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W
e find ourselves in a worldwide avoidable healthcare crisis with mostly ineffective medical treatments. The health crisis is the high existence of chronic noninfectious diseases such as cardiovascular disease, some cancers, chronic lower respiratory disease, cerebrovascular disease, Alzheimer’s disease, type 2 diabetes, and kidney disease that cause more than two-thirds (71%, around 41 million) of all annual deaths (1) and are among the leading causes of preventable illnesses and related disabilities (2). Since the diseases result in less productive work across less than normal years of productive work, there will be an estimated cumulative loss of $47 trillion between 2011 and 2030 (3). 

Physical inactivity defines the modern lifestyle, which is a major contributing factor that increases all-cause mortality by up to 93% (4). This point in particular indicates that it would be a positive move on behalf of the medical community to recommend lifestyle recommendations (such as exercise medicine) followed by pharmaceutical prescriptions if necessary (5). However, it is important to remember that most weight loss drugs have between 10 and 100 side effects or adverse drug reactions (6) that includes nausea, diarrhea, vomiting, constipation (7) liver toxicity and cardiotoxicity (8), and increased heart rate and blood pressure (9).

While the medical community’s reliance on weight loss drugs is not the answer, neither is bariatric surgery other than as a life-saving alternative with the most at-risk adults. It is apparent that the greatest health and fitness benefits come from engaging in physical activity. Exercise is medicine because it has so many positive benefits throughout the body. Not only does regular exercise increase cardiorespiratory fitness, fat metabolism, and brain function, it decreases systemic inflammation. However, the problem is that adults of all ages throughout the world have turned a blind eye to maintaining their health and well-being. This means the avoidance of exercise will ensure that the cost of care for adults will continue to increase. Hence, this means that it is important physicians work with exercise physiologists to prioritize the implementation of their patient’s exercise medicine prescription.

But, here again is yet another major problem in helping adults prevent chronic diseases and disabilities. Interestingly, the National Ambulatory Medical Care Survey of almost 991 million physician visits in 2015 indicated that 51% of the visits were to primary care specialists (10) of which less than 10% of the visits included a discussion of the positive benefits of exercise. Once again, it is clear that physicians are not taking the opportunity to speak with their patients about the benefits and/or necessity of physical activity. Regardless of how much medical training physicians get, they are not adequately prepared to prescribe exercise as medicine. That is why they should refer their patients to an exercise physiologist, just as they do when their patients need a physical therapist.

The fact that medical schools do not teach about the psychophysiological benefits of exercise as medicine is an outcome of failing to effectively put aside status quo. Yes, in many obvious ways, the ideas of the past are foundational strengths. But, defending outdated status quo thinking does not allow for new ideas and a healthier future for middle aged adults. Interestingly, this point is also difficult for the academic exercise physiologists who are die hard status quo supporters. For example, they have always defined themselves as researchers first and teachers second. Publishing is believed as more important than teaching. Unfortunately, few if any doctorate prepared exercise physiologists were taught how to be an effective teacher. The negative cost price for the professors’ failure to care about teaching is linked to the students’ lack of a credible career opportunity after college, such as doing what is necessary to become an owner of an Exercise Medicine Clinic. It is seldom discussed but understood nonetheless that the professors are living up to status quo because it benefits them, while the students and their parents are left with a large tuition debt with limited career opportunities that is simply unacceptable.

Equally troubling is the cost of health care in the United States, which was an estimated $3.65 trillion on healthcare annually. This is about $11,000 a person, and it is projected to increase at an annual rate of 5.5% over the next decade (11). Americans are spending money for their medical care and the high administrative costs that interestingly very similar to the high academic administrative costs. Perhaps the spending in either area of life would be somewhat acceptable if the patients were getting the best of care and the students were actually taught by professors who loved to teach. Neither is the case and, frankly, status quo continues to drive medicine and academia. Members of the American Society of Exercise Physiologists, in particular, must continue to share their thoughts that, “Enough is enough regardless of it being medicine or academics. It is unacceptable to continue the status quo path.” 
	
Can you believe in 2015 it was reported that an average of 8 hours of physical exercise training was taught in the U.S. medical schools (12)? Clearly, there is little to no emphasis on future physicians engaging in primary prevention and, yet it is reasonable to conclude that they have an ethical obligation to prescribe physical activity. However, it is common knowledge that exercise counseling by doctors remains low. Only 34% of U.S. adults report exercise counseling at their last medical visit (13). Hopefully, a change is taking place as indicated by Susan Scutti in her 2016 article where she indicated that Weill Cornell Medical College runs seminars in "prescribing exercise as medicine". She stated that the focus was on five lecturers that explored different facets of "Prescribing the Medicine of Exercise" (14). Medical students are introduced to the positive effects of exercise and how it works on essentially every body system from the brain to the heart. They teach that aside from the prevention and treatment of chronic diseases, exercise improves the patients’ memory, the ability to concentrate, and their mood is also improved while helping to decrease hypertension and elevated cholesterol.
 
