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Physical Activity Promotion in a Safety-Net
Clinic: Does the Provider Make a Difference? A
Pilot Study
Pamela G. Bowen,1 William Opoku-Agyeman,2 Olivia Affuso,3 Paula Levi,4 and Nancy Wingo5

INTRODUCTION/BACKGROUND
Physical inactivity is a global health con-

cern and the fourth leading cause of global
death (1). Annually, physical inactivity is
responsible for more than 5 million deaths
worldwide, with an overall health care cost
estimated at 53.8 billion US dollars (2).
To continue ongoing efforts to address
this public health concern, in 2018, the
Department of Health and Human Services
issued the Physical Activity Guidelines
for Americans to promote lifelong health
benefits. These science-based guidelines were
proposed to provide policymakers, clinicians,
public health practitioners and the general
public with comprehensive information
regarding achievable physical activity (PA)
goals to manage chronic conditions, including
hypertension, type 2 diabetes, obesity, heart
disease, stroke, dementia, selected cancers,
and depression (3–5).

National guidelines recommend that
adults perform at least 150 min of moder-
ate aerobic activity, or 75 min of vigorous
aerobic activity, or a combination of mod-

erate and vigorous activity weekly (5). Despite the long-term
health benefits of PA, many Americans across the life span do
not meet the recommended levels (5). The global initiative
“Exercise is Medicine” (EIM) was developed in 2007 by the
American Medical Association and the American College of
Sports Medicine (6). The principal goal of the initiative calls
for health care providers (HCPs) to include PA assessments
and promotion as a standard in clinical care, connecting health
care with evidence-based PA resources for people everywhere
and of all abilities (6). Since then, the US Department of Health
and Human Services’Healthy People 2020 Initiative established
their goal for 85% of HCPs to counsel patients on the
importance of regular PA. However, according to US national
sample surveys, only 33% of adults received counseling on PA
activity from their HCP (7).

PA discussions in the clinic setting may actually hold prom-
ise because the majority of adults visit their HCPs annually
(8–11). The HCPs’ role in delivering PA counseling has been
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ABSTRACT
Background: Despite the long-term health benefits of physical activity, many
Americans across the life span do not meet the recommended levels. However,
physical activity discussions in the clinic setting may hold promise. The purpose
of this study aimed to understand health care providers’ beliefs and practices
about physical activity discussions being a part of patients’ health care treatment.
Methods: Semistructured, audiotaped interviews were conducted to elicit narra-
tives from 10 health care providers. Interview data were transcribed verbatim,
and then coded and analyzed by two qualitative researchers using NVivo12. Re-
sults: Three major themes emerged were as follows: importance of regular physi-
cal activity counseling for vulnerable populations; patients’ lack of regular physical
activity, including subthemes of lack of time, current health conditions, and social
determinants of health; and health care provider’s reflections about their own
physical activity.Conclusions: Health care providers have an important role when
it comes to promoting good health. Having physical activity discussions with pa-
tients at every clinic visit is a great opportunity to encourage patients to engage
in healthy lifestyle behaviors such as regular physical activity. From this pilot study,
implications for practice may include increased awareness of the health care pro-
viders to discuss physical activity at every visit, which may lead to improved
provider–patient communications related to the benefits of daily physical activity
behaviors. These discussions may even have a secondary gain of encouraging
the providers themselves to adopt the healthy behavior and thereby serve as a role
model for their patients.
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advocated in various reports with established recommendations,
and it is well documented that patients want PA advice from their
HCPs (8,9,12,13). Although the role of theHCP in promoting PA
reflects an upward trend since 2010, there is much work to be
done to meet Healthy People 2030 goals. A vast amount of
evidence confirms that counseling on regular PA is one of the
most powerful recommendations HCPs can offer their patients
(4,13,14). In fact, the health care system and clinicians have
an important role promoting regular PA. The beliefs and
attitudes of clinicians are significantly influential when discussing
health-related issues such as PA as a lifestyle behavior (15).
Moreover, HCPs at health care clinics have frequent contact
with large numbers of patients who are older, have a lower
social economic status, and/or have multiple comorbidities; these
groups would benefit the greatest from lifestyle discussions to
improve health outcomes (15,16).

