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ABSTRACT

Health care providers (HCPs) are an important source of physical activity
(PA) information. Two studies were conducted to qualitatively and quantitatively
examine nurse practitioners'(NPs) and physician assistants' curreouRgeling
practices, knowledge and confidence to provide PA counseling and providers'
perceptions about their current PA counseling practices. The specifitoaims
these two studies included quantitatively and qualitatively identifying the
prevalence of PA counseling, perceived counseling knowledge and confidence,
and educational training related to counseling. In study 1, survey respondents
were currently practicing NPs and physician assistants. Partsipamipleted a
modified version of the Promotion of Physical Activity by Nurse Practitioners
Questionnaire either online or in person during a population specific conference.
The majority of both NP and physician assistant respondents reported routinely
counseling patients about PA. There were no differences in perceived knowledge
or confidence to provide PA counseling between the two populations.
Approximately half of all respondents reported receiving training to provide PA
counseling as part of their educational preparation for becoming a health
practitioner. Nearly three-quarters of respondents reported interestivimgc
additional PA counseling training. In study 2, five focus groups (FGs), stilatifie
by practice type, were conducted with NPs and physician assistants. Betni
physician assistants reported discussing PA with their patients, paii¢hézse
with chronic iliness. Participants reported that discussing lifestyle roatitins
with patients was the most common type of PA counseling provided. Increased



confidence to counsel was associated with having PA knowledge and providing
simple counseling, such as lifestyle modifications. Barriers to counselilgléac
having more important things to discuss, lack of time during appointments, the
current healthcare system, lack of reimbursement and perceived patientafinanc
barriers. PA recommendation knowledge was highly variable, with few
participants reporting specific guidelines. FG participants, while notifamiith

the American College of Sports Medicines' "Exercise is Medicineatnié

indicated interest in its use and learning more about it. The findings of these two
studies indicate that while NPs and physician assistants are knowledgeable,
confident and currently providing some amount of PA counseling to patients,

additional training in PA counseling is needed and desired.
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Chapter 1
INTRODUCTION

Problems to be Investigated

Leading a physically active lifestyle contributes to decreasedarisk f
obesity, cardiovascular disease, hypertension, diabetes, and prematureymortalit
(U. S. Department of Health and Human Services [USDHHS], 1996). However,
only 47% of the adult U.S. population meets the minimum recommended levels of
physical activity (PA) (Centers for Disease Control and Preventib&€]C2007).
Research suggests that PA counseling by primary care providers (B@PSs) i
viable method of increasing PA behavior of their patients (Calfas, Longg,Sall
Wooten, Pratt, & Patrick, 1996; Grandes et al., 2009; Lawlor & Hanratty, 2001,
Lewis & Lynch, 1993; Pinto, Goldstein, DePue, & Milan, 1998). One of the
Healthy People 2020 objectives is to increase the proportion of health care office
visits for chronic diseases or conditions that include counseling or education
related to exercise (USDHHS, 2009). Furthermore, the American College of
Sports Medicine (ACSM) endorses an initiative entitled “Exercise is deadi
that calls for making PA assessment and prescription a standard part &¢ disea
prevention and treatment (Sallis, 2009). Components of this initiative include:
creating awareness that exercise is medicine, helping physiciansadthddre
providers become effective in counseling and referring patients for increAsed P
generating policy changes to support PA counseling and referrals, graatin

expectation among patients and their healthcare providers to have a dialogue



regarding PA, and encouraging physicians and healthcare providers to be more
physically active (Jonas & Phillips, 2009).

Medical professionals are a respected source of information and it has
been reported that approximately 80% of U.S. adults visit their PCP abteast
a year (Tulloch, Fortier, & Hogg, 2006). As fewer medical school graduates
choose primary care as their specialty, NPs and physician assiatartging
utilized more frequently as PCPs (Buchholz & Purath, 2007; Everett,
Schumacher, Wright, & Smith, 2009; Hooker, 2006). NPs are advanced practice
nurses who provide healthcare services similar to those of a doctor including
diagnosis and treatment of diseases/conditions, prescription of medications and
overall patient care (American Academy of Nurse PractitionerdNRJAn.d.).
One distinguishing characteristic of NP provided care is a focus on prevention and
wellness (AANP, n.d.). Entry level training for NPs is a graduate degasgtin
an accredited NP program (masters or doctoral level) followed by successful
completion of a national board examination (AANP, n.d.; Arizona Nurse
Practitioners Council, n.d.). Every five years, NPs must accumulate 75 contact
hours and 1000 hours of clinical practice or sit for a recertification exam (AANP
n. d.). In 2007, there were an estimated 147,295 registered NPs in the U.S.
(Pearson, 2009)Approximately 85% of NPs work in primary care (Everett et al.,
2009; Hooker, 2006). According to the Arizona State Board of Nursing in 2011,
there were approximately 3,555 NPs in Arizona.

Physician assistants are health care professionals licensed toepractic
medicine under the supervision of a physician (Arizona State Association of
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Physician Assistants, n.d.). Their scope of practice varies by trainpegriexce

and state regulations. Physician assistant training consists of comgleting
program (average length of approximately 26 months) that is based on the
medical model and followed by the successful completion of a national
certification examination (American Academy of Physician AssisttAAPA],
2008). Every two years, physician assistants must log 100 hours of continuing
medical education and complete a recertification exam every six YesiPs\(
2008).In 2008, an estimated 74,000 physician assistants worked in clinical care
practice in the U. S. (AAPA, 2008). In 2010 there were approximately 1,662
practicing physician assistants in Arizona (Kaiser Family BedéhFacts.org,
2010). It has been reported that approximately 50% of physician assistants work
in primary care (Everett et al., 2009).

As non-physician clinicians, such as NPs and physician assistants, become
more prevalent as PCPs, it is important to understand their knowledge and
practices regarding PA counseling. It has been reported that approyiBG¥el
of NPs question their patients about PA participation yet only 14% provide any
PA counseling (Burns, Camaione, & Chatterton, 2000). The percentage of
physician assistants that asses their patients PA participation or provide
counseling has not been published in the literature to date.

Purpose of Studies

The purpose of these studies was to examine the knowledge of, attitudes
toward, confidence in, and PA counseling practices of NPs and physician
assistants. Study | was a quantitative survey of employed NPs and physician
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assistants examining whether differences existed between samplesediitbe
populations regarding prevalence of, knowledge and confidence in PA
counseling, and educational training related to PA counseling.

Study Il was qualitative in nature, consisting of five focus groups (FGs),
three with NPs and two with physician assistants. This study qualitatively
examined NPs’ and physician assistants’ beliefs about their knowledge of and
training for physical activity counseling. Qualitative research ippnogriate
method of inquiry to use when there is limited information about an area. It is not
restricted in terms of questions, nor limited by statistical interpoatéstrauss &
Corbin, 1990). Rather, this type of data can lead to insight that may not be found
through quantitative methodSpecifically, we investigated perceived confidence
in and current PA counseling practices, PA knowledge, sources of PA knowledge,
perceived need for additional information about PA, and desired methods of
information delivery among NPs and physician assistants. We also explored
familiarity with the “Exercise is Medicine” initiative that callsrfHCPs to assess
and counsel patients for PA at every visit (Sallis, 2009). Finally, we compared our
findings from our NP FGs to findings from our physician assistant FGs to
determine similarities and differences between these populations ornstese
Significance of Studies

As previously stated, approximately half of U.S. adults do not meet the
minimum recommended levels of PA (CDC, 2007). Regular participation in PA is
an important factor in the prevention and management of chronic disease
(USDHHS, 1996). One research study proposed that if all U.S. adults exercised
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for 30 minutes dalily, it could save the U.S. health care system up to $76 billion
dollars annually (Pratt, Macera, & Wang, 20@@revious primary care PA
interventions have had mixed results; however, successful interventions that
increase PA in even a small percentage of sedentary patients may prodgee a la
number of individuals that experience health benefits associated with beginning
and maintaining regular PA (Pinto, Goldstein, & Marcus, 1998).

FGs with NPs and physician assistants provided beneficial information
regarding current PA knowledge, where information about PA is obtained, the
type of PA information desired by this population, and possible methods for
disseminating such information. While some previous qualitative research
regarding PA counseling has been performed with NPs specific to PA promotion
in the geriatric population (Melillo, Houde, Williamson & Futrell, 2000), this type
of information from the physician assistant population is noticeably absent.
Additionally, the survey study yielded answers to the same questions from both
the NP and physician assistant populations allowing for comparisons between
these two groups of care providers. Only three previous quantitative studies have
attempted to examine the knowledge of, confidence in and PA counseling
practices of NPs (Buchholz & Purath, 2007; Burns, Camaione, & Chatterton,
2000; Tompkins, Belza, & Brown, 2009). The information obtained as a result of
the current study will fill gaps in the literature including identifying i a
physician familiarity with the “Exercise is Medicine initiativ@a(lis, 2009),
identification of the perceived need for and/or interest in training related to PA
counseling in NPs and physician assistants, determination of self-reported
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knowledge and confidence in PA counseling and educational background related
to PA counseling in physician assistants and the comparison of this information
between NPs and physician assistants. This information is also crétigal a
potential foundation for future interventions utilizing NPs and physician assistant
as PA counselors.
Study | Research Objectives

Research objectives for the quantitative survey included:

1. Examining similarities and differences in the prevalence of PA cougselin
practices among NPs and physician assistants participating insa cros
sectional study.

2. Determining similarities and differences in self-perceived knowledge of
NPs and physician assistants participating in a cross-sectionakstudy
counsel PA.

3. Determining similarities and differences in self-perceived confiel@mc
ability of NPs and physician assistants participating in a cross-sdctiona
study to counsel PA.

4. Examining similarities and differences regarding educational tiginin
related to PA counseling between NPs and physician assistants
participating in a cross-sectional study.

Study | Research Hypotheses

1. There will be no significant differences in the prevalence of PA

counseling practices among NPs and physician assistants participaing i

cross-sectional study.



2. There will be no significant differences between NPS and physician
assistants participating in a cross-sectional study in self-perceived
knowledge to counsel PA.

3. There will be no significant differences between NPs and physician
assistants participating in a cross-sectional study in confidence to counsel
PA.

4. There will be no significant differences in the educational trainingeclat
to PA counseling between NPs and physician assistants participating in a
cross-sectional study.

Study Il Research Objectives
Research objectives for the qualitative FGs included:

1. A qualitative exploration of NPs’ and physician assistants’ current PA
counseling practices.

2. A qualitative investigation of NPs’ and physician assistants’ confidence in
providing PA counseling.

3. A qualitative exploration of NPs’ and physician assistants’ current
knowledge of PA and sources of PA knowledge.

4. A qualitative examination of NPs’ and physician assistants’ famytiarit
with and interest in the “Exercise is Medicine” initiative (Sallis, 2009).

5. A qualitative exploration of the types of information that would aid NPs
and physician assistants in PA counseling and how best this information

would be delivered.



For each of these objectives, a comparison of the similarities and difference

between NPs and physician assistants will be performed.



Chapter 2
REVIEW OF LITERATURE
Background and Need for Primary Care Interventions
Several well known benefits of PA include reducing risk of obesity,
hypertension, diabetes, osteoporosis, stroke, peripheral vascular disease, and
improving in body fat distribution (Blair, Kohl, Gordon, & Paffenbarger, 1992;
USDHHS, 1996). The most recent PA guidelines for Americans recommend
obtaining at least 150 minutes of moderate intensity PA per week or 75 minutes of
vigorous intensity PA per week or any combination of the two for substantial
health benefits (USDHHS, 2008). For additional health benefits, adults should
increase this to 300 minutes of moderate or 150 minutes of vigorous intensity
activity. Furthermore, muscle strengthening activities should be completed
moderate or high intensity and involve all major muscle groups on two or more
days per week (USDHHS, 2008). However, less than half of U.S. adults meet
current recommendations (CDC, 2007). Research suggests that the majority of
adults expect advice from the healthcare system regarding diet andexerci
(Tulloch et al., 2006; Whitlock, Orleans, Pender & Allan, 2002). Some research
suggests that PCPS are interested in providing PA advice, writing exercise
prescriptions and recognize the importance of primary care PA promotion (Garry
Diamond, & Whitley, 2002; Jacobson, Strohecker, Compton, & Katz, 2005).
Further, there is evidence of an association between clinician advicendith a
increased satisfaction with medical care (Whitlock et al., 2002). The 2002
National Ambulatory Medical Care Survey reported 316 physician office visits
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per 100 persons (age adjusted) with approximately half occurring in praacey
specialties (Jacobson et al., 2005). Data such as this suggest that thé*#npact
counseling in primary care could have at a population level is tremendous. Pinto,
Goldstein, and Marcus (1998) describe the interaction between the high
prevalence of sedentary behavior and the frequency of physician visits,ccouple
with primary care PA promotion as having the potential to significantly impact
the incidence of hypokinetic diseases such as heart disease, stroke, hypertensi
In 2005, the American College of Preventive Medicine issued a position
statement “that primary care providers should incorporate PA counseling into
routine patient visits” (Jacobson et al., 2005). Several other professional
organizations echo this sentiment including the American Academy of Family
Physicians, the American Academy of Pediatrics, the American College of
Obstetrics and Gynecology, the American Heart Association, Natiostiutes
of Health, and the Surgeon General (Garry et al., 2002; Jacobson et al., 2005).
The ACSM is yet another organization that recognizes and endorses the
importance of primary care PA counseling through its initiative, “Exersise
Medicine” (Sallis, 2009). This initiative seeks to create awareneseiwtise
is medicine” and should be prescribed accordingly (Sallis, 2009).

To determine the issues related to implementing PA counseling in primary
care, several questionnaire or survey based data have been gathered from primary
care providers (see Table 1). Examples of such issues include providers’ attitudes
toward, perceived barriers to, and current PA counseling practices. Bull, Schippe
Jamrozik, and Blanksby (1995) distributed a questionnaire to 1,228 general
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practitioners in Perth, Australia to assess the current practice aeelpeactice

and barriers related to PA promotion in general practice. Results indicatéuethat
majority of the respondents most frequently discussed exercise with patlemt
possessed symptoms of conditions that would benefit from exercise, rather than
all patients. Walking was the most commonly suggested type of PA. The most
common barriers to PA counseling include lack of time (29%) and insufficient
educational materials (29%).

Other studies have reported similar results. Sherman and Hershman (1993)
conducted a study to assess how often physicians counsel patients about exercise
and to identify if differences exist between internists who counsel and those who
do not. A total of 422 questionnaires were returned, of which 75% of respondents
were male and the median age was 41. Approximately 33% of respondents
reported that they counsel more than 75% of their patients, while 17% reported
that they counsel less than 25% of their patients. Respondents who felt that
exercise was very important to health were more likely to counsel. Simitarly
was found that physicians with lower resting heart rates (a marker of
cardiorespiratory fitness) were more likely to counsel. Approximately 33% of
respondents identified a need for more practice with exercise counselis@skill
a barrier to counseling about exercise. These authors suggest that marg imnaini
counseling techniques are needed among PCPs (Sherman and Hershman, 1993).

Walsh, Swangard, Davis, and McPhee (1999) surveyed physicians
(n=175; 54% response rate) using a modified version of the previous
guestionnaire by Sherman and Hershman (199®)roximately 65% of
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participants reported engaging in regular exercise for an average oh8sopter
week. Almost 75% of physicians felt that they had an adequate amount of
knowledge to prescribe exercise to a healthy adult, although only 12% were
familiar with the ACSM recommendations. Approximately 63% of respondent
physicians felt somewhat comfortable with exercise counseling and 12% of
respondents felt they needed more practice with effective counseling skills.
Finally, while 75% felt that exercise counseling was very importantdtir & 55
year old, and a 75 year old with coronary heart disease, only 63% felt that
exercise counseling was important for a healthy 35 year old.

Similarly, a survey inquiring about knowledge, attitudes, and self-reported
practice regarding PA promotion in primary care in the UK was obtained from
174 general practitioners (GPs) (Lawlor, Keen, & Neal, 1999). Nearly 75% of
respondents believed that any level of PA was beneficial for health, and that they
had sufficient knowledge to give advice to patients about PA. GPs were more
likely to provide PA advice when it was linked to a patient’s presenting problem
and felt that this was a more effective approach to PA promotion in primary care
The most common conditions for which GPs provided PA advice were being
overweight and having risk factors for ischaemic heart disease. Only 8%i@adica
they would give PA advice to all patients. The results of this study are in line wi
similar surveys that suggest that PA promotion in primary care is not enough to
make population level changes (Lawlor et al., 1999).

Some research suggests that the personal exercise habits of priraary car
physicians influence their counseling practices. A cross-sectionalysstoay by
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Abramson, Stein, Schaufele, Frates, and Rogan (2000) of 298 physicians (33%
female; average age=50 years) included 84 family practitioners, 79 [uaainesty

58 geriatricians and 77 internists. Physicians who regularly performedaerob
exercise were more likely to counsel their patients about aerobic exgdés

5.72; 95% Cl 2.41-13.54; p=0.032). Similarly those who regularly performed
strength training were more likely to counsel on strength training (OR 4.55; 95%
Cl 2.61-7.91; p<0.0005). Common barriers to counseling were similar to other
reports and included inadequate time and inadequate knowledge or experience. Of
those providing counseling, 83% spent less than five minutes counseling patients.
All respondents who reported counseling reported using verbal counseling,
although several used more than one counseling strategy. Approximately 34% and
47% of physicians referred their patients to a physical therapist or aticathle

trainer for aerobic and strength training, respectively. Written mitenahe use

of demonstration during counseling were less used than previously mentioned
counseling strategies.

A more recent study of medical students suggests that PA habits are
maintained during medical school and are correlated with intention to counsel in
practice (Frank, Tong, Lobelo, Carrera, and Duperly, 2008). A representative
sample of 1469 class of 2003 medical students attending one of sixteen U.S.
medical schools completed questionnaires at freshman orientation, orientation to
hospital wards, and during their senior year. PA levels appeared stable over time
with more than half the sample (61%) meeting CDC recommendations. Those
reporting the lowest rates of PA included African-American students and those
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intending to specialize in primary care. Those with the highest rates of PA
included Hispanic students, those intending to sub-specialize, and students who
felt positive about their schools’ and classmates attitudes toward PA promotion.
Perceived relevance of exercise counseling was higher at overt@atiospital
wards than at senior year (69% vs. 53%, p<0.01). The authors suggest that this
decrease may be due to increased time spent working with clinicians during the
final years of medical school who may not regard PA counseling as important.

van der Ploeg et al. (2007) conducted a questionnaire study examining the
changes in knowledge, confidence, role perception, and PA counseling practices
of GPs between 1997 and 2000. Results indicated that there were significant
improvements in all knowledge of PA recommendations and confidence
regarding counseling. In 2000, almost all GPs recognized their role in helping
patients increase PA; however, there were no increases in the number of patients
with whom GPs counseled about PA.
Effectiveness of Primary Care Interventions

Primary care PA interventions have been conducted over the past two
decades with mixed results (see Tables 2 & 3). Several of these studies have
methodological issues that need to be considered when interpreting thes: result
Non-randomization, poor follow-up, varying definitions of active and sedentary
behavior, inconsistent primary outcomes, and minimal long-term assessment are a
few of these issues (Jacobson et al., 2005). Previous successful primary care

interventions focused primarily on PA as opposed to several behaviors at once
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(e.g. smoking, alcohol use) and included a theoretical foundation, primarily the
Transtheoretical Models’ stage of readiness for change (Jacobson et al., 2005).
Quasi-experimental Primary Care Interventions

A non-randomized study by Logsdon, Lazaro, and Meier (1989) compared
usual care to age specific intervention protocols based upon multiple
individualized behavioral risks (lack of exercise, high blood pressure, excessive
dietary fat, overweight, seat belt use, and alcohol misuse) as determmgghthr
survey responses. Potential participants were patients who had seen their PCP in
the past two years and responded to a mailed survey. After questionnaire
completion, patients made appointments to see their PCP for a free preventive
care visit. Follow-up surveys were collected 10-12 months later. Intervention
participants who attended the free PCP appointment (n=140) were more likely to
begin exercising regularly at 12-months follow-up compared to participattits a
control sites (n=83) (p=0.02; OR 1.65; 95% CI 1.12-2.43). There was a potential
for bias in this study’s results due to self-selection of those attending the
appointment or not. Those in this group may have had increased motivation for
change.

Another non-randomized study, whose results could be biased was
conducted by Lewis & Lynch (1993). This study utilized two to three minutes of
verbal advice to patients (n=396, aged 18 and above). Baseline testing took place
over a two-month period and consisted of assessment of patient exercise patterns
and physician provision of PA advice. Immediately following this and prior to the
start of the intervention, twelve intervention physicians were trained for
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approximately 15 minutes using a pocket-sized card outlining the research
protocol and supporting rationale for the study. The intervention protocol
consisted of three steps: asking about exercise, assessing patient resgbnse,
advising accordingly. If patients were expending less than 500 kilocalosiesla
(equivalent to approximately two hours of moderate walking), they were advised
to initiate or increase moderate PA. Patients were excluded from intervént

they were expending greater than 500 kilocalories of energy a week, appeared t
be a poor candidate for exercise advice or if the physician was too busy and chose
to omit. A follow-up phone call was made to intervention participants
approximately one month later. Detailed information regarding the purpose of
these calls was not reported. After six-weeks, minutes of activity p we
increased for intervention participants (+108.7 minutes) compared to control
participants (-23.7 minutes; p=0.01). Number of exercise episodes per week was
not significantly different (0.7 intervention vs. 0.4; p=0.37). This study suggests
that a simple, short intervention can increase number of minutes of exercise per
week in patients. However, it is important to note that the doctors ability to
choose whether to provide PA counseling presents a threat to the validity of these
results (Lawlor & Hanratty, 2001).

Marcus et al. (1997) conducted a small quasi-experimental PA counseling
trial aimed at older adults. A convenience sample of four internal medicine
residents and their staff were trained to deliver a 3 to 5 minute counsebr@nses
with patients using the “5 As” (1. asking about activity, 2. assessing present
activity level, 3. advising about activity, 4. assisting the patient to increase
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activity, and 5. arranging for follow-up) and the Transtheoretical Model readines
for behavior change. The intervention consisted of a physician message, written
educational and behavior change materials matched to patient’s stage of change.
Six-week follow-up found that both control (n=25) and intervention participants
(n=19) increased PA levels from baseline with no significant differences
(p=0.19). Participants who reported receiving advice about PA, a written PA
prescription, additional written materials on PA (stage-matched PA booklet f
behavior change) and a follow-up visit specific to PA had significantly higher
Physical Activity Scale for the Elderly (PASE) scores than controicgzants
(p=0.05). It is important to note that only 67% of intervention participants
reported receiving a PA prescription, while 32% of control participants reported
that their doctor spoke with them about PA, which may affect data interpretation.
Additional quasi-experimental studies have utilized supplementary
intervention components beyond verbal advice (e.g. pamphlets, handouts,
mailings) (Bull & Jamrozik, 1999; Calfas et al., 1996; Kelly, 1998; Smith,
Bauman, Bull, Booth, and Harris, 2000). Kelly (1988) conducted a 6-week
general health promotion intervention in one family practice residencygmogr
Patients filled out a five to seven minute questionnaire assessing lifeshdgior
(e.g. nutrition, seat belt use, exercise, stress, alcohol intake and smahileg) w
waiting to see a physician for a regularly scheduled appointment. Prior to
completing the questionnaire, participants were randomly divided into three
groups. Participants in group one (all program components) received scores based
upon questionnaire responses for each lifestyle behavior and this information was
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provided to the physician who then provided verbal instruction and materials
(pamphlets) relevant to the specific lifestyles behaviors that indicatetbri

each individual. Group two (control for effect of physician lifestyle prpton)
participants received instructional materials for all lifestybsaay regardless of
guestionnaire responses, from a nurse and did not receive any lifestyle imstruct
from the physician. Group three (control) completed the initial questionnaire but
did not receive physician intervention or materials. Group four (control for all
participation effect) did not participate in the study beyond provision of age and
demographic information. After four weeks, participants had a follow-up phone
interview to determine changes made since their physician appointment.
Approximately half of all participants, when combining all groups, made some
type of behavior change. Analyses revealed that participants recdil@agta

one intervention component reported more behavior change than those receiving
no intervention (p=0.001). Group one was the most effective group in terms of
behavior change. There was no advantage to receiving written information
without the physician message (group two) over behavior assessment alone
(group three).

Bull & Jamrozik (1999) examined the effect of receiving verbal advice
and a standard (n=193) or tailored pamphlet (n=223) on exercise from a family
physician compared to a control group (n=347). Sedentary patients (n=763) were
allocated to study group based upon the day of the week of the initial
consultationPatients were excluded if GPs lacked time or considered the
intervention inappropriate for patient, suggesting possible selection biasc{T ull
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et al., 2006). The verbal advice provided during the intervention lasted
approximately two to three minutes and addressed the importance of PA,
recommendations for moderate exercise, and concerns about current or potential
injuries related to exercise (Bull & Jamrozik, 1999). The tailored pamphézts w
based upon the benefits of and barriers to PA identified by the individual patient.
The standard pamphlets were similar to the tailored pamphlets in their laxbut, te
and graphics. Within 2 days of the initial appointment and verbal advice, the
standard or tailored pamphlet was sent to each patient’s I@asures were
obtained through mailed questionnaires at 1-, 6-, and 12-months after the initial
visit and included three questions assessing vigorous, moderate and walking
exercise over the past 2-weeks, stage of readiness to change, prefered ty
exercise and barriers to exercisbere were significant differences in those
reporting current PA at 1-month (p<0.01) and 6-months (p<0.02) in favor of
receiving exercise advice (all intervention participants) compared tatgnbup
participants. There were no significant differences at 12-months follow-up.
Analyses revealed no significant increase in readiness to exerciserbétee&o
intervention groups at 6- or 12-months. This suggests that tailored PA pamphlets
do not provide any additional effect in increasing short-term PA participation
among those receiving a verbal recommendation in primary care.

Similarly, Smith and colleagues (2000) investigated the effect of a written
prescription for PA alone versus the prescription with supplemental mailings in
routine care patients in a non-randomized study. The trial was conducted in 27
Australian general practices with control participants recruited prithret start of
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the intervention. Prior to start of intervention, GPs received a 20-30 minute
training session and although blinded to participant baseline measures, “were
encouraged to provide a prescription that they considered appropriate” (Smith et
al., 2000). Half of intervention participants received one of four mailed booklets
(tailored to a particular stage of change as determined through baselswegasga
and the other half of intervention participants did not. Follow-up measures (2-
week PAR and stage of readiness for PA) were obtained over the telephone at 6-
10 weeks and 7-8 months. GP records indicated that prescription was provided to
88.5% of intervention subject§he most common reason for lack of prescription
was that they were sufficiently active already. Analyses reddaht increased
PA was greater in the two intervention groups compared to control. However,
prescription plus receipt of booklet was associated with greater improvement in
self -reported PA than prescription alone. Unlike Bull and Jamrozik’s (1999)
findings that that tailored PA pamphlets did not provide additional effect for PA
promotion, Smith and colleagues found that four mailed information booklets
were helpful in increasing PA. However, similarly to Bull and Jamrozik (1999),
only short term benefits were found. By 7-8 months, PA had decreased for all
participants (Smith et al., 2000).

One of the more complex quasi-experimental studies is the Physician-
based Assessment and Counseling and for Exercise (PACE) program (Calfas e
al., 1996). This efficacy trial utilized 22 physicians (n=10 control, n=12
intervention) in one county who had a self-reported interest in PA counseling.
Participants were sedentary patients (n=114 control; n=98 intervention) tleat wer
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scheduled for an office visit during the first three to six weeks of the study.
Participants completed a PACE assessment that determined stagegefwhda
waiting to see the physician. Staff at the clinic scored the assessidagd\se
intervention participants a protocol targeting perceptions of barriers, social
support, belief about personal benefits and self-efficacy tailored to his or dgper sta
of change (e.g. pre-contemplation, contemplation, and active) (Patrick et al.,
1994). The physician would discuss the protocol with the patient for 3-5 minutes
and make recommendations during the appointment. A 10-minute booster call
was made to intervention participants to answer questions and discuss progress
with a member of the research st&tudy measures were obtained at baseline
and follow-up (4-6 weeks later) and included the PACE assessment, questions
about walking from the College Alumni Study and the National Health Interview
Survey (NHIS), and the 7-day Physical Activity Recall (PAR). A suipa of
participants (n=22 control; n=34 intervention) also wore Caltrac accelexmmet

for 3 days at baseline and follow-up. Finally, a chart audit was conducted to
determine documentation of intervention delivery. Since the majority of
participants were in the contemplation stage of change, analyses wermpdrfor
for this stage specifically. These revealed significant positive difteiein PACE
assessment score (p<0.005), walking for exercise (from both NHIS, p<0.05;
College Alumni Study questionnaire, p<0.05), total walking score (College
Alumni Study questionnaire, p<0.025) and the accelerometer data (p<0.005).
Differences between intervention and control for the 7-day PAR was not
significant (p<0.08). Limitations include lack of evaluation of stages other than
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contemplation, short follow-up period, and physician self-selection. The authors
also suggest that future studies be performed to examine the efficacy bf healt
educators and nurses as PA counselors.

