Supporting Path

Communications Chain
Creating engaging and targeted messaging that
persuades people across all walks of life to see physical
activity not only as a health imperative but integral to a life
of fulfillment and happiness

Core Path

Community Chain
Recruiting communities to make
physical activity not only a priority,
but also a source of fun, enjoyment
and socialization

COM.1: Evidence-based, highly customizable,
community- and demographic-specific messages
have been developed and deployed across healthcare
and allied health professions in a way that makes
scientific information about physical activity accessible
and highly compelling to the general public, linking
being physically active to happiness and well-being.

C.1.a: The healthcare sector has become
a role model for investing in and creating
a physically active workforce. Healthcare
workplaces provide comprehensive, best
practices– based health-promotion
programs, policies and environmental
supports to their employees.

C.2.a: A majority of employers
in the U.S. are investing in
comprehensive approaches
to wellness that include
physical-activity interventions.

Core Path

The Sparks
Igniters that catalyze the systems-change map
toward achievement of the Ultimate Outcome

S.1: A core of stakeholders in and
around healthcare and in communities
nationwide are convinced that all share
responsibility for increasing physicalactivity levels because they have seen
the value of significant collaborative
investment to that end.

Clinic-Community
Integration Chain

Building a bridge of trust and
collaboration between healthcare
providers and community resources
to encourage physical activity

Core Path

Care Delivery Chain
Prescribing physical activity as a path
to enhanced patient outcomes

S.2: There exists a compelling body of
evidence that investment in physical
activity–based behavior change is highly
efficacious and cost-effective,
particularly in the context of what is
spent annually on “sick care” in the U.S.

S.4: Public policies are in place that
(a) better equip communities to meet the
physical-activity needs of their residents,
(b) support the development and
sustainability of a well-trained
community-based workforce to deliver
physical-activity interventions, (c) spark
broad integration of physical-activity
intervention and tracking into clinical
care, (d) unlock greater funding for
physical activity in the community and (e)
incentivize the business sector in
healthcare and more broadly to drive
innovation in support of the above aims.

Evolving the information architecture
underpinning care delivery so physicalactivity monitoring and counseling become
supported and routine for care providers

Supporting Path

Funding &
Payment Chain
Funding affordable, universal
access to physical activity

Supporting Path

Education &
Training Chain
Equipping healthcare
professionals to be true
physical-activity advocates

C.C.I.2: Referrals by clinicians to communitybased programs, providers and places of
physical-activity intervention regularly occur
and are documented, and the tracking and
assessment data and outcomes are fully
incorporated into the electronic health
information system.

C.C.I.1.b: Referral processes and
workflows between the clinic and
community-based providers, programs
and places are established, verified,
functional and trusted.

C.D.2: Providers and healthcare
systems systems are incentivized to
provide physical-activity assessment, counseling and follow-up
(surveillance). Metrics for success
are clearly delineated.

C.D.3: Systems are in
place to support a
team-based approach to
physical-activity
assessment, counseling
and follow-up, and the
role of each care-team
member is clearly
defined.

C.4: Health, including
physical activity, is
prioritized and resourced in
all community decisions
related to policies, practices
and environments, with a
particular focus on equity.

C.C.I.3: The healthcare system is
connected and integrated with community
systems and resources such as referral
networks, patient-feedback systems,
workplace wellness programs, electronic
health information, payment mechanisms,
school systems and park networks.

C.D.4: Within an evolved and
functional value-based
healthcare system, there exists
an aligned set of value-based
codes, measures, goals and
standards to incentivize
providers to assess, counsel
and monitor physical-activity
status and support related
interventions.

C.5: Infrastructure and
systems are developed and
in place in communities
across the nation to make
physical activity an integral
part of most Americans’
days.

C.C.I.4: Payment models that
support physical-activity
interventions are widely available
for voluntary implementation and
evaluation.

C.D.5: Evidence-based
physical-activity
interventions have
become part of standard
insurance benefits for all
populations.

