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Exercise has been universally accepted to be the ‘magical pill’ to prevent, treat and cure 

series of diseases either acute or chronic and numerous musculoskeletal injuries. This in turn will 

influence a person’s `wellness’ and functionality to be able to cope and enjoy their daily 

challenges. Preferably, a person should have an acceptable level of all the components of 

physical fitness in a perfectly balanced ratio. Precise exercise prescription based upon sound 

principles will yield positive acute changes and long term adaptations. On the other hand, 

exercising without conforming to sound guidelines may not only be an extravagant effort but 

may invites series of injuries and serious physiological implications. The significant factor is to 

design and implement a simple and practical program for the individual or we call the correct 

dosage to provide the proper amount of physical stress to conquer maximal benefit with the 

lowest risk injuries. The real challenge here to ‘convert the unconverted’ to adopt exercise as a 

way life. Second, what is the correct way to exercise? Just for body to have the ultimate benefit 

of exercise. 

Physicians play an important role in the dissemination of physical activity (PA) 

recommendations to a broad segment of the population, as over 80% of Canadians visit their 

doctors every year and prefer to get health information directly from them. PA prescription has 

the potential to be an important therapeutic agent for all ages in primary, secondary and tertiary 

prevention of chronic disease (2). Non-communicable disease is a leading threat to global health. 

Physical inactivity is a large contributor to this problem; in fact, the WHO ranks it as the fourth 

leading risk factor for overall morbidity and mortality worldwide.(3)  PA prescription has the 

potential to be an important therapeutic agent for all ages in primary, secondary and tertiary 

prevention of chronic disease. Non-communicable disease is a leading threat to global health. 

(Physical inactivity is a large contributor to this problem; in fact, the WHO ranks it as the fourth 

leading risk factor for overall morbidity and mortality worldwide(4).  



PA prescription has the potential to be an important therapeutic agent for all ages in 

primary, secondary and tertiary prevention of chronic disease. Exercise prescription is effective 

at increasing PA levels (7-9) and can generate positive clinical outcomes such as reduced blood 

pressure and glycosylated hemoglobin (10-12), as well as important positive effects on mental 

health,(13-15) reducing risk of depression (15) and improving cognitive function in older adults. 

Such counselling becomes even more effective in a range of situations in which: there is an 

increased risk of chronic disease;  the encounter includes an individual assessment of needs, 

motivation, habits, preferences and barriers;  the message and goals are clear, simple and 

realistic; valid behavioural change approaches are used and proper follow-up, self-monitoring 

and social support are available. (5) 

PA interventions were more effective than drug treatment among patients with stroke and 

were as effective as medications for the prevention of diabetes and secondary treatment of CV 

disease. Several high-level systematic reviews have also identified risk reductions of 25–50% or 

more in most major chronic diseases for individuals who achieve 150 min of MVPA per week.22          

Self-screening instruments such as the Physical Activity Readiness Questionnaire (PAR-Q+) or 

the American College of Sport Medicine (ACSM) health screening guidelines direct people to a 

physician for further evaluation when current symptoms suggestive of CV, metabolic or renal 

disease or complex comorbidities are present. In these cases, the physician should evaluate the 

clinical condition of the patient through a history and physical examination that will focus on 

contraindications to exercise. (16) 

Patients with unstable angina, uncharacterized arrhythmias or decompensated heart 

failure should not perform vigorous exercise before their conditions stabilise. High-intensity 

interval training (HIIT) has been promoted based on several systematic reviews,showing greater 

benefits on CV fitness compared to lower intensity continuous training.(17)  HIIT involves 

alternate bursts of short, intense PA interspersed with recovery periods and appears to be safe for 

rehabilitation of patients with coronary artery disease and heart failure, although there are 

conflicting opinions in the literature as to its effectiveness and safety for population-level 

exercise.(18).  Both types of training generally reduce pain and increase function.(19)  Avoiding 

these and other potential obstacles is of particular concern for lower socioeconomic groups; 

medical professionals must be aware that those most at risk of disease are often the least able to 



afford the cure. A qualified exercise professional is most indicated for patients with conditions 

classified as high risk of morbidity and mortality associated with the lack of PA (CV disease and 

type 2 diabetes). In many patients with chronic disease such as diabetes, exercise programmes 

are most effective when supervised.(20).  It is important to remember that patient empowerment 

is essential and the physician must communicate his or her belief that the patient is capable of 

change. 

How Much Exercise Do I Need? 

The 2008 Physical Activity Guidelines for     Americans recommend at least two hours 

and 30 minutes (150 minutes) of moderate aerobic activity per week. If you enjoy vigorous 

aerobic activities, you can pare this down to at least one hour and 15 minutes (75 minutes) per 

week. Health benefits kick in when you expend between 500 and 1,000 calories per week 

through physical activity, although many studies find additional and extended health benefits 

flow from expending closer to 2,000 calories a week. You focus on overall time per week. 

