
attractive to private hospital groups than to the pharmaceutical
industry, but, as in the United States, there would be scope for
mergers and alliances.

In primary care, contracting for services has hardly begun,
but it would enable more quality control than in the present
system and it would be more open to competition from alter-
native providers. Moreover, general practitioners will increas-
ingly be looking for alternative ways of financing their
premises. Already there are pharmacies in health centres
owned by general practitioners: how long before we see general
practitioners in premises owned by the private sector, and then
the private provider contracting for the services?
With government and health authorities under financial

pressure and drug companies and private providers looking for
commercial opportunities, increased cooperation is likely'
between the public and private sectors. To prevent the
pharmaceutical industry from becoming overdominant, the
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NHS itself must support its providers in their own efforts to
develop protocols, integrate care, and improve quality. It also
remains to be seen how far drug companies will want to move
from provider support to service provision and how adequate
will the safeguards be in Britain's managed care for clinical
integrity and professional freedom.
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Physical activity and health

Avoiding the short and miserable life

"Of all the causes which conspire to render the life of
man short and miserable, none have greater influence
than the want of proper exercise."'

Recent epidemiological and clinical evidence support this
observation by the 18th century Scottish physician Dr William
Buchan. Studies suggest causal associations between regular
physical activity and reduced rates of coronary heart disease,
hypertension, non-insulin dependent diabetes mellitus,
osteoporosis, colon cancer, anxiety, and depression.2 The most
persuasive proof concerns coronary heart disease. People who
are regularly active have about half the risk of those who are
sedentary."4 Unfortunately, in the United States, Britain, and
most other developed nations fewer than half of adults are
regularly active.57 An estimated third of deaths from coronary
heart disease in the United States (about 160 000 deaths per
year) are attributable to insufficient physical activity.8

In response to the accumulated research and the widespread
recognition that physical inactivity is a major public health
issue, the United States National Institutes of Health
convened a consensus development conference on physical
activity and cardiovascular health last December. After two
and a half days of scientific presentations and public
discussion, a panel of independent scientists, practising physi-
cians, and consumers reaffirmed that physical inactivity is a
major risk factor for cardiovascular disease.9 They noted that
"moderate levels of regular physical activity confer significant
health benefits" and that cardiac rehabilitation programmes
provide appreciable medical and cost benefits.
The panel recommended that all children and adults should

gradually build to 30 minutes of activity of moderate intensity
on most, preferably all, days of the week. People who are
already that active can achieve greater benefits by increasing
either the duration or intensity of activity. The panel purpose-
fully called for "physical activity" rather than "exercise"

because most people can incorporate moderate intensity
activities into their daily routine.'" The panel noted that 30
minutes can be accumulated through segments of at least 10
minutes' duration. Most adults do not need medical testing
before starting regular, moderate intensity activity such as
brisk walking or gardening, but men over 40 and women over
50 years of age with multiple cardiovascular risk factors who
contemplate a programme of vigorous activity, and people
with known cardiovascular disease, should consult a
physician.9

Routine activity patterns are determined by societal and
individual factors. The panel noted that medical care providers
have a key part to play in informing people about the
importance of physical activity, and it recommended that
materials be developed to help them. The panel also
recommended environmental and policy changes at schools,
worksites, and other community sites, such as indoor areas for
lunchtime walking; as well as a coordinated national campaign
to promote physical activity in the United States.9
The panel's recommendations concur with recent state-

ments from voluntary, federal, and academic organisations in
the United States21' and from the Department of Health in
Britain."2 However, behind these consensus statements stand
two perplexing impediments to widespread and easy
promotion of physical activity. One concerns the amount and
intensity of activity; the other concerns the difficulty of stimu-
lating a sedentary society to become more active.
The recommended dose of exercise is an accumulated 30

minutes of moderate intensity activity-such as brisk walking,
gardening, cycling, or swimming-on most, preferably all,
days of the week.29'0 The recommendation, however, may not
be specific enough for people interested in enhancing their
activity pattern. Will less than the recommended dose provide
any benefit? Will vigorous activity provide greater benefits?
These details are important to health care providers who may
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want to know specifically what to recommend, and to
members of the public, many of whom want to know how lit-
tle they can get away with while still reaping the benefits.