A feasibility study of the PACE intervention was conducted by Long et al.
(1996) in a multisite trial. Similar to Calfas and colleagues (1996), PCPs
interested in PA counseling (n=27) were recruited to participate in thenfivh
intervention as well as four staff persons, one to act as office coordinatohat ea
site. Office staff (non-randomly) recruited 5-10 “apparently healthyéptgiper
week to participate in the intervention. Perceptions of the feasibility of the
intervention were obtained from providers, office staff and participants. While the
majority of providers were already asking about and recommending PA to
patients, they were more likely to recommend other types of preventive medicine
over PA. Average PA knowledge increased post training; however, approximately
75% of providers were still unable to identify the ACSM minimum activity
intensity requirements for increasing cardiorespiratory fithessg0-90% of
maximal heart rate) and approximately 60% were unable to identify wreether
stress test was required or not when recommending moderate intensity BA (Lon
et al., 1996). Office staff reported that the PACE program implementation went
well or very well, although only one-third of providers reported that their office
staff had minimal difficulty adopting the program. Participating pagiémt107)
were interviewed two to four weeks after receiving PACE counseling for
feedback. Approximately two-thirds of participants kept the provided materials,
but only 10% kept it in a location where they would see it regularly. Nearly 40%
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of participants lost, threw away, or could not remember what they did with
materials. Half of the precontemplator participants reported considegiubey
a PA program after PACE counseling. Nearly 66% of contemplators reported
making the provider recommended change in activity after counseling and 90% of
active participants continued their current level of PA. This study found that the
PACE intervention was effective and feasible for use in this setting.

Randomized Primary Care Interventions

In addition to the several quasi-experimental trials for PA counseling in
primary care, there have been numerous randomized trials of varying séccess.
cluster-randomized controlled trial was conducted with Australian GPs (@raha
Clarke & Oldenburg, 1994). The Fresh Start program is a multiple risk factor
intervention that is based on the Transtheoretical Model comprised of three
subprograms (smoking cessation program, healthy eating, and PA) that can be
used alone or in combination depending upon a patients’ risk profile. Eighty GPs
were randomly allocated to one of three conditions, routine care (control),
lifestyle counseling using video, and lifestyle counseling using video plus self-
instructional materials. GPs randomized to one of the intervention groups were
asked to conduct a risk factor assessment on all patients and to offer the Fresh
Start program to those eligible (n=758; 18-69 y old, one or two modifiable risk
factors for cardiovascular disease [CVD], and no chronic, debilitating disease)
The program consisted of stage of change (preparation, action, and maintenance)
specific strategies, but no clear information was provided regarding dettiks
intervention. Data (self-reported PA and stage of change) measured at 4-6 months
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and 12-18 months revealed no significant differences between groups and no clear
effect of intentions to change. It is important to note that clustering did not appear
to be taken into account in the analysis. The authors also cite several
methodological considerations including the possibility that the intervention was
not delivered as intended and limitations (including limited measures and
inappropriate time frame for measurement) in this study that may accoums for t
interventions’ lack of success.

Several successful randomized PA promotion in primary care studies have
been conducted as well. The Green Prescription Study, a written exercise advice
intervention by GPs was evaluated using a randomized controlled trial (Swinbur
Walter, Arroll, Tilyard, and Russell, 1998). Participants (n=491) were patients of
and chosen by 37 GPs in New Zealand who were considered likely to benefit
from and able to increase their exercise for a period of 6 wbksicians
“underwent a training session on assessing and prescribing physical ‘activity
(Swinburn et al., 1998Fhysicians assessed current PA and provided verbal PA
advice (79% was to increase walking) and an agreed upon PA goal. The physician
would then open an envelope revealing randomization to verbal advice only (n=
252) or a written green prescription (n=239). The green prescription consisted of
receipt of written PA advice and a goal from the physiciée length of time
spent assessing and advising PA levels ranged from 2 to 15 minutes, with an
average length of 5.1 minutes. Analyses found that after 6-weeks, PA (as
measured by 2-week PAR) increased more in the green prescription group
(p=0.004). An 11-month follow up survey of a random selection of participants
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(n=100) found that 59% (47/80) of those in the green prescription group self-
reported maintenance of increased PA suggesting the first long term evadenc
success through this type of intervention. However, an important limitation to this
study is the lack of a no advice control group.

A replication of the Green Prescription intervention was conducted by
Pfeiffer, Clay, and Conatser (2001) utilizing geriatricians (n=3). Theviet¢ion
was completed in the same manner as the previous study (Swinburn et al. 1998).
Analyses revealed that there was an average increase in PA duration of 149
minutes per week, when combining the verbal advice only group (n=25) and the
green prescription group (n=24). In contrast, to Swinburn et al.’s findings, ther
was not a significant difference in the number of participants that repocted m
PA after 6 weeks. Similarly, there was no significant difference in theased
duration of PA between groups (verbal advice =+180 minutes; green
prescription=+116 minutes). Another noted difference was that the geriatricians
reported an average of 14-minutes (range=9-25 minutes) to assess and advise PA
compared to the 5-minute average reported by Swinburn et al (1998).

Elley, Kerse, Arroll, and Robinson (2003) conducted a long-term cluster-
randomized intervention utilizing the Green Prescription approach. Participating
practices were stratified by size and randomized to intervention (n=28hiwolc
(n=19). Unlike Swinburn et al. (1998) participants included all willing and
eligible (sedentary, healthy enough for PA, aged 40-80) participants who had a
regularly scheduled appointment during a 5-day period. Screening occurred in the
waiting room and participants received a prompt card (that included
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individualized stage of change information) to give to their GP or NP during the
consultation. The GP would then provide verbal and written information on
increasing PA and a goal would be set for and with the patient. Following the
appointment, the written information was then provided to a local sports
foundation, where over the course of three months, exercise specialists would
make three 10-20 minute phone calls to patients providing encouragement and
support. Quarterly newsletters were also sent to the participants. Consrol GP
provided usual care and control patients were offered the intervention at the end
of the trial. At 12-months follow-up, approximately 95% of intervention
participants (370/389) recalled receiving a green prescription during theysevi
year. At one year follow-up, mean total energy expenditure increased by 9.4
kcal/kg/wk (p=0.001) and leisure exercise increased by 34 min/wk (p=0.02) in
intervention participants. The proportion of intervention participants who
achieved a minimum of 2.5 hours of moderate and/or vigorous PA per week
increased by 14.6% compared to just 4.9% in control participants (n=361).
Regarding the intervention delivery of 451 intervention participants, 385 received
intervention from a GP, while 66 received intervention from a NP. Subsamples of
31 GPs found a 7-minute mean intervention delivery time, while a subsample of
19 NPs spent an average of 13-minutes on intervention delivery. Results based
upon intervention delivery provider (GP or NP) are not reported. This was one of
the first studies to identify the use of GPs or NPs for intervention deliverypand t

provide evidence of long-term success of PA counseling in this setting.
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A post-hoc analysis of participants aged 65 and older in Elley and
colleagues (2003) study was conducted by Kerse, Elley, Robinson, and Arroll
(2005). Participants were middle aged and older adults (n=878; mean
age=71.6+4.4) in 42 primary care doctors’ offices in New Zealand. Twelve
months following the green prescription intervention, leisure time moderate
activity increased more in the intervention group participants (+40 min/week)
than in the control group but did not reach statistical significance. Gener&l healt
on the 36-item Short Form Quality of Life was significantly improved in the
intervention group (p=0.005). There was also a significant reduction in
hospitalizations among intervention participants (-7%) following the
intervention compared to control participants (+6%, p=0.03). This study provides
additional long-term evidence of the success of this type of intervention
specifically for older adults.

A randomized controlled trial conducted by Jimmy and Martin (2005)
compared the effects of physician feedback regarding stage of cloariye o a
more comprehensive approach involving stage based hand outs and the
opportunity to attend a counseling session with a PA specialist. Five physitians i
Zurich, Switzerland were trained to deliver a PA intervention using the
Transtheoretical Model and based on patient stage of change. All patients (>15
yrs old) visiting were asked to complete a stage of change questionnaire and
PAR-Q. Approximately 10% of patients did not wish to participate in the project.
Willing participants currently in precontemplation, contemplation or preparati
stages of change were randomized to either the Feedback (n=92) or Advice Plus
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(n=69) groups. Feedback only participants received general advice about their
current stage of change and general PA recommendations. Advice Plus
participants were also provided with a stage specific handout, physician
recommendations to increase PA and were offered the opportunity to participant
in a 45-minute counseling session with a PA specialist. At 7-wk telephone follow-
up, approximately 1/3 of participants in both groups could be considered active
(p=0.69) as measured through 7-day PAR. Of the Advice Plus participants, over
half (60%) could be considered active. By 14-mo follow-up approximately half of
all participants were considered active. Over 70% of participants in this group
who had chosen to attend counseling were classified as active. Follow-up
interviews with physicians found that the intervention was easy to implement.
Physicians reported needing 2-10 minutes to discuss PA with patients. Ten
interviews were completed with Advice Plus participants (five who chose to
attend counseling and five who did not). These participants reported that the
project had been useful. Of those attending counseling, the physicians
recommendation to do so was the primary incentive, suggesting the benefits of
physician based PA interventions. Barriers to attend the counseling session
included lack of time and pain (e.g. back pain, rheumatism). These findings
indicate that both brief feedback and additional advice with the possibility to
attend a counseling session increased PA participation in patients.

The Physically Active for Life (PAL) project was conducted to astess
efficacy and feasibility of another stage of change, physician-based PA
intervention aimed at older adults %0 y) (Pinto, Goldstein, DePue, et al., 1998;
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Goldstein et al., 1999). Matched randomization (solo vs. group practice) was
conducted allocating 17 physicians each to a control and an intervention group.
Physicians and office staff provided a list of eligible patients (ambuylatibh a
scheduled routine appointment) to the researchers, attended a 1-hour training
session (intervention only) and a thirty-minute training session for offide staf
(intervention and control), and received financial compensation ($400
reimbursement to practices, $100 reimbursement for training, $40 reimbursement
per patient follow-up). All participating patients (control n=174; intervention
n=181) were asked to provide information including stage of change for PA,
exercise history and barriers to becoming active prior to their initialeofisit.

This information was provided to intervention physicians to be used during
counseling. Additionally, physicians followed a patient-centered approach
utilizing the “5 As” (address the agenda, assess, advise, assist, and &vllang

up), which has been found successful in smoking cessation interventions in
primary care (Pinto, Goldstein, & Marcus, 1998). During the office visit,
intervention physicians were asked to counsel the patient for approximagely fi
minutes, provide a written PA prescription, and a manual with instructions for
patient to read the section appropriate to his or her stage of readiness. Follow-up
appointments held within four weeks of initial appointment at which time, the
physician would provide additional PA counseling and a new PA prescription
(Goldstein et al., 1999). Four monthly follow-up mailings were also sent to
intervention participants. The PASE and stage of motivational readiness were
obtained at baseline, six weeks and eight months over the telephone by trained
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research staff. At baseline, there was no significant difference &etwe
intervention (n=181) and control participants (n=174). At 6-weeks there were
significantly more (p<0.001, OR=3.56, 95% CI 1.79-7.08) intervention patients
(89%) in advanced stages of readiness (preparation or action) than control patients
(74%), but this was not maintained at 8-months follow-up (Goldstein, et al.,
1999). There were no significant differences in meeting CDC/ACSM PA
recommendations between groups at any of the assessments (Goldstein et al.,
1999). At 8-months follow-up, Pinto, Goldstein, DePue, et al. (1998) found that
confidence in counseling was significantly improved in intervention physicians
yet there were no significant changes in physician reports of exerciseltiogns
provided to all patients. Interestingly, of the intervention participants (n=151)
who provided data at six-weeks, 93% reported receiving PA counseling from their
physician during the initial visit. When asked about receipt of exercise
prescription, 67% of intervention participants reported they had, of which, they
rated as moderately useful (3.4 on a scale of 1-5, where 5=extremely.useful)
These results indicate that the PAL program was effective in somaelsgedput
insufficient in terms of inducing physicians to offer exercise counselind ob al
their patients. Pinto Goldstein, DePue, et al. (1998) suggest, “more intensive
training is needed to promote physician skill development in this area and
generalization of exercise counseling to other patients."”

Larger PCP PA promotion studies added the use of fithess measures to
examine intervention success. Petrella, Koval, Cunninham, and Paterson (2003)
conducted the Step Test Exercise Prescription to evaluate fitness arideexer
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self-efficacy among elderly community-dwelling patients followingrianary

care intervention. Patients randomized to intervention (n=131) completed a step
test (20 times up and down on a 9.5cm step) to estimaim&®Q received

exercise counseling, and received information on how to determine head sate a
method of identifying exercise intensity. Control patients (n=110) receivetl usua
care in addition to exercise counseling including ACSM guidelines and benefits
of exercise. At 12-months follow-up, \i@ax was significantly increased in the
intervention group (14%; from 21.3 to 24.9 ml/kg/min) compared to control (3%;
from 22.1 to 22.8 ml/kg/min; p=0.001). Exercise self-efficacy also increased
significantly more in the intervention group (32%) compared to a 22% increase in
the control group (p=0.001). These results suggest the beneficial impact of a
fitness measure used in office.

One of the more complex PCP interventions was conducted by Grandes et
al. (2009) in Spain to examine the effectiveness of the Experimental Program for
Physical Activity PromotionFamily physicians were randomized to intervention
(n=29) or standard care (n=27). Similar to Bull & Jamrozik (1999), Grandes and
colleagues (2009) utilized technology to individualize intervention for
participants. Web-based software managed the intervention delivery bgtprom
guestions for assessment, individualizing a PA plan for each patient (4-page
pamphlet based upon individual readiness and other behavioral factors), and
ensuring quality of the intervention (Grandes et al., 2009-month follow up,
intervention participants (n=2248) had significantly increased weekly PA by a
mean of 18 minutes (95% CI: 6-31 minutes) compared to standard care patients
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(n=2069). This study also utilized \dax as estimated by the YMCA cycle
ergometer submaximal test as an outcome measure. However, both groups
showed a dose response relationship between change in PA amax/Qhere
were no significant differences in M@ax (p=0.45). Subgroup analyses found
that older adults in the intervention group had increased PA by a mean of 35
minutes per week. This is another example of the effectiveness of PA promotion
in primary care increasing patient PA levels.

One of the largest physician-based PA promotion interventions was the
Activity Counseling Trial (ACT) (King et al., 1998)his intervention was the
first to evaluate the effectiveness of increasing and maintaining PA and
cardiorespiratory fitness in sedentary participants utilizing twoceseemtensities
(moderate and vigorous). This was a multi-site intervention utilizing several
theoretical constructs from the social cognitive theory (self-regualatocial
support, and self-efficacy) and stages of readiness for change from the
Transtheoretical modelhere were three arms of the study, a standard
care/advice care group (n=292), an assistance group (n=293), and a counseling
group (n=289) (Writing Group for the Activity Counseling Trial Research Group,
2001).

The standard care group (advice group/comparison group) received
physician assessment of current PA, PA goal-setting, and referraito AGT
health educator. The assistance group consisted of the standard care treatment
provided to the group plus additional staff assistance that included a 17-minute
video on the importance of PA, possible PA goals, and role modeling for PA. A
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health educator would then review and reiterate the PA goals presented by the
physician, provide a community resource guide for PA and a pedometer for self
monitoring. Participants in the assistance group also received 24 nawdattk
with a mail-back card for participants to provide minutes and types of PA over the
past week. The counseling group received the most intensive intervention
approach that consisted of each of the methods in the first two conditions, in
addition to on-going telephone counseling (once weekly for initial 2-weeks,
biweekly for 6-weeks and once a month for the rest of the first year), in-person
counseling (monthly for the duration of the second year was recommended), and
behavior change classes.

At two years follow-up, women in the assistance groups and the
counseling groups had a significantly higher averagew@80.7 mL/min;
+73.9 mL/min, respectively) than women in the advice group (Writing Group for
the Activity Counseling Trial Research Group, 2001). There were no significant
differences in average total physical activity for women or men in anedhtbe
groups, or men in any of the groups for cardiorespiratory fitness. Furthgsesal
revealed that the cost of the assistance intervention compared to advice was
approximately $500 per participant, and the cost of the counseling intervention
was approximately $1100 per participant over the two-year intervention. Due to
the multiple extensive components of this study and likely prohibitive costs,
future research is needed to determine feasibility of PA counseling using

providers’ existing resources.
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Several PA promotion studies have been conducted to varying degrees of
success in primary care and this is by no means an exhaustive list. Theyrojorit
PA counseling primary care interventions have produced short-term success (4-
weeks, 6-weeks, and 12-weeks (Calfas et al., 1996; Harland et al., 1999; Kelly,
1988; Lewis & Lynch, 1993; Smith et al., 2000). A few have demonstrated long-
term success when patients are followed up at 6-months and 1-year (Elley et
2003; Grandes et al., 2009; Kerse et al., 2005; Logsdon et al., 1989).
Characteristics of previous successful primary care interventions incfodasa
primarily on PA as opposed to several behaviors at once, provision of interactive
training for the healthcare providers, and use of a theoretical foundation @acobs
et al., 2005). The Transtheoretical Model’s stages of change were used in a
majority of successful studies (Calfas et al., 1996; Elley et al., 2003; Smaith et
2000).

Additionally, successful primary care interventions often provided more
than brief counseling, but multiple intervention components (e.g. written
prescription, newsletters, etc) (Calfas et al., 1996; Elley et al., 2003; &5rahd
al., 2009; Harland et al., 1999; Kerse et al., 2005; Smith et al., 2000). However,
this type of approach may be considered too intensive for physicians seeing
patients regularly (Tulloch et al., 2006). Additionally, some PCP studies featured
advice delivered by the physician, yet had PA assessed and other dataccbNect
a nurse or other office staff (Eden, Orleans, Mulrow, Pender, and Teutsch, 2002;
Goldstein et al., 1998; Grandes et al., 2009; Norris, Grothaus, Bucner, and Pratt,
2000; Smith et al., 2000). Therefore, PA assessment and counseling delivered by
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other health providers, such as NPs and physician assistants, is worth
consideration as they may be able to provide this type of attention to patients on a
regular basis. Tulloch and colleagues (2006) suggest that this population may be
better suited for providing PA promotion in primary care due to an increased
ability to spend more time and provide a more intensive intervention.
Nurse Practitioners and Physician Assistants as Providers

Nurses are an important part of primary health care. Nurse practitioners
are advance practice nurses that are trained to diagnose and treat sevkral healt
problems (AANP, n.d.). NPs have graduate education and clinical training beyond
registered nurse preparation, including master and doctoral level defyfdd3,
n.d.). As of 2009, there are approximately 125,000 practicing NPs in the U.S.
undertaking nearly 600 million visits yearly (AANP, n.d.). In Arizona, there are
approximately 3,555 NPs in Arizona (Arizona State Board of Nursing, 2011).

Physician assistants are health care professionals that aredit@nse
practice medicine in association with a physician (Mittman, Cawley,réaFe
2002). Physician assistants are trained to provide the same quality of pcamary
as physicians, including interviewing, examining, evaluating, diagnosing, and
treating patients. As of 2008, there were approximately 74,000 physician
assistants practicing in the U. S. (AAPA, 2008). In Arizona, there are
approximately 1,668 practicing physician assistants (Everett, Schumache
Wright, and Smith, 2009).

Primary Care Interventions with Non-Physician Providers
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The NP field is unique in that NPs work beyond clinical care to include an
emphasis on health promotion and disease prevention. This focus on health
education and promotion provides a platform for increasing PA counseling.

Burns, and colleagues (2000) surveyed 396 currently practicing primary care NP
Respondents were 97% female, and had an average age of 44.5 years, ranging
from 25 to 74. The average length of practice was 7.8 years and the average age
of clients was 46+15 years. Almost all respondents (99%) reported asking clients
about PA and 84% indicated that they use clients’ height and weight as an
indicator of patient PA level. Fewer respondents reported providing clients (67%)
with written exercise information and 43% or respondents reported referring
clients to an outside exercise specialist. The most popular activities that
respondents reported recommending to patients include walking (98%),

swimming (70%), biking (59%) and household activities (51%). The majority of
NPs reported recommending a frequency of three times a week (70.7%) to engage
in these activities and 66% recommended 30 minutes duration per bout. Moderate
intensity was recommended by most NPs, such as walking a brisk pace of 3 to 4
mph. Use of the “talk test” and heart rate (60-85% of maximum) were the second
and third most commonly recommended methods of determining intensity. The
survey included four questions on knowledge and confidence to assess and
counsel PA using a scale of 1 to 5 each where 1 was the least amount.
Respondents had a mean score of 3.7+0.9 for knowledge of PA and 3.7+0.9 for
knowledge to counsel. Confidence to assess PA had a mean score of 3.7£0.9 and
confidence to counsel PA had a score of 3.8+0.9.
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A similar study by Buchholz and Purath (2007) surveyed 96 NPs (16%
response rate) using the questionnaire used by Burns, Camaione, and Chatterton
(2000) with an added section examining physical fithess assessment and personal
PA practices. Approximately 95% of respondents reported that they provide PA
counseling to a patient at least once a year. Approximately 94% reportéuethat
guestion patients about duration and intensity of PA. Assessment of height,
weight, and general appearance were used by 88% of respondents. Discussion of
PA (95%) and provision of written materials (54%) were the most common
methods of counseling. The majority of respondents advised patients to
participate in PA on most days of the week (57%) for 30-minutes bouts (66%).
Similar to the findings of Burns et al. (2000), moderate intensity was
recommended by most NPs, followed by the talk test and 60-85% of max heart
rate. In this survey, respondents had a mean score of 3.2+0.9 for knowledge of PA
and 3.4%0.9 for knowledge to counsel. Confidence to assess PA had a mean score
of 3.8+0.8 and confidence to counsel PA had a score of 3.8£0.9. Only 17% of
respondents reported using physical fithess measures. The most commonly used
were YMCA 3-minute step test (7%) and the Rockport 1-mile test (4%). Both the
balance stand and balance walk tests were used more often (19% and 20%,
respectively). Regarding their own PA practices, 75% of respondents reported
engaging in moderate PA for 30-minutes on most days of the week.

McDowell, McKenna, and Naylor (1997) surveyed 196 practice nurses
(NPs) (72% response rate) in the UK to determine factors that influence PA
promotion. All respondents were female with a mean age of 43.6 (£7.9) and a
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mean duration of work as NPs for 22.5 (+8.4) years. The majority (80.1%) of the
sample reported being in the maintenance stage of the Transtheoretichl Mode
stages of readiness for behavior change regarding the promotion of PA. Less
(56.1%) reported maintenance stage for their own PA patrticipation. For the whole
sample, an average amount of physical activity promotion training was 5.2 hours
(x15.1). Approximately 37% had not received any formal physical activity
promotion training. NPs that reported promoting PA had more PA promotion
training (mean=6.18 hours) over the past five years compared to NPs that were
not promoting PA (mean=1.51 hours). The top two barriers to PA promotion were
lack of time and a lack of protocol. As a result of the findings, the authors point
out three avenues for future development: (1) encouragement of NPs to promote
PA, (2) development of a PA specialty for NPs and (3) provision of resources for
NPs to develop skills for PA promotion.

A cross-sectional survey of 398 NPs (43% response rate) of NPs was
conducted at a National Advance Practice in Primary and Acute Careesarder
in the Northwest (Tompkins, Belza, & Brown, 2009). Of respondents, 92% were
female, 60% practiced in primary care and the mean number of yearsipgaasic
NPs was 11.7 (x7.9). Half of respondents reported counseling their patients on
exercise at least 75% of the time. The most commonly reported approaches for
exercise recommendations included discussion (56.3%), referral to physical
therapist (26.7%) and general recommendation of an exercise program (25.6%).
The majority of respondents reportedly believe that exercise counsediag is
valuable as pharmaceutical prescription. Similar to previous survey findings,
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barriers to exercise counseling included perceived lack of patient in&re3¥o)

and length of patient visit (68.1%). Facilitators to counseling include patient
interest (87.4%), length of patient visit (69.2%), and part of preventive health visit
(55.4%).

Only one study provides qualitative data from NPs regarding PA
counseling. Melillo and colleagues (2000) conducted FGs with NPs to help
determine their perceptions regarding their role in PA prescription in pigma
older adult patients. Two 75-minute FGs were held with six and seven
participants in each. The interview guide consisted of nine questions including
how PA recommendations are integrated into visits with patients, what guidelines
are used by NPs in physical fithess assessment and exercise recotitmgnda
and what percentage of a visit is devoted to counseling for PA. Results indicated
that NPs feel it is their responsibility to question their patients about PA.
However, none of the respondents identified a specific guideline for PA, instead
suggesting that it would depend on cognitive and physical impairments (e.g.
frailty) of the individual patient. All the FG participants noted that other than a
health history form, they did not use any questionnaires or guidelines to determine
current PA of patients. Some participants suggested that NPs should have a form
for this purpose, while the rest of participants thought that there was aloeady
much paperwork. All the NP participants indicated that only a small percentage of
a visit could be devoted to counseling, for example 3-5% of a 25-30 minute visit.
NP participants described the older adult population as more resistant to PA and
described needing more time to convince older adults of the importance of PA.
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The researchers conclude that more research is needed to examine current
curriculum in NP programs regarding exercise and counseling and that aogtinui
education programs for NPs in these areas may be advantageous.

There have been a few reported primary care interventions implemented
with nurses as the point of contact for general healthy lifestyle andydietar
promotion. Roderick, Ruddock, Hunt, and Miller (1997) conducted a study to
compare the effectiveness of structured dietary advice by NPs to sthedéld
promotion advice. Participants (35-59 years old; n=473 dietary advice; n=483
usual care) were recruited by their GPs to participate in the study. Eaghtps
were randomized (4 each) to intervention or usual care. Intervention consisted of
receipt of health education pamphlets (on healthy eating, smoking cessation, hear
disease prevention, and exercise) in addition to dietary advice based on food
substitution provided by NPs. Usual care received pamphlets only. At 1-year
follow-up, intervention group experienced a small mean decrease in total and
saturated fat, and an increase in fiber intake. The intervention group also had
marginally significant decreases in serum cholesterol (0.20 mmol/l)hiMely56
kg), and factor VII coagulant (-6.7%). This study suggests that structured/dietar
advice by NPs can initiate positive dietary changes up to a year following
intervention.

Steptoe et al. (1999) conducted a behavioral counseling intervention
delivered through nurses on risk factors for coronary heart disease pRatsci
were recruited on the basis of one or more risk factors for coronary heasedisea
Intervention consisted of three counseling sessions with trained NPs if
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participants had a minimum of two risk factors or two sessions with one risk
factor. At 4- and 12-months follow-up, intervention participants had increased
their number of exercise sessions from baseline more than control participants
(3.7% difference in change; 95% CI 1.3-6.2). Similar improvements were made in
dietary intake and smoking. Systolic blood pressure was significantly reduced at
4-months, but this was not maintained at 12-months.

Kastarinen et al. (2002) conducted a study to compared lifestyle
counseling (sodium intake, alcohol consumption, exercise, and smoking) to usual
care. Participants (n=360) met with public health nurses four times over the
course of a year and three times the following year. The intervention consisted of
written instructions to change individualized health behaviors. Usual care
participants (n=355) were instructed to meet with physicians and nursediagc
to usual practice. At two-year follow-up, a greater proportion of interventio
participants had increased their PA levels compared to usual care participants
(11.3% difference in change; 95% CI 1.8-20.8).

The Oxford and collaborators health check trial (OXCHECK) was
conducted to determine the effects of health checks delivered by nurses in primary
care on risk factors for CVD and cancer (Imperial Cancer Research Fund
OXCHECK Study Group [OXCHECK], 1995). After initial identification
through a family practice register and mailed lifestyle questionnaires,011,09
eligible participants were randomized to either intervention (yearly hdsdttks)
or control (health check at year three). Health checks included a medical,history
lifestyle questionnaire, anthropometry, structured dietary assessmeibipad
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work. Health checks took approximately 45-60 minutes, while follow-up visits
took approximately 10-20 minutes. After three years, mean serum cholesterol (-
3.1%), self-reported saturated fat intake (butter and milk use), systolic and
diastolic blood pressure (-1.9% each), and body mass index (-1.4%) were
significantly lower in intervention participants. There was no significant
difference in smoking or alcohol use. Patients participating in vigorous sxerci
less than once a month was significantly lower (-3.3%). Following initialthealt
checks, intervention participant visits to nurses increased significantly viits

to GPs remained the same, particularly in participants with more CVD risk
factors. While these studies (Kastarinen et al., 2002; OXCHECK, 1995; Roderick
et al., 1997, Steptoe et al., 1999) suggest that primary care interventions utilizing
nurses as sole delivery providers can be successful, there is little informati
regarding nurse PA interventions aimed primarily at healthy individualsnetg

at risk for cardiovascular disease).

