TAILORING COUNSELING ON

AMERICAN WOMEN

Physician counseling is one potential ave-
nue to decrease levels of inactivity among Af-
rican-American (AA) women and, possibly, to
decrease the prevalence of adverse health out-
comes, which can be reduced through regular
participation in physical activity. Physical in-
activity has been associated with increased
morbidity and mortality, as well as risk for var-
ious health outcomes, including cardiovascular
disease, stroke, diabetes, and some forms of
cancer. The problem of inactivity applies to all
US adults, but national data consistently show
that levels are highest among AA women. The
first section of this brief review provides back-
ground information related to the prevalence
of physical activity, current physical activity
recommendations for various outcomes, and
the healthcare provider’s role in increasing
physical activity. The second section suggests
practical approaches for physicians who wish
to counsel AA women about increasing phys-
ical activity. Many of the approaches are also
applicable to AA men and to the general pop-
ulation. (Ethn Dis. 2002;12[suppl3]:S3-62-S3-
71)
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INTRODUCTION

The high prevalence of morbidity
and mortality from diseases that can be
reduced with physical activity, and the
high prevalence of physical inactivity
among African-American women, indi-
cate a significant need for successful
strategies to eliminate physical inactivity
among this group. One potential ap-
proach is to increase efforts within the
healthcare community to counsel Afri-
can-American women about the benefits
of, and ways to, increase physical activ-
ity. Despite evidence indicating that
physical activity counseling can be ef-
fective, many physicians do not regular-
ly counsel their patients about increas-
ing physical activity.! Barriers to physi-
cal activity counseling among physicians
include: insufficient time; lack of
knowledge about the current physical
activity recommendations; lack of coun-
seling skills or materials; and lack of
confidence regarding the effectiveness of
counseling.? This brief review emphasiz-
es the healthcare provider’s role in phys-
ical activity counseling, summarizes the
current recommendations for physical
activity, discusses common barriers to
regular participation in physical activity
among African Americans, and suggests
strategies that may be effective for activ-
ity counseling among African-American
women.

BACKGROUND: PHYSICAL
ACTIVITY AND HEALTH

The benefits of physical activity to
improve health and control conditions,
such as heart disease, stroke, diabetes,
hypertension, and some forms of cancer,
have been well documented.’ In 1995,
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physical inactivity (defined as the lack
of participation in leisure time physical
activity) was estimated as being respon-
sible for approximately $24 billion in
healthcare expenditures and, obesity
(body mass index [BMI] =30 kg/m?)
was estimated as being responsible for
approximately $70 billion in healthcare
expenditures (independent of the costs
for physical inactivity).® African-Ameri-
can women are at excess risk for dis-
ability and death, which results from
many of the health outcomes that can
be ameliorated with physical activity.
For example, in the NHANES I Epi-
demiologic Follow up Study (NHEEFS),
the age-adjusted relative risk for devel-
oping coronary heart disease (CHD)
among African-American women, ages
25-54 years, was 1.8 times that in
White women (relative risk [RR] 1.76).”
African-American women, ages 45-59
years, have death rates from heart failure
that are approximately 3.7-4.3 times
those of White women and are also
higher than those found in White men.®
The age-adjusted RR of developing hy-
pertension over a 10-year period was
2.33 in African-American compared to
White women in NHEFS, and this dis-
parity was greater among African-Amer-
ican women less than 35 years of age.’
The years of potential life lost to dia-
betes before age 75 (a metric that takes
into account both the number of deaths
and the age at death) is 3 times higher
in Black than White women (314 vs
104 per 100,000).1°

The high prevalence of obesity,
which is also associated with many of
the health conditions that are related to
physical inactivity, is well recognized
and continues to increase in African-
American women.!" Physical inactivity
and obesity are directly related: low dis-



