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Abstract

Physical activity (PA) and exercise have been found to be associated with a reduced risk of
developing major adverse health events during aging without important side effects. However, PA
and exercise counselling in routine clinical care is still rare, particularly in the primary care. This
opinion paper synthetizes the scientific evidence on the benefits of PA and exercise during aging in
order to guide practitioners to advise/prescribe this healthy behavior. Guidance for sitting time is
also provided. A specific focus is performed in a population at particular risk for short-, medium
and long-term adverse events: middle-aged adults with obesity. In conclusion, all healthy patients
(with or without diseases/conditions) may safely increase their PA levels and exercise. Stratifying
patients according to the potential benefits they may obtain from PA and exercise counselling may
help health practitioners to optimize their care approach by spending the “right time” with the

“right person”.
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Introduction

Physical activity (PA), roughly defined as
any body movement in any PA domain (such
as, leisure-time, housework, occupational,
and commuting) performed through muscle
contraction with associated energy expenditure,
has been extensively found to be associated with
a reduced risk of developing major adverse health
events during aging, including mortality, several
non-communicable diseases, such as diabetes,
cardiovascular diseases, some types of cancer,
cognitive decline and Alzheimer’s disease (1-4).
Exercise, a subtype of PA which is structured,
repetitive and purposeful, has found to positively
impact major clinical outcomes, such as mobility
disability, overall falls and injurious falls,(5-7)
and is often used as a complimentary therapeutic
instrument in the treatment of various diseases(8).

Despite the striking scientific evidence
supporting PA and exercise health benefits during
aging, the translation of these research findings
into clinical care is a challenge difficult to
overcome. If we take the example of primary care
practitioners, we observe that PA is almost never
mentioned during consultations (9-12). When
this health behavior is mentioned, time spent
discussing on it is extremely short, rendering it
impossible to provide useful guidance to patients
(13,14). Although lack of time is one of the most

important barriers for health professionals to
advise their patients on PA and exercise(14),
other two obstacles are important to mention:
lack of knowledge by health professionals on
PA and exercise recommendations and lack of
precise evidence-based protocols, especially
for multimorbid (ie, people with two or more
diseases) patients who constitute a high fraction
of older adults. Another potential issue is the
population(s) to be targeted in priority for a more
in-depth counselling: indeed, PA and exercise
have the potential to benefit health of almost all
patients, but some people are more in need of
PA/exercise-induced health improvements than
others.

The objective of this opinion paper is to
synthetize the scientific evidence on the benefits
of PA and exercise for older adults in order to
guide practitioners to advise/prescribe this healthy
behavior in routine clinical care.

What should I prescribe and for

whom?

The majority of patients may benefit from
a physically active behavior during aging.
However, patients with any unstable condition (ie,
presenting signs and symptoms(15)) that could
be negatively affected by PA and exercise should
be referred to the appropriate specialist for a
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thorough clinical examination and, if the specialty
physician allow them to exercise, they may need
to exercise under the supervision of an exercise
expert (eg, clinical exercise physiologist).
Another population that may require further
attention and exercise under supervision is
composed of people at increased risk of falling:
studies have shown that, for example, very old
(= 80 years) individuals, recently hospitalized,
most of them having recently fallen (eg, in the last
12 months), have a higher risk of falling due to
exercise (16).

Overall healthy patients (including those
with stable/asymptomatic clinical conditions)
may safely benefit from PA and exercise, which
constitute a powerful instrument of health
promotion with only minor “side effects” (eg,
muscular-skeletal soreness). There are different
levels of counselling according to patients
characteristics and needs, going from simple and
short PA advices to a precise exercise prescription
(in terms of exercise type, duration, frequency,
and intensity).

Patients without chronic diseases or

clinical conditions

Disease- and clinical condition-free patients
may be advised on the basis of the current
public health guidelines on PA (17), with small
adaptations. Current recommendations (17)
indicate that adults and older adults should do at
least: 150 min/week of moderate aerobic PA or 75
min/week of vigorous aerobic PA or an equivalent
mix of moderate and vigorous PA AND = two
days/week of muscle strengthening activities
AND = three days/week of balance activities;
recommendations on balance apply only to
older adults with mobility limitations. Although
stimulating patients to reach these guidelines may
constitute a goal, the most important information
that should drive counselling on PA in clinical
care should be: doing some PA is better than
nothing, doing more is better than some, whatever
the amount of PA you do you will get some
health benefits. This message is essential and
is fully based on scientific evidence: it is well-
known that the PA-health association is dose
dependent (18-22) and that the highest health
gains occur when sedentary people start doing
some PA (4, 21). When adapting the above
mentioned guidelines, healthcare practitioners
should focus on PA related to the domains of
leisure-time (eg, sports, exercise, hiking, playing
with grand-children) and commuting (going
http://www care-weekly.com/ Vol 2,2018