Other primary care interventions have utilized a team approach for
delivery. Little et al. (2004) conducted a randomized trial to compare three
approaches to increasing PA in patients (n=151) with one or more risk factors for
coronary disease. The three intervention factors included: (1) Prescriptidd by G
for exercise (not requiring a specific facility, such as walkingidegor 30
minutes a day for 5 days, (2) Counseling by a NP to modify intentions and
perceived control, and using behavioral implementation techniques, and (3) Use
of education authority booklet entitled “Getting active, feeling fit.” iEg@nts
were randomized to one of eight groups:1. Control group, 2. GP prescription only,
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3. Booklet, 4. GP and booklet, 5. Nurse, 6. Nurse and booklet, 7. GP and nurse, 8.
GP, nurse, and booklet. At 1-month follow-up, analyses revealed that the most
intensive intervention yielded the highest increases in PA (p=0.02) and fitness
(p=0.05). Counseling and the booklet together increased distance walked more
than either alone. Counseling increased PA in individuals with the lowest

intention or stages of change at baseline. Intervention using both GPs and nurses
was more effective than either alone.

As previously mentioned, Elley and colleagues (2003) conducted their
green intervention in sedentary New Zealanders aged 40-79. After scrdening
determine PA levels, patients received the intervention using a form provided by
the researcher to prompt their GP or NP during their appointment to deliver the
green prescription. Of 451 intervention participants, 385 received intervention
from a GP, while 66 received intervention from a NP. Subsamples of 31 GPs
found a 7-minute mean intervention delivery time, while a subsample of 19 NPs
spent an average of 13-minutes on intervention delivery. Mean total energy
expenditure increased by 9.4 kcal/kg/wk (p=0.001) and leisure exercise idcrease
by 34 min/wk (p=0.02) in intervention patients. Results based upon intervention
delivery provider (GP or NP) are not reported.

Overall, the research that has been conducted utilizing nurses or NPs to
deliver health promotion interventions to patients in primary care have been
successful (Kastarinen et al., 2002; OXCHECK et al. 2005; Roderick et al., 1997;

Steptoe et al., 1999). However, only one of these interventions was directed solely
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at physical activity and in this study, approximately 15% of participabt4%a)
had a NP deliver the intervention as opposed to a GP.

Whether utilizing nurses or NPs alone or in conjunction with physicians,
interventions in primary care can lead to improvements in healthful activities
Future studies are needed to examine PA knowledge, sources of knowledge,
interest in and practices related to PA counseling in this population. This
information can help to identify future training protocols for interventions
utilizing this population to increase success in primary care PA promotion.

While some research has been conducted regarding the PA promotion
practices of NPs, little is known about these practices in physiciareassisthe
percentage of physician assistants that asses their patients PAaidoticor
provide counseling is unknown. Further, typical educational training regarding
PA knowledge and counseling, and counseling practices of physician assistants is
unknown.

Summary

In summary, there is a need for PA promotion interventions in primary
care and evidence that providers want to provide PA information to their patients.
Several quasi-experimental and randomized trials have been conducted evaluating
the efficacy and effectiveness of primary care PA promotion interventieas (s
Tables 2 & 3). Typical protocol for these interventions have included screening of
patients within the waiting room, followed by brief PA counseling (verbal and
sometimes written materials) by physicians (primarily) and noniglays
clinicians such as NPs. Patient follow-up varied from 4-weeks to 12-months and
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included additional physician visits, telephone calls, and/or mailings. While not
all primary care PA promotion interventions were successful, the majority of
studies support this approach to increasing PA. It is the position of several
organizations that primary care providers should incorporate PA counseling into
patient visits (Jacobson et al., 2005).

Surveys of primary care providers suggest that the primary barriers to PA
counseling include lack of time, needing to address more important issues and
insufficient educational materials (Buchholz & Purath, 2007; Bull et al., 1995;
Burns et al., 1995; Lawlor et al., 1999; Rogers et al., 2002; Sherman & Hershman,
1993). Such evidence reinforces the potential usefulness of non-physician
clinicians, such as NPs and physician assistants, as PA promoters in ganeary
Tulloch and colleagues (2006) suggest that this population may be better suited
for providing PA promotion in primary care due to an increased ability to spend
more time and provide a more intensive intervention. Although the current
limited body of literature provides some information regarding the attitanlgs
confidence of NPs to promote PA is positive, there is no information regarding

physician assistants in primary care PA counseling.
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Table 1

Summary of Primary Care Provider Survey Studies

Study Sample Population Methods Results
Abramson et n=298 e 34-ltem questionnaire e 73% of PCPs reported engaging in aerobic exercise
al., 2000 M Age= 50 yrs examining personal exercise e 41% of PCPs reported engaging in strength-training
Gender 77% male habits and counseling practices ¢ PCPs who participated in aerobic exercise were ity
RecruitmentRandom e Validity and reliability NR (OR: 5.72; 95% ClI: 2.41- 13.45) to counsel pati@mts
Sample (N=1200) of PCPs aerobic activity (P<0.0005)
who were members of the e PCPs who participated in strength-training wereenor
American Medical likely (OR: 4.55; 95% Cl: 2.61- 7.91) to counsetigats
Association on strength-training (P<0.0005)
Response Rat25% « Younger PCPs (age NR) were more likely to courtseir t
patients on PA than older PCPs (age NR)
o Verbal counseling was the most common method
Buchholz & n=96 ¢ Modified version of the ¢ PA most commonly assessed by asking patients d&bbut

Purath, 2007

M Age=50+7.1yrs
Gender 95% female
Recruitment Random
Sample (N=960) of
American Academy of
Nurse Practitioner Members

Response Ratel0%

Promotion of Physical Activity

by Nurse Practitioners
Questionnaire (Burns, .
Camaione & Chatterton, 2000)
30-item questionnaire examined
PA assessment and counseling e
practices, and knowledge,
confidence in and barriers to PA
counseling .
Validity and reliability NR

intensity and duration (94%), followed by checkhmegjght,
weight and general appearance

Most salient PA counseling barriers reported wisek of
time (48%), more pressing health concerns (47%)acid
of receptiveness (43%)

61% of NPs had no formal training in PA assessroent
counseling; workshops/conferences (43%) and sedfyst
(37%) were primary sources for info

NPs with formal training reported greater knowledgel
confidence to assess and counsel patients on FAQPK
75% of NPs reported engaging in PA for 30 minutestm
days of the week

Bull et al.,
1995

n=789

M Age= 45 +11 yrs
Gender 69% female
Recruitment All GPs in
Perth, Australia (N=1228)

Questionnaire examined currente
and desirable counseling
practices and barriers to PA .
counseling

Length, validity and reliability e

93% of GPs reported counseling symptomatic patiehts
could be helped with exercise

48% of GPs asked new and 38% asked previously seen
patients about PA

More than % of GPs thought new and returning pttien




0S

Response Rat&d1%

NR
[ ]

should be screened for exercise level

21% of GPs recommended PA to all patients
Barriers to PA counseling were lack of time (47%l a
insufficient educational materials (29%)

Burns, n= 606 e Promotion of Physical Activity e 99% reported assessing patients for PA
Camaione, & M Age=44.5yrs by Nurse Practitioners e Of these, 67% provide clients with written informeatand
Chatterton, Gender 97% female Questionnaire 43% refer patients to an exercise specialist.
2000 RecruitmerntRandomly e 26-item questionnaire examinede Approximately 84% used height and weight as a PA
selected group of American  PA assessment, counseling indicator.
Academy of Nurse practices, knowledge and e Barriers to counseling included lack of time (6284
Practitioner members (N= confidence in counseling and need to address more important concerns (58%).
1000) barriers to counseling. ¢ Factors associated with predicting counseling: Kadge
Response Rate60% e Validity and reliability NR to counsel (OR: 2.01; 95% ClI: 1.46-2.77), additlona
education about PA (OR: 2.29; 95% CI: 1.22-3.18} a
being physically active (OR: 1.96; 95% CI: 1.3973.7
Connaughton, n=72 e Exercise and Physical Activity e 58% of respondents reported belief that their gases
Weiler, & Participant demographics Competence Questionnaire were competent to evaluate patients prior to sigudin
Connaughton, NR developed for this study exercise program.
2001 RecruitmentAll identified o 17 items examined dean/directos 10% reported that their students could design ancise

deans and directors of 128
schools of medicine in US
(N=128)

Response Rate56%

beliefs of graduating medical
students : .

e Competence of medical
school students (6
questions, Likert scale [1- o
6], a=0.83)

e Importance of prescribing
patient exercise and
physical activity (6
questions, Likert scale [1-
6], a=0.86)

e Medical school curriculum
(7 forced choice items).

Douglas etal., _n757 (376 GPs, 212 NPs, e Questionnai

program.
6% of respondents reported provision of a coresmur
referencing ACSM Guidelines for Exercise Testing an
Prescription

46% were unsure if topics related to this wererefian
any core courses.

ped for this

13% of GPs, 9% of HVs, and 7% NPs could correctly
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2006 169 HVs) study (some questions adapted describe exercise recommendations.
Demographics NR from Lawlor et al., 1999). e HVs (88%) and NPs (90%) were more likely to
Recruitment Sample of e Examined attitudes, knowledge, recommend exercise to apparently healthy adults 8Rs
general practitioners (GPs),  practices, and barriers regarding (62%).
practice nurses (NPs), and exercise counseling in GPs, ¢ For specific medical conditions, GPS and NPs weseem
health visitors (HVs) from NPs, and HVs. often to recommend PA than HVs.
four regions in Scotland (N=e Length, validity, and reliability e Lack of time and lack of financial incentives were
1408; 802 GPs, 317 NR considered more of a barrier to GPs than NPs ansl HV
NPs,289 HVs) e For all respondents, 40-60% thought that educationa
Response Rate54% (47% materials were insufficient for their needs and¢heas a
GPs, 67% NPs, 58% HVs) lack of training regarding knowledge to advise PA.
Frank etal.,  n=1846 Freshman; 1630 e Examined perceived relevance e Across the four years, approximately 61% of stuslent
2008 Wards; 1469 Seniors of PA counseling in intended reported adherence to the CDC physical activity
M Age= NR practice and self-reported recommendations.
Gender 61% female frequency of counselingtoa e Students who felt more positively about their sda@md
(Freshman year); 56% “typical” patient at freshman classmates’ attitude toward exercise promotion wevee
female (Wards); 62% orientation, orientation to wards, likely to be adherent to these recommendations.
female (Senior year) and during senior year. e More respondents perceived exercise counseling to b
Recruitment All medical e Length, validity and reliability highly relevant to their intended practices atetarward
school graduates in 2003 NR than at senior year (69% vs. 53%; p<0.01).
from 16 U.S. schools (N=
2080 Freshmen; 1982
Wards; 1901 Seniors)
Response Rate89%
Freshman year; 82% Wards;
77% Senior year
Lawlor, Keen, n=174 e Examined knowledge, attitudes e 75% of respondents reported that any level of P& wa
& Neal, 1999 Participant demographics and practices of PA promotion beneficial.

NR

Recruitment All GPs in
Bradford district of the UK
(95 practices; N= 235)
Response Rate74%

among GPs. .
Length, valic eliability
NR o

However, only 8% reported that they would give PA
advice to all patients.

Over % of respondents self-reported sufficient kieol\ge
of PA counseling.

Barriers to promoting PA included lack of time (8%),
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belief of irrelevance of PA to consultation (68.4%)d
belief that patients would not heed advice (55.2%).
Majority of respondents believed PA advice would be
followed more successfully if linked to specificati
problems.

Lewis et al., n= 1349 Questionnaire examined the e 38% of respondents reported being extremely oequit
1991 M Age= 44 yrs following dimensions of active.
Gender 6% female counseling: (1) Aggressiveness ¢ Of the respondents reporting being extremely acthtéo
Recruitmernt Random (time, frequency, and patient counseled all inactive patients compared with 28%ss
stratified sample of type), and (2) Indications active respondents (p<0.001).
American College of (exercise, smoking, alcohol, seaé  Among physicians who counsel, approximately 48%
Physicians members from belt use). reported spending over 3 minutes counseling about
21 U.S. regions (N= NR) Length, validity, and reliability exercise
Response Rate75% NR
McDowell, n= 220 Questionnaire examined patiens 80% reported being in the maintenance stage ofgehfor
McKenna, M Age= 43.6£7.9 yrs health, personal factors (age, PA promotion
& Naylor, Gender 100% female sex, stage of change), and e 56% reported being in the maintenance stage far diaan
1997 RecruitmentAll practice practice factors (number of PA.
nurses (NPs) in Avon providers, patients, barriers) e« NPs own PA, but not stage of change for promotias w
county, UK influence on physical activity associated with counseling.
(N=272) promotion. « There was a significant difference in hours ofrtirag that
Response Rate80.9% Length, validity, and reliability NPs promoting PA received (6.18 hrs) compared te NP
NR not promoting PA (mean=1.51 hrs).
e 37% of sample had not received any formal PA trajni
Rogersetal., n=251 85-item questionnaire adapted e 69% reporting enjoying exercise personally
2002 M Age= 30+3.8 yrs from previous questionnaires e 44% reported engaging in exercise (intensely endoigh

Gender 42% female
Recruitmentinternal

medicine residents at six USe

training programs (N= 313)
Response Rate92%

(Sherman & Hershman, 1993;

Bull et al., 1995) o
Examined bel

knowledge, a les .
regarding exercise counseling
among resident physicians: .

e Perceived success when

sweat) at least three times per week

27% reported receiving training in exercs®inseling in
medical school

58% reported not receiving exercise training in ivad
school

91% of respondents felt that more training in ebser
counseling would be beneficial
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counseling (6-item scale, e Approximately 70% spent five minutes discussing

a=0.75); exercise with patients on an average visit.
e Confidence in counseling (9- ¢ 96% felt it was their responsibility to provide esise
item scalep=0.87); counseling

e Counseling as a priority (4-
item scalep=0.65);

Only 28% felt confident to prescribe exercise.
Top three barriers included medical problems thegrfere

e Obstacles to exercise with exercise (65%), medical problems as a highieripy
counseling (4-item scale, (61%), and lack of time (56%).
0=0.68). o Predictors of confidence in counseling include beimale

(p<0.001), perception of importance of exercisesfor
healthy 35-year old (p<0.01), feeling successful at
counseling (p<0.001), perceiving less barriers to
counseling (p<0.001) and prior training in exercise
counseling (p<0.05).

Sherman &
Hershman,
1993

n= 422

M Age= 41 yrs

Gender 25% female
Recruitment Random
sample of internistm
Massachusetts (N= 1000)

Response Rate61%

80-item questionnaire developede Factors associated with likelihood of counselingrgeived

for this study success with getting patients to begin exercise @2/ 4;
Examined attitudes, beliefs, 95% CI: 10.95-47.24), perceived success with ggttin
practices, barriers regarding patients to continue exercising (OR: 14.60; 95%10195-
exercise counseling and 47.24), belief that exercise is very important (2B6;
personal exercise frequency. 95% CI: 1.70-13.91), slower resting physician heaiie

(OR: 2.56; 95% ClI: 1.41-4.76), and personal exercis
habits (OR: 2.69; 95% CI: 1.50-4.85).

e Barriers to counseling: lack of time, lack of peveel
counseling effectiveness, lack of counseling skills

van der Ploeg
et al., 2007

1997: rr 325; 2000397

M Age= NR

Gender 28% female; 2000:
30%

Recruitment Representative
selection of GPs from 37
divisions within New South
Wales (95 practices; N=
NR)

5-item questionnaire (1-5 Likert ¢ No significant differences in respondent charastixs

scale) examining GPs from 1997-2000.

perceptions anc ~"~~tices e Respondents reporting attending a workshop retated
regarding P£ in 1997 increasing PA over the past 12 months increased 86
and 2000. to 44% (p<0.01).

Validity and | R o General knowledge of physical activity increased)(p1).

e Confidence in providing general (83 vs. 92%; p<)&id
specific (63% vs. 71%; p=0.02).
e There was no change in occurrence of PA discussiiths
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Response Rate58%; 2000:
53%

new patients (31% vs. 31%) or established pati@n%
vs. 27%) from 1997 to 2000.

Vickers etal.,, n=152 (52 NPs not Questionnaire examined e Almost 70% of respondents reported being moreyikel
2007 included in analysis) variables associated with counsel patients on health behaviors that they are
M Age= 45.4+9.1 yrs confidence to counsel and PA successful at engaging in themselves.
Gender 60% female counseling rate. ¢ Approximately 86% of respondents reported feelirgen
Recruitment All primary Length, validity, and reliability confident in counseling on health behaviors sudo#gs
care physicians associated  NR. engage in themselves.
with Mayo clinic in e Factors associated with confidence to counsel: yeaes
Rochester (n=185) of clinical training, greater extent of counselingining,
Response Rate82% and greater perceived importance of counseling.
Wells et al., n= 455 Physician Practice Study e Common counseling techniques included discussion of
1986 M Age= 37 yrs e 8-item questionnaire examined  risks, benefits and specific steps to take.

Gender 11% female
Recruitment Recent
graduates of family practice
and internal medicine
residencies in the US
(N=628)

Response Rate72%

practice characteristics of recents
residency graduates, indications

for routine PA counseling,

aggressiveness of counseling

style and specific techniques
used (>0.80 for each scale).

Among those who counsel, 57-61% spend less tham2 m
a visit and 36-47% counsel only when habit preskigt@n
immediate health hazard.

Approximately 15% of respondents counsel most of
patients with poor exercise habits about exercise.

56% of respondents counsel most of their patieitts w
heart disease about exercise.

12% of respondents reported never counseling.
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Table 2

Summary of Primary Care Quasi Experimental Studies

Study Design Characteristics of Intervention Outeem
Bull & Participants N 763 1. Standard intervention 1-mo, 6-mo follow-up
Jamrozik, M Age= 50 yrs e Verbal advice from physician and mailed ¢ Compared to control, participants
1999 Allocated by day of the week consultation  standard pamphlet on exercise in both interventions increased
occurred: 2.Tailored intervention PA at 1-mo (p<0.01) and 6-mo
1. Standard interventiorFn93 (60% e Verbal advice from physician and mailed  (p<0.02)
female) tailored (to stage of change, barriers, and 12-mo follow-up
2. Tailored interventionn223 (72% preferred type of exercise) pamphlet « No significant differences in PA,
female) 3. Control or stage of readiness for change
3. Control = 347 (gender NR) between groups
Family physicians N NR (10 practices)
Calfas et Participants N 255 PACE 4-6 wk follow-up
al., 1996 M Age= 39 yrs 1. Intervention e Group 1 participants had
Gender 84% female e Physician provided 3-5 min. of structured  significantly higher mean PACE
Allocated based upon physician: exercise counseling and prescription based scores, walking (+37 min/wk vs.
1. Intervention r98 on patient stage of change + 7 min/wk for control), and
2. Control 114  Health educator’s provided 10-min. accelerometer activity counts
Physicians N 22 (17 practices); physicians  booster2-wks later and mailed tip sheets if (+33%)
chose to be intervention providers or requested
control 2. Control
Kelly, Participants N 326 1. Intervention 1 4-wk telephone follow-up
1988 M Age= NR o Lifestyle assessment, risk factors, ¢ All intervention participants in
Gender 74% female physician advice, lifestyle prescription and had a greater change in mean
Intervention groups randomized to 1, 2, or  instructional materials tailored to risk activity score than control
3, with nonparticipants randomly selected  factors participants (p=0.001)
for group 4: 2. Intervention 2 e Greatest change in the multi-

1. Intervention 1 n 88
2. Intervention 2 n 88
3. Intervention 3 n 88
4., Control F 44
Family practice residentsN\18 (1 practice)

e Assessment and provision of instructional component intervention (groupl)
materials from nurse for all lifestyle areas ¢ Motivation to change was

3. Intervention 3 strongest predictor of change

e Assessment only

4. Control

oz



9G

Did not take assessment

Lewis & Participants N 383 1. Advice 1-mo telephone follow up
Lynch, M Age= 35 yrs (females); 42 yrs (males) e Physicians could choose to provide 2-3 e Exercise duration increased in
1993 Every other person allocated to min verbal exercise advice and an exercise group 2 (108.7 min/wk) compared
intervention: handout. to group 1 (-23.7; p<.05)
1. Advice ¥162 (77% female) e Protocol consisted of asking about e Exercise frequency did not
2. Control =221 (56% female) exercise, assessing response and advising significantly change (0.7 vs. 0.4
Family physicians N 24 (1 practice) accordingly. p=0.4)
¢ Physicians could choose to omit advice if
too busy or if patient seemed to be a poor
candidate.
2. Control
Logsdon, Participants N 2218 1. Intervention 12-mo survey follow-up
Lazaro, M Age= NR o After completion of surveys, participants e Significant difference in starting
& Meier, Eligible patients, stratified by age were were asked to request follow-up regular exercise between treated
1989 randomly selected to complete survey: appointments (self-selection) with their intervention and control patients
1. Intervention r 1409 (45% female) physicians. at follow-up (OR: 1.12-2.43; 95%

n=811 treated (42% female)
n=598 untreated (49% female)
2. Control = 809 (60% female)
PCPs N 72 (5 practices)
1. Intervention n=46 (3 sites)
2. Control n=26 (2 sites)

At these appointments, physicians used age Cl 1.12-2.43; p=0.02)

group specific prevention-oriented forms e When treated and untreated

to record risk history (lack of exercise, intervention groups are collapsed
high blood pressure, excessive dietary fat, this difference lost significance
overweight, and alcohol misuse, etc) and  (OR 1.39; 95% CI 0.99-1.96;
provide tailored verbal and written health  p=0.06)

advice.
2. Usual care
Marcus et Participants N 44 older adults 1. Experimental 2-wk telephone follow-up

al., 1997

M Age= 67 yrs

Gender 72% female

Sequential group design:
1. Experimental n=19
2. Control n=25

Physicians N 4 (1 practice)

e After training, physicians provided 3-5 mire  Approximately%; of controls
of stage-matched counseling (ask, assess, reported receiving PA counseling
advise, assist, advise), a PA booklet, and a form physician

PA prescription. 6-wk follow-up:

o Follow-up PA counseling in office 1 e Both groups increased PA (PASE
month following first visit score; p>0.05)

2. Usual care e The increase was greater in the
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e Conducted prior to intervention experimental group

e Physicians reported greater
confidence in counseling
following intervention

¢ Physician acceptability of the
intervention was rated from 3.25
to 4.8 (where 1=not acceptable;
5=extremely acceptable)

Smith et
al., 2000

Participants N 1142 1. Prescription 6-10-wk follow-up
M Age= 43 yrs e GPs provided brief PA advice and written ¢ Total PA increased by at least 60
Random allocation to one of two prescription according to what they min/wk in group 2 (+35.7%) than
intervention groups: thought was appropriate (blinded to control participants (29.1%; OR:
1. Prescription a1 380, (58% female) baseline measures) 1.32, 95% CI 0.96-1.82)
2. Prescription + bookletssr876, (62% 2. Prescription + booklets e Prescription alone was not found
female) e Above plus a mailed, stage-matched self-  to be effective.
3. Control i+ 386 (61% female) help booklet two weeks following 7-8 mo follow-up
GPs N 55 (27 practices) appointment « No significant differences

3. Control group
e Control conducted 2 wks before
intervention
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Table 3
Summary of Primary Care Randomized Controlled rial

Study Design Characteristics of Intervention Outes
Elley et al., Participants N 878 1. Green Prescription 12-mo follow-up
2003 M Age= 57 yrs e Patients used a form with their stage of e Energy expenditure (9.4

Gender 66% female

change to prompt GP to provide written kcal/kg/wk; p=0.001) and leisure

Cluster RCT by practice: goals and prescription exercise (34 min/wk); p=0.04)
1. Green Prescriptiorm451 ¢ A local sports foundation provided increased in intervention group.
2. Usual Caren 427 quarterly newsletters and 3 phone calls ¢ Self-rated general health, vitality
GPs N- 117 (42 practices) over 3-months and bodily pain improved
2. Usual Care significantly more than in control
participants (p<0.05).
Kerse et Participants ¥ 270 1. Green Prescriptiofsee Elley, et al., 2003). 12-mo follow-up

al., 2005 M Age= 72 yrs

Patients used a form with their stage of e In intervention participants,

Gender 63% female change to prompt GP to provide written leisure time PA increased by 0.67
Computer generated randomization: goals and prescription h/wk in (95% CI: 0.17-1.17) and
1. Green PrescriptiorFn130 e A local sports foundation provided leisure time energy expenditure
2. Usual Care:1140 quarterly newsletters and 3 phone calls increased 2.67 kcal/kg/wk (95%
PCPs 117 (42 practices) over 3-months Cl: 0.87-4.47)

2. Usual Care o Self-rated general health (95% CI
1.69-9.24) also improved in
intervention participants

Goldstein  Participants N 355 Physically Active for Life (seeinto et al., 6-wk follow-up:

etal, 1999 M Age=65yrs 1998) e Group 1 participants (89%) were
Gender 65% female 1. Intervention more likely to be in an advanced
Randomized by practice: ¢ 5-min PA counseling matched to patients’ stage of readiness than control

1. Intervention r 181
2. Control i+ 174
Physicians ¥ 34 (24 practices) .

stage of readiness, written prescription, and (74%; p<0.001), but no difference

patient manual in meeting PA recommendations.
Free follow-up appt with physician 8-mo follow-up

(counseling and new prescription), poster ¢ No differences between groups
of adoption and maintenance tips, and 5
monthly newsletter mailings

2_&2\ nAard care
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Graham- Participants n 758 (at least 1 risk factor Fresh Start Program multiple risk factor 12-mo follow-up
Clarke & for CVD) intervention to reduce CVD risk factors ¢ No significant difference in self-
Oldenburg, M Age=52 1. Video Intervention reported PA between groups, from
1994 Gender 49% female ¢ Following assessment for CVD and baseline, or as a function of stage
Randomized by practice: feedbackphysicians offered the Fresh of change.
1. Video rr 270 Start Program tailored to patient using riske Intervention appeared to lead to
2. Video + Self-help 1233 factor profile. an intention to change in
3. Routine Care=n255 e Program includes 4 lifestyle videos approximately 20% of
GPs N= 80 (75 practices) (introduction to program, smoking, eating, intervention patients compared to
physical activity) to be seen by patients. routine care (p=0.023).
2. Video + Self-help
e Above with the provision of 3 booklets
targeting risk factor behaviors
3. Routine Care:
e Assessment for CVD and feedback
Grandes et Participants N 4317 1. Intervention 6-mo follow-up
al., 2009 M Age= 50 yrs ¢ Brief 15-min advice using software to elicite Intervention patients increased PA
Gender 65% female patient beliefs about PA. If patients on average by 18 min/wk (95%
Cluster RCT by practice: indicated readiness to increase PA, an Cl: 6-31 min/wk) compared to
1. Intervention r 2248 individualized prescription was provided control patients.
2. Control = 2069 along with a 4-page pamphlet summarizing Subgroup analyses found that
PCPs N 56 (13 practices) all information. patients aged 50 and older
2. Control increased more PA on average of
34.5 min/wk (95% CI: 18.4-50.6
min/wk).
Harland et  Participants ¥ 523 1. Brief intervention 1 12-wk follow-up
al., 1999 Age= 40-64 yrs e General PA information plus 1 Proportion of PA (p=0.001),

Gender NR
Randomized in blocks of 10:
1: Brief intervention 1 1 105
2: Brief intervention 2 A 105
3: Intensive intervention 8= 104
4: Intensive intervention 4= 102

motivational interview (~40 min) based on

stage of change

. Brief intervention 2

Above plus 30 vouchers (1 voucher= one
epiendea nf aerobic activity at local PA
cel ring intervention time period)

moderate PA (p=0.002), and
vigorous PA (p=0.001) increased
significantly more in intervention
groups compared with controls.
No significant effect due to
interviews (p=0.80), vouchers
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5: Control = 103
GPs N-NR (1 practice)

3. Intensive intervention:3 (p=0.27), or interaction between
e General PA information plus 6 (p=0.16).
motivational interviews over 12-wks 1-yr follow-up:
4. Intensive intervention: 4 ¢ No sustained effects of
e Same as intensive intervention 3 plus 30 interventions.
vouchers
5. Controf

General information on benefits of PA and
19 leaflets on locally available leisure
facilities and activities.

Hillsdon et Participants N 1658 1. Direct Advice 11-mo follow-up
al., 2002 M Age= 55 yrs o Patients were told about PA benefits and e Brief negotiation participants
Gender 51% female advised to work towards 30 minutes of increased PA by more (+14
Randomized to: brisk walking 5x/wk min/wk) than direct advice (+6
1. Direct advice n 544 2. Brief Negotiation min/wk)
2. Brief negotiation a 551 e 30-min of motivational interviewing using e Brief negotiation increased PA by
3. Control = 563 six strategies (ex. comparison of current 24% more than control (p<0.01).
Physicians NNR (2 medical centres) PA to recommendations, pros and cons ofs Diastolic blood pressure
increased PA) tailored to stage of change. decreased significantly more in
Absence of advice about need to increase brief negotiation participants 3 (-
PA 2.5 mmHg) than direct advice
3. Control participants 2 (-0.2 mmHg;
p<0.01).
Jimmy & Participants ¢ 161 (only those in stage 1. Feedback Group 7-wk phone follow-up:
Martin, of change 1-3) e Physicians evaluated questionnaire e Approximately 35% of
2005 M Age= 49 yrs responses and gave feedback relevantto  participants in both groups were
Gender 57% female current stage of change considered active (p=0.69)
Randomized to: 2. Advice Plus Group e 60% of the Advice Plus group

1. Feedback Group=92
2. Advice Plus Group=69

Physicians N 5

Above plus a stage specific handout hand  who chose counseling were
out on immediate and long-term benefits of classified as active

physical and ways of integrating PA into 14-mo follow-up:

ds Also offered a 45-minute o Approximately 40% of

cc 3 session with PA specialist participants in both groups
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remained inactive

e 71% of the Advice Plus group
who chose to attend counseling
were classified as active.