cretionary activity levels contribute to
the development of obesity. For exam-
ple, among a cohort of 64,000 African-
American women who completed a
mailed survey as a part of the Black
Women’s Health Study, low levels of
physical activity were significantly asso-
ciated with obesity, independent of oth-
er potentially confounding variables,
such as age, education, marital status,
and number of children.'? In a study of
209 African-American women and 277
Caucasian women, past sports partici-
pation was significantly associated with
current low BMI levels, even after con-
trolling for potentially confounding var-
iables, such as age, high school weight
status, dietary restraint, and age at first
menstrual period.'? Finally, a cross-sec-
tional study of 1,040 Black women in
South Africa found a significant inverse
association between BMI and physical
activity levels.' Longitudinal data has
also shown that low levels of physical
activity are associated with increased risk
for weight gain. Data for Black and
White men and women enrolled in the
Coronary Artery Risk Development in
Young Adults (CARDIA) Study showed
an inverse association between physical
activity change and weight change over
a 10-year follow-up period."> Similarly,
a prospective study to evaluate an inter-
vention designed to reduce the risk of
weight gain showed that those who lost
weight were more likely to have in-
creased high-intensity (men and wom-
en) or moderate-intensity physical activ-
ity levels (women only) over a 3-year pe-
riod.'® Thus, physical inactivity contrib-
utes to the development of chronic
diseases in African-American women,
both directly and through its effect in
promoting obesity.

In spite of the evidence that the risk
for health outcomes associated with
physical inactivity can be reduced with
increased activity levels, the prevalence
of physical inactivity remains high. In
national surveillance data nearly two-
thirds of US adults are irregularly active
or sedentary and African Americans,
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particularly women, report the highest
levels of physical inactivity compared
with other groups.®” In the 1992 Be-
havioral Risk Factor Surveillance System
(BRESS), African-American women re-
ported sedentary behavior (no partici-
pation in leisure-time physical activity)
more often than did White women
(42.7% vs 28.2%, respectively).® In a
telephone survey, which included 745
African-American women over 40 years
of age, 57% of African-American wom-
en, compared to 47% of White women,
were classified as inactive.'® Among Af-
rican-American women enrolled in the
Black Women’s Health Study, described
previously, 57% of African-American
women reported walking for exercise
less than one hour per week, 18% re-
ported less than one hour per week of
moderate activity, and 61% reported less
than one hour per week of strenuous
activity.”” In addition, 19% reported no
walking for exercise during the week,
2% reported no moderate activity dur-
ing the week, and 34% reported no
strenuous weekly activity.

THE HEALTHCARE
PROVIDER’S ROLE IN
PHYSICAL ACTIVITY
PROMOTION

Healthcare providers have the op-
portunity to play a significant role in
encouraging increased physical activity
among adults. In 1999, 756,700,000
annual office visits were made to phy-
sicians, an average of 2.8 visits per per-
son annually.?® Thus, on average,
healthcare providers, including physi-
cians, physician’s assistants, nurses, and
nurse practitioners, may have nearly 3
occasions per year to counsel a given in-
dividual about increasing physical activ-
ity. The role of the healthcare provider
in encouraging physical activity among
US adults is so important that it was
targeted as one of the Healthy People
2000 goals to improve the health of
Americans.?! Specifically, the goal was
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for at least 50% of all primary care pro-
viders to routinely assess and appropri-
ately counsel their patients on physical
activity. This would include accurate
and appropriate counseling about the
frequency, intensity, duration, and types
of physical activities tailored to the spe-
cific needs of the patient. Appropriate
counseling also includes helping indi-
viduals learn to solve problems present-
ed by barriers that prevent regular par-
ticipation in physical activity. Increasing
the proportion of persons who are ap-
propriately counseled about health be-
haviors by healthcare providers has also
been named as one of the major objec-
tives for Healthy People 2010.22

Data from the Centers for Disease
Control and Prevention’s (CDC) Na-
tional Ambulatory Medical Care Survey
indicate that, in 1995, only 19.1% of
29,273 routine office visits among in-
dividuals 20 years of age and older in-
cluded counseling about physical activ-
ity from physicians, and that African
Americans and women were less likely
to be counseled than other groups.?®
However, among adults over 50 years of
age in the 1998 National Health Inter-
view Survey, 52% (IN=6,154) reported
being asked about physical activity or
exercise by their physicians during rou-
tine checkups.? Those who were asked
by their physicians about physical activ-
ity or exercise were 1.7 times more likely
to engage in recommended amounts of
physical activity than those who were
not asked about physical activity (95%
CI=1.5-2.0), suggesting that physician
behavior has an important influence.

Studies of this issue have found that
counseling by healthcare providers is in-
deed effective in increasing physical ac-
tivity participation, particularly among
previously sedentary individuals. The
Provider-Based Assessment and Coun-
seling for Exercise (PACE) study, de-
signed to promote the adoption and
maintenance of physical activity
through a 3- to 5-minute structured
counseling session from physicians, is
one example.?> Patients who received
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physician counseling increased their
walking by an average of 37 minutes per
week, while patients who did not receive
physician counseling increased their
walking by only 7 minutes per week, on
average.

