
293MDEDGE.COM/FAMILYMEDICINE VOL 71, NO 7  |  SEPTEMBER 2022  |  THE JOURNAL OF FAMILY PRACTICE

Scott T. Larson, MD;  
Tyler Slayman, MD;  
Lucas Carr, PhD
Department of Family 
Medicine (Drs. Larson and 
Slayman) and Department 
of Orthopedics and 
Rehabilitation (Dr. Slayman), 
University of Iowa Hospitals 
and Clinics, Iowa City; 
Department of Health 
and Human Physiology, 
University of Iowa, Iowa 
City (Dr. Carr) 

 �scott-larson@uiowa.edu

The authors reported no  
potential conflict of interest  
relevant to this article.

doi: 10.12788/jfp.0468

Strength of recommendation (SOR)

	 A 	� Good-quality patient-oriented 
evidence

  	 B 	�� Inconsistent or limited-quality 
patient-oriented evidence

 �	C 	� Consensus, usual practice,  
opinion, disease-oriented  
evidence, case series

PRACTICE  
RECOMMENDATIONS
❯ Encourage older adults to 
engage in at least 150 minutes 
of moderate-intensity aerobic 
physical activity throughout 
the week, OR at least  
75 minutes of vigorous-
intensity aerobic physical 
activity throughout the 
week, OR an equivalent 
combination of moderate- 
and vigorous-intensity 
activity.  A

❯ Recommend older adults 
perform muscle-strengthening 
activities involving major 
muscle groups on 2 or more 
days per week.  A

❯ Encourage older adults 
to be as physically active as 
possible, even when their 
health conditions and abilities 
prevent them from reaching 
their minimum levels of 
physical activity.  B

An FP’s guide to exercise 
counseling for older adults
At what intensity and frequency should older patients 
exercise? This review offers guidance and resources to 
help you get your patients moving. 

The health benefits of maintaining a physically active 
lifestyle are vast and irrefutable.1 Physical activity is 
an important modifiable behavior demonstrated to 

reduce the risk for many chronic diseases while improving 
physical function (TABLE 12).3 Physical inactivity increases 
with age, making older adults (ages ≥ 65 years) the least active 
age group and the group at greatest risk for inactivity-related 
health consequences.4-6 Engaging in a physically active life-
style is especially important for older adults to maintain 
independence,7 quality of life,8 and the ability to perform ac-
tivities of daily living.3,9

Prescribe physical activity  
for older adults
❚ The 2018 Physical Activity Guidelines for Americans rec-
ommend that all healthy adults (including healthy older 
adults) ideally should perform muscle-strengthening activities 
of moderate or greater intensity that involve all major mus-
cle groups on 2 or more days per week and either (a) 150 to  
300 minutes per week of moderate-intensity aerobic physical 
activity, (b) 75 to 150 minutes per week of vigorous-intensity 
aerobic physical activity, or (c) an equivalent combination, if 
possible (TABLE 22).3 It is recommended that older adults spe-
cifically follow a multicomponent physical activity program 
that includes balance training, as well as aerobic and muscle-
strengthening activities.3 Unfortunately, nearly 80% of older 
adults do not meet the recommended guidelines for aerobic or 
muscle-strengthening exercise.3

Identify barriers to exercise
Older adults report several barriers that limit physical activity. 
Some of the most commonly reported barriers include a lack of 
motivation, low self-efficacy for being active, physical limitations 
due to health conditions, inconvenient physical activity locations, 
boredom with physical activity, and lack of guidance from profes-
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sionals.10-12 Physical activity programs designed 
for older adults should specifically target these 
barriers for maximum effectiveness. 

Clinicians also face potential barriers 
for promoting physical activity among older 

adults. Screening patients for physical in-
activity can be a challenge, given the robust 
number of clinical preventive services and 
conversations that are already recommended 
for older adults. Additionally, screening for 

TABLE 1 

Health benefits of exercise in older adults2a

Decreased risk of: 

•	 all-cause mortality

•	 cardiovascular mortality and cardiovascular disease (including heart disease and stroke)

•	 hypertension, type 2 diabetes, and adverse blood lipid profile results

•	 bladder, breast, colon, endometrium, esophagus, kidney, lung, and stomach cancers

•	 dementia (including Alzheimer disease)

•	 anxiety and depression

•	 falls and fall-related injuries

Improved: 

•	 cognition

•	 sleep quality

•	 weight loss, decreased or slowed weight gain, and prevention of weight regain following 
initial weight loss

•	 bone health

•	 physical function and quality of life
a Age ≥ 65 years. 

