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Last time I wrote on this topic1 I had failed to locate

anything I considered credible evidence supporting the
effectiveness of higher-protein regimes, and I made a
good case for why high-protein diets offered more hype
than help. Over the past couple years however the
growing body of data on protein and weight loss has
swayed my view. So, today we’re revisiting the contro-
versy and giving protein it’s due!

HEALTH PROFESSIONALS HAVE 
HISTORICALLY BEEN NEGATIVE ABOUT

HIGH-PROTEIN DIETS

Why? In my opinion it’s mainly because popular
high-protein diets (Dr. Atkins’ New Diet Revolution,
Enter The Zone, Protein Power, Sugar Busters, etc.)
suffer from the same difficulties found in almost all
"popular press" weight loss books. These mainly
consist of clearly false claims about the mechanisms
behind a given diet’s effectiveness. In the case of the
high-protein diets these generally include the following:

1. False Claim: Dietary fat doesn’t makeyou fat.
Fact: Higher fat intakes tend to be associated with
higher calorie intakes, and are consistently associ-
ated with higher body mass indexes (BMIs).2

2. False Claim: There is a metabolic advantage to
high-protein diets.
Fact: When calories are controlled, clinical trials
consistently find no difference in weight loss
between diets.

3. False Claim: Insulin makes you fat.
Fact: Higher carbohydrate diets are associated with
lower not higher BMIs,3 and insulin resistance does
not independently promote weight gain.4

4. False Claim: You should avoid all foods with a
high glycemic index (GI).
Fact: What’s relevant is the glycemic load of an overall
meal or diet, not the GI of individual foods.5

5. False Claim: Calories don’t count.
Fact: The only way to gain (fat) weight is overcon-
sume one’s current personal metabolic needs.

With so many errors of fact it’s arguably human
nature to write off high-protein diets completely.
What’s changed? While the misinformation hasn’t
changed, several new research studies by well known
obesity researchers are forcing health professionals to
take a second look.

CLINICAL TRIALS: ASSESSING THE
EVIDENCE

There are two approaches to clinical trials comparing
the affect of different dietary regimes on weight loss. The
most common approach is to control for calories (put
both treatment groups on the same number of calories)
and then see which group loses more weight. In this type
of trial researchers consistently find no statistical differ-
ence in weight loss between diet groups—regardless of
the type of diets being compared.6,7,8,9 Hence my oft-
repeated statement: "It all comes down to calories!"

The second approach does not control for calories.
Instead it gives both groups instructions on how to
follow a particular dietary regime and compares weight
losses. This approach is more "real world," i.e. it reflects
how much people tend to spontaneously eat on a given
regime. In this type of clinical trial we consistently
see that subjects lose more weight on the higher-
protein regimes (in the short-term, see below) when
compared to high-carbohydrate or balanced diets.10,11,12
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To help in your search for equipment and products
mentioned in Club Resources, the following is a list of
Peak Performance Recommended Suppliers:

ACUMEN, INC.
101 A Executive Drive, Suite 100
Sterling, VA  20166
800-852-7823 or 703-904-0405
e-mail:  jsham@acumeninc.com
web site:  www.acumeninc.com
Heart Rate Monitors RSC No. 1279
Original Suppliers to Manufacturers RSC No. 1306

BALANCED BODY
8220 Ferguson Avenue
Sacramento, CA  95828-0931
800-745-2837 or 916-388-2838
web site:  www.pilates.com
Physical Therapy Equipment RSC No. 1156
Variable Resistance Equipment RSC No. 809

BIOMETRICS NUTRITION & FITNESS
15825 Shady Grove Road, Suite 10
Rockville, MD  20850
866-246-1922 or 240-683-6315
e-mail:  info@biometricshealth.com
web site:  www.biometricshealth.com
Weight Management Programs RSC No. 1689
Nutritional Products & Services RSC No. 1754

BODY MASTERS, INC.
700 E. Texas Avenue
Rayne, LA  70578
800-325-8964 or FAX 337-334-4827
e-mail:  sales@body-masters.com
web site:  www.body-masters.com
Physical Therapy Equipment RSC No. 823
Variable Resistance Equipment RSC No. 458

