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World Health Organization

Figure 6: Deaths attributed to 19 leading risk factors, by country income level, 2004.
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Figure 3: Trends in insufficient physical activity for three income growps from 2001 to 2016
The shaded areas show 95% uncertainty intervals.




27, Embaetti

\.,_"H_ .
TALNABRUNNUR o am 'andleknis

Fréttabréf landlaeknis um heilbrigdisupplysingar

15. argangur. 6. tolublad. Juni 2021

2019 2020 2019 2019
Karlar Konur Alls

BMEngandag MW1-2daga W 3-4 daga m5bdaga W Alladaga

Mynd 9. Hlutfall fullordinna eftir pvi hversu marga daga i viku roskleg hreyfing var
stundud | minnst 30 mindtur samtals & dag, greint eftir kyni, 2019 og 2020.



BRITISH MEDICAL JOURNAL

LONDON SATURDAY DECEMBER 20 1958

CORONARY HEART DISEASE AND PHYSICAL
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It has previously been shown that the drivers of
London’s double-decker buses are more likely to die
suddenly from * coronary thrombosis ™ than the con-
ductors, and that Government clerks suffer more often
from rapidly fatal cardiac infarction than do postmen.*”
On the basis of these and similar observations a hypo-
thesis has been stated that men in physically active jobs
have a lower incidence of coronary (ischaemic) heart
disease in middle-age than men in physically inactive
jobs. More important, the disease is not so severe in
Physically active workers, tending ro present in them in
relatively benign forms.

Tt is a principle of epidemiological research of this
type to seek evidence from as many, as various, and as
independent sources as possible.’® The present report
deals with the frequency, in relation to occupation, of
ischaemic myocardial fibrosis in men dying from causes
other than coronary heart disease itself. These myo-
cardial scars are often evidence of early coronary heart
disease and of less severe, or at any rate non-lethal,
ischaemia. Thus the present study provides a picture
of coronary heart disease in one of its simpler forms,
and this may help in elucidating social connexions.
At the same time another test of the hypothesis is
made, using quite different data from the previous in-
quiries and upon quite another aspect of the condition.
The inquiry it was hoped would provide some informa-
tion on the pathological mechanisms of any differences
with physical activity of work that were found ; and in
particular we sought to learn something about the rela-
tionships of occupation to coronary artery disease. In
brief, Can the hearts of men be seen to vary with the
kind of work they have done 7 At what phases in the
complex of coronary-myocardial disease as a whole can
this particular * cause "—physical activity/inactivity—
be seen to operate 7 More generally the inquiry was
intended to provide a statistical account of the coronary
arteries of the middle-aged British male population,
1954642

Method
Thmugl\ [he universities and regmrml ho&pllal boards
all ists in the
anlonal Hcalth Service who mlghl regularly be in

- logy would be *

charge of post-morfem examinations to co-operate in
the inguiry, and the pathologists of 206 hospitals er
hospital groups—between 85% and 90% of the * pos-
sibles "—very kindly agreed. We cannot be more pre-
cise about this fraction, because it is not known whether
some of those who did not reply at all to our letters were
in fact regularly r for app of
necropsies.

Each pathologist was invited to provide particulars on
a standard form of 25 consecutive unselected necropsies
on men aged 45-70 years, no matter what the cause of
death or how the case came to necropsy. 5,000 reporis
were sent to us ¢ trial runs with records from 1944 to
1951 in the Pathological Institute of the London Hos-
pital** ** had encouraged the hope that with such
numbers stable group patterns would emerge. In all
cases macroscopic details were requested of disease in
the coronary arteries, its nature, amount, and distribu-
tion, with descriptions of any stenosis ; and of fibrosis
af the myocardium of the left ventriele and interventri-
cular septum, using lesions of 1 em, in any dimension
as markers ; and the hearr weight, Particulars were also
asked about the main causes of death and other import-
ant clinical and pathological findings such as valvular
heart disease, including especially aortic stenosis. By
appealing for detailed descriptions of lesions seen, dis-
couraging evaluations such as * slight ™ or * much,” and
giving guidance on terminology if not on technique, we
hoped to reduce the variability of such procedures. It
was postulated, moreover, that the variability in observa-
tion and recording over so many departments of patho-
random ™ in relation to the main factor
with which pathology was to be correlated—physical
activity of work.

‘The pathological data on each record relating to
disease in the coronary arteries and fibrosis of the myo-
cardium were graded, agreed, and coded by at least two
and often three physicians in the unit. It took many
months to define appropriate scales ; but finally scales
emerged that made pathological sense, were simple in
use, having no more than five points, and the gradings
on which proved highly reproducible by ourselves and
by others.

hol.