TABLE 2 

Physical activity recommendations for healthy older adults
from the US Department of Health and Human Services2a

Muscle-strengthening activities of moderate or greater intensity that involve all major muscle groups 
(legs, hips, back, abdomen, chest, shoulders, and arms) at least 2 days/wk

AND

Moderate-intensity aerobic physical activity 150-300 min/wk

OR

Vigorous-intensity aerobic physical activity 75-150 min/wk

OR

Combination of moderate- and vigorous-intensity exercise equivalent to the recommendations 
above  

In addition: 

•	 Multicomponent physical activity should include balance training as well as aerobic and muscle-
strengthening activities.

•	 Older adults should be as physically active as possible, even if unable to meet the above 
recommendations. Any amount of exercise is better than none.

•	 Older adults should determine their level of effort for physical activity relative to their level of 
fitness.

a Age ≥ 65 years. 
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Approximately 
80% of older 
adults do 
not meet the 
recommended 
guidelines 
for aerobic 
or muscle-
strengthening 
exercise.

physical activity is not a reimbursable service. 
In July, the US Preventive Services Task Force 
(USPSTF) reaffirmed its 2017 recommenda-
tion to individualize the decision to offer or 
refer adults without obesity, hypertension, 
dyslipidemia, or abnormal blood glucose 
levels or diabetes to behavioral counseling to 
promote a healthy diet and physical activity 
(Grade C rating).13   

Treat physical activity as a vital sign 
❚ The Exercise is Medicine (EIM) model is 
based on the principle that physical activ-
ity should be treated as a vital sign and dis-
cussed during all health care visits. Health 
care professionals have a unique opportu-
nity to promote physical activity, since more 
than 80% of US adults see a physician annu-
ally. Evidence also suggests clinician advice 
is associated with patients’ healthy lifestyle 
behaviors.14,15

EIM is a global health initiative that 
was established in 2007 and is managed by 
the American College of Sports Medicine 
(ACSM). The primary objective of the EIM 
model is to treat physical activity behavior as 
a vital sign and include physical activity pro-
motion as a standard of clinical care. In order 
to achieve this objective, the EIM model rec-
ommends health care systems follow 3 sim-
ple rules: (1) treat physical activity as a vital 
sign by measuring physical activity of every 
patient at every visit, (2) prescribe exercise 
to those patients who report not meeting the 
physical activity guidelines, and/or (3) refer 
inactive patients to evidence-based physical 
activity resources to receive exercise coun-
seling.16,17

Screen for physical activity  
using this 2-question self-report 
❚ Clinicians may employ multiple tactics 
to screen patients for their current levels of 
physical activity. Physical Activity Vital Sign 
(PAVS) is a 2-item self-report measure de-
veloped to briefly assess a patient’s level of 
physical activity; results can be entered into 
the patient’s electronic medical record and 
used to begin a process of referring inac-
tive patients for behavioral counseling.17,18 
The PAVS can be administered in less than  
1 minute by a medical assistant and/or nurs-

ing staff during rooming or intake of patients. 
The PAVS questions include, “On average, 
how many days per week do you engage in 
moderate-to-vigorous physical activity?” 
and “On average, how many minutes do 
you engage in physical activity at this level?” 
The clinician can then multiply the 2 num-
bers to calculate the patient’s total minutes 
of moderate-to-vigorous physical activity 
per week to determine whether a patient is 
meeting the recommended physical activity 
guidelines.16 (For more on the PAVS and other 
resources, see TABLE 3.)

The PAVS has been established as a 
valid instrument for detecting patients who 
may need counseling on physical activity for 
chronic disease recognition, management, 
and prevention.17 Furthermore, there is a 
strong association between PAVS, elevated 
body mass index, and chronic disease bur-
den.19 Therefore, we recommend that pri-
mary care physicians screen their patients for 
physical activity levels. It has been demon-
strated, however, that many primary care vis-
its for older individuals include discussions 
of diet and physical activity but do not pro-
vide recommendations for lifestyle change.19 
Thus, exploring ways to counsel patients on 
lifestyle change in an efficient manner is rec-
ommended. It has been demonstrated that 
counseling and referral from primary care 
centers can promote increased adherence to 
physical activity practices.20,21

Determine physical activity readiness
Prior to recommending a physical activity 
regimen, it is important to evaluate the pa-
tient’s readiness to make a change. Various 
questionnaires—such as the Physical Activ-
ity Readiness Questionnaire—have been 
developed to determine a patient’s level of 
readiness, evaluating both psychological 
and physical factors (www.nasm.org/docs/
pdf/parqplus-2020.pdf?sfvrsn=401bf1af_24). 
Questionnaires also help you to determine 
whether further medical evaluation prior to 
beginning an exercise regimen is necessary. 
It’s important to note that, as is true with any 
office intervention, patients may be in a pre-
contemplation or contemplation phase and 
may not be prepared to immediately make 
changes. 

