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Abstract: The US government released 
its first formal recommendations on 
physical activity, the Physical Activity 
Guidelines for Americans, in 2008. 
By issuing the guidelines, the govern-
ment has established increased physi-
cal activity as a major societal health 
target for the 21st century. The guide-
lines include recommendations of the 
types and amounts of physical activ-
ity that people should perform to gain 
important health benefits. Physicians 
and other health care providers can 
help people attain and maintain regu-
lar physical activity by providing advice 
on how to be active, appropriate types 
of activities, and ways to reduce the risk 
of injuries. Although training for pro-
viders on how to counsel patients about 
physical activity is limited, training of 
future providers offers an opportunity to 
improve this area of medical education. 
Public health practitioners have shifted 
their efforts to promote physical activity 
toward an environmental focus, usually 
incorporating organizational and 
community-level interventions. As fed-
eral health policy moves toward a 
greater emphasis on prevention of 
chronic diseases, it is expected that new 
resources will become available to 

support physical activity promotion in 
health care and public health settings. 
Familiarity with the guidelines should 
aid professionals in medicine and public 
health in responding effectively to these 
new expectations and opportunities.

Keywords: physical activity; guide-
lines; health promotion; clinicians; public 
health practice

P romotion of physical activity has 
been a recognized and resourced 
goal of some major elements of 

American society for many decades. 
These include the education and commu-
nity recreation sectors. Physical educa-
tion has been an institution in American 
schools since the late 19th century, and 

since the mid-20th century, most commu-
nities have provided physical activity and 
sports programs through publicly funded 
recreation commissions. However, within 
the health care and public health sec-
tors of society, physical activity promo-
tion has not been a traditional priority. 
But times are changing, and over the past 
30 years, the status of physical activity 
gradually has risen within the health care 

and public health arenas. Tangible, signif-
icant, and highly visible evidence of this 
trend is the release in 2008 of the first 
formal US government recommendations 
on physical activity, the Physical Activity 
Guidelines for Americans.

We believe that the government, by 
issuing the Physical Activity Guidelines 
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for Americans, has established increased 
physical activity as a major societal health 
target for the 21st century. The overall 
goal of this article is to facilitate translation 
of the guidelines into professional prac-
tice. We achieve this goal by addressing 4 
aims. First, we summarize the process that 
was followed in developing the physical 
activity guidelines. Second, we summa-
rize key elements of the guidelines. Third 
and fourth, we discuss the theoretical and 
practical implications of the guidelines for 
professional practice in health care and 
public health, respectively.

The Guidelines Process

Authoritative organizations have been 
making physical activity recommen-
dations to the American public since 
the 1970s. The American College of 
Sports Medicine (ACSM) began publish-
ing its Guidelines for Exercise Testing 
and Prescription in 1975, and in 1978, 
ACSM published its landmark posi-
tion stand titled, “The Recommended 
Quantity and Quality of Exercise for 
Developing and Maintaining Fitness in 
Healthy Adults.”1 These documents estab-
lished the so-called exercise prescription 
as the state-of-the-art method for recom-
mending exercise for health and fitness. 
In the mid-1990s, ACSM partnered with 
the US Centers for Disease Control and 
Prevention (CDC) in publishing a “pub-
lic health recommendation” on physical 
activity that called for every adult to “accu-
mulate 30 minutes or more of moderate-
intensity physical activity on most, and 
preferably all, days of the week.”2

These earlier recommendations on 
physical activity for health made impor-
tant contributions to establishing phys-
ical activity as a significant focus in 
health care and public health. However, 
they did not carry the formal imprima-
tur of the US government. Since 1980, 
the government has issued, on a 5-year 
revision cycle, Dietary Guidelines for 
Americans. In the 2005 version of the 
Dietary Guidelines, physical activity was 
given considerable attention, particularly 
with regard to the interactive effects of 
diet and physical activity on energy bal-
ance, body composition, weight status, 

and obesity. Although a focus on physi-
cal activity in the context of the Dietary 
Guidelines acknowledged the impact of 
physical activity on the prevention of 
excessive weight gain, some took excep-
tion to official federal physical activity 
policy being presented in guidelines that 
dealt primarily with diet.

