: 
• Q1 = 1.00* 
• Q2 = 0.59 (0.52–0.68) 
• Q3 = 0.46 (0.39–0.55) 
• Q4 = 0.28 (0.23–0.34) 

HRR (95% CI) for all-cause mortality by 
activity level: 
• Q1 = 1.00* 
• Q2 = 0.63 (0.36–1.10) 
• Q3 = 0.42 (0.23–0.78) 
• Q4 = 0.38 (0.19–0.73) 

Being fit or active was 
associated with > 50% 
reduction in mortality. 
Physical fitness was a stronger 
predictor of death than 
physical activity was. An 
increase of 1000 kcal (4200 kJ) 
per wk in physical activity or 
an increase of 1 MET in fitness 
conferred a mortality benefit 
of 20% 

Oguma et al, 
200439 

Systematic review 
and meta-analysis 
of 30 papers 
published between 
January 1966 and 
March 2003; 
women only 

Dose–response relation 
between physical 
activity and CVD-
related morbidity and 
mortality 

RR (95% CI) for CVD-related morbidity 
and mortality RR: 
• Least active = 1.00* 
• Second least active = 0.84 (0.75–0.94) 
• Third most active = 0.77 (0.69–0.87) 
• Second most active = 0.69 (0.57–0.83)  
• Most active = 0.67 (0.52–0.85) 

Increasing levels of physical 
activity were associated with a 
graded reduction in the risk of 
CVD among women. As little as 
1 h/wk of walking was 
associated with a reduction in 
CVD-related mortality 

All-cause and cardiovascular-related mortality continued   

Secondary prevention    

Wannamethee 
et al, 200040 

772 men with CAD; 
5-yr follow-up 

Physical activity 
questionnaire 

RR (95% CI) for all-cause mortality by 
activity level: 
• Inactive/occasional = 1.00* 
• Light = 0.42 (0.25–0.71) 
• Moderate = 0.47 (0.24–0.92) 
• Moderate/vigorous = 0.63 (0.39–1.03) 

RR (95% CI) for CVD-related mortality 
by activity level: 
• Inactive/occasional = 1.00* 
• Light = 0.38 (0.20–0.72) 
• Moderate = 0.50 (0.23–1.06) 

• Moderate/vigorous = 0.61 (0.34–1.08) 

Light or moderate activity was 
associated with a reduced risk 
of all-cause mortality among 
men with established CAD. 
Regular walking, or moderate 
or heavy gardening was 
sufficient to lead to health 
benefits 

Jolliffe et al, 
200141 

Cochrane database 
systematic review 
to December, 
1998; 8440 
patients with CAD 

Cardiac rehabilitation 
with exercise only or 
comprehensive 
program 

Pooled-effects OR (95% CI) for all-cause 
mortality 
• Exercise only = 0.73 (0.54–0.98) 

• Comprehensive program = 0.87 (0.71–
1.05) 

Pooled-effects OR (95% CI) for CVD-
related mortality 
• Exercise only = 0.69 (0.51–0.94) 

• Comprehensive program = 0.74 (0.57–
0.96) 

Exercise-based rehabilitation 
was effective in reducing CVD-
related and all-cause mortality 
among men and women with 
CAD 

Oguma et al, 
200226 

Review of papers 
published between 
January 1966 and 
December 2000; 
women only 

Association between 
physical activity or 
fitness and all-cause 
mortality 

RR (95% CI not reported) for all-cause 
mortality by type of physical activity 
Median = 0.66  
• Total physical activity = 0.75 
• Leisure physical activity = 0.66 
• Occupational physical activity = 0.54  
• Physical fitness = 0.55 

Adherence to current physical 
activity guidelines (energy 
expenditure 4200 kJ/wk) was 
associated a reduction in all-
cause mortality among women 
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Study Participants Activity Results Main findings/conclusion 

Taylor et al, 
20045 

Systematic review 
and meta-analysis 
of 48 RCTs 
published to March 
2003; 8940 
patients with CAD 

Cardiac rehabilitation 
v. usual care 

OR (95% CI) for reduced all-cause 
mortality = 0.80 (0.68–0.93) 
OR (95% CI) for reduced cardiac 
mortality = 0.74 (0.61–0.96) 

