Analysis

How can GPs get people moving more?

INTRODUCTION
British athletes winning medals at the
Olympics are thought to inspire the public
to become more physically active. There is,
however, limited evidence that any Olympic
Games is associated with population-level
increases in physical activity (PA). While
the UK might not have topped the medal
table in Tokyo 2020, it was among the first
countries globally to set out PA guidelines
in 2010, which were recently updated in
2019 to include subgroup-specific guidance
(Figure 1).1

Recently the emphasis has moved
towards focusing on the importance of
physical, mental, and social benefits of
being physically active, rather than weight
loss alone. Sitting for prolonged periods
of time is harmful and is associated with
worse all-cause mortality even in those
achieving the recommended PA guidelines.
It is estimated that 23% of adults and 45%
of children and young adults? in the UK
do not achieve the PA recommendations.
General practice can provide a personalised
source of lifestyle advice including PA, but
80% of GPs in England® are unfamiliar
with the Chief Medical Officers” (CMO) PA
guidelines. As GPs and primary care staff
are busier than ever with the rising demand
for appointments, there may be inadequate
time to review existing literature on
promoting PA. This analysis highlights the
importance of encouraging PA in clinical
practice during and after the COVID-19
pandemic, provides an overview of current
PA guidelines, and outlines evidence-based
strategies to aid PA promotion in primary
care settings.

COVID, PHYSICAL ACTIVITY, AND

HEALTH INEQUITY

There is emerging evidence that being
physically active or reducing sedentary
time has protective effects from COVID-19
disease. Pandemic-driven lockdowns and
subsequent behavioural changes led to a
decrease in activity levels.* The impact of
the pandemic on PA levels has widened
existing disparities in pre-pandemic PA
levels among women, over-75s, people
from lower socioeconomic and ethnic
minority backgrounds, and people with
disabilities.” Therefore, it is increasingly
important that GPs are aware of the PA
guidance specific for subgroups of the
population (Figure 1).

Infants (less than 1 year old)
* Mobileinfants should be physical activity several times a day in a variety of ways.
* >30 mins/day of tummy time spread throughout the day.

® The More THE BETTERZ- EVERRY MOVEMENT COUNTS!

Toddlers (1-2 years)
« >180 mins/day of different active & outdoor play activities.

® THe MORE THE BETTER= EVERY MOVEMENT COUNTS!

Pre-schoolers (3-4 years)
+ >180 mins/day of different active and outdoor play
activities including > 60 mins/day of moderate-to-
vigorous activity.

Activities includin
active and oufdeer play
(plus af least 60 mins

< fo 1 for pre-
schoolers)
® THE MORE THE BETTER- EVERY MOVEMENT COUNTS!

Children and young people (5-18 years)

e > 60 mins/day of moderate-to-vigorous intensity activity building
movement skills, muscular fitness and bone strength.

* Minimise sedentary time.

* THe MOTZE THE BETTER~ EVERY MOVEMENT COUNTY!

—fo1
Adults (19 to 64 years)

« > 150 mins/week moderate intensity aerobic activity or > 75 mins/week
vigorous aerobic intensity activity, or a combination of these.

Muscle strength maintaining/building activity > 2 days/week, e.g. gardening
and resistance exercise.

Minimise sedentary time.

Aim to be physically active every day.

® The MoRE THE BETTER- EVERY MOVEMENT COuNTY/

Older adults (65 years and over)

¢ > 150 mins/week moderate intensity aerobic activity or > 75 mins/week
vigorous intensity aerobic activity, or a combination of these.

Muscle strength maintaining/building activity and flexibility > 2 days/week.
Minimise sedentary time.

Aim to be physically active every day.

® The Motze THE BETTER- EVERY MOVEMENT COUNT!

Key
<« moderate intensity activity | vigorous intensity activity

Figure 1. UK guidelines on rec

ded physical activity for all ages.?

2Pregnant women and those in the postpartum period [birth to 12 months) should aim for at least

150 minutes (2.5 hours] of moderate-intensity activity every week. Inactive patients should start gradually
and include muscle-strengthening activities twice a week. Pelvic floor exercises are important and should be
encouraged. Adults with a disability should aim for at least 150 minutes of moderate-intensity activity each
week with strength and balance activities at least 2 days a week. Any myths about physical activity being
harmful for people with a disability should be dispelled.