Against this background, then Secretary 
Michael Leavitt of the US Department 
of Health and Human Services (DHHS) 
mandated that the department pro-
duce federal physical activity guidelines. 
Secretary Leavitt directed that his depart-
ment follow a protocol analogous to the 
one followed in developing the Dietary 
Guidelines. Key steps in this process 
were as follows:

•	 Institute of Medicine Review of the 
Need for Physical Activity Guidelines: 
The Institute of Medicine (IOM) is an 
independent organization that per-
forms evidence-based reviews of 
health-related issues for government 
agencies and nongovernment organi-
zations. In 2006, an IOM panel was 
commissioned to advise Secretary 
Leavitt regarding the need for fed-
eral physical activity guidelines. This 
panel reviewed the relevant evidence 
and recommended that guidelines be 
developed. Secretary Leavitt accepted 
that recommendation.

•	 Physical Activity Guidelines Advisory 
Committee: A panel of experts, the 
Physical Activity Guidelines Advisory 
Committee (PAGAC), was appointed 
to perform a comprehensive and in-
depth review of the scientific evidence 
that would inform physical activ-
ity guidelines. This panel worked for 
more than a year, reviewing the sci-
entific literature regarding the effects 
of physical activity on a wide range of 
health outcomes. The major conclu-
sions of the panel’s review are sum-
marized in Table 1. The full PAGAC 
report is available at http://www 
.health.gov/paguidelines/ 
committeereport.aspx.3 This report 
provided the scientific foundation on 
which the guidelines were based.

•	 Development of the Physical Activity 
Guidelines for Americans: A team 

of professional staff from the 
DHHS drafted the Physical Activity 
Guidelines for Americans. Working 
from the conclusions provided in 
the PAGAC report, the writing team 
worked with health communication 
specialists to produce a guidelines 
document that would effectively trans-
late science-based recommendations 
to the general public.

•	 Release and Dissemination of the 
Guidelines: In October 2008, the first 
federal Physical Activity Guidelines for 
Americans were released by DHHS 
Secretary Leavitt. With that release, an 
ongoing effort to disseminate the guide-
lines was launched. A large network of 
organizations has signed on to sup-
port dissemination of the guidelines; 
information on this network is available 
at http://www.physicalactivityplan.org/.

The Guidelines

The Physical Activity Guidelines for 
Americans comprise recommendations 
regarding the types and amounts of phys-
ical activity that people should per-
form to gain important health benefits. 
Specialized guidelines are provided for 
youth, adults, and older adults, as well as 
special groups such as those with disabil-
ities. Table 2 presents a summary of the 
guidelines. The complete guidelines are 
available at http://www.health.gov/ 
paguidelines/guidelines/default.aspx.4

Innovative components of the guide-
lines, relative to previous physical activ-
ity recommendations, include the 
following:

•	 The guidelines make clear that the 
recommended dose of physical activ-
ity can be attained by performing 
moderate-intensity, vigorous-intensity, 
or combinations of moderate- and  
vigorous-intensity physical activity.

•	 The target dose of physical activity is 
presented in terms of physical activity 
accumulated across the week, rather 
than on a daily basis.

•	 Doses of physical activity up to twice 
the primary recommendation are 
endorsed as providing additional 
health benefits.
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•	 Specific recommendations are 
included for youth, older persons, 
pregnant women, and those with 
disabilities.

Implications of 
the Guidelines for 
Professional Practice 
in Health Care

General consensus exists that physi-
cians and other health care providers 
should take the lead in assessing and 
counseling patients about lifestyle 

practices. This consensus becomes even 
more imperative given the recent release 
of the Physical Activity Guidelines for 
Americans.4 The guidelines note that 
physicians and other health care pro-
viders can help people attain and main-
tain regular physical activity by providing 
advice on how to be active, appropri-
ate types of activities, and ways to reduce 
the risk of injuries. Although training for 
providers on how to assess and counsel 
patients regarding physical activity is cur-
rently limited, the training of future pro-
viders offers an opportunity to improve 

this area of medical education. Training 
and curricula should enhance the ability 
of providers to assess and counsel their 
patients on effective ways to incorporate 
recommended levels of physical activity 
into their lives.

