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weight or blood lipids. Furthermore, 
many of these lesser-known physiologic 
alterations are real-time responses to each 
muscular contraction or nutrient choice 
one may make.

One of the longest-running market-
ing campaigns for statin drug therapy 
employs a full-page promotional ad 
that reads: “When diet and exercise 
fail—meet another candidate for 
lipid-lowering therapy….” It is almost 
implied that lifestyle therapy fails even 
before one institutes a lifestyle change. 
The advent of at least seven classes of 
drug therapies to manage dyslipidemia 
has for many healthcare providers pro-
vided a convenient but evidence-based 
defense for spending less time on more 
thorough teaching and exhibition of 
dietary and physical-activity changes. 
To be sure, for many the level and mag-
nitude of dietary and physical-activity 
intervention to aggressively lower 
LDL-cholesterol requires a gladiator-
level commitment to achieve current 
LDL-cholesterol target thresholds. 
Excepting those with major heritable 
lipid and metabolic problems, a disor-
dered lifestyle is most likely responsible 
for the majority of lipid and metabolic 
disorders we see in outpatient general 
medicine clinics. If we look at TLC out-
comes with regard to CMR reduction, 
particularly reduction in diabetes risk, 
there are a number of very beneficial 
physiological changes that occur—with 
or without significant changes in blood 
lipids or body weight. 

The point is that small incremen-
tal improvements in lifestyle habits 
are clinically quite beneficial. This 
frame-of-reference or “horizon” has 
been lost or at least undervalued by 
many healthcare and fitness profes-
sionals merely because such modest 
changes in lifestyle are not perceived to 
be sufficient to reach anthropometric 
or laboratory-driven targets. I am in 
no way disregarding more aggressive 
and across-the-board holistic lifestyle 
changes for those who are motivation-
ally ready to change. But there are rea-
sonable options for those who are more 
ambivalent and otherwise not ready for 
a complete lifestyle makeover.

Continued on page 4

James Hilton’s 1933 novel Lost 
Horizons portrays a select group 
of plane crash survivors from 

Asia who find themselves in a forced 
dichotomy between the war-torn world 
from which they came and the peaceful, 
idyllic high-mountain Tibetan world of 
Shangri-la. Their experiences in Tibet 
forever reframe many of their personal 
life values. Similarly, the experiences of 
many healthcare professionals, includ-
ing fitness professionals, of attempting 
to help clients invoke meaningful life-
style changes has led to an overempha-
sis on traditional outcomes and risk fac-
tors rather than the behavior itself. 

Fitness and healthcare profession-
als are characteristically dependent 
on anthropometric and conventional 
laboratory measures to gauge prog-
ress. Outcomes such as body weight, 
cholesterol and blood pressure under-
standably dictate to a fitness profes-
sional or physician whether the client 
is participating in sufficient levels of 
physical activity and has met his or her 
preconceived goals. For example, in 

many outpatient physician offices there 
exists a prevailing ambivalence toward 
instituting more systematic approaches 
to therapeutic lifestyle changes (TLC), 
particularly dietary and physical-activity 
programs, because such changes most 
often do not bring about the cholesterol 
and lipoprotein target goals that drug 
therapy can more readily achieve. The 
same is true when it comes to achieving 
lasting body-weight reductions. These 
outcome shortfalls have led healthcare 
providers and patients to conflicting 
feelings as to the relevance and worth 
of making better dietary choices and 
increasing daily energy expenditure. It is 
important to note here that TLC behav-
iors invoke cellular metabolic processes 
that are as responsible as some conven-
tional risk factors in reducing the risk of 
diabetes and cardiovascular disease (also 
referred to as cardiometabolic risk (CMR)). 
These secondary or “pleiotropic” (a term 
explained in greater detail later in this 
article) effects are just now being elucidat-
ed as significant disease-prevention mech-
anisms with or without changes in body 
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Systematic, even modest behavioral vested 
lifestyle change reduces cardiometabolic disease 
risk and, perhaps more importantly, improves 
quality of life well beyond their influence on 
conventional laboratory measures. In perhaps 
the most important lifestyle trial conducted 
in the last decade, after more than three years 
in the lifestyle arm of the Diabetes Prevention 
Program (DPP) participants lost just 8.8 pounds 
(202 to 195 pounds or approximately 4.5 per-
cent weight loss) yet new onset diabetes was 
reduced 58 percent compared with 31 percent 
among those taking metformin. Those over age 
60 reduced their diabetes risk by more than  
70 percent (Knowler, 2002). These outcomes 
were achieved with very modest dietary inter-
ventions and approximately 1,000 kcal of 
exercise a week. A recent 20-year follow-up 
analysis of the Da Qing Chinese Diabetes 
Prevention Study using TLC to manage diabe-
tes risk indicated that the TLC group had  
a 51 percent lower incidence of diabetes  
during the active intervention period and a  
43 percent lower incidence when controlled 
for age (Guangwi et al., 2008). These results 
were attained with very modest changes in 
blood lipids and body weight.

the “pleiotropic” effects 
of tlc: A Brief look at 
the evidence

Pleiotropy is a term used prolifically 
thoughout the clinical medicine literature to 
denote the other effects of specific medicines. 
When translated literally it means “producing 
more than one effect; having multiple phe-
notypic expressions.” Here we apply this term 
to dietary and exercise therapy to indicate the 
more subtle benefits that are directly related 
to favorable health outcomes.

Figure 1 depicts some of the core mecha-
nisms by which sufficient dietary and physi-
cal activity behavior can improve cardio-
metabolic health including but not limited to 

lipid & lipoprotein changes, (e.g., reduced 
lDl particle number)

Body composition changes (e.g., increased 
lean muscle mass, decreased fat mass)

insulinemic changes and glut 4 gene  
expression

Amp kinase activation

ppAr gamma/delta activation

Blood pressure reduction

increased arterial endothelial function

reduced platelet adhesiveness

reduced inflammatory cytokines  
(e.g., interleukin-6 c-reactive protein)

reduced oxidative stress

increased ventricular dysrhythmia threshold

psychobiologic changes (reduced response 
to stress)

postprandial lipemia reduction

Question: is it not one of our 
public health missions as health 
and fitness professionals to 
reduce risk of chronic disease—
especially cardiometabolic dis-
ease? And are there not metabol-
ic mechanisms by which lifestyle 
changes interact to do just this, 
many of which are not uniquely 
or inextricably married to body 
weight or blood lipid changes? 

anthropometric and blood lipid changes. 
One of the most cogent examples of 

laboratory evidenced–based TLC pleio-
tropy is the response to Mediterranean-diet 
therapy. The Mediterranean diet is one of 
the most studied dietary regimens to com-
bat cardiovascular disease risk and it rep-
resents a “whole” dietary pattern in that it 
emphasizes good sources of carbohydrates 
(whole grains), fats (unsaturated plant oils 
and omega-3 fatty acids), and proteins 
(nuts, legumes, fish and poultry); an abun-
dance of fruits and vegetables; and minimal 
intake of refined grains, sugar-sweetened 
beverages and red meat. Esposito (2004) 
demonstrated in several studies significant 
increases in insulin sensitivity, improved 
arterial endothelial function and decreases 
in inflammatory markers in response to two 
years of Mediterranean dietary intervention. 
Shai (2008) recently reported in a head-
to-head trial comparing low-carbohydrate, 
low-fat, and Mediterranean diets that 
Mediterranean diet therapy is advantageous 
in reducing body weight, LDL-cholesterol 
and C-reactive protein. Olive oil and red 
wine antioxidant polyphenols at nutrition-
ally relevant concentrations transcription-
ally inhibit endothelial adhesion molecule 
expression, thus partially explaining athero-
protection from these selected nutrients in 
Mediterranean and other dietary regimes 

(Annunziata-Carluccio et al., 2003). More 
recent evidence has also demonstrated simi-
lar reductions in both C-reactive protein 
and fasting glucose with soy protein–based 
dietary intervention, particularly in patients 
with type 2 diabetes (Azadbakht et al., 2008).