Exercise-based cardiac 
rehabilitation was associated 
with reductions in cardiac and 
all-cause mortality among 
patients with CAD 

Diabetes mellitus    

Primary prevention    

Manson et al, 
199247 

Prospective cohort 
of 21 271 men; 5-
yr follow-up 

Physical activity 
survey. Participants 
grouped according to 
no. of days per wk 
they performed 
vigorous exercise 

HRR (95% CI) for type 2 diabetes by 
frequency of exercise (adjusted for age 
and BMI): 
• 0 times/wk = 1.00* 
• 1 time/wk = 0.78 (0.56-1.09) 
• 2–4 times/wk = 0.68 (0.51–0.90) 

• ≥ 5 times/wk = 0.71 (0.49-1.03) 

Regular exercise was 
associated with a reduction in 
incidence of type 2 diabetes 

Tuomilehto 
et al, 200150 

RCT; 522 middle-
aged overweight 
men and women 
with impaired 
glucose tolerance; 
mean follow-up 
3.2 yr 

Intervention: detailed 
advice about moderate 
activity of 30 min/d, 
detailed dietary 
control 

Control: general oral 
and written diet and 
exercise information 

Risk reduction of diabetes 
• Women = 54% (95% CI 26%–81%);  

p = 0.008) 
• Men = 63% (95% CI 18%–79%);  

p = 0.001) 
Cumulative diabetes incidence 
• Intervention: 11% (95% CI 6%–15%) 

• Control: 23% (95% CI 17%–29%) 

Lifestyle changes resulted in 
reduced incidence of type 2 
diabetes by about 58% 

Knowler et al, 
200253 

RCT (placebo, 
metformin or 
lifestyle 
modification 
program); 3234 
nondiabetic people 
with elevated 
fasting and post-
load plasma 
glucose levels; 
mean follow-up 
2.8 yr 

16–lesson curriculum 
on diet, exercise and 
behaviour 
modification; goal of 
7% weight reduction; 
moderate physical 
activity for at least 
150 min/wk 

Diabetes incidence (cases per 100 
person-years): 
• Placebo = 11.0  
• Metformin = 7.8 
• Lifestyle modification = 4.8 
Reduction in diabetes incidence 
compared with placebo group:  
• Metformin = 31% (95% CI 17%–43%) 
• Lifestyle modification = 58% (95% CI 

48%–66%) 

Lifestyle modification program 
was more effective than 
metformin in reducing the 
incidence of type 2 diabetes 

Hsia et al, 200563 Prospective cohort 
of 87 907 
postmenopausal 
women in Women's 
Health Initiative 
observational 
study; mean 
follow-up 5.1 yr 

Questionnaire on 
physical activity 
frequency, duration 
(scale of strenuous, 
moderate, or light); 
self-reported diabetes. 
Activity divided into 
quintiles of highest to 
lowest activity 

Adjusted HRR (95% CI) for type 2 
diabetes among white women, walking:  
• Q1 = 1.00*  
• Q2 = 0.85 (0.74–0.87) 
• Q3 = 0.87 (0.75-1.01)  
• Q4 = 0.75 (0.64-0.89) 

• Q5 = 0.74 (0.62–0.89) p < 0.001 for 
trend across quintiles 

Adjusted HRR (95% CI) for type 2 
diabetes among white women, total 
physical activity: 
• Q1 = 1.00* 
• Q2 = 0.88 (0.76–1.01)  
• Q3 = 0.74 (0.64–0.87) 
• Q4 = 0.80 (0.68–0.94)  
• Q5 = 0.67 (0.56–0.81)  

(p = 0.002) showed strong inverse 
relation with diabetes risk 

Strong inverse relation 
between physical activity and 
type 2 diabetes. The relation 
between physical activity and 
diabetes was stronger among 
white women than among 
women in minority groups 
(black, Hispanic, Asian); this 
may be explained by less 
precise risk estimates in the 
minority groups 

    continued 
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Study Participants Activity Results Main findings/conclusion 