Importance of Physical 
Activity Counseling in 
the Clinical Setting

Growing evidence indicates that lifestyle 
behavior change is the cornerstone of pri-
mary, secondary, and tertiary prevention 
in the management of acute and chronic 

Table 1.

Major Conclusions From the Physical Activity Guidelines Advisory Committee Report3

All-cause mortality
·   �Active men and women have approximately 30% lower risk of dying from all causes.
·   �The equivalent of 2 to 2.5 hours per week of moderate-intensity physical activity (PA) is sufficient to significantly reduce all-

cause mortality rates.

Cardiorespiratory health
·   �Persons who obtain moderate levels of PA have a 20% lower risk of coronary heart disease (CHD) and cardiovascular 

disease (CVD) than least active persons.
·   �People who report higher intensities or amounts have a 30% lower risk of CHD and CVD than least active persons.

Metabolic health
·   �There is an inverse dose-response association between level of activity and risk of metabolic syndrome.
·   �Increased PA levels are associated with significantly reduced risks of developing type 2 diabetes.

Energy balance
·   �A dose of PA of 150 minutes per week results in a 1% to 3% weight loss.
·   �There is a dose-response relationship between level of activity and reductions in total and abdominal adiposity.

Musculoskeletal health
·   �Increased PA levels are associated with reduced risk of fractures, particularly the proximal femur. Greater volume of PA 

produces greater risk reduction.
·   �Endurance and resistance types of activity provide health benefits (improvements in pain, physical function, quality of life, 

mental health, and delayed onset of disability) to persons with osteoarthritis and other rheumatic conditions.

Functional health
·   �Active mid-life and older men and women have approximately a 30% lower risk of developing moderate or severe functional 

limitations compared with inactive individuals.
·   �Regular PA in older adults with existing functional limitations improves functional ability.

Cancer
·   �There is a moderate, inverse association between PA and the development of colon and breast cancers.
·   �Active people have reductions in risk of lung, endometrial, and ovarian cancers by 20%, 30%, and 20%, respectively.

Mental health
·   �Regular PA protects against the onset of depression symptoms and major depressive disorder and reduces depression 

symptoms.
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illness.5-8 The evidence related to physical 
activity was summarized in the Physical 
Activity Guidelines Advisory Committee 
Report.3 There is strong evidence that pri-
mary care providers can help patients 
initiate and maintain lifestyle behavior 

changes, including those targeting physi-
cal activity, diet, weight, and smoking ces-
sation.9,10 In one study, patients enrolled 
in a cardiovascular disease prevention 
program identified physicians as the most 
important source of support for helping 

them to achieve and maintain a healthy 
lifestyle.11 However, it is important to note 
that health care providers continue to 
identify significant barriers to their ability 
to address lifestyle behavior change with 
their patients.12

Table 2.

Key Elements—2008 Physical Activity Guidelines for Americans4

Children and adolescents
Children and adolescents should do 60 minutes or more of physical activity (PA) daily.

·   �Aerobic: Most of the 60 or more minutes a day should be either moderate- or vigorous-intensity aerobic PA and should 
include vigorous-intensity PA at least 3 days a week.

·   �Muscle strengthening: As part of their 60 or more minutes of daily PA, children and adolescents should include muscle-
strengthening PA on at least 3 days of the week.

·   �Bone strengthening: As part of their 60 or more minutes of daily PA, children and adolescents should include bone-
strengthening PA on at least 3 days of the week.

Adults
·   �Adults should do at least 150 minutes a week of moderate-intensity, 75 minutes a week of vigorous-intensity aerobic PA, or 

an equivalent combination. Aerobic activity should be performed in episodes of at least 10 minutes, and preferably, it should 
be spread throughout the week.

·   �For additional health benefits, adults should increase their aerobic PA to 300 minutes a week of moderate-intensity, 150 
minutes a week of vigorous-intensity aerobic PA or an equivalent combination.

·   �Adults should also do muscle-strengthening activities that are moderate or high intensity and involve all major muscle groups 
on 2 or more days a week. 

