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Summary

Principles: Given the demographic develop-
ment, healthy aging becomes more and more rel-
evant. However, physical activity as an important
health resource lacks dissemination in persons of
older age in Switzerland. Thus, the present study
aimed to develop and evaluate a feasible approach
for physical activity promotion in the promising
primary care setting.

Method: An expert panel developed two pro-
cedures for physical activity counselling in the
primary care setting. The first complete proce-
dure consisted of a written assessment and per-
sonal counselling by physicians. It was evaluated
by focus groups with primary care physicians.
The second modified procedure consisted of
mailings to inactive patients selected by physi-
cians. It was evaluated by a written questionnaire
sent to participants.

Results: The study demonstrated that physical
activity promotion through primary care has a
high potential. However, core issues such as deal-

ing with time pressure on physicians, applying
screening instruments on a broad basis beyond
high risk patients, expanding physicians’ roles to-
wards primary prevention as well as providing in-
tervention materials actually comprehensible to
patients need to be well considered.

Conclusion: To facilitate large scale implemen-
tation of physical activity promotion, a range of
flexible procedures should be provided so the
physician can select and adapt them to his needs
and desired role in health promotion. Further,
physical activity promotion should be integrated
into multidimensional health promotion to meet
the diverse health needs of patients. The pre-
sented multi-stakeholder approach is generally
recommended for future development of health
promotion interventions.

Key words: primary care; physical activity; coun-
selling; physicians; bealth promotion; trans theoretical
model; stage specific

Introduction

Elderly people and physical activity

Stuck et al. [1] identified lack of physical ac-
tivity as an important risk factor for functional
status decline in old age [2-4]. Physical activity
promotion contributes to the prevention of os-
teoporosis, falls, and its consequences [5-7]. Addi-
tionally it has positive effects on psychological
well-being, quality of life, it helps to prevent
social isolation [8-12] and it reduces the risk for
cardio-vascular disease, metabolic diseases and
different types of cancer [8]. In the context of a
multidimensional, preventive counselling concept
including physical activity promotion for healthy
people older than 65 years it could be shown that
autonomy and life quality were promoted and less
hospitalisations into nursing homes were re-
ported [13, 14].

"To achieve positive effects on health the Swiss
Federal Offices of Sport and Public Health de-
fined minimal recommendations for health-en-
hancing physical activity based on international
recommendations [15, 16]. These comprise at
least 30 minutes of physical activity of moderate
intensity daily or on most days of the week [17].
These minimal recommendations can be com-
pleted with a systematic training of endurance,
strength and flexibility, which is particularly im-
portant for persons of older age.

According to a recent survey two thirds of the
Swiss population do not meet the recommenda-
tions for health effective physical activity and
hence are inadequately physical active [18]. More-
over physical activity behaviour tends to decline
with increasing age. Physical inactivity causes at
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least 2.4 Billion Swiss Francs (2.3 Billion US Dol-
lars) of direct health costs in Switzerland per year
[19].

The medical practice as a setting for individ-
ual physical activity promotion

Physical activity counselling by physicians is a
possible method of reducing physical inactivity
and its consequences. It sensitises patients for the
issue, identifies regular physical activity as a
health resource and suggests individual physical
activity possibilities in everyday life [20, 21].

The general practitioner plays a major role in
medical care for elderly people and enjoys highest
degree of confidence by patients within several
occupational groups [22, 23]. There is a need for
competent counselling and support for preventive
behaviour and the promotion of personal health
competency in the general population [22]. In a
representative physical activity survey 81% classi-
fied physical activity counselling by the general
practitioner as important [24]. Furthermore, the
importance of physical activity for health is gen-
erally well accepted by physicians [25]. Overall,
two-thirds of people over 65 consult a physician
one to two times a year and one third three to six
times [18]. These findings suggest an increased
use of medical practices for individually cus-
tomised physical activity counselling.

Intervention studies for physical activity
counselling in the medical practice

For middle aged people at least short term ef-
fectiveness of physical activity promotion by gen-

eral practitioners could be shown [26-29]. Yet, ev-
idence about the effectiveness of physical activity
counselling in primary care is still inconclusive
[30].

A recent Swiss study of physical activity coun-
selling by physicians and exercise experts for mid-
dle aged inactive people showed effectiveness and
good acceptance by physicians and patients [31].