Properly designed written informa-
tion may enhance the effects of physi-
cian counseling. A study of Australian
family physicians tested the effectiveness
of 2 to 3 minutes of verbal advice about
exercise to sedentary patients. The ad-
vice was combined with either a stan-
dard or a tailored pamphlet about ex-
ercise, mailed to the patient’s home ad-
dress.?® Significantly more patients who
received the tailored pamphlet reported
doing some activity at one and 6
months after the physician consultation,
as compared to the participants who re-
ceived the standard pamphlet. In anoth-
er study, the effectiveness of a written
exercise prescription, compared with
verbal advice from general practitioners
in New Zealand, was demonstrated by
a significant increase in recreational
physical activity over a 6-week period
among sedentary patients who received
the exercise prescription. Those who re-
ceived a written prescription increased
activity levels significantly more than
those who received the advice only ver-
bally.?”

CURRENT PHYSICAL
ACTIVITY
RECOMMENDATIONS

Although often used interchange-
ably, the formal definitions for exercise
and physical activity differ. Exercise is
“planned, structured, and repetitive
bodily movement done to improve or
maintain one or more components of
physical fitness,” whereas physical activ-
ity is defined as “any bodily movement
produced by skeletal muscles that results
in energy expenditure.”? Thus, physical
activity is a broader, more inclusive term
and includes all types of movement,
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whether or not undertaken specifically
for health reasons. The term “physical
activity” will be used to denote all types
of movement and activity throughout
the remainder of this text.

Though the development of easy-to-
understand physical activity guidelines
for maximum health benefits is an on-
going challenge, evidence does support
the fact that physical inactivity is harm-
ful to health and that increases in phys-
ical activity should be recommended,
both as a form of treatment for obesity
and other health outcomes that are as-
sociated with physical inactivity and as
a form of preventive health care. Many
recommendations exist regarding the
appropriate amount of activity necessary
to achieve health benefits, and these rec-
ommendations are specific to the de-
sired outcome (eg, cardiorespiratory fit-
ness, general health, weight loss) (Table
1).

As shown in Table 1, recommenda-
tions are for moderate- or vigorous-in-
tensity activity, and are generally stated
in the form of a percentage of the max-
imal oxygen uptake. These terms may
be difficult for most patients to under-
stand; thus easier, more understandable
definitions of moderate- and vigorous-
intensity activity are necessary. Moder-
ate-intensity activity can be described as
activities that increase the heart rate and
breathing faster than when at rest, but
not “all out.” Moderate-intensity activ-
ity can be performed for several hours
if the individual is fairly fit. Examples
of moderate-intensity activity include
dancing, brisk walking, riding a bicycle,
vacuuming or mopping, and lawn or
garden work. Vigorous-intensity activity
can be described as activities that can
increase the heart rate and breathing
well above resting levels. Individuals
cannot perform these activities for long
periods of time unless they are very
physically fic. Examples of vigorous-in-
tensity activities include running or jog-
ging, high impact aerobics, competitive
sports, and rigorous hiking or mountain
climbing,.
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BARRIERS TO PHYSICAL
ACTIVITY

There is a relatively rich literature
base on factors that influence physical
activity levels among African-American
women. While these barriers are not
limited to African-American women,
they are mentioned frequently in studies
of African-American women. In addi-
tion, African-American women may
have fewer options for overcoming bar-
riers without counseling, particularly for
those in poor socioeconomic areas or
those who have extenuating life circum-
stances. Potential barriers include: a lack
of social support or positive community
norms and role models for increased
physical activity; lack of access to safe
and affordable means to be physically
active; multiple role obligations, includ-
ing caregiving responsibilities; a higher
priority on caregiving than on self-care;
busy schedules and limited time for dis-
cretionary physical activity; relatively
low priority on self-care; lack (or per-
ceived lack) of energy; attitudes that
predispose to resting rather than being
physically active as a way of restoring
health balance; a significant number of
life events and other sources of stress;
health problems such as knee pain, foot
problems, or extreme obesity that di-
rectly increase difficulty and lower self-
efficacy for exercise; role expectations or
identities (eg, being a grandmother) that
may be perceived as making certain
types of activities socially inappropriate;
limited understanding of, or belief in,
the positive benefits (short term or long
term) of increasing physical activity, and
some negative perceptions of the effects
of exercising (eg, raises blood pressure;
makes one sweaty, and potentially re-
quires the use of public showers; ruins
hair; is boring).!82-%