Older adults
·   �When older adults cannot do 150 minutes of moderate-intensity aerobic activity a week because of chronic conditions, they 

should be as physically active as their abilities and conditions allow.
·   �Older adults should do exercises that maintain or improve balance.
·   �Older adults should determine their level of effort for PA relative to their level of fitness.
·   �Older adults with chronic conditions should understand whether and how their conditions affect their ability to do regular PA 

safely.

Women during pregnancy and the postpartum period
·   �Healthy women who are not already highly active or doing vigorous-intensity activity should get at least 150 minutes of 

moderate-intensity aerobic activity a week during pregnancy and the postpartum period.
·   �Pregnant women who habitually engage in vigorous-intensity aerobic activity or who are highly active can continue PA during 

pregnancy and the postpartum period, provided that they remain healthy and discuss with their health care provider how and 
when activity should be adjusted over time.

Adults with disabilities
·   �Adults with disabilities who are able should get at least 150 minutes a week of moderate-intensity or 75 minutes a week of 

vigorous-intensity aerobic activity.
·   �Adults with disabilities who are able should also do muscle-strengthening activities of moderate or high intensity that involve 

all major muscle groups on 2 or more days a week.
·   �When adults with disabilities are not able to meet the guidelines, they should engage in regular PA according to their abilities 

and should avoid inactivity.

People with chronic medical conditions
·   �Adults with chronic conditions should consult their health care provider about the types and amounts of activity appropriate 

for them.
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Provider Characteristics 
That Affect Physical 
Activity Counseling

Physical activity assessment and coun-
seling traditionally have been included 
in discussions of overall lifestyle change 
efforts, including smoking cessation 
and weight control. When the Surgeon 
General’s report on physical activity and 
health was published in 1996, the litera-
ture on the physician characteristics that 
influence assessment and delivery of 
lifestyle change counseling in the clin-
ical setting was limited.13,14 Little prog-
ress has been made in the 15 years since 
the Surgeon General’s report, although 
3 important studies of provider-focused 
behavior change and effects on thera-
peutic lifestyle change strategies in the 
clinical setting have been published.15,16 
However, there still is little evidence that 
any particular strategies directed at med-
ical providers, either to remove barriers 
or increase support for physical activity 
counseling, result in effective long-term 
changes in physical activity assessment 
and counseling or in effective long-term 
changes in physical activity patterns of 
patients. Clearly, there is need for more 
work in this important area.

Health care providers face considerable 
barriers to assessment and counseling 
regarding physical activity and other life-
style changes in the clinical setting. The 
barriers are consistent across the inpatient 
and ambulatory settings and are a major 
factor in patients’ noncompliance with 
a preventive health care program.15 The 
major provider barrier in the outpatient 
ambulatory setting is limited resources.14 
Persistent and increasing provider time 
restraints and lack of financial incentives 
or reimbursement are universally recog-
nized as barriers to conducting physical 
activity counseling in the clinical outpa-
tient setting. Also, lack of training and 
low confidence in the use of preventive 
strategies for long-term behavior change 
in patients are a major issue for provid-
ers.17-19 Provider preconceptions include 
poor knowledge of the benefits of ther-
apeutic lifestyle changes, perceived inef-
fectiveness of preventive services, and 
lack of the skills necessary to provide 
positive patient-oriented counseling, such 

as motivational interviewing. Enhanced 
medical education must address all of 
these limitations.20

Systematic efforts to address these 
barriers have been made over the past 
decade, most notably in the area of 
smoking cessation. Strong evidence 
now supports the role of the primary 
care provider in assisting patients to 
increase internal motivation for smoking 
cessation and then to take positive and 
active steps to quit. This evidence has 
provided the stimulus for providers 
to use specific communication and 
counseling interventions—often referred 
to as motivational interviewing—with 
their patients. These communication 
approaches include use of “the 5 
As” in clinical practice (ask, advise, 
assess, assist, and arrange).9 There is 
additional evidence that other provider 
communication and counseling behaviors 
also can increase patient motivation to 
take meaningful steps toward change.9,21-23

Steps Forward for 
Medical Education

Enhanced training for health care pro-
viders in the skills needed to assess and 
deliver preventive counseling in the clini-
cal setting must be an educational priority, 
performed in parallel with a new empha-
sis on preventive care in health care.