Although PA is an effective strategy to manage and prevent
many chronic illnesses, research suggests that there are barriers
and facilitators to offering PA discussions with patients (17–19).
Clinicians with a positive attitude toward regular PA are more
likely to provide PA counseling to their patients (17). However,
HCPs cite barriers to PA counseling, such as inadequate time and
lack of training and reimbursement (20). Establishing policies
within a health care organization is a promising strategy to
encourage HCPs to promote PA participation at each clinic
encounter, which could subsequently improve overall health
among vulnerable adults. The purpose of this pilot study was
to understand HCPs’ beliefs and practices regarding PA
discussions as part of patients’ health care regime.

METHODS
The University of Alabama at Birmingham Institutional

Review Board approved this study. Cooper Green Mercy
Health Services (CGMHS) Health Services (XHS) was the
study site. CGMHS is an ambulatory safety-net clinic located
in Jefferson County, Alabama, that serves residents regardless
of their ability to pay and provides services including primary
and specialty care, urgent care, and occupational and speech
therapy. Researchers developed a PA policy study that encour-
aged HCPs to discuss PAwith their patients during clinic visits.
After an intervention, we obtained evaluative feedback and
perspectives about the PA policy from the HCPs. The overall
pilot study had three collection periods (21). Period 1
included identifying policies (or the lack thereof) that promote
PA discussions during patients’ clinical visits with HCPs to
assess baseline data from African American patients about
whether physical activities were discussed during their visit. We
achieved this by first reviewing policy manuals of the clinic. We
also conducted baseline assessments of patients’ perceptions of
PA discussions during their clinic visit. We accomplished this by
administering surveys to patients immediately after their clinic
visit to assess if PA discussions occurred. Period 2 involved the
development and implementation of the policy to promote
PA discussion during patients’ clinical visits with their HCPs.
Modifications to the clinic’s electronic medical record were
made to facilitate documentation, and HCPs were provided an
educational PA brochure to help facilitate their discussions (21).
The final period, which is the focus of this article, was to conduct
a qualitative descriptive pilot study to explore HCPs’ perceptions
and feedback about discussing PA with patients after the
conclusion of the PA policy intervention.

Purposeful and snowball sampling strategies were used to re-
cruit HCPs who provided direct patient care within CGMHS.
Ten HCPs expressed interest and were screened to ensure that
they provided direct patient care to African American patients
in primary care (22–24). Once participants were entered into
the study, informed written consent was obtained, and each
participant was compensated $50.00 for their time.

Descriptive Qualitative Research
Descriptive phenomenological approachwas used to obtain

rich data fromHCPs. With this approach, the researcher (P.B.)
presumed the task of active listening to the participants’ lived
experiences expressed in their own words as it related to their
beliefs andpracticesofPAasastrategy tomanageandpreventchronic
health conditions (25,26). The assumption of phenomenology
applied to this study was that HCPs would be self-aware of the
importance of regular PA as part of their medical regime,
whereas the researcher must set aside any assumptions regarding
regular PA in order to understand the HCPs’ perspective in
an unbiased manner (26–28).

To better understand HCPs’ perceptions about discussing
PA with their patients, a semistructured interview was used,
which was audiotaped. Interviews were professionally tran-
scribed verbatim, and two qualitative researchers (P.B. and N.
W.) used NVivo12 to analyze the data. The researchers began
by using structural coding to index data such as demographic
characteristics and answers to questions about participants’
own exercise habits; they then used basic descriptive coding to
organize key concepts and ideas identified across interviews
(Saldana, 2016). The researchers then used the constant com-
parison method (Glaser, 1965), working iteratively through
transcripts to generate codes describing HCPs’ perceptions. Af-
ter coding independently, the researchers met biweekly to dis-
cuss their data analysis and gain consensus about themes
emerging from the coding process.

Rigor
Lincoln and Guba (1985) outlined four criteria to assess

rigor in qualitative research: 1) credibility, the believability of
the findings based on research design and methods; 2) depend-
ability, the quality of the data based on the researcher’s ap-
proaches to data collection and analysis; 3) confirmability, the
ability of others to corroborate the findings; and4) transferability,
the idea that the research could be conducted in similar situations
or contexts with similar, though not generalizable, results. To en-
sure credibility, we used a diverse team of expert researchers to
design and analyze the study, including one researcher who is
skilled in qualitative research but who is not an HCP. Depend-
ability and confirmability were enhanced by an audit trail
documenting each step of the study; HCPs on the team also prac-
ticed reflexivity, discussing their potential biases with each other
and the non-HCP to ensure that they were not influencing the re-
search. Finally, we have incorporated “thick, rich description”
(32) to describe the research design and results, ensuring that
the study could be transferred to a similar context if desired.