*Part of this report was included in the Ernessine Henry Lecture
delivered by one of us (J. N. M) befon. ithe Reyal College of
Physicians of London on Tune 1

were also invited to gwe details of the
iaj.{ occupation of the deceased, but in many cases this
information had ta be abtained by the unit from the
sin




Health benefits of physical activity: the evidence

CMA] . MARCH 14,2006 + 174(6)

Darren E.R. Warburton, Crystal Whitney Nicol, Shannon S.D. Bredin
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Fig. 1: Relative risks of death from any cause among participants with various risk
factors (e.g., history of hypertension, chronic obstructive pulmonary disease
[COPD], diabetes, smoking, elevated body mass index [BMI = 30] and high total
cholesterol level [TC = 5.70 mmol/L) who achieved an exercise capacity of less than
5 METs (metabolic equivalents) or 5—-8 METs, as compared with participants whose
exercise capacity was more than 8 METs. Error bars represent g5% confidence in-
tervals. Adapted, with permission, from Myers et al** (N Engl | Med 2002;346:793-
801). Copyright © 2002 Massachusetts Medical Society. All rights reserved.
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Fysisk aktivitet | sjukdomsprevention
och sjukdomsbehandling




Hreyfing sem medfero

e Sykursyki ll

* bpunglyndiog kvidi

e Har blodprystingur

* Hjartasjukdémar

e Offita

* Stodkerfissjukdémar
* Langvinn lungnateppa
* Beinpynning

* Krabbamein



Statens
folkhalsoinstitut

FaR®

Individanpassad skriftlig
ordination av fysisk aktivitet
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Med tilliti til peirra gagna sem fyrir liggja:

Med utgangspunkt frin dessa resultat bir hilso- och sjukvardspersonal anvinda
tva nivaer av insatser till patienter som behdver 6ka sin fysiska aktvitet 1 farebyg-
gande och behandlande syfte:

I. Till det stora flertalet erbjuds FaR, det vill siga patientcentrerade samtal och en
individanpassad skriftlig ordination av fysisk aktivitet som patienten bedriver
pa egen hand (vardagsaktivitet eller organiserad aktivitet).

[la. For de patienter som behéver utokat stod for att komma i ging med fysisk
aktivitet, erbjuds triningsgrupper inom virden som ett forsta steg.

[Ib. FaR kan darefter underlitta évergiangen fran strukturerad trining inom var-
den, till att individen blir varaktigt fysiskt aktiv pa egen hand.

Heilbrigdisstarfsmenn eiga ad bjéda peim sjuklingum sem purfa ad auka hreyfingu
| fyrirbyggjandi skyni eda medferdarskyni Grraedi

|.  Flestum eetti ad bjéda hreyfisedil

lla Sumum pjalfun i hdpum

llb Markmidid ad ihlutunin endi med vidvarandi aukinni hreyfingu a eigin vegum
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Sjukrapjalfari 8 stodinni kynnir hreyfisedil fyrir kandidat

Agaeti leeknakandidat

Um leid og vid bjédum pig velkominn i starfsnam i heilsugaeslunni viljum vid minna a
hreyfisedilinn.

Leeknar i heilsugaeslunni geta avisad hreyfingu sem medferd, kallad hreyfisedill. Vid viljum
hvetja pig til ad kynna pér rit sem heitir FYSS (fysisk aktivitet | sjukdomsprevention och
sjukdomsbehandling) og er 4 netinu fyss.se. bar er ad finna itarlegar upplysingar um
hreyfingu sem fyrirbyggjandi Urraedi og sem medferd vid allmoérgum sjukdémum. Um er
a0 reda algenga sjukdédma eins og fullordinssykursyki, haprysting, veegt punglyndi, offitu,
langvinna verki, beinpynningu, langvinna lungnateppu, astma osfrv.

Teljir pu abendingu fyrir hreyfingu sem medferd eda hluta af medferd hja sjuklingi getur
bu avisad hreyfisedli.

PU parft ad fylla ut hreyfisedilseydublad (i bréfaflipa Sogu) og skrd sjukling i vidtal hja
sjukrapjalfara (hreyfistjora) i bdkunarkerfinu. Sjukrapjalfarinn (hreyfistjérinn),sem er
reyndur a sinu svidi med pekkingu @ dhugahvetjandi samtolum a 1 klst vidtal vid sjukling,
gerir mat a hans stodu m.a. med 6 min gonguprofi. Sjukrapjalfarinn og sjuklingurinn
leggja sidan upp plan um hreyfingu skv forskrift FYSS og midad vid getu og vilja
viokomandi. Sjuklingur skrair hreyfinguna i hreyfsedilseiningu i Heilsuveru og
sjukrapjalfarinn fylgist med frammistodu hans og hefur samband eftir porfum, hvetur og
lagar programmid eftir porfum. Tilvisandi laeknir getur fylgst med i hreyfistjérnareingingu i
S6gu og faer skyrslu um gang mala @ 3 man fresti og vid utskrift ur hreyfisedli.

Vid hvetjum pig til ad nyta pér petta medferdarurraedi og hvetjum pig til ad hafa samband
vid undirritadan ef einhverjar spurningar vakna.




Hreyfisedill

e Eydublad i bréfaflipa Sogu

e Skra i viotal hja sjukrapjalfara

* Viotal vid sjukrapjalfara

e Aztlun

e Skraning hreyfingar i heilsuveru

e Eftirfylgd sjukrapjalfara og hvatning
 Skyrsla til tilvisanda



Hreyfisedill
Almennar lyfizkningar

Personuupplysingar
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Hversu miklum tima verd pad i hefdbundinni viku i likamlega pjalfun sem leidir til mzedi t.d.
hlaup, leikfimi eda boltaiprottir?