from one place to another by walking briskly
or cycling) (23) and stimulate patients to start
and progress slowly (do not struggle to make
people doing 150min/week immediately; instead
ask people to make 10 minutes of moderate PA
in a day, which may represent, for example, a
round-trip of brisk walking to buy groceries
near to their home). Regarding strength, simple
weight-bearing activities may be advised, such
as raising from a chair several times or climbing
stairs. Regarding suggested balance activities for
older people with mobility limitations, the best
approach is to refer these patients to an exercise
specialist since they may represent a population at
increased risk of falling (in particular in the first
weeks of increasing PA) if they exercise without
supervision.

Patients with asymptomatic chronic

disease or clinical conditions

Patients with one or more asymptomatic
chronic diseases and clinical conditions may
also benefit from PA and exercise. The same
overall message used for disease-free patients
applies to people with chronic conditions, ie,
move your body somewhat even if you do not
achieve PA guidelines. However, these patients
may need a structured exercise training as a
complimentary therapeutic approach in order to
facilitate the management of disease’s signs and
symptoms. There are disease-specific, evidence-
based exercise protocols for some of the most
prevalent conditions (eg, hypertension, cardiac
disease, diabetes, obesity, depression, low back
pain) observed in the primary care (8); such
protocols have been developed and/or ratified by
the disease-specific learned/scientific societies.
The issue that may arise is that older people
are often suffering from and being treated for
more than one disease/condition; in such a case,
what exercise protocol should be privileged for
multimorbid people?

As I have discussed in a previous publication
(8), the good news is that most disease-specific
exercise protocols provide a very similar exercise
structure, which may mean that a single exercise
prescription could fit for several multimorbid
patients. In overall, asymptomatic patients,
including multimorbid subjects, should be
advised to perform: a total of 90min/week or
over of aerobic (ie, any cyclic activity) exercises
(eg, brisk walking, jogging, cycling, sports), in
three or more days/week AND twice/week of
strength exercises (eg, chair rises, stair climbing,
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but also weight lifting or functional training in
a fitness center). Aerobic and strength exercises
may be performed in the same day and even
during the same exercise session. All exercises
should be performed in, at least, a moderate
intensity, which roughly means they should be
physically demanding and should not lead to
disproportionate breathlessness and exhaustion:
moderate-to-vigorous intensity corresponds to
a perceived exertion rate of 5 to 7 on a 10-point
scale (0 is sitting and 10 is the maximum effort
possible) for aerobic exercises and being able to
properly perform between 8 and 15 repetitions for
strength exercises.

The sitting issue

Although international public health
PA guidelines as well as national PA
recommendations in most countries provide no
guidance on sedentary time, literature in the past
10 years has shown that sitting time (in particular,
TV viewing time) is a major risk factor for the
onset of cardiometabolic diseases and mortality
(24-26). The harmonized meta-analysis by
Ekelund et al. (26) found that both sitting for
longer than 4hr/day and TV viewing for 3hr/day
or over were associated with increased mortality;
such association was mostly independent of PA
levels, being counterbalanced by a physically
active lifestyle only in very active people (those
doing > 35.5hr-MET/week, which corresponds to
approximately 100min/day, 5 days/week of brisk
walking — what corresponds to more than three
times the current minimum recommendations on
PA). This suggests that the detrimental effects of
sedentary time is independent of PA levels for
the large majority of the population. Therefore,
healthy patients should be advised to restrict usual
sitting to <4hr/day preferentially, and no longer
than 7hr/day. Breaking the time spent seated
has shown to improve metabolic parameters
(27, 28) and should be encouraged; although no
precise “breaking sitting time” protocol exists,
counselling people to spend 2-to-5 minutes in at
least light-intensity activities, such as walking,
after each hour of sitting might be feasible for
most of them and should be emphasized. This is
of particular importance for middle-aged people
who works in seated positions all day long.

The obesity in middle-aged patients: a
high priority population

Obesity, defined as body mass index =30kg/
m2, in midlife (from about 40-45 years to 60-65)

is associated with a myriad of adverse events, in
the short and long-term, including early mortality,
cardiovascular diseases, diabetes, Alzheimer’s
disease and other dementias, and the incidence
and worsening of disability in both basic and
instrumental activities of daily living (29-34).
Although individuals with obesity should be
systematically advised for performing PA and
exercise (preferentially between 150 and 300 min/
week), it is important to highlight that the obesity
issue can only be tackled by a multidimensional
strategy involving PA and exercise, but also
nutrition and potentially other contributing
elements (eg, social support).

How to proceed in a clinical care

consultation?