BODYSTAT USA INC.
2 Adalia Avenue, Suite 401
Tampa, FL  33606
813-258-3570 or FAX 813-258-9447
e-mail:  bodystat@mindspring.com
web site:  www.bodystat.com
Body Composition & Analysis RSC No. 1711
Fitness Testing RSC No. 1775

C.H.E.K INSTITUTE
609 S. Vulcan Avenue, Suite 101
Encinetas, CA  92024
800-552-8789 or FAX 760-632-1037
e-mail:  info@chekinstitute.com
web site:  www.chekinstitute.com
Certification RSC No. 1714
Training & Education Programs RSC No. 1715

COMPUTERIZED SCREENING INC.
1395 Greg Street, Suite 102
Sparks, NV  89431
800-533-9230 or 775-359-1191
e-mail:  sales@computerized-screening.com
web site:  www.computerized-screening.com
Fitness Testing RSC No. 1799

CREATIVE HEALTH PRODUCTS
5148 Saddle Ridge Road
Plymouth, MI  48170
800-742-4478 or FAX 734-996-4650
e-mail:  sales@chponline.com
web site:  www.chponline.com
Cardiovascular Equipment RSC No. 19
Physical Therapy Equipment RSC No. 112
Stationary Bikes RSC No. 521

F.I. INTERNATIONAL
42 San Roque Road
Santa Barbara, CA  93105

805-687-1832
e-mail:  comments@fiinternational.net
web site:  www.postrehabfitness.com 
or www.fiinternational.net
Computer Software—Fitness RSC No. 218
Computer Software—Nutrition & Diet RSC No. 437

FITCARE DEVELOPMENT LLC
1123 Milton Hall Place
Charlotte, NC  28270
704-814-0190 or FAX 704-814-0582
e-mail:  mbradbury@carolina.rr.com
Consultants—Health Care & Wellness RSC No. 1769

HEALTH FUSION PARTNERS
804 Afton Mountain road
Afton, VA  22920
540-456-4677 or FAX 540-456-4678
e-mail:  laura@healthfusionpartners.com
web site:  www.healthfusionpartners.com
Consultants—Health Care & Wellness RSC No. 1788

HEART SET
P. O. Box 232155
Encinitas, CA  92023
800-528-0991 or FAX 760-632-0909
RSC No. 1810

INTERNATIONAL COUNCIL ON ACTIVE AGING
3307 Trutch Street
Vancouver, BC  V6L 2T3  
866-335-9777 or FAX 604-708-4464
e-mail:  cmilner@attglobal.net
web site:  www.icaa.cc
Associations RSC No. 1698
Training & Education Programs RSC No. 1701

KORR MEDICAL TECHNOLOGIES
2463 S. 3850 W., Suite B
Salt Lake City, UT  84120-2336
801-483-2080 or FAX 801-483-2123
e-mail:  sales@korr.com
web site:  www.korr.com
Fitness Testing RSC No. 1738
Weight Management Programs RSC No. 1741

MEDX CORPORATION
1401 NE 77th Street
Ocala, FL  34479
800-876-6339 or FAX 352-629-8670
e-mail:  terryd@medxonline.com
web site:  www.medxonline.com
Circuit Training RSC No. 1516
Physical Therapy Equipment RSC No. 1461
Sports Medicine Equipment RSC No. 1518
Stretching Equipment & Supplies RSC No. 1517
Variable Resistance Equipment RSC No. 1464

NOVEL PRODUCTS INC.
P. O. Box 408
Rockton, IL  61072-0408
800-323-5143 or FAX 815-624-4866
e-mail:  novelprod@aol.com
web site:  www.novelproductsinc.com
Fitness Testing RSC No. 323
Sports Medicine Equipment RSC No. 1641

OASIS RELAXATION SYSTEMS
P. O. Box 15669
San Diego, CA  92175
619-265-9391 or FAX 619-265-8491
Physical Therapy Equipment RSC No. 1548
Wellness Products & Services RSC No. 1420

SHAPEMASTER USA
7421 NW 83rd Street
Oklahoma City, OK  73132
877-433-4720 or FAX 405-728-8795

e-mail:  info@shapemasterusa.com
web site:  www.shapemasterusa.com
Physical Therapy Equipment RSC No. 1692