Laaksonen et al, 
200551 

RCT (part of Finnish 
Diabetes Prevention 
Study); 487 men 
and women with 
impaired glucose 
tolerance; post-hoc 
analyses of subjects 
who had completed 
12-month leisure-
time physical 
activity 
questionnaire;  
4.1-yr follow-up 

Lifestyle changes, 
including diet, weight 
loss and leisure-time 
physical activity 

63%–65% reduction in incidence of 
diabetes among subjects who engaged 
in moderate to vigorous or strenuous, 
structured physical activity 

Increasing physical activity 
levels was associated with a 
reduced incidence of diabetes 
among people at high risk for 
diabetes 

Diabetes mellitus    

Secondary prevention    

Boulé et al, 
200164 

Meta-analysis of 14 
controlled (11 
RCT) clinical trials 
of type 2  diabetes 
and glycemic 
control; none of 
the studies 
included drug 
cointerventions 

Predetermined 
exercise activity of 
≥ 8 wk; 12 aerobic 
training studies and 2 
resistance training 
studies 

Glycosylated hemoglobin (HbA1c) lower 
in exercise than in control groups 
(0.66%, p <  0.001) 

Exercise training reduced 
HbA1c concentration to an 
extent that was of clinical 
benefit to people with type 2 
diabetes 

Gregg et al, 
200349 

Prospective cohort 
of 2896 adults 
examining walking 
activity and risk of 
all-cause and CVD-
related mortality 
among people with 
diabetes; 8-yr 
follow-up 

Interviewer-
administered survey in 
US communities; 
walking, heart rate 
and breathing rate 
assessed in previous 2 
weeks 

Compared with inactive adults: 
• Those who walked 2 h/wk had a 39% 

lower all-cause mortality (HRR 0.61, 
95% CI 0.48–0.78) and a 34% lower 
CVD-related mortality (HRR 0.66, 
95% CI 0.4–0.96) 

• Those who walked 3–4 h/wk had the 
lowest risk of all-cause mortality 
(HRR 0.46, 95% CI 0.29–0.71) and of 
CVD-related mortality (HRR 0.47, 95% 
CI 0.24–0.91) 

• Those who moderately increased 
heart and breathing rate had a 43% 
lower all-cause mortality (HRR 0.57, 
95% CI 0.41–0.80) and a 31% lower 
CVD-related mortality (HRR 0.69, 
95% CI 0.43–1.09) 

Walking was associated with a 
reduction in the incidence of 
premature death among adults 
with diabetes 

Cancer     

Primary prevention    

Paffenbarger 
et al (Harvard 
Alumni Health 
Study), 199268 

17 148  men Self-reported activity, 
classified to a physical 
activity index of 
kcal/wk 

RR (95% CI) for colon cancer: 
• Inactive = 1.00* 
• Moderately active = 0.52 (0.28–0.94) 
• Highly active = 0.50 (0.27–0.93)  
• Increased activity = 0.87 (0.56–1.35) 
• Decreased activity = 1.02 (0.65–1.60)  
RR (95% CI) for prostate cancer: 
• Inactive = 1.00* 
• Moderately active = 0.97 (0.77–1.21) 
• Highly active = 0.99 (0.78–1.26) 

Increased levels of physical 
activity were associated with a 
reduction in the risk of colon 
cancer 
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Study Participants Activity Results Main findings/conclusion 

Wannamethee 
et al, 199369 

7735 men Resting heart rate RR (95% CI): 
• < 60 beats/min = 1.00* 
• 60–69 beats/min = 1.50 (0.93–2.43) 
• 70–79 beats/min = 1.71 (1.05–2.75)  
• 80–89 beats/min 2.25 (1.34–2.78) 
• > 90 beats/min 1.68 (0.92–3.10) 

• > 90 v. < 60 beats/min = 2.33 (1.42–
3.74) 

Resting heart rate and physical 
activity were independent 
predictors of risk of cancer-
related death 

Kampert et al, 
199670 

25 341 men, 7080 
women; 8-yr 
follow-up 

Questionnaire of 
physical activity and 
treadmill test 

RR (95% CI), questionnaire: 
Men 
• Very active = 0.36 (0.05–2.69) 
• Moderately active = 1.00*  
• Low active = 1.73 (1.19–2.50) 
• Sedentary = 2.41 (1.03–5.56) 
Women 
• Very active = 3.00 (0.65–13.81) 
• Moderately active = 1.00*  
• Low active = 0.88 (0.45–2.26) 
• Sedentary = 1.05 (0.22–4.59) 
RR (95% CI), treadmill test: 
• Most fit men and women = 1.00*  
• Least fit men = 2.78 (1.62–4.71) 

