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ntroduction

he American College of Preventive Medicine
(ACPM or the College) is dedicated to provid-
ing position statements on issues for which one

r more entities has previously conducted an evidence
eview and developed guidelines or recommendations.
his position statement addresses the role of the pri-
ary care provider in counseling healthy adult patients

n the benefits of regular physical activity for the
urpose of primary disease prevention and health
romotion. The term “physical activity,” as used within
his statement, is defined as both exertion during
outine daily activities and exercise for the sake of
nhancing fitness. Although a significant amount of
esearch has been conducted on this issue, the impli-
ations for clinical practice remain uncertain. The
ollege, through expert opinion, puts forth this state-
ent to lend guidance and clarity to current practice in

ight of the available data. It will be updated periodi-
ally as new scientific evidence accrues.

In 2002, the U.S. Preventive Services Task Force
USPSTF) determined that there is insufficient evi-
ence to recommend for or against behavioral coun-
eling to promote physical activity in the primary care
etting.1 This differs from the 1996 USPSTF recommen-
ation that clinicians should counsel patients to incor-
orate regular physical activity into their daily routine.2

his recommendation change was based on a new
eview of the evidence and a new USPSTF methodology
hat changed the standards for evidence on the effec-
iveness of behavior change.

Whereas the USPSTF provides a review of the evidence,
rofessional organizations are encouraged to formulate
heir own recommendations independently.3,4 The Amer-
can Academy of Family Physicians, the American Acad-

rom the University of California–San Diego, Department of Family
nd Preventive Medicine (Jacobson, Strohecker), San Diego, Califor-
ia; Department of Family and Preventive Medicine (Compton), and
epartment of Psychiatry and Behavioral Sciences (Compton),
mory University School of Medicine, Atlanta, Georgia, and Preven-

ion Research Center (Katz), Yale University School of Medicine, New
aven, Connecticut
Address correspondence and reprint requests to: Mike Barry,
merican College of Preventive Medicine, 1307 New York Avenue,
W, Suite 200, Washington DC 20005. E-mail: mab@acpm.org.
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my of Pediatrics, the American College of Obstetrics and
ynecology, the American College of Sports Medicine,

nd the American Heart Association have addressed phys-
cal activity counseling of some type in the primary care
etting.5–10 The U.S. Department of Health and Human
ervices also encourages physical activity counseling
ithin its Healthy People 2010 objectives.11

The American College of Preventive Medicine is in
greement with these organizations and believes that
espite varying research results to date, several factors
ave emerged that speak to the importance of devel-
ping recommendations for physical activity counsel-

ng in the primary care setting. The College believes
hat an emphasis on counseling healthy adults for the
urpose of primary disease prevention is vital for at

east three reasons.

. Trends in the obesity epidemic show an urgent need
to address weight maintenance in normal weight
and overweight adults. The significance of the obe-
sity epidemic may require the promotion of physical
activity by any expedient means available.

. The health benefits of regular physical activity ex-
tend beyond weight loss and weight control. Prior
research shows that body mass index and level of
physical activity are independent predictors of all-
cause mortality.12 In addition, being obese and
physically fit is better in terms of overall health than
being obese and unfit—with the best health status
occurring in normal weight, fit individuals.12–17

. Certain behavioral interventions have been shown to
be effective in the primary care setting. Interven-
tions using the stages of change approach and the
5A’s (assess, advise, agree, assist, arrange) have been
successful in other areas such as tobacco cessation,
and could be applied to physical activity interven-
tions.18,19 However, a more recent review of lifestyle
interventions in primary care suggests that a modi-
fied approach may be necessary for successful stages
of change based physical activity interventions.20

Other interventions such as writing exercise pre-
scriptions, establishing office support systems, and
improving patient follow-up procedures have been
shown to positively affect counseling and preventive

services.18,21–26
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In addition, the 2002 National Ambulatory Medical
are Survey shows 316 physician office visits per 100
ersons (age adjusted) with 45% to 50% occurring in
he primary care specialties.27 Thus, the impact of using
ffective physical activity counseling interventions in
his setting has enormous potential for population-level
ehavior change.
In light of these factors, the American College of

reventive Medicine puts forth its official position
tatement.

ackground

vidence supporting the health benefits of regular
hysical activity for people of all ages, both male and
emale, continues to accrue. These benefits include an
verall decreased risk of hypertension, diabetes, cardio-
ascular disease, colon cancer, breast cancer, osteopo-
osis, and premature mortality, as well as an improve-
ent in mental health, weight loss or maintenance,

unctional capacity, fitness, and quality of life.10,28–30

Based on these findings, numerous governmental
nd professional organizations have put forth recom-
endations to guide individuals, communities, and

ealthcare professionals on the frequency, intensity,
nd duration of physical activity required for optimiz-
ng good health and the strategies necessary to attain
hese goals.1,5–11,31–33 The most recent and consistent
ecommendations encourage �30 minutes of moderate-
ntensity activity, 5 days per week or �20 minutes of
igorous activity 3 days per week.9,28,33