C.D.6: Providers and care teams
utilize evidence-based and
evidence-informed behaviorchange tools, strategies,
processes and policies to
increase physical-activity levels.

Prescription for Activity
Systems-change Map
for Healthcare and the
Communities It Serves
Purpose of this aspirational work:
To mobilize healthcare to help more Americans achieve physical-activity guidelines
so as to improve national health outcomes and reduce health disparities.

Health Equity Outcome
H.E.1: The widespread expansion of
movement opportunities is abundant and
compelling, building on community assets
and culture to achieve optimal health
across the lifespan and regardless of age,
ethnicity or income, with particular focus
on those with greatest need.

Individual Empowerment
Outcome

Supporting Path

Informatics Chain
S.3: There exists a thorough, authoritative
inventory of the full array of existing
work across the nation that supports the
preconditions depicted on this map.

C.C.I.1.a: The key resources necessary
to deliver widespread physical-activity
interventions in the community—trusted
providers, programs and places—are
identified, verified and readily accessible.

C.D.1: A physical-activity
assessment is part of
routine clinical care (e.g.,
Physical Activity Vital Sign).

C.3: Community-level
demand has increased for
local environments, policies
and practices that make
physical activity accessible
and enjoyable for all.

C.2.b: Healthcare professionals
are partnered with local coalitions
that address community needs,
including policies, practices and
infrastructures that support active
communities.

C.1.b: Across the U.S., local coalitions
of residents, community leaders,
businesses and nonprofits are increasing
physical activity in their communities.

COM.2: Americans of every demographic
and population report that they view
physical activity more favorably than was
reflected by previous benchmarks.

I.1: Standards relative to physical-activity
assessments are incorporated into the
electronic health information architecture.

F.P.1.a: There exist seamless, accessible
payment/funding systems that cover
medically necessary physical-activity
counseling and interventions, including
current procedural terminology and codes,
alternate payment models with value-based
incentives and shared savings programs.

I.2: Electronic health information
systems and workflows are in place
to ensure adequate interoperability
of healthcare consumer data on
physical-activity levels.

I.3: Electronic health information
systems track and report
physical-activity levels and referral
outcomes, and they facilitate
two-way communications with the
healthcare consumer.

F.P.2: Sustainable funding for physical
activity–based behavior-change
interventions is broadly in place and
connected to measurable outcomes
and evidence for diverse populatons.

I.4: Electronic health information
on physical-activity assessment,
counseling, surveillance and
related interventions is fully,
seamlessly incorporated into care
plans.

I.E.1: People of all backgrounds feel
empowered to move more.

F.P.3: All people have affordable,
universal access to communitybased, multilevel opportunities to
become physically active.

F.P.1.b: More funds are invested in
community-level physical-activity and
prevention programs by governments,
philanthropists, nonprofits, hospitals,
businesses and more.

E.T.1: Published policy
statements and clinical
guidelines supporting
physical activity–based
behavior-change
interventions are in place.

E.T.2: Core competencies
and best practices related
to physical activity and
exercise assessment have
been developed, identified
and endorsed.

E.T.3: Curricula in physical
activity–based behaviorchange interventions are
mandated or otherwise
incentivized.

E.T.4: Core competencies
have been adopted across
a majority of training
institutions and incorporated into entry–level and
continuing education.

E.T.5: All healthcare
professionals acquire the
fundamental knowledge and
skills for counseling on, and
referral to, physical-activity
interventions during their
academic and/or professional
training.

E.T.6: All healthcare
providers possess the
knowledge, skills
and tools to effectively
assess, counsel and refer
patients to optimize
physical-activity levels.

E.T.7: Competencies
related to physical-activity
interventions are fully
integrated into practice
guidelines and clinical care.

Ultimate Outcome
Culture Transformation:
Across diverse population groups
within the U.S., being physically active
is prioritized, feasible and enjoyable.

As Measured By:
50 percent or more of Americans in
every community, demographic and
age group achieve recommended
levels of physical activity.

Target Year: 2035