SPORTWALL
5045 6th Street
Carpenteria, CA  93013
800-695-5056 or FAX 805-745-5501
e-mail:  sales@sportwall.com
web site:  www.sportwall.com
Cross Training Equipment RSC No. 1744
Sensory Integration Training RSC No. 1745
Youth Fitness RSC No. 1746

SPRINT AQUATICS/ROTHHAMMER
INTERNATIONAL
P. O. Box 3840
San Luis Obispo, CA  93403
800-235-2156 or FAX 805-541-5339
e-mail:  info@sprintaquatics.com
web site:  www.sprintaquatics.com
Aquatics RSC No. 306
Physical Therapy Equipment RSC No. 12

STOTT PILATES
2200 Yonge Street, Suite 1402
Toronto, ON  M4S 2C6  
800-910-0001 or FAX 416-482-2742
e-mail:  info@stottpilates.com
web site:  www.stottpilates.com
Physical Therapy Equipment RSC No. 1510
Training & Education Programs RSC No. 1537
Variable Resistance Equipment RSC No. 1538

STRETCHING INC.
P. O. Box 767
Palmer Lake, CO  80133
800-333-1307 or FAX 719-481-9058
e-mail:  office@stretching.com
web site:  www.stretching.com
Publications & Books RSC No. 1035
Wellness Products & Services RSC No. 560
Stretching Equipment & Supplies RSC No. 1251

STRIVE ENTERPRISES INC.
501 Corporate Drive, Suite 110
Canonsburg, PA  15317
800-368-6448 or FAX 724-873-5770
e-mail:  sales@strivefit.com
web site:  www.strivefit.com
Variable Resistance Equipment RSC No. 1809

THERAPYZONE
1001 W. Arizona Avenue
Denver, CO  80223
800-822-2889 or FAX 800-528-2509
web site:  www.therapyzone.com
Profit Centers RSC No. 1758

VORTEX FITNESS EQUIPMENT
2130 N. Market
Wilmington, DE  19802
302-426-0555 or FAX 302-426-0701
e-mail:  sales@vortexfitness.com
web site:  www.vortexfitness.com
Functional Strength Training Equipment RSC
No. 1752
Physical Therapy Equipment RSC No. 1753
Variable Resistance Equipment RSC No. 1682

XERCIZE CORP.
566 7th Avenue, Suite 701
New York, NY  10018
800-IMX-1336 (463-1336) or 212-997-5550
e-mail:  info@xercize.com
web site:  www.xercize.com
Training & Education Programs RSC No. 1727

RECOMMENDED SUPPL IERS
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INTERNET PRODUCTS & SERVICES
Swipe USA® (est. 1999) 
Swipe USA® is among the foremost directly maintained Self-Service ATM
and Kiosk providers in the U.S., serving retail, fitness and other businesses. 

877-947-3286 or FAX 415-252-2806
e-mail:  sales@swipeusa.com
web site:  www.swipeusa.com
Reader Service Card No. 1807

waist. They also manufacture the Climbing
Wall that comes up out of the water and can
be either permanent or movable. Handicap
clients can use their upper body strength to
climb up the wall and then fall back down
into the water at any time. They also produce
a stainless steel wheel chair that comes in
three sizes that can be pushed right into the
water so no one need be denied the freedom
of mobility a pool environment can provide.

CLIENT MONITORING AND
MEASUREMENT

Monitoring exertion is extremely important
for clients who are undergoing physical
therapy or have special needs.  Marlene
Donoghue of Creative Health Products based
in Plymouth, Michigan believes that clients
will use a rehabilitative center in a health club
on the advice of a doctor or physical
therapist, but they must be carefully watched
to be sure they stay within acceptable stress
levels. You also need to check the progress the
client is making. Her company manufacturers
items like the chest strength tester, the
gonometer, which measures the angle of the
bend of the arm, flexibility testers and posture
and alignment grids.

The desire to push oneself to the limit often
accompanies recuperation.

Mike Weinstein of
Acumen, noted that
persons recuperating
from injuries are
difficult to hold back.
That’s why the
company’s heart
monitor, which allows
the client to visually
control intensity and
their dehydration
monitor, which

signals the need for rehy-
dration, are so integral to this type of
program. As Mike puts it, “If a recuperation is
choreographed correctly, the successful

outcome of the recuperation is more secure.” 
Bob Sullivan of Computerized Screening Inc.,

also believes in the necessity for monitoring. His
company’s Health Station is a multi-media
Internet allied system that allows clients to
monitor themselves and identify issues before a
heart attack or stroke occurs. It can be used to
develop a baseline against which progress can be
measured. All information is kept in a confiden-
tial, secure file and it can be accessed over a
period of time so that a trainer can see what is or
is not working. 