Dietary patterns that incorporate 
Mediterranean elements also show favorable 
effects on other cardiovascular risk factors, 
particularly blood pressure. For example, 
among 459 American adults in the Dietary 
Approaches to Stop Hypertension (DASH) 
trial, significantly lower blood pressure was 
observed after three weeks on a carbohy-
drate-rich diet that emphasized fruits, veg-
etables and low-fat dairy products; included 
whole grains, poultry, fish and nuts; and was 
reduced in fats, red meat, sweets and sugar-
containing beverages (Appel et al., 1997). 
When some of the carbohydrates in the 
DASH diet were replaced with either protein 
(about half from plant sources) or unsaturat-
ed fat (mostly monounsaturated fat), reduc-
tions in blood pressure were even greater 
(Appel et al., 2005). In 2006, we published 
a trial of 37 overweight insulin-resistant 
patients that demonstrated that 19 weeks of 
TLC, 1,200 kcal/week of aerobic exercise and 
decreased energy intake was more effective 
in improving insulin sensitivity and fasting 
glucose than 30 mg of the popular diabetes 
drug pioglitizone (Shadid et al., 2006). Such 

there are many intermediary risk-reduction mechanisms:

 figure 1. TLC pleiotropy



findings are not isolated discoveries as more 
than 180 TLC efficacy trials have been pub-
lished since 2000.

modest increases in 
physical Activity are 
Beneficial

Exercise is not generally considered pri-
mary therapy for lipid disorders, especially in 
the current era of lipid-altering drug therapy. 
This is unfortunate, because exercise of 
appropriate quality and quantity can clearly 
reduce cardiometabolic risk through nonlipid 
mechanisms. Exercise can also induce signifi-
cant favorable changes in the lipid and lipo-
protein profile, in part as a result of moderate 
reductions in adiposity. If a patient is only 
able to add nine or 10 miles a week (about  
1.2 miles per day) to their weekly activity 
they have essentially expended the same 
weekly energy expenditure as those who 
completed the DPP with impressive results. 
Kraus was among the first to show in a 
well-controlled trial comparing the effects 
of various weekly volumes and intensi-
ties of exercise on lipids and lipoproteins 
that regular exercise with minimal weight 
change has broad beneficial effects on the 
lipoprotein profile—even without changes 
in total cholesterol and Friedewald predicted 
LDL-cholesterol (Kraus et al., 2002). Kraus 
demonstrated that moderate volumes and 
intensities (walking approximately 12 miles 
per week at 40 percent to 55 percent of 
aerobic capacity) can significantly reduce 
nuclear magnetic resonance spectrometry-
measured LDL-particle concentration when 
total cholesterol and Friedewald-predicted 
LDL-cholesterol remained unchanged. Such 
patients on a return clinic visit would be 
considered unresponsive to exercise therapy 
when a conventional lipid profile was used 
to score the patient’s progress.

Most studies also show improved arterial 
endothelial function with exercise training. 
Endothelial dysfunction (inability of the 
artery to sufficiently dilate and contract) 
contributes to the initiation and progres-
sion of atherosclerotic disease, and improved 
endothelial function is thought to be one 
of the primary mechanisms responsible for 
reduced cardiovascular disease morbidity and 
mortality (Esper et al., 2006). Numerous trials 
have demonstrated improvements in arterial 
endothelial function with sufficient exercise 
training (Clarkson et al., 1999; Hambrecht 
et al., 2000; Sonne et al., 2007). Dietary ele-
ments such as omega-3 fatty acids, walnuts 

and olive oil have also been shown to sig-
nificantly improve endothelial function and 
reduce elevated triglycerides after a fat-rich 
meal (Goodfellow et al., 2000; Cortes et al., 
2006). Postprandial lipemia also negatively 
affects arterial function and blood coaguabil-
ity. When postprandial triglyceride-rich lipo-
proteins are significantly elevated, especially 
after a fat- or glycemic-rich meal, arterial 
walls are exposed to a variety of atherogenic 
lipoproteins and there is a transient reduc-
tion in endothelial function. Single 30- to 
45-minute sessions of moderate exercise, such 
as a 45-minute moderately paced walk, can 
significantly reduce postprandial triglyceride 
levels (Malkova and Gill, 2006). 

tlc’s mechanisms 
are similar to the most 
prescribed Diabetes Drugs

Both moderate and intensive exer-
cise bouts utilize metabolic mechanisms 
that are similar to several diabetes drug 
classes—the Biquanides (Metformin) 
and Thiazolidinediones (pioglitizone, 
rosiglitizone)—but without many of the 
side-effects. The value of brief acute bouts 
of physical activity, such as two- to five-
minute intentional bouts of physical activity 
at moderate intensities, activate AMP kinase, 
glucose transport mechanisms and insulin 
signaling. Each intentional walking step is 
an AMP kinase activator (AMP-activated pro-
tein kinase is an enzyme that works as a fuel 
gauge that becomes activated during physical 
activity), which works similarly to glucophage 
(metformin) and the PPARγ-activating (peroxi-
some proliferator activated receptors) diabetes 
drugs (Schimmack, DeFronzo and Musi, 
2006). Both aerobic and resistance training 
improve insulin sensitivity and glucose trans-
port mechanisms, which help to improve 
cardiometabolic health and are involved in 
deterring diabetes in prediabetic subjects. In 
a recent study of 78 Australian children, two 
sets of 11 resistance exercises performed twice 
a week for only eight weeks improved direct 
measures of insulin sensitivity and decreased 
both waist circumference and total fat mass 
(Benson, Torode and Singh, 2008). 

Butcher and coworkers (2008) at Cardiff 
University in the United Kingdom, demon-
strated how eight weeks of walking 10,000 
pedometer-measured steps per day is capable 
of inducing significant increases (approxi-
mately 30 percent) in mean serum oxidized 
LDL levels (oxyLDL) and DNA-binding activ-
ity of the lipid-sensing transcription factor 

PPARγ. OxyLDL is known to be a promoter 
of the atherosclerotic process in arterial cells. 
PPARγs are members of the nuclear recep-
tor supergene family that play a central role 
in the regulation of storage and catabolism 
of dietary fats. PPARγ is a pivotal transcrip-
tion factor in the regulation of adipocyte (fat 
cell) gene expression and differentiation. The 
significance of this is that PPARγ is the main 
target of the drug class of thiazolidinediones 
or TZDs (e.g., Actos and Avandia), which are 
among the most-prescribed medicines in treat-
ing diabetes and other diseases that feature 
insulin resistance. Finally, there is also emerg-
ing evidence that exercise training can reverse 
skeletal muscle mitochondrial abnormalities 
from lipid overload induced by high-fat diets 
and inactivity (Muoio and Koves, 2007). 

is it the Weight loss or 
the physical Activity?

In one of the most elegant clinical exer-
cise science reviews recently published, 
Richard Telford, esteemed physiologist at 
the University of Melbourne, revealed that 
the scientific literature indicates consistent 
findings of strong associations of physical 
activity (PA) with mortality and with mor-
bidity associated with type 2 diabetes (T2D), 
even after controlling for obesity and other 
potentially confounding factors (Telford, 
2007). Collectively, these findings indicate 
that low PA is not just a predictor, but a 
direct cause of metabolic dysfunction and the 
morbidity and mortality associated with T2D. 
Considering the many cellular mechanisms 
that can help explain this finding, it is not 
difficult to justify. By contrast, Telford argues, 
there is little evidence that overfatness and 
obesity (adjusting for any effect of reduced 
PA) actually cause T2D. Observational studies 
suggest that obesity, including viscerally sited 
obesity, is most appropriately categorized as 
a marker or predictive (noncausal) risk factor 
for T2D, although, in contrast to PA, several 
studies were not able to detect any significant 
correlation after controlling for PA. The find-
ings are consistent with the premise that PA 
is of direct benefit—perhaps even essential—
to preventive and curative medicine in rela-
tion to insulin resistance and T2D. Some of 
the aforementioned cellular mechanisms are 
likely to be responsible for this independent 
effect of PA. In support of Telford’s argument, 
Church’s investigation of 2,316 men with 
diabetes over a 16-year period found that 
low-fit individuals, irrespective of whether 
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they were of normal weight, overweight or 
obese, were at 2.7 times the risk of dying of 
cardiovascular disease when compared with 
highly fit, normal-weight men (Church, 
LaMonte, Barlow and Blair, 2005).

re-establishing  
our Horizons

So, for those of us who may have lost our 
“horizon,” our frame of reference with respect 
to genuinely valuing lifestyle changes in their 
own right—even small changes—what incre-
mental TLC changes should we value for both 
our clients and ourselves? What pragmatic 
forms of TLC can reduce cardiometabolic 
disease risk with or without dramatic changes 
in LDL-cholesterol or reduced body weight? 
Here are several examples that have reason-
able scientific support:
1. Give your clients credit for each and every 

step they take (e.g., as recorded with well-
engineered reliable pedometers) irrespec-
tive of laboratory measures or body-weight 
changes. Recommend walking programs 
that feature the systematic use of clinical 
pedometry. Have patients record weekly 
step-count (some pedometer models, such 
as the Accusplit 120XLM, have seven- to 
30-day memories and step-filters). During 
a client’s follow-up, chart and give credit 
for each and every recordable walking step 
much as you would for charting their phys-
ical-activity workouts. There is good reason 
to believe that each intentional walking 
step is a metabolic activator working very 

similar to many of the antidiabetic agents. 
    For example, recommend adding at least 
1,000 kcal of exercise per week to a client’s 
existing weekly activity pattern. This would 
be the equivalent of adding approximately 
10 miles of walking a week or approximate-
ly 20,000 stepcounts on a reliable pedome-
ter. Ideally, graduating to at least 1,500 kcal 
per week over time would be near optimal 
(approximately 15 miles per week) depend-
ing on goals.*

2. When asking clients to change their diets, 
first assess their intake of major food groups 
with one of the many simple food-frequen-
cy assessment tools now available (e.g., 
National Cholesterol Education Program’s 
ATP III Guidelines’ two-page MEDFITS form) 
and then recommend making changes in 
one food group at a time, or even one food 
within a food group, rather than wholesale 
dietary changes. The Mediterranean and 
DASH dietary elements are perhaps the most 
useful here. Individual and incremental 
changes in nut, soy, legume, fruit and fish 
consumption can be translated to some 
level of risk reduction.