• Least fit women = 2.13 (0.82–5.53) 

Physically active men were at 
lower risk of death from 
cancer than sedentary men. 
Self-reported physical activity 
was not predictive of cancer-
related death among women 

The risk of cancer-related 
death declined markedly with 
increasing fitness levels among 
men. Among women, there 
was less of a gradient between 
fitness and cancer 

Shephard et al, 
199766 

Meta-analyses of 
all cancers, colon 
cancer and other 
tumours; values 
expressed as 
geometric means 

 All cancers (95% CI): 
• Low intensity, men = 1.66 (1.35-2.04) 

• Moderate intensity, men = 1.23 
(1.00-1.51) 

Colon cancer (95% CI): 
• Low intensity, men = 1.37 (1.22-1.53) 

• Moderate intensity, men = 1.09 
(0.97-1.22) 

• Low intensity, women = 1.36 (1.06-
1.74) 

• Moderate intensity, women = 1.21 
(0.97-1.50) 

Physical activity was 
associated with reduced risk of 
all-cause cancer and of colon, 
breast, prostate and uterine 
tumours. A lot of the cancer 
protection came from 
moderate rather than vigorous 
physical activity 

Sesso et al, 
199871 

1566 women aged 
45.5 yr free of 
breast cancer;  
31-yr follow-up 

Physical activity at 
baseline assessed with 
questionnaire; 
participanats 
categorized according 
to energy expenditure 
(< 500, 500–999, 
≥ 1000 kcal/wk) 

RR (95% CI) for breast cancer: 
• < 500 kcal/wk = 1.00* 
• 500-999 kcal/wk = 0.92 (0.58-1.45) 

• ≥ 1000 kcal/wk = 0.73 (0.46-1.14) 

p for trend = 0.17 

RR (95% CI) for breast cancer, 
postmenopausal women: 
• < 500 kcal/wk = 1.00* 
• 500-999 kcal/wk = 0.95 (0.58-1.57) 

• ≥ 1000 kcal/wk = 0.49 (0.28-0.86) 

p for trend = 0.015 

Inverse relation between 
physical activity and breast 
cancer among postmenopausal 
women 

    continued 
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Study Participants Activity Results Main findings/conclusion 

Rockhill et al 
(Nurses Health 
Study), 1999110 

121 701 women 
aged 30–55 yr;  
16-yr follow-up 

Physical activity at 
baseline evaluated 
with questionnaire 

RR (95% CI) for breast cancer: 
• < 1 hr/wk = 1.00*  
• 01.0-1.9 h/wk = 0.88 (0.79-0.98) 
• 2.0-3.9 h/wk = 0.89 (0.81-0.99) 
• 4.0-6.9 h/wk = 0.85 (0.77-0.94) 

• ≥ 7 h/wk = 0.82 (0.70-0.97) 

p for trend = 0.004 

Women who engaged in ≥ 7 
hours per week of moderate to 
vigorous exercise had a 20% 
lower risk of breast cancer 
than less active women. An 
inverse dose–response relation 
existed between physical 
activity and cancer incidence 

Cancer     

Secondary prevention    

Haydon et al 
(Melbourne 
Collaborative 
Cohort Study), 
200575 

Prospective cohort 
of 41 528 men and 
women (17 049 
men) aged 27–75 
yr. Cases of 
colorectal cancer 
(n = 526) were 
diagnosed in the 
follow-up (in 2002; 
average follow-up 
5.3 yr) 

Non-occupational 
physical activity 
assessed at baseline 
(1990–1994) 

RR (95% CI) for overall death: 

• No exercise = 1.00* 
• Regular exercise = 0.77 (0.58-1.03) 
RR (95% CI) for disease-specific death: 
• No exercise = 1.00* 
• Regular exercise = 0.73 (0.54-1.00) 