CLIENT MOTIVATION

As important as it is for a client to exercise
correctly during the

r e h a b i l i t a t i v e
process, it is just
as important that
they approach

the exercise with
the right mindset. Robert
McPhee of Heart Set,
believes his company has

created a program that addresses the mental
approach to physical fitness. He says club
owners experience a 40% attrition rate in
general, even though services are better. His
program works to change thinking so that
clients stop sabotaging themselves and
achieve success. The program has four aims:

• Identify health and fitness goals
• Identify the reasons the goal(s) is important
• Create a vivid picture in the client’s

mind of what life will be like when the
goal is achieved

• Identify specific actions to achieve the goal(s)

The company is currently transitioning to an
online delivery system that will provide a really
simple way for clubs to offer their clients the psy-
chological support they need to succeed.

NUTRITION

Of course, no club should overlook the
importance diet and nutrition play in rehabil-

itation. Bob Karch, of Rockville, Maryland-
based Biometrics Nutrition and Fitness says it
plays an equally important role before under-
going a medical procedure as well. He
believes that increasing overall health and
fitness before a procedure makes you better
prepared to face it. Strengthening the muscle
and bone integrity before a procedure will
decrease the recovery time. It is important to
increase the lean tissue and reduce the non-
essential fat tissue before a procedure so you
will be sure to lessen the recuperative period.
Lessening recuperation time is important
because muscles atrophy during recovery and
the less time spent in a rehabilitative mode,
the less atrophy the muscles will experience.

His company has created a program that
can run for either 6, 12, or 18 weeks that
meets the standards of the American
Dieticians Association and the American
Heart Association. The success of his program
lies in providing for six meals each day and
giving complete instructions as to purchasing,
preparing and consuming.

Deciding to create a rehabilitation facility at
your club or beginning a program for special
needs clients is not without its challenges.
However, there are many resources that are
available to you that can provide not only
equipment, but also advice to help you ensure
the success of the venture. Clubs that are
looking to develop new sources of revenues
should explore the full potential of rehabilita-
tion and physical therapy. ■

© 2 0 0 3  P E A K  P E R F O R M A N C E

Product&SERVICES
I N F O R M A T I O N

As a Peak Performance client, we want to help you stay current on all the
products and services you need to maximize your success. Here are the most
recent additions to the Peak Performance supplier and services network. For

FREE information on our preferred suppliers’ products and services, please enter
the appropriate Reader Service Card Numbers on the postage-paid card located
on the insert supplied with this publication. 

Attracting Special Needs Clients... continued from page 15

Biometrics Nutrition and Fitness

PROTEIN AND APPETITE
REGULATION

The difference in results between the two
types of clinical trials is believed to be a result
of the positive effects of protein on appetite
regulation. While the body of research on
macronutrients (protein, carbohydrates, and
fat) and appetite regulation is limited, "the
consistency of the findings is striking," states
Dr. Richard Mattes, appetite researcher at
Purdue. The data shows that (solid not
liquid) protein is more satiating (allows
you to go longer before hunger returns)
than carbohydrate or fat.2,13

Furthermore there’s little difference
between carbohydrate and fat on appetite
regulation (opposite of what I learned as
an RD). Carbohydrate has an advantage
only for the first hour after eating.2,13

SHORT-TERM VS. LONG-TERM
DIFFERENCES 

Most clinical trials comparing weight loss
from different diets have been between six
and 12 weeks with a few as long a six months.
The first clinical trial lasting a full year was
published in New England Journal of Medicine
May 2003.11 This trial was of the second type
(not calorie controlled), where free-living
subjects were instructed how to follow either
Atkins’ or the Food Guide Pyramid (US
Dietary Guidelines) and The LEARN
Program. The data showed significantly
higher weight loss (more than double) at 3-
and 6-months for the Atkins’ group. However
at 1-year the difference in weight loss
between the two groups was no longer statis-
tically significant!