3. For those of you who also work with or as 
clinicians (clinical dietitians, clinical exercise 
physiologists, nurses), exercise prescriptions 
should be written as combination therapy. 
Clinicians need to quantify and prescribe 
physical activity (in terms of kcal/day or week 
or stepcount/week) as combination therapy 
with drug therapy when applicable (see Figure 
2). For example, 1,500 kcal of weekly exercise 
(approximately 15 miles per week of walking) 
when added to omega-3 fatty acid therapy 
would further reduce triglycerides and other 
triglyceride-rich lipoproteins. These exercise 
combinations should reduce the need for 
higher drug dosages and their related costs.

4. Begin to objectively score and chart TLC 
behaviors in the same way you would 
objectively chart client progress over time. 
Each TLC measure in the right column of 
Figure 3 can be serially scored on a numeri-

figure 2. exercise as Combination Therapy

figure 3. Labs vs. Behaviors

1000–2000 kcal of  
added physical activity

(20–40K steps per week)

Labs versus Behaviors

clinical/Anthropometric
outcomes

tlc Behavioral
outcomes

Energy expenditure (kcal/day)

Daily/weekly step counts

Physical activity encounters/week

Total caloric intake/day

Fast food encounters/week

Fruits and vegetable servings/week

Minutes of moderate exercise/week

Mediterranean diet score (0–9)

LDL-cholesterol

HDL-cholesterol

TG

Non HDL-cholesterol

Fasting glucose

Waist circumference

BMI

Apo B



cal (e.g., 0–10) or Likert scale and trans-
lated into some meaningful level of cardio-
metabolic risk reduction, with or without 
changes in clinical measures such as lipids 
or waist circumference.

5. Systematize household domestic chores into 
a circuit of short utilitarian activities such 
that the client expends 200 to 350 kcal dur-
ing one household chore–circuit session. This 
would provide a sense of accomplishing both 
household/yard tasks as well as generating 
increased daily energy expenditure. Figure 4 
depicts a household circuit form featuring 
six- to 10-minute work stations.*   

*  Interested readers may email the author for example pro-
tocol documents for: (1) systematic clinical pedometry 
instructions for those at high cardiometabolic risk and  
(2) household circuit activity protocol instructions: 
rlaforge@nc.rr.com.

Ralph La Forge, M.S., a physiologist 
and board-certified clinical lipid 
specialist, is currently the managing 
director of the Cholesterol Disorder 
Physician Education Program at 
Duke University Medical Center, 
Endocrine Division in Durham, N.C. 
Formerly, he was managing director 
of preventive medicine and cardiac 
rehabilitation at Sharp Health Care 
in San Diego, where he also taught 
applied exercise physiology at the 
University of California at San 
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figure 4. household Circuit activity Rx Form

Diego. He has helped more than 300 
medical staff groups throughout 
North America organize and operate 
lipid disorder clinics and diabetes 
and heart disease prevention pro-
grams, and has published more than 
300 professional and consumer pub-
lications on exercise science and pre-
ventive endocrinology/cardiology.
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• each work station, rectangles, should be 
6–10 minutes  (start with simple tasks and 
insert more difficult tasks in the middle of 
the circuit)

• 2–minute rest/water break between stations

• Always start and end each circuit session 
with a short walk and relaxation exercise as 
prescribed

•  Do not continue  exercise or go to the next 
station if you experience chest discomfort, 
palpitations, dizziness or unusual fatigue

name:

Date:

rx:
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Today, yoga is widely available in 
a variety of forms. Those who wish to 
incorporate it as part of their weekly 
fitness routine are able to walk into free 
classes in nearly any health club. And 
yet those who choose to take yoga at 
a deeper level are still able to pay for 
a class at a yoga studio or health club 
and receive more one-on-one attention 
than is possible in a large class format. 

Pilates, I believe, is heading down a 
similar path. 

the cost to  
teach pilates

If you are currently trained to teach 
Pilates, you are undoubtedly aware of 
why it is often necessary to offer Pilates 
as a premium service. Becoming certi-
fied in a mat-based Pilates program 
through one of the large organizations 
requires significant hours of course-
work and extensive practice teaching 
at a cost of several thousand dol-
lars. These intense courses teach the 
intricate details of the human spine 
and the core, and how the respective 
muscles function and interact. Once 
that is mastered you can move on to 
training with equipment, including 
the reformer, Cadillac, chair and bar-
rels, working with individuals recover-
ing from various types of injuries and 
other special populations, and creating 
sports-specific training programs. The 
time and money spent on education is 
not insignificant, but could be consid-
ered money well spent depending on 
what you do with your knowledge.

In-depth Pilates education requires 
an investment of both time and 
money. There is value, however, in 
less-expensive, shorter-duration train-
ing courses and workshops. If you want 
to learn the fundamentals of Pilates to 
better instruct the abdominal portion 
of your group fitness class or to teach 
a Fitness Pilates mat class on the group 
fitness schedule, many workshops 
or trainings offer great bang for the 
buck. For example, the SCW Mat Work 
Fundamental course offered for $99 at 
select SCW Fitness Manias is a 10-hour 
training that focuses on the most essen-

Continued on page 10

in the last year I have gone through 
three coffee pots. They all seemed like 
such a good deal at the time. They 

had lots of features, matched my kitchen 
décor and, of course, they made coffee! 
But one by one they fell apart, doing 
everything from flooding my kitchen 
countertops to leaving an inch of cof-
fee grounds in the bottom of the pot. 
Apparently one should spend more than 
$29.99 on a coffee maker. My enthusi-
asm for a good deal made me forget that 
we generally get what we pay for. 

But is that always the case? During 
the last several years, Pilates has tran-
sitioned from an activity that no one 
could pronounce to the go-to workout 
for developing a strong core. At the 
same time, we’ve also watched Pilates 
move from an elite area of fitness—
almost too expensive for the average 
person to afford—to being offered as a 

free class in many fitness facilities.
But is this a good idea? Does offer-

ing free Pilates classes jeopardize the 
integrity of the program? And what, if 
anything, do we lose when we go from 
charging top dollar per hour to giving it 
away for free? 

following Yoga’s path
Many years before the emergence of 

Pilates in the fitness arena, yoga went 
through similar transition pains. Once 
a specialized practice primarily offered 
in yoga studio, yoga began to creep its 
way into health clubs. The more it was 
offered, the more it was utilized. The 
more it was utilized, the more people 
were able to benefit from all yoga had 
to offer. Many who would never dream 
of entering a yoga studio were exposed 
to a whole new area of fitness they 
never knew they needed.

group fitness instructor series

pilates for the masses
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tial Pilates exercises and presents them in a 
modified form that is generally safe for the 
presumably healthy adult. 

“It’s minimal training—not no training,” 
says June Kahn, SCW instructor and owner 
of June Kahn’s Bodyworks based in Boulder, 
Colo. Kahn, who is best known for bridging 
the gap between classical Pilates and the fit-
ness industry, contends, “The 10-hour session 
can give an experienced group fitness instruc-
tor enough background to safely incorporate 
the most basic and beneficial exercises into 
the mainstream group-exercise program.”

Conversely, your compensation for teach-
ing Pilates classes may be tied to your level of 
education. If you have basic Pilates training, 
your club is more likely to offer free mat-based 
classes as part of its regular class schedule and 
compensate you as it would if you taught any 
group fitness class. For instructors who go 
through the major certifications, however, the 
pay structure for specialized programs may be 
based on your level of expertise and/or com-
missions. Ideally, your income will offset the 
investment you have made in your additional 
education and training. 