TOOLS TO MEASURE PA IN PRIMARY
CARE

(GPPAQ] through the NHS Health Check, but
there are other tools to assess PA including

Some argue that PA should be considered
as a vital sign to be measured alongside
blood pressure and heart rate given its
importance to health, especially in patients
with long-term health conditions (LTCs).
Most British GPs are aware of the general
practice physical activity questionnaire

the Physical Activity Vital Sign (PAVS) and
the Exercise Vital Sign (EVS).¢ While National
Institute for Health and Care Excellence
(NICE) guidance recommends that PA is
assessed via validated tools, a systematic
review’ found that tools including the GPPAQ
are not well validated or reliable. Despite
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Table 1. Guidelines for exercise prescription®

Frequency

Cardiorespiratory: moderate-intensity activity done at least 5 days a week, or

vigorous intensity activity done at least 3 days a week, or a combination over

3-5 days per week

Strength: major muscle groups trained 2-3 days per week with 48 hours
between sessions involving the same muscle groups

Intensity

Cardiorespiratory: moderate (40-60% of heart rate reserve) to vigorous

(60-90% of heart rate reserve] intensity.

Use 'the talk test’ to measure intensity:

e light intensity: can talk and sing during activity;

¢ moderate intensity: can talk but cannot sing during activity; and

e vigorous intensity: cannot talk unless activity is paused.

Strength: 2-4 sets of 8-12 repetitions per set with 2-3 minutes’ rest
between sets will help to develop muscular strength, mass, and endurance

Time Cardiorespiratory: the aim is to achieve a weekly total of 150 minutes
(2.5 hours) of moderate- or 75 minutes (1 hour, 15 minutes) of vigorous-

intensity activity.

The exercise session durations are not prescriptive, and patients can be
advised that any duration counts towards their daily and weekly total

Type Cardiorespiratory: rhythmic aerobic exercise (running, swimming, walking,

cycling, dancing, and so on)

Strength: multi-joint exercises targeting both agonistic and antagonistic

muscles

Box 1. Absolute contraindications to physical activity®

e Recent acute cardiac event.

e ECG changes suggestive of significant ischaemia.

¢ Unstable angina.

¢ Uncontrolled dysrhythmia causing symptoms or haemodynamic compromise.

e Severe symptomatic aortic stenosis.
e Uncontrolled symptomatic heart failure.

e Acute pulmonary embolism or pulmonary infarction.

e Acute myocarditis or pericarditis.
e Suspected or known dissecting aneurysm.

e Acute systemic infection.

this, the GPPAQ includes a question about
‘walking pace’, and self-reported walking
pace may be an important prognostic
marker of all-cause and cardiovascular
mortality.” Furthermore, another systematic
review'? identified in 20% of included studies
that measuring PA alone without giving PA
advice was associated with a >10% increase
in PA.

PRESCRIBING PA IN PRIMARY CARE

Before prescribing PA, consideration should
be given to a person’s perceived capability,
their motivation, and opportunity to change
long-term behaviour. These are interlinked:
opportunity can in turn change motivation,

whichinturncanalter behaviour."" Improving
PA in primary care can occur in four ways:
clinician led, digital interventions, referral
schemes, and via community programmes.

Clinician led

A brief intervention for PA in primary care
is a verbal discussion with patients to offer
encouragement and support for them to
be more active. There are no established
criteria as to what constitutes brief advice,
so its effectiveness is difficult to measure.
A systematic review of reviews' found that
brief interventions delivered in primary
care improved short-term self-reported PA
outcomes. Despite this, brief interventions

10-minute

tend to exceed a

typical

consultation in general practice.
A narrative review' recommended an

ABC approach to overcome barriers to PA:

e A — Assessment of physical activity:
asking about physical activity, barriers
and risks to undertaking an exercise
prescription.

* B — Brief intervention: advice or written
prescription detailing frequency, intensity,
timing and type of exercise.

e C—Continuesupport:ongoing monitoring,
accountability and progression of the
prescription.