Most researchers believe that this "regain
effect" is pointing to the fact that people
simply tire of restrictive diets. It may be that
six months is about the maximum amount of
time that people are willing to stick to a
highly restricted carbohydrate intake. 

So, is there a dietary style that provides
enough protein to impart appetite regulation
benefits, while also promoting health, that
people can stick with long-term?

WEIGHT LOSS MAINTENANCE

Our best clue comes from the National
Weight Control Registry (NWCR)—a
database of over 3,000 people who have
maintained significant weight losses (an
average of 30% of their initial body weight)
for an average of 5.5 years.14 NWCR subjects
report eating an average of 20% protein, 55%
carbohydrate and 25% fat. This macro-
nutrient distribution, which is very similar to
the DASH diet (see below), may prove to be
the key to long-term weight loss maintenance. 

NEW RDAS

September 2002 the Institute of Medicine’s
(IOM) Food and Nutrition Board revised the
RDAs for protein, carbohydrates, and fat.15

The main change within these recommenda-
tions was a broadening of the ranges of
dietary carbohydrate and fat. 

It’s interesting however to notice that the
IOM already considered up to 35% of total
calories as protein to be a healthy and safe
choice for adults, "protein intakes may range
from 10 to 35% of energy intake to ensure a
nutritionally adequate diet."15 The new RDA
ranges are as follows:

PROTEIN NEEDS ARE HIGHER
DURING WEIGHT LOSS

A great deal of research was conducted in
the 1980’s to identify the optimal levels of
protein, carbohydrate, and fat that would
preserve lean body mass and maintain health
during weight loss. Based on that data it is
believed that persons should consume at least
72 to 80 g of protein per day (or 1.0 to 1.5
g/kg "Ideal body Weight," [see figure 3]

whichever is greater) when following a
reduced-calorie intake.16,17

To ensure that these minimum levels are
being met we need to think about protein in
absolute terms rather than as a percentage of
calories, as noted by Dr. Donald Layman, diet
researcher at University of Wisconsin.18 This
is demonstrated below (figure 2), where you
can see that as calories decrease the percent-
age of protein required to meet the minimum
protein needs for weight loss increases.

To compare the "1.0 to 1.5 g/kg method" to
the 72 to 80 g/day guideline use the following
clinical definition of "Ideal Body Weight:"19

BETTER QUALITY WEIGHT LOSS

While not always reaching statistical 
significance, the consistent trend is that higher-
protein intakes limit the loss of lean body mass
during weight loss so that a greater percentage
of the loss is coming from fat stores.8 "You will
almost always find that higher protein diets
produce a higher loss of body fat with a
sparing of body protein," notes Dr. Layman.18

CONCERNS

Health professionals have repeatedly
cautioned the public about the theo-
retical hazards of high-protein diets;
new data has forced a reevaluation of
these concerns as well:
• Bone Mineral Density (BMD): There is no

question that urinary calcium losses
increase with protein intake. What we’ve
learned recently however is that calcium
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DASH (Dietary Approaches to 
Stop Hypertension):

A diet that was created for a series of National
Institutes of Health (NIH) clinical trials, which have
shown that hypertension can be reduced as much by
diet as by hypertensive drugs. The DASH diet is also
the foundation of the Healthy Eating and Weight
Management guidelines in the Beyond Fitness
nutrition and weight manaagement education
materials used in health clubs nationwide.

Acceptable Macronutrient Distribution
Ranges (AMDR)

For Adults (% of total calories)

2002 Old Guidelines

Protein 10-35% Same

Carbohydrate 45-65% 50% or more

Fat 20-35% 30% or less

Minimum Protein Requirements for
Reduced-Calorie Diets

Calorie Level Protein (g) % Calories as Protein

1,000 72 to 80 28.8 to 32.0

1,200 72 to 80 24.0 to 26.6

1,400 72 to 80 20.6 to 22.6

1,600 72 to 80 18.0 to 20.0
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FIGURE 1

FIGURE 2

Ideal Body Weight19

Men: 105-lbs. for the first 5 feet plus 6-lbs. per inch
above 5 feet.

Women: 100-lbs. for the first 5 feet plus 5-lbs. per
inch above 5 feet.

