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Regular physical activity in older populations reduces the risks of cardiovascular diseases, dia-
betes, osteoporosis and falls and also improves mental health. Some programs of written exer-
cise prescriptions by general practitioners have been shown to significantly increase physical
activity levels over the medium-term (six to 12 months). Increasing the confidence and skills
of general practitioners to prescribe and monitor exercise programs is important. However, the
more challenging barriers to the widespread uptake of exercise prescription programs are the
structural and economic constraints within general practice, as well as the competing promo-
tion of prescribing pharmaceutical products. Implementation research on overcoming these

barriers is urgently needed.
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The rationale for promoting regular
physical activity in older populations is
relatively straightforward. What is less
clear from the literature is the mix of
strategies needed to achieve sustainable
increases in physical activity levels in
older people and the health impacts
(both positive and negative) of such pro-
grams. Of particular interest to primary
care is the concept of written exercise pre-
scriptions by general practitioners (GPs).

Benefits of Physical Activity

Regular physical activity has consistent-
ly been shown to improve physical, social
and mental health in people of all ages.!?
Many of the conditions with high preva-
lence in older populations, such as coro-
nary heart disease, diabetes, hip fractures
and some cancers, have been associated
with low levels of physical activity in epi-
demiological studies.!? The intermediate
risk factors for many of these diseases,
such as blood lipids, blood pressure,
insulin resistance, obesity and bone min-
eral density, have shown improvement
with physical activity in clinical trials.!3
Other common conditions among older

people, such as chronic obstructive air-
way disease and chronic heart failure,
have shown improvement with regular
exercise within the limits of the disease.*?
Other potential benefits, including pre-
venting declines in mental health, reduc-
ing falls and improving overall
functionality in daily living contribute to
the rationale for promoting physical
activity.268

A further reason for promoting
physical activity in older people is that
their absolute risks of morbid or mortal
events are higher than in younger people,
such that the absolute benefits, in terms
of event reduction, of any intervention
will also be higher. In other words, the
numbers needed to treat to reduce clini-
cal events such as myocardial infarctions
and hospitalizations are relatively low
among older patients.

Potential Risks of Physical
Activity

The potential risks of increased physical
activity in older people include sudden

cardiac death, injury and exacerbation of
osteoarthritis.> While the relative risks of

sudden death are increased two- to six-
fold during vigorous exercise, the
absolute risks are very low (about one
death per 1.5 million episodes of vigor-
ous exercise) and are mainly confined to
people who were previously not regular
exercisers.2 To minimize these risks,
sedentary people should progress grad-
ually from light to moderate exercise and
should avoid unaccustomed heavy exer-
tion.! Such advice is also prudent for
minimizing the risk of injury and pre-
venting exacerbations of osteoarthritis.

The Role of GPs as Exercise
Prescribers

In most countries, the GP holds a unique
position at the hub of health care deliv-
ery. In Australia, for example, approxi-
mately 83% of the population visit their
GP each year,” and among older people,
the proportion is even higher. GPs are
seen as a credible source of information
and both GPs and their patients expect
health promotion to be part of their
role.!%11 This places GPs in an ideal posi-
tion to promote and monitor physical
activity in older patients. Other health
professionals within the primary health
care system also could potentially be
exercise prescribers, although practice
nurses and health visitors may not be
able to achieve the impact of GPs, and
exercise specialists, while effective, are
not widely available in primary care.'?13

GP-based Exercise
Prescription Programs

Several models of GP-based exercise
prescription exist. In the U.K., the
schemes generally involve a GP referral
to a recreation centre where an exercise
prescription involves a free or subsi-
dized attendance to the facility over a
period of weeks or months.!014 Low
adherence rates seem to be the major
drawback of this system, with a large
proportion of patients not completing
the two to three month, gym-based
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Table 1

Promotion of Exercise Prescriptions

Application of “Stages of Change” Model

Stage of Change Intention/action

Pre-contemplation

Contemplation

next six months.”

Preparation

Action

Maintenance

Lack of awareness: | currently do not exercise, and |
do not intend to start in the next six months.”