These recommendations suggest a minimum weekly
ose of physical activity, especially for sedentary indi-
iduals. Additional health benefits are likely when a
reater amount of physical activity is performed each
eek.34,35 Moderate-intensity activities include options

uch as a 30-minute brisk walk, 30 minutes of lawn
owing or raking leaves, a 15-minute run, and 45
inutes of playing volleyball. Vigorous-intensity activi-

ies include similar activities performed for longer
eriods of time or at a faster pace. Nonetheless, accord-

ng to the National Center for Health Statistics, only
2% of adults and 65% of adolescents engaged in the
ecommended amount of physical activity in 2001.36

The effectiveness of physical activity in the preven-
ion of chronic diseases is well known; however, the
ong-term effectiveness of counseling and educational
fforts to promote regular physical activity in the gen-
ral population is less clear. Studies of physical activity
ounseling in the primary care setting have suffered
rom major methodologic issues such as lack of ran-
omization, poor follow-up rates, variable definitions of
active” and “sedentary,” inconsistent primary out-
omes, limited subgroup analysis, and minimal long-
erm assessment.3,37–39 A subset of higher-quality stud-
es has shown mixed results in short-term and long-

erm effectiveness, and has identified several patient, u
rovider, and organizational barriers to successful
nterventions.21–25,40–45

Given the multiplicity of factors that can influence
ehavioral change such as the important broader issues
f environmental and policy changes that we are un-
ble to address in this statement, and the unique
haracteristics of behavioral counseling interventions,
hallenges remain in developing a successful standard-
zed approach to physical activity counseling.18 In the

eantime, primary care clinicians should reinforce the
mportance of regular physical activity with their pa-
ients using the evidence-based techniques described
elow.
Studies have shown that primary care providers are

nterested and able to give tailored physical activity
dvice and write exercise prescriptions.22,23,25,46 How-
ver, only 10% of medical school graduates could
esign an exercise treatment,47 approximately 34% to
0% of adult patients remember receiving exercise
ounseling,48,49 and physicians miss many opportuni-
ies for physical activity counseling.49 In 2001, only
.2% of total outpatient visits included counseling or
ducation related to exercise.27

Patients expect preventive health information from
heir primary care providers and clinician advice can be

strong external cue for health-promoting action.18

atient characteristics associated with physician exer-
ise counseling are female gender, age �30 years,
igher educational level, income �$50,000, cardiac
isease history, being overweight but not obese, and
aving a higher baseline physical activity level.49 Factors

hat predict a positive change in physical activity in
edentary adults are increased educational level,
reater self-efficacy, and presence of a social support
etwork.50

ationale

esearch has documented that moderate and vigorous
hysical activity provide similar health benefits.30,33

ossible exceptions include an effect on serum lipids
nd the development of coronary heart disease, where
he evidence indicates that higher-intensity physical
ctivity is more beneficial.34,35 A more expansive view of
hysical activity allows tailored advice based on individ-
al preferences, baseline coordination and skills, and
ender and cultural differences. It also assists patients
n developing realistic goals and expectations for an
ncremental increase in physical activity. Walking, a

oderate-intensity activity, remains the most common
orm of adult physical activity in the United States.28,51

esearch has also shown risks associated with physical
ctivity including up to a 30% annual rate of musculo-
keletal injuries in healthy sedentary adults who initiate
egular exercise and, rarely, myocardial infarction or
udden death.21 Thus, it is important to gradually build

p to a desired level of physical activity and to rule out

Am J Prev Med 2005;29(2) 159
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nderlying cardiovascular disease before beginning a
hysical activity program.
Recent reviews have identified several important

actors encountered during primary care–based physi-
al activity interventions, including quality and content
f provider training; appropriate assessment of the

ndividual patient; length of the counseling session and
rovider time limitations; content of the counseling
ession including the number of risk behaviors dis-
ussed, use of a behavioral change model approach,
ethod of advice delivery, and inclusion of a follow-up

lan; tailoring advice to certain subgroups based on
ociodemographic variables or readiness for change;
ecommended frequency, duration, and intensity of
hysical activity; and cost-effectiveness and reimburse-
ent for preventive services.18,26,38,39,52,53