RESULTS
Characteristics of Sample

Sample demographics are presented in Table 1. Ten HCPs
were recruited with an average (SD) age of 59 (9.3) yr, ranging
from46 to 72 yr.Most of the participants (60%)were physicians
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and employed full-time. The number of years in primary care
ranged from 3 yr to over 30 yr. Approximately half of all pro-
viders in this study were Black, and 60%weremale. On average,
nurse practitioners were younger (53 yr) in age (range, 46–56 yr)
compared with physicians 63 yr (range, 49–72 yr).

Major Themes
After researchers completed the data analysis process, three

major themes emerged about HCPs’ perceptions related to PA
discussions with patients. The first theme was the importance
of regular PA counseling for vulnerable populations. The sec-
ond theme addressed patients’ lack of regular physical activity,
including subthemes of lack of time, current health conditions,
and social determinants of health. The third theme emerged
from HCPs’ reflections about their own physical activity, in-
cluding barriers and facilitators. Table 2 illustrates representa-
tive quotes for each theme and subtheme.

Theme 1. Importance of Regular PA Counseling
All HCPs agreed that vulnerable populations need to under-

stand the importance of regular PA and its impact on their
health. Many providers acknowledged that their patients suf-
fered from conditions such as hypertension and diabetes that
could be controlled better with regular programs of exercise.
Some providers claimed they were “always conscious about
it” (NP 3) or that they “talk about it a lot” (NP 2) with pa-
tients. Eight of the providers explained that they discuss PA
more with patients who are overweight; in fact, NP3 noted
that the topic of exercise was discussed “probably [with] 90
percent of them [patients], because most of them are obese.”
NP 3 explained further:

“I mean, not that I do not talk to all my other pa-
tients, but for those people I really key in and tellin’
them that weight loss—I mean, eating right and phys-
ical activity helps. Because we could prescribe you all
the medication that you want but part of it is if you
get more active, you lose some weight.”

Some providers stressed the importance of exercise by using
positive reinforcement techniques. For example, NP 4 ex-
plained that showing patients their laboratory results for cho-
lesterol levels could indicate whether they had been changing
their exercise habits: “We’ll look at the labs and it shows yeah,
you did slip up, so now you need to work on this next time. It
reinforces, so eventually they make the change.” NP4 also
stressed, “You do not wait ‘til they are sick to start talking
about changing. You start now, and then they can eventually
prevent themselves from becoming full-blown sick.”

However, even as HCPs emphasized the need for regular
counseling about PA, they acknowledged that they were rarely
able to spend enough time on the topic with their patients.
Most noted a lack of time in scheduled appointments as the
reason they did not go into detail about exercise or failed to
mention it at all. Dr. B explained, “I’d love to be able to sit
down and talk to every patient however long I feel like we need
to cover everything that’s pertinent to them. But you cannot do
that when every 15 minute they are loading in another one.”
Dr. B was discouraged by the time issue because “to sit down
and talk to somebody about exercise and lifestyle changes is not
something that you can do in five minutes and expect it to really
take a hold.”Dr. C suggested that nurse practitioners might have
more time to address the issue. Dr. B also believed patients should
be referred to other providers for exercise counseling:

“I think if we are really looking at trying to get pa-
tientsmore physically active, andmost of our patients
definitely would benefit from it and stuff, that’s prob-
ably something that needs to be set up as something
besides a primary care thing to where there would
be some structural programwe couldmake a referral.
Then at least an adequate amount of time could be
spent.”

In general, HCPs expressed a desire to address issues about
PAwith their patients, but they struggled to be able to do so be-
cause of the number of topics they needed to cover during
short appointment times.

Theme 2. Patients’ Lack of PA
HCPs made various observations about why patients might

not exercise, including a) lack of time, b) current health condi-
tions, and c) effects of social determinants of health.