Acknowledgment that problem exists: “I currently do not
exercise, but | am thinking about starting within the

A commitment for change is made: “I currently exercise
some but not regularly.”

Implemented change, not yet sustainable: "I currently
exercise regularly but have only begun doing so within
the past six months.”

Sustained behaviour: “| currently exercise regularly and

Appropriate Support

have done so for longer than six months.”

Relapse

Modified from Buxton, et al.,, 1996.

Returned to a previous stage: “| used to
exercise regularly, but currently | do not.”

Raise awareness of the specific links between
physical activity and health.

Encouragement and provision of “how to”
information.

Encouragement and specific goal setting (exercise
prescription).

Monitoring, encouragement, and updating goals
to promote sustainability (exercise prescription).

Monitoring and encouragement.

Reassurance that this is common; explore reasons
for relapse; consider exercise prescription; reduce

relapse anxiety.

exercise program. In New Zealand, the
Green Prescription program is a short
assessment and an exercise prescription
written by the GP within the context of
a normal appointment, often with a
referral to a community sports trust for
follow-up and linkages to community
programs.!1516 The Active Script pro-
gram in Australia is based on a similar
concept, although the community link-
ages have not been as well developed.!”
Walking is the most commonly pre-
scribed activity in these programs, and
improvements in physical activity are
sustained over the medium-term (six to
12 months) in the Green Prescription
program.'>1618 In the U.S., the PACE
model (Physician-based Assessment
and Counseling for Exercise) involves a
self-completed questionnaire to assess
various social and individual factors
related to physical activity.!® Specific
exercise goals are then developed with
the help of the nurse or receptionist and
are checked by the physician. Efficacy
studies show increases in exercise
(mainly walking) over four to six
weeks.1?

Type of Exercise Prescription

The activity of overwhelming choice in
most exercise prescription programs is
walking—it is simple, cheap and avail-
able. However, there are many opportu-
nities to further tailor advice to the needs
of the patient, which is particularly
important for older patients. The Trans-
theoretical Model? of “stages of change”
is helpful to determine the nature of
advice to give?! (Table 1), although it is
important to note that people do not gen-
erally progress through each stage in a
linear fashion. People in the early, “pre-
contemplation” stage of change have not
thought about increasing exercise and,
for them, raising awareness about the
relationships between physical activity
and their health conditions is most
appropriate. For people in “contempla-
tion” and “preparation” stages, provid-
ing how-to and where-to information
and specific exercise advice, as well as
setting goals is more relevant. For those
in the “action” stage, regular monitor-
ing and encouragement helps to main-
tain the person’s motivation until regular
physical activity becomes an established

habit. It should be recognized that the
“relapse” stage is very common, and
indeed is part of the human condition,
during which people should be encour-
aged to re-enter the cycle again. Just as
with quitting smoking, even motivated
people usually require several attempts
to permanently change behaviours.

Different exercise options may also
be important for different conditions.
Adding strength training to an exercise
program may help glycemic control and
bone mineral density, while weight-sup-
ported exercise (such as water-based
activities) may be more appropriate for
those with arthritis. Moderate impact
exercise (e.g., aerobics) may further
strengthen bone mineral density, and
longer duration, moderate intensity aer-
obic exercise (e.g., long walks) may be
more beneficial for weight loss.

Further research is needed to test the
impact of exercise prescriptions within
these and other patient groups, using dif-
ferent systems (e.g., involving practice
nurses, community organizations and
telephone follow-up) and in particular
settings (e.g., rural areas and different eth-
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nic communities). This type of research
will allow exercise prescriptions to be bet-
ter targeted in their implementation and
better quantified in their impact.

While it is unrealistic to expect
demonstrable effects of such programs
on morbidity or mortality, measuring
changes in intermediate variables (e.g.,
HbA1C, blood pressure, lipids, quality of
life, functionality, medication use) is quite
feasible in the primary care setting over
the medium- and long-term,'¢ and more
studies are needed. Measuring the cost-
effectiveness of exercise prescriptions is
also important for the justification of
long-term funding and wide promotion
of the schemes in general practice.