SUGGESTED APPROACHES
FOR PHYSICAL ACTIVITY
COUNSELING

Perhaps the most effective counsel-
ing approach to increasing physical ac-
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Table 1. Current physical activity recommendations as stated for various health-related outcomes in adults

Recommendation

Outcome

Frequency

Duration

Intensity

Cardiorespiratory fitness*®
Overall health*
General health? Daily

Weight loss*

3-5 days/week

=5 days/week

=5 days/week

activity

20-60 min/session, continuous

=30 min/day, continuous or accumu-

Vigorous*

Moderatet

lated in 3 or 4 8-10 minute bouts

Not specified

40-60 min/day, continuous or accu-
mulated in 20-30 minute bouts

150 kilocalories/day or 1,000 kilocal-
ories/week over sedentary levels
Moderate-vigorous

* Moderate-intensity activity can be described as activities that increase the heart rate and breathing faster than when at rest, but not “all out.” Moderate-intensity activity
can be performed for several hours if the individual is fairly fit. Examples of moderate-intensity activity include dancing, brisk walking, riding a bicycle, vacuuming or mopping,

and lawn or garden work.

t Vigorous-intensity activity can be described as activities that can increase the heart rate and breathing well-above resting levels. Individuals cannot perform these activities
for long periods of time unless they are very physically fit. Examples of vigorous-intensity activities include running or jogging, high impact aerobics, competitive sports, and

rigorous hiking or mountain climbing.

tivity among African-American women
is to provide assistance with learning to
negotiate common barriers and incor-
porate physical activity into the daily
routine. As mentioned above, these bar-
riers are not limited to African-Ameri-
can women, and the approaches to ne-
gotiating barriers may extend to addi-
tional ethnic minority groups, or even
to men. Yet, because these barriers are
commonly identified in literature relat-
ed to physical activity levels among Af-
rican-American women, it may be ap-
propriate to mention and address the
barriers during counseling. Table 2 pro-
vides a list of suggested approaches that
may be effective in assisting individuals
to overcome these common barriers.

Each approach is explained below.

Recommend Activities Based
on the Patient’s Stage of
Change

One of the most important aspects
of effective behavior change is to target
counseling strategies based on the pa-
tient’s stage of change. The Transtheo-
retical Model of behavior change is the
model most commonly used in physical
activity research.’® The stages of change
described in the Transtheoretical Model
relate to the various stages through
which patients progress while attempt-
ing to make a behavior change. The 5
stages of change are precontemplation,

contemplation, preparation, action, and
maintenance (Table 3). Stage of change
can be assessed quickly and easily in the
office setting simply by inquiring about
current physical activity participation
habits and classifying the individual
based on the response. Those who in-
dicate that they are not currently engag-
ing in regular physical activity and have
no plans to begin a regular physical ac-
tivity program would be classified as
“precontemplators.” Those who are not
currently engaging in a regular physical
activity program but have started to
think about engaging in regular activity
would be classified as “contemplators.”
Those who have started to think about
engaging in regular activity and have
taken some steps to begin a program
(eg, purchased walking shoes, joined a
gym, located nearby walking areas) are
considered to be in the preparation
stage. Those individuals who are cur-

rently engaged in a regular physical ac-
tivity program, but have participated in
the program for less than 6 months are
considered to be in the action stage.
Those who have been involved in a reg-
ular physical activity program and have
participated in the program for =6
months are in the maintenance stage.
The individual’s stage of change
should always be taken into account
when counseling about physical activity
because it indicates her level of readiness
to change behavior, and counseling ap-
proaches should be matched to readi-
ness. An individual who is in precon-
templation requires a counseling mes-
sage that is different from one given to
a patient who is in the action or main-
tenance stage of change. For example,
the precontemplator might respond best
to messages related to: the benefits of
physical activity; the types of physical
activity that achieve specific health ben-

Table 2. Tailored approaches to physical activity counseling

Give credit for current activities.

Promote increases in routine daily activity.

Incorporate family into activity suggestions.
Encourage gradual changes in activity levels.

Cater to personal physical activity preferences.

Recommend activities based on the patient’s stage of change.
Educate about patient-specific benefits of physical activity.
Determine activity recommendation based on desired outcome(s).