However, studies of physical activity coun-
selling for people of older age/elderly people are
limited. The completed intervention and feasibil-
ity studies in Switzerland were able to show the
following: counselling during home visits can in-
fluence physical activity behaviour [14, 32], and
systematic counselling by general practitioners is
practicable for people of older age and is posi-
tively judged by physicians and patients [25, 32].
Yet, Eastabrooks et al. [20] state that there is sub-
stantial support for behaviour change strategies
and interventions in primary care settings and
that more research is needed with respect to their
effectiveness.

"The results of these studies are limited as pre-
dominantly those practices with highly motivated
and interested physicians participated. The ques-
tion, therefore, was how existing experiences and
approaches could be developed further in order to
improve feasibility of physical activity promotion
in primary care and to create the potential for
large scale dissemination.

Objectives and research questions

Building on the experiences and findings of
the Swiss pilot projects the present project aimed
to develop a procedure and information material
for physical activity promotion for patients older
than 65 years and broadly applicable in the pri-
mary care setting. This aim follows the increasing
call for research with high external validity and
thus a high potential for generalisability and dis-
semination of interventions in a targeted setting,
in our case primary care [33]. Based on a system-
atic field test and formative evaluation, conclu-
sions for improving the initial intervention ap-

proach were drawn. The formative evaluation ad-

dressed the following questions regarding the pri-

mary care setting:

—  What are the strengths and weaknesses of this
setting for physical activity counselling?

—  Which are the appropriate target groups for
physical activity counselling in this setting?

—  Whatis an appropriate procedure for physical
activity counselling in this setting?

—  What are appropriate instruments supporting
physical activity counselling in this setting?

Methods

Overall study design

To develop a feasible, broadly generalisable interven-
tion approach, an expert panel representing key stake-
holders in this field was constituted: representatives of
Health Promotion Switzerland, the Federal Office of
Sport, the Swiss Council for Accident Prevention, the
Geriatric University Clinic Bern and several other na-

tional partners (see acknowledgements). In collaboration
with that panel a complete intervention procedure was
developed aiming to assess and counsel all inactive pa-
tients over 65 years. Inactive patients were selected be-
cause they were expected to benefit most from the physi-
cal activity counselling. According to the definition of
the Federal Office of Sports (BASPO) [19], patients were
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Figure 1

classified as inactive if they had less than 30 minutes of
moderate intensity activity per week and less than one 20
minutes session of vigorous intensity activities per week.

Since the expert panel anticipated that the complete
intervention procedure might be too complex and time
consuming for an average primary care practice, in addi-
tion a modified, less complex intervention procedure was
developed.

To test the feasibility of these two approaches initial
focus groups with physicians were investigated. Based on
these results, only the modified intervention procedure
was further practically tested in the field and evaluated
from the patient perspective. The project was coordi-
nated and evaluated by the Institute of Social and Pre-
ventive Medicine of the University of Zurich.

Complete intervention procedure

The physical activity counselling was targeted to all
patients over 65 years visiting a medical practice by ap-
pointment. Intervention materials are described below,
the procedure included the following steps:

1. Assessment: Based on the patient files, the general
practitioner chose patients with an appointment that
day who were physically inactive according to a pre-
vious assessment or for whom the level of physical
activity was unknown. The medical practice assis-
tance handed over two screening questionnaires to
the selected patients who filled it out in the waiting
room. The screening instruments assessed the level
of physical activity, intention to increase this level
and potential health risks regarding physical activity.

2. Medical counselling: during the regular medical
consultation, the medical practiioner analysed the
questionnaires and offered a stage-specific physical
activity counselling. This was based on a free person-
alised booklet given to all patients in which the sec-
tions relevant to the specific stage could be high-
lighted for the individual patient:

—  Inactive or insufficiently active patients with no in-
tention for behaviour change: to sensitise this group,
brief information on the benefit of increased physi-
cal activity was provided. An actual physical activity
counselling was planned for a future consultation.