I first encountered Pilates when I expe-
rienced my own limitations as an instruc-
tor and trainer. I had a major hamstring 
injury that was severely limiting my range 
of motion and decided something needed to 
change. That’s when I decided to alter the 
course of my continuing education by pursu-
ing comprehensive mat-based training with 
STOTT Pilates. I completed the course over 
a period of six months and found the depth 
and detail of the program to be simultane-

ously overwhelming, exciting and intense. It 
was the ideal next step to further my group 
fitness and personal-training education. Not 
only did I benefit from this new type of exer-
cise, but I was able to pass it on to my clients 
and classes and see them experience core 
strength in a whole new way. 

free programming: 
Where is the Value?

So what about the larger classes offered for 
the general masses? Is there something to be 
gained from just a sampling of what Pilates 
has to offer? 

“Absolutely,” says Kahn. “Pilates has prov-
en over the years that this is a program that 

everybody should be doing. The principles of 
Pilates improve posture and alignment, and 
help prevent injury on a daily basis. Basic mat 
work fundamentals are thought to be safe and 
effective for most of the population.”

In addition, health clubs are focused on 
profit centers and more club owners are 
recognizing that group fitness is, in fact, 
a profit center. Free mat classes can be an 
enticing feature for attracting new members. 
“Members expect to get a variety of classes 
with their membership dues, including the 
fundamental mind-body formats,” says Kahn. 

Natasha Fisher is an ACE-certified Group 
Fitness Instructor and STOTT-certified Pilates 
Instructor. “I’ve been teaching specialized 
Pilates classes for years,” she says, “but I do 
believe in the free fundamental mat classes. 
The most obvious selling points for any 
Pilates program is the improvement in mobil-
ity and posture and these are truly things 
that clients will feel after only a couple of 
mat sessions. The free classes often prompt 
people to seek out the more specialized class-
es because they are hungry for more.”

can paid and free 
programs live Happily 
under one roof?

While specialized studios with highly 
trained professionals continue to offer fee-
based Pilates programs only, many of the 
larger health clubs are beginning to offer 
both. “I do think the paid and free mat 
classes can exist together,” asserts Fischer. 
“The content, however, should be very dif-
ferent. Free classes should feature essential 
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exercises and principle work, which can be 
taught by an instructor with basic Pilates 
training. Paid classes should be limited in 
size so more intermediate and advanced 
work can be taught in detail and with more 
emphasis on the small technical aspects of 
each exercise. These should be led by a well-
trained and certified Pilates instructor.”

What Health-club 
members Want

In fact, many health clubs are realizing they 
need to offer both types of programs to maxi-
mize revenue. Members expect the basics to be 
included as a part of their membership, but also 
want the option of pursuing specialized mat- 
and equipment-based programming as well. 

“I was attracted to the Pilates program 
because of my back issues, which were reoc-
curring, and I wanted to improve my core 
strength,” says Deb Dalbec, who has been 
practicing Pilates for more than five years. “I 
prefer the paid program for a few reasons. The 
instructors seem more committed to the tech-
nique and the smaller classes give you a little 
more one-on-one attention. Plus, if I pay, I’m 
more likely to stay committed and consistent 
since I’ve made a financial investment.” 

On the other hand, many people who 
can’t or won’t pay for these classes can ben-
efit from the availability of a free Pilates class. 
“I love the free Fitness Pilates classes,” says 
Beth Greeniger, a Life Time Fitness member 
and group fitness enthusiast. “I am a runner 
and I appreciate the basic exercises and the 

chance to work my core while stretching my 
hips and hamstrings. I guess I would never 
have pursued the paid programs, but when 
I saw I could try a beginner level for free, I 
was psyched. I may be enticed to try a harder 
level at some point, but I really enjoy and 
benefit from the free class…and I say ‘free’ 
meaning one of the reasons I pay my dues.” 

One thing is certain—Pilates is continuing 
to grow in popularity. And as people learn 
more about this unique and specialized area 

of training, it is our responsibility as fitness 
professionals to uphold the standards of 
safety. For example, we need to be sure that 
our free mat classes don’t include advanced 
Pilates techniques such as inversions or other 
advanced exercises that can be inappropriate 
for the masses. That level of Pilates should 
only be taught by a highly trained profession-
al who understands the complicated move-
ments and can make the neccessary modifica-
tions to safely meet their participants’ needs. 

“We haven’t even hit the tip of the iceberg 
yet,” argues Kahn. “The general public is slow-
ly learning about the benefits of Pilates and 
realizing that it makes everything you do bet-
ter.” A strong statement to be sure, but one I 
wouldn’t argue with. Pilates may well be the 
next key to stronger living today and standing 
taller with every passing year.  

Chris Freytag is the author of Move 
to Lose and is the fitness expert 
and a contribut-
ing editor for 
Prevention maga-
zine. She is ACE 
certified and a 
member of the ACE 
Board of Directors, 
a master trainer 
for SPRI Products 
and the creator of numerous fit-
ness DVDs including Prevention 
Fitness Systems.





it’s a Bone problem

With growing media attention 
and the myriad of new bone-
building drugs being promoted 

by Hollywood stars, it’s no wonder that 
both men and women are asking more 
questions about osteoporosis—and 
how to prevent it—than ever before. 
Osteoporosis is, in fact, the most com-
mon disease of the skeleton. It is charac-
terized by low bone mass and deteriora-
tion of the microstructure of the bone, 
making it weak and prone to fracture 
(Figure 1). More than half of all women 
and one-fifth of all men over the age 
of 50 will suffer an osteoporotic frac-
ture some time in their life, and many 
won’t even know they have osteoporosis 
because it usually has no symptoms 
(United States. Public Health Service. 
Office of the Surgeon General, 2004). 
Surprisingly, a woman’s risk for a hip 
fracture (one in six) now far surpasses 
her chance of developing breast cancer 
(one in nine) (van Staa et al., 2001). 
Fractures are most common in the hip, 
spine and wrist; however, osteoporosis 
is really a systemic disease, and anyone 
with low bone mass is more prone to all 
types of fractures. 

Osteopenia (low, but not very-low, 
bone mass) can be viewed in much the 

same way as pre-hypertension, impaired 
fasting glucose and borderline high 
cholesterol in defining an intermediate-
risk group with somewhat uncertain 
boundaries. Although fracture risk is still 
greater in those with osteoporosis rather 
than osteopenia, the much larger num-
ber of persons with osteopenia means 
that this group represents a substantial 

portion of the population at risk for frac-
ture (Khosla and Melton, 2007).

timing is everything
Bone mineral is accumulated most 

rapidly during early childhood and ado-
lescence and then diminishes starting in 
a person’s thirties, causing a net loss of 
about 5 percent to 10 percent of bone 
mineral per decade (Snow-Harter and 
Marcus, 1991). Bone loss in women is 
especially rapid during the first five years 
after menopause, and may cause a loss 
of 3 percent to 5 percent of overall bone 
mass per year during this period. These 
age-related bone losses are not as pro-
nounced in men, because men achieve 
higher peak bone mass, have larger bones 
that provide a biomechanical resistance 
to fracture, and do not experience the 
same rapid post-menopausal bone losses 
as women do. For individuals whose bone 
deteriorates to the point of osteoporosis, 
it is often not possible to build back sig-
nificant amounts of bone mineral. 

reduce falls and You 
reduce fractures

Strategies to reduce fracture risk 
should emphasize lifestyle modification: 
optimal calcium and vitamin D intake, 
smoking cessation, moderate alcohol 
and caffeine intake, and exercises that 
load bones. Since most fractures occur 
as a result of a fall (especially to the 
side), emphasis should also be placed 
on reducing fall risk, including improv-
ing home safety by reducing tripping 
hazards (especially small pets and loose 
area rugs); maintaining eyesight through 
regular vision check-ups and updates 
for prescription lenses; and improving 
muscle strength, power and balance. 

Properly planned weightbearing exer-
cises provide a direct stimulus to bone 
that improves its strength and structure. 
While a well-planned exercise program is 
essential to any approach that effectively 
addresses this disease, the composition of 
the bone-loading program depends on the 
age and bone status of the client. The fol-
lowing sections outline specific approaches 
for helping clients of all ages keep bones 
healthy and strong. 

go Ahead and Jump! 
prevent osteoporosis With plyometric Training
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advanced health & fitness specialist series

Ace’s neWest certificAtion—the aCe advanced health & 
Fitness Specialist—is launching this year along with an accompanying 
manual featuring 23 chapters written by some of the most respected 
members of the exercise science and healthcare communities. The ACE 
Advanced Health & Fitness Specialist Manual offers specific information 
and strategies necessary to provide safe and effective programming for 
clients recovering from, or dealing with, cardiovascular, pulmonary, meta-
bolic or musculoskeletal issues.