0 mindtur / Engum tima

Minna en 30 mindtur

30 — 60 mindtur (1,5 — 1 klst)

60 — 90 mindtur (1—1,5 klst)

90 — 120 mindtur (1,5 — 2 klst)

Meira en 120 minutur (2 klst)

Hversu miklum tima verd pad i hefdbundinni viku i daglega hreyfingu t.d. i gbngutdara,
hjolreidar eda gardvinnu? Leggdu saman heildartimann (minnst 10 min i senn)

0 mindtur / Engum tima

Minna en 30 mindtur

30— 60 mindtur (1,5 — 1 klst)

60 — 50 mindtur (1—1,5 klst)

90 — 150 mindtur (1,5 — 2,5 klst)

150 — 300 mindtur (2,5 — 5 klst)

Meira en 300 mindtur (5 kist)

Dagleg hreyfing

bjalfun
a || s |||




Hreyfistjornun 11.09.2020 -

Azetlun 11.09.2020

06.09.2020
Vika 37

13.09.2020
Vika 38

15.11.2020
Vika 47

25.10.2020
Wika 44

01.11.2020
Vika 45

08.11.2020
Vika 46

11.10.2020
Wika 42

18.10.2020
Vika 43

27.09.2020
Wika 40

04.10.2020
Wika 41

20.09.2020
Vika 39

- Hreyfistjori skradi hreyfingu.

= .
l’-—]— Hreyfistjori skradi hreyfingu og er petta hreyfing sem var aukadagur midad vid
bad sem adzetlad var.

-- Engin hreyfing skrad.

2
-- Einstaklingur skrddi hreyfingu og hreyfdi sig tvisvar sama daginn.

'»—J- Einstaklingur skrdir sjalfur og hreyfir sig aukalega einn dag midad vid daetlun.
‘7| Ekki hefur verid skrad hreyfing, p.e. vika er ekki utrunnin og er eftir ad skrd
hreyfingu & dag.

22.11.2020
Wika 48




Forskriftir — allt landid 2018

Forskriftir - allt landid 2018
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Forskriftir 2018 - kynjaskipting

Forskriftir hreyfisedla 2018, kynjaskipting - allt landid

Punglyndi F31, F32, F33, F34
¥firpyngd og offita EGE

Sykursyki | og Il E10, E11

Streita

Langvinmnir verkir M79, R52, T91

Langvinnir lungnasjikdomar (COPD) J44
Langvinn bak- og halsvandamal. R52, M53, M54
Kvidi F4D, F41

Kranszedasjikddmur 120, 121, 122, 123, 125
Krabbamein C50, C61, C43, C44, C18

Har bladprystingur 110

Gigt

Efnaskiptasjikdomar =E66+10+E78+E10/11
Blaafituraskanir E78

Beinpynning ME0,ME1
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Forskriftir eftir medferdarheldni og lengd

hreyfisedils 2018 — allt [andid

Punglyndi F31, F32, F33, F34
¥firpyngd og offita EGE

Sykursyki | og Il E10, E11

Streita

Langvinmnir verkir M79, R52, T91

Langwinnir lungnasjukdomar (COPD) J44
Langvinn bak- og halsvandamal. R52, M53, M54
Kvidi F40, F41

Kransedasjukdomur 120, 121, 122, 123, 125
Krabbamein C50, C61, C43, C44, C18

Har bladprystingur 110

Gigt

Efnaskiptasjikdomar =E66+10+E78+E10/11
Blodfituraskanir E78

Beinpynning MED,ME1

Forskriftir 2018 - allt landid

m Medferdarheldni %

m Medallengd hreyfisedils (vikur)

100



Medalaldur einstaklinga 2018 ut fra
forskriftum — allt landid

Medalaldur

punglyndi F31, F32, F33, F34

42
Yfirpyngd og offita E66
Sykursyki | og Il E10, E11
Streita I 56
Langvinnir verkir M79, R52, TS1 . 48
Langvinnir lungnasjikdémar (COPD) J44 e 59
Langvinn bak- og halsvandamal. RS2, M53, M54 s e 47
Kvidi F40, F41 . 40
Kranszedasjikddmur 120, 121, 122, 123,125 . 57
Krabbamein C50, C61, C43, C44, C13 . 52
Har blddprystingur 10 . 56
Gt 50
Efnaskiptasjikdomar =E66+10+E75+E10/11 I 52
Blddfituraskanir 76 I 57
Beinpynning ME0,ME1 I 49

47

0 10 20 30 40 50 60



Fioldi a landinu ollu 2016 - 2018

Fjoldi alandinu 2016 - 2018
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Hreyfisedlar a 6llum stofnunum 2020
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Vesturland 17.330 21 18
Vestfirdin 5.777 5.4 16
Mordurland 35.488 48 3.7
Austurland 10.207 a0 3.3
Sudurland 28.415 24 18
sudurnes 24058 21 10
Hofudborgarsvaedid| 234 877 45 3,1

336.153




Hreyfisedlar a hotudborgarsvaedinu 2020

MNanar: W Fjﬁltie'mnl:ﬁla Fjﬁlipu‘ltlllmiqﬁﬂ Fjdldi per 1000 manns med d&tiun
Heilsugaesian Arba 14,704 48 2.7
Heilsugaslan Efra-Breidholti 10.111 53 44
Heilsugeslan Efstaleiti 9.798 6,1 50
Heilsug®slan Fjoréur 12.136 2,1 15
Heilsugzslan Garfaba 12945 47 4.0
Heilsugzslan Glesiba BEBIT 59 50
Heilsugzslan Grafarvogi 11.237 28 28
Heilsugasian Hamraborg 10.7%0 19 1,2
Heilsugzslan Hlidum 11575 15 51
Heilsugzslan Hammi 0216 2.0 13
Heilsugeslan Midba 13.351 40 3.0
Heilsugaesian Mjédd 8.292 3,2 [ 22
Heilsugeslan Mosfellsumdami 9.85b 6,2 41
Heilsugzslan Seltjamarnesi 16.417 85 55
Heilsug®slan Solvangi 17.554 4.8 3,3
Heilsugeslan Salahverfi 15.505 0,6 0,6
Heilsugzslan HGfda 20573 48 I 22
Heilsugazslan Urdarhivarfi B.120 16 11
Heilsug®sian Lagmula 12.819 6,6 44