—  Inactive or insufficiently active patients with inten-
tion for behaviour change: the medical practitioner
and patient jointly identified an appropriate and fea-
sible intervention for the patient to increase physical

Schematic illustration of the integrated concept.
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activity (professional physical activity counselling,
web-based counselling through active-online [34],
structured physical activity programmes, self-depen-
dent activities). According to the assessment (inac-
tive or active) the practitioner addressed motiva-
tional competencies for increasing or maintaining
physical activity behaviour and highlighted the sec-
tions in the booklet where appropriate advice was
given. The “assignment” to one of these interven-
tions was carried out with a “physical activity pre-
scription” to increase the commitment of the pa-
tients.

—  Active patients: the physician reinforced the positive
behaviour of the patients.

3. Reminder: at the next consultation, the medical
practitioner re-addressed the subject.

Modified intervention procedure

To address potential barriers for this procedure in
everyday clinical practice, in addition a less complex op-
tion had been developed: medical practitioners select pa-
tients conforming to the criteria of the target group (over
age of 65 and physically inactive) and refer these to an ex-
ternal institution (in case of the pilot study the Institute
of Social and Preventive Medicine of the University of
Zurich). This institution sends out the screening ques-
tionnaires along with privacy statements, an information
letter from the general practitioner and a post-paid reply
envelope. The patients send back the completed ques-
tionnaires to the external institution for subsequent
analysis. Patients indicating risk factors for physical activ-
ity receive the physical activity booklet and an invitation
to contact their general practitioner in case they wish to
increase their activity levels. Their general practitioners
are informed of this response. All other patients receive
an individually highlighted physical activity booklet with
a list of recommended physical activity interventions.

Intervention materials

Based on the experience of the Swiss pilot projects
on physical activity counselling in the primary care set-
ting, a general guideline for physicians and the personal-
izable physical activity booklet were compiled.

For the assessment of physical activity behaviour and
intentions for behaviour change in patients, a standard-
ised questionnaire developed by the Federal Office for
Sport was used [34]. This instrument classifies the target
group into four different categories, based on the Trans-
theoretical Model of Behaviour Change [34, 35] and
the minimum requirements for health effective physical
activity [15, 16, 36]. The individual risk factors for an
increase of activity level to be considered during
counselling were assessed by the standardised Physical
Activity Readiness Questionnaire (Par-Q) [37].

Pilot testing and formative evaluation methods

In April 2004 a convenience sample of general prac-
titioners was recruited by postal mail through the “Asso-
ciation of Doctors for the Environment”, in addition to
a list of physicians working with a commercial nutrition
counselling program. Finally twelve out of 550 contacted
physicians could be recruited for participation in a form-
ative evaluation of a new physical activity counselling ap-
proach (Mean age = 53.94, Std = 7.1, two female and ten
male physicians). Most of these participants already of-
fered physical activity counselling. However, they were
critical concerning their own effectiveness in doing so
and were subsequently interested in learning alternative,
structured approaches.

Oral Focus Group Interviews: Initially, two focus
groups of 90 minutes were conducted with the selected
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twelve physicians to systematically assess the complete
intervention procedure from a user perspective. A half-
standardised procedure was applied, using a structured
interview guide, a professional external moderator and
two observers taking very detailed notes. Additionally, the
interviews were recorded in order to permit relistening
to sections of the interviews in case written notes were
not sufficiently clear. Data analysis followed an inductive
procedure with an interpretative reductive content analy-
sis [38]: the available focus group material was coded,
common themes and issues were extracted, condensed
and finally summarised into a focus group report.
Weritten assessment of the complete intervention proce-
dure: In addition, all focus group participants evaluated
the potential acceptance and applicability of the complete

counselling procedure and instruments with a structured,
written questionnaire. These written assessments were
considered in interpreting the focus group results.

Pilot-"Testing of the modified intervention procedure: In
three medical practices of the recruited physicians the
feasibility of the above described modified intervention
procedure was tested in the field. The physicians chose a
convenience sample of patients whom they assessed as
physically inactive according to previous visits in their
practice. A total of 55 screening instruments were sent to
patients, whereof 38 were returned (return rate 69%).

The pilot test was evaluated by sending a written fol-
low-up questionnaire to these 38 participating patients,
which was returned by 28 of them (74%).