Norris et Participants & 812 Modified PACE protocofCalfas et al., 1996) 6-mo follow-up
al., 2000 M Age= 54 yrs 1. Intervention ¢ No difference between groups in
Gender 52% female ¢ Physician counseled using stage of change PA or energy expenditure.
Randomized by practice: PACE protocol including benefits of ¢ Baseline levels of PA (61% of
1. Intervention r 384 activity, dealing with barriers, and written  participants exercised at least
2. Enhanced Interventiorrf/3 of PA prescription 3x/wk) and PA counseling (48%
group 1 e Booster call at 1-mo by research assistant  of participants reported receiving
3. Control r+ 463 2. Enhanced PA counseling over the 6-mo
Physicians N32 (3 practices) e Above plus booster calls and postcards at ~ study
2, 3, 4, and 5 months
3. Usual care
Petrella et  Participants N 241 (community dwelling Step Test Exercise Prescription (STEP) 6-mo follow-up
al., 2003 participants) Project e VO,max increased more in
M Age= 7316 yrs 1. Intervention intervention participants (11%)
Gender 48% female e Physicians administered the step test (20  than control (4%)
Randomized and then scheduled to meet times up and down on a 9.5 cm step) to  12-mo follow-up
with a corresponding physician: calculate VOmMax. ¢ Intervention participants had
1. STEP Intervention-n131 e Co 1g included provision of exercise  significantly higher exercise self-
2. Control = 110 EX&.......s and application of the ACSM efficacy compared to group 1 (6.8
Physicians N 16 (4 clinics) guidelines, and how to determine heart rate vs. 4.6; p<0.001) and from
for intensity purposes. baseline to follow-up (4.2 vs. 5.4;
2. Control p<0.05).
e Usual care in addition to exercise e Intervention participants also
counseling including ACSM guidelines reduced systolic blood pressure (-
and benefits of exercise 9 mmHg; p<0.002) and a 7.4%
decrease in BMI (p<0.05).
Pfeiffer, Participants ¥ 49 1. Ver lvice: 6-wk telephone follow-up
Clay, & M Age= 74%1 yrs o PA ised through questionnaire, 5 mim PA increased significantly in both
Conatser, Gender 90% female PA aavice, and goal setting groups, from 32% to 68% in
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2001 Random assignment: 2. Green Prescription verbal advice group and from
1. Verbal advice n 25 e Above plus written goals 36% to 65% in green prescription
2. Green Prescription24 group
Geriatricians N3 (1 practice) e There were no significant
differences between groups.
Pinto et al., Participants N 355 Physically Active for LiféseeGoldstein et al., 6-wk and 8-mo follow-up
1998 M Age= 66 yrs 1999) e Physicians rated the program
Gender 65% female 1. Intervention favorably and would recommend
Randomized by practice: ¢ Interviewed for stage of change, history of program to colleagues.
1. Intervention v 174 and barriers to PA plus brief counseling, e Barriers included insufficient time
2. Control i+ 181 exercise prescription, and patient manual  and forgetting to counsel.
Physicians ¥ 34 (24 practices) specific to stage of readiness ¢ Confidence in counseling was
1. Control i+ 12 « Additional copy of manual and 3 significantly higher in physicians
2: Intervention r 12 newsletters mailed over 4-months. providing the intervention.
2. Controf e Intervention patients rated
prescription as moderately useful.
Swinburn  Participants N 456 1. Verbal Advice 6-wk telephone follow-up
etal., 1998 M Age=49 yrs e PA assessed through questionnaire, e 2-wk PA recall questionnaire

Gender 62% female

physician provided 5 min PA advice and a

Physician recruited participants based on PA goal

perceived benefit of PA; after verbal

advice, participants randomized:

1. Verbal advice 11 238 (64% female)

2. Green prescriptionn218 (59%
female)
*No control group

Physicians N 37 (2 centers)

2. Green Prescription
e Verbal advice plus written prescription (i.e.
goals recorded)

revealed more green prescription
participants increased PA more
than those receiving verbal advice
only.
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Writing
Group for
the Activity
Counseling
Trial
Research
Group,
2001

Participants ¥ 874
M Age= 52 yrs
Gender 45% female

Computer-automated randomization:

1: Advice n= 292

2: Assistance n= 293

3: Counseling n= 289

*No true control group
Physicians N 51 (11 practices)
Physician Assistants n= 2
Nurse Practitioners n= 1

Activity Counseling Trial
1.

2.

Physician advice (2-4 min) on PA
recommendations

Health educator provided information on e
type and amount of PA, but no additional
counseling

Assist .

Advice plus additional 30-40 minutes of
health educator advice, including .
counseling, a video, monthly newsletters,
referrals to community resources, and brief
occasional telephone contact

3. Counseling

Assist plus regular phone, in-clinic follow-
up counseling, and weekly behavior
change classes.

24-mo follow-up
Advice .

VO,max higher for females in
assist and counseling groups
compared to advice.

No difference in cardiorespiratory
fithess or PA for men between
any of the groups

No significant differences in 7-
day physical activity recall.

Cost was approximately $500 for
each participant in assist group
and $1100 for each participant in
counseling group.




Chapter 3
METHODS

Overview of Study |

Research objectives for this study included determination of the
prevalence of PA counseling, perceived knowledge and confidence in counseling
PA, educational training related to PA counseling, and whether differerists
for these factors between NPs and physician assistants. This studycussst a
sectional design. The Promotion of Physical Activity and Health Practitione
Questionnaire (PPAHQ) which examines the PA knowledge, training and
counseling practices of NPs and physician assistants was completedmities
through Survey Monkey or as a paper copy. Outcomes included the percentage of
NPs and physician assistants providing PA counseling; self-reported knowledge
and confidence in ability to counsel PA; and the type of educational training
related to PA counseling and where this information was received.
Participants and Recruitment

Study participants (n=318) were employed NPs and physician assistants.
Inclusion criteria for this study included: (1) being a licensed NP or ghysi
assistant currently practicing in a facility where PA counseling would be
appropriate and applicable and (2) ability to read and write in English.
Questionnaires completed by participants who were not currently practicamg as
NP or physician assistant (n=30) were excluded from analysis.

Recruitment occurred in person and through email from local Arizona
hospitals and clinics, the Arizona Nurses Association, the Arizona State
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Association of Physician Assistants, and other nursing and physicianrassista
organizations (e.g. Arizona Nurse Practitioner Council) located in Arizona.
Emails were sent through Arizona NP- and physician assistant- asdociate
listservs to approximately 1000 active NPs and 300 physician assistants
describing the purpose of the study, requirements for participation and a link to an
encrypted online version of the survey (see Appendix A). A total of 365 surveys
were returned, of which 15 were incomplete. Complete surveys were collected
from 240 NPs and 78 physician assistants. The majority (60%) of surveys were
completed in person; 52.3% at the American Academy of Nursing Practitioner
meeting and 7.7% at the state Association of Physician Assistant meéiimgs
response rates for surveys completed at the State Association of Physicia
Assistant meeting and the American Academy of Nurse Practitionetsighee
were 37.3% and 52%, respectively. The overall response rate cannot be calculated
due to a snowball effect resulting from recruitment conducted through electronic
sources (e.g. organization and hospital emails). Participants were enterad i
drawing for the chance to win one of four $50 gift cards as a participation
incentive.
Measures

The Promotion of Physical Activity by Health Practitioners Questionnaire
(PPAHQ) is a modified version of the Promotion of Physical Activity by Nurse
Practitioners Questionnaire (Buchholz & Purath, 2007; Burns et al., 2000). The
original survey, Promotion of Physical Activity by Nurse Practitionenes
reviewed by experts for face validity and an examination of 1- month test-ret
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reliability indicated that the average percent of agreement between the two
administrations of the surveys was 86% for categorical and interval response
(Burns et al., 2000). In its original form, the survey consisted of 5 sections that
included demographic data, practice patterns related to PA promotion, methods
used to assess and counsel, barriers to counseling, knowledge and confidence for
assessing and counseling, how and where knowledge of PA promotion was
obtained, and lastly the respondents own PA level (Burns et al., 2000).

Buchholz & Purath (2007) expanded upon the questionnaire by Burns and
colleagues (2000) to include questions related to familiarity and use of several
fitness measures (e.qg. cardiorespiratory fithess, muscular strdaxgibi]ity,
body composition, and balance) by NPs in their practice. Additionally, Buchholz
& Purath (2007) defined PA and physical fitness at the beginning of the
guestionnaire. Again, the questionnaire was reviewed and pilot tested prior to
final administration.

In the present study, the PPAHQ consists of six sections, similar to the
guestionnaire used by Buchholz & Purath (2007). Questionnaire wording was
modified slightly (e.g. nurse practitioner was changed to healthcare erptod
include physician assistants. Two questions were added to examine respondent
interest in obtaining PA counseling training, and to rank the delivery method of
such training (e.g. online curriculum, online curriculum through continuing
education credit only, university courses online or in person, in-service education,
and workshop at professional conference). Responses were specified through 5-
point Likert-scale, multiple-choice, and fill-in-the-blank questions (seesApix
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A). This questionnaire took approximately twenty minutes for participants to
complete.
Data Analysis

Descriptive statistics characterized the study sample, including
identification of a mean and standard deviation of respondents’ ages, percentage
of each gender, years of practice within occupation, practice localséewgban,
rural, urban), and type of facility (e.g. private practice, outpatient clinipjtahs
etc) stratified by occupation (NP or physician assistant). Allssitzgiwere
completed using SPSS (PASW Statistics, Version 18.0.0, SPSS Institute Inc.,
2010, Chicago, IL).

Null hypotheses were maintained for Study 1 research hypotheses. Little is
known regarding PA assessment and counseling practices, knowledge and
confidence, or PA counseling educational training among physician assistants.
Thus, it cannot be reasonably assumed that one group, NPs or physician
assistants, would be significantly different from the other group. Chi-squsdse te
for independence and Mann-Whitney U tests were performed to evaluate the
hypotheses. The independent value for each analysis was occupation group, NP or
physician assistant.

The first hypothesis, that there will be no significant difference in PA
counseling practices between NPs and physician assistant, was exantiingd wi
chi-square for independence test. Specifically, the test determined iaee

difference in the proportion of NPs and physician assistants who sette@po
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routine counseling of primary care clients to accumulate 30 minutes of moderate
intensity physical activity on most days of the week (yes/no).

The second hypothesis, that there will be no significant difference in
knowledge to provide PA counseling between NPs and physician assistants was
also examined with chi-square analysis. The following question was utilized to
elicit participant response “On a scale of 1 to 5, 1 indicating the least amount of
the attribute and 5 indicating the most amount of the attribute, please rate the
following: Your knowledge about counseling clients about physical activitye’
third hypothesis, that there will be no significant difference in confidence to
provide PA counseling, was assessed in the same manner as hypothesis 2. The
same question was applied to participant confidence with the dependent variable
of these analyses being the choice of one of the five categorical options.

The fourth hypothesis, that there will be no significant differences in
educational training to provide PA counseling was examined using four questions
from the PPAHQ. The questionnaire asked participants to respond with a yes or
no to the following question, “Did you receive preparation in the areas of physical
activity in the educational program that prepared you to be a health practitioner
(e.g. nurse practitioner or physician assistant)?” For participaspenmding yes, a
follow-up question asked, “If yes, which of the following did you receive
preparation about? Please check all that apply.” Participants were diected t
choose as many options from a list including the health benefits of physical
activity, the physiology of physical activity, the type or mode of physidaligc
to advice, the intensity of physical activity to advice, the intensity of palysi
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activity to advice, use of rating of perceived exertion, to gauge intensity, use of
maximum heart rate to gauge intensity, the duration of physical activity to advise
and the frequency of physical activity to advise. Additional chi-square tests we
run for each of these options.

A second question regarding educational training was asked, “Have you
had any other educational preparation in the area of physical activity
prescription?” with a response of yes or no. For those answering yes, a follow-up
guestion asked, “If yes, where did you receive this preparation?” Partgipant
were directed to choose as many options from a list including baccalaureate
nursing program, baccalaureate physician assistant program, masterésrprogr
additional coursework, conference(s), workshop(s), seminar(s), self-study or
other. Additional chi-square tests were run for each of these options.

Overview of Study Il

This second study further examined the knowledge of, attitudes toward,
confidence in, and practices of PA counseling in NPs and physician assistants
using qualitative research methods. As stated previously, current knowledge of,
attitudes toward, confidence in, and practices of PA counseling in these
populations are poorly understood. Qualitative methodology will aid in the
identification of underlying themes related to these topics that cannot be obtained
through quantitative methods alone (Glaser and Strauss, 1967). This study
consisted of five FGs stratified by participant profession (three NP kdssva
physician assistant FGs). A modified grounded theory approach was used to
reveal themes that emerged from FG discussions.
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Participants and Recruitment

FG participants (n=5-12 per group) were currently practicing NPs and
physician assistants. Participant eligibility criteria includeddeai licensed,
practicing NP or physician assistant currently practicing in a faeilitere PA
counseling would be appropriate and applicable, willingness to participatey abili
to read and write in English, and provision of informed consent to participate.

Participants were recruited in person and through email from local
Arizona hospitals and clinics, the Arizona Nurses Association, the Arizona State
Association of Physician Assistants, and other nursing and physicianrgssista
organizations (e.g. Arizona Nurse Practitioner Council) located in Arizona.
Emails describing the purpose of the study and the requirements for padicipat
were sent through Arizona NP and physician assistant- associated ligtservs
approximately 1200 active NPs, and 550 physician assistants (see Appendix B).
In-person recruitment also occurred during local organization meetings (e.g.
Arizona Nurse Practitioner Council, Arizona State Association of Physician
Assistants). Individuals expressing interest in FG participation wezersed in
person, via telephone or by email to determine eligibility (see Appendix B).

While power cannot be calculated for qualitative studies, many of the
considerations for determining sample size for qualitative studies corregpond t
power calculations used in quantitative research. Such considerations include the
range (number of groups needed to describe the entire range of issues for the
domain of interest), saturation (humber of people needed before no new concepts
emerge and the phenomenon is described in its entirety) and stratification (the
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number of categories along a single dimension that need to be captured) (Morgan,
1998). Redundancy and range are typically achieved with a sample size of 30.
Moreover, five people is considered the standard minimum and 12 people is
considered the standard maximum in FG research (Morgan, 1998).

Data Collection and Instrumentation

FGs were held at convenient locations for participants and included the
Arizona State University Downtown campus, local hospitals and clinics.
Participants were required to provide their own transportation to and from the
FGs. Refreshments were served including bottled water, fruit, and vegesgble t
A trained moderator with experience in conducting FGs led all of the FGawit
standard moderator’s guide. At the start of each FG, the moderator introduced
herself and described the purpose and guidelines of the FG to the participants.
Participants were then asked to read and sign the information letters. FG
discussions lasted approximately 90 minutes and were audio-taped after each
participant’s consent was obtained.

FG recordings were transcribed verbatim following each group. A note-
taker was also present at each FG to serve as a back up to the audio-redorder. Al
transcripts were verified for accuracy and the participants name weosed
and replaced with id numbers to ensure confidentiality. Participants were also
asked not to repeat any specific comments stated during the FG to respect all
participants’ confidentiality.

As stated previously, a standard prepared moderator’'s guide was used to
lead the FG discussions (see Appendix B). The moderator's guide was created
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following a literature review of the efficacy and effectiveness oPHC

interventions and cross-sectional surveys of PA counseling by HCPs. Moderator

guide questions were generated to address gaps in knowledge regarding PA

counseling knowledge, confidence, practices and educational training among NPs

and physician assistants. Additionally, an expert in qualitative researchNghd a

reviewed and provided input on the moderators guide prior to use.

As a result of this literature review, ten main topics of interest with alever

follow-up questions and/or probes were used to generate dialogue among FG

participants (see Appendix B). Basic descriptions of the ten focus areas are

provided below:

1.

3.

How do the personal PA habits of the NPs and physician assistants
impact health and PA counseling?

How does the topic of PA come up for discussion during the patient
encounter? Specifically we examined who typically initiates the
conversation, the types of questions asked by both the healthcare
provider and his or her patients, and what types of questions, if any, do
providers feel they are unable to answer, and how they handle these
guestions (e.g. do they find the answers out, if so, from where, and
how?).

What are the PA counseling practices of NPs and physician assistants?
Specifically, how often they provide PA counseling, their self-

perceived strengths and weaknesses regarding provision of counseling,
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and what patient characteristics, if any, would prompt PA counseling
by providers were examined.

4. How do NPs and physician assistants describe their level of comfort

with and confidence in counseling patients on PA.

5. How do organizational characteristics in the NPs’ or physician

assistants’ place of employment influence PA counseling practices?

6. From where do the NPs and physician assistants obtain their

knowledge about physical activity and the information on PA that they
provide to their patients?

7. How familiar are NPs and physician assistants with national PA

guidelines including the 2007 ACSM and American Heart Association
PA guidelines and the 2008 Surgeon General’'s PA Guidelines for
America. What do the NPs and physician assistants know about the
ACSM Exercise is Medicine initiative and do they find its’ materials
useful?

To do this, the moderator provided a 7-page (double-sided) packet entitled
the Exercise is Medicine Health Providers Guide during the FGs (see Appendi
B). These toolkits provided a review on how to use the guide/toolkit, an exercise
prescription and referral form, starting an exercise program patient handout,
exercise and readiness prescription pad, information on the prescription for health
flier series (for patients with chronic health conditions), and an officetdlibe
displayed in waiting room/patient rooms, etc. (ExerciselsMedicine.org., n.d.).
Follow-up questions included determining the perceived usefulness of an action
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guide or toolkit such as this, and if any further information would be needed to
implement use with patients.

8. What types of information and materials do physician assistants and
the NPs find useful and helpful for providing PA counseling to their
patients?

9. What are the best channels of communication or methods for
disseminating information about physical activity and PA counseling
to NPs and physician assistants?

FG participants were also asked to complete the PPAHQ (see Appendix

A) as a measure to obtain participant characteristics. For more infonmati
regarding the creation of the PPAHQ please refer to page 66 in chapter 4. This
guestionnaire was completed immediately prior to each FG discussion, after
information letters were signed, and took approximately fifteen to twenty @sinut
participants to finish. FG discussions ended with the moderator asking
participants if there were any points regarding PA counseling they wkeltbl
include that had not yet been addressed. After each FG ended, each participant
received one $15 Target gift card as an honorarium for participation. A receipt of
this gift card was signed by each participant and a witness.

Data Analysis

The PPAHQ was used to obtain descriptive data regarding the study

population. Descriptive statistics were utilized to characterize the studple,
including identification of a mean and standard deviation of respondent’s ages,
percentage of each gender, years of practice within occupation, pracéitee lo
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(e.g. suburban, rural, urban), and type of facility (e.g. private practice, ieatpat
clinic, hospital, etc) stratified by occupation (NP or physician assjstant

A modified grounded theory approach was used for the qualitative
analysis (Lincoln & Guba, 1985; Strauss & Corbin, 1990). Grounded theory refers
to a method of theory formation derived from gathered and analyzed qualitative
data using an inductive approach (Strauss & Corbin, 1990). The research begins
with an area of research and allows a theory to emerge from the data through a
rigorous and structured analysis process rather than beginning with precdnceive
theories or hypotheses. Grounded theory enables a researcher to gain imsight int
thought processes, feelings and emotions that are challenging to obtain frem mor
traditional, quantitative research methods. It allows for a more in-depth
understanding of the concept studied.

The constant comparison method is at the core of Grounded Theory
(Strauss & Corbin, 1990). The first stage of the constant comparison method
involves the coding of incidents, or units, of information for the purpose of
categorization (Lincoln & Guba, 1985). Units are concepts or small pieces of
information that can be used for interpretation without the aid of other
information (Lincoln & Guba, 1985). FG discussions, upon transcription, were
analyzed with a line-by-line microanalysis. Initially, data wasewwed multiple
times and units were selected based upon an intuitive approach of what “feels
right” or “looks right” (Lincoln & Guba, 1985). As each unit was discerned, it
was compared to previously identified units. This describes the coding process
and the first stage of the constant comparison method. Selection and comparison
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of units allows for the theoretical properties of the category begin temer
Verified transcripts were entered into NVIVO to facilitate analyBB4VO is a
software package that is used to organize and manage qualitative datals®ses (Q
International, n.d.).

The second stage of the constant comparison methodology consists of
using definitional and inclusion properties as stated above to shift comparison
from an intuitive approach to a more precise approach (Lincoln & Guba, 1985).
Comparison between units continued until fewer and fewer units fit into the
already defined categories. Data that do not appear to fit into any catesery
retained for further review later. Finally, the categories were exehand
compared to determine possible relationships among them. As stated previously
this study follows a modified grounded theory approach. A theory will not be
generated; however, the constant comparison method was followed to allow for
thematic analysis of data that was utilized to make comparisons betwees theme

among NPs and physician assistants.
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Chapter 4

NURSE PRACTITIONER AND PHYSICIAN ASSISTANT PHYSICAL
ACTIVITY COUNSELING KNOWLEDGE, CONFIDENCE AND PRACTICES
Abstract

This exploratory cross-sectional study examined NPs and physician

assistants’ perceptions about their current PA counseling pra@teegipants
were currently practicing NPs (n=240) and physician assistants (n=7&xiyim
in Arizona, USA during 2010. Participants completed a modified version of the
Promotion of Physical Activity by Nurse Practitioners Questionnairerasttiene
or in person during a practitioner specific conference. Mann-Whitney U tests and
Chi-Square analyses examined differences between NPs and physistamess
NP respondents were older (48.3 vs 39.8 yrs, p<0.001) and more likely to be
female (94% vs 76%; p<0.001) compared to physician assistants. The majority of
respondents (NPs: 75%; physician assistants: 64%; p<0.07) reported routinely
counseling patients about PA. There were no differences in perceived knowledge
(p=0.10) or confidence (p=0.75) to provide PA counseling between NPs and
physician assistants. Approximately half of all respondents reportadingce
training to provide PA counseling as part of their educational preparation for
becoming a health practitioner (p=0.18). Study results indicate that whilardPs
physician assistants are knowledgeable, confident and currently providing some
level of PA counseling to patients, the majority of respondents are intenested i

receiving additional training to aid in providing PA counseling.
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Introduction

While the health benefits of physical activity are well established
(USDHHS, 1996), only 47% of the adult U.S. population meets the recommended
levels of PA (CDC, 2007). Counseling by PCPs is an essential component for
increasing PA behavior (Calfas et al., 1996; Grandes et al., 2009; Lawlor &
Hanratty, 2001; Lewis & Lynch, 1993; Pinto, Goldstein, and Marcus, 1998). In
2007, the ACSM endorsed an initiative entitled “Exercise is Medicine” that call
for making PA assessment and prescription a standard part of disease @meventi
and treatment (Sallis, 2009). It is clear that medical professionadsraspected
source of information, and as fewer physicians select primary cardras the
specialty, NPs and physician assistants’ are being utilized moreritggas
PCPs (Buchholz & Purath, 2007; Everett et al., 2009; Hooker, 2006). In 2009,
there were approximately 125,000 practicing NPs in the U.S. undertaking nearly
600 million visits yearly (AANP, n.d.), with approximately 85% of NPs in
primary care (Everett et al., 2009; Hooker, 2006). An estimated 74,000 physician
assistants worked in clinical care practice in the U. S. (AAPA, 2008), with an
estimated 50% of physician assistants in primary care (Everett et al., 2009).
Furthermore, the Institute of Medicine of the National Academies (I2B08)
has identified the importance of utilizing interdisciplinary teams of diviezaéh
care providers to enhance competence and innovation in providing superior
healthcare. NPs and physician assistants are important members of theatrealthc
system. As they are becoming more prevalent as PCPs, it is important to
understand their knowledge and practices regarding PA counseling. While it has
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been reported that approximately 30% of NPs question their patients about PA
participation, only 14% provide any PA counseling (Burns et al., 2000), and the
percentage of physician assistants that assesses or provide PA counseling is
unknown.

The efficacy and effectiveness of PA counseling in primary care has been
evaluated through quasi-experimental and randomized trials. Typically, these
interventions have included screening of patients within the waiting room,
followed by brief PA counseling (verbal and sometimes written matgbgls
physicians (primarily) and non-physician clinicians, such as NPsnP&ilmw-
up has varied from 4-weeks to 12-months and included additional physician visits,
telephone calls, and/or mailings. Successful primary care interventions often
provided intervention components (e.g., written prescription, newsletters) beyond
brief counseling. (Calfas et al., 1996; Elley et al., 2003; Grandes et al., 2009;
Harland et al., 1999; Kerse et al., 2005; Smith et al., 2000). However, this type of
approach may be considered too intensive for physicians seeing patients regularly
(Tulloch et al., 2006). Additionally, some interventions featured advice delivered
by a physician, with PA assessment by a nurse or other office staff ¢Edé,

2002; Goldstein et al., 1998; Grandes et al., 2009; Norris et al., 2000; Smith et al.,
2000). Therefore, PA assessment and counseling delivered by other health
providers, such as NPs and physician assistants, is worth consideration.

Surveys of PCPs suggest that the primary barriers to PA counseling
include lack of time, the need to address more important issues, and insufficient
educational materials (Buchholz & Purath, 2007; Bull et al., 1995; Burns et al.,
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1995; Lawlor et al., 1999; Rogers et al., 2002; Sherman & Hershman, 1993). Such
evidence reinforces the potential usefulness of non-physician cliniciahsasu

NPs and physician assistants, as PA promoters in primary care. Tulloch and
colleagues (2006) suggest that this population may be better suited for providing
PA counseling due to an increased ability to provide a more intensive

intervention.

The current limited body of literature suggests positive attitudes and
confidence of NPs to provide PA counseling; however, to date there is no
published data about PA counseling by physician assistants. Therefore, this study
sought to examine: (1) the prevalence of PA assessment and counseling practices
(2) perceived knowledge and confidence in counseling PA,; (3) educational
training related to PA counseling; and (4) potential differences in thesesfact
between NPs and physician assistants.

Methods

Design

Cross-sectional data were obtained to examine PA counseling practices,
self-reported knowledge and confidence to provide PA counseling, and the type
and source of educational training related to PA counseling in both NPs and
physician assistants. The Arizona State University Institutionale®ReBobard
approved this study (see Appendix A) and research was conducted according to
these guidelines.

Participants
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Inclusion criteria for this study included being a licensed NP or playsici
assistant with the ability to read and write in English and currently pragin a
facility where PA counseling would be appropriate. According to the Arizona
State Board of Nursing in 2011, there were approximately 3,555 NPs in Arizona.
In 2010, there were approximately 1,662 practicing physician assistants in
Arizona (Kaiser Family StateHealthFacts.org, 2010). An email desgribe
study patrticipation requirements and a link to an encrypted online version of the
survey was sent to approximately 1,000 active NPs and 300 physician assistants
through Arizona NP- and physician assistant- associated listservs.oidditj
the study was advertised in-person at local organization meetings (e@nahri
State Association of Physician Assistants and the American Academysd N
Practitioners). There were 365 surveys returned of which; 47 were excluded: 15
were incomplete, 30 were completed by participants not currently practicing as
NPs or physicians assistants, and 2 did not indicate credentials (NP orghysici
assistant). Complete surveys were collected from 240 NPs and 78 physician
assistants. The majority (60%) of surveys were completed in person; 52 % at the
2010 American Academy of Nursing Practitioner meeting and 8% at the 2010
Arizona Association of Physician Assistant meetings. The respoesdoat
surveys completed at these meetings were 52% and 37%, respectively. The
overall response rate was not calculated due to a snowball sampling effect that
resulted from recruitment conducted through electronic sources (e.g. organization
and hospital emails). Participants were entered into a drawing for theedioanc
win one of four $50 gift cards as a participation incentive.
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Measures

Participants completed a modified version of the Promotion of Physical
Activity by Nurse Practitioners Questionnaire (PPANQ) (Buchholz & Ruyrat
2007; Burns et al., 2000). The original PPANQ consisted of five sections
including demographics, practice description, practice patterns, knowledge and
confidence to provide PA counseling, and acquisition of knowledge to provide PA
counseling (Burns et al., 2000). A one-month test-retest reliability indidaatd
the average percent of agreement between the two administrations of the PPANQ
surveys was 86% (Burns et al., 2000). Buchholz & Purath (2007) modified the
PPANQ to include questions related to familiarity and use of severalsfitnes
measures by NPs in practice. Additionally, definitions of PA and physicasgitne
were added to the beginning of the questionnaire. The questionnaire was reviewed
for content validity prior to final administration. For this study, the PPANQ
survey (Buchholz & Purath, 2007) wording was modified (e.g. nurse practitioner
was changed to healthcare provider) to be inclusive of physician assistamts. Tw
guestions were added to examine respondent interest in obtaining PA counseling
training, and to rank order the preferred training delivery methods. Responses
were specified through 5-point Likert-scale, multiple-choice, andhfilthe-blank
guestions (see Appendix A). This questionnaire took approximately twenty
minutes for participants to complete.