234.877
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Langtima ahrif hreyfisedils a virkni a SAK

Fiolnir Gudmannsson, Osk Jérunn Arnadéttir, Jon Torfi Halldérsson

* 86 einstaklingar

* Virknispurningar
e 2,11 byrjun (86)
e 5,3 vid utskrift (86)
* 4,0 eftir 6 manudi (86)
* 4,5 eftir 12 manudi (43)
* 4,3 eftir 18 manudi (10)



Physical inactivity is and will remain one of the gravest threats
to public health for this and future generations of Canadians
unless a catalyst for change can be found. With a simple pre-
scription for PA, front-line physicians have one more tool to
bring about real change in the lives of Canadians. With the evi-
dence summarised in this review, the message is clear that PA
prescription works and costs less than relying on the alternatives
alone. The time to act is now.

Consensus statement

Physical activity prescription: a critical opportunity
to address a modifiable risk factor for the
prevention and management of chronic disease:

a position statement by the Canadian Academy
of Sport and Exercise Medicine
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Author note This position statement has been endorsed by the following nine sport medidine sodieties:
Australasian College of Sports and Exercise Physicians (ACSEP), American Medical Sodety for Sports
Medicine (AMSSM), British Association of Sports and Exerdise Medicine (BASEM), European College of Sport
& Exercise Physidans (ECOSEP), Norsk forening for idrettsmedisin og fysisk aktivite (NIMF), South African
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Medidine (SGSM/SSSM), Sport Doctors Australia (SDrA), Swedish Sodiety of Exerdse and Sports Medicine

(SFAIM), and CASEM.

ABSTRACT

Non-communicable disease is a leading threat to global
health. Physical inactivity is a large contributor to this
problem; in fact, the WHOD ranks it as the fourth leading
risk factor for overall morbidity and mortality worldwide.
In Canada, at least 4 of 5 adults do not meet the
Canadian Physical Activity Guidelines of 150 min of
moderate-to-vigorows physical activity per week.
Physicians play an important role in the dissemination of
physical activity (PA) recommendations to a broad
segment of the population, as over 80% of Canadians
visit their doctors every year and prefer to get health
information directly from them. Unfortunately, most
physicians do not regularly assess or prescribe PA as part
of routine care, and even when discussed, few provide
specific recommendations. PA prescription has the
potential to be an important therapeutic agent for all
ages in primary, secondary and tertiary prevention of
chronic disease. Sport and exercise medicine (SEM)
physicians are particularly well suited for this role and
should collaborate with their primary care colleagues for
optimal patient care, The purpose of this Canadian
Academy and Sport and Exercise Medidine position
statement is to provide an evidence-based, best practices
summary to betier equip SEM and primary care
physicians to prescribe PA and exerdse, specifically for
the prevention and management of non-communicable
disease, This will be achieved by addressing common
questions and perceived barriers in the field.

Prescription of physical activity (PA) is a key
element of the multifaceted societal approach
needed to address inactivity.* * Substantial evidence
exists to support the benefits of exercise on ar least
30 chronic diseases®™™™ as well as the cos-
effectiveness of exercise prescription in primary
care,'” ' even for cardiovascular (CV) discase
xll:llli:,n

Physicians play an important role in the dissem-
ination of PA recommendations to a broad segment
of the population. Over 80% of Canadians wvisit
their doctors every year and prefer to get health
information directly from their family phys-
ician," ¥ Unfortunately, most physicians do not
regularly assess or prescribe PA as a part of routine
care,"™'* and even when discussed, few provide
specific recommendations. '

PA prescription has the potential to be an
important therapeutic agent for all ages in primary,
secondary and tertiary  prevention  of chronic
disease. Sport and exercise medicine (SEM) physi-
cians are particularly well suited for this role and
should collaborate with their primary care collea-
gues for optimal patient care. We must act now 1o
correct the general lack of knowledge and training
in our medical schools and residency programmes
surrounding PA guidelines and prescription™ ™ as
well. The purpose of this Canadian Academy and
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Physical activity on prescription in accordance with
the Swedish model increases physical activity: a

The results of the present systematic review have important
clinical implications. We suggest that PAP models containing
the core elements of the Swedish PAP model may be consid-
ered for implementation in routine healthcare to increase the
PA levels of patients in need of increased PA. However, it
remains to be elucidated which components of Swedish PAP
plausibly are responsible for the positive effects on PA levels.
Furthermore, long-term eftects and ettects on hard-end points
need further study. We recommend that future studies focus
on using well-validated methods for measuring level of PA and
include long-term follow-ups. We also recommend that future
studies investigate the individual effect of each core element

of the Swedish PAP model.
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systematic review

Aron Onerup,’ Daniel Arvidsson,” Ase Blomquist,” Eva-Lotte Daxberg,”
Lennart Jivegard,” Ingibjérg H Jonsdottir,” Stefan Lundqvist,” Anders Mellén,’

Josefine Persson,” Petteri Sjiigren,” Therese Svanberg,” Mats Borjesson

ABSTRACT

Objectives This study investigates the effects of

the core elements of the Swedish model for physical
activity on prescription (PAP) by evaluating studies that
compared adubhs who received PAP with adults who did
nol receive PAPR. All participants were adulls identified by
a healthcare professional as in need of increased physical
activity. Primary outcome was level of physical activity.
Design Systematic review.