FIGURE 3

(Protein’s Role... continues on page 22)
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absorption from the gut improves as protein
intake increases resulting in fewer fecal
losses. The net affect? Higher protein
intakes may actually protect BMD during
weight loss. In a 6-month randomized
clinical trial subjects on 1.6 g/kg vs. 1.0
g/kg of dietary protein lost significantly less
BMD even though they lost significantly
more total body weight.12 A caution still
remains: you need optimal calcium intakes
(1,000 to 1,500 mg/day) along with the
protein. These are higher intakes than
Americans currently achieve on mainte-
nance-level calorie intakes, and are likely to
require some supplementation. 

• Blood Lipids: The trend in clinical data
indicates that total cholesterol, LDL cholest-
erol and triglycerides decrease, while HDL
cholesterol increases on reduced-calorie
high-protein diets (all desirable changes).8,11

However, the drop in total and LDL cholest-
erol is believed to be mainly attributable to
reduced-calorie intake and weight loss,
rather than the diet itself. I would expect to
see very different data for someone
following Atkin’s at a maintenance calorie
level. More research is needed to definitively
answer the safety question of popular high-
protein diets and heart health. Clients should
be encouraged to choose a heart-healthy
higher-protein style by choosing lean
proteins, etc.

• Kidney Function: Researchers have
hypothesized that high-protein diets may
adversely affect kidney function due to
the stress associated with processing
excess protein. Research published earlier
this year that followed 1,624 women for 11
years indicates that for women with existing
mild kidney dysfunction diets high in (non-
dairy) animal protein do accelerate kidney
decline. Compared to women with the
lowest protein intakes (average of 61.0
g/day), women who consumed the greatest
amounts of protein (average of 92.3 g day)
were more than three times as likely to have
a significant decline in kidney function. No
effect was found in healthy women.20

• Heart Disease & Cancer: A high-protein
diet that encourages sausage, bacon, pork
rinds, etc., while limiting fruits, vegetables
and whole grains is not a healthy diet—
even in the short-term. Higher-protein diets
however, exist along a continuum. By
limiting processed carbohydrates and sugar,
then choosing lean meats (especially
poultry, fish and shellfish), dairy (or a
calcium supplement), fruits, vegetable,
nuts, legumes, and whole grains it is

possible to get the fiber, phytochemicals,
and nutrients needed to promote long-term
health.
The Food and Nutrition Board discusses

"Macronutrients and Healthful Diets" in it’s
September 2002 update of the Dietary
Reference Intakes. Their review of high-
protein diets corresponds with the new views
discussed here on BMD, cardiovascular
disease, and kidney health.15

THE BOTTOM LINE

While weight loss still comes down to
calories, there appears to be a real advantage
to higher-protein intakes regarding appetite
regulation. That said, there’s no need to
follow the crazy and highly restrictive rules of
"popular" high-protein diets. Individuals
should be encouraged to eat balanced meals
that always include a protein source while
making sure they achieve at least the minimum
levels of protein intake as discussed. 

Our goal should be to point people in the
direction of a health promoting diet [see heart
disease] that also provides the optimal level of
protein to best facilitate fat-weight loss and
long-term weight maintenance. ■

Dorene Robinson, RD CDN, author of the Live
Better, Live Longer guide to nutrition and
weight management is an expert in weight
management with extensive training and expe-
rience in facilitating behavior change. Dorene
provides advanced training workshops for
health and fitness professionals working with
weight loss (www.beyond-fitness.net) and is
completing her thesis research at Bastyr
University. She can be reached at
beyondfitRD@yahoo.com, or 800-574-4400.
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Protein’s Role… continued from page 9

In an early release of selected estimates based on
data from the CDC’s 2002 National Health Interview
Survey, the percentages of American adults age 18
years and over who engaged in regular leisure-time
physical activity* were identified. 

Total Male Female
18-24 39 45 33
25-64 32 37 30
65-74 28 30 22
75 and over 17 23 12

For both sexes combined, the percent of adults
who engaged in regular leisure-time physical
activity decreased with age.  

For all the age groups, women were less likely
than men to engage in regular leisure-time
physical activity.

Is this a trend in your facility?  You can use these
survey results to help plan your programming and
marketing strategies.  For example, do you know
what programs and services your members in each
age category are currently participating in?  Your
club management software may be able to provide
this information.  If you don’t store program partic-

ipants on your database, think about distributing a
written survey to age-specific groups.  Find out

• What programs they are currently participat-
ing in.  