Throughout the year we will introduce you to the concepts  
and topics covered in the ACE Advanced Health & Fitness Specialist 

Manual through a series of articles written by several of our contributing authors. For more informa-
tion about the aCe advanced health & Fitness Specialist Certification exam, visit www.acefitness.org 
or contact an aCe professional Services Representative at 800-825-3636, ext. 781.

Ace Advanced Health & fitness specialist

figure 1.
Normal vs. osteoporotic trabecular bone 
Source: www.gehealthcare.com

Continued on page 14
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for Kids, make An impact 
And Keep it fun!
• Choose weight-bearing, high-impact activi-

ties such as basketball, soccer, volleyball 
and gymnastics over nonweightbearing 
activities such as swimming and cycling. 
(Although these are activities that specifi-
cally target bone, a well-rounded program 
should also include activities to promote 
cardiovascular health).

• Emphasize activities and movements that 
develop muscular strength and power such 
as running, hopping, skipping and jumping. 
These are easily incorporated into games 
and regular physical education classes.

• Growth and bone development requires 
healthful foods. Girls especially should 
be educated about the importance of a 
healthy diet and the dangers of menstrual 
dysfunction.

• Avoid substituting soft drinks for milk. 
Calcium intake during growth is essential 
for healthy bones. Most girls do not get 
enough calcium in their diets by the time 
they hit middle school.
The FITT principle for children and young 

adults:
• Frequency: several bouts of bone-loading 

exercise is better than one long bout.
• Intensity: high-intensity, high-impact 

activities promote better bone develop-
ment than endurance-type activities.

• Time: the number of impacts can be small 
(e.g., 50 to 100) so the duration can be 
short (five to 10 minutes depending on  
the types of activities chosen).

• Type: a variety of loading patterns applied 
in unusual ways is more beneficial than 
activities that mimic everyday activities. 
Static loads (e.g., isometrics) do not pro-
mote bone accumulation.

for premenopausal Women 
And middle-aged men, safely 
push the limit
• For an aerobic challenge with bone ben-

efits, choose weightbearing activities such 
as running, group fitness classes (aerobic or 
muscle-challenge classes), basketball, soc-
cer, volleyball and martial arts over non-
weightbearing activities such as swimming, 
cycling and rowing. 

• Emphasize muscular strength and power 
activities such as running, hopping, skip-
ping and jumping. 

• Remember the principles of specificity and 
overload. The bone response is greatest at 

the site of maximum stress, and the train-
ing load must be greater than that encoun-
tered on an everyday basis.

• Simple jumping seems to stimulate bone 
well, and is a safe and appropriate activity 
for people without osteoporosis (Bassey 
and Ramsdale, 1994; Bassey et al., 1998; 
Heikkinen et al., 2007; Winters and Snow, 
2000). Studies of premenopausal women 
performing 50 daily jumps (two-footed, 
using arms for propulsion, bare/stocking 
feet, bent-knee landing) have shown posi-
tive gains in bone mass at the hip, and is 
a very simple method for incorporating 
high-impact activity into an existing exer-
cise program (Bassey and Ramsdale, 1994). 

• Perform plyometric exercises (see page 15).
• High-intensity strength-training exercises 

(8-RM intensities) should also be included 
in a well-rounded exercise program, as 
these have been shown to benefit bone 
and reduce fall risk.

• Perform strength-training exercises in a 
standing (weightbearing) position, using 
free weights and/or a weighted vest when 
possible. This will challenge the vestibu-
lar system, involve stabilizing muscles, 
improve balance, and translate to activities 
of daily living much better than seated 
activities. Weighted vest loads of 7 percent 
to 15 percent of the client’s body weight 
are an effective means of loading the 
skeleton during exercises performed while 
standing (e.g., lunges, squats, stair steps, 
calf raises).

for non-osteoporotic 
postmenopausal Women 
And older men, it’s All About 
strength And stability

Because falls cause more than 90 percent of 
hip and 50 percent of spine fractures, fall pre-
vention should be central to an exercise pro-
gram for older adults in general. Muscle weak-
ness, postural instability and poor functional 
mobility are important risk factors for falls. 
• Any program should be individualized 

based on physician’s recommendations, 
current health/fitness status, joint con-
cerns, medication use and ability level. 
Having the results from a bone-density 
test are valuable to help determine risk for 
osteoporosis and fracture.

• Low-intensity activities, such as walking, 
impart very-low bone loads and are not 
recommended as an effective strategy for 
the prevention of osteoporosis in post-
menopausal women. If walking is per-

formed as a primary exercise modality, it 
should be accompanied by high-intensity 
strength training (using 8-RM as a guide).

• Older adults can perform high-intensity 
(8-RM) strength-training exercises, as these 
have been shown to benefit bone and 
reduce fracture risk.

• Perform strength-training exercises in a 
standing (weightbearing) position, using 
free weights and/or a weighted vest when 
possible. These will provide a balance chal-
lenge and translate to activities of daily 
living much better than seated activities. 
Heavy loads (greater than 10 percent of 
body weight) in a weighted vest should be 
avoided if spine bone mineral density sta-
tus is unknown.

• Focus on lower-body muscles groups, but 
do not neglect the upper body as these 
muscles are important for daily living and 
maintaining functional independence.

• High-impact jumping (more than 2.5 times 
body weight) should probably be avoided 
in these individuals, especially if bone sta-
tus is unknown.

for people With osteoporosis, 
stay strong and Keep moving 

To date, there have been very few interven-
tion studies of older adults with osteopenia or 
osteoporosis, so specific recommendations are 
difficult for this group. Clients diagnosed with 
osteoporosis, with or without a history of ver-
tebral fractures, should not jump or perform 
deep forward trunk flexion exercises such 
as rowing, toe touches and full sit-ups (Beck 
and Snow, 2003). In this group of individu-
als, a regular walking program combined with 
resistance training that targets better balance 
and upper- and lower-body muscle strength 
may help to safely improve muscle strength, 
balance and coordination, thereby reducing 
fall risk. Body-weight resistance exercises may 
also be useful for osteoporotic clients. Exercise 
sessions should begin with an eight- to 
15-minute warm-up of gentle stretching and 
range-of-motion exercises, followed by five to 
10 minutes of aerobic activity at 60 percent 
to 75 percent maximum predicted heart rate. 
Additional information for training clients 
with osteoporosis can be found in Khan et 
al., 2001. If clients are limited by severe pain, 
exercise options may be limited. It may be 
advantageous to begin exercise with a warm 
pool-based program, which, while nonweight-
bearing, can improve flexibility and muscle 
strength in deconditioned clients. 

Continued on page 24



plyometric exercises provide a fantastic 
way to incorporate a variety of different 
movements, including those performed 
in the frontal plane (very important in 
preventing falls to the side). These are 
specialized jumping exercises that use 
forceful muscular take-offs specifically 
designed to increase muscular strength 
and power. plyometrics range in difficulty 
and intensity level from simple station-
ary jumping to traveling drills, such as 
hopping and bounding, to high-intensity 
box jumps (Chu, 1998; Radcliffe and 
Farentinos, 1999). a benefit of plyometrics 
is that they require little equipment and 

only small blocks of time, and are safe 
for adolescents and healthy adults to 
perform. Care should be taken to make 
sure clients have adequate leg strength 
to land properly before incorporating 
higher-intensity activities. Consider the 
following guidelines:
• a proper progression of plyometric exer-

cises is important to ensure adequate 
muscular strength to maintain proper body 
mechanics during execution and landing. 
a plyometric program should begin with 
one to two sets of 10 repetitions of five 
to seven different exercises and progress 
slowly to the more strenuous activities, 

adding sets and repetitions as tolerated. 
all exercises should be performed on a 
medium-hard surface such as grass (pre-
ferred), aerobic floor or carpet. 

• Sample plyometric activities are presented 
here, but more comprehensive programs 
are available (Chu, 1998; Radcliffe and 
Farentinos, 1999). 

• perform all of the following exercises in 
succession, minimizing time spent on the 
floor. This maximizes muscle preload and 
ensures optimal gains in power.