A lack of physical activity 
before diagnosis of colorectal 
cancer was associated with 
increased risk of overall and 
disease-specific premature 
death 

Holmes et al, 
200574 

2987 nurses aged 
30–55 yr with stage 
I, II or III breast 
cancer 

Physical activity 
assessed through self-
report in 1986 and 
every 2 yr until 2000 

3 MET-h/wk was 
considered equal to 
walking 2–2.9 mph for 
1 h 

RR (95% CI) for breast cancer 
recurrence: 
• < 3 MET-h/wk = 1.00*  
• 3-8.9 MET-h/wk = 0.83 (0.64-1.08) 
• 9-14.9 MET-h/wk = 0.57 (0.38-0.85) 
• 15-23.9 MET-h/wk = 0.66 (0.47-0.93)  

• ≥ 24 MET-h/wk = 0.74 (0.53-1.04) 

RR of breast cancer death (95% CI): 
• < 3 MET-h/wk = 1.00* 
• 3-8.9 MET-h/wk = 0.80 (0.60-1.06) 
• 9-14.9 MET-h/wk = 0.50 (0.31-0.82) 
• 15-23.9 MET-h/wk = 0.56 (0.38-0.84) 

• ≥ 24 MET-h/wk = 0.60 (0.40-0.89) 

Physical activity after breast 
cancer diagnosis may reduce 
the rate of recurrence from 
the disease and the risk of 
death from the disease. The 
largest benefits were seen 
among people who performed 
exercise equivalent to 3–5 
hours per week at an average 
pace 

Osteoporosis     

Primary prevention    

Berard et al, 
199783 

Meta-analysis of 
18 prospective 
intervention trials 
evaluating healthy 
postmenopausal 
women between 
1966–1996 

Moderate-intensity 
programs of primarily 
walking, running, 
physical conditioning 
and aerobics 

• Large effect size on BMD in vertebral 
column (L2–4) (0.8745, p <  0.05) 

• No effect seen on BMD in forearm and 
femoral bone mass 

Exercise programs in 
postmenopausal women 
(> 50 yr) were effective in 
preventing BMD loss in 
vertebral column 

Kelley 199884 Meta-analysis of 
11 RCTs; 719 
postmenopausal 
women (370 
exercise, 349 no 
exercise); Jan 1975 
to Dec 1995 

Exercise (aerobic, 
strength training) v. no 
exercise 

Regional BMD 
• Aerobic training = +1.62% (95% CI 

1.12%-2.12%) 
• Strength training = +0.65% (95% CI 

0.48%–0.83%) 

Exercise may slow the rate of 
bone loss in postmenopausal 
women 
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Appendix 2 continued 

Study Participants Activity Results Main findings/conclusion 

Kelley 199885 Meta-analysis of 10 
prospective 
studies; 330 
postmenopausal 
women (192 
exercise, 138 no 
exercise); Jan 1975 
to Dec 1994 

Aerobic activity v. no 
exercise; change in 
BMD in lumbar spine 

Difference of 2.8% ± 0.77% (95% CI 
1.33%–4.35%) in lumbar spine BMD 
between groups 
• Exercise = +0.32% ± 2.46% (95% CI  

–0.94 to 1.58) 
• Non-exercise = -2.5 ± 2.69% (95% CI  

–4.60 to 0.96) 

Exercise helped to maintain 
lumbar spine BMD in 
postmenopausal women 

Wolff et al, 
199987 

Meta-analysis of 
25 RCTs and 
controlled trials; 
pre- and 
postmenopausal 
women; 2 or more 
interventions 
compared with 
each other; 1966 
to Dec 1996 

Endurance and 
strength training; 
change in BMD or bone 
mineral content of 
lumbar spine and 
femoral neck 

Overall treatment effect (inverse 
variance weighting) at lumbar spine: 
Premenopausal women  

• Endurance + strength training = 0.91 
(95% CI 0.44–1.37); p < 0.05 

Post-menopausal women 

• Endurance training = 0.96 (95% CI 
0.43–1.49); p <  0.05 

• Strength training = 0.44 (95% CI –0.32 
to 1.21) 