CONTINUED
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Evaluate risk level
❚ Assess cardiovascular risk. Physicians and 
patients are often concerned about cardiovas-
cular risk or injury risk during physical activity 
counseling, which may lead to fewer exercise 
prescriptions. As a physician, it is important to 
remember that for most adults, the benefits of 
exercise will outweigh any potential risks,3 and 
there is generally a low risk of cardiovascular 
events related to light to moderate–intensity 
exercise regimens.2 Additionally, it has been 
demonstrated that exercise and cardiovascular 
rehabilitation are highly beneficial for primary 
and secondary prevention of cardiovascular 
disease.22 Given that cardiovascular comor-
bidities are relatively common in older adults, 
some older adults will need to undergo risk 
stratification evaluation prior to initiating an 
exercise regimen.

Review preparticipation screening 
guidelines and recommendations
Guidelines can be contradictory regarding the 
ideal pre-exercise evaluation. In general, the 
USPSTF recommends against screening with 
resting or exercise electrocardiography (EKG) 
to prevent cardiovascular disease events in  
asymptomatic adults who are at low risk. It 
also finds insufficient evidence to assess the 
balance of benefits and harms of screening 
with resting or exercise EKG to prevent car-
diovascular disease events in asymptomatic 
adults who are at intermediate or high risk.22  

Similarly, the 2020 ACSM Guidelines for 
Exercise Testing and Prescription reflect that 
routine exercise testing is not recommended 
for all older adult patients prior to starting an 

exercise regimen.17 However, the ACSM does 
recommend all patients with signs or symptoms 
of a cardiovascular, renal, or metabolic disease 
consult with a clinician for medical risk strati-
fication and potential subsequent testing prior 
to starting an exercise regimen. If an individual 
already exercises and is having new/worsening 
signs or symptoms of a cardiovascular, renal, 
or metabolic disease, that patient should cease 
exercise until medical evaluation is performed. 
Additionally, ACSM recommends that asymp-
tomatic patients who do not exercise but who 
have known cardiovascular, renal, or metabolic 
disease receive medical evaluation prior to 
starting an exercise regimen.17 

Is there evidence of cardiovascular,  
renal, or metabolic disease?
Initial screening can be completed by 
obtaining the patient’s history and con-
ducting a physical examination. Patients 
reporting chest pain or discomfort (or any 
anginal equivalent), dyspnea, syncope, or-
thopnea, lower extremity edema, signs of 
tachyarrhythmia/bradyarrhythmia, intermit-
tent claudication, exertional fatigue, or new 
exertional symptoms should all be consid-
ered for cardiovascular stress testing. Patients 
with a diagnosis of renal disease or either  
type 1 or type 2 diabetes should also be con-
sidered for cardiovascular stress testing. 

Ready to prescribe exercise? 
Cover these 4 points 
When prescribing any exercise plan for 
older adults, it is important for clinicians to 
specify 4 key components: frequency, inten-

TABLE 3

Online physical activity resources for physicians and patients
Resource URL

Exercise is Medicine Physical 
Activity Vital Sign (PAVS) 
screening form

https://www.exerciseismedicine.org/assets/page_documents/EIM%20Physical%20Activity%20
Vital%20Sign.pdf

Exercise is Medicine Health Care 
Providers’ Action Guide

www.exerciseismedicine.org/wp-content/uploads/2021/02/EIM-Health-Care-Providers-Action-
Guide-clickable-links.pdf 

Physical Activity Guidelines for 
Americans, 2nd edition

health.gov/sites/default/files/2019-09/Physical_Activity_Guidelines_2nd_edition.pdf 

US Department of Health and 
Human Services Move Your Way 
Activity Planner

health.gov/moveyourway/activity-planner 



EXERCISE COUNSELING

297MDEDGE.COM/FAMILYMEDICINE VOL 71, NO 7  |   SEPTEMBER 2022  |   THE JOURNAL OF FAMILY PRACTICE

The PAVS is a 
2-item self-
report measure 
used to quickly 
assess a patient’s 
level of physical 
activity. 