Making Physical Activity 
Assessment a Vital Sign

Two components of the 5 As are “ask” 
and “assess.” Asking about and assessing 
physical activity with all patients, making 
it in essence a vital sign in every clinic 
visit, demonstrates to the patient that 
the clinician believes that physical 
activity level is as important as other 
vital signs and that the patient should 
also. Until recently, an easy-to-administer 
physical activity assessment tool was 
not available. This barrier has been 
removed with the development of the 
Stanford Brief Physical Activity Survey,24 
a 2-question self-assessment tool that 
can be administered in the waiting room. 
This tool has been validated in working 
and retired populations and also against 
the longer and more burdensome 7-Day 
Physical Activity Recall.25 It is reliable and 

accurate, and the simple score can be 
recorded along with waist circumference, 
body mass index, and other more 
traditional markers of health status as part 
of a normal vital sign profile.

Enhancing Provider 
Communication, Relationship 
Building, and Counseling 
Skills—A Focus on 
Motivational Interviewing

Motivational counseling strategies have 
been applied to a wide range of health 
behaviors.26 Seventy-two clinical trials 
were included in a recent meta-analysis 
of the role of motivational interviewing 
strategies in health-directed preven-
tive behavior change. Overall, clinically 
meaningful effects (defined as a mean 
effect size of greater than 0.40) were 
observed with a broad range of behav-
iors, including alcohol and illicit drug 
use, medication adherence, diet and 
exercise change, and HIV risk reduc-
tion.27 Most motivational interviewing 
interventions used in these trials con-
sisted of very brief motivational counsel-
ing that can be learned and maintained 
by providers.26,28

When incorporated into normal clin-
ical interactions, these strategies can 
address a number of health care pro-
vider barriers. These include insufficient 
time, lack of confidence in raising a sen-
sitive topic, and frustration with patient 
“resistance” to make a needed lifestyle 
change. Providers should gain an under-
standing of motivational interviewing 
with a clear understanding of the contin-
uous nature of behavior change (stages 
of change theory29), learn that behav-
ior change is difficult for everyone,30 and 
be exposed to the significant clinical evi-
dence that even small changes (eg, in 
physical activity level, dietary intake, or 
body weight) can produce clinically sig-
nificant improvement in physiological 
parameters and disease risk.5,8 Following 
that, providers can feel more confident 
that even small lifestyle behavior change 
in their patients is worthwhile. This will 
lead to encouragement rather than chas-
tisement in provider-patient interactions 
and reinforce positive behavior change.31 
Training new health care providers to 
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use such approaches in all preventive 
lifestyle efforts, particularly those directed 
at physical activity, must be a priority 
going forward.

Implications of 
the Guidelines for 
Professional Practice 
in Public Health

As noted above, promotion of phys-
ical activity has only recently become 
a priority of the public health commu-
nity. However, in the 17 years since phys-
ical inactivity was formally declared a 
major risk factor for cardiovascular dis-
ease,32 much progress has been made. 
Notable landmarks have included release 
of a Surgeon General’s report on phys-
ical activity and health,33 conduct of a 
National Institutes of Health Consensus 
Conference on Physical Activity and 
Health, creation of a Physical Activity and 
Health Branch in the Chronic Disease 
Center at the CDC, and, of course, release 
of the Physical Activity Guidelines for 
Americans.34 In this section, we review 
the body of knowledge on public health 
interventions to promote physical activity 
and discuss the implications of the new 
guidelines for public health practice.

Physical Activity 
Intervention Research

Traditionally, physical activity interven-
tion research has focused on the indi-
vidual. The vast majority of intervention 
studies have targeted young to middle-
aged adults and demonstrated mod-
erate effects, with larger effect sizes 
found in studies that included behav-
ior modification.35 Behavioral research 
has developed effective evidence-based 
interventions,36 identified by system-
atic reviews from the US Community 
Preventive Services Task Force37 and 
other agencies. The studies tend to 
include heterogeneous populations and 
have demonstrated little evidence of 
long-term maintenance of effects.35 Most 
interventions to date are expensive and 
have limited external validity (eg, sam-
ples largely comprising relatively afflu-
ent white volunteers, settings that bear 
little resemblance to typical work-

places, schools, and neighborhoods). 
This limits their generalizability and dis-
semination to the population as a whole.