Make suggestions that are feasible based on patient’s life style.
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Table 3. Transtheoretical model stages of change

Description

Counseling Strategy

Precontemplation

Contemplation

Preparation

Action

Maintenance

Has no intention to take action within the next 6 months.

Intends to take action within the next 6 months.

Intends to take action within the next 30 days and has taken
some behavioral steps in this direction.

Has changed overt behavior for less than 6 months.

Has changed overt behavior for more than 6 months.

Discuss the types of activity that patient might engage in and

the outcomes that the patient and physician wish to
achieve through participation in physical activity.

Discuss the types of activity that patient might engage in and

the outcomes that the patient and physician wish to
achieve through participation in physical activity.

Continue to discuss types of activity, along with the recom-
mended amount of activity, that patient will engage in.

Discuss current activity level and ways to increase the lev-
el to obtain the recommended amount of activity.

Encourage the patient to continue participating in regular

physical activity. Assess goal attainment and discuss barri-
ers to activity as well as successes.

Encourage patient to continue positive behavior.

efits; the recommended amount of
physical activity in order to encourage
engaging in a regular physical activity
program. Individuals in action or main-
tenance, on the other hand, may only
need to be encouraged to continue with
their regular physical activity program
and to continue to increase the intensity
and duration of their activities. In ad-
dition, several visits may be required to
move an individual from the precon-
templation stage to a stage where she is
ready to begin a regular physical activity
program (eg, action). Table 3 also in-
cludes suggested counseling strategies
for each stage of change.

Educate About Patient-Specific
Benefits of Physical Activity
Nies et al,’” from an assessment of
African-American women’s experiences
with physical activity in their daily lives,
noted that lack of knowledge about the
benefits of exercise and physical activity
was a barrier to participation. Airhih-
enbuwa et al** reported that, in focus
groups that explored perceptions and
beliefs toward exercise, rest, and health,
some African-American participants felt
that adequate amounts of exercise were
obtained during routine and occupa-
tional activities. Many also considered
rest to be more important than, and
perhaps necessary for, participation in
regular physical activity. In addition,
these respondents were less likely to
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consider exercise as a beneficial treat-
ment for high blood pressure, and more
likely to consider it a cause of high
blood pressure. Taking time to clear up
misconceptions (eg, belief that exercise
causes high blood pressure or sudden
death), and to explain the benefits of
regular participation in physical activity
(eg, decreased risk for heart disease and
stroke, decreased blood pressure levels
among hypertensive patients and de-
creased risk of high blood pressure
among normotensive patients, improved
glycemic control in diabetic patients,
and increased weight loss/weight con-
trol) may increase the expectation of the
positive long-term benefits from regular
participation in physical activity.

Determine Activity
Recommendation Based on
Desired Outcome(s)

Several physical activity recommen-
dations exist (Table 1). All are valid, but
the types and amounts of activity rec-
ommended vary for different health
outcomes (eg, fitness, weight loss, or
general health). The activity level rec-
ommended should fit the expected
health outcomes that are desired by
both the patient and the healthcare
practitioner. For example, if the agreed
upon goal is to improve cardiorespira-
tory fitness, then the American College
of Sports Medicine’s (ACSM) fitness

recommendation to achieve 60%—90%
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of the maximal heart rate for 15-60
minutes per session and for 3-5 days
per week is appropriate.’* However, if
the physician’s main concern is to sim-
ply encourage the patient to engage in
physical activity as a preventive measure
to reduce the risk for health outcomes
that are associated with physical inactiv-
ity, then the CDC/ACSM recommen-
dation of moderate physical activity for
health benefits (=5 days/week for =30
minutes/day) is more appropriate.%

It is important to note that a higher
level of physical activity is needed to
promote weight loss/weight control
than for other general health benefits.
Healthcare providers who are counseling
on activity for weight loss should en-
courage moderate to vigorous intensity
activities on at least 5 days per week for
at least 40—60 minutes per day (may be
accumulated in bouts lasting 20-30
minutes).” Ideally, patients who are
counseled to become physically active
for weight loss should increase activity
levels up to 60 minutes of moderate- to
vigorous-intensity per day. The recom-
mendation for weight loss is a combi-
nation of the cardiorespiratory fitness
and health-related benefits recommen-
dations. Individuals who are able to
work up to 60 minutes per day of mod-
erate- to vigorous-intensity activity are
likely to see health-related and cardio-
respiratory benefits, as well as weight
loss.