The most successful interventions focused on physi-
al activity only (rather than attempting to change
ultiple behaviors in parallel); used a variety of health-

are team members to deliver aspects of the counseling;
ncluded a tailored stage of change written exercise
rescription; provided physicians with interactive train-

ng sessions; and used an office support system with
linical practice guidelines, provider reminders, and
atient follow-up through a variety of communication
hannels. It is important to note that a level can be
eached where more detailed interventions with exten-
ive follow-up, and the associated increase in costs, do
ot necessarily provide better outcomes.21

tatement

fter reviewing the potential benefits, risks, and trade-
ffs related to this issue, the American College of
reventive Medicine takes the position that primary
are providers should incorporate physical activity
ounseling into routine patient visits. Effective inter-
entions can be as brief as 2 to 4 minutes; however,
onger sessions may be used depending on practice
haracteristics and patient needs. ACPM encourages
rofessional organizations to offer training in counsel-

ng techniques for their members. The following are
uggestions, based on the current literature, to en-
ance the effectiveness of such counseling.
Providers should obtain training in behavioral coun-

eling techniques that emphasize collaboration be-
ween patient and provider such as shared decision

aking,54 assessment of patient readiness to change,
riting a tailored exercise prescription,22 and use of a
ariety of healthcare team members for follow-up coun-
eling and encouragement. Provider training sessions
ay range from 15-minute individual training sessions

o 2-hour workshops.26 The 5A’s approach is effective,
nd can easily be applied to physical activity counseling
n the primary care setting.18 Targeting one behavior
hange at a time is ideal, especially if there are time

imitations. However, the Patient-centered Assessment J

60 American Journal of Preventive Medicine, Volume 29, Num
nd Counseling on Exercise plus nutrition (PACE�)
rogram successfully changed one physical activity and
ne nutrition behavior per patient.55,56 Follow-up coun-
eling and encouragement using a variety of communi-
ation channels, such as telephone, general or tailored
ailings, computer and video programs, and self-help

uides are effective in the short term and possibly in the
ong term. Developing an office support system with
hysical activity counseling guidelines and provider
eminders will allow for smoother implementation.

For more details on how to implement a coordinated
hysical activity counseling program, see the resources

isted in the references.57–59

ACPM acknowledges the controversy in asking pri-
ary care providers to incorporate behavioral interven-

ions into their practice. However, the combination of
wo key behaviors—physical activity and poor diet—

ay be poised to become the leading causes of prema-
ure death in the United States,60 and it is imperative
hat clinicians address these issues. The most important

essage in this position statement is that a few basic
trategies such as providing brief provider training,
reating an office support system, writing tailored ex-
rcise prescriptions, and using a variety of healthcare
eam members can establish an effective approach to
ncreasing physical activity for healthy adult patients in
he primary care setting.

ACPM recognizes other important related issues in-
luding the need for improved medical and postgrad-
ate education on primary prevention and counseling
rograms; the need for additional standardized assess-
ent tools and easy-to-implement counseling pro-

rams; the complex interaction of dietary habits, phys-
cal activity level, and health outcomes; the important
olicy and environmental issues that impact the uptake
nd maintenance of regular physical activity in chil-
ren, adolescents, and adults; and the need for more
esearch, especially addressing the long-term effective-
ess and cost-effectiveness of physical activity counsel-

ng in the primary care setting. Given the increasing
mportance of counseling as means to successful behav-
or modification for chronic disease risk factors, ACPM
ecommends that physical activity counseling be cov-
red as an insurance benefit.
Addressing these additional issues will not only en-

ance the effectiveness of one-on-one physical activity
ounseling performed in the primary care setting. It
ill also provide a more complete socioecologic ap-
roach, emphasizing the interaction of social, environ-
ental, and individual determinants of health in estab-

ishing regular physical activity for the purpose of
isease prevention and health promotion in healthy
dults.

he views expressed in this position statement are those of
he American College of Preventive Medicine. Dawn Marie

acobson, MD, Lorrie Strohecker, MD, and Michael Comp-

ber 2
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on, MD, MPH, wrote this statement on behalf of the College.
embers of ACPM’s Prevention Practice Committee pro-

ided guidance on the development of the statement. Those
embers include David Katz, MD, MPH, FACPM (chair),

elix Aguilar, MD, MPH, Rebecca Ferrini, MD, MPH, FACPM,
teven Jonas, MD, MPH, FACPM, Perrianne Lurie, MD, MPH,
ACPM, Robert Rhodes, MD, MPH, FACPM, Clyde
chechter, MD, MA, FACPM, Joseph Schwerha, MD, MPH,
ACPM, Kevin Sherin, MD, MPH, CPE, FACPM, Steven
eutsch, MD, MPH, FACPM, Eileen Yamada, MD, MPH, and

ennifer Bretsch, MS (staff).
These views do not reflect the position of the American

ournal of Preventive Medicine. This position statement was
dopted by ACPM’s Board of Regents on August 19, 2004,
nd is in effect through August 19, 2006.

No financial conflict of interest was reported by the authors
f this paper.
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