• What programs they
would like to see you
offer that you are not
currently offering.

• How often they are
utilizing your facility
weekly or monthly.

• If they have been
away from the club
for a while, find out
why.  Illness or in-
jury?  Lost interest?
Not motivated?  

Non-usage is a red flag for attrition so start com-
municating now with your low club users.    Be pre-
pared with an offer or a new program or class to get
them back on track.  Your studio cycling program may
be very strong and a big attraction for your fit, under
40 members.  Could you create a similar program that
caters to your less fit over 50 members? 

Be ready to address the needs of your
members as they age and as their fitness
levels change (up or down).  Remember, there
are many fit people over 50 and there are

many unfit people under 30.  Your programs
should address

all ages and all
fitness levels.

*Regular leisure-
time activity is
defined as en-
gaging in light-to-
moderate leisure-
time physical activ-
ity for greater than
or equal to 30

minutes at a fre-
quency greater than or equal to 5 times per week, or
engaging in vigorous leisure-time physical activity for
greater than or equal to 20 minutes at a frequency
greater than or equal to 3 times per week. ■
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N E W S & T R E N D S

The Results of the Centers for Disease Control 2002 National
Health Interview Survey on Physical Activity Are In! 
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Wrong Message Regarding New JAMA Study On
Exercise And Weight Loss?

Headlines like, "Study Finds Moderate Physical
Activity Promotes Weight Loss Just as Well as
Intense Exercise" following a September 10 JAMA
article1 are misleading. 

The exercise dose and intensity trial involved
201 overweight but otherwise healthy women ages
21 to 45. Subjects were instructed to reduce their
calorie intake to 1,200 to 1,500 calories, to keep
their fat intake to 20% to 30% of total calories, and
attended an intensive behavioral weight loss class
(weekly for 24 weeks, and then bi-weekly for
another 6.5 months). The women were randomly
assigned to one of four physical activity regimens,
which consisted of walking, but varied by intensity
and duration:

Intensity Duration Minutes/Week
1. High High 200
2. High Moderate 150
3. Moderate Moderate 200
4. Moderate High 300 

At the conclusion of the study, the weight loss
(and improvement in cardiorespiratory fitness) was
not statistically different among the four groups. 

When the data was analyzed by the actual
amounts of physical activity subjects engaged in
however (rather than by the groups they were
assigned to) the study did find a dose-response
relationship between minutes of activity and
weight loss. Those who exercised ≥200 min/wk
lost an average of 25.5 lbs (~14% weight change),
while those who exercised <150 min/wk lost only
8.36 lbs. (~5% weight change). 

According to our conversation with lead
author John Jakicic PhD, Director of the
Physical Activity and Weight Management
Research Center at the University of Pittsburgh,
"We need to clarify that it’s all about the caloric
expenditure, not the intensity or the duration. It
doesn’t matter how you burn the calories, it’s
how many you burn." 

The authors write that, "Our findings suggesting
that long-term weight loss is improved as exercise
participation increases appear to be consistent with
the recommendation by the Institutes of Medicine
[that all adults engage in one hour of accumulated
physical activity daily]." ■

1. Effect of Exercise Duration and Intensity on Weight
Loss in Overweight, Sedentary Women—A Randomized
Trial. JAMA 2003;290:1323-1330.

Months

Idea File:  What programs, classesand services are you offering thatwill keep your members participat-ing as they age?

Scientific Fist-to-Cuffs?
New recommendations on physical

activity came out last fall from the
Institutes of Medicine (IOM) recommend-
ing that all adults accumulate one hour of
activity daily. The IOM recommendation
hasn’t had many fans, considering that it
is double the previous recommendation
of the CDC and ACSM (30-minutes on
most days). 

Several researchers, including Jakicic
have pointed out that the two recommen-
dations aren’t in competition, rather they
have different goals. The goal of
CDC/ACSM’s recommendation is to
reduce morbidity and mortality, while the
IOM’s goal is to promote and maintain a
healthy body weight. While modest
increases in activity provide significant
health benefits, they generally have little
effect on body weight (without a corre-
sponding reduction in dietary intake).
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