In addition to increasing physical ac-
tivity to promote weight loss, patients
should also be advised about the link
between energy intake and energy ex-
penditure. Energy intake in excess of en-
ergy expenditure can result in over-
weight, since “excess energy intake over
expenditure leads to storage of energy in
the form of fat.”! Weight loss from
physical activity without concurrent at-
tention to caloric consumption is not
likely, and recommendations to increase
physical activity go hand-in-hand with
recommendations to improve the die-
tary pattern and control caloric intake
for weight control or weight mainte-
nance. The Dietary Guidelines for Amer-
icans from the United States Depart-
ment of Agriculture offers additional de-
tailed information regarding recommen-
dations for weight control and physical
activity, and is available at Arep://
www.usda.govlcnpp/dietgd. pdf-*?

Give Credit for Current
Activities

Johnson et al conducted a study of
perceived barriers to exercise and weight
control among a community sample of
Black and White women.® Women
who were not current exercisers and
who did not want to begin an exercise
program reported that they obtained an
adequate amount of exercise during
their daily and occupational activities.
An important technique is to acknowl-
edge that the current daily routine does
provide some activity. Such activities
may be beneficial for health if per-
formed at a moderate or greater level of
intensity and for a sufficient duration
(eg, bouts of 8 minutes or more), al-
though this is often not the case. Nev-
ertheless, acknowledging the individual’s
existing activity may be the best starting
point, particularly with respect to feasi-
bility and credibility. In a study of the
perceptions and beliefs about exercise,
rest, and health among African Ameri-
cans (ages 13 to 65+ years), participants
reported that they considered work and
daily activities to be a form of exercise
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and that additional exercise may not be
necessary.** Daily activities can be re-
viewed with the patient to determine
which are light, moderate, or vigorous
in intensity (previously described), and
to compare with recommended levels.
Usually the total amount spent on daily
activities will be less than the intensity
or duration recommended for health
benefits. Encouraging the individual to
increase the amount of time per day
spent in moderate- and vigorous-inten-
sity activities may lead to a more active
lifestyle even before the patient is ready
to begin a regular physical activity pro-
gram.

Cater to Personal Physical
Activity Preferences

For all individuals and, particularly
for those who are sedentary and may
not be thinking of beginning a regular
physical activity program, it is especially
important to encourage activities in
which the individual is likely to partic-
ipate. Even if the range of such activity
is relatively small, preferences may
broaden eventually. The goal is to help
the individual to determine preferred
activities and encourage her to increase
the intensity level, frequency, and du-
ration of the activities. The belief that
exercise is boring is a common barrier
to physical activity. In the Johnson et
al® study mentioned above, the belief
that exercise is boring and that there
would be a tendency to lose interest in
exercising was also listed as a barrier to
exercise. Activities the patient enjoys do-
ing on a regular basis, such as dancing,
playing with children, or brisk walking,
may all gain health benefits if the inten-
sity level is at least moderate and the
duration of activity is appropriate for
the desired health outcome. There is no
one “correct” activity to recommend for
physical activity recommendations—
rather, the best activity to recommend
is the one that the individual will ac-
tually perform. Examples of light-,
moderate-, and vigorous-intensity activ-
ities are included in Appendix A.
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Promote Increases in Routine
Daily Activity