Motivational interviewing techniques
and clinician-focused resources such as
‘Moving Medicine’, designed by the Faculty
of Sport and Exercise Medicine (https://
movingmedicine.ac.uk/), or ‘Couch to 5K’
(https://www.nhs.uk/live-well/exercise/
running-and-aerobic-exercises/get-running-
with-couch-to-5k/) are useful adjuncts.

A systematic approach to prescribing
PA uses the Frequency, Intensity, Time,
and Type [FITT) principle, which typically
encompasses cardiorespiratory fitness,
strength training, flexibility, and coordination
(Table 1).8 It is equally important to consider
individual patients’ goals, the type of
activities they enjoy, and barriers to exercise.

In the absence of any absolute
contraindications to PA (Box 1), a recent
consensus statement' highlighted that the
benefits of PA outweigh the risks in those
with LTCs, and medical clearance using the
Physical Activity Readiness Questionnaire
(PAR-Q), for example, is unnecessary. The
risk of sudden death during moderate/
vigorous exertion is very low'>"® and the risk
can be mitigated by building up levels of PA
gradually. Individuals should be advised to
monitor their symptoms as they increase
their PA levels and seek medical attention
should they experience a significant increase
in their breathlessness, new or worsening
chest pain, increase in pre-existing glyceryl
trinitrate requirement, rapid palpitations,
irregular heartbeats, dizziness, a reduction
in exercise capacity, or sudden change in
vision.™

Digital interventions

The effectiveness of behaviour change
interventions such as self-monitoring and
behaviour feedback in promoting PA is well
established. Mobile-health interventions
including activity trackers and smartphone
applications can contribute positively
towards the World Health Organization
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Box 2. Useful resources

e RCGP Physical Activity Hub: https://elearning.rcgp.org.uk/course/view.php?id=536

¢ Moving Medicine: https://movingmedicine.ac.uk/

e NHS free fitness ideas: https://www.nhs.uk/live-well/exercise/free-fitness-ideas/
e NHS Couch to 5K and Active 10 Apps: https://www.nhs.uk/better-health/get-active/

e Parkrun: https://www.parkrun.com/
e Jog Scotland: https:/jogscotland.org.uk/

e Ramblers Wellbeing Walks: https:/Avww.walkingforhealth.org.uk

e Goodgym: https://www.goodgym.org/

Box 3. Key points

¢ The recent pandemic, with associated lockdowns and subsequent behavioural change, has meant
that many people have become less active and disparities in physical activity among women, ethnic
minorities, and people with disabilities have worsened.

¢ Existing tools to measure physical activity in primary care such as the general practice physical activity
questionnaire (GPPAQ) are poorly validated and not reliable.

e The World Health Organization's message that ‘every move counts' is important: patients can be
advised that any duration counts towards their daily and weekly total.

¢ The benefits of physical activity outweigh the risks in those with long-term health conditions, and
medical clearance is unnecessary except for those with absolute contraindications.

There are four main ways of improving physical activity:

1. Clinician-led ABC approach: [Alssessing physical activity, using a (BJrief intervention, and (Clontinuing
support. A physical activity prescription can be provided by being specific about the Frequency, Intensity,

Time, and Type (FITT).

2. Digital interventions such as a pedometer, activity tracker, or mobile app with goal setting can increase

step counts.

3. Physical activity referral schemes (PARS) have the highest patient-to-physical activity connection rate.
Barriers to PARS include lack of time, long travel distances, and worries about safety for women.
Facilitators include, for example, flexible scheduling and women-only spaces.

4. Community interventions such as volunteer-led weekly 5 km runs via Parkrun or outdoor walking

groups. These are likely to be the cheapest options.

(WHOJ aim of reducing physical inactivity
by 10% by 2025 given their highly scalable
nature. The WHO message that ‘every move
counts’ is reinforced by data showing that
1000 additional steps per day, independent
of intensity, are associated with a 13%
reduction in all-cause mortality."” Even just
a 5-minute brisk walk of 500 steps daily is
associated with decreases in cardiovascular
and all-cause mortality.’ This is significant
since mobile-health interventions can result
in sustained increases in PA, and simple
pedometer-based interventions alone
can achieve 434 additional steps/day at
3-4 years’ follow-up."” Signposting patients
determined to make a behavioural change
to a pedometer, activity tracker, or app with
added goal setting could have a significant
long-term impact.