LACK OF TIME

Providers noted that some patients claimed they could not
work exercise into their busy lifestyles, and many sympathized
with this claim. NP 1 expressed that patients from vulnerable
populations “struggled to get by [in] life,” and Dr. F claimed
that African Americanmale patients, in particular, just wanted
to “work and put food on the table.” Many HCPs hesitated
about prescribing exercise in terms of time, as Dr. B stated,
“I do not think patients benefit a whole bunch … we just sit
down and say ‘Well, you need to exercise…5 times a week
for at least 30 minutes.’ They’ve got to have something that
works in their time frame.”NP 2 expressed a common answer
from patients:

“When you ask, ‘Do you exercise?’ the patient will
tell you, ‘I’m too busy. I do not have time. I work

TABLE 1.
Demographic Information of Participants.

Variables Statistic

Age, mean (SD), yr 59 (9.29)

Provider, n (%)

Physicians 6 (60)

Nurse practitioners 4 (40)

Sex, n (%)

Male 6(60)

Female 4(40)

Race, n (%)

Black 5(50)

White 3(30)

Asian 2(20)
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TABLE 2.
Illustrative Quotes for Each Theme and Subtheme.

Importance of Regular Physical
Activity Counseling Patients’ Lack of Regular Physical Activity HCP’s Physical Activity

Regular discussions Lack of time Facilitators

“I always tell them that it has to be
exercise. ‘Cause a lotta themwill
say, ‘Oh I walked at work.’ No, it
has to be exercise, and you have to
get your heart rate up.” (Dr. A)
“I’m always conscious about it,
and I talk about it a lot with my
patients…especially the ones who
have hypertension and who have
diabetes.” (NP 3)
“When you are sitting there and,
like I said, you are covering all those
other things and then you are also
talking about are they up to date on
their Pap smears, their
colonoscopies, their
mammograms. It’s just there’s not
enough—sufficient time. I’d love to
be able to sit downand talk to every
patient however long I feel like we
need to to cover everything that’s
pertinent to them, but you cannot
do that when every 15 minutes
they are loading in another one.”
(Dr. B)
“Therewas one couple I know they
were talking about dancing every
day. I know that people dance a lot,
so you guys all love dancing. You
should be doing it together. They
said, ‘Yeah, we can do that.’ I
thought, ‘Alright. Let us see. I’m
gonna ask you guys about that
when you come back.’” (NP 4)

“For somebody that is struggling in a complicated
world, and their concerns are about eating and
safety and employment and pain pills and the kids,
and you add another thing, it’s just a lot.” (Dr. F)
“When you ask, “Do you exercise?” The patient
will tell you, “I’m too busy. I do not have time. I work
all day. I do not have time for exercise.’” (NP 2)

“Well, I am motivated because I’m
going fly fishing with my son out
of the country. I need to exercise so
I can walk.” (Dr. D)
“Theway Iwill—when I get home, I
go out and walk around the
neighborhood. We can walk three
miles, four miles.” (NP 2)

Barriers

“The bad thing about it, I did it
intentionally, but I set everything
up to where I drive far away. That
way I do not have to worry about
doing any non-competes or
anything like that. Every place that
I work at right now, I literally drive
three hours a day on top of that.”
(Dr. B)
“I brokemyankle a year ago. I used
to walk on a treadmill, but I sold it.
It hurt to walk.” (Dr. C.)

Current health conditions

“The patients who already have established
chronic conditions, especially the ones who are
very overweight, I think they feel like it will not
work. I think some of them feel self-conscious
about going out and exercising. Going out in the
park and seein’—people seeing them sweating. I
think that’s part of the problem.” (Dr. A)
“A good portion of our—or a good chunk of our
population have pain—arthritis in knees and hips
and all that. Again, you bring up exercise, and it’s
like, ‘Well, you know, I’m dealing with all this
severe pain here and there.’” (NP 1)