For these reasons, public health has 
shifted its efforts to promote physical 
activity toward an environmental focus, 
usually incorporating multiple levels of 
intervention. This section examines 2 seg-
ments of the evidence base that have the 
greatest relevance for public health agen-
cies: organizational intervention, relating 
to both internal operation and exter-
nal work in the broader community, and 
community-level intervention, for which 
public health agencies are usually drivers, 
in coordination or funding or both.

Organizational-Level 
Interventions

Interventions that focus on organizations 
allow for a wide range of strategies, from 
individual and educational efforts to phys-
ical and social environmental approaches38 
to policy and regulatory initiatives. 
Schools and workplaces are the most 
critical and common settings for imple-
menting active living practices that are 
integrated into daily activities and proce-
dures, because of their potential for broad 
reach and high levels of exposure, par-
ticularly in low-socioeconomic status and 
diverse ethnic populations.39 The work-
place is a particularly important venue for 
promoting physical activity in women and 
less affluent workers because these peo-
ple tend to have less discretionary time 
(due to longer work hours and com-
mutes, less decisional latitude, less flexi-
ble time schedules, and a greater share of 
family care responsibilities)40,41 and fewer 
resources for active leisure (in terms of 
access to recreational facilities and money 
for equipment and fee-based activities).35,42

Built environment modifications, such 
as restricting nearby parking or employee 
drop-off to people with disabilities and 
providing group interventions such 
as short activity breaks on paid time, 
rely less on individual initiative and 
motivation and more on structuring the 
workplace to promote activity. These 
modifications may prove more effective 
than past efforts, such as walking groups 
during lunchtime or exercise classes 
after work.43,44 Examples of promising 

intervention strategies include peer-
led physical activity interventions with 
factory workers, delivered during 
regular safety meetings; end-of-day 
exercise sessions during paid time for 
convalescent home aides; stretch breaks 
throughout the day on manufacturing 
floors; installation of slowed hydraulic or 
skip-stop elevators (which stop only at 
alternate floors, requiring employees to 
go up or down 1 or more flights of stairs 
to get to “skipped” floors); and requiring 
able-bodied employees to park in remote 
parking lots and use commissaries and 
meeting rooms in distant buildings.

A number of studies have evaluated 
school-based programs to promote phys-
ical activity. Most recent studies have 
targeted organizational policies and prac-
tices, with physical education, recess, 
and in-class activity in subject area 
classes as the 3 main targets for interven-
tion. A recent Cochrane review45 identi-
fied 395 studies conducted between 1980 
and 2008 and determined that 26 school-
based physical activity interventions were 
relevant to public health practice and of 
sufficient quality to be included in the 
review. Positive effects were observed 
for duration of physical activity and tele-
vision viewing but not for leisure-time 
physical activity. Changes to the school 
curriculum and printed educational mate-
rials were the minimum elements that 
resulted in positive effects.

Structural integration of brief bouts 
of group physical activity within work, 
school, and leisure time may be partic-
ularly useful in communities of color.46 
For example, dance traditions are norma-
tive behavior, even among middle-aged 
and older adults of color. Structured, 
5- to 10-minute group exercise breaks, 
using music and modified sports moves 
or dance steps, integrated into organi-
zational routine have been embraced 
in government and community-based 
human services agencies,43,47 schools,48 
churches,49 corporations,50 and profes-
sional sports organizations.51