Via a physical activity referral scheme
(PARS)
The most well studied and most acceptable

intervention to patients and primary care
clinicians are physical activity referral
schemes [PARS),® with the highest
connection rate of patient to PA, of all
studied referral pathways. Exercise referral
schemes were first developed in the 1990s to
allow GPs to facilitate PA promotion among
physically inactive patients. These schemes
run in non-clinical settings and offer
different modes of exercise (for example,
group classes, gym-based exercises),
dependent on local resources. Patients may
need to pay an initially subsidised fee to join
these schemes. A systematic review?' found
that those who participated in PARS were
12% more likely to be achieving moderate-
intensity weekly PA targets compared with
those who did not participate. Average
adherence to PARS is 78% with positive
physical and mental health outcomes, but
overall outcome recording is incomplete.?
Barriers to PARS include lack of time due
to work and family commitments, long

distances to travel, lack of support, and cost
after the end of subsidised PARS.? Other
barriers included feeling uncomfortable
in the gym environment and encountering
difficulties operating gym equipment. Non-
English speakers had communication
difficulties and safety was a concern for

women. Facilitators to PARS include
scheduling outside peak hours or being
given a choice of PA such as dance or
swimming alongside peer support on the
scheme. Other facilitators include women-
only activities, consideration of religious holy
days, and adequate family support.

Community-based interventions
Community-based interventions are likely
to be the cheapest intervention compared
with clinician-led PA  prescription or
PARS. One example is ‘Parkrun’ (https://
www.parkrun.com/], a collection of timed,
volunteer-led, 5-kilometre running or
walking events that occur weekly. [t
started in 2004 as a single event in Bushy
Park, London (England), but has since
expanded to more than 2000 locations in
22 different countries. A scoping review?
found that regular Parkrun participation
was associated with improved physical
fitness and mental health, particularly in
participants who were previously inactive.
In 2018, the Parkrun practice initiative in
collaboration with the Royal College of
General Practitioners [RCGP) was launched
in the UK that allows practices to link up
with local Parkrun events to promote PA in
the community. A mixed-methods study?
found that Parkrun practices viewed the
initiative positively and getting practice staff
engaged with the Parkrun events helped
drive success of the initiative, but lack of
personal and consultation time for GPs was
the main challenge.

There is evidence? that interventions to
promote walking in groups are efficacious
at increasing PA and behaviour change.
There is also evidence that outdoor walking
groups are safe and have wide-ranging
health benefits including reduction in
blood pressure and risk of depression.
‘Ramblers Wellbeing Walks™ (https://mww.
walkingforhealth.org.uk] is an English public
health initiative with local schemes that
offer low-impact, moderate-intensity PA to
support inactive people or those with LTCs.
Like Parkrun, GPs can signpost patients to
this scheme or set one up at their practice
with support.

CONCLUSION
An understanding of the PA guidelines is a
good starting point for primary care staff to
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have conversations about PA with patients.
A detailed clinician-led PA prescription
may be more suitable for GPs who have
a specialist interest in exercise medicine.
If time allows, primary care staff can
measure PA and recommend PA in clinics
alongside established tools such as Moving
Medicine and Couch to 5K. Generally, this
will require regular follow-up appointments
to check progress rather than a single one-
off intervention. PA referral schemes are
effective in the short term but not necessarily
in the long term, and availability of these
schemes is variable throughout the country.
Signposting patients to a pedometer, activity
tracker, or app could have a longer-lasting
impact. Box 2 lists some useful resources.
Furthermore, clinicians should be aware
of the cultural and pragmatic barriers
such as timing during caring or working
hours and need for women-only spaces.
Staff with the motivation and time can set
up, join, or signpost to a local Parkrun or
walking scheme, which may have benefits
for practice staff as well as patients. Of
course, PA need not heed to stereotypes
and energy could be put to good use
through volunteering organisations such
as the ‘Goodgym’ [(https://www.goodgym.
org/], which will have benefits in the wider
community.
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