When you realize the nation’s leading killer is heart disease and 630,00 Americans die of it every year at a cost of $200 billion in care and lost productivity while medical doctors know that exercise is medicine, one wonders why the medical community isn’t held accountable for failing to prescribe exercise as a preventive strategy. On the other hand, it isn’t just medicine’s fault because if 100 million Americans assumed responsibility for their health and started exercising, the annual savings would be $250 billion and 1000s of American lives. And yet, adults are contributing every year to America’s prevalence of obesity, which was 42.4% in 2017 and 2018 with an estimated annual medical cost of obesity in the United States in 2008 at $147 billion (15). 

If Americans would adhere to the federal guidelines of at least 2.5 hours weekly of moderate aerobic activity (e.g., walking) and engage in muscle-strengthening activity of at least moderate intensity that involves the major muscle groups twice a week, many of the chronic health conditions and disabilities would not exist (16). In fact, people who do engage in regular physical activity have up to a 35% lower risk of coronary heart disease and stroke, a 50% lower risk of type 2 diabetes, a 50% lower risk of colon cancer, a 20% lower risk of breast cancer, a 30% lower risk of early death, an 83% lower risk of osteoarthritis, a 68% lower risk of hip fracture, a 30% lower risk of falls (among older adults), a 30% lower risk of depression, and a 30% lower risk of dementia (17).

Yet, the reality is that maybe 2 in every 10 adults take the initiative to move from their sedentary position of relaxation and comfort to go outside and go for a 20 to 30-minute and then upon returning home engage in several light to moderate weight lifting exercises to help stop muscle atrophy and weakness. This is true even after more than 7 hours a day lying down or sitting watching TV and/or using the computer, reading and/or socializing, playing video games, or on the phone to business colleagues and/or family members. The sedentary lifestyle is the “silent killer” while exercise mind and body medicine, but there seems to be very little effort on the part of Americans to “get with the program”. 

How, by taking several walks around the block or while at work? For example, they could also stand up every 30 minutes and spend some time doing chores around the house, or answering the phone while walking versus sitting? Avoiding the life of a couch potato burns more calories and decreases the likelihood of gaining weight. Strengthening the muscles and skeletal system helps to break down fats and sugars. Also, the immune system works better as does the circulation of blood. The body experiences less inflammation and a better balance of the hormonal system (18). Exercise also has a positive effect on brain health by reducing the risk of dementia (19) and the increase in blood flow to the brain helps to prevent cognitive decline.

Aging sedentary adults are particularly prone to their mitochondria being unable to completely burn the cellular fuel that ultimately leads the cells to generate oxidants, that is, the oxygen-rich reactive molecules that damage proteins and DNA. On the other hand, if adults engaged in a regular exercise medicine program, the exercise helps to avoid the oxidative damage (20). Exercise that builds muscles helps to activate an increase in myokines, such as interleukin-6 in particular that enhances the immune system’s response to cancer. As this area of physiology is studied more and more, it is clear that exercise medicine is a medicine that needs to be prescribed every day in accordance with the following basic points: First, warm-up with flexibility exercises followed by light walking before beginning a moderately brisk walk. That is, walk slowly at first and jog later on if it is desired. This will allow the cardiorespiratory responses to be gradual rather than acute. Second, if lightheadedness or chest pain or pressure is brought on by the exercise, stop and rest. Lowering the intensity will decrease the strain on the heart and lungs (21).  

In conclusion, given that the primary care physicians have contact with more than 80% of the adults and 90% of the children (22), they are in an important position to promote exercise medicine by referring their patients to an ASEP Board Certified Exercise Physiologists who can assist by providing exercise-related advice, counseling, and supervision. Unfortunately, though, due to the physicians’ “uncertainty about the impact of the counseling, low self-efficacy for exercise prescription, and lack of time, training, and reimbursement” (23), the primary care physicians are not participating in the patients’ need to get involved in the exercise medicine movement. In fact, less than 10% of total outpatient visits have were informed of exercise counseling or education (24). 

Hence, as a critical component of the healthcare system, the primary care physicians’ reluctance to refer patients to healthcare providers serves to diminish the potential to positively impact disease management either by prevention or treatment. This can be corrected by the primary care physicians’ willingness to refer their patients to the Board-Certified Exercise Physiologists. Clearly, by working together, both the physicians and the exercise physiologists can provide patients with the individualized attention that is necessary to achieve important behavioral changes in the patients’ lifestyle (25,26,27).  
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