• Combined exercise = 0.79 (95% CI 
0.35–1.22); p <  0.05 

Overall treatment effect (inverse 
variance weighting) at femoral neck: 
Pre-menopausal women 

• Endurance training = 0.90 (95% CI 
0.29–1.50); p <  0.05 

Post-menopausal women 

• Endurance training = 0.90 (95% CI 
0.29–1.51); p <  0.05  

• Strength training = 0.86 (95% CI –0.18 
to 1.91) 

• Combined exercise = 0.89 (95% CI 
0.36–1.42); p < 0.05 

RCTs revealed consistently 
that exercise training 
prevented or reversed the 
approximate 1% bone loss per 
year in both the lumbar spine 
and femoral neck among pre- 
and postmenopausal women 

Bonaiuti et al, 
200286 

Cochrane database 
of systematic 
reviews of 18 
RCTs; 289 healthy 
postmenopausal 
women 

Effect of aerobic, 
weight-bearing and 
resistance exercise on 
BMD of spine (13 
studies) or hip (8 
studies) v. usual 
activity or placebo 
with or without drug 
consumption 

9 aerobic studies, 
4 resistance studies, 
3 walking studies, 
1 repetitive back 
extension study and 
1 weighted leg flexion 
study 

Weighted mean difference in BMD: 
• Combined aerobic + weight bearing = 

+1.79% (95% CI 0.58%–3.01%) 
• Walking = spine +1.31% (95%CI –0.03% 

to 2.65%); hip +0.92% (95% CI 0.21%–
1.64%) 

• Aerobic = wrist 1.22% (95% CI 0.71%–
1.74%) 

Aerobic, resistance, and 
weight-bearing exercise were 
all effective in increasing BMD 
in spine in postmenopausal 
women. Walking was also of 
benefit for BMD in the hip 
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Appendix 2 continued 

Study Participants Activity Results Main findings/conclusion 

Osteoporosis     

Secondary prevention    

Kemmler et al, 
200499 

50 early 
postmenopausal 
osteopenic women 
(age 56) in 
exercise condition 
group and 33 
matched controls 
(age 56); 
nonrandomized 
design 

Exercise training: 
2 supervised group 
training sessions/wk 
(each 60–70 min) and 
2 unsupervised home 
training sessions/wk 
(each 25 min) over 
26 wk; training 
involved endurance, 
jumping, strength and 
flexibility activities 

Mean change in lumbar spine BMD 
(DXA): 
• Exercise group = 0.7% 

• Control = –2.3% (significant 
difference between groups) 

Mean change in lumbar spine cortical 
BMD (via QCT): 
• Exercise group = 3.1% 

• Control = –1.7% (significant 
difference between groups) 

Mean change in lumbar spine 
trabecular BMD (via QCT): 
• Exercise group = 0.4% 
• Control = –6.6% (significant 

difference between exercise and 
control) 

Exercise program was effective 
in preventing and attenuating 
bone loss in early 
postmenopausal osteopenic 
women 

Liu-Ambrose 
et al, 200498 

98 women living in 
the community 
aged 75–85 yr with 
low bone mass 
(e.g., diagnosed 
with osteoporosis 
or osteopenia) 

25-wk RCT consisting 
of three experimental 
conditions: resistance 
training, agility 
training or stretching 
(sham). All training 
took place twice 
weekly in 50-min 
group-based sessions 

Mean change (± SEM) in cortical bone 
density: 
• Resistance training = 1.4% (0.6%) at 

radial shaft 

• Agility training = 0.5% (0.2%) at tibial 
shaft 

• Sham exercise = –0.4% (0.3%) at tibial 
shaft and –0.4% (0.5%) at radial shaft 

Resistance or agility exercise 
training programs may elicit 
significant increase in cortical 
bone density in appendicular 
skeleton 

Note: This appendix contains highly cited and recent influential investigations. BMD = bone mineral density, CAD = coronary artery disease, 
CVD = cardiovascular disease, DXA = dual-energy x-ray absorptiometry, HRR = hazard rate ratio, OR = odds ratio, Q = quintile, QCT = 
quantitative computed tomography, RCT = randomized controlled trial, RR = relative risk ratio, SEM = standard error of the mean. 
*Reference group. 

 



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