Social determinants of health

“I think for both White and Black, mainly poor
people, they have been conditioned to live a
certain way, passed down from grandfather to
father to father and mother and so on. We’re still
hung up on we love our grease, and our salt, and
our tobacco, and we have the highest rate of
stroke and heart attack. I have never seen somany
young people have MIs down here. When I was up
north, it was ten years older. You did not see this
disease until peoplewere 10, 15 years older in the
north compared to here.” (Dr. E)
“When I ask people—when I talk to folks about
exercise, it’s the whole complicated thing of,
‘Where do you do it?” ‘Well, can youwalk around?
’ ‘No. My block’s not safe enough.’ Can you go to
the [local park]?’ ‘I do not have away to get there.’
It becomes those kinds of things.”
(Dr. F)
“I do not think patients benefit awhole bunch from
if we just sit down and say, ‘Well, you need to
exercise 150 minutes aweek, 5 times a day—or 5
times a week at least for 30 minutes’ and stuff.
Because the whole thing for exercise—I mean, if
you really look at it, our goal is we are wanting
them to do this long-term, they have got to pick
out something that’s affordable, which that’s a
limitation with our group that we end up having.”
(Dr. B)
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all day.’ Ask them, ‘How is your physical activity?’
They’ll tell you, ‘Oh, chasing behind my kids. I pick
up heavy stuff. I’m walking around, upstairs, down-
stairs, all day long at my work.’”

Providers’ responses illustrated that the burden of patients’
daily lives made it difficult for them to find the time or muster
the energy to participate in leisure time PA for their health.

CURRENT HEALTH CONDITIONS

Many HCPs pointed out that the very health conditions
that brought patients to their clinics were ones that hindered
them from exercising. For example, Dr. A stated, “We’ve got
little old ladies who are twisted up from arthritis… Some of
those ladies aren’t willing to get outta their chair to get to the
exam table.” NP 1 said that patients were stuck in a “vicious
cycle” of wanting to use pills or ice for aching joints instead
of exercising, but NP 1 told these patients, “If you do not exer-
cise because of pain, then because of no activity to the joint, it
gets even worse.” NP 4 described the problems of sedentary
patients:

“They have to be ready [to exercise] ‘cause most peo-
ple are not flexible. And they think that when you say
go exercise—they think of exercise as go out there
walking—even walking can be challenging for muscles
that have just been sitting down all the time, because
then their muscles are tight. You go out to walk, and
then you get cramps, and your legs are hurting you,
and then you think that there’s something wrong with
you. Your back is hurting ‘cause you are just so stiff.”

Inevitably, lack of exercise can lead to obesity, which com-
pounds the problem even more. Dr. A admitted, “It’s hard to
talk to the pain patients about exercise. Sometimes I try to tell
them, ‘Your knees would hurt less if you lost someweight,’ but
they just feel like they cannot exercise because their knees
hurt.” Similarly, Dr. E said, “I tell them the reason you have
back pain and knee pain and foot pain is because you were
never meant to carry around 300 pounds.”Dr. A claimed that
patients who were only slightly overweight had the best out-
comes with exercise programs, because they could see results
faster. However, despite their encouraging patients to exercise
to lose weight, most HCPs were pessimistic about outcomes,
claiming that patients were not exercising to lose weight be-
cause they were “self-conscious” (Dr. A), “not motivated”
(Dr. B), or even “lazy” (Dr. C). Their bleak outlookwas summed
up byNP 1: “One situation complicates the other, and the condi-
tion overall gets worse. I help them to realize that there’s really
no…escape from this. The only way you can fix that is just to
keep going, even when it’s hard.”

SOCIAL DETERMINANTS OF HEALTH

HCPs in this study were well aware of the effects of social
determinants of health on the vulnerable populations they
served, and they discussed how low income and inadequate ed-
ucation played a major role in their patients’ lack of PA. Vari-
ous providers noted that their patients did not have access to
resources such as gyms or parks to exercise and that theymight

not live in safe neighborhoods to walk. NP 1 suggested, “Hey,
I can understand your neighborhood may not be very safe. If
you have some means of transportation, just jump into your
car and just drive to a safe place, park it, and just do it.” Dr.
E quoted a patient as saying, “Oh, I get plenty of exercise. I
walk up and down the stairs. I walk around my yard.” Some
providers claimed that schools were not filling the gap; NP 1
pointed out that many schools “eliminated the PE program…
and now, with all the computers and all that kids aren’t
exercising.” NP 1 also observed:

“I think the education entities…may have to look at
the curriculum and begin to realize that it’s not serv-
ing us well. Because inasmuch as we are generating
a group of people who may be able to do different
things and different professions, but it does not help
the nation to be able to raise generations of people
who would be professionals and yet their health is
collapsing.”

Most providers recognized that these systemic issues they
identified were barriers that hindered patients with low socio-
economic levels from participating in regular PA.