Statistical Analyses

Descriptive statistics were calculated to describe participantsiaooinoe
variables. The Kolmogrov-Smirnov statistic and histograms were used to test
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normality of variables. Mann-Whitney U Tests and Chi-Square tests exdmine
differences between NP and physician assistant groups on outcome varidbles. Al
analyses were performed using SPSS (PASW Statistics, Version 18.0.0, SPSS
Institute Inc., 2010, Chicago, IL) and results were considered significiuet -

value was< 0.05.

Results

Characteristics of participants (n=318) are reported in Table 4. Table 5
summarizes counseling practices, knowledge and confidence to provide PA
counseling for NPs and physician. There were no significant differéxfc(as =
3.29, p<0.07) in the proportion of NPs (75%) and physician assistants (64%) who
reported routinely counseling their clients to accumulate 30 minutes of moderate
intensity PA on most days of the week. Further, there were no significant
differences between NP and physician assistant respondents in perceived
knowledge for counseling{(4) = 7.98, p<0.92) or confidencg (4) = 5.23,
p<0.26) to provide PA counseling.

Only 48% of NPs and 58% of physician assistayftélj = 1.82, p<0.18)
reported receiving educational preparation to counsel patients on PA during their
respective health practitioner programs (Table 6). Among individuals who
reported receiving information about PA during their educational programs, the
topics most commonly received were: the health benefits of PA (100% of NPs
and physician assistants), duration (83% of NPs; 90% of physician assistants),
frequency of PA (79%; 81%), physiology of PA (66%; 64%) and type or mode of
PA (58%; 50%).
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Approximately 50% of NPs and physician assistants indicated that they
obtained other types of educational preparation for PA counseling (47% versus
57%, respectivelyy? (1) = 0.35, p<0.56). Of those reporting outside preparation,
the most common source of information for NPs (65%) and physician assistants
(52%) was through self-study?((1) = 0.07, p<0.79). A significantly larger
proportion of NPs (59%) reported receiving PA counseling preparation through
conferences, workshops, and/or seminars than physician assistantgi(21ps;
7.79, p<0.005). “Other” was commonly defined as preparation received during
undergraduate degree (e.g. kinesiology, exercise physiology, physicalien)
and on the job training.

The most commonly identified counseling practices and methods of PA
counseling as ranked by participants are provided in Table 7. Questioningta clie
about PA was the most commonly reported method of assessing PA (41% of NPs
and 54% of physician assistanfgleasuring height and weight and assessing
general appearance were also common methods of assessment reported by
participantsDiscussing PA with patients was the most common method of PA
counseling (90% of NPs and physician assistafaipwed by provision of
written materials. Three days per week and most days of the week was® the
most commonly recommended PA frequencies by both NPs and physician
assistantdNPs (50%) were more likely to recommend the “talk test” as their
primary recommended measure of intensity for patients while physicataads

(60%) were more likely to recommend moderate intensity during a brisk walk (3-
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4 mph). Walking was the most commonly prescribed PA by both NP (8dé6)
physician assistant respondents (90%).

Barriers to providing PA counseling were similar for each population
(Table 8). The two most commonly identified barriers to counseling were lack of
time (51% of NPs; 62% of physician assistants, p=0.06) and having more
important concerns to discuss (48% of NPs; 59% of physician assistants, p=0.96).
NPs (13%) were more likely than physician assistants (4%) to report unsafe
neighborhoods as a barrigf (1) = 4.99, p<0.03). A greater proportion of
physician assistants (22%) than NPs (6%) perceived PA counseling as useles
due to a lack of follow through by their patients Ng({) = 15.94, p<0.001).

Approximately 72% of respondents (76% of NPs vs 61% of physician
assistantsy® (1) = 10.08, p<0.001) indicated that they would like additional
training in PA counseling. Of those interested in receiving training, 44% of
physician assistants reported an online curriculum for continuing education credit
as their number one choice. This was also the first choice of 33% of NPs. A
workshop at a professional conference was the first choice of 30% of NPs and
27% of physician assistants.

Discussion

This is the first study to simultaneously examine PA counseling practice
of NPs and physician assistants who serve as PCPs for a growing number of
patients requiring healthcare related to sedentary behaviors. There were no
significant differences between these two groups in their routine counseling
practices, perceived PA counseling knowledge or confidence to counsel, or PA
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training during their healthcare provider educational training. Howedwere t
were significant differences in sources accessed for additionahtyaini
information about PA counseling.

In this study, a slightly greater proportion of NP providers reported
routinely counseling patients than has been shown in other survey reports. Burns
and colleagues found that 58% of NP respondents reported providing routine PA
counseling to patients (2002), and more recently, Buchholz and Purath (2007)
showed 74% of NPs sample reported providing routine PA counseling to their
patients. The similarity between NP and physician assistants’ aveagdar
counseling knowledge is consistent with other reported surveys (Burns et al,
2002; Buchholz & Purath, 2007). These findings also indicate both levels of
credentialed providers having rather high self-perceptions of PA counseling
knowledge. This suggests that more than half of both populations report having
more knowledge to counsel. Self-reported confidence to provide PA counseling
yielded similar results, with both NPs and physician assistants reportimg hig
score of confidence in counseling similar to those found in the literature (Burns
al., 2000; Buchholz & Purath, 2007).

While there were no differences in the proportion of NPs and physician
assistants who reported receiving education about PA as part of their jorodéssi
training, only 51% of respondents indicated that they received this type of
training. This finding is consistent with previous research studies. Buchholz and
Purath (2007) reported that PA information was not part of NPs formal training.
NPs primarily obtained their PA information through conferences/workshops
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(43%) and self-study (37%). In another survey of primary care staff éengyf
physicians, practice nurses; n=757), 40-60% of respondents reported that
educational materials were insufficient for their needs and approxynineti|
thought there was a lack of PA training (Douglas, Torrance, van Teijlingen,
Meloni, & Kerr, 2006).

Lack of formal training and a desire by health practitioners to receive suc
training is important to note considering the current emphasis being placed on
health providers to provide PA counseling (Garry et al., 2002; Jacobson et al.,
2005; Sallis, 2009). In 2005, the American College of Preventive Medicine
issued a position statement “that primary care providers should incorporate PA
counseling into routine patient visits” (Jacobson et al., 2005). Other professional
organizations echo this sentiment including the American Academy of Family
Physicians, the American Academy of Pediatrics, the American College of
Obstetrics and Gynecology, the American Heart Association, Natiostutes
of Health, ACSM through the Exercise is Medicine” imitative, and the Surgeon
General (Garry et al., 2002; Jacobson et al., 2005; Sallis, 2009). Interestingly, in
the present study approximately 72% of the respondents indicated that they would
be interested in receiving additional training in PA counseling. An online
curriculum for continuing education credits and training workshops at
professional conferences were the most commonly suggested delivery methods
for additional PA training.

In the present study, respondents reponterking in a variety of medical
fields. The two previous NP focused studies by Burns et al. (2000) and Buchholz
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& Purath (2007) were conducted with NPs working within primary care, thus
limiting comparisons. Therefore, the findings in our study and these two studies
are of interest, suggesting similar practices, barriers, and need=hgivimary

care NPs and other fields.

A limitation of this study is the use of a cross sectional study design,
limiting the ability to claim causality. An additional limitation is thenission of a
guestion regarding respondent specialty. This limits the possibility of corgpar
responses by specialty. While there were more NPs than physicianrassista
survey respondents, which may limit the ability to draw comparisons between
these two populations, it should be noted that there are more practicing NPs than
physician assistants. Future studies should explore similar questions laygara

sample of physician assistants.

Conclusion

This is the first study examining the self-reported PA counseling practice
of NPs and physician assistants. The results of this study indicate both aalesire
provide PA counseling and some level of current PA counseling by NPs and
physician assistants, with no significant differences in knowledge or confittence
provide PA counseling. While there were no significant differences in PA
counseling training received by participants in their health practitiongrgnrs,
only half of our sample reported receiving such training. The information
obtained as a result of this study provides important contributions not only to the
literature but as a foundation for future interventions utilizing NPs and physicia
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assistants as PA counselors. The professional and clinical implicationsef the
findings suggest a need for additional training for NPs and physiciaraassitt

provide PA counseling.
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Table 4
Participant Characteristics Stratified by Occupatio

Total Sample

Nurse Practitioners

Physician Assistants

(N=318) (n=240) (n=78)

. Median (IQR) Median (IQR) Median (IQR)
Variable or n (%) or n (%) or n (%) P
Age, y° 48 (39, 54) 50 (42, 54) 36 (31, 50) <0.001**
Sex” <0.001**

Female n =286 (89%) n =227 (94%) n =58 (76%)

Male n =32 (10%) n =14 (6%) n =18 (24%)
Years of Practicg 8 (3,13) 9 (4, 14) 6 (2.8, 10) 0.02*
Practice Local& 0.15

Urban n =126 (40%) n =97 (40%) n =29 (38%)

Suburban n =108 (34%) n =75 (31%) n =33 (43%)

Rural n =77 (24%) n =62 (26%) n =14 (18%)
Type of Practice Facilit} 0.04*

Private Practice n =119 (37%) n =82 (35%) n =BB%)

Community Clinic n =47 (15%) n =37 (16%) n =13%W)

Hospital n =63 (20%) n =49 (20%) n =14 (18%)
Age of Patient8 45 (40, 55) 45 (40, 55) 44 (39, 55) 0.41
Percggéae%?a‘;;i‘;fgr'“{gd 50 (30, 75) 50 (30, 75) 50 (30, 70) 0.70
Percﬁg;i%iengfoﬁrggtﬁ g’lﬁ%m 50 (25, 60) 50 (25, 60) 50 (25, 53) 0.71
Self-Reported PA Levél 3.7+0.9 3.7+0.9 4.0+0.8 0.06

Note. IQR = interquartile range.
&Determined using Mann-Whitney U-test
® Determined using Chi-Sq test for independence

°Self-reported using a 1-5 Likert scale, where 1cfive and 5=vigorously active for 30-60 minutesmast days of the

week.
*Significant at the 0.05 level
** Significant at the 0.01 level
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Table 5
Chi-Square Analysis of Self-Reported PA CounseBegavior and Knowledge and Confidence to Provided®finseling by
Nurse Practitioners and Physician Assistants

Variable Nurse Practitioners (n =227) Physicianigtasits (n =70) x2 df P

E’zovides Current PA Counselirig

Yes n =171 (75%) n =45 (64%)
No n =56 (25%) n =25 (36%) 3.29 1 0.07
Nurse Practitioners (n =233) Physician Assistamts73)
PA Counseling Knowledge® ¢ 36+1.0 3.8+0.9
1 n =6 (3%) n =3 (4%)
2 n =21 (9%) n =1 (1%)
3 n =80 (34%) n =20 (27%)
4 n =83 (36%) n =35 (48%)
5 n =43 (18%) n =14 (19%) 7.98 4 092
Nurse Practitioners (n =231) Physician Assistamts73)
PA Counseling Confiden&é: ¢ 3.7%+1.0 3.7+0.9
1 n =4 (2%) n =1 (1%)
2 n =24 (10%) n =3 (4%)
3 n =74 (32%) n =25 (34%)
4 n =74 (32%) n =31 (42%)
5 n =55 (24%) n =13 (18%) 5.23 4 0.26

Note. PA = physical activity;2 = chi-square; df = degrees of freedom

dData are present as mean * standard deviation(meroentage) when appropriate.

®Refers to routinely counseling clients to accunaiB® minutes of moderate intensity physical agtigit most days of the week
“Where 1 is the least amount of knowledge or configeand 5 is the most amount of knowledge or cenfig

4There were some missing data
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Table 6

Self-Reported Differences in Educational TrainittgProvide PA Counseling by Nurse Practitioners Bhgsician Assistants

Nurse Practitioners (n Physician Assistants

2

Variable -233) (n=73) df P
Physical activity training received during NP or
physician assistant progrdm
Yes n =113 (48%) n =42 (58%)
No n =120 (52%) n =31 (42%) 1.82 1 0.18
If yes, which of the following topics did you regei
preparation about:
Health benefits of physical activity n =113 (100%) n =42 (100%) 0.99 1 0.61
Physiology of physical activity n =75 (66%) n =27 (64%) 0.33 1 0.57
Type or mode to advide n =66 (58%) n =21 (50%) 0.01 1 0.94
Intensity of physical activity to advi§e n =51 (45%) n =22 (52%) 1.70 1 0.19
Qse of _Rating of Perceived Exertion to gauge n =10 (9%) n =4 (9%) 0.14 1 0.71
intensity”
Use of maximum heart rate to gauge interfsity n =53 (47%) n =21 (50%) 0.84 1 0.36
Duration to advis® n =89 (79%) n =34 (81%) 1.12 1 0.28
Frequency to advise n =94 (83%) n =38 (90%) 1.80 1 0.18
Other education preparation for physical activity
counseling
Yes n =111 (47%) n =42 (57%)
No n =123 (53%) n =32 (43%) 0.35 1 0.56
If yes, which of the following topics did you reeei
preparation about:
Baccalaureate nursing progrm n =33 (30%) --
Baccalaureate physician assistant program -- n =1 (2%)
Master’s prograrfi n =25 (23%) n =4 (10%) 1.94 1 0.16
Additional courseworR n =22 (20%) n =6 (14%) 0.15 1 0.70
Conference(s), workshops(s), semindt(s) n =65 (59%) n =9 (21%) 7.79 1 0.005**
Self-study’ n =72 (65%) n =22 (52%) 0.07 1 0.79
Other® n =27 (24%) n =16 (38%) 5.83 1 0.05*
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Note. PA = physical activity2 = chi-square; df = degrees of freedom

& There were some missing data
® Percentage here represents the total of thosendiyy yes to receiving additional PA counselingpgaration

*Significant at the 0.05 level
** Significant at the 0.01 level
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Table 7
Physical Activity Counseling Practices by Nurseddtimners and Physician Assistants

Number of individuals indicating use in Percentage of participants
practice, and percentage of total samiple ranking method as their #1

°(N=318) practice’
Assessment
Question client about physical activity n =283 (§9% 45%
Measure client’s height and weight n =257 (81%) 27%
Calculate client’s percent body fat n =164 (52%) % 4
Ask clients to perform a test of physical n =149 (47%) >1%
performance
Assess general appearance n =280 (88%) 23%
Other n =24 (8%) 13%
Counseling
Discuss with patient n =295 (89%) 91%
Provide written materials n =196 (81%) 2%
Refer patient to exercise specialist/program n =(B296) 7%
Nothing specific n =64 (47%) 3%
Other n =31 (10%) 16%
Frequency
Once a day n =187 (59%) 29%
Several times/day n =140 (44%) 11%
Three times a week n =223 (70%) 43%
Most days of the week n =240 (75%) 28%
Other n =39 (12%) 28%
Duration
A total of 20 minutes a day n =203 (64%) 37%
A total of 30 minutes a day n =247 (78%) 63%
A total of 40 minutes a day n =247 (78%) 13%
Other n =83 (26%) 54%
Type
Walking n =290 (91%) 91%
Jogging n =151 (47%) 1%
Biking/Cycling n =208 (65%) 1%
Swimming n =243 (76%) 3%
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Aerobics n =170 (53%)

Active Sports n =171 (54%)
Household/Garden Activities n =207 (65%)
Work/Occupational Activities n =158 (50%)
Other n =52 (16%)
Intensity
60-85% of Maximum Heart Rate n =142 (45%)
12-13 rating of perceived exertion n =64 (20%)
60-70% of maximum METs =56 (18%)
Talk Test n =196 (62%)
Moderate intensity equivalent to a brisk 3-4 n =203 (64%)
mph walk
Other n =46 (14%)

>1%
>1%
3%
4%
29%

30%
6%
2%
55%
52%

70%

dParticipants were asked to rank their use of thesthods in practice, where 1 indicates the mostconty used. If

participants did not use a particular practicey thhere asked to leave it blank.
® Percentages will not add up to 100%
°There were some missing data
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Table 8

Chi-Square Analysis of Self-Reported Barriers tgdidal Activity Counseling by Nurse PractitionergdaPhysician Assistants

Nurse Practitioners

. a Physician Assistants 2

Barrier (n=240) (n=78) Y df P
Lack of time n =123 (51%) n= 48 (62%) 3.54 1 0.06
Not a high priority n =19 (8%) n =6 (8%) 0.002 1 0.96
Other concerns are more important n =117 (48%) 61(59%) 2.67 1 0.10
Language barrier n =38 (16%) n =12 (15%) 0.005 1 0.95
Useless, client’s won't follow through n =15 (6%) =h7 (22%) 15.94 1 0.001**
No reim_bursement for physical activity n =24 (10%) n =6 (8%) 0.34 1 0.56
counseling
Most clients are already physically active n =1%J5 n =8 (10%) 3.45 1 0.63
Unsafe neighborhoods n =31 (13%) n =3 (4%) 4.99 1 0.03*
Other n =48 (20%) n =9 (12%) 2.77 1 0.10

Note. PA = physical activity;2 = chi-square; df = degrees of freedom
2Participants could report more than one barrier

*Significant at the 0.05 level

** Significant at the 0.01 level
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Chapter 5
NURSE PRACTITIONER AND PHYSICIAN ASSISTANT PHYSICAL
ACTIVITY COUNSELING PRACTICES AND KNOWLEDGE: A
QUALITATIVE STUDY

Abstract

Health care providers (HCPs) are an important source of physical activity
(PA) information. This study qualitatively examined nurse practitionersNP
and physician assistants’ current PA counseling practices and potenti@hags
on these practices including knowledge and confidence to provide PA counseling
and barriers to counseling. Five focus groups (FGs), stratified by pragtee ty
were conducted with physician assistants (n=10) and NPs (n=22). FG discussions
were conducted by a trained moderator using a standardized moderators' guide.
All groups were audio-recorded, transcribed verbatim and coded. NVivo software
was used to manage codes. Both NPs and physician assistants reported discussing
PA with their patients, particularly those with chronic illness. Lifestyl
modification was the most commonly reported type of counseling provided.
Confidence to counsel was associated with having PA knowledge and providing
simple counseling. Barriers to counseling included having more important things
to discuss, lack of time, the current healthcare system, lack of reimbursement, and
perceived patient financial barriers. PA recommendation knowledge was highly
variable, with few participants reporting specific guidelines. Particgpavttile
not familiar with “Exercise is Medicine” indicated interest in its use kearning
more. NPs and physician assistants are providing some level of PA counseling;
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however, these findings suggest that additional training in PA counseling is

warranted and desired.
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Introduction

The benefits of leading a physically active lifestyle are well known and
include decreased risk for cardiovascular disease, depression, diabetasfgem
morbidity, and some types of cancer (USDHHS, 1996; USDHHS, 2009). Yet the
majority of U. S. adults are not obtaining the recommended amounts of PA
(USDHHS, 2009). One of the Healthy People 2020 objectives is to increase the
proportion of adults engaged in moderate intensity PA for more than 300 minutes
a week or more than 150 minutes per week of vigorous intensity PA (USDHHS,
2009). Additional objectives set forth by Healthy People 2020 include increasing
the proportion of physician office visits for chronic health diseases or conditions
that include counseling or education related to exercise and to increase the
proportion of physician visits made by all child and adult patients that include
counseling about exercise (USDHHS, 2009).

The importance of including PA counseling during HCP encounters is
clearly articulated in the “Exercise is Medicine” initiative of the &ioan
College of Sports Medicine (ACSM). This initiative calls for making PA
assessment and prescription a standard part of disease prevention and treatment
(Sallis, 2009). Key components of this initiative include generating anwss¢hat
“Exercise is Medicine,” assisting HCPs to become more effective in dmse
and referring patients for increased PA, generating policy changes to sudport P
counseling and referrals, creating an expectation among patients andiGReair
to have a dialogue regarding PA, and encouraging physicians and HCPs to be
more physically active (Jonas & Phillips, 2009).
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Evidence suggests that HCPs are considered a credible and preferred
source of PA information and advice (Petrella & Lattanzio, 20002; Tulloch,
Fortier, & Hogg, 2006). Non-physician clinicians, such as NPs and physician
assistants, are increasingly being utilized as primary HCPs forraumgeasons.
The IOM (2010) has emphasized an interdisciplinary approach to medical care
that uses NPs and physician assistants as primary care providers. Fdigal me
school graduates are choosing primary care practice as their gplecaing a
gap that needs to be filled. NPs and physician assistants are also beingtesed
frequently as PCPs in an effort to improve access and reduce health care costs
(Buchholz & Purath, 2007; Everett et al., 2009; Hooker, 2006). As NPs and
physician assistants are increasingly being relied upon as primdty, H@s
important to understand their current PA counseling practices and the potential
influences on such practices. Qualitative research is an appropriate method of
inquiry to use when there is limited information about an area. It is not restricte
in terms of questions, nor limited by statistical interpretation (St&u3srbin,
1990). Rather, this type of data can lead to insight that may not be found through
guantitative methods.

While some previous qualitative research regarding PA counseling has
been performed with NPs specific to PA promotion in the geriatric population
(Melillo et al., 2000), this type of information from the physician assistant
population is noticeably absent. The information obtained as a result of this study
will fill gaps in the literature including identifying NPs and physic@sistants
(1) current counseling practices, (2) perceived confidence to provide PA
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counseling, (3) perceived knowledge of PA and sources of this knowledge, (4)
familiarity with and perceived usefulness of the “Exercise is Mediagm#&ative
(Sallis, 2009), (5) the types of information that would aid in PA counseling and
the best delivery mechanisms for this information and (6) a qualitative
comparison of the similarities and differences between these providerdimgga
these objectives.
Methods

Setting and Design

This study qualitatively examined current PA counseling practices of both
NPs and physician assistants as well as the potential influences on PAiogunsel
practices including knowledge of PA, confidence to counsel PA, and barriers to
PA counseling. Five FGs stratified by participant profession (threeG®$PaRd
two physician assistant FGs) were conducted. A modified grounded theory
approach was used to reveal themes that emerged from FG discussions.

Sample

FG participants (n=5-12 per group) were NPs and physician assistants
currently practicing in Arizona (Figure 1). Inclusion criteria includechdei
licensed NP or physician assistant currently practicing in a faciigrevPA
counseling would be appropriate and applicable with the ability to read and write
in English. FG participants were recruited in person and through email fram loc
Arizona hospitals and clinics, the Arizona Nurses Association, the Arizona State
Association of Physician Assistants, and other nursing and physicianrassista
organizations (e.g. Arizona Nurse Practitioner Council) located in Arizona.
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Participants interested in participating were screened via emalephbne to
ensure inclusion criteria were mé&he Arizona State University Institutional
Review Board approved this study.

Instrumentation

FG participants completed a modified version of the PPANQ for the
purpose of obtaining general demographics (Buchholz & Purath, 2007; Burns et
al., 2000). The questionnaire version used in this study, the Promotion of Physical
Activity and Health Practitioners Questionnaire (PPAHQ) was modified to
include physician assistants. Collected demographics include participaseage
years of practice, practice locale (urban, suburban, rural), type of preadtility,
average age of patients, percentage of patients practitioners perceiderdarge
and self-reported physical activity level.

Following a literature review of the background, need for, and
effectiveness of HCP interventions as well as previous cross-sectionakstudi
assessing PA counseling by HCPs, a moderator’s guide was created. The
moderators guide was pilot tested with NPs (n=5) resulting in subtle changes in
guestion wording and the addition of one question. Because only minimal changes
were made to the moderator’s guide, the data from the pilot FG were included in
analyses.

Procedures

FGs were moderated by one individual with previous experience
conducting FGs. Each group discussion was audio-recorded and transcribed
verbatim. Two investigators trained in qualitative research independentlyliread a
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transcripts and generated an initial code book. Both individuals then used the
codebook to independently code each FG transcript before consensus coding.
Throughout the consensus coding process, new codes and their definitions were
discussed as needed, added to the codebook, and previously coded transcripts
were re-coded as necessary. Consensus codes for all transcripts aret iatd
NVivo (QSR International, Cambridge, Massachusetts, USA).

Trustworthiness is an important factor in determining reliability and
validity of qualitative studies. Guba describes four factors for trustweshin
including credibility, transferability, dependability, and confirmabilBhénton,
2004). Credibility in qualitative research refers to internal validity and appesac
that can be taken to ensure this include the utilization of well-established
gualitative research methods and the appropriate examination of currerntiresear
findings as they relate to previous study findings. Transferabilitgrriefy to
external validity or generalizability, is difficult to establish in diaéive research.
However, one step toward transferability is the clear provision of the context in
which the data was obtained including number of participants involved, data
methods employed, and the number and length of data collection sessions.
According to Shenton (2004) dependability here refers to reliability. Similar to
transferability, one approach toward ensuring dependability is to provide an “in-
depth methodological description to allow study to be repeated.” Confirmability
refers to objectivity, and one method to approach this is through data
triangulation. Each of these factors was taken into consideration for the present
study.
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Analyses

Descriptive statistics were calculated to describe the chasticgof FG
participants (mean and standard deviation; median and interquartile range).The
Kolmogrov-Smirnov statistic and histograms were used to test normality of
variables. One-Way analysis of variance (ANOVAs), Mann-Whitney UsTaast
Chi-Square tests for independence were used to assess differences between NP
and physician assistant groups on these variables. Equality of variance was
checked using Levene’s test. Analyses were performed using SPSS (PASW
Statistics, Version 18.0.0, SPSS Institute Inc., 2010, Chicago, IL) and reswdts wer
considered significant if P-value wa$.05.

A modified grounded theory approach using the constant comparison
method was used for the qualitative analysis (Lincoln & Guba, 1985; Strauss &
Corbin, 1990). Each FG transcript was analyzed using a line-by-line
microanalysis to create units of information. As each unit was discerned, it was
compared to previously identified units. This selection and comparison of units
allows for the theoretical properties of the category begin to emerg&¥ NV
software was used to organize and manage the data (QSR International, n.d.).
Resulting categories were examined and compared to determine possible
relationships among them. This constant comparison method allows for thematic
analysis of data that was utilized to make comparisons between themes among
NPs and physician assistants.

Results
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The participant recruitment process is shown in Figure 1. Characteristics
of participants (n=32) are reported in Tables 9 and 10. The majority (91%) of all
FG participants were female. Practice sites for NP participantsliat] family
practice, women'’s health, primary care, psychiatric, cardio-thoracicihzas
women’s health, family practice, pediatric, nephrology, oncology, and neurology
Practice sites for physician assistant participants included: fanaityige,
gastroenterology, transplant medicine, pediatrics, and cardiology.

Current Counseling Practices

Both NPs and physician assistants indicated that they regularly counsel
their patients about PA. Participants in all five FGs indicated that PA caumseli
is part of their routine practice. NPs and physician assistants were miystdike
counsel patients about PA during routine physicals including yearly wellsexam
and/or during a new patient’s first visit. Participants in two FGs (n=1 NP; 1
physician assistant) said they counsel every patient about PA.

Both NPs and physician assistants indicated that certain patient
characteristics or conditions prompt them to discuss PA with their patients.
Practitioners in all five groups indicated that they provided PA counseling to
people who presented with chronic ilinesses such as diabetes, heart disease,
stroke, cancer, or depression that could be improved or controlled through
exercise. Participants in four FGs indicated that they routinely counsahtsati
who are overweight or obese about the importance of PA for weight loss
especially among overweight or obese individuals who have diabetes. Participants
in three FGs indicated that they also counseled patients who were inactive to
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become more active but typically only when other factors are also prasgngs

a chronic disease. Providers indicated that they typically initiate disagssbout

PA with their patients. When patients did bring up physical activity to their
providers, it was usually in the context of chronic iliness and/or weight loss (n=3
FGs). Themes and illustrative quotations for counseling practices ackifist

Table 11. Barriers to providing PA counseling are listed in Table 12.

The counseling topics addressed by the HCPs were similar. Participants in
each of the five FGs indicated that lifestyle modifications are the plentmpic
when providing PA counseling. Advice given by providers about lifestyle
modifications included advising patients to incorporate small amounts of PA into
their day (n=3 FGs) and get the family involved in the activity (n=2 FGs).
Walking (n=5 FGs) followed by water aerobics (n=3 FGs) were the most
commonly recommended types of physical activity by providers. Duration of PA
was another commonly addressed topic according to our providers (n=4 FGS)
with the most prescribed duration being 30 minutes of PA (n=3 FGs). Other less
commonly topics were exercises to avoid (n=2 FGs) and were principally
addressed to prevent injury on the part of the patient.