Population-Level 
Interventions

The literature includes relatively 
few contemporary population-level 
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multistrategy physical activity intervention 
trials and even fewer that reflect the 
ethnic and socioeconomic diversity 
necessary to reach public health goals.52 
A recent review53 found that most of 
these interventions are built on the 
ideas developed in the multiple risk 
factor trials of the 1970s to 1980s and 
share 6 broad strategies (with variations 
among projects): (1) social marketing 
through local mass media; (2) targeted 
communication vehicles; (3) activity 
prescription and individual counseling by 
health professionals; (4) voluntary and 
nongovernment organization partners; 
(5) setting-specific strategies in schools, 
worksites, senior centers, and shopping 
malls; and (6) environmental change 
strategies. Most used the name of the 
city or region and incorporated the main 
message in marketing efforts (eg, Agita 
Sao Paolo, 10,000 Steps Rockhampton, the 
Bootheel Heart Project, and Project WOW 
[Walk the Ozarks to Wellness]).52,53 These 
interventions represent a burgeoning area 
of research because of their enormous 
potential to produce the magnitude of 
sociocultural change needed to increase 
physical activity and improve the 
public’s health. They also face significant 
challenges to engaging communities, 
particularly marginalized groups.

Published community-level physical 
activity interventions that target youth are 
extremely rare. For example, a review 
identified no youth-focused community-
level controlled studies.54 One recent 
and effective US demonstration proj-
ect was the VERB social marketing cam-
paign.55,56 VERB’s huge budget, by public 
health standards (in excess of $150 mil-
lion by a direct congressional appropria-
tion), was spent primarily on commercial 
ads targeting different segments of the 
youth population.57 During the first year, 
the campaign was most effective among 
girls, children with previously low activ-
ity levels, those from urban areas, and 
those whose parents had less than a high 
school education. These subgroup dif-
ferences disappeared over time, with 
equal effectiveness population-wide. 
Unfortunately, VERB funding was with-
drawn, despite these successful out-
comes, after only 3 years.

Public Health Practice
Physical activity promotion did not 

explicitly appear among the core func-
tions of public health until 1993. 
Nutrition, on the other hand, has been 
part of the public health practice infra-
structure since its inception in the mid-
1800s because of the need to ensure 
food and water safety and to promote 
maternal and child health. For this rea-
son, chronic disease and obesity pre-
vention efforts at the federal, state, 
and local levels are markedly skewed 
toward improving eating habits and 
nutrient-rich food choices. Public health 
practice in physical activity is in its 
infancy.

The 1996 Surgeon General’s report33 
represented a landmark in recogniz-
ing physical activity as central to pub-
lic health. This document summarized 
the health benefits and surveillance data 
and signaled the recognition of physi-
cal activity as a public health policy issue 
worthy of widespread attention. The cre-
ation of the Physical Activity and Health 
Branch at the CDC provided a national 
infrastructure for building public health 
capacity for physical activity, through 
training courses in physical activity and 
public health, modest block grant fund-
ing for state health departments, and net-
working and communications support 
in the formation of a National Society of 
Physical Activity Practitioners in Public 
Health.

By default, responsibility for promoting 
physical activity in public health agen-
cies often has been assigned to nutri-
tion staff, with few additional resources 
and often little training or interest.58 CDC-
funded physical activity promotion pro-
grams, at varying stages of development, 
exist in at least 28 state health depart-
ments. Progress, however, is slow. The 
California Department of Public Health, 
for example, only recently increased its 
physical activity staff from 2 positions to 
14, to address the needs of the more than 
30 million residents of the state.59 Local 
health departments rarely have dedicated 
physical activity staff, although a few 
models for developing such programs in 
areas with large African American popu-
lations are emerging.42,44,60

Conclusions

The 2008 Physical Activity Guidelines 
for Americans lay out, in great detail, 
the types and amounts of physical activ-
ity needed for maintenance of good 
health. These new guidelines are impor-
tant to the health care and public health 
communities because their release dem-
onstrates the increasing prominence of 
physical activity promotion as a national 
health goal. In the future, it seems likely 
that practitioners in medicine and pub-
lic health will be held to higher standards 
for promoting physical activity in indi-
vidual patients and in the population. 
And as federal health policy moves grad-
ually toward a greater emphasis on pre-
vention of chronic diseases, it is expected 
that new resources will become available 
to support physical activity promotion in 
the health care and public health settings. 
Familiarity with the Physical Activity 
Guidelines for Americans should aid pro-
fessionals in medicine and public health 
in responding effectively to these new 
expectations and opportunities. AJLM 
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