Theme 3. HCPs’ PA
When asked, “Do you engage in regular physical activity?”

eight HCPs answered that they exercised at least 30 min per day
each week; one HCP answered “sometimes,” and the other sim-
ply answered “no” to the question (Table 3). However, providers
also gave various explanations about how and when they were
able or unable to engage in regular PA.

BARRIERS

HCPs cited many of the same barriers to their own regular
PA that they noted for their patients. Many acknowledged that
a lack of time kept them from exercising as much as they
would like. Dr. C exclaimed, “Busy doc, busy doc, busy
doc…” when asked about finding time to exercise and ex-
plained that “morning, we have no time, we are to come to
work.” NP 2 explained that an exercise schedule “depends
[on] how late I got home and how is the weather.” The busy
workday also made it “not convenient to go” to the gym, ac-
cording toDr. D. In some cases, HCPs also struggledwith their
own health conditions. Dr. C noted that “I had a little bit [of]
arthritis here…” so they went to a doctor regularly to get injec-
tions to be able to exercise. However, Dr. C admitted that lack
of exercise was due to “basic laziness…When I go home, I get
tired, I sit and watch on the TV series.”When reflecting on the
value of HCPs exercising, NP 2 noted:

“I think the thing with providers is providers themselves—
most of providers have been trained, we are here to
tell people what to do, but we rarely do it ourselves.
Yes, we cannot do all of this, but we are going to rec-
ommend this to somebody.”

FACILITATORS

Although HCPs had many of the same barriers as patients,
some also took advantage of opportunities to exercise. Some
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were able to work PA into their daily routine, as NP 2 ex-
plained, “Well, on the workday, I usually like to take stairs if
I can.”Others found time to exercise (mainly by walking) after
work or on the weekends. Dr. C claimed that “evening is the
best time [to walk], so we try to break… after we finish work,
take a little tea or something, do the walking, and then come
back and eat.”NP 2 walked regularly “probably two or three
times [per week]” but also enthusiastically explained:

Then the weekend, I can walk maybe an hour or two. I live
in a golf community, so

“I walk the nine holes. Then on the short day, I might
walk 3 or 4 [miles], from 14 to 17 and come home or
walk around 14 to 18 [golf course holes].”

In contrast to the provider who claimed that most HCPs do
not practice what they preach, some providers were motivated
to exercise so that they did not suffer from the same conditions
they saw in their patients. For example, Dr. A explained, “It’s
important tome that I do not become diabetic. Plus, it [PA] just
helps me with my energy. If I do not exercise, I just feel tired.”
Dr. A further stressed the importance of PA for HCPs:

“As a doctor, I will always know it’s necessary, but I
think it’s just different for me ‘cause I know how it
makes me feel. I know that a lot of… just the things
I see my patients struggle with, I do not want those
for me, so I’m very mindful to getting my, keeping
my exercise up.”

DISCUSSION
PA advice from HCPs can be a powerful catalyst to start

and sustain PA (10,13), andmany vulnerable populations need
healthy lifestyle behavior advice the most (15). The majority of
participants in our study believed that PA counseling is an

important part of a patient’s plan of care. This finding supports
the current literature because most HCPs have a positive attitude
toward PA counseling and believe that PA is an important
provision for patients (17). However, it was interesting that
most of our providers immediately quoted the national PA
recommendations during their interviews, but when pressed to
talk about their own PA behavior, their reality was complicated
and challenging, even with having access to additional resources
such as wearable activity monitors such as FitBits or living in a
high-resource (e.g., golfing) community.

Even though all the HCPs acknowledged that PA is an im-
portant component to manage and prevent chronic diseases,
many providers voiced factors that would hinder their ability
to provide regular PA counseling to this population.OurHCPs
mentioned barriers such as time restraints, limited resources,
and the perceptions that vulnerable and marginalized popula-
tions would not adhere to PA advice, confirmingmany barriers
identified in the literature (15,17).

AlthoughHCPs in our study cited “a lack of time” as a bar-
rier, some researchers have found that PA counseling did not
increase the length of the appointment and, in fact, was an asset
to their practice because their patient’s health benefited (33). One
solution toward vulnerable populations adhering to PA counseling
might incorporate more personalized recommendations centered
on the patient’s health needs. Tailored healthy lifestyle counseling
is more acceptable and more effective in motivating behavior
change (34,35). Several of the HCPs in our study mentioned time
restraints or expressed the need for someone else to provide the
PA counseling. Another strategy may be to implement guidelines
to assist clinicians and health care systems with how to adopt the
EIM initiative into busy primary care clinics (36).