Beyond verbal advice, the FG participants took several different PA
counseling actionsThe most common action taken was an assessment of the
patient’s current PA level. The primary method of assessing patientst i
included asking patients about what they currently do for PA. Two NP FGs also
described calculating patient body mass index and discussing goals for body
weight. Referrals to exercise specialists, physical therapiststioybar, was a
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commonly reported counseling action by participants (n=3 FGs). Physician
assistant participants also reported referring patients to cardislémjisadvice
about what activities are appropriate for them (n=2 FGs). NP participai@s (n=
FGs), in particular, reported providing written information for patients,
specifically in the form of handouts as a common counseling action. Physician
assistants did not describe providing PA-related written information to patients
Several barriers to PA counseling were identified. Similar to what
participants indicated on the survey, having more important things to discuss was
the most commonly reported barrier (n=5 FGs; 70% of all FG participants; 90%
of physician assistant participants), particularly when patients areexgag
complications from chronic health problems and/or have concerns about
medication. Similarly, lack of time was commonly perceived as a barrier.
Participants in four FGs articulated a need to prioritize how they spentitheir
with patients due to time restrictions on patient encounters. Approximately 56%
of FG participants reported time as a barrier to PA counseling (n=11 NPs; n=7
physician assistants). Related, the current healthcare system eveepalded as a
barrier to PA counseling (n= 4 FGs). Specifically participants percenatdhey
system is not set up for health promotion, but rather is set up to provide patients
with medication. Time was mentioned again as a factor here, particularly
regarding the length of time practitioners have with patients per appointment.
Another barrier described by participants (n=4 FGSs) is lack of
reimbursement for providing PA counseling. More specifically, in one of the NP
FGs, it was described that the requirement to code each patient visit asidgparti
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type of visit for reimbursement purposes can be complicated by providing
counseling during the visit. Similarly, perceived patient financial bamere

also described as a barrier to PA counseling (n=4 FGs). It was perceiviéd tha
insurance does not cover personal training or exercise professional eXpenses
patients, then patients are simply not going to participate in it. Further, it was
stated that the co-pay for a physical therapist visit or the cost obav{op

medical visit specifically for PA counseling can be limiting. Lack of PA
supervision for patients was also reported as a barrier (n=3 FGS).

Other barriers described by FG participants but were not mentioned
enough to be considered themes included lack of patient interest (n=2 FGSs),
specifically, the perception that patients need to have the appropriate roativati
or buy-in to translate PA counseling into action. It was also stated thattpatie
want a quick fix for health and don’t want to change their lifestyles. Loss of
follow-up was also reported a barrier (h=2 FGs), specifically, patients who don’t
show up for appointments or those who don’t come back after an initial
appointment. Another barrier reported by participants (n=2 FGSs) is their own
personal health and lack of PA as a provider. In particular, it was expressed, that
as a provider, being physically active is important in terms of having fsatien
listen and follow your PA advice.

Confidence to Provide PA Counseling

While the majority of FG participants stated that they routinely counsel
their patients about PA, their confidence to provide counseling was influenced by
a wide variety of factors. Participants in four FGs suggested that being
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knowledgeable about PA either through personal experience, training or reading
information about PA enhances their confidence to talk with their patients about
PA. Likewise, participants in three of the FGs stated that they are omdident
about counseling patients when they can provide “simple” PA advice. For
example, providers felt confident when they could tell their patients to start
walking or to make simple lifestyle modifications to increase theiviactevels.

FG participants described several factors that decrease confidence to
provide PA counseling. However, only a few were mentioned often enough to be
considered themes, including patients with chronic diseases (n=4 FGs), fear of
potential injury to patient (h=4 FGs), and provision of expert advice (n=2 FGs).
Specific conditions mentioned as decreasing confidence included obesity or
morbid obesity (n=2 FGs), heart disease (n=2 FGSs), depression (n=1 FG), and
those with a long history of illness or with co-morbid conditions, particularly
when a patient has impaired strength or is compromised as a result. lal,gener
was perceived that physical therapists or other HCPs should address PA in these
individuals. Another factor associated with decreased counseling confidence was
a fear of causing injury or harm to the patient. There was a general ctimatern
the PA prescribed to patients might cause more harm than good. Implicit in this
was a concern about the liability of the practitioner. Related to this, praets
expressed concern about their patients becoming injured, experiencing pain, or
having a fall as a result of being physically active. Participant? f@&s) also
described decreased confidence in their ability to provide “expert” PA advice. Fo
example, they were not comfortable with giving advice on how to train for a
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particular sporting event such as a marathon or writing a specific explarsfor

obese individuals.

PA Counseling Knowledge and Sources of Knowledge

A few patrticipants in all five FGs indicated that they had heard of the
current PA guidelines but few could articulate specific components. Duration was
the principle component of PA recommendations providers described. Providers
in all five FGs stated that their understanding is that 30 minutes of PA is the
recommended duration. Other recommended durations described included 20
minutes (n=2 FGs), 45 minutes (n=2 FGs), and 60 minutes (n=2 FGSs).
Recommendation knowledge was highly variable among physician assistant
participants. Physician assistant respondents appeared to express additional P
recommendation knowledge beyond just duration including “moderate intensity,”
“getting your heart rate to 80% of max,” and that “PA can be divided into blocks
and you don’t have to do it all at one time.” Both NP and physician assistant
participants perceived that PA recommendations are always changbh§@sy.
Themes and illustrative quotations for PA counseling knowledge, interest in
Exercise is Medicine, and desired delivery methods of additional training are
listed in Table 12.

Both NP and physician assistant FG participants described several sources
of PA knowledge. Previous training as a source of PA counseling knowledge was
mentioned in all five FGs. Specifically, NPs described learning about preventive
care and the benefits of PA for chronic disease, while physician assistant
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described learning about specific PA guidelines for diabetes, hypertension a
other types of chronic disease that are affected by sedentaryldifésbyvever, a

lack of training related to HCP training programs was also described by FG
participants (n=4 FGs). Some NP patrticipants described the training tleeéxeckc

in their HCP program as what an average person might have learned frong readin
about exercise. Similarly, several physician assistant participgasted that PA
specific training was limited to just a sentence or two regarding genferal P
guidelines. Other commonly reported types of training (not specificallieceta

HCP program) included undergraduate exercise physiology and collegeaphysic
education classes (n=3 FGs).

Many of the practitioners reported seeking information about physical
activity through outside courses. Reading journal/magazine articles and online
sources (n=4 FGs) were also reported by several FG participants and NP
participants in particular. Such sources include the American Heart Agsociat
website, Healthy People 2010, and general PA-related internet searamess Fit
professionals (n=4 FGs) were another commonly reported sources of PA
knowledge and included personal trainers, group fitness instructors, and physical
therapists.

Familiarity and Interest in “Exercise is Medicine” Initiative

During each FG, participants were asked if they were famiitarthve
ACSM Exercise is Medicine initiative. Only two participants in one FG hadlhear
of the initiative through a continuing education talk at their place of employment.
All FG participants were then provided a copy of the ACSM Exercise is Medic
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Health Care Providers Action Guide which outlines how to implement Exercise is
Medicine with patients (ExerciselsMedicine.org, n.d.).

The guides were briefly explained and participants were given several
minutes to look over the guide, before being asked whether they believed such
tools would be useful for them in their own practice. The majority of all FG
participants (n=4 FG) agreed that this information would be useful. However,
there was one FG of hospital-based NPs who did not think the information would
be appropriate for the population they served. Most of their patients were older
and in poor health. Their efforts focused on preventing their patients from
entering a nursing home and these NPs suggested that the guide would be most
useful in an outpatient setting.

The main concerns expressed regarding the implementation of the
Exercise is Medicine program included the availabilithahdouts in additional
languages and the apparent lack of handouts tailored to children or adolescents.
Insurance coverage was another concern mentioned by participants (n=2 FGs),
specifically, the prescription format and the perceived association betwitiegy wr
a prescription and having some type of insurance coverage. Similarly, a few
practitioners (n=2 FGsindicated that their lack of knowledge regarding PA
recommendations and exercise prescription would limit the usefulness ofsExerc
is Medicine in practice.

Additionally, participants were asked to describe whether they believed
this Exercise is Medicine approach could be implemented using the provided
guide alone, if additional information would be necessary and, if so, how they
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would like this information delivered. Both NP and physician assistant
participants (n=3 FGSs) indicated that while the handouts were something that
could be used in practice immediately, overall, more information regarding
Exercise is Medicine and how it can be used would be preferred. In terms of
delivery, the majority of NPs expressed greater interest in partrogpatian in-
service on Exercise is Medicine particularly if continuing education creeits
available, with online learning as a secondary method. In contrast, physician
assistants reported greater interest in learning online, with irceezglucation
reported as a secondary interest.

PA Counseling Information of Interest and Delivery of Such
information

FG discussion also provided insight into other types of information about
PA counseling that would be beneficial for HCPs. NP participants reported a
greater breadth of topics they are interested in learning about includindpaifo
and creative exercise options, fithess and PA assessment, and community
resources available for their patients. Physician assistants refeswdP A
counseling topics of interest including community resources available and/or
specific, simple information that can be provided for patients. Desired delivery
methods for such information, included trainings at conferences (n=3 FGs), on-

line (n=2 FGs), or during in-service (n=2 FGSs) events.

Discussion
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This qualitative study examined the knowledge of, confidence to, and
current counseling practices of NPs and physician assistants. Our findings
indicate that NPs and physician assistants are providing some level of PA
counseling, particularly during yearly well exams and during a patirst visit
or when the patient presents with a chronic illness that can be helped by physical
activity. Confidence to provide counseling was identified as an important factor in
providing counseling and PA knowledge increased one’s confidence to counsel.
Further, knowledge of current PA recommendations (Haskell et al., 2007;
USDHHS, 2008) was highly variable and FG discussion suggested a need for
additional training. FG participants also reported little to no famiiavith the
ACSM Exercise is Medicine initiative but after a brief introduction reggbén
interest in learning more about it and using such an approach in their practice.
Finally, participants also described several PA-related topics oésttirat they
would be interested in learning more about and potential delivery methods for
such information.

FG participants described the provision of lifestyle modifications as a
principle type of PA counseling provided. Lambe and Collins (2010) also
identified the provision of simple lifestyle information to patients as reposted b
their general practice and NP FG participants. Similarly, in two FGs vidg) N
Mellilo et al. (2006) identified that the most commonly reported method of
integrating PA into conversation with patients including asking them what they
like to do for fun. It was also reported by these participants that the responsibili
to address PA rested with the NP rather than the patient. Likewise, in seatpre
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study, the majority of FG providers indicated that they typically have toteitia
PA related discussion. Further, FG participants identified various factoteddat
them to provide PA counseling including particular patient characteristics or
conditions (e.g. chronic disease, overweight/obesity). Similarly, in FGs wigh N
working with older adults, Melillo and colleagues (2000) noted that PA was often
discussed with patients in relation to weight management. Common PA
counseling topics described by FG participants in the present study inodude t
recommendation that patients walk, participate in water aerobics, and be
physically active for thirty-minutes at a time. Again, these findingsamilar to
what previous studies have reported (Buchholz & Purath, 2007; Burns et al.,
2000).

Participants in the present study reported discussing PA with patients as
the most common counseling action taken. Secondarily, providing written
material and/or providing a referral to an exercise specialist (e.gcphys
therapist) were also reported counseling actions. A survey study by Tompkins,
Belza, & Brown (2009) reported discussing PA with patients (56%) as a common
counseling approach, followed by referral to a physical therapist (27%). Other
cross-sectional data reported similar findings. Less than half of NPs (n=606; 43%)
surveyed by Burns et al. (2000) reported referring patients to see an exercise
specialist. NP FG participants in the present study reported providing &Aetel
written materials for patients. Buchholz and Purath (2007) reported provision of
written PA material to patients as the second most common method (54%) of
counseling among their NP survey respondents following general discussion of
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PA (95%). Additionally, in the present study, a reported barrier by both NPs and
physician assistants is a lack of an exercise specialist to whom at paédig be
referred.

Other barriers reported by participants in the present study echo previously
reported barriers to PA counseling and include having more important things to
discuss, lack of time, the healthcare system, lack of reimbursement, aridguerce
patient financial barriers. Previous cross-sectional surveys with HORgiete
several of these same barriers (McDowell, McKenna, and Naylor, 1997,
Tompkins, Belza, & Brown, 2009; Walsh et al., 1999; Sherman & Hershman,
1993). McDowell, McKenna, and Naylor (1997) identified the top two barriers to
PA promotion by practice nurses (n=196) were lack of time and lack of
appropriate protocol. Similarly, Tompkins, Belza, & Brown (2009) also identified
lack of time (87%) and a perceived lack of patient interest (87%) in a survey of
NPs (n=398). Melillo and colleagues (2000) qualitative NP study also found more
important things to discuss as a barrier for NPs to provide PA counseling and
report the current healthcare delivery system as an obstacle.

FG discussion in the present study also provided insight into facilitators or
factors that increase confidence to provide PA counseling. Walsh and colleagues
(1999) reported that physicians that were more confident or felt successful
providing PA counseling were more likely to counsel patient about PA.

Similarly, Sherman & Hershman (1993) found that physicians who felt
moderately successful at getting patients to be active were also muchkelgre
to provide PA counseling. Studies such as these suggest that confidence to
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counsel is an important facilitator in providing PA counseling. In the present
study, being knowledgeable of PA was a primary factor associated widaseck
confidence to provide such counseling. Several other studies of HCPs have come
to similar conclusions (Dympna, 2007; Lambe & Collins, 2010). A qualitative
study examining the health promotion practices of nurses identified training and
skills related to health promotion as an extremely important self-ideht#cor

to aid HCPs in providing health promotion counseling (Dympna, 2007). A cross-
sectional survey of internist physicians (n=422), found that one-third of
respondents identified a need for more practice with exercise counselinag skill
(Sherman & Hershman, 1993). It appears clear that confidence to provide such
PA counseling is a factor in the provision of counseling and that knowledge of PA
is an important factor in increasing confidence to provide counseling.

In the present study, knowledge of current PA recommendations was
highly variable between FG participants. Duration of PA, specifically 30 ssnut
was the most commonly reported part of the PA recommendations. Few could
report the current American College of Sports Medicine and American Heart
Association or the Surgeon General’s Report. In the present study, several
participants reported acquiring PA knowledge from their HCP program. However
just as many participants reported a lack of training for PA counselioggihr
their HCP program. Previous survey studies report similar findings. Douglas a
colleagues (2006) found that 40-60% of primary care staff (e.g. familyquysj
practice nurses; n=757), reported that insufficient educational materialBghe
counseling needs and approximately half thought there was a lack of RAgrai
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(Douglas et al., 2006). McDowell, McKenna, and Naylor (1997) found that 37%
(n=196 NPs) had not received any formal PA counseling training. Further, there
was a significant difference in the amount of PA promotion training respondents
had received over the past five-years, with the NPs that were promoting PA
receiving more training (mean=6.18 hours) compared to the NPs that were not
promoting PA (mean=1.51 hours). Similarly, Buchholz et al. (2007) found that
more than half of their NP sample (n=96) reported lacking formal training to
provide PA counseling and that additional training (e.g. conferences, self-study)
was associated with increased confidence to provide PA counseling.

In the present study, participants in each of the five FGs reported some
amount of training related to PA through one’s HCP program. However, there
were also participants in all five FGs that reported a lack of PA trairong their
HCP program. The amount of training reported was minimal. Little is known
about other sources of PA knowledge by HCPs. In the present study, outside
sources of PA knowledge include reading about PA from online sources and
learning from fitness professionals including personal trainers, fitnesscdtors
and physical therapists. With such an emphasis on the importance of PA
knowledge to the provision of counseling, this lack of training is notable. Further
research is needed to identify the effects of the provision of PA counseling
training for HCPs.

The recent Exercise is Medicine initiative by the ACSM is a valuable
approach for HCPs to provide PA counseling to the general public. Due to the
recent launch of this initiative, little is known about its current use by HCPs. The
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current findings suggest interest in and perceived usefulness of such an approach,
particularly in an outpatient setting. We know of no previously published research
regarding the use of Exercise Is Medicine by HCPs. The present stuahgéndi
suggest a positive response to the use of Exercise is Medicine in this particula
sample of HCPs. Further, physician assistant participants in the preshnt s
expressed interest in being able to provide patients with readily available PA
information, and Exercise is Medicine handouts are one such easily executed
method. Further studies should examine the effects of Exercise is Medicine
training for and use by HCPs through in-service types of training and/or using an
online format.

In the present study, FG participants were also asked to describe other
types of information that would aid them in providing PA counseling and again, a
need for additional training was identified. Similar to Melillo and colleagues
(2000) conclusions, additional research is needed to examine the current PA-
related curriculum for both NPs and physician assistants. Additionally sppovi
of training (e.g. in-service, online, etc), particularly for continuing ation
credit, for both NPs and physician assistants appear to be desired and warranted.

This study is not without limitations. The sample for this study was
predominately Caucasian and highly educated. Selection bias is possible as
providers who already have an interest in physical activity may have been mor
likely to volunteer their participation; further, the use of qualitative methads s
as FGs limits generalizability of these findings. Despite thesafpalte
limitations, these findings provide important information regarding the use of PA
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counseling by HCPs beyond what can be provided by quantitative measures
alone.

In conclusion, these findings suggest that while there is some amount of
PA counseling occurring by NPs and physician assistants, there is alEteaode
the part of these providers for additional training specifically for PA coungsel
Similarly, FG participants found the ACSM Exercise is Medicine inieato be
an acceptable approach to PA counseling by NPs and physician assistants,
particularly with training to aid in its implementation. Based on these findings,
there is a need and desire for additional training related for PA counseling among
NPs and physician assistants. Future studies should further examine tlseadffect
PA counseling training interventions, through HCP program curriculum or

continuing education credit with NPs and/or physician assistants.
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Telephone/Email Responses:

69 Nurse Practitioners
36 Physician Assistant

v

No Return Contact:
12 Nurse Practitioners
1 Physician Assistant

Screened:
57 Nurse Practitioners
34 Physician Assistants

A4

Eligible Participants:
51 Nurse Practitioners
24 Physician Assistant

Ineligible:
2 Nurse Practitioners
10 Physician Assistants

No Longer Interested:
4 Nurse Practitioners
1 Physician Assistant

Physician Assistant
Focus Group 1 (n=5)

Physician Assistant
Focus Group 2 (n=5)

Did Not Participate:
Lost contact (4)
Scheduling conflict (7)
No show (1)

Not enough interest in

city (2)

\4

Nurse Practitioner
Focus Group 1 (n=5)

A 4

Nurse Practitioner
Focus Group 2 (n=5)

A

\ 4

Nurse Practitioner
Focus Group 3 (n=12)

\ 4

Figure 1. Participant recruitment and participafiom chart.

122

Did Not Participate:
Lost contact (8)
Scheduling conflict (7)
No show (2)

Not enough interest in

city (12)




0€T

Table 9

Nurse Practitioner Focus Group Participant Charesties Stratified by Individual Focus Group (N2)2

Focus Group 1 (n =5)

Focus Group 2 (n =5)

Focusig®(n=12)

Mean = SD, Mean = SD, Mean = SD,
Variable Median (IQR), Median (IQR), Median (IQR), P
or n (%) or n (%) or n (%)

Age, y?® 535 52+6 50+9 0.44
Sex

Female n =5 (100%) n =4 (80%) n =12 (100%)

Male n =0 (0%) n =1 (20%) n =0 (0%)
Years of Practicé 17+3 11+5 11+5 0.08
Practice Locale

Urban n =1 (20%) n =1 (20%) n =3 (27%)

Suburban n =3 (60%) n =1 (20%) n =2 (18%)

Rural n =0 (0%) n =0 (0%) n =6 (55%)
Type of Practice Facility

Private Practice n =2 (50%) n =0 (0%) n =5 (46%)

Community Clinic n =1 (25%) n =0 (0%) n =4 (36%)

Hospital n =0 (0%) n =5 (100%) n =0 (0%)

Other n =1 (25%) n =0 (0%) n =2 (18%)
Age of Patient§ 38 (32, 40) 80 (-,-) 35 (24, 44) 0.25
Percsegéae%fa?;ii;;‘gd 48 (20, 75) 88 (80, 95) 65 (31, 75) 0.11
Self-Reported Physical 25+1.3 3.6+1.2 38412 0.79

Activity Level© ¢

Note. SD = standard deviation; IQR = interquanéage
@Determined using One-Way ANOVA

® Determined using Mann-Whitney U-test
“Determined using Chi-Sq test for independence

dSelf-reported using a 1-5 Likert scale, where lefive and 5=vigorously active for 30-60 minutesmaost days of the week.



Table 10
Physician Assistant Focus Group Participant Charestics Stratified by Individual Focus Group (NG}

TET

Focus Group 1 (n =5) Focus Group 2 (n =5)
Mean = SD, Mean = SD,
Variable Median (IQR), Median (IQR), P
or n (%) or n (%)

Age, y® 32+4 46 + 13 0.06
Sex

Female n =4 (80%) n =4 (80%)

Male n =1 (20%) n =1 (20%)
Years of Practic8 3(1.5,4) 4 (3, 32) 0.20
Practice Locale

Urban n =0 (0%) n =3 (60%)

Suburban n =0 (0%) n =1 (20%)

Rural n =5 (100%) n =0 (0%)
Type of Practice Facility

Community Clinic n =5 (100%) n =0 (0%)

Hospital n =0 (0%) n =3 (60%)

Other n =0 (0%) n =2 (40%)
Age of Patient§ 36+5 46 + 26 0.46
Percent_age of Perceived Sedentary 60 + 38 43 + 22 0.45

Patients
Self-Reported Physical Activity Level 3.6+0.5 4+3.2 0.51

Note. SD = standard deviation; IQR = interquanéage

#Determined using Independent T-Test

®Determined using Mann-Whitney U-test

“Determined using Chi-Sq test for independence

4Self-reported using a 1-5 Likert scale, where 1eiiva and 5=vigorously active for 30-60 minutesmast days of the week.
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Table 11

Summary of Current Counseling Practices and Fattditeencing Confidence to Counsel to Physical ®ityi Counseling

Key Themes

Nurse Practitioners (n=3)

Physician Assistants Jn=2

n

lllustrative quotations

lllustratopgotations

How PA Comes up
During Appointments
with Patients

Characteristics That
Influence Counseling
Chronic illness

Overweight/Obesity

Counseling Topics
Lifestyle

3

“We also ask about physical activity. On our 2
intake, for the first appointment, we always ask
them about what kinds of activities they do.”

“l ask, | ask most of them, Inthiparticularly 2
anybody has diabetes or uh, high cholesterol, or
obesity.”

“When you do an interview, yare looking at 2
their family health histories and personal
medical history and when you see that you've
got a patient there in front of you with an
elevated BMI just from appearance, you know
and you two really have to talk. There is really
a need to discuss that. You'd be surprised at
how many patients really don't know the risk.”

“I'll ask them, well what's kept youdm 2

“Most of the time it would come up would be with
new patients when we're reviewing social history,
because you're getting into kind of their lifestyle
habits at that point. That would be an area where |
would see it.”

“If they have chronic medical problems, or yom ca
tell they’ve had a family history of it or you see
symptoms either in their blood pressure, or their
complaints or their labs that they are headed to
something absolutely you bring that up.”

have to say that | have had struggles with EHR
which is Electronic Health Records. But the one
thing that | do like is it calculates the BMI. So
every patient that | see, and | see so many patient
over 30, and you're like, “Oh, my gosh! They don't
look that way.” You're thinking, “Oh, my gosh!

It's supposed to be within this range to be
healthy.” | would say over 85 percent of my
patients are in the obese or morbidly obese, and
you're like, “Hmm! Ok.” It kind of wakes you up.
So that's the nice thing about Electronic Health
Records, that it just sits there and you look at it
because you wouldn't take the time or you don't
have the time to go ahead and calculate the BMI.
But it's right there for you.”

“I will ask them to get a pedometer and sekdf get
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modifications

Types of PA advised

Duration of PA
advised

Counseling Actions
Current PA
assessment
Referrals to exercise
specialist

Other referrals

3

3

2

3

1

exercising, and we’ll kind of talkalt lack of
time, having kids, and I'll ask them why don’t
you take the kids to the park? You kind of
figure out how to fit it into their lives. You

can't just say go exercise and then come back
and tell me. We have to have a little discussion
about what their life is like. People are so
busy.”

“We look at their appearaame to make 2
suggestions based on what they like to do —
walking, I just keep it simple, walk, run, swim,
ride your bike.”

“Tell them to get out there and do something for 1
30 minutes every day”

“You ask the question, what kind of physical 2
activity do you do now?”

“Mostly what | do is order physical therapy, dnd 1
assume... although I've never verified with
physical therapy that they talk with them about
the importance of exercise. Now when | had
physical therapy, they never talked about the
importance of physical activity... so it might be
a bad assumption.”

“I've asked them to go to theinet to see if 2
there is a personal trainer available that they
could ask those questions to or to use some
information that is out there that they could
actually look into those types of things because
it is beyond my scope | fee

126

their 10,000 steps, cause who knows, I'm not there
to see how many they’re doing, but that at least it
opens the conversation. And if they do, let's get
some more steps. I'll talk about taking the stairs
and parking far away from the store.”

“I do recommend for people that are a little heav
water aerobics or any water activity. Generally
start with that if they can...”

“If it means you walk 2-minutes one day and ttfen
next week you are able to work up to 5 minutes
great, then | have them work up to an hour where
they can't talk like to the person next to them.”

“Finding out why they are doing what they arerdpi
so they can make those changes.”

“I am actually happy when the patient has soraé re
reason that | can refer them to a physical thetapis
For example, someone who has osteoporaosis, or
they require a hip replacement, and | can say OK,
| am going to refer you to a physical therapistdor
rehabilitation program. Insurance will pay for that
or at least pay for a lot of it. They will still ha a
co-pay...”

“I refer people to the YMCA; especially the sasio
They've got the Silver Sneaker program. There's a
few other gyms that do it, too. But the YMCA is
like in many communities $25 a month, very
affordable and it's very social. You see a lot of
people there during the day over 60 that are all
working out. And they kind of help each other.”
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Factors that Increase

Counseling
Confidence
PA knowledge 2 "Having concrete information abd t 2
biochemistry of exercise or the guidelines and
why — | just find that people respond so much
better if you tell them that they have a better
chance of controlling their cancer with
exercising.”
Simple PA advice 2 “lthink in terms of encouragjmepple to increase 1

their activity and helping them identify
activities that they might enjoy, that they could-
and taking baby steps and setting goals, | feel
comfortable with that.”
Factors that Decrease
Counseling Confidence
Patients with chronic 2  “Along history of illness and they’re debilitate 2
illness and they need help getting strong enough to do
the things they could do to help them... | would
not be comfortable counseling that patient.”

Fear of injurytothe 2  “I'd feel bad if | tell one of my elderly patiento 2

patient walk and then they have a fall with a fracture,
or something like that.”

Provision of expert 2 ‘“If someone is inactive try to get them to thimk O

advice ways that they could incr~~~~ *-=~* physical
activity. | think all of us, | h feel
comfortable with that. BL specific

guestions with people who are already
exercising and those types of things, it gets a

“It just makes it easier to explain how to doreise
when you're familiar with how to do it, you can
tell patients and have an idea of really what yeu'r
telling them to do.”

“Where | lose a little bit of that confidenceiris
patients with...cardiovascular compromise and
things like that where | feel like we need to get a
cardiologist on board to approve or to clear them
for certain activity.”

“That they're going to go ahead and be succeasfill
that you're not causing them more harm than
good. Because there's the oath that we all swore
to. And so it's kind of like, yeah, there's a
medical/legal and thatgonderful but there's also
the moral obligation that you say, “Oh gosh, they
have cardiac | don't want to kill them.”
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little outside of at least my realm.”
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Table 12

Summary of Barriers to Physical Activity Counseling

Nurse Practitioners (n=3)

Physician Assistants Jn=2

Key Themes n lllustrative quotations n Illustratiygotations
Barriers
More important 3 “Most of what | do is internal medicine, so wHen 2 “When you have patients taking their insulin wgar
things to discuss see a patient, usually we have more important they’re not taking pills, | feel like we have todie
things to deal with and | don’t have the time our heads against the wall to convince them that
allotted to talk to them about physical activity, they need to take their medications... and then now
we have to worry about oxygen and their we’'ve spent 25 minutes in their room explaining
prednisone and all of those things first.” them how they’re supposed to take their insulin
and there’s not really any time for exercise
counseling.”
Lack of time 2 “There is no time, there’s just ime.” 2 “We see 20 to 30 patients a day in 15 minutdsvisi
and you can really only safely take care of 1 to 2
problems a day and they wait til everything’s rgall
bad to come in just because the idea of preventive
medicine has not been ingrained in them.”
Healthcare system 2  “Our system is set up notyrdaidlhealth 1 *“They should roll that cardiac ball through the
promotion, but for treatment of illness... if they remainder of medicine. Why is it only cardiac
can spend some dollars on prevention, then rehab? Can't it be obesity rehab, or gastric bypass
they’re going to spend less dollars on treatment rehab, or transplantation rehab, or surgery rehab?
and hospitalizations. The health system as a Why can't we roll that model through, and have it
whole is not set up for that.” get paid for everybody?”
Lack of 2 “With the physical therapy, you know if someone 2  “No insurance is going to cover a personal trainel
reimbursement has a goal, or is training for some event or don't see that happening because you also have to
something, you can't get reimbursement for have a gym membership for that.”
that. You can get reimbursement for rehab for
an injury or related to a condition but not for
just increasing activity- | don’t think you can
get reimbursement for that.”
Perceived patient 2 “But some people cannot afford that- people dffor2 “l do have a cardiac rehab that | can utilize] #rat is

financial barriers

personal trainers. Like | feel bad- | see a huge
Medicaid population. | can't tell people “oh go

three times a week. But the patient still has to
come up with $30 a visit, and then the insurance
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see a personal trainer.” | mean | can't tell
people things like that.”

will cover the rest. You have Medicare patients,
who frequently are the ones | am sending, and that
is $90 a week that they do not have to spend. And
so that part of it is frustrating.”
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Table 13

Summary of Counseling Knowledge, Perceived Usefidiod “Exercise is Medicine,” and Desired Delivétgthods of Additional Physical
Activity Training

Nurse Practitioners (n=3) Physician Assistant}
Key Themes n lllustrative quotations n Illustratiygotations
PA Recommendation 3 “So | have to say | know what they are generally, 2  “I think | would know what they would say, but |
Knowledge couldn't say these are like, the ADA guidelines, don't think I...just sitting here could say.”

these are the American Heart Association, these
are the surgeon general. Cause some are like 20
minutes most day, some are 30 minutes most
days, so | default to the longer time, some say
most days, some same 3 days a week”

Sources of PA

Knowledge
HCP program 3 “I'm thinking about when [ first laad about 2 “I'mtrying to remember, | know we had- they @ut
physical activity. When | went to the nurse lot of emphasis on the diabetic guidelines and that
practitioner program...it was in the 80's. We includes | don’t know, don’t remember but the 30
didn't have prescriptive privileges so our classes minutes a day moderate exercise, for more days
were initially health promotion, health than not...So it was mostly in conjunction with
maintenance, health restoration. We spent a lot hypertension, diabetes, you know the things that
of time on promoting health.” are most affected by sedentary lifestyles.”
Lack of training in 2 “In my program we didn'’t really get anything and 2  “When | went through my PA program, they didn't
HCP program so it's really more like what you can get from have anything on exercise.”
what the average person does from reading about
it or exercising yourself.”
Reading/online 3 “I'm very lucky where | work, because we have 1  “Mostly self study. | read all kinds of topics)dhit's
sources Internet in every office. And so | can pull up discussion, mostly, on the web.”

some great support websites to show them, if
they want to join a blog or something to that
effect, which is kind of nice. You'd be surprised.
I'm noticing the younger set really like that. My
older sets are more in tune of just give me the
factual information. Just where can | go to get
some good tips.”
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Training unrelated to
HCP program

Fitness professionals

EIM Initiative
Perceived usefulness

Perceived concerns

Desired Delivery of
Counseling-Related
Training

Conferences

| also in my undergrad work, many, many moons 2

ago, took an exercise physiology class which
was interesting.”