• Plyometrics should not be performed by 
osteoporotic individuals or older adults 
with joint concerns. 

plyometric Basics

Double-leg 
butt kickssplit jump

cone or 
hurdle hops
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squat jump. Jump as high as possible, 
using the arms for propulsion, then land 
in a squat position. 

stride jump. Starting from a front lunge 
position, drive the hips upward and land 
with the opposite leg forward in a lunge 
position. 

split jump. Starting from a standing 
straddle position, jump up, quickly bring 
the legs together and land in the same 
standing straddle position. 

Alternating leg bounds. These are 
standard bounds, where the knee on the 
lead leg drives up and forward, lands, 
and then the opposite knee drives up 
and forward. emphasize maximum 
height and distance, and use the bent 
arms in a backward circular motion for 
added propulsion. This exercise also 

can be performed as a same-leg bound, 
where the lead leg cycles around and is 
the only leg to touch the ground. 

Double-leg butt kicks. From a standing 
position, jump with both legs, kick the 
buttocks and land on both feet, empha-
sizing maximum height. 

Hop progressions. perform basic, 
small, double-leg hops as quickly as 
possible. 

Hurdle hops. perform large, high, two-
footed hops over barriers such as cones 
or low hurdles. Minimize time spent on 
the ground.

stair exercises. a variety of exer-
cises can be performed on a flight of 
stairs, ranging from standard running 
or bounding (skipping several stairs at 

a time) to a sideways approach. Stand 
sideways on two successive steps with 
the trailing leg straight and push the lead 
leg up to the next step. Move the trail-
ing leg up to the next step, push off and 
so on. This exercise represents a sort 
of seesaw motion and strengthens hip 
abductors and adductors. 

Box jump progression. Using several 
4- to 8-inch steps (aerobic benches 
work well), spaced 2 to 3 feet apart, 
jump onto and off the succession of 
steps, spending as little time on the floor 
as possible. pauses, if any, should be 
made on top of the bench rather than on 
the floor.

Box jump 
progression
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As a trainer, one of the first things 
you learn is the importance of 
assessing your clients’ progress 

and some basic methods for doing so. 
Usually these methods include body 
weight, BMI, body circumferences and 
body-fat percentage. But are these the 
only—or best—ways to gauge a client’s 
progress?

“A lot of our clients’ success is based 
upon tangible measurements of progress, 
such as weight, body fat and body cir-
cumferences,” says Charles Lacasse, an 
ACE-certified Personal Trainer in Novi, 
Mich. “While having these numbers can 
be proof positive of a successful client, 
other less-tangible measures can [also] 
exemplify a client’s progress.”

While many books teach the science 
of personal training, the more experi-
enced you become, the more you real-
ize that there’s also an art to the trade. 
These less-tangible measures that Lacasse 
is referring to require you, the trainer, 
to think outside the textbook and allow 
your creativity as a trainer to shine. 

In the eight-and-a-half years she’s 
been an ACE-certified Personal Trainer, 
Anne Marie Bennick of New York City 
says she’s seen the usual methods of 
progress measurement, such as weigh-
ing oneself, body-fat testing and tape 
measurement, fail to give the majority 
of exercise participants the rewards they 
are looking for. “People often have overly 
high expectations about how many inch-

es or pounds they may lose as a result of 
a new program of vigorous effort,” she 
explains. “When these high expectations 
are not met, the exercise participant’s 
motivation quickly declines into frustra-
tion—and ultimately, resignation.”

This echoes a very unscientific sur-
vey I did a few years ago. After discuss-
ing methods of assessment with a few 
colleagues and hearing them say they 
would never take a client who refused to 
have her body-fat tested, it got me think-
ing: How do women really feel about 
body fat testing? So I asked. 

The vast majority I asked said they 
detested it. The most common response 
was: “I don’t need to have my fat 
pinched to tell me I’m fat.” This then 
got me thinking just how un-personal-
ized personal training had become in 
certain aspects—that we were using the 
same assessment methods on all our 
clients, without thinking that perhaps 
they’re doing just the opposite of what 
we’re intending them to do. When 
asked how body-fat testing made them 
feel, responses included “demeaning” 
and “demotivating.” 

It’s not that the typical methods of 
assessment don’t have their place. But the 
question is, have we assumed that they’re 
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Creative Ways of Gauging Clients’ Progress

good for everyone? We spoke with sev-
eral trainers who use many different 
methods of assessing and evaluating their 
clients and they shared some of their best 
tips. For example, when trying to deter-
mine which method(s) to use with a cli-
ent, involve them in the process. Provide 
a list of methods for them to choose 
from and ask them which ones they feel 
would be most beneficial for them. Let 
them know that nothing is written in 
stone and that assessment options can be 
interchanged with others if a particular 
method isn’t working for them. 

interviews
“A great way to gauge progress is to 

do an interview with your client’s loved-
ones,” says Lauren Lorenzo, an ACE-
certified Personal Trainer and owner of 
Operation Boot Camp North America 
in Atlanta, Ga. “Ask them to answer 
questions honestly about the person’s 
energy, mood, confidence, productivity, 
happiness, etc. 

“It is amazing to hear the percep-
tions that people in our lives have about 
us that we may be blind to. We don’t 
always see changes in ourselves, but 
other people notice them right away. 
This is also a great way to get the per-
son’s loved ones to support them.”
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Conduct the interview(s) prior to a new 
client beginning his or her program and again 
every few weeks. Lorenzo suggests the follow-
ing questions:

• What is ___________’s mood on Mondays?
• Does ____________ jump out of bed in the 

morning or hit the snooze 10 times?
• Is _________ always looking for caffeine or 

are they usually on the go?
• Would _________ rather sleep on a rainy 

afternoon or go rock climbing?
• Does _________ complain of being tired all 

the time?
• Does _________ handle stress well?
• Does _________ get upset easily?

clothing
“One way I gauge a client’s progress 

is through their clothes,” explains Linda 
Jassmond, a personal trainer in West Grove, 
Pa. “As they lose weight, they need to buy 
smaller sizes. When they’ve reached their 
goal, I use their jeans as an accountability 
tool. If the jeans fit, right out of the wash, 
the client is on track. If the jeans are getting 
snug, the client needs to re-evaluate what 
they’re doing.”

Beth Shaw, founder of YogaFit® Training 
Systems Worldwide in Torrance, Calif., says 
she has a “try on” day every two weeks. 
“Clients bring the same pair of pants, skirt or 
dress and see how it fits over time.”

Related to how clients’ clothing is fitting, 
Jassmond also uses what she calls another 
less-obvious monitoring technique. “When 
I see a client tuck their shirt in for the first 
time, this is when I know they’re starting 
to feel more confident with their new body. 
When they tell me, ‘I tucked!’ I know we are 
making progress.”

Then there’s always shopping. Once her 
clients have begun to make progress and see 
results, Vanessa Cadoux, an ACE-certified 
Personal Trainer in Boston, Mass., offers to 
take them shopping. “I suggest we go shop-
ping for something they wanted to wear 
before [getting more fit] but weren’t comfort-
able wearing,” she says. 

Just the fact that they’re willing to go 
ranks positively on the assessment scale. 
“One female client stopped wearing jeans 
after having her first baby, so six months into 
training we got her some nice designer jeans. 
Another client loves my exercise outfits, so 
we went to the store and got her a few pieces 
of workout clothes. This makes her feel like 

going to the gym, since they fit so well after 
losing inches around her waist. Even some of 
my older male clients do some shopping—for 
younger-looking clothes after losing weight 
and feeling confident again. It works!”

photos
“Take a photo of a client in the same 

clothes and in the same position once a 
month,” suggests Anne Marie Imbornone 
Bennick, an ACE-certified Personal Trainer and 
co-owner of The Live Well Company in New 
York City. “These photos can help the clients 
to visually assess their accomplishments over 
time. Keep a photo album of these accomplish-
ments to motivate people who are just begin-
ning to work toward a goal.”

Jassmond agrees. “I sit down with my cli-
ents each month and compare the photos. The 
progress they can’t see looking in the mirror 
each day is much more apparent in the pho-
tos, especially when we compare them back to 
the first set of photos.”

getting comfortable With 
Qualitative Assessments

While it can be scary for a trainer who 
relies on hard, fast numbers to determine his 
or her clients’ progress to start incorporating 
these other methods, it’s important to keep 
in mind that people are designed with many 
dimensions—and these dimensions are all 
interrelated and connected. 

“A client’s progress is not just determined 
by measurements,” says Lisa Ryan, a personal 

trainer for Fitness Together in Novi, Mich., “it’s 
in their mindsets, as well.” 

