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port and Exercise Medicine (SEM) has
ad a good run. For a while it was the
low-cost magic bullet. With efficacy
Hemonstrated in study after study, the con-

lusion was clear: ‘Exercise is Medicine’, a
otential public health panacea.

Sadly, the early promise waned. While
Jve continue to be bombarded by original
fesearch and reviews extoling the efficacy
f exercise, there is an apparent dearth of

idence of its effectiveness. This fact is
highlighted in 2014 reports from the UK
overnment' and Public Health England.”
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Peath by effectiveness: exercise as
medicine caught in the efficacy trap!

Chris Beedie, 2 Steven Mann,? Alfonso Jimenez,>* Lynne Kennedy,>*
Andrew M Lane,” Sarah Domone,? Stephen Wilson,? Greg Whyte?®

It is often argued that the major chal-
lenge to the effectiveness of exercise is
adherence. Adherence to exercise, vari-
ously reported at between 40% and SO%j
is
However, while there is general confi-
dence that licensed drugs are effective
when taken, reports cited above' 2 suggest
that this confidence does not currently
extend to exercise.

Confidence in drugs results from their

interventions and therefore constitutes
phase IV research. However, all too often
resultant data relate largely or exclusively to
exercise behaviour, providing evidence of
behavioural or impl . .

but little evidence of clinical or treatment
effectiveness.” In all exercise interventions,
exercise behaviour is the throughput, with
health status the output. Outputs are more
important to stakeholders.

Furthermore, a recent review® identified
that many studies examining the treatment
effectiveness of exercise in the real world
adopt laboratory style methods and con-
trols that would be impractical and uneco-
nomic in real-world interventions. Data
resulting from such studies merely add to
the efficacy data set.

We argue that despite metaphorically
drowning in evidence of efficacy and

efficacy and effecti in

clinical trials. Efficacy, demonstrated in
phases I-1II of a trial, refers to “the extent
to which a drug has the ability to bring
about its intended effect under ideal cir-
s : d d

in phase IV studies, refers to “the extent to
which a drug achieves its intended effect in
the usual clinical setting”.’ Effectiveness
is what matters to commissioners and
patients.

ef SEM is yet
to provide sufficient evidence of treatment
effectiveness. Furthermore, while it is a
mistake to confuse efficacy with effective-
ness,” in lobbying for exercise as a public
health tool, we often do just that.

On the basis of the above we believe
that SEM risks being side-lined in public
health. If we are to provide critical life
support to SEM—and arguably to belea-
guered health services—that lifeline is the

The i for i (ie,
phase IV) studies is well recognised.® A sub-
stantial volume of social science research
has  examined real-world  exercise

ducti of high-quality phase IV/
effectiveness research.

A phase IV methodology applicable to a

wide range of exercise interventions is the
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Run for your life: tweaking the weekly
physical activity volume for longevity

Johannes Burtscher,' Martin Burtscher

What's the bttom line? s 700 min/
week the magic number?

WHAT HAPPENS T0 THE RISK
DECREASE OF MORTALITY IN
INDIVIDUALS WITHOUT MAIOR PRE
EXISTING DISEASES IF YOU REPLACE
SITTING TIME WITH EXERCISE OR
NON-EXERCISE PA (EVERYDAY LIVING
ACTIVITIES)
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Weekly available
time for health
improvement

Waking time Sleep ™ Treatment M Treatment

Physical Activity is Multidimensional

2 There are multiple dimensions of
physical activity for harnessing the
protective properties that are
independently important to health.

VIGOROUS BOUTS

J Personalised profiling essential for an
accurate assessment of an individual’s
physical activity enabling bespoke
strategies for successful behaviour
change.

CALORIE BURN

& Emphasis on sport and exercise

- fails to engage those most at risk and

- limits access for those with chronic disease

Supporting people to take control

NHS - LTCs & Rehab self care option

Much needed alternative to current
exercise-based practices.

0 Uptake of current care is poor / barriers
many

2 COVID-19 reframe

4 Appetite to self-manage is not limited by
age

2 Mentoring enables people to look after
themselves, keep healthy at home, and
thrive by being their own experts

Age Ranges:

Proven effectiveness
with an ageing

3040 —7.4% population

18-30 NN 3.4%

40-50 G 14.0%

50-60 20.7%
60-70 27.3%
70-80 23.0%

80-90 NN 4.3%

Clinically Proven No Clinics or Gyms

User 1080: Physical Activity Over Time - Lymphoedema
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User 1054: Physical Activity Over Time — Surgical Pathway
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User 1074: Physical Activity Over Time — Type 2 Diabetes
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User 593: Physical Activity Over Time - Type 2 Diabetes & Knee Replacement
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