“I know I've gained sonferimation from 2

personal trainers.”

“I do think sometimes ygulsiags sort of off 2

handedly or even discuss it, ‘Oh I'd like to see
you walking, to start 10 minutes a day.’ Maybe
writing it down would give more validity to it.
You know, I'm trying to think, personally, if |
went for my yearly physical and my doctor
handed me this and said ‘This is what I'd like
your goal to be with exercise’ maybe it would
have more impact.”

“When you say prescriptiomédhat indicates, 2

um, guide, it indicates directions and insurance
covering it. So I'm not sure what this really
means.”

“If | go to a conference, | have tdtmterest in
being there and I find those informational
meetings that fit my needs. And so if there are
meetings regarding how to disseminate

information on lifestyle changes and how to get

people to commit and follow through in a
supportive environment and different ideas
about that, | get more from the brain melt, that
think tank. And | like doing it with other people
that have the shared expertise.”
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“My undergraduate was in exercise

science/kinesiology.”

“I have a good background of athletics and ihegd

| was trained by the college trainers.”

There isn't any specialty that wouldn't applytiis...

Neurology, family practice, pediatrics, surgery,
anything. | mean they've got the answers to the
guestions that people ask all the time. Exercising
with hearing loss. [referring to the EIM health
flier series]. I've never seen anything written on
that in my life. And | actually plan to go onto shi
website and look at all of these as soon as
humanly possible.”

“For writing prescriptions | think we’d need more

help cause here’s just more to take into
consideration than back to the whole out of
control diabetic with cardiac problems, I'm not so
sure that I'm the one who is appropriate to write
them a prescription for exercise.”

“I think at a national conference if they werentve

one of these as a CME credit that it would be
highly attended.”



In-service 1 “Ifeel that, you know, when you shgoeir 1 “I'think that it would be helpful to have hands-o
successes and your defeats together in a materials that are simple, un delivered in an oral
supportive, safe group where everything stays and demonstrative format.”
within the confines of a well established group.

And we share this vision in terms of bringing in
people that have their different expertise and
having small groups.”

Online 2 “I'love the internet.” 1 ‘I think web-based would be the best. Becausa eve
getting this group together. It was difficult
because of time commitment and flexibilities
especially for physician assistants when they are
on call and everything. It's pretty difficult to
probably accommodate... schedules.”

orT
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Chapter 6
CONCLUSIONS

Chronic diseases, such as cardiovascular disease, diabetes, and arthritis,
are serious health problems affecting the U.S. population. Regular paricipati
PA is an important factor in the prevention and management of chronic disease
including cardiovascular disease and diabetes (USDHHS, 1996). Lifestyle
counseling during managed care has been shown to successfully increase PA
health behaviors among patients (Calfas et al., 1996; Grandes et al., 2009; Lawlor
& Hanratty, 2001; Lewis & Lynch, 1993; Pinto, Goldstein, DePue, et al., 1998).
Several professional organizations endorse the provision of PA counseling by
HCPs including the American College of Preventive Medicine, the American
Academy of Family Physicians, the American Academy of Pediatrics, the
American College of Obstetrics and Gynecology, the American Heart
Association, National Institutes of Health, and the Surgeon General & ailry
2002; Jacobson et al., 2005; Sallis, 2009).

The ACSM Exercise is Medicine initiative calls for all clinicians, not jus
licensed physicians to prescribe PA to patients as needed and appropriatg at eve
visit (Jonas & Phillips, 2009). Motivation is a key component in beginning to
become more physically active. The Exercise is Medicine approachieesg
this and aims for HCPs to aid in mobilizing patient motivation (Jonas & Phillips,
2009). In 2002, the U. S. Preventive Services Task Force concluded that
"evidence is insufficient to recommend for or against behavioral counseling in
primary care settings to promote physical activity.” Jonas and Phillip8)(200
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suggest that this lack of evidence may be due to the lack of effective education
and training on the part of HCPs to adequately provide PA counseling.

These two studies are the first to examine the PA counseling practices of
both NPs and physician assistants. Together, these studies sought to determine the
prevalence of PA counseling, perceived knowledge and confidence to counseling,
sources of knowledge to counsel, education training related to PA counseling,
interest in the ACSM Exercise is Medicine initiative, and potential siitnds
and differences in these factors between NPs and physician assistants.

The first study (Chapter 4) examined the prevalence of PA counseling
practices, perceived knowledge and confidence to provide PA counseling, the
educational training related to PA counseling and the potential differences in
these factors between NPs and physician assistants. Results of thi®ctiossis
study found that the majority of participants reported providing PA counseling
with no differences between NPs and physician assistants for perceived
knowledge or confidence to provide PA counseling. The majority of both NPs
(75%) and physician assistants (64%) reported routinely counseling themtpati
to accumulate 30 minutes of moderate intensity PA on most days of the week
suggesting that some type of PA counseling is occurring. Approximately half of
all respondents reported receiving no formal training to provide PA counseling.
More NPs (76%) than physician assistants (61%; p<0.001) reported an interest in
obtaining training to provide PA counseling, primarily through an online
curriculum or through attending a workshop at a professional conference. These
findings suggest that while NPs and physician assistants are knowledgeable,
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confident and currently providing some amount of PA counseling to patients,
there is a desire by HCPs to receive additional training to aid in providing PA
counseling.

The second study (Chapter 5) further examined and expanded on these
components using qualitative methods. Specific objectives included identifying
NP and physician assistant (1) current counseling practices, (2) confidence
providing counseling, (3) knowledge of PA and sources of knowledge, (4)
familiarity with and perceived usefulness of the “Exercise is Medicmgative
(Sallis, 2009), (5) the types of information that would aid in PA counseling and
how best this information would be delivered, and (6) a qualitative comparison of
the similarities and differences between NPs and physician assrstgatding
these objectives. Again, these findings indicated that some level of PA counseling
is taking place. Having confidence to provide counseling was reported as an
important factor for participants to actually provide counseling. It wasfalind
that having appropriate knowledge of PA is associated with increasing PA
counseling confidence. Self-reported knowledge of PA was fairly incomisiste
among FG patrticipants, again suggesting a need for additional training. While
some FG participants reported receiving a small amount of formal P&eelat
training, several did not and the majority reported a need for and an interest in
receiving additional training. Similarly, FG participants reportek]itt any
familiarity with the ACSM Exercise is Medicine initiative, but reportedrgerest
in learning more about the approach and using it in practice.

Implications
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The implications of these findings highlight a need for additional PA-
related training consistent with previous research (Garry et al., 2002; Pinto,
Goldstein, DePue, et al., 1998; Sherman & Hershman, 1993; Walsh et al., 1999)
Sherman and Hershman (1993) reported a perceived lack of effectiveness of
counseling or lack of skills needed to counsel as two frequently reportedarrier
to physician provide PA counseling. In a randomized trial by Pinto, Goldstein,
DePue, et al. (1998), physicians in the intervention group reported improved
confidence to provide counseling following a 1-hour training session. However,
this increased confidence was not enough to encourage intervention physicians to
counsel all their patients about PA. Therefore, these authors suggest a need for
more intensive training for HCPs. In 2002, Garry and colleagues reported that
only 13% of U. S. medical schools offer a curriculum in PA and therefore,
suggest a need to integrate the PA information and counseling skills into medical
school curriculum. Less is known about PA curriculum in nursing or physician
assistant programs but there appears to be no standardized curriculum. More
recently, in 2010, the IOM issued a report identifying a need for nurses to achieve
higher levels of education and training and for nurses to practice to the full exte
of their training.

The findings of the present two studies echo these reports. In the first
study, approximately half of NPs and physician assistant participantsegport
receiving some amount of education within their HCP training program.

Similarly, within the second study, half of physician assistant FG peatits and
less than half (36%) of NP FG participants reported receiving training within the
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HCP training program. Approximately 70% of participants in each of therprese
studies reported an interest in receiving additional training. Again, these 8nding
are in line with previous studies of HCPs (McDowell et al., 1997). In the present
two studies, the most commonly reported desired delivery methods for such
training included online courses with continuing education credits, in-service
education, and/or workshops at professional meetings.

Recommendations

Future studies should examine the results of various approaches to and
types of PA counseling to identify the most efficient and effective methods of
increasing PA counseling in NPs and physician assistants, including online
coursework, workshops at professional meetings, in-service events or plgtential
through curriculum changes within formal training programs for NPs and
physician assistants.

Successful interventions utilizing HCPs to deliver PA counseling
including have included appropriate PA assessment and tailoring of advice to
patient's stage of change for exercise (Jacobson et al., 2005). Futurg trainin
curriculum for HCPs should include the following topics: current exercise
recommendations, exercise screening, exercise prescription, information
regarding determining patient’s stage of change for readinegsrims®, and
strategies to improve patient motivation to exercise.

Additionally, more research is needed regarding the promotion,
implementation and best practices of the Exercise Is Medicine initkatidPs
and physicians. As stated previously, the Exercise is Medicine progranoaims
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have all HCPs asking about PA as a vital sign during appointments and to
prescribe exercise as medicine to every patient as appropriate (Johdlg&, P
2009; Sallis, 2009). In the present study, the majority of FG participants (n=20;
91%) had not heard of Exercise is Medicine prior to participation in the study.
After a brief verbal introduction to the program and a few minutes of looking over
the Health Care Providers Action Guide, all but one FG found that the Exercise is
Medicine program or aspects of the program (e.g. Exercise is Medicitie hea
flier series) would be useful in practice. Future studies need to examine the
effects of both Exercise is Medicine-specific training for NPs andighps
assistants and interventions with these populations using Exercise is Medicine.
Finally, policy changes regarding PA promotion by HCPs are warranted.
Two of the top reported barriers to PA counseling by FG participants in the
current study included (1) a perception of the healthcare system focus on
prescription distribution as opposed to health promotion and disease prevention
and (2) lack of reimbursement. This suggests an obstacle to PA promotion that
goes beyond a need for provider training. A shift is needed regarding the
widespread recognition of the benefits of physical activity, the counseling of
physical activity as a medication (Sallis, 2009), and reimbursement of such

counseling in health care.
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"ARIZONA STATE
LINIVERSITY

RESEARCH AND ECONOMIC AFFAIRS

Office of Research Integrity and Assurance

To: Cheryl Der Ananian
From: &E{ Mark Roosa, Chair \Q)
Soc Beh !RB‘
Date: 05/15/2009
Committee Action: Exemption Granted
IRB Action Date: 05/15/2009
IRB Protocol #: 0904003908
Study Title: Physical Activity Counseling Curriculum for Nurse Practioners Focus Groups

The above-referenced protocol is considered exempt after review by the Institutional Review Board pursuant to
Federal regulations, 45 CFR Part 46.101(b)(2) .

This part of the federal regulations requires that the information be recorded by investigators in such a manner that
subjects cannot be identified, directly or through identifiers linked to the subjects. It is necessary that the information

obtained not be such that if disclosed outside the research, it could reasonably ptace the subjects at risk of criminal or
civil fiability, or be damaging to the subjects’ financial standing, employability, or reputation.

You should retain a copy of this letter for your records.
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From: Susan Metosky

Sent: Wed 2/24/2010 11:43 AM

To: Cheryl Der Ananian; Megan Grimstvedt

Subject: RE: Question regarding amendment to IRB #090408390

Cheryl,

Thank you for the email. As long as the change do¢slter the exempt status no formal
paperwork is required. | would be happy to reviee ¢uestions. However, if they are anonymous
and along the same lines as what is in the foomspgrthat will not alter the exempt status.
Adding 260 participants who are 18 and older wowdtlalter the exempt status.

Susan

From: Cheryl Der Ananian

Sent: Wednesday, February 24, 2010 11:36 AM

To: Susan Metosky; Megan Grimstvedt

Subject: RE: Question regarding amendment to IRB #090408390

Hi Susan,

I would just like a clarification of the email loel so that Megan and | do not encounter any
problems later. Is it correct that we do not needubmit an IRB amendment even though she is
adding an online survey component and an additid®@lparticipants? The online survey was not
included in her initial IRB application and | dowant her to have any problems down the road. |
know she will need to create a cover letter fordhkne questionnaire. Does the IRB need to see
this prior to using it?

| apologize for my questions. The research expegéd have had at other universities has
required IRB approval for amendments even if thiegtvas exempt. They had to have a paper
trail. Please advise.

Thank you.

Cheryl
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Subiject line: Chance to Win $50 gift card! Survey of Physician Assistants!
Hello:

My name is Megan Grimstvedt and | am a doctoral candidate in the Exercise and
Wellness Program at Arizona State University. | am recruiting piaysi

assistants to complete an online survey for the chance to win one of four $50 gift
cards. The aim of this study is to better understand physical activityetmgns
practices, confidence to counsel physical activity, and the types of informat
about physical activity counseling that would be most useful to physician
assistants. The survey should take approximately 20 minutes and is completed
entirely online. Upon completion of the survey, participants will be asked for
contact information to be entered in a drawing for one of four $50 gift cards.
Contact information will not be linked to questionnaire responses. The link for
participation is_https://www.surveymonkey.com/s/ TWKH29N

Please contact me at mgrimstv@asu.edu or (480) 297-5303 if you have any
guestions or concerns. Thank you in advance for your participation! And please
pass this on to your physician assistant colleagues.

Sincerely,

Megan Grimstvedt, M. A.

Doctoral Candidate and Teaching Associate
Exercise and Wellness Program

College of Nursing and Health Innovation
Arizona State University

7350 East Unity Avenue

Mesa, AZ 85212

Phone: 480 727-1945

Fax: 480 727-1051

E-mail: mgrimstv@asu.edu
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FSU N ™
Nurse Practitioner
Questionnaire

Are you a Nurse Practitioner?
If so, we need your help!

Chance to win $50!

* Purpose of the this study 1s to better understand physical
activity counseling knowledge and behavior, confidence to
counsel for physical activity, and the type of information
about physical activity counseling that would be most
useful to nurse practitioners and the best methods for
disseminating this information.

* Participation 1s open to any practicing nurse practitioner
working 1n a facility where physical activity counseling
would be appropriate.

* Takes approximately 20 minutes or less.

* Chance to win one of four $50 Target gift cards for
participation!

* If you would like to participate, please visit the following
link: https:/www.survevmonkev.com/s/TWEKH29N
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FSU ™
physician Assistam
Questionnaire

Are you a Physician Assistant? =
e

If so, we need your help! |

e Purpose of the questionnaire 15 to more accurately
understand physician assistants’ current physical activity
knowledge and counseling behavior and the best methods
for disseminating information about physical activity to
physician assistants.

e Participation 1s open to any practicing physician assistants
i Arnizona working in a field that would allow for physical
activity counseling (e g family practice, internal mediecine).

e The questionnaire should take approximately 20 minutes
or less.

¢ Chance to win one of four $50 gift cards for participation!

e If you would like to participate please visit the following
link: https://www.surveymonkev.com/s/ TWKH29N
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INFORMATION LETTER
The Promotion of Physical Activity by Health Practitioners Questioana

Dear Participant:

| am a graduate student under the direction of Assistant Professof BeeAnanian in
the College of Nursing and Health Innovation, Exercise and Wellness Pragram a
Arizona State University.

We are conducting a research study to determine the phystoatyaassessment and
counseling practices, confidence in counseling practices, and tonoeteeducational
training related to physical activity counseling of nurse piangrs’ and physician
assistants. | am inviting your participation in completing aninenlquestionnaire
consisting of 34 questions. Participation time is expected te #dproximately 20
minutes.

Your participation in this study is voluntary. You can skip questions if you viigbul
choose not to participate or to withdraw from the study at any time, therdgewith
penalty. To participate, we ask that you be an employed nurse practitionesicigphy
assistant practicing in a facility where physical activity coungetould be appropriate
and applicable.

For your participation you will be entered into a drawing toeiee one of four $50
Target gift cards. Your participation will help to determine phevalence of physical
activity counseling, perceived knowledge and confidence in phyeitizity counseling,
and educational training related to physical activity counseling.

There are no foreseeable risks or discomforts to your participation.

Your responses will be anonymoulhe results of this study may be used in reports,
presentations, or publications but your name will not be used nor will not be lmkeg t
responses.

If you have any questions concerning the research study, please cantasetrch

team: Megan Grimstvedingrimstv@asu.edwor Dr. Cheryl Der Ananian
(cheryld@asu.edwat (480) 727-1945. If you have any questions about your rights as a
subject/participant in this research, or if you feel you have been plagekl, gou can
contact the Chair of the Human Subjects Institutional Review Board, thtbacASU
Office of Research Integrity and Assurance, at (480) 965-6788.

Completion and submission of the survey indicates your consent to particigate in
study.

Sincerely,

Megan Grimstvedt, MA
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Promotion of Physical Activity by

Health Practitioners Questionnaire

Date / _.'l

The purposes of this questionnairz are to:

1. TNerermine the practice patterna af health practitionera (HP=s)

egarding the promoticn >f physical activity and physicel fitness for

heir clients.

2. REssess the perceptions of HEs regarding knowledge and confidence to

assess and counsel clients about physical activity and physical fitness.
3. Document sducational preparation of HPs regarding the promotion of

physical activity.

Instructions:

FPlesase try to answer all the questions. Thare zre n> right or wrong

answers. You may skip gusstions vou arse uncomfortable answering. Please

remember that tThe guestilsnnaire 13 anonymous. Thank you 1n advance Ior

completing the questicnnaire. Your participation is appreciated.

t

I. Demographics. Plsass check your status or Zill in the blanks.

1. Age (vears)

Gender COMale O Female

(58}

. Ocoupation O HNurse Practiticner O Physician Bssistant
Write in the vear yvou conpletad each of the following as applicable.

P

La=smniang'a Negraes __ Dlzmsz shesk if not applicabls
:I:I:I:Iﬂip'_:uma __ Please check if not applicable

B5/BA __ Please check if not applicable

M5 or MA __ Please check if not applicable

Doctorate __ Please check if not applicable
j:l:l:l_\::; fEA UBrTIT1CAatlan _ Please check if not applicable
So. Are yuu vurrenlly praclicing 45 4 gurse O Tes  (OHu

practitioner or physician assistant?
Tf "yea™ pleas= onntinns with Bh.
N

In "no"™ please go to section V, Jquestion 29 end contirue with
all questions.

5bk. How many vears have vyou practiced as a nurse
practitioner or physician assistant?

HFage L ob d
by Haalth Fractitioner Cuestlonnaire, March 2, 2010

Fromozion of Fhysic
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II. Practice Description. Plsase note that the items refer to adult
clients.

&.What percent of vour practice is dewvoted to %
patient teaching or counseling?

If 0% of your practice is teaching or counseling, please enter 0 and
go to guestion #29% and continue with all guestions:; if any porticn
of your practice is teaching or counseling, please continue heres
with all questions.

In which state do you practice?

B. Which best describes your practice locale? O Urban 1ELE‘==
choo3e
O Suburban only one)
O Rural

9. Enter the percent of your clients who are covered by:
ODon't KEnow/Hot Sure
QORefused

% Selfi-pay

% Medicare

% Medicaid

% Private Insurance

[:I:]% Other

10. In which type of facility do vou conduct your primary practice?

O Private Practice [Pleas= choose only cnel
O Community Clinic

OWalk-in/intermediate care

OHeospital Clinic

O Emergency Room

O Heospital (Non-emergency room)

O0Occupational Clinic
O 0ther Slease specify:

11. What is the average age of vour clients? years

12. What is the age range of the clients yvou see
in your practice?

- rears

13. What percent of your clients are?

of

Male? 5 Famal=?

Page Z of 8
Promotion of Phvsical Aotivity bv Haalth Practitionar Cuasticnnaira. March 2. 2010
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III. Practice Patterns.

As you complete the gquestions regarding physical activity, please
consider the following definitions and descriptions:

Moderate Intensity Physical Activity: Bodilvy movement that is
produced by the contraction of skeletal muscle requiring an energy
expenditure of 3 to & METS (one MET is equivalent to the resting
metabolic rate). A brisk walk at 3 to 4 MPH eguals moderate intensity.
Other moderate intensity phyvsical activities include gardening,
dancing, or home maintenance such as lawn mowing, or washing and
waxing a car.

Physically Inactive: Possessing a sedentary lifestvle with HO
physical activity bevond basic activities of daily liwving.

For the following items, please fill in the blanks or check with your
choices.

14. Of the clients in your practice who are capable of moderate
intensity physical activity, what percent would vou estimate to be
physically INACTIVE?

%

15. What percent of vour clisnts do yvou ASSESS for physical activitcy?
If you do not assess for physical activity, enter 0.

of

-
Fercent of all women 5 Percent of all men

lg. Of the physically INACTIVE clisnts in your practice who are
capable of physical activity with and without activity restrictions,
what percent do you COUMSEL about using physical activity to improve
health status? If you do not routinely counselclients, please enter 0.

of

Fercent of all women 5 Percent of all men

If you entered 0% in all four klanks for questions #1535 and
$#le, please go to guestion #24. If you entered a percent
indicating that you do assess or counsel clients about
physical actiwvity, please continue.

Page 2 of 8
Promoticn of Physical Activity by Health Practiticner Questionnaire, March 2, 201D
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17. Are there particular client characteristics that prompt vou to
assess and counsel about physical activity?
Ho, I assess and couns=l about physical activity regardless of client

-
o characteristics

Yes, the following characteristics prompt me to asse=ss and counsel about

o

phy=ical actiwvity. Please mark all shat apply.

{JElevased Cholesterol O Cbe=ity

Q) Cigarette Smoking ) BRge, Men > 45 year=
) Hypertension O Age, Women > 55 years
(I Digheces Mall:cu= O Ocher

(O Family History of Hearts Disease Flease specify:

) Physical Inactivity

For items 18 through 20, please rank corder the options by numbering
the one vou use most fregquently as 1, the one vou use second most
frequently as 2, etc. You many use as many numbers as are applicable
to your practice. Leave blank the items that yvou do not use. Blanks
for all options indicate that yvou do not perform the activity.

1B8. What method(s) do vou use to determine a client's physical activity
lavel?

Question client about physical activity

Mzasure client's height and weight

Calculate client's percent body fat

Ask clients to perform a test of phvsical performance

Assess genseral appearance

other, please specify

19, 0f the clients in your practice that vyvou counsel about physical
activity, what do you recommend regarding the following physical
activity/sexercise principles? Please rank by numbering the ons you use
most frequently as 1, =tc.

Frequency of physical activity vou advise.

Once/day

Several times/day

Thres times/week

Most days of the weesk

Other, please specify

Page 4 of 8

BErrmntirm Af Phrairsal Bafiwityr b Haalth Frasti f1omar Miactismnaira. Maroh 3 NN
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Please rank by numbering the one you use most frequently as 1, etc.

Duration of physical activity wvou advise.

a total of 20 minutes/davy

a total of 30 minutes/day

a total of 40 minutes/day

Other, please specify

Please rank by numbsring the cocns you use most frequently as 1, etc.

Type of phvsical activity you adwvise.

walking

jogging

biking/cycling

gwinmmin

asrobics class

active sports, e.g. tennis, skiing, canoeing, frisbee, etc.

household/lawn and garden/recreaticnal activity

ork or cccupational physical activity

other, please specify

Please rank by numbering the one you use most frequently as 1, etc.

Intensity of physical activity you advise.

60-B5% of maximum hesart rate

12-13 Rating of Perceived Exertion Scale

c60-70% maximum METs

300 Kilocalorie expenditure/session

Talk test

"Moderate™ intensity of a brisk walk 3-4 mph

Other, please specify

Fage S of 5
Fromotion of Fhysical Activity by Health Fractitloner Questlonnaire, March 2, 201D
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20. What method(s) do yvou uses to provide physical activity counseling
_EE; vour clients? Please rank order all apply.

discuss with patient

provide written materials/pamphlets

refer patient to exercise specialist/program

nothing specific

other, please specify

21. Do yvou routinely counsel vour clients to accumulate 30 minutes of
moderate intensity physical activity on meost dayvs of the week?

OYes

O Ho
22, Do you counsel your clients at least once per vear about using
physical activity to improve health status?

OYes

O No

23. Please identify any barriers in vour practice that hinder vour

assessment and counseling of clients about physical activity. Pleas
check all that apply.

OLack of time during visit

ONot a high priority

OCOther concerns ars more important

O Language barrier

OUaeless, client won't follow through

ONo reimbursement for assessing/counseling about phyvsical actiwvii
OMost clients are already phyvsically active

O Neighborhoods unsafe for physical activity

OCther, please specify

Page € of &
Bromotion of Phyvsical Activitw by Health Practitioner Cuestilonnaire. March 2. 2010
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IV. Physical Fitness Testing

Please choose the best response to each of the following phyvsical

es. The warious phvsical fitness measures are categorized
fitness testing they fall If you use a specific
35 measure in the setting, please estimate the
ge of the patients that vou use that measurs with.

I am not I am I use this I use ©
familiar familiar te=st in mw test with
mwith this with this practice approximately
24_ Cardiprespiratory test test but do this percnj-r.t.
not use it of my patients=

Pitness Testing

%

2. PRate of Perceived
meartion (REE) te=t

o O
C

b. TMCA 3-minute step test

= . Rockport l-mile walk tess

o
8]

%
%
%

o o o Q

o]
-
C

d. Cycle srgometer test

25. Muscular Fitnessz Testing
a. Curl-ups & o o

b. Push-ups o o o

c. Bench press repetition o o o

o o o o

d. Leg press repetition e o o

26. Plexibility Pitness Testing

=
Q
o
of?

2. 3it and Reach te=t o

iometer use for joins

w0

M

ot B

I

H

Q
o)
of

27. Body Composition Testing

8]

a . Body Mass Index (BMI)

o O
C

b. Wai=t—to-Hip BRatio

c. dkinfold measurement

o 9
C

d. Bioelectrical impedance

8]
o TR o N & B B & |
o o o o ol

o
(8]

e . Hydrostatic weighing

28. Balance Testing
2. Balance Stand o o o %

b. Balance Walk > o o %

Promytion of Phvsical

iticner Cuestlicnnaire, March 2, ZO0LD
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V. Knowledge and Confidence

28%. On a =cale of 1 to 5, 1l indicating the least amount of the astribute and 5
indicating the most amount of the astribute, please rate the following:

Least Most
Tour knowledge akbout asessing
client= for physical actiwvisy o1 Oz O3 O (o
Tour knowledge akout counseling
. - =
client= about physical activitcy ol oz 0z (R (o=
Your confidence about asessing
client= Zor physical acti L 01 Oz O3 O [0
Your confidence about counseling
. X 3 1 2 5
clientss about phyaical activisy ol oz Qo3 04 Qs

V. Bducational Preparation

20. Did you receive preparation im the area of physical activity in the

educational program thas prepared you to be a health pracsisioner {=.g. nur=e

practitioner or physi an as=istant]?
O Yas
(r Fo

20a. If yes, which of the Zfollowing did you receive preparation about? Please
check all that apply.