Several intervention studies have
shown that increases in lifestyle or rou-
tine daily physical activity, termed “life-
style activity,” leads to health benefits
among sedentary populations. For ex-
ample, Dunn et al conducted Project
Active, a 24-month randomized trial
comparing a lifestyle physical activity
program with a structured exercise pro-
gram.* The lifestyle activity group was
encouraged to accumulate =30 minutes
of moderate-intensity activity on most
days of the week. Individuals in the life-
style group also participated in classes to
assist with behavioral change (weekly for
16 weeks and then bi-weekly until week
24). The structured activity group par-
ticipated in a supervised exercise pro-
gram at a fitness center 5 days per week
for 6 months. Participants in the struc-
tured activity group were instructed to
exercise at 50%-85% VO,max for 20
to 60 minutes. Results of the interven-
tion after 24 months showed significant
increases in total energy expenditure,
cardiorespiratory fitness, and increases
in participation in moderate physical ac-
tivity for both the lifestyle activity group
and the structured exercise group. Dunn
et al also reported reductions in total
cholesterol, diastolic blood pressure, and
body fat among those who increased
lifestyle physical activity. In a separate
16-week randomized trial, Andersen et
al compared the effects of a low-fat diet,
plus either lifestyle activity or structured
acrobic exercise in a group of obese
women.” Lifestyle group participants
were instructed to participate in mod-
erate-intensity activity for =30 minutes
per day on most days of the week
through increases in routine activities
(eg, walking instead of driving short dis-
tances, taking the stairs instead of the
elevator) and incorporating short bouts
of activity (eg, =10 minutes) through-
out the day. The structured aerobic ex-
ercise program included aerobic classes
3 times per week. At the end of 16
weeks, both groups lost weight; how-
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ever, one-year followup showed that the
structured exercise group had greater
weight regain than the lifestyle group.
In addition, both groups decreased
mean body fat, and the lifestyle group
lost significantly more fat-free mass than
the structured exercise group. Both of
these studies indicate that participation
in lifestyle activity may be as effective
for weight loss as structured exercise
programs among sedentary individuals,
and the Andersen et al®® study suggests
greater effectiveness of the lifestyle ap-
proach over the long term.

Specific suggestions for increasing
routine daily activity include: walking to
complete errands within a 5-minute
drive; walking while waiting to pick a
child up from sports team practices; tak-
ing a walk around the block during the
lunch hour; taking the stairs instead of
the elevator; and parking further from
work or getting off the train/bus one
stop earlier to allow an opportunity for
walking. While these activities are not
at the level that is suggested in the na-
tional physical activity recommenda-
tions, individuals who begin to make
physical activity a part of the daily rou-
tine (ie, those who begin to transition
into a physical activity lifestyle) may
find it easier to shift to a level of activity
that is associated with health benefits.

Make Suggestions that are
Feasible Based on Patient’s Life
Style

Keep your suggestions feasible. Not
all recommendations are applicable to
everyone. For example, all patients may
not have the resources, equipment, or
opportunity to join a gym or exercise in
their neighborhoods or workplaces. In
addition, for individuals who live in un-
safe areas, walking in the neighborhood
may not be feasible. Data from the Cen-
ters for Disease Control and Prevention
show a higher prevalence of physical in-
activity among people who perceive
their neighborhoods to be unsafe.%
King et al also noted, in a nationwide
telephone survey of 2,912 multi-ethnic
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women more than 40 years of age, that
lack of a safe place to exercise, high
neighborhood crime, and heavy neigh-
borhood traffic were considered to be
barriers to physical activity.!® Physicians
or their staff members can assist by
identifying alternatives such as: dancing;
exercising at home using video tapes; or
identifying neighborhood malls, parks,
or walking trails that may provide ad-
ditional safety. If these suggestions are
not feasible, it may be necessary to
spend a few minutes with the individual
in order to determine how she can make
simple lifestyle changes to include more
activity in her daily lifestyle without
having to purchase expensive equipment
or exercise in areas that she feels are un-
safe. As discussed below, some women
will also need to address additional is-
sues (eg, taking the children along, find-
ing an exercise partner, or ﬁnding time
to exercise) or may need to carefully
consider the tradeoffs of using discre-
tionary income to pay for exercising vs
other types of recreation or interests.

Incorporate Family into
Activity Suggestions

Among women, family and other
competing responsibilities often over-
shadow the importance of taking time
out for self. In a cross-sectional study
describing physical activity patterns, mi-
nority women reported spending large
amounts of time engaging in occupational
and household activities, and this was cor-
related with a decrease in the time spent
in leisure activities.”” In the natonwide
survey of 2,912 multi-ethnic women de-
scribed above, caregiving duties were as-
sociated with a lower activity participation
among African-American women.'®

Suggestions for women who report
barriers associated with child care and
other obligations may include engaging
in family activities such as outings at a
park or simply playing with the chil-
dren, walking during a child’s team
practices rather than watching from the
sidelines, or enlisting the aid of neigh-
bors or family friends to provide child
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care during participation in physical ac-
tivity. Engaging the family, particularly
children, is extremely important, espe-
cially considering the recent findings
that inactivity levels among children are
on the rise, along with a rise of health
conditions related to inactivity (eg, obe-
sity and type 2 diabetes, formerly
known as adult onset diabetes).*® The
individual may also consider engaging
in physical activity earlier or later in the
day when the family is not at hand. If
all else fails, encourage the individual to
participate in active houschold chores,
which incorporates physical activity into
the normal daily routine. Remind the
individual, though, that only chores that
increase the heart rate and breathing
and require movement of the arms and
legs will work toward meeting the phys-
ical activity recommendations. In addi-
tion, the current activity recommenda-
tions suggest that moderate activity can
be accumulated in 8- to 10-minute
bouts.® The benefits of shorter bout
lengths (eg, <8 minutes per session) on
health have not been established, so em-
phasizing that activities should last for at
least 8 minutes per session is important.