As an example, Ryan says that when you 
give a client a task that initially seems impos-
sible to them, like doing the highest level of 
a piece of cardio equipment, and they realize 
they can do it, “their reality changes and they 
have increased confidence that they can do it, 
because they just did.” 

Imbornone Bennick does something simi-
lar. “Take note when a client expresses their 
inability to do something on a first or second 
session. Write down the ‘un-doable’ task and 
date it. Later, when they can easily do it, call it 
to their attention. Note the date again to give 
the client tangible evidence of their gain.”

This new sense of self-efficacy is empower-
ing. “Clients that are new to exercise may expe-
rience low levels of self-efficacy when it comes 
to exercise,” says Lacasse. “Progress can be seen 
in their overall confidence levels with perform-
ing many different types of exercise.

“Improvements in self-efficacy can also 
come from the general overall feeling that the 
client is improving their health. Being able to 
sleep better, breathe easier and have lower lev-
els of stress are all great measures of progress 
that will improve the self-efficacy of the client. 
Like improvements in functionality, greater 
self-efficacy can help a client show that they 
are progressing to a greater level of fitness.” 

Of course, self-efficacy goes along with 
self-image. Imbornone Bennick suggests ask-
ing clients to pick one word that describes 
how they feel about themselves on a first 
workout. “Write it down and repeat every 10 
workouts or so. This exercise gives the client 
insight on changes in their self-image as a 
result of their hard work—in addition to all 
their physical changes.” 

For Gary McCoy, M.A., a certified personal 
trainer and fitness consultant, it boils down to 
asking your client one question: How are you 
feeling? “This gives them the room to define 
their needs—where we are deficient—and also 
allows them to subjectively assess their position. 
I do this one-on-one with my clients at least 
weekly. Ultimately their honest response tells 
me how well we are doing as a ‘mechanic and 
his engine.’ If we get stuck on the linear mea-
surements, we fail to see the underlying impor-
tance—often of the person that navigates the 
individual engine.”  

Carrie Myers is a certified personal 
trainer and big believer in creative 
ways of assessment. 
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2008 ACE-approved Conference/Convention Dates
ACE reviews and approves courses, workshops and conventions at which you can earn CECs. Call 800-825-3636, Ext. 781, or access the  

ACE Continuing Education Center online at www.acefitness.org for a schedule of courses and workshops available near you.

As we move into 2009, there 
are two important changes that 
may affect you.

These changes are in response to 
new requirements for fitness facilities in 
many states as well as ongoing efforts of 
the fitness industry to improve the quality 
and status of the fitness profession. 

Effective January 1, 2009, all new and 
renewing ACE-certified professionals in 
the United States and Canada must hold 
a current CPR/AED card to sit for or renew 
an ACE certification. We believe the addi-
tion of the AED requirement will help you 
stay at the top of our rapidly evolving field, 
particularly as more states join the 12 with 
existing legislation mandating AED devices 
for fitness facilities and training for staff. 
This change will allow ACE professionals 
to proactively meet this emerging require-
ment and provide life-saving assistance in 
the event of a cardiac emergency. If CPR 
and defibrillation are not applied within 
10 minutes of sudden cardiac arrest, the 
chance of survival is greatly diminished. 
For each minute that defibrillation is 
delayed, the victim’s chance of survival is 
reduced by 7 percent to 10 percent. You 
can literally save a life!

Also effective January 1, 2009, ACE 
will no longer approve CEC courses 
from organizations that offer certification 
programs that are not NCCA-accredited. 
There seems to be a significant amount 
of confusion surrounding the difference 
between continuing education and certi-
fication. An NCCA-accredited certification 
represents an unbiased measure of an 
individual’s knowledge and competence 
in a given area. Continuing education 
provides the professional with an oppor-
tunity to increase his or her knowledge 
and skills. We strongly believe that 
establishing a legitimate standard for 
credentialing, while upholding separate 
rigorous requirements for continuing 
education, is essential to providing the 
highest level of service to consumers and 
enhancing the image of our industry’s 
professionals. This will only affect cours-
es completed after December 31, 2008. 

If you have any questions or require 
assistance ensuring that your continu-
ing education courseware is approved, 
please call the ACE Professional 
Services Department at 800-825-
3636, Ext. 781, or email us at  
conted@acefitness.org.  

IMPORTANT�ANNOUNCEMENT:��
Upcoming�Changes�to�CPR/AED�
and�CEC�Provider�Requirements

ACE�Certification�Can�
Save�You�Money!

A s a valued ACE-certified Professional, we would 
like to remind you of the benefits you are entitled 
to receive from our Professional Discount Program. 

ACE has teamed with several well-known businesses and 
organizations to save you money on the highest quality 
materials and services available in today’s fitness industry.

 YogaFit®, a leader in mind-body fitness education, 
is one of the renowned organizations from which you 
can receive discounts on education, training tools and 
merchandise.

YogaFit is a highly respected organization that 
helped bring the mind-body benefits of yoga to the 
health and fitness community. Using principles com-
mon to the fitness community, YogaFit has a user-
friendly style that is accessible, understandable and 
doable by individuals at any fitness level. YogaFit is 
also a recognized CEC-provider for ACE. 

Discounts from YogaFit, in addition to those from a 
host of other companies and organizations specializing in 
everything from liability insurance to apparel, are exclu-
sive to ACE-certified Professionals and can only be 
accessed by logging on to the ACE Pro Site at  
www.acefitness.org.  

Date eveNt LoCatioN orgaNizatioN CoNtaCt # Web 

10/11 TSI Summit and Trade Show for Fitness Industry Professionals New York, N.Y. Town Sports International 800-220-4385 www.mytsisummit.com

10/9–12 FitnessFest Tucson 2008 Tucson, Az. FitnessFest 480-461-3888 www.fitnessfest.org

10/15–18 Club Industry 2008 Chicago, Ill. Club Industry 800-927-5007 www.clubindustryshow.com

11/4–8 Fit Beach 2008 Negril, Jamaica Fit Bodies, Inc 859-341-0830 www.fit-beach.com

11/7–9 Boston MANIA Boston, Mass. SCW Fitness Education 877-SCW-FITT www.scwfitness.com

11/13–16 ECA/THRIVE! Miami Miami, Fla. ECA 800-ECA-EXPO www.ecaworldfitness.com

11/14–17 The 2008 Yoga Journal Florida Conference South Florida, Fla. Yoga Journal 800-561-9398 www.yjevents.com
12/3–6 MFA 14th Annual Conference San Antonio, Texas Medical Fitness Association 804-897-5701 www.medicalfitness.org
12/4–6 6th Annual International Council on Active Aging Conference San Antonio, Texas ICAA 866-335-977 www.icaa.cc/convention.htm

12/4–6 Athletic Business Conference & Expo San Antonio, Texas Athletic Business Publications 800-722-8764, Ext 155 www.athleticbusinessconference.com
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The wait is over! The highly anticipated ACE Advanced 
Health & Fitness Specialist Manual is available for 
purchase through ACE’s online store.

The manual is a must-have resource for personal train-
ers looking to take their careers 
to the next level by studying 
for the ACE Advanced Health & 
Fitness Specialist Exam, as well 
as health and fitness profes-
sionals in need of a practical, 
day-to-day guide to working 
with some of the most fre-
quently encountered diseases 
and disorders among today’s 
clients. In addition, the book is 
perfect for the experienced fitness professional who wants 
to expand his or her clientele beyond the “apparently 
healthy” category.

Key features include:
• 700+ pages focusing on major cardiovascular and pulmo-

nary, metabolic and musculoskeletal diseases and disorders
• Co-authored by 24 of the most sought-after experts in 

sports medicine and fitness
• Advice on networking with members of the healthcare 

community and building a successful and respected 
business

• Relevant case studies included in nearly every chapter, 
giving practical meaning and relevance to the manual’s 
content
To obtain your copy today visit www.acefitness.org/

AHFS-KYP.  

NEw�ARRIvAl�–�
ACE�Advanced�Health�&�
Fitness�Specialist�Manual

It’s important to invest the same care and attention when building your profes-
sional development plan that you do when designing training programs for 
your clients. To ensure your continuing education supports your career goals, 

start with a strong base of foundational skills and work toward an area of spe-
cialization that is tailored to your interests and target client base as you progress 
throughout your career. 

Setting long-term goals, outlining a vision and planning your continuing edu-
cation are critical for both personal and professional success. To help you stay 

on track with your fitness career and 
professional interests, take advantage of 
a new tool called My Career Plan created 
exclusively for ACE professionals. Begin 
by completing your profile listing, and 
then start organizing and tracking courses 
that support your career goals.