Eligibility criteria (1) Published 1999, (2) Systematic
review, randomised contralled trial (RCT), non-RCT or
case serles (for adverse events). (3) =12 weoks’ follow-
up. (4) Performed in the Nordic countries. (5) Presented
in English, Swedish, Norwegian or Danish.,

Data sources Systematic searches in PubMed, Embase,
the Cochrane Library, AMED, CINAHL and SweMed+ in
September 2017, Included articles were evaluated using
checklists to determine risk of bias,

Results Nine relevant articles were included: seven
RCTs, one cohort study and one case series. Primary
outcome was reported In seven articles from six studies
{five RCTs, one cohort study, 642 participants). Positive
results were reported from three of the five RCTs and
from the cohort study. No study reported any negative
results. Swedish PAP probably results in an increased
level of physical activity (GRADE@®@®®O).
Conclusions Although the number of the reviewsd
articles was relatively modest, this systematic review
shows that PAP In accordance with the Swedish model
probably increases the level of physical activity. As a
model for exercise prescription, Swedish PAP may be
considered as part of regular healthcare to increase
physical activity In patients,
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What is already known

» Physical inactivity is the fourth leading cause
of non-communicable disease worldwide
according to the WHO.

» Alarge part of the population in industrialised
countries, including the population in contact

with healthcare, is insufficiently physically
active.,

» Methods to increase the level of physical
activity in patients have shown mixed results in
previous systematic reviews and therefore new
methods are needed.

» The present systematic review shows that the
Swedish physical activity on prescription (PAP)
method probably increases the level of physical
activity in adult patients who are insufficiently
active (GRADES&ES0).

= We suggest that the Swedish PAP model be
used in the healthcare setting to increase the
level of physical activity and be implemented as
part of routine healthcare.

Although global conzensuz concludes that inad-
equate PA can canse health problem: and that
increased PA can improve health, evidence s
still lacking with regard to opomal methods for
increasing PA for people who would benefit from
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Based on the higher-quality studies, it is possible to deliver a
physical activity intervention for between €1120 and €15 860
per QALY gained, which is more cost-effective than many other
currently-funded pharmaceutical interventions. Therefore,
physical activity interventions delivered in primary health care
should be considered for funding at similar levels to currently-
funded pharmaceutical interventions.

Are physical activity interventions

in primary care and the

community cost-effective?
A systematic review of the evidence

ABSTRACT

Background

The health and economic burden of physical inactivity
s well documented. A wide range of primary care and
community-based interventions are available to
increase physical activity. It is important lo:dem#y
which comp: of these inter p

best value for money.

Aim

To assess the cost-effecti of physical activity
interventions in primary care and the community.
Design of study

'mvnwof"-"“ studies based

domisoed d trials of inter jons to
ncrauo.@ﬂphydcdodlvﬁylhﬂmbmodin
primary health care or the community, completed
betwoen 2002 and 2009.

Method
Electronic d were hed to identify relevant
Wterature. Results and study quality were assessed by
two hers, using D d's checklist for

A KR Cost-effect b for

maoving one person from inactive to active, and cost-
utility ratios (cosl per qudlly—adnnted life-year [QALY])
ware P inter

Results

Thirteen studies fulfilled the inclusion criteria. Eight
studies wore of good or font quality. Inter
study populati mdl!udy Ggns were

difficult. The cost
tomovompuoontoth- nctm category at

12 he was d for four inter ]
from €331 to €3073. Thaoodlﬂtywnsuunaiadh
nine studies, and varied from €348 to €86 877 per
QALY

Conclusion

Moat interventions to incroase physical activity were
cost-affective, especially where direct supervision or
instruction was not required. Walking, oxmgrwpm
or brief 0 advice on p d in
permon, otbyphomovmdnpponmdtobamomm
offective than supervised gym-based exercise classes
of Instructor-dod walking prog Many physical

activity lm-vannom M similar cost-utilty -ﬂmm
to funded p d inter { and should be
oonddlnd for funding at a similar lovel,

Keoywords
coats and cost analysis; exorcise; primary health core;
roviow, systematic,

Sue Garrett, C Raina Elley, Sally B Rose, Des O’Dea, Beverley A Lawton and Anthony C Dowell

INTRODUCTION

The prevalence of physical inactivity remains high in
developed and developing countries.' Not only does
physical inactivity contribute to increased prevalence
of chronic conditions such as cardiovascular
disease, obesity, type 2 diabetes, osteoporosis,
colon cancers, depression, and fall-related injuries,
but it also contributes to between 1.5% and 3.0% of
direct healthcare costs in developed countries.' A
wide range of interventions have been shown to
increase physical activity.” However, it is essential to
identify which components provide the best value for
money.