Consistent with our findings, HCPs should not make
preconceived perceptions about PA counseling to vulnerable
and marginalized populations. Moreover, HCPs should not
solely use their judgment and underestimate the importance
of collaborating with patients to include their preferences when
prescribing treatment plans (37). Routine and consistent PA
counseling with each health care visit should be offered to
improve health care outcomes, and HCPs are well positioned
to positively influence behavior change, such as increased PA.
Implementing policies to encourage HCPs to counsel their
patients on PA at each encounter could increase the likelihood of
sustaining healthy behavioral changes for patients. The promotion
of PA by HCPs should become integrated into routine health care
practice and be tailored to the needs of patients.

Implications
This study provides several implications for research, practice,

and policy. First, the study provides insights to policymakers, re-
searchers, and practice managers on the effects of PA discussion
on patient health outcomes, especially among vulnerable popula-
tion. Findings suggest that HCPs want to engage in regular PA
counseling, but a lack of time to spend with patients is a barrier.
As such, policymakers both at electoral and management levels
can develop policies to encourage or mandate PA discussion by
HCPs with patients at every encounter. Second, our research in-
forms practice managers about the need to make strategic deci-
sions to provide resources for and to allow HCPs enough time
to have PA discussion with their patients. For example, managers
could provide preprinted EIMmaterials to communicate quickly
with patients, while having designated personnel to assist with

TABLE 3.
Regular PA by Providers.

Participant Regular PA?
Days Per
Week

Minutes Per
Day

Dr. A Yes 5 30–35

Dr. B Sometimes 3 30–45

Dr. C Yes 4–5 30

Dr. D No 0 0

Dr. E Yes 3 60+

Dr. F Yes 5 40

NP 1 Yes 6 30

NP 2 Yes 2–3 45

NP 3 Yes 3+ 45

NP 4 Yes 5 30

Doctor’s age ranges: 49–72 yr; nurse practitioner age ranges: 46–56 yr.
PA, physical activity.
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overcoming barriers that low-resourced patients may face
(e.g., safety or need for social support) in adhering to PA guide-
lines. Third, findings from this research provide areas for
future research for academics. More research is needed to
understandwhyHCPs understand the benefits of and the need
for vulnerable population to engage in regular PA but do not
regularly prescribe PA to all patients, especially older patients.
A more targeted approach may be helpful to explore what
types of healthy lifestyle counseling and resources are more ac-
ceptable to HCPs to ensure that PA discussions will occur and
be a sustained part of primary care.

Limitations
We would like to acknowledge the limitations of our study.

First, our findings will not be considered generalizable because
of our small sample size at a single safety net clinic. Second,
limited resources available to implement PA discussions at this
safety net clinic may differ from other clinics such as private
pay clinics. Third, most HCPs self-reported engaging in regu-
lar PA,whichwe anticipated (selection bias) becauseHCPs’ ed-
ucation and clinical practice experiences could make them
more aware of the benefits of PA. However, it is unclear from
this pilot why the patient population at this safety net clinic is
still less likely to engage in regular PA. Lastly, the mean age of
the HCPs was 59 yr.We acknowledge that younger HCPsmay
have offered a different perspective on the acceptability and
feasibility of implementing PA discussions at every visit.

CONCLUSIONS
Given the important role HCPs have in the lives of pa-

tients, PA counseling at every clinic visit regardless of barriers
is a promising strategy for all HCPs to utilize to improve health
outcomes. The goal of this pilot study was to assess the HCP’s
perceptions and to understand HCPs’ beliefs and practices re-
garding PA discussions as part of patients’ health care regime.
This study also sought input fromHCPs to inform future strat-
egies that might help safety-net facilities or any clinical setting
that serves vulnerable populations provide PA discussions at
every visits. Further research is needed in larger sample sizes
to test interventions that encourage meaningful PA discussions
and to assess the impact on patient health outcomes. Results of
this study also suggest that HCPs may need additional resources
and training on how to integrate PA counseling into their clinical
practices (36,38). Institutional policies that support HCPs in the
delivery of PA counseling may improve patient motivation and
sustainability to engage in regular PA.
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