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A good fit

Integrating physical activity counselors into family practice

Michelle Fortier, pHp

ecent primary care reform in Canada has centred
on creating multidisciplinary primary care teams so
that the most appropriate care is provided by the
most appropriate provider.! These teams have the poten-
tial to improve quality of care for patients; several studies
show that integration of nurses or pharmacists into pri-
mary care teams results in improved patient outcomes.??
To date, most of the attention paid to multidisci-
plinary teams has focused on treatment. We are pre-
senting an idea for a multidisciplinary primary care
team—physical activity counselors and family physi-
cians—that is focused on disease prevention.

Importance of prevention

National reports have identified the need to focus on dis-
ease prevention, health promotion, and management of
chronic illness,* and recommendations for reform of pri-
mary care service delivery include improved access to
health promotion, disease prevention, and chronic dis-
ease management services.! Moreover, recent position
statements encourage physical activity counseling for
adults in primary care.®

Increasing physical activity and reducing obesity
are crucial to help patients stay healthy and to prevent
many chronic illnesses. Indeed, there is strong evidence
of physical and mental health benefits of regular physi-
cal activity for healthy and chronically ill populations.®7#
Inactivity is now recognized as one of the leading risk
factors for morbidity and mortality.® Recently, Mokdad
et al'® found that physical inactivity and poor diet were
close behind tobacco (16.6% versus 18.1% of total deaths
in the United States) for increasing actual causes of
death. The economic burden of physical inactivity in
Canada in 2001 was estimated at $5.3 billion.!

Despite the obvious health benefits and potential
cost savings of regular physical activity, only 21% of
Canadians aged 12 or older are sufficiently active to
achieve optimal health benefits.!? This rate is even lower
for clinical populations.!* Clearly, a new approach is
needed to help people adopt and, more importantly,
maintain adequate physical activity levels.

Integrating physical activity counselors into primary
care seems a sensible solution. Family physicians are
credible sources of information about healthy lifestyle
decisions'¥ and can reach a large population.!* Family
physicians have substantial time constraints,!'® how-
ever, and often lack physical activity counseling skills,
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training, or knowledge.'” These factors likely explain
why physicians’ physical activity interventions have
mostly small or moderate short-term effects.!s!

New approach

Patients need substantial help to make, and especially to
maintain, physical activity behaviour changes. Glasgow
et al?® stated, “progress will most likely follow system
changes and practice redesign....In particular, ongoing
attention and follow-up from health professionals may
be especially helpful for [physical activity].”

Physical activity counselors integrated into family
physicians’ offices can offer longer-term intensive coun-
seling, which facilitates increases in patients’ physical
activity.?! Physical activity counselors are practitioners
who have been university trained in the field of exercise
sciences and who have knowledge and experience in
applied exercise psychology, behaviour-change coun-
seling, and clinical exercise physiology. They are also
knowledgeable about local physical activity resources
and can act as liaisons between medical practices and
communities. Linking patients to these resources is
strongly recommended by the United States Preventive
Services Task Force.?? Physical activity counselors could
decrease time burdens on family physicians by taking on
responsibility for physical activity counseling. As physi-
cal activity counselors have specialized knowledge and
skills that family physicians feel they lack,? patients
would gain improved access to, and higher qual-
ity of, preventive care associated with physical activ-
ity. Increasing physical activity would lead to improved
overall patient health, which could help decrease finan-
cial burdens on the health care system and help allevi-
ate physicians’ overload.

The 7-As model

The As approach?® is a key clinical approach that has
been recommended for physical activity counseling.?®
We propose an interdisciplinary model employing a 7-As
framework where we allot different tasks to family phy-
sicians and physical activity counselors so that the most
appropriate care is given by the most appropriate pro-
vider. We recommend a patient-centred approach and
specifically suggest empowering patients by acknowl-
edging their perspectives and feelings, minimizing
pressure, and maximizing choices to foster long-term
self-regulation of behaviour.?¢ Family physicians initiate
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the behaviour-change process; physical activity counsel-
ors bring about longer-term changes.

Physicians briefly address the topic of physical activ-
ity with patients; ask them about their levels of physical
activity; advise them to increase these levels (relating
increases to their particular health and life situations);
agree on short-term physical activity goals; and pro-
vide tailored, written prescriptions to increase physical
activity. This should take 2 to 4 minutes and is designed
to motivate patients to change. Interested patients
are then referred to physical activity counselors, who
are responsible for assessing patients’ current physi-
cal activity behaviours and beliefs, assisting patients in
making behavioural changes, and arranging for follow-
up and evaluating progress. Their main role is assist-
ing, which consists of enhancing patients’ readiness
to change, helping them set appropriate, safe physical
activity goals, and working with them to develop effec-
tive action plans. Physical activity counselors also teach
tailored, evidence-based, behaviour-change strategies,
address relapse prevention, and suggest specific activi-
ties based on patients’ needs and interests. The key to
maintenance is helping patients find safe, accessible
physical activities that they enjoy.

Physical activity counselors can also be involved in
other activities, such as creating walking groups for
patients and staff, organizing contests, creating support
groups, delivering sessions tailored to specific groups
(eg, obese patients), contributing to practice newslet-
ters, keeping other members of practices up-to-date
on physical activity knowledge, building partnerships
with other physical activity services, linking with public
health, and acting as community activists.

The 7-As model for physical activity counseling in
primary care optimizes the strengths of both providers.
Because of their relationships with patients, family phy-
sicians can identify those who are likely to benefit, and
can act as catalysts for change. Having physical activity
counselors in-house indicates substantial endorsement
from physicians and fosters interdisciplinary collabora-
tion. Physical activity counselors offer thorough individ-
ual assessments and tailored intensive interventions to
optimize sustainable changes. Physical activity needs of
patients can be determined and met quickly in this col-
laborative approach.

We envision that physical activity counselors’ sala-
ries would be paid by provincial governments and each
counselor would be attached to a large group practice
comprising 5 to 6 family physicians or would divide
time between 2 smaller practices. This would allow peo-
ple of all socioeconomic backgrounds to benefit from
this service and would permit primary and secondary
prevention. Compared with physicians, physical activ-
ity counselors would be a minimal financial expense,
partly because they do not order laboratory investiga-
tions or prescribe medications.?” The Physical Activity
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Counseling project, a randomized controlled trial cur-
rently under way, is in the process of determining the
effectiveness of integrating physical activity counselors
into community-based group practices.

Adding physical activity counselors to primary health
care teams could increase treatment effectiveness
and health care system efficiency by creating alliances
between clinical interventions and the broader com-
munity.?* It could also better support the healthy living
approach recommended by the pan-Canadian healthy
living strategy.?® Already a few exercise professionals
work as physical activity counselors in primary care in
Canada as salaried health care providers; however, evi-
dence is insufficient to convince Canadian funding agen-
cies to pay for such a system on a large scale. Analyses
of the cost-effectiveness of this model are warranted,
including short- and long-term estimates of health care
spending. While no information on cost is currently
available, the Physical Activity Counseling project will
provide some data.

There is a need to show that physical activity coun-
selors and family physicians can produce better results
together than family physicians can alone, and that the
model is cost-effective. A potential $15 million annual
savings in direct health care expenses with every 1%
increase in physical activity,?® makes a compelling case
for trying this model. W%
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