Evaluation results and recommendations

The purpose of the present formative evalua-
tion was not to generate a consensus between the
physicians with respect to their statements. It was
more important to obtain an overview of the
range of perspectives among physicians regarding
physical activity promotion in the primary care
setting. Nevertheless, unless stated otherwise, the
following condensed results reflect the opinions
of the large majority of the participating physi-
cians.

Strengths and weaknesses of the primary care
setting for physical activity counselling

All the physicians perceived the medical prac-
tice as a therapeutic setting and viewed their role
in physical activity promotion primarily as a ther-
apeutic measure in case of existing risk factors
(secondary prevention) or symptoms (tertiary pre-
vention). There was still little routine of physical
activity counselling as primary prevention. Never-
theless, having face-to-face contact was consid-
ered to be a clear strength of physicians and could
be used as a key for patient motivation if the indi-
vidual situation of the patients and their active
participation are considered. Corresponding to
the opinions of most of the physicians, physical
activity counselling in primary care faced several
obstacles: time pressure, personal obstacles of the
physicians or lack of patient interest [25].

Target group of physical activity counselling
From the point of view of the physicians, the
primary care setting could be suited for address-
ing the issue of physical activity in regular patients
with an increased risk. Furthermore, according to
the physicians’ view, for sporadic patients coming
selectively for a check-up or with an urgent prob-
lem, physical activity counselling procedures
could have a preventive function. Although there
was some concern about addressing these patients
without request, others counter argued that there
are routine risk factor assessments in other med-
ical areas as well, resulting in no clear majority
opinion. According to most participating physi-

cians, providing regular reminders and structured
standards for a counselling procedure to physi-
cians was believed to facilitate a broader dissemi-
nation.

Procedure of physical activity counselling

According to a majority of the physicians a
structured procedure in the medical practice
should be adaptable to the individual mode of
physicians. Thus, both the complete and the modi-
fied intervention approaches should be offered —
but still need to be further simplified. An im-
provement suggested by some of the physicians
would be the display of the questionnaires in the
waiting room with an attached information sheet.
The delegation of the counselling to an external
expert was seen as controversial by most of the
physicians. It could save time and setting up fol-
low-up consultations becomes more feasible.
However, patients could feel rejected. Due to this
a majority of the physicians emphasised that fi-
nancial compensation for the counselling by
physicians as well as for the recommended inter-
vention measures (e.g., professional physical ac-
tivity counselling) needs to be clarified. Finally, al-
most all physicians considered physical activity
promotion alone as too specific. They preferred
an integrated, multidimensional prevention ap-
proach in primary care [25].

Application of screening instruments

Generally, routine application of a question-
naire for an assessment in the medical practice was
thought to be unusual. Although the questionnaire
was considered useful for assessing the physical ac-
tivity behaviour of their patients, most physicians
preferred to pose such health status and risk related
questions themselves. The instruments need to be
adjusted to the age and social context of the pa-
tients. Additionally, the physicians rated the target
level used in the physical activity questionnaire as
too high for inactive and elderly persons. This
could discourage patients. As an alternative, pa-
tients could fill out a physical activity log.
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Regarding the modified approach where the
questionnaires and physical activity booklet were
sent to the patients’ home, two-thirds of the pa-
tients who returned the evaluation questionnaire
rated the approach as good, one-third as rather
good.

Intervention materials

The vast majority of the physicians clearly
rated the physical activity booklet as being a use-
ful tool for awareness raising and in depth coun-
selling [21]. They suggested that depending on
the routine of the physicians and patient prefer-
ences it could be actively used or merely distrib-
uted in the waiting room. Overall, both physicians
and patients positively rated content, language,
and design of the booklet. However, there were
discrepancies with respect to the physical activity
recommendations contained in the booklet.
Whereas all the physicians evaluated the recom-
mendations as very suitable for everyday applica-
tion in elderly patients, a majority of the patients

questioned the practical application, as some ex-
amples were not appropriate and content was
hard to understand. According to the physicians,
the booklet needed further improvement. The pa-
tients should be offered the possibility for self-
evaluation and individual control of success, as
well as specific behaviour guidelines, such as an il-
lustrated exercise program.