Barriers to Widespread
Exercise Prescription

There is currently a strong rationale and
enough supportive efficacy data from at
least three different models to warrant
the wider promotion of exercise pre-
scription programs and to evaluate their
uptake and effectiveness in the real world
of general practice. However, this is not a
trivial task, for several reasons (Table 2).

Firstly, the promotion of increased
physical activity should ideally come from
several sources. The GPis well placed to ini-
tiate, monitor and encourage exercise goals

Table 2

for older patients. However, sustaining
behavioural change often requires the pro-
motion of the same message from a num-
ber of sources, as well as improved access to
safe and supportive environments, espe-
cially for recreation and transport.
Secondly, it is important to increase
the knowledge and skills of GPs about
the assessment and prescribing of physi-
cal activity, as well as to provide them
with the tools to do so. Only about 19% of
U.S. physicians reported counselling
patients about physical activity.?! Time
pressure is the most frequently cited rea-
son for not assessing and prescribing
exercise more often, although insufficient
knowledge and confidence are also
acknowledged reasons.!?? There also
may be a reluctance to prescribe a pro-
gram of physical activity for high-risk
patients, such as those with coronary
heart disease or heart failure, despite evi-
dence of net benefits. The concept of pro-
moting gradual increases in physical
activity within the patient’s capacity not
only minimizes the risks of exercise but
also makes the changes more achievable
compared to promoting large increases in
activity and/or promoting vigorous exer-
cise. Duration of activity is probably more
important than intensity. Indeed, benefi-
cial levels of physical activity could be

derived from increasing incidental activ-
ity such as housework.?> Moving older
people up from the lowest fitness catego-
ry appears to give the greatest increase in
health gains,'® and such people will usu-
ally only be able to make small incre-
mental increases in activity anyway.

Behavioural interventions are still
not widely understood or delivered by
GPs.24 Training programs for GPs, which
are becoming ever more ubiquitous and
sophisticated, and the use of “exercise
prescription reps” (analogous to drug
reps) to promote the exercise prescription
program and tools to individual GPs are
valuable options to counter apparent
shortfalls in GP knowledge and skills.!®

The third and most substantial set of
barriers to the widespread adoption of
exercise prescription, however, is systemic.
Most primary care and general practice
systems (funding structures, policies and
prevailing attitudes) are not well suited to
the “behaviour coaching” style of pro-
gram. The usual 10-15 minute consultation
slot per patient is determined largely by
the remuneration structures and it is often
too short to incorporate a five-minute
assessment and prescription of exercise
goals on top of dealing with the patient’s
presenting problems (which, among older
patients, are often multiple).!

Barriers to Widespread Adoption of Exercise Prescription Programs in General Practice,
and Appropriate Actions

Barriers

For older patients:
The lack of consistent messages and
supportive environments for exercise.

For general practitioners:
The lack of knowledge, skills, confidence
and available tools for prescribing exercise.

For general practice:

A system of patient interaction and funding
structures that do not readily support exercise
prescription programs.

Appropriate Action Needed

— Social marketing of consistent physical activity messages.
— Provision of safe environments that support recreational activity, active transport
(walking, cycling, public transport) and incidental activity (such as use of stairs).

— A comprehensive program which includes GP training.
— Development and promotion of an exercise prescription program.

— Linkages to community organizations.
— Ongoing evaluations of effectiveness.

— Policies and remuneration schedules that encourage the uptake and implementation
of effective “behaviour coaching” programs.
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An important competitor to the promotion of exercise pre-
scriptions within general practice is the heavy promotion of pre-
scribing drugs.?* The pharmaceutical industry is a major driver
of GP and specialist prescribing practices and this overwhelms
attempts to promote other, more cost-effective “lifestyle” pre-
scriptions.

Conclusions

Exercise prescriptions have been well demonstrated to improve
physical activity levels and could reasonably be expected to
improve health outcomes. Further research studies are required
to help tailor the exercise prescription to the needs of the older
patient. However, the overwhelming research question is one
of implementation—how can we achieve a high use of exercise
prescriptions by GPs across the board? O
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