Encourage Gradual Changes in
Activity Levels

For previously sedentary patients, it
is important to note that the recom-
mendation for health benefits is 30 min-
utes per day and that the activity can be
accumulated in 3 or 4 8- to 10-minute
bouts of activity.** This is particularly
important for individuals who have not
been previously active since it may be
difficult to begin a 30-minute physical
activity program immediately. Going
from a completely sedentary lifestyle to
one involving at least 30 minutes of
moderate-intensity activity per day may
be a daunting task. In addition, begin-
ning a new physical activity program
too intensely may result in stiffness and
sore muscles, which could discourage
further participation in physical activity.
Particularly for sedentary individuals, it
is advised to begin the physical activity



program slowly, gradually working up to
participation at the desired level of fre-
quency, intensity, and duration.
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cause of the apparent success of brief
physician counseling about the impor-
tance of regular physical activity to

health, with practical advice on how to
increase physical activity levels, much
CONCLUSION more emphasis on this issue during rou-
tine clinical encounters is strongly en-

Physical activity has been shown to couraged.

provide many health benefits that may
be particularly beneficial for African-
American women, who suffer dispro-
portionately from health outcomes that
are associated with low levels of physical
activity. Physical activity counseling by
physicians has been shown to be effec-
tive in some populations and, these
strategies may be broadly applicable. Be-

Appendix A. The Surgeon General’s recommendation for general health suggests that U.S. adults should expend 150 calories
of energy per day or 1,000 calories per week over sedentary levels. The table on the following page provides an estimate for
the number of minutes it would take to expend 150 calories, depending on an individual’s weight. Note the importance of the
intensity of the activity—the more intense the activity, the less time it takes to expend 150 calories.

Minutes in Activity

150 Ibs 170 Ibs 200 lbs 230 lbs 250 lbs
LIGHT ACTIVITY
Watching television; having hair or nails done 126 111 94 82 75
Sitting, reading 97 85 73 63 58
Sitting, talking; sitting in meetings at work; sitting at desk working 84 74 63 55 50
MODERATE ACTIVITY
Walking (slow walk, stroll); walking slowly at work; cooking 63 55 47 41 38
Ironing, putting away laundry; shopping 55 48 41 36 33
Straightening up around house (dusting, carrying out trash, changing linen) 50 44 38 33 30
Weight lifting; bowling; playing Frisbee; volleyball (non-competitive) 42 37 31 27 25
Walking the dog; walking for pleasure or work breaks; heavy household
cleaning (wash windows, wash car, clean garage—vigorous) 42 37 31 27 25
Calisthenics (push ups, sit ups); mopping; vacuuming 36 32 27 23 22
Brisk walking for exercise (level surface); brisk walking at work 33 29 25 22 20
Bicycling for pleasure; Walk/run, play with children (moderate effort);
walk/run, play with pets 31 28 24 21 19
Walking to work; water aerobics; Tai Chi; general gardening 31 28 24 21 19
Raking lawn 29 26 22 19 18
Dancing (disco, line dancing, etc); basketball (shooting baskets); golf
(walking, carrying clubs) 28 25 21 18 17
Washing and waxing car 28 25 21 18 17
Children’s games (hopscotch, 4-square, dodge ball) 25 22 19 16 15
VIGOROUS ACTIVITY
Health club exercises 23 20 17 15 14
Running (jog/walk combination); brisk walking uphill; swimming (general);
mowing lawn with a hand mower 21 18 16 14 13
Stationary bicycling (moderate effort); ski machine; jogging; racquetball;
roller skating; tennis 18 16 13 12 11
Elliptical trainer; water jogging; jumping rope; walking up stairs; beach
volleyball 16 14 12 10 9
Running 5 mph (12 minutes/mile) 16 14 12 10 9
Stairmaster 14 12 10 9 8
Kick boxing, karate, judo 13 11 9 8 8
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