Generally, though, experts recommend spreading activity throughout the week and being active 

at least three days a week. Whether you are healthy or have medical issues, moderate activity is 

safe for most people and does plenty to improve your health. Higher-intensity activities raise 

your chances for muscle or joint injury and very slightly increase the odds of developing a 

serious heart problem.(1) 

Death By Exercise 

Edmund Burke, Ph.D., who was to serious endurance cycling what Fixx was to running. 

He died on a training ride last fall, at age 53. Frederick Montz, David Nagey, or Jeffrey 

Williams, three brilliant physicians at Johns Hopkins University who died while running. The 

oldest of the three was 51. Thomas Bassler, M.D., went so far as to say that anyone who could 

finish a marathon in less than 4 hours could not have serious heart problems. He conducted a 

study on 14 marathoners who had died of cardiovascular disease, and concluded that all were 

malnourished. One death per 17,000 men who exercise vigorously 1 to 19 minutes a week. One 

death per 23,000 men who exercise vigorously 20 to 139 minutes a week. One death per 13,000 

men who exercise vigorously 140 or more minutes a week.  



The highest death rate is among the men who exercise long and hard, and is much higher 

than that of the men who exercise short and hard. Worse, the guys who do hardly any vigorous 

exercise had a lower death rate than the guys who do the most. The Harvard Alumni Health 

Study found that heart-disease risk starts going down when you expend more than 500 calories a 

week and continues to decrease until you get to 2,000 calories a week. Once you get past the 

75th percentile of physical activity--guys who exercise more than three-quarters of the 

population--protection against heart disease levels off.  

In fact, among the most active, it actually declines slightly, according to a review in 

Medicine & Science in Sports & Exercise. In other words, the super active are more likely to die 

than the merely active. It's easy to see why frozen precipitation scores such a high body count. 

Heart rates go up like a maximal treadmill test. Combine that with cold weather, which constricts 

arteries, and you have a prescription for disaster. The men who shovel off to meet their makers 

following a snowstorm, or who have to call an EMT after putting ax to wood, aren't doing 

aerobic activities. There's no endurance component.  

Snow shoveling and wood chopping are anaerobic activities--strenuous efforts that can't 

be continued longer than a few minutes without stopping to rest. Strength training protects your 

heart in two ways: First, says Franklin, you get a predictable increase in diastolic blood pressure, 

which governs the return of blood to your coronary arteries. (If your blood pressure is 120 over 

80, 80 is the diastolic number.) That's different from aerobic exercise, in which systolic blood 

pressure (the first number) rises but diastolic pressure stays the same or possibly even decreases. 

Both numbers go up by quite a bit when you lift, which means blood is being pushed back to 

your heart with equivalent force. Second, most of us tend to hold our breath briefly while lifting. 

This increases blood pressure dramatically and used to scare the daylights out of doctors, who 

feared aneurysms could result.  

Brief breath-holding actually exerts a sort of counter pressure on arterial walls that 

neutralizes the rise in blood pressure. Aneurysm avoided. In other words, your body seems 

designed to protect itself during brief, heavy exertion and lifters shouldn't ever have to worry 

about death by exercise. The fact that hardly anyone dies during strength training doesn't prove it 

can't happen. Barry Franklin points out that the men at greatest risk of sudden death during 

exercise are middle-aged; most lifters are young. And that's the most reasonable conclusion one 



can draw about death by exercise: The best way to avoid it is to exercise. "The person who's at 

greatest risk of an exercise death is the person with known or hidden coronary artery disease who 

is habitually sedentary—a couch potato, all year round," says Franklin. Some endurance exercise 

is fine, if you like it. Strength training is probably more than fine--it specifically prepares your 

body for the shock of sudden, strenuous exertion, such as shoveling snow, which is most likely 

to kill you if your body isn't ready for it. (21) 

References:  

1. Myechia Minter-Jordan, MD, MBA  

Irene S. Davis, PhD, PT, FAPTA, FACSM, FASB  

Zolt Arany MD, PhD March 13, 2014  

The Joseph B. Martin Conference Center Harvard Medical School  

77 Avenue Louis Pasteur Boston, MA 02115  

How much exercise do I need ? 

 

2.  Jane S Thornton, Pierre Frémont, Karim Khan,Paul Poirier,Jonathon Fowles, Greg D 

Wells,Renata J Frankovich7 

June 22, 2016 

 

3. World Health Organization. WHO Global Recommendations on Physical Activity for 

Health. Geneva: World Health Organization, 2010. http://apps.who.int/iris/bitstream/ 

10665/44399/1/9789241599979_eng.pdf (accessed 22 Mar 2016). 

 

4. Canadian Society for Exercise Physiology. Canadian Physical Activity Guidelines. 

Ottawa, Canada: Canadian Society for Exercise Physiology, 2011. http://www.csep. 

ca/guidelines (accessed 22 Mar 2016). 

 

5. Stevens Z, Barlow C, Kendrick D, et al. Effectiveness of general practice-based 

physical activity promotion for older adults: systematic review. Prim Health Care Res 

Dev 2014;15:190–201. 

 



 

6. Colberg SR, Sigal RJ, Fernhall B, et al. Exercise and type 2 diabetes: the American 

College of Sports Medicine and the American Diabetes Association joint position 

statement.  