Physical activity counselling in primary health care
has been recommended.? In some countries at least
80% of the population visit primary health care
annually,** making this an ideal setting for intervening
to increase physical activity. Furthermore, patients
expect to receive health-related messages in this
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Clinical practice implications of this study

The findings of our review suggest that exercise and many drug
interventions are often potentially similar in terms of their
mortality benefits; exercise interventions should therefore be
considered as a viable alternative to, or alongside, drug therapy.
Indeed, an increasing number of experts recommend prescribing
an “exercise pill” as a preventive strategy to reduce morbidity
and mortality.” ** According to the US Centers for Disease
Control and Prevention, roughly one third of clinicians prescribe
exercise in primary care.” However, as previous systematic
reviews have shown, there is considerable uncertainty as to the
effectiveness of primary care interventions for increasing
physical activity.™*” As previously recommended, primary care
doctors should give brief advice to most patients about the
benefits of exercise and refer patients with chronic disease to a
rehabilitation programme that includes an exercise intervention.™

RESEARCH

Comparative effectiveness of exercise and drug
interventions on mortality outcomes:

metaepidemiological study

EEE oPeN ACCESS

Huseyin Naci researcher’ fellow®, John P A loannidis director®

'LSE Haalth, London School of Economics and Political Scisnce, London, UK; *Drug Policy Ressarch Group, Department of Population Madicina,
Harvard Medical Schoal and Harvard Pilgrim Health Care Institute, Boston, MA, USA; *Stanford Prevention Ressarch Center, Stanford University

School of Medicine, Stanford, CA, USA

Abstract

Objective To datermine the comparative effectivensss of exerciza versus
drug interventions on mortality outcomas.

Design Metaspidemiological study.

Eligibility criteria Meta-analyses of randomized controllad iriaks with
martality oulcomes comparing tha effectivenass of axercise and drug
intervantions with @ach other or with conirol (placebe or usual cara).

Data sources Medline and Cochrane Database of Systemalic Reviews,
May 2013,

Main outcome measura Moriality.

Data synthesis We combinad study leval death outcomes from exercise
and drug trials using random effacts network mata-analysis.

Results We included 16 (four exarcise and 12 drug) meta-analyses.
Incorporating an additional three recent axercise trals, our review
collectively included 305 randomised controlled trials with 339 274
participants. Across all four condrions with evidencs on the effectveness
of exarcise on mortality cutoomes (secondary prevention of coronary
heart disease, rehabilitation of stroke, treatmant of heart failura,
prevention of diabetes), 14 716 participants were randomised to physical
activity interventions in 57 irials. No statistically detectable differences
were aviden! batween exercise and drug inferventions in the secondary
prevention of coronary heart disease and prediabates. Physical activity
interventions were more effective than drug treatment among patients
with siroke (odds ratios. exercise v anticoagulanis 0.09, 955 credible
intervals 0.01 to 0.70 and exercise v antiplatalets 0.10, 0.01 {o 0.82).
Diuretics ware more effective than exercise in heart failure (exercise v
diuratics 4.11, 1.17 to 24.78). Inconsistency betwean direct and indirect
comparisons was net significant.

Conclusions Although imited in quantity, existing randomised trial
evidence on exercise interventions suggests that exercise and many
drug intervanticns are otben patentially similar in terme of thalr mortality

benefits in the secandary pravention of coranary heart disease,
rehabilitabion after siroke, treatment of heari failure, and prevention of
diabetas.

Introduction

Physical activity has well documented health benefits.*
Population level cohort studies have shown that people who
exercise enjoy a higher quality of life and improved health stams
compared with those with sedentary behaviours, with subsequent
reductions in their risk of adverse outcomes such as admissions
to hospital. Randomised controlled trials have shown similarly
favourable findings in arthritis,” cancer,” * diabetes,* heart
disease,” and respiratory illnesses,” among other chronic
conditions.* * Large scale observational studies have also
established a clear association between exercise and all cause
mortality. " Given the overwhelming evidence in support of
the health benefits of exercise,” the Global Burden of Disease
study has recently ranked physical inactivity as the fifth leading
cause of disease burden in western Europe, and as one of the
top modifiable risk factors along with smoking.*

Despite recent calls to encourage physical activity as a strategy
to ward off the emerging burden of chronic conditions, including
heart disease and diabetes,” population level physical activity
measures are discouraging. In the United Kingdom, only 14%
of adults exercise regularly, with roughly one third of adults in
England meeting recommended levels of physical activity.™ In
contrast, utilisation rates of prescription drigs continue to rise
sharply, increasing to an average of 17.7 prescriptions for every
person in England in 2010, compared with 11.2 in 2000."
Abundant evidence from randomised controlled trials shows
the mortality benefits of certain drugs such as simvastatin in
the secondary prevention of cardiovascular disease,” which is
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Conclusions

Supported by clear evidence of small but positive results provided by
several high-quality reviews, we advocate for interventions in PC set-
tings designed to increase PA levels of patients. Interventions that in-
clude multiple behavioral change techniques and those targeted to
insufficiently active or sedentary patients seem to have better results.

Preventive Medicine 76 (2015) $56-567

journal homepage: www.elsevier.com/locate/ypmed
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effectiveness is still needed to enhance the &

under routine clinical conditions.
© 2014 Elsevier Inc. All rights reserved.