sity, time, and type (this can be remembered 
using the acronym “FITT”).23 A sedentary 
adult should be encouraged to engage in 
moderate-intensity exercise, such as walking, 
for 15 minutes 3 times per week. The key with 
a sedentary adult is appropriate follow-up to 
monitor progression and modify activity to 
help ensure the patient can achieve the goal 
number of minutes per week. It can be help-
ful to share the “next step” with the patient, 
as well (eg, increase to 4 times per week after  
2 weeks, or increase by 5 minutes every week). 
For the intermittent exerciser, a program of 
moderate exercise, such as using an elliptical, 
for 30 to 40 minutes 5 times per week is a rec-
ommended prescription. FITT components 
can be tailored to meet individual patient 
physical readiness.23

❚ Frequency. While the 2018 Physical 
Activity Guidelines for Americans recom-
mend a specific frequency of physical activity 
throughout the week, it is important to re-
member that some older adults will be unable 
to meet these recommendations, particu-
larly in the setting of frailty and comorbidities  
(TABLE 22). In these cases, the guidelines 
simply recommend that older adults should 
be as physically active as their abilities and 
comorbidities allow. Some exercise is better 
than none, and generally moving more and 
sitting less will yield health benefits for older 
adult patients. 

❚ Intensity is a description of how hard an 
individual is working during physical activity. 
An older adult’s individual capacity for exer-
cise intensity will depend on many factors, 
including their comorbidities. An activity’s 
intensity will be relative to a person’s unique 
level of fitness. Given this heterogeneity, ex-
ercise prescriptions should be tailored to the 
individual. Light-intensity exercise generally 
causes a slight increase in pulse and respira-
tory rate, moderate-intensity exercise causes 
a noticeable increase in pulse and respiratory 
rate, and vigorous-intensity exercise causes a 
significant increase in pulse and respiratory 
rate (TABLE 42,16,17,24).2 

The “talk test” is a simple, practical, and 
validated test that can help one determine 
an individual’s capacity for moderate- or 
vigorous-intensity exercise.23 In general, a 
person performing vigorous-intensity exer-

cise will be unable to talk comfortably during 
activity for more than a few words without 
pausing for breath. Similarly, a person will be 
able to talk but not sing comfortably during 
moderate-intensity exercise.3,23

❚ Time. The 2018 Physical Activity Guide-
lines for Americans recommend a specific 
duration of physical activity throughout the 
week; however, as with frequency, it is im-
portant to remember that duration of exer-
cise is individualized (TABLE 22). Older adults 
should be as physically active as their abili-
ties and comorbidities allow, and in the set-
ting of frailty, numerous comorbidities, and/
or a sedentary lifestyle, it is reasonable to ini-
tiate exercise recommendations with shorter 
durations.

❚ Type of exercise. As noted in the  
2018 Physical Activity Guidelines for Ameri-
cans, recommendations for older adults in-
clude multiple types of exercise. In addition 
to these general exercise recommendations, 
exercise prescriptions can be individualized 
to target specific comorbidities (TABLE 22). 
Weight-bearing, bone-strengthening exercis-
es can benefit patients with disorders of low 
bone density and possibly those with osteo-
arthritis.3,23 Patients at increased risk for falls 
should focus on balance-training options that 
strengthen the muscles of the back, abdomen, 
and legs, such as tai chi.3,23 Patients with car-
diovascular risk can benefit from moderate- 
to high-intensity aerobic exercise (although 
exercise should be performed below anginal 
threshold in patients with known cardiovas-
cular disease). Patients with type 2 diabetes 
achieve improved glycemic control when en-
gaging in combined moderate-intensity aero-
bic exercise and resistance training.7,23 

Referral to a physical therapist or sport 
and exercise medicine specialist can always 
be considered, particularly for patients with 
significant neurologic disorders, disabil-
ity secondary to traumatic injury, or health 
conditions.3

❚ An improved quality of life.  Incorpo-
rating physical activity into older adults’ lives 
can enhance their quality of life. Family phy-
sicians are well positioned to counsel older 
adults on the importance and benefits of 
exercise and to help them overcome the bar-
riers or resistance to undertaking a change 
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in behavior. Guidelines, recommendations, 
patient history, and resources provide the 
support needed to prescribe individualized 
exercise plans for this distinct population. JFP
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Scott T. Larson, MD, 200 Hawkins Drive, Iowa City, IA, 52242; 
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