0 The health ben=fits of phy=ical activity

O The physaiclogy of physical actiwvitcy

O The type or mode of physical activity to advis=e

O The inten=sity of phy=ical actiwity to adrise

QO U=se of rating of perceiwved exertion (RPE) to guage intensity
O Usze of manimum heart zate to guage intensisy

O The duration of phys=sical activity to adwrise

0 The frequency of physical activwity to advise

2l. Have you had any other educational preparation in the area of physical
activity prescription?
O Tes
O Ho

2la. If yes, where did you receive thi= preparatio=n?
O Baccalaureate mnursing program
O Baccalaure=ate physician as=sis=stant prog-am
O Ma=ter's Program
O Additional course work
O Confarencei=), wor k=zhop{=a}, =eminari=)

D Belf-=scudy

O Cther, please specify

Page B of &
Fromoticn of Fhvsical Actiwitv bw Hasalth Fractitioner Cuesticnnaire. March 2. 2010
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Would you be interested im cbtaining Sraining related to physical
wity counseling? (if no plea=e skip to guestion §$33)

O Yes QMo

22Za. What types of training would ke of interest to you? (Plea=e rank
with 1 indicating the most interssting and 7 the least interssting).

Online curriculum

Online curriculum, continuing =ducation credit only

University courses online

Iniversity courses in person

Inssrvice education

Workshops at professional conference

Other

22. Do you, yourselsf, engage in at least moderate physical activity for a sotal
of 20 minutes on mo=st days of the week?

O Yes (D Ho

24. Check which of the following best describes your current physical activity
level. Select only one.
) Inactive. You have a =it down ;inb and no :|:=:_|':.'.la.:|: _'nhr:l'.n::.l a.ct,i':i:g. YTou
are ssdentary.

Tou stand at work three to four hours per day. You have

ORelatively Inactive. no regular physical activity durinmg leisure time.

O Light Actiwity. Tou are sporadically imwvelved in recreational actiwvities such
a3 weekend golf or lighs cycling (<3 HMETS or 4 kcal/min)

) Hoderate Actiwiby. :.-:ha..'.:.;.mb includes phg':l'.-?i.l RITIVATY uch &3 -'.:'b:.:.'.g % ITAiz
climbing, or you participate regularly in recreational or
fitness activities such a= brisk walking, swimming, oz
cycling at lea=t 2 daysafwk foxr 30-€0 minutes (3—E& METS)].

() Vigorous Actiwity.You participate in extensive physical actiwvisy for 20-60
minutes moat days of the week (=€ HETS).

THANE YOU for your participation!

Fage 0 =f 9

Promotion of Phy
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Subject line: Looking for Physician Assistants for Focus Groups
Hello:

My name is Megan Grimstvedt and | am a doctoral candidate in the Exercise and
Wellness Program at ASU. | am recruiting physician assistants toipai# in

focus groups to get a better understanding of their physical aciitseling
practices, confidence to counsel physical activity, the types of informdtarn a
physical activity that would be most useful to them in practice, and the best way
to disseminate this information. | will be conducting focus groups with 5-12
physician assistants per group. Each physician assistant would be asked to
participate in only 1 group. Eligibility criteria includes being a licensedipian
assistant practicing in a facility where physical activity coungetould be
appropriate and applicable. Since participants need to be practicing physicia
assistants, current students would not be eligible. Refreshments will be serve
during the focus group and participants will receive a $15 gift card. | achiaiga

a flier about the study as well so you can disseminate it to your networks if
interested. Thank you in advance for your help. Please contact me at
mgrimstv@asu.edar (480) 297-5303 if you have any questions.

Sincerely,

Megan Grimstvedt, M. A.

Doctoral Candidate and Teaching Associate
Exercise and Wellness Program

College of Nursing and Health Innovation
Arizona State University

7350 East Unity Avenue

Mesa, AZ 85212

Phone: 480 727-1945

Fax: 480 727-1051

E-mail: mgrimstv@asu.edu

169



FSU G
Nurse Practitioney
Focus Groups

/ ).—I‘ Are vou a Nurse Practitioner?
oW v If so, we need your help!

¢ Purpose of the focus groups 1s to more accurately
understand nurses’ current physical activity knowledge and
counseling behavior and the best methods for dissermnating
mformation about physical activity to marses.

¢ Participation 1s open to any practicing nurse practitioner in
Anzona working mn a facility where physical activity
counseling would be appropnate.

¢ The focus groups will last approximately 90 minutes.

o $15 gift card for participation!

¢ If yvou would like to participate. please emaal:
mgrimstviadasu.edu, with your name. email address and/or
phone number, and available days and times for participation.
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ARIZONA STATE
UNIVERSITY

physician Assistang
Focus Groups

Are vou a Physician Assistant?
If so, we need vour help!

¢ Purpose of the focus groups 1s to more accurately
understand physician assistants” current physical activity
knowledge and counselng behavior and the best methods
for dissemunating information about physical actrvity to
physician assistants.

* Partiapation 1s open to any practicng physician ass:stants
m Anzona working in a field that would allow for physical
activity counseling (e.g. fanuly practice, mtemal medicine).

® The focus groups will last approximately 90 mimutes.

e $15 gift card for participation’

¢ [f you would like to paricipate please email:
morimstvia asu.edu, with yvour name, email address
and/or phonz number, and available days and times for

participation.
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INFORMATION LETTER
Physical Activity Counseling Focus Group Partitipa for Nurse Practitioners and Physician
Assistants

Dear Participant,

| am Megan Grimstvedt, a graduate student undeditieetion of Assistant Professor Cheryl Der
Ananian in the Department Exercise and WellnessA@ona State University. We are
conducting a research study to better understamgenpractitioners’ and physician assistants
current physical activity knowledge, confidence fitwysical activity counseling, physical activity
counseling behavior, and the best methods for mliseging a physical activity curriculum to
these populations.

We are inviting you to participate in a focus gradipcussion, which will involve approximately
an hour and a half of your time. We will be askiymu questions about your current physical
activity knowledge including how physical activignd fithess pertain to health, where your
physical activity knowledge was obtained, your euatrphysical activity counseling behaviors,
your perceived strengths and weaknesses in yolityath counsel and the best method of
disseminating physical activity information to neifgractitioners and physician assistants.

Your participation in this study is entirely volany. For your participation you will receive one
$15 Target gift card. You can refuse to participatevithdraw at anytime without penalty or loss
of benefits to which you are otherwise entitledu¥wve the right not to answer any question, and
to stop participation at any time.

Due to the nature of group discussions, confidéttizannot be guaranteed. However, all
participants will be instructed that what was saidhe room is to be kept confidential. | would
like to audiotape this interview/focus group. Yoill wot be recorded, unless you give permission.
If you give permission to be taped, you have thatrto ask for the recording to be stopped. Once
the audiotapes have been transcribed, the tapklsendestroyed. All transcripts will use a number
to identify the focus group participant and onlg fhvestigators will know the corresponding ID
number. You have the right not to answer any qorsand to stop participation at any time. The
results of this study may be used in reports, ptesiens, or publications but your name will not
be used.

If you have any questions concerning the researalysplease contact the research team: Megan
Grimstvedt tgrimstv@asu.eduor Dr. Cheryl Der Ananiancheryld@asu.eduat (480) 727-
1945. If you have any questions about your rigkta aubject/participant in this research, or if you
feel you have been placed at risk, you can cortecChair of the Human Subjects Institutional
Review Board, through the ASU Office of Researdkdrity and Assurance, at (480) 965-6788.

By signing below you are agreeing to participatetthe study.

Signature Date

By signing below, you are agreeing to be audiodape

Signature Date

MODERATOR’S GUIDE FOR NURSE PRACTITIONERS AND PHYSI CIAN
ASSISTANTS REGARDING PHYSICAL ACTIVITY COUNSELING
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l. Welcome and Introduction

Moderator introduces self.

Thank you for participating in our focus group dission today. The purpose of our conversation
is to get a better understanding of your currensal activity knowledge, where this knowledge
is obtained, your current physical counseling béraystrengths and weaknesses in your ability
to counsel and the best method of disseminatingipalyactivity information to nurse
practitioners and physician assistants.

This project is being conducted by the Departméib@rcise and Wellness at Arizona State
University.

Il. Order of Business

Our discussion will last about an hour and a half.

Please help yourself to the snacks and drinks. Waet be taking a formal break. Please feel
free to leave the room if you need to use the oestr

The restrooms are located ------ .

[l. Explanation of a focus group

A focus group is a guided discussion. There arggid or wrong answers. We are interested in
hearing your point of view even if it's differenbin what others have said. While your opinions
may differ from others we hear today, it's likehat other nurse practitioners and physician
assistants will share your point of view, so we lddike to hear.

V. Group guidelines

There are a few guidelines for the group.

a. First, we would like to hear from each of ybut only one at a time. We will be audio-taping
the discussion because we don’t want to miss ampuents. If more than one person speaks at a
time, it's hard to understand what is being saideowe get back to the office. If you like, when
someone is speaking, you can make a note to helpeynember a point you would like to make
after they finish.

b. Please share all information with us. We aterested in both positive and negative
comments.

c. Please be specific when you are discussingsopise examples whenever you can.

d. 1 will be guiding the discussion. | will makeery effort to keep the discussion focused. If too
much time is being spent on one question, | mayebg conversation along so we can cover all
the questions.

e. We would like all of you to participate in thisscussion. All of your opinions count. Please be
respectful of one another and don’t judge eachroth&s OK to disagree.

f. You do not have to speak directly to me. Yoayrdirect your comments to other members of
the group.
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V. Confidentiality

We will be on a first name basis today, but theilenet be any names attached to the comments
in the final reports. Your responses will neveragsociated with your name. We also ask that
whatever is discussed here today stays in this repiease do not repeat specific comments that
others make today to preserve privacy. Before yaak each time, please say your first name or a
nickname. If you don’t remember to say your natfiesay something like, “That was Mary,”

after you are done.

Are there any questions about the discussion gooamything I've described?
I'd like to begin audio recording this session.el&ryone OK with me doing that?

[If yes, begin audio recording]
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Individual introductions

There are name cards in front of each of you. Wilishelp everyone in the group remember each
other's names. Let's begin by going around therr@md getting to know each other a little bit.
Please state your name and what type of work faaiti setting you work in. For example,
internal medicine, etc.

Now, I'd like to begin our discussion.

1. How has physical activity impacted your health?
a. How do you think your physical activity habits inéince whether or not you
engage in physical activity counseling with youtigrats?
b. How confident are you that you can counsel youiepé about physical activity
even if you are physically inactive?

2. In what ways does the topic of physical activitynreoup when you are speaking with
your patients?

PROBES:
a. Who typically brings up the discussion about phgisactivity, you or your
patients?

b. What kinds of questions about physical activityydar patients ask you?
c. What kind of questions about physical activity dmysk your patients?
d. Have you ever felt like you were unable to answairypatients physical
activity questions?
i. PROBE: What types of questions are you unable savar? Any
others?
REPHRASE: Can you recall any other questions or times?
e. What do you do if you cannot answer?
i. PROBE: Do you find the answer for them? Where? How?
f.  What would you tell your patients about why eige is important for health?

3. Do you currently counsel your patients about thaisical activity?

PROBES:

a. How often do you counsel your patients about theysical activity levels?

b. What are the characteristics or types of patidrgsytou are more likely to
counsel about physical activity?

c. What do you feel your strengths are when it cornemtinseling physical
activity, if any?

d. What do you feel your weaknesses are when it canesunseling physical
activity, if any?

4. How comfortable are you with counseling your patemn physical activity?
a. What would help you to be more comfortable counsgjiour patients?

5. Does your place of employment place any emphas@manseling patients about
physical activity’/REPHRASE:

a. How supportive of physical activity counseling fmatients is your current place
of employment?

b. Has anyone at your current place of employment@magged you to recommend
becoming more physically active to your patients?

PROBES:

a. What factors do you think influence this?

c. How much time can you reasonably spend counsebitigmis on physical
activity? REPHRASE: How much time are you allowed to spend with your
patients counseling them about physical activity?
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6. Where did you obtain your current knowledge of ptgisactivity?REPHRASE: From
what sources do you learn about physical activity?

7. Are you familiar with the current physical activigpidelinesTREPHRASE: Are you
familiar with the current physical activity recomnaations?
PROBES:
a. Can you tell me a little bit about the American IEgé of Sports Medicine and
American Heart Association 2007 physical activitydglines?
b. Can you tell me a little bit about the 2008 Surg&amerals physical activity
guidelines?

8. Are you familiar with the American College of SpoNedicine initiative entitled
Exercise is MedicineREPHRASE: Have you ever seen or used any of the Exercise is
Medicine materials? (Provide examples such as pptien pad, lists for specific
conditions, etc.)

b. Do you think this would be useful or helpful foryypHow so?
c. What would you need to know about this programse itr?
d. Would you be interested in learning more about it?

9. What information about physical activity would helpu to counsel patients on physical
activity?
a. What would you like to learn about physical activibunseling?

10. What would be the best method of providing you witlormation about physical activity
as it pertains to counseling patients?

PROBES:

a. What types of information would be useful for yaueéarn more about physical
activity and/or physical activity counseling? léwvere to design a physical
activity curriculum for health practitioners, whabuld you suggest we include
to make it useful in practice?

b. How interested would you be having a physical @gtieounseling curriculum
available to you?

c. What would be the best way for us to deliver aiculum to you?

PROBE Online, in-person, self-study, etc?

11. Is there anything else about physical activity amlimg that would be useful for us to
know that | did not address?
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HOW TO USE THE GUIDE

The Exerdise is Medidne™ Health Care Providers” Action Guide prowides physicians.
and other health care providers with a simple, fast, and effective tool for using physical
activity, in the right "dosage”, as a highly effective preseription for the: prevention,
treatment, and management of more- than 40 of the most commen chronic health
conditions encourtered in primary practice.

This guide acknowledges and respects that today’s modem health care prowvider has
very Ittle ime for exercise—~counseling (probably reo nmore than 20-30 seconds) during the
nermnal office visit and empowers you to:

1. Either write an exercise prescription, depending on the health, fitness level, and
physical activity preferences of your patient, or

2 Refer your patient to a certified health and fitness professional, who specializes
in exercises counseling and who will overses your patient's exercise under your
cupemision.

Here's how to get started:

1. Review How fo Lize the Guide, which you are currently reading. Once you hawes read
this, it is highly recommended that you read through the Exercize: Prescripfion and
Rafarrsd Procass documnent. This is the core of the guids and will explain how ta
either quickly write a prescription for your patient or etse refer them to a certified
mealth and fitmess professional.

2. Onece you are comfortable with the prescription and refemral process, use the
Exercise and Readiness Prescrption Pad to either give yowr patient a physical
actrity prescription or o refer them fo a health and fitness prefessional.

3. IF yowr patient is healthy, print cut amd give- them a Starting an Exercise Program
Patient Handout.

4. If yowr patient has a chronic health condition, leok at the Yowr Prescriplion fior Health
Senes to see if your patent’s condition is included in this senes and, ifitis, print out
and give them the appropriate patient handous on how to safely exercice with their
conditien. This ceries has beon reviewesd by experis from the Amercan College of
Sports Medicine.

Frint out and display copies of the Physician Cffice Flyer in your waiting roonn amnd
amy -other locations. you deem appropriate.
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PRESCRIPTION & REFERRAL PROCESS
Dwar Haslh Care Prowvdar,

Ome of most important decisions your patients wil make regarding their overall healih is

1o incorporate physical activity into their ifestyle. Your encouragement may be the
greatast influence on this decision.

The zhgorithm given below will give you guidance in monitzring your patiens and helping
tham to exercise. It's a simple and quick, but effective, three-step process: rst, youll
find rust abeatt aach pafent's rirent physical activity leweal than gyl detemine iF g
patient is heathy enocugh for incependent exencize; and finally, if your patient exencises
less than the recommended level [as most patierts do), you'll see wow to quickhy uss the

simipl fied Stages of Change model desaibed below to best help your patient.

Sunie palienits will be iy wnly fon ensunagsenl, soe will e pepaed b s Do
Siarting an Exercise Program patient handouwt in this guide; and some will be willing to
get an exercise prescrizdion from you or a certified health tness professional that you'll
refer them to as part of the Exerdse is Medicine program. After you've reac through the
desciiption beiow, you'l find a template sxercise prescription form [see the Exerciss
Prezerpbon and Referal Form on page 5) fior uss to copy and wse with your patients.
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1. Ask patient if they currently exercise? (See recommended guideiines')

If YES,
Typels of Activity How Hard?

How Long? How Often?

Then goto Step 2.

I NO, a=k why not, and determine if the patient is willing to start a lifestyle modification
program/exercise program?

If YES, go o step 2.

If MO, briefly discuss benefis of exencise with patient, provide educational hand out
discassing such, and encourage pabient to start adding exira activityisteps to their day, as
well as improving dietary choices, i need be. Schedule a nurse or other allied health care
onal o follow-up with patient in one: week to see i patient is interested in starting
lifestyle modification programiexercise program. [ YES, at follow-up, go fo step 2.

2. Determine if patient is healthy enough to exercise independently, and determine the
appropriate actions necessary for exercise counseling and'or referral to a fitness
professiomal.

Administer Physical Activity Readiness Guestionnaire (see Appendix A): The Physical

Readiness Cuestionnaire (PAR-Q), a screening'educational tool, focuses on
symploms of heart disease while dentfying musculoskeletal problems that should ke
evaluated prior bo participation in an exencse program.

Ifymrpa‘tlemanmredmmdnfﬁeFﬁR-Gmmhewﬂembedmdm

independert physical activity. If you clear your patient for independent physical actity

cmmmexemsepresu'pmnbaﬁedmme- DﬂEFLn@cﬂPﬁm&ldelmsfw

Arnericans”. M‘hemmvel_.l you may refier your patent to a fitness professional for

pEfElJ'lEhlEd exercize counseling. Apparenty healthy patients wheo you cear for independent

exencise will still benefit from exercise counseling. In this case, yoeu may refer your patient to
a non-clinical filness professional® such as a certfied personal trainer or a health fitness

specialst

If your patient answered YES fo any of the PAR-Q gquestions, he or she may still be deared
for indepenident or monitored physical activity. |Use your professional judgment when deciding
whether a patient with a climzal condition can b= cleared to exercise independenthy or

whether they need to exercise under the supenvision of a clinical exercise professional”. i
mdﬁrmmmhndemﬂmﬂwmmmmmmmmm
based on the 2008 Physical Activity Guidelines for Americans', or you can refer your patient
to a finess professional for exercise counseling. Patients with a cinical condition wihe you
clear for independent activity, just ke apparently healthy patients,, will still bensfit from
exercse support and can be refermed to a non-clinical fitness professional” whe is ramed
work with such individuals (for example, ACSM™s Health Fitness Specalist) or to a certified
perscnal rainer. Higher-risk pmerrmmmadlsease whi need superised exemnise should be
refemed to a dinical exercise pI"I:IfEEE.II:I'EJ such 3= ACSM's Reqgistered Clinica] Exegise
Physickogist or Clinical Exergize Speciglist).
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2. Determine which stage of change (precontemplation, contemplation, preparation, or
action and maintenance) patient is in, and take approprizte action, as indiczted inthe
chart below.

| Stage of Change Action
Pracontemplation Encourage patient io consider axercicings tell paticnt
{Patient not ready to exergise) | aboul health benefis of soercse.
Contemplation hiependem‘ : Supervision Necessary
{If patient interested in or Ve prescrpeen: e | Referto dinizal exercise
thinking about exercising) sl | ftnes professional
Preparation Winte prescrpbion; efer .. .
{If patient exaruising less fhan | io non-inical finess. | oorer 10 clinizal exercise
recommended amaount ) p‘uﬁsrsi:-n;? profsiund”
:?rnhm ﬂ'lg mmtﬂ:’:}m Encourags continusd Encourage continusd
(It patent ded amaurt’) EEETTSE supsenised ercise

4. lse the Exerzise Prescription and Referral Form (see page JAppendx B} to write an
exercise prescriptien andior refermal, based the acilon determined from the chart in
step . If a referral & needed, the Physical Aztivity Clearance Form (s2e Appendix C)
may b filled i and given tn the patiznt’s ftness nr erercise profescinmal

Fun nwae infurralion, wiil s eaecseisesfivae gy

"Minimum of 150 miretes of moderaie physical sctivity o wezk (lor exampie, 30 ninuless perday, e days a wesk) and
mECe-sirenghening acdvities on bvo o mone days & week (2002 Physkal Aty Guldeimes for Amenoms). Moderse
rircrmiral mebady reons wanrking Fowrd srmagh foorades pror Feowr® v and ek 8oossoad yef =l haing shile noramg nnos
comversation. Sxampies: brisk saking, balroor dancng or gereral garde=ning

:qumhumﬂmmnnwﬂrmmmm renfseninnak whn Fewvs een rerfes emigk s
NCCA-acoredbed asseciabion (dick on “Aoonedied Cerficalion Frograms” ot waws noca o) suech 2 the Americar
Councl oni Exerrize (ACE], the Amernican Coilepe of Sports Medone (ACEM), the Coopss Tiinic, he Natimal Acsienmy
of Soorts Medcine MASAN. e Naboral Etnerath and CondiBioning Associalion (INSTAL o one O e SewsEn offer
acredited finzss asseciabions (Aoadery of Appied Personal Trining Slucabon, iniemational Finess Professionss
Azzodation, Mational Athistic Trainer's fssociaton Soand of Cerfioation, Mabional Cournc on Etrngth amd Fiinesz,
Natioaal Exercise amd Sporis Trainers Assodation, MNatienal Evetise Traners Assocaton, National Fedenbon of
Professionasl Tralners)

kI'I'E.'l.|11E'|1m Colzge of Sports Medicing s curendy ceveioning a neferal process oo esercise proiescionals.
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EXERCISE FRESCRIPTION & REFERRAL FORM

Thiz document iz avaiable for download in POF formad at
W exendseismedicine ongphysicians. fAim.

Use the Exercise Prescription and Referral Form towrite an exercise prescription
and'or referral, based the astion determincd from the Presoription & Reforral
Procass. If 3 referal is needed, the Physical Adlivity Clearanze Form (see
Appendix ) may be hled out and given to he patient’'s biness or exencise

RE FROVIDERS"
LE

zrofessicmal.

| EXERCISE

PRESCRIFTION
& FEFERREAL
FOkM

it POCSTRNRH o

EXERCISE PRESCRIPTION ~Faflcieag

Al Al Pl o b ooy Persreaneof 050 el
ol wapleran phoecal iy oowseh ke saonpe 30 nmmdesger day
Frm: s £aonok e d masd e-sbengl honeng ac st i en woor mom
dirs sk | 1E Phisbal he iy Ghado nes for fenreans

iy e vl

oMY, T s e (e cpew T b

& REFERRAL FORM s Medicine:
TN By g e 1T
FATIEFTS FIAWIE: ] L5 DATE:
HEALTH CARE FROVIER'S HAVE: SGHATURE:
_________________________________ el e o o
FHYSICAL ACTIITY RECCMNENDATICONS |  REFESRALTO HEALTH & FTHESE FROFESSIORAL
1
1
Type of phys cal Borsbie Eirangth { Mame:
L | Phone:
Hembar of deys 1 opap
pEr Wk | i
1
1
Mimniny pa e ! iehSite:
1
Tedal minuies ! PFalicwssp Appa nment e
FIiF mi® !
I Mabes:
"RHYSICAL ASTNITY GLADEL KES |
i
1
1
1
1
1
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STARTING AN EXERCISE PROGRAM

Thiz handres iz amilzhie b deanined At www srarmiseismedisine mphhpeisians bifm

Hankingy an eaercize prognan wan sl ke o deunbing Lash, bl jus) rermesobas Ul
your main goa is to boost your health by meeting #he basic physical acthity
recommendatons: 30 minules of moderate-imensity physical adivity at least five days
per week o vigomus-intensity sctiviy at leas: three days parweek, and strength
training at least twroe par week.

Guidelines for adults under 5 with no chronic disease or
condition

STEF 1 - Set aside time each day to exercise. Geting started can ofien be the most
difficult part of any cxcroise mowtine. Schodulng cxcrdse into your day and naking i1 a
pricrty wil inrease the chance of being succassal.

STEFP 2 - Choose cardiovascular activities you enjoy. such as swirrming, biking, or
paying baskstball with fiierds to gel your daly physical adivity. If you need a3 vaiety of
artivities tn ctay motivatad, romhine 3 fow that appasl tnowon Physiesl aefivity can ba
accumulsted hrough 3 varety of acivities, not just running. Walking i= 3 geat way to
do moderate-intensity physical aclvity, Moderate-intensity physical activity means
wrkng hard encugh t raise your kear rate and break a sweat, yet siill being able to
CATY 0N & Corversahon.

STEFP 3 - Start with 10 to 15 minues of cardiovascular exercise daily. Each wesk,
add Tra minutes o your exercee routire wuntl you reach 30 minutes of modorale-
intensity for a minimum of five days par week. ARemately, you may oo 20 minsdes of
vigurous-Tibe sily exercine e days prer weeh, Thee 30-minule o reseation is ki
the zversge Fealthy adult t maintan health and reduce the nsk for chronic disease. It
should be moted that to lose weight or maintan weight loss, G0 1o 80 minutes of prysical

activity may be necessany.

STEP 4 Incorperatc stremgtn training into your rowtine. Do cight to 10 strength
fraining exercizes, sight to 12 epeitions of each exercise twice 3 week. This can be
accomplished by using dumbbels, resistance bands of your own body welght. If you are
unswe Fow to perfiormn the exemizes comectly, s=ek the advice of an esercise
professional.
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FHYSICAL ACTIVITY READINESS 'F:;c:-r:‘{i‘.'.i:‘;il‘.i :
QUESTIONNAIRE s Medicine:

PATIENT 3 NANE: D0a: DATE:
HEALTH CARE FROVIDER'S NAME:

Please read the questions below carefuly, and arswer each one honestly. Please check YES or NO.

O%es [OMe  Hasyourheath care provider ever sad that you hawe a bear! condition anc that you should
orify do physizal actnnty recommended by 3 healih eare srovder”

O%es OMe Do voms feed pain in your chest when you do phyvsical actity™

MYz TN In the post manth_haus ynu e chect paein when ynn wers ot deing physiesl actioity?

O%es DOMe  Dovwou lese your balance because of dizziness or do you ever lose conscicusness?

O%es OMe Do vou hawe 3 bone orjointproblem for examole, back, knes or hip) that could be made morss
by a change in your physical actvity?

MYes  TThn I= yaur haalth rare prosidier rumentiy preceshing drigs for erecample. water pills] for yoor klnnd
pressure or hzart conditon?

UY¥es LIMe  Lho ¥OU MNOW Of 3ny Other Measoa why Yol should not oo physical actvey’y

EXCEpiag from the FIysical AChity Reaaness QUENNEe PAR-G) 2002 Lised Wil pemiission fm the Canadian
HODE FOF EXSICISE FIYSOGY

FHYSICAL ACTIVITY READINESS ¢ FxeR.cise i
QUESTIONNAIRE is Medicine:

Bkt gl il (78

PATICNT 3 HANL: DHod: DATL:

TCALTI CARC FROYVIDCR'DS NAMLC:

Please read the questions below carefuly. and arswer each one honestly. Please check YES or NO.

O%es OMa Ha=z your heath care providzr cver said that you hawe o hear condition ane that you shoald
only do physical activity recommended by a health are srovider?

O%es OMo Do vou feel pain in your chest when you do phyvsical ackvity?

Oves DINe [N the past Mo, hawe you Rad chest pain wWhsn you Wers not doing physkeal acin?

O%es Mo Do wos losc your kalares becauze of dic=nvess or do you owver lost consoioucncss?

OYes ONo Do wour Fawe 3 bone orjoint problem [fior examole. kack. knee or hip) that could be rade sorse
by 3 change in your physical actvity?

Oves DOihe IS your health care provider cumendy pres=ibing drugs (for eample, water pllls) for your BHood
pressure of haart condibon

O%es OMoe Do vou knowof any other reason why you should not do physical activiy?

Exreipiad from the Phpsical Achaify Readiness Queionnaie \PAR-O) 2002 LUised wifh permission from the Canadan
Soolety for Exexcise Physklogy
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PATIENTS NAME

EXERCISE PRESCRIFTION
& REFERRAL FORM

[—- Xe .{i.(!ﬂ{" i )
o

1—‘1:1 1IC1T

(£ DArE:

HEALTH CARE FROVIDER'S HAME:

HGNATURE:

PHYSICAL ACTIVTY RECOMMENDATIONS

REFERIAL I HEALTH &FITHNESE PROFESSIONAL

Type of physical . Streagth Name:

mm Phonc:

:;ntlu'dl:hﬁ A 3

Minutes per day:

| okl minutes H -

= : Foll ow-up Apipoinkmient Date:
Notes:

"PHYSICAL ACTIVITY GUIDELINES
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FPhysical Activity Clearance Form

Clearance requesisd for:

Health care provider's name:

Fleace cign the statement that reflects your wiches:
1. Thits patient may engage in an exercise program only under clinical swpervision.

2 Thits patient may 2ngage in an exercse program only under the supervision of 3
cosmmunity-based health club professional.
3 Thes patient may engage in independent {unrestneted) moderate ntensity exercise.
Restrictions:
Return form
Health care provider's signatunes: Date:
L
r
Exe i,: ise i
is Medicine
""" T sppdistn
FPhysical Activity Clearance Form
Clearance requesisd for:
Health care provider's name:
Please sign the statement that reflects your wishes:
1. This patient may engage in an exercse program only under clinical supervision.
2 Thits patient may engage in an exercise program ondy under the supervision of a
community-based health club professional.
3. Thiis patient may engapge in independent {unrestricted) moderate intensity exercise.
Restrictions:
Returms form to:
Health care provider's signatuns: Date
L
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