Regarding the physical activity interventions
patients could be referred to, physicians recom-
mended an exhaustive list, which should be com-
piled by both patients and experts. A list of spe-
cific local physical activity offers and everyday
physical activity recommendations could facilitate
the counselling process. All the physicians posi-
tively rated a prescription as an established and
accepted tool in medical practice, which could be
applied to physical activity as well. However, they
cautioned that a prescription raised expectations
of the patients that incurring costs were covered
by the health insurance.

Discussion

The present study aimed to test both a proce-
dure and information materials developed for
large scale physical activity promotion in the pri-
mary care setting for patients older than 65 years.
While the physicians generally thought the proce-
dure was feasible and the materials were excellent,
they had reservations about the systematic use of
questionnaires and they felt that the procedure
should be further simplified and adaptations for
use in routine medical practice should be possible.
The interviewed medical practitioners also rec-
ommended that physical activity should be inte-
grated into a multidimensional health promotion
approach including physical activity, nutrition,
stress, tobacco and alcohol. Both physicians and
patients made specific recommendations for the
adaptation of the communication material.

As an alternative approach, questionnaires
were sent out, received and translated into recom-
mendations by an external institution and only the
addresses of patients were made available by the
general practices. This approach was well ac-
cepted by the patients.

The study also confirmed that time and finan-
cial compensation are important factors for med-
ical health counselling. A recent survey of 500 res-
idential physicians showed that more than half of
the respondents would engage more in primary
prevention if the financial rewards were better
[39, 40]. Almost half of the respondents think that
having more time could increase the importance
of prevention in primary care.

The need for more user-friendly procedures
and materials as well as the specific recommenda-
tions of the study participants have already been
considered, a further version of the protocol has

been successfully tested in general practices in the
French speaking and in the German speaking part
of Switzerland [41, 42] and large scale implemen-
tation is planned as part of the programme on
diet, physical activity and health in the Canton of
Vaud in 20009.

The approach of a delegated screening and
counselling process deserves further considera-
tion, particularly as it has been used successfully in
geriatric approaches [14]. It minimizes the work-
load for the general practices and could even
reach patients not regularly consulting their
physician.

The integration of physical activity promo-
tion within a broader concept of health promo-
tion at the primary care practice is promising be-
cause it allows physician and patient to choose the
most important issue in a tailored way [43]. Thus,
the Swiss College of Primary Care Medicine is
currently developing a “health coaching” pro-
gramme which integrates counselling for the most
important health behaviours (physical activity, nu-
trition, overweight, alcohol, smoking, coping with
stress). It will provide efficient instruments and
instructions to physicians to contact and counsel
patients with risk behaviour [44, 45]. One poten-
tial limitation of the study with respect to repre-
sentativeness is the relatively low involvement
rate of the practitioners. However, this study did
not have the goal to quantitatively assess the ac-
ceptance of the proposed physical activity promo-
tion procedure. Instead, it was intended to quali-
tatively assess its feasibility and to identify a range
of potential supporting and hindering factors for
the future advancement and implementation of
such an approach. Stewart, Shamdasani, & Rook
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(2008) report that small numbers in focus groups
are common as it is difficult to recruit participants
for such a time consuming assessment. On the
other hand, they note that focus groups provide
rich data from a group of people in an easy and
quick way. Moreover, it is possible to record im-
mediate reactions in a supervised environment
[46]. Another possible limitation was that the par-

ticipating physicians might have been relatively
highly motivated on the issue of physical activity
promotion. However, it would have been even
more difficult to recruit participants with a strong
negative attitude towards physical activity into
our study. Also, the results show that the partici-
pants raised several absolutely critical issues re-
garding the proposed intervention.

Conclusions

Physical activity promotion through primary
care has great potential, but large scale implemen-
tation still faces many challenges. This study has
addressed some of them by implicating primary
care physicians and elderly patients in the evalua-
tion of a model intervention procedure and com-
munication materials. The results of the study
have confirmed the need for protocols that can be
integrated into routine practice. The concrete in-
dications on how to do this have already been
dealt with in other projects. The need to integrate
with multidimensional approaches in health pro-
motion and to find solutions for financial recom-
pensation is best taken care of by collaboration
with the primary care physicians’ professional
umbrella organizations. The collaboration of pub-
lic health professionals with both primary care
physicians and their patients demonstrated in the
present study is expected to produce more practi-
cal interventions with a higher potential for broad
dissemination — and thus a larger public health
impact.
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