To get started, log on to the ACE 
ProSite at www.acefitness.org and then 
select My Career Plan. 

After logging on you’ll notice a new 
icon available throughout the Continuing 
Education section of the ACE Web site 
enabling you to add a course to your plan 
with one simple click!  

New�Tool�Helps�Professionals��
Develop�a�long-term�Career�Plan

We invite you to visit our new page on Facebook. 
Check it out and show your support by becoming a 
“fan.” Simply log in or create an account if you’re new 
at www.facebook.com and search for “American 
Council on Exercise.”  

ACE�on�Facebook!
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aHa 
Heartsaver 
first aid with  
cPr & aed 
training 
Cost: $99        CECs: 0.6 
A first aid emergency can occur any-
where, including the workplace and 
within your community. The American 
Heart Association’s Heartsaver First Aid 
with CPR and AED course teaches life-
saving skills in an emergency until EMS 
arrives. This convenient course satisfies 
training requirements for CPR, AED and 
first aid in a single one-day course. The 
completion card is valid for two years. 
*The American Heart Association strongly promotes knowl-
edge and proficiency in BLS, ACLS and PALS and has developed 
instructional materials for this purpose. Use of these materials in 
an educational course does not represent course sponsorship by 
the American Heart Association, and any fees charged for such a 
course do not represent income to the Association.

Heartsaver  
first aid

cPr/aed training

november 11, 2008 
Ann Arbor, MD

Chicago, IL
Denver, CO

New York City, NY
Phoenix, AZ

San Diego, CA 
San Jose, CA

Reno, NV
  

ace Personal trainer  
Practical training 
Cost: $299      CECs: 1.5
During ACE’s two-day, 15-hour course, you’ll learn the critical 
areas of Fitness Assessment, Program Design, Upper- and  
Lower-body Strength Training and Flexibility Training.

Fitness Assessment
Learn how to effectively administer a health history screening and 
appropriately conduct exercise assessment tests, collecting valu-
able information that can identify areas of possible health and 
injury risks and aid in the development of an exercise program.

Program Design
Learn how to design and modify a safe and effective program for an apparently healthy 
adult.

Upper-body and Lower-body Strength Training
Get hands-on training on how to instruct and spot clients as they perform upper- and 
lower-body strengthening exercises. 

Flexibility Training
Learn to demonstrate proper exercise execution and technique for each of the main mus-
cle groups, as well as coach clients as they perform flexibility exercises, decreasing their 
chance of injury and enhance their exercise benefit. 

Practice Training Session
Spend time programming and executing an actual personal training session. This valuable 
hands-on experience will allow you to practice your program design, communication, 
instruction, and spotting skills as you take a client through portions of a mock personal 
training session you create. 

Personal trainer  
Practical training 

December 6, 2008

          
Atlanta, GA
Chicago, IL
Denver, CO

New York City, NY
Philadelphia, PA
San Francisco, CA

aHa/aed anytime 
Home study Kit with 
live skills check
Cost: $99   CECs: 0.4
Heartsaver AED Anytime™ 
is a computer-based course 
that provides individuals with 
a flexible, research-proven 
alternative to the traditional, 
classroom-style Heartsaver Live 
Workshop. With the interac-
tive format, you’ll learn both 
CPR and AED, then simply 
complete a skills check in per-
son to get your certificate.

aHa/aed 
anytime

november 11, 2008 
Ann Arbor, MD

Chicago, IL
Denver, CO

New York City, NY
Phoenix, AZ

San Diego, CA 
San Jose, CA

Reno, NV

functional training 
Workshop
Cost: $175      CECs: 0.8
Date & Locations: 
Oct. 19, 2008: Boston, MA, Chicago, IL 
Nov. 15, 2008: Atlanta, GA, San Francisco, CA   

Functional training continues to grow in popularity as the foundation 
for fitness and sports conditioning programs. Training to improve pos-
ture, movement efficiency and overall muscular performance related 
to a variety of activities defines functional training. Enhance your 
knowledge and applied skills with the latest tools and techniques in 
personal training to stay ahead of the game.

The one-day (8.5-hour) ACE Functional Training workshop teaches  
the important concepts of functional training by instructing  
personal trainers on how to: 

• Conduct postural assessments and movement screens
• Develop core-training progressions
• Design exercise progressions for postural compensations
• Implement effective dynamic warm-ups
• Introduce sport-conditioning principles 

into your clients’ training programs

for additional information 
or to register, go to 

www.acefitness.org/liveprograms
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evaluation of credit offering:

1. Was material q  New  q  Review for you?

2. Was material presented clearly? q  yes q  No

3. Was material covered adequately? q  yes q  No

4.  Will you be able to use the information learned  q yes q  No
from this credit offering in your profession?      
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Circle the single best answer for each of the following questions.

	
	

	
	

	

1.	 	Some	research	suggests	that	______________
____________________	may	be	a	direct	cause	
of	metabolic	dysfunction	and	the	mortality	and	
morbidity	associated	with	type	2	diabetes.
A.	High	body-fat	composition
B.	Viscerally	sited	obesity
C.	Inactivity
D.	Poor	dietary	habits

2.		 	Which	of	the	following	is	NOT	one	of	the		
recognized	benefits	of	Pilates	training?
A.	Improved	posture	and	alignment
B.	Injury	prevention
C.	Increased	mobility
D.	Improved	aerobic	capacity

3.		 	When	used	in	clinical	medicine	lit-
erature,	the	term	pleiotropy	refers	to	
_______________________.
A.	Having	or	producing	more	than	one	effect
B.		The	use	of	drug	therapy	to	bring	about	

anthropometric	changes
C.	Having	a	singular	effect	on	multiple	targets
D.	A	single,	desired	outcome

4.		 	One	of	the	most-studied	dietary	regimens	
to	combat	cardiovascular	disease	risk	is	
___________________.
A.	A	high-protein	diet
B.	The	Pritikin	diet
C.	The	Mediterranean	diet
D.	A	low-carbohydrate,	low-fat	diet

5.		 	More	than	__________	of	all	women	and	

__________	of	all	men	over	the	age	of	50	

will	suffer	an	osteoporotic	fracture	some	time	

in	their	life.

A.	70	percent;	50	percent

B.	60	percent;	30	percent

C.	50	percent;	20	percent

D.	40	percent;	10	percent

6.		 	A	study	of	overweight	insulin-resistant	

patients	demonstrated	that	1,200	kcal/week	

of	aerobic	exercise	and	reduced	caloric	intake	

was	______________	in	improving	insulin	

sensitivity	and	fasting	glucose	when	com-

pared	to	30	mg	of	a	popular	diabetes	drug.

A.	Nearly	as	effective

B.	More	effective

C.	Equally	as	effective

D.	Less	effective

7.		 	Which	of	the	following	is	NOT	a	very	effective	

strategy	to	reduce	one’s	fracture	risk?

A.	Moderate	alcohol	and	caffeine	intake

B.	Optimal	vitamin	D	and	calcium	intake

C.	Performing	exercises	that	load	bones

D.	Daily	brisk	walking

8.		 	An	optimal	program	for	individuals	with	
osteoporosis	would	include	______________
______________________.
A.		Twenty	to	40	minutes	of	aerobic	activity	at	

80	percent	maximum	predicted	heart	rate
B.		Forward	trunk	flexion	exercises	such	as	

rowing,	toe	touches	and	full	sit-ups
C.		A	proper	progression	of	plyometric	exercises
D.		Resistance	training	that	targets	better	bal-

ance	and	upper-	and	lower-body	muscle	
strength

9.	 	A	more	creative	approach	to	measuring	a	cli-
ent’s	progress	might	include		____________
_________________________.
A.	Weekly	body-fat	testing
B.	Daily	weigh-ins
C.		Periodically	checking	to	see	how	a	favorite	

piece	of	clothing	fits
D.	Trying	on	clothes	that	are	a	size	too	small

10.		To	help	clients	reduce	their	risk	of	falls,	rec-
ommend	that	they	_____________________
____________.
A.		Consider	using	ambulation	aids	such		

as	a	cane
B.			Reduce	tripping	hazards	by	not	keeping	

small	pets	in	the	home
C.	Install	handrails	throughout	their	home
D.		Perform	exercises	to	improve	strength,	

power	and	balance
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prevent osteoporosis with plyometric training

the Key to Healthy Bones
The take-home message here is to start 

impact and weight-bearing exercises early 
and to not stop. Research suggests that gains 
in bone density achieved later in life are 
reversible if the exercises are stopped and 
that the key to good bone health involves 
optimal nutrition, continued bone-loading 
exercise and medications only if absolutely 
necessary.  
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