Pragmatically, the best approach to advise
people on PA or prescribe an exercise protocol
in clinical care is to use the 6As’ strategy (35):
assess, advise, agree, assist, arrange, and assess
again. Having a global clinical examination,
including a comprehensive geriatric assessment
for older adult patients, is important to establish
the most precise and adapted exercise program,
which will have the highest chance to be
effective to the patient. However, this is rarely
the case for busy primary care practitioners. An
alternative to 6As and comprehensive clinical
examination might be the single standardized
prescription for healthy individuals (including
people with asymptomatic diseases/conditions),
as I have previously suggested in the context of
multimorbidity (8).

Three questions are indispensable when
health practitioners intend to advise their patients
(8): how many days in a typical week do you
undertake moderate or vigorous PA (example,
cycling or walking briskly, jogging) during your
leisure-time or for transportation purposes? On
each of these days, how many minutes do you
spend doing such activities? How many hours
do you spend in sitting position (eg, for viewing
TV, reading) in a typical day? Disease- or clinical
condition-free patients indicating to engage in
less than 30 min/week of PA, as well as those
with a clinical condition for which exercise is
recommended and who do less than 60min/week
might constitute the main target populations; a
larger consultation time may be needed for these
patients in order to explain the importance and
arrange a progressive raising of PA levels or
for prescribing an adapted exercise protocol. All
patients indicating to spend > 4hr/day sitting, in

http://www care-weekly.com/ Vol 2,2018



particular those spending >7hr/day, should be
advised to reduce their sitting time and/or to break
sitting time with light walking or an equivalent
activity. Providing patients with written materials
and even a formal prescription (similar to a drug
prescription) may be crucial (see an example
in De Souto Barreto (8)). Figure 1 displays the
flow of procedures for counselling patients about
PA, exercise and sitting time in the clinical
setting. Box 1 presents a summary of counselling/
prescription main elements.

Conclusion

In sum, all healthy patients (with or without
diseases/conditions) may safely increase their
PA levels and exercise slowly and progressively
(for example, increasing exercise frequency,
duration and/or intensity). The most vulnerable
individuals, who are in overall sedentary people
aged = 80, should be advised to exercise up to
three times a week (higher weekly frequencies
possibly augmenting the risk of falling).

Different patients, with different levels of risk
factors for adverse events, require different levels
of information in terms of PA and exercise to
improve this healthy behavior. Focusing on those
who may mostly benefit from PA and exercise,
such as sedentary people with risk factors for
adverse outcomes and who spend too much time
seated, may help health practitioners to spend
the “right time” with the “right person” in their
routine clinical care.
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Figure I: Flow of procedures and patients for counselling/prescribing physical activity/exercise in
routine clinical care

Some PA is better than nothing, more is better than some, any amount will lead to health
benefits

PA and exercise
- Aerobic activities:

1.

For all patients, leisure-time and commuting PA — walking or cycling for leisure or
transportation, sports, etc, = 50min/w, = 3x/w, moderate-to-vigorous (perceived exertion
rate of 5 to 7 on a 10-point scale, in which sitting is 0 and maximum effort 10).

Progressively increase PA for patients wishing to raise their PA levels to = 150min/w

For asymptomatic patients for whom exercise is a recommended therapeutic instrument:
Walking or cycling for exercise, sports, etc, = 90min/w, = 3x/w, moderate-to-vigorous
(perceived exertion rate of 5 to 7 on the 10-point scale).

Middle-aged (40-60 years-old) individuals with obesity (BMI = 30kg/m?) should be
strongly encouraged to do between 150 and 300 min/w of leisure-time/commuting PA
and exercise.

- Muscle strengthening:

1.

Weight bearing (eg, chair rises, stair climbing) and weight lifting (at home or in a fitness
center) 2x/w. For all patients, some activities may be incorporate in daily life (eg, stair
climbing)

Particularly important for older adults
Focus on the lower-body (mobility purposes)

For asymptomatic patients, perform 3 to 8 exercises (eg, chair rise, climbing stairs,
and knee flexion [with or without weights in the ankle]), 1-3 sets of 8-15 repetitions
(moderate-to-vigorous intensity).

The number of exercises, sets/per exercise, and exercise frequency may vary according
to patients’ capabilities, interests, and time availability

Sitting time

- Overall sitting time. Patients should ideally spend < 4hr/d (<3hr/d of TV viewing) and must
endeavor to avoid spending =7hr/d sitting (<5Shr/d of TV viewing)

- Breaking sitting time: Patients should break each hour of sitting by 2-to-5 minutes of at least
light PA, such as walking slowly.

Box 1. Overall guidance for physical activity counselling and exercise prescription in
routine clinical care.
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