Background

The numerous health benefits of regular physical activity (PA) are
well known. Accordingly, it is recommended that adults perform at
least 150 min/week of moderate-intensity PA, 75 min/week of vigorous
PA, or a combination of mod and vig PA (Haskell et al, 2007).
However, a majority of the population in developed countries does not
follow these recommendations, making PA promotion a public health
priority (Tucker et al,, 2011; Hallal et al,, 2012).

Primary care (PC) practitioners can play a key role in promoting PA
and improving population health in developed countries because of
the ongoing care they provide to a large sector of the population
(Estabrooks et al., 2003). It is estimated that up to 80% of adults in
these countries visit their general practitioner (GP) at least once a year

* Sources of support: The project has received funding from a Network for Prevention
and Health Promotion in Primary Care (redIAPP, RD12/0005) grant, research project
grants (P11300573, PII202635, PIT2/01914and PS09,01461) from the Instituto de
Salad Carlos I (Mnstitute of Health Carlos IM) of the Ministry of Economy and
Competitiveness (Spain), co-financed with European Union ERDF funds, and Health

P of the Basgue G (EXP; 20091 11072 and 2007111009).

(van Doorslaer et al, 2006). Until recently, evidence about the effective
ness of interventions promoting PA in routine PC practice, especially in
the long term, has been considered inconclusive (Foster et al, 2005;
Muller-Riemenschneider et al., 2008). Newer studies have concluded
in favor of PA interventions in the primary care setting, and recent
meta-analyses indicate that the evidence appears to be shifting in this
direction (Lin et al, 2010; Orrow et al,, 2012; Hillsdon, 2013).

The high prevalence of inactivity in the population and the many ob-
stacles faced by PC professionals in a setting characterized by work
overload and a shortage of time and specialized training (Estabrooks
and Glasgow, 2006; Grandes et al, 2008) combine to support the need
for clear evidence of what can be achieved in PA promotion within pri-
mary care setti heless, several chall exist. First, there is
no clear agreement among PC organizations and evidence-gathering
agencies on the rec dations for PA p ion within the PC con
text. For example, the United States Preventive Services Task Force
(USPSTF) currently recommends selective PA counseling rather than in-

corporating the message into routine practice in the general population
(Moyer and U.S. Preventive Services Task Force, 2012); the United
Kingdom's National Institute for Health and Clinical Excellence (NICE)
also rec ds that the National Health Service provides brief advice

* Correspoanding author at; Unidad de nvestigacin de Atencién Primaria,
Luis Power 18 4* planta, E-48014 Bilbao, Spain. Fax: + 34 946006639,
E-mail address: alvarosanchezpereriosakidetzanct (A Sanchez),

hittp://dxdoiong/10.1016/Lypmed 2014.09.012
0091-743540 2014 Elsevier Inc. Al tights reserved.

to adults who have been assessed as being inactive (National Institute
for Health and Care Excellence, 2013), but the Royal Australian College



What is already known on this topic

» Internet use continues to grow throughout the world, and can

now be used to reach an extensive array of individuals,
covering a wide spectrum of the world population.
Internet-based physical activity interventions have been
shown to be just as effective as other types of physical
activity interventions (eg, print based); however, more work is
needed.

More often than not, physicians counsel only a minority of
their patients about making a health behaviour change, as time
is @ major limiting factor.

What this study adds

This paper serves as a call to action for increasing research on
using internet-based physical activity programmes within the
context of a primary care setting.

Clinicians need access to electronic databases from which
they can choose effective programmes to refer their patients
to, as this has the potential to facilitate a successful change in
behaviour.

The future of internet-based physical activity research will
harness the power of the internet; that is, a low cost, high
reach, easily accessed physical activity programme available
upon consumer demand.

(Review |
Using electronic/computer interventions to promote
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present_some of the limitations of these studies.

physical activity

B H Marcus,' J T Ciccolo,”? C N Sciamanna®

ABSTRACT

The intemet has been used as a method to deliver
various health interventions (eg, weight management,
smoking cessation, increasing physical activity). An
electronic search (ie, PubMed, Psycinfo, Web of
Science) for interel-based physical activity interven-
tions among adults yields fewer than 25 studies.
Although many have considered physical activity as
one element of a multifactorial behavioural intervention,
few have focused exclusively on changing sedentary
behaviour. Overall, current results are encouraging and
it appears that response 1o an intemel-based physical
activity intervention is similar o response to other
more established, effective interventions. Given that
primary care referrals for physical activity are
successful in changing sedentary behaviour to some
extent, there is an urgent need for investigations into
the effect of using an intemet-based physical activity
programme within the context of primary care.
Although no studies that have combined an established
intemet-based physical activity programme with pri-
mary care were found, there is evidence that
significant progress would probably be made by
providing clinicians with information on internet-based
physical aclivity programmes.