Studies suggest that increasing one's activity reduces the
risk of coronary heart disease even if the recommended dose is
not achieved. There is no apparent threshold, and each incre-
ment further reduces the risk.12 Among people who are already
active, vigorous activity probably adds benefit, but how much
and at what risk is uncertain. Injuries, and sudden death, may
increase more with intensity than volume."'

Developing a more active society will not be easy.
Industrialised society systematically excludes physical activity
from our daily lives. Even walking, the simplest and most
natural of all activities, can require the commitment of a
salmon swimming upstream to spawn. Many American
communities have few pavements, no cycle paths, inaccessible
stairways, inadequate public transport systems, problems with
safety on the streets, and stores, schools, and workplaces that
are many miles from homes. All of these factors make staying
at home or driving cars more attractive than walking or
bicycling.

Highly individualised messages will be necessary. Despite
their inadequate representation in the research literature, non-
white men and women of all racial and etinic groups seem to
accrue the same relative benefits from activity as white men.
However, attitudes and behaviours are significantly influenced
by sex, age, weight, marital status, socioeconomic status,
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retirement status, and other factors. Therefore, promotional
efforts will need to be specifically targeted.

In spite of these and other barriers, a more active population
is possible. The gradual decline in cigarette smoking and blood
cholesterol values in the United States indicates that
widespread behavioural change can be achieved. In addition,
researchers are learning more about what makes individuals
decide to be more active"4 and are refining guidelines to help
practitioners shape and target their counselling." Finally, peo-
ple are more likely to stick with an activity they enjoy,'6 and
activities of moderate and vigorous intensity offer a wider
range of enjoyable options than vigorous activity alone. As a
result, an active life will be less miserable not only because it is
healthier but because the activities are fun.
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Aprimy care market?

May bring benefits but needs thorough evaluation

It is a fact universally acknowledged that primary care is one of
the great strengths of the British health care system. The NHS
reforms initiated by Margaret Thatcher in 1989 have shifted
the balance of power towards primary care and resulted in
more services being provided by general practitioners and col-
leagues in primary care. This in turn has led to the emergence
of new kinds of primary care organisation. These include
fundholding practices, multifunds, total purchasing projects,
commissioning groups, and out of hours cooperatives. The
formation of these organisations is beginning to break down
professional isolation among general practitiorfers and is creat-
ing opportunities for greater collaboration. Paradoxically, it is
also opening up the prospect of increased competition
between primary care providers.
Ofparticular importance in this context is the establishment

of unified health authorities in England and Wales in April
1996 and the responsibility given to these health authorities to
promote the government's policy of a primary care led NHS.
There is already evidence that those heading the new authori-
ties are keen to move beyond the traditional model of general

practitioners working through partnerships to deliver a stand-
ard range of general medical services. For example, some
authorities have negotiated agreements with practices to offer
a wider range of services and have diverted money from hospi-
tal and community health services budgets for this purpose.'
At the same time, other authorities have encouraged the set-

ting up of total purchasing pilots in which fundholders take
responsibility for buying the full range of services for patients.
In the case of the Bromsgrove total purchasing project, for
example, this includes establishing a "hospital at home"
scheme, increasing the use of a general practitioner ward at a
community hospital, and contracting for the use of nursing
home beds instead of using acute hospitals to provide respite
care for patients (C Heath, personal communication).
NHS trusts are also promoting innovations in primary care.

The City Health NHS Trust in Newcastle is employing
general practitioners to provide general medical services on a
salaried basis and is managing their practice staff. Elsewhere,
many community trusts are working closely with general prac-
titioners to integrate more effectively the work of primary care
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