Diabetes Care 2010;33:e147–67. 

 

7. Grandes G, Sanchez A, Sanchez-Pinilla RO, et al. Effectiveness of physical activity 

advice and prescription by physicians in routine primary care: a cluster randomized 

trial. Arch Intern Med 2009;169:694–701. 

 

8. 25 Vuori IM, Lavie CJ, Blair SN. Physical activity promotion in the health care system. 

Mayo Clin Proc 2013;88:1446–61. 

 

9. 26 Stevens Z, Barlow C, Kendrick D, et al. Effectiveness of general practice-based 

physical activity promotion for older adults: systematic review. Prim Health Care Res 

Dev 2014;15:190–201. 

Stevens Z, Barlow C, Kendrick D, et al. Effectiveness of general practice-based 

physical activity promotion for older adults: systematic review. Prim Health Care Res 

Dev 2014;15:190–201. 

 

10. 27 Pinto BM, Goldstein MG, Ashba J, et al. Randomized controlled trial of 

physical activity counseling for older primary care patients. Am J Prev Med 

2005;29:247–55. 

 

11. 28 Huang N, Pietsch J, Naccarella L, et al. The Victorian Active Script Programme: 

promising signs for general practitioners, population health, and the promotion of 

physical activity. Br J Sports Med 2004;38:19–25. 

 

12. 29 Petrella RJ, Lattanzio CN. Does counseling help patients get active? Systematic 

review of the literature. Can Fam Physician 2002;48:72–80. 

 



13. Counseling on physical activity to promote mental 

health: Practical guidelines for family physicians. Can Fam Physician 

2011;57:399–401. 

 

14. 31 Martinsen EW. Physical activity in the prevention and treatment of anxiety and 

depression. Nord J Psychiatry 2008;62(Suppl 47):25–9. 

 

15. 32 Ströhle A. Physical activity, exercise, depression and anxiety disorders. J Neural 

Transm (Vienna) 2009;116:777–84 

 

16. Warburton DE, Jamnik VK, Bredin SSD, et al. The 2015 Physical Activity Readiness 

Questionnaire for Everyone (PAR-Q+) and electronic Physical Activity Readiness 

Medical Examination (ePARmed-X+). Health Fitness J 2015;8:53–6. 

Riebe D, Franklin BA, Thompson PD, et al. Updating ACSM’s Recommendations 

for Exercise Preparticipation Health Screening. Med Sci Sports Exerc 2015; 47: 

2473–9. 
 

17. Marijon E, Tafflet M, Celermajer DS, et al. Sports-related sudden death in the 

general population. Circulation 2011;124:672–81. 

Milanović Z, Sporiš G, et al. Effectiveness of high-intensity interval training (HIT) 

and continuous endurance training for VO2max improvements: a systematic review 

and meta-analysis of controlled trials. Sports Med 2015;45:1469–81 

 

18. Rognmo Ø, Moholdt T, Bakken H, et al. Cardiovascular risk of high- versus 

moderate-intensity aerobic exercise in coronary heart disease patients. Circulation 

2012;126:1436–40. 

Biddle SJ, Batterham AM. High-intensity interval exercise training for public 

health: a big HIT or shall we HIT it on the head? Int J Behav Nutr Phys Act 

2015;12:95. 

 

19. National Institute for Health and Care Excellence (NICE). Osteoarthritis Care and 

Management in Adults [CG177]. Published date: February 2014. https://www.nice. 



org.uk/guidance/cg177 (accessed 22 Mar 2016). 

Fernandes L, Hagen KB, Bijlsma JWJ, et al., European League Against Rheumatism 

(EULAR). EULAR recommendations for the non-pharmacological core management 

of hip and knee osteoarthritis. Ann Rheumatic Dis 2013;72:1125–35. 

McAlindon TE, Bannuru RR, Sullivan MC, et al. OARSI guidelines for the 

non-surgical management of knee osteoarthritis. Osteoarthritis Cartilage 

2014;22:363–88. 

 

20. Colberg SR, Sigal RJ, Fernhall B, et al. Exercise and type 2 diabetes: the American 

College of Sports Medicine and the American Diabetes Association joint position 

statement. Diabetes Care 2010;33:e147–67. 

 

21. Shuler. L, (June 8, 2003). Death by Exercise. Retrieved from 

http://www.menhealth.com/health/death-by-exercise  

 

22. Pedersen BK, Saltin B. Exercise as medicine—evidence for prescribing exercise as 

therapy in 26 different chronic diseases. Scand J Med Sci Sports 2015;25(Suppl 

3):1–72 

Stevens Z, Barlow C, Kendrick D, et al. Effectiveness of general practice-based 

physical activity promotion for older adults: systematic review. Prim Health Care Res 

Dev 2014;15:190–201 

Warburton DE, Charlesworth S, Ivey A, et al. A systematic review of the evidence 

for Canada’s Physical Activity Guidelines for Adults. Int J Behav Nutr Phys Act 

2010;7:39. 

Tremblay MS, Warbuton DE, Janssen I, et al. New Canadian physical activity 

guidelines. Appl Physiol Nutr Metab 2011;36:36–46 