There is now a growing body of literature on the
use of the internet as a tool to promote health
behaviour change. Researchers have used internet
interventions  for numerous topics including
weight management, smoking cessation, stress
reduction, blood glucose control, reducing alcohol
consumption and increasing physical activity.
Currently, interventions focused specifically on
changing physical activity behaviour are in their
infancy, with fewer than 15 randomised controlled
trials having been conducted. Thus far, the studies
completed suggest that internet programmes are
helpful in changing sedentary behaviour. However,
more studies with larger samples and individua-
lised treatment plans are needed,’ * including those
that take into account how primary care can
facilitate a change in behaviour by utilising
internet-based health-promoting resources. In this
review, we describe several internet-based studies
that have produced a beneficial effect on changing
participants’ physical activity behaviour and we

INTERNET USE
Worldwide, it is estimated that 21.9% of the
population (ie, roughly 1.5 billion) use the internet *
The USA and the UK are among the top 10 countries
with the highest internet usage (the USA is ranked
second and the UK is ranked seventh),” with 72% of
US and 67% of UK internet users going online every
day or almost every day. Although only 27% of
internet users in the UK have looked for health
information online,* approximately 80% of the
internet users in the USA have reported searching
for health information® and 44% have searched for
information specifically about fitness and nutrition.®
In both the USA and the UK, use is high among all
age groups, with approximately 90% of younger
individuals (aged 16-24 years) and up to 72% of
older adults (aged 55 years and older) online.*  Rates
are similar for both genders, with 76% of men and
74% of women in the USA and 71% of men and 62%
of women online in the UK*” Whereas there are
some demographic differences among users; overall,
the internet has broad reach in the USA. Although
internet use is lower among those who live in a rural
area (64% online), those with less than a high school
education (38% online), or those with an annual
income of less than US$30 000 (61% online) * its use
remains high among all racial/ethnic groups, with
76% of non-Hispanic whites, 60% of African
Americans and 56% of Hispanics online. Moreover,
among English-speaking Hispanics, internet use
exceeds that of non-Hispanic whites (79% vs 76%)."
Given the abowve, it is clear that the internet can
now be used to reach a very large number of
individuals, covering a wide spectrum of the popula-
tion. Moreover, because individuals’ lifestyles often
do not permit the time for office visits on health
information and advice and physicians counsel only a
minority of their patients about physical activity,"
the intemet can also provide a more time-efficient
and convenient method of information delivery,
particularly if it were to be paired with primary care.
Yamnall and colleagues' estimated that providing
preventive care alone, in keeping with evidence-based
guidelines, may take up to 8 h per day for a primary
care provider, highlighting the time constraints of
activities such as physical activity counselling As
such, using the internet as a resource to provide
physical activity advice or programming for those
who would otherwise not receive it is now a
potential possibility.
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Inngangur

Medgtingusykursyki er vaxandi vandamal a heimsvisu og benda
erlendar rannsoknir Hl pess ad algengi s fra <1-28%° A Tslandi hef-
ur tidnin aukist umtalsvert a sidustu arum og arid 2018 greindust
613 konur, eda samtals 16% kvenna sem voru 1 madravernd hja
Heilsugeeslu hitudborgarsvaedisins (HH), med medgingusykur-
syki.

Til samanburdar voru greiningarnar einungis 209 arid 2004,
sem synir ad fjoldi kvenna i madravernd hja HH sem greindust

med medeineusvkursvki brefaldadist 4 drunum 2004-2018. Sam-
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TILGANGUR

Algengi medgingusykursyki fer hratt vaxandi og teplega 19% kvenna
sem fe=ddu & Landspitala & arinu 2018 hifdu pessa greiningu. Par
konur sam fa medgdngusykursyki eru i aukinni hasttu ad fa hana
aftur 4 sidari medgdngum og einnig | aukinni ahsettu & ad proa sykur-
syki tagund 2 sidar a svinni. Ofpyngd og hreyfingarleysi eru sterkir
ahattupasttir. Hreyfisedill er medferdanirradi sem stendur til boda a
Gllum heilbrig disstofnunum. Markmid rannscknarinnar var ad kanna
Ahwif medferdar med hreyfisedli eftir faadingu hja konum sem hétdu
medgéngusykursyki, & virkni peirra, lidan og peetti sem tengjast efna-
skiptavillu.
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Konur sem faaddu b fra 1. janar 2016 til 20. joni 2017, voru i
meadravernd hja Heilsugaslu hifudborgarsveadisins og greindust
med medgingusykursyki var bodin patttaka. Patttakendum var skipt
tilviljanakannt i tvo hopa par sem annar hopurinn fekk madferd med
hrayfisadli | 5 manuwdi en vidmidunarhépurinn hefdbundna medferd.
Mzlingar a blddgildum, heed, byngd. virkni og lidan voru gerdar prem-
ur manudum og 8 manudwm eftir fadingu.
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Attatiu og fidrar konur toku patt, 45 i ihlutunarhdpi og 39 i vidmidun-
arhdpi. Virkni jokst marktaskt i thiutunarhdpi en ekki urdu marktaskar
breytingar 4 blédmaalingum. Viss ahrif en ekki marktzk maldust 2
byngd, likamspyngdarstudli og lifsgaedum. Paar konur sem voru med
barn sitt 4 brjdsti voru med marktakt lagra insdlin en peer konur sem
ekki voru med bam sitt 4 brjosti. Sterkari fylgni var & milli pyngdar og
insulins en a milli fastandi blodsykurs og insulins.
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Medferd med hreyfisedli eftir fedingu jok marktakt virkni kvenna sem
héfdu medgdngusykursyki. Bridstagjaf hefur mégulega Ahrif il lekk-

unar insulins.




Eight Steps To
Successful Change
- John Kotter

institutonakise the change
Consolidate & buid on the gains
Create short term wins

Empower people to act on the vision
Communicate the vision

Develop a clear shared vision

Create a guiding coalition

Establish a sense of urgency







