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HIGHLIGHT

“We have failed —n physical education and medicine—to clarify
for women the importance of habitual physical activity,
physical fitness, and maintenance of normal body weight. We
must mount new educational efforts to develop culturally
sensitive and ethnic-specific health messages and programs.”

Many more women are active today compared to when the first studies of actiitpdrica

were conducted. However, as a group, girls and women are still less active than boysrand
Some of this difference imctivity between males and females can eblained by the
historical disparity in opportunities for females. Since 1972, when TitlevdXimplemented,

more females have become involved in organized sport. We have yet to discover the effects of
this increased participation on lifetime activity among females.

Much of the literature concerning health benefits of physacdivity is based on studies
done primarilywith men. Only recently have large-scale studies been initiated to investigate
the effects of physical activity on women'’s health and wellness. Chris Wells, the author of this
paper, has been a pioneer in the study of physical activity for womeyolAwill see,much
more research studying girls and women is necessary, but much has been accomplished in
recent years. Diseaseften thought to be “diseases wfen” affect women asvell asmen.

The evidence now suggests there are many health benefits for females who begolady
involved in physical activity.

This article clearlyshows that women, especially women of color, ramre likely to be
sedentary. Sedentary living increases risk of helisease, various cancensypertension,
stroke, andnon-insulin diabetes. Controlling bodiatness,another factor that is related to
increased risk of chronidiseases, is also associateith inactivity. Continued effortghat
focus on increasing physical activity among girls and womiinreduce the risk oEhronic
diseases and death.



IN TROD UCTION

Healthy People 2008etsforth the nation’s health goals for the next decade (Public Health
Service, 1990). One of three primary goals is to reduce health disparities &mamngans.

This goal addresses reducing preventatikease and death from chroniiseasesamong

racial and ethnic minorities in the United States. Also of importance is the disparity that exists
among women as compared to men and among women of different racial andgettupis.

It is significant that of eight priorities for health promotion atidease preventionncreased
physical activity and fitness leads the list. If we coildreasephysical activity anddecrease
obesity, the reasoning goes, much of the premature diiadaseand disability ofhigh-risk
populations could be virtually eliminatedut, what isthe relationship betweephysical
activity and health in women? Can a strong case be made for increasing physical activity in
women as a primary preventive measure for major chronic dis&¥dileircreasing physical
activity reduce risk of disease and improve the health vaelthess ofwomen? Isphysical
activity as beneficial for women as research has shown it to be for men?

This paperwill address this issue by presenting the growhogy of evidence for the
beneficial relationships between physical activity (including exercise and physical fithess) and
the major chroniadiseases in women, witkpecial reference to race and ethnicitywilt be
evident that American women need to make significant lifestyle modifications totlaéer
health risks, and that health and educational professionals must mewrgfforts todevelop
culturally appropriate and sensitive health programs and educational materials.

But, first, how physically active are American women?

HOW PHYSICALLY ACT IVE ARE AMERICAN WOMEN?

The most current data on habitual physical activity fioen the Behavioral Bk Factor
Surveillance System(BRFSS), astate-basedrandom-digit-dialed telephonesurvey that
collects self-reported information from a representative sample of people 18 years of age and
older. In 1992, BRFSS data were available from 55,506 women from 48 states and the District
of Columbia (Prevalence of recommended levels . . ., 1995). These women weralasked

the frequency, duration, and intensity of their leisuretime physical activity (LTPA) during the
preceding month. Respondents were categorized as having (1) no LTPA, (2) ireagivity

that didnot meet the recommended criteria for either vigorous physical act®9 (inutes

per day of vigorous physical activity a#8 days per week) or the newer moderatdivity
recommendation (accumulation of >30 minutes per day of modardity on =5 days per

week) (Summary Statement, CDC aA@SM, 1993). Only 27.1 % othese womeneported
participation in recommendedctivity levels,and 30.2% reported no leisuretinphysical
activity whatsoever. The prevalence of no LTPA increasédith age from 25.6%among
women 18 to 34 years to 42.1 % among women over ageR&é8&ial/ethnic disparity was
clearly evident. Black non-Hispanic womemere lesslikely to be active (43.6%) than
Hispanic women (40.2%) owhite non-Hispanic women (27.6%). Physicalactivity was
inversely related to income. Womenwith <$14,999 annual household inconveere most

likely to have no LTPA (40.2%), and womevith >$50,000 annual incomeere leastikely

to have no LTPA (21.2%).



BRFSSdata from 1991 and 199%ere conbined to increase precision of prevalence
estimates for minority populations (Prevalence of selected . . . , 1994). Sedentary lifestyle was
defined as reported participation fiewer than thre€0-minute sessions of LTPA peweek
excluding usual job-related physicalctivity. A sedentary lifestylewas reported most
frequently among black women (68%) alehstfrequently amongwhite women (56%).

When racial/ethnic data werirther stratified bylevel of education, the prevalence of
sedentary lifestyle varied inverselyith educationwithin all five population groups. These
data are shown in Table 8.1.

TABLE 8.1

Prevalence of sedentary lifestyle in U.S. women, by race, ethnicity, and
education level. Behavioral risk factor surveillan ce system, United States,
1991-1992.

Native American/ Asian/ Alaskan Pacific WomenWhite Black Hispanic
Nativelslander

Sedentary

Lifestyle 56.4 67.7 61.9 64.1 64.7

Education Level

<l2years 72.0 78.2 73.6 76.6 68.5

l12years 63.3 70.0 58.2 70.5 70.0

>l12years 48.8 59.5 53.4 49.9 62.4

Adapted from: Prevalence of selected risk factors for chronic disease by education level in
racial/ethnic populations—United States1991-1992. Morbidity and Mortality Weekly
Report, 43(48),pp. 895, 897. December 9, 1994.

Other estimates of physical activigmong American womeihave been equally low.
Caspersen et al. (1986) estimated that 30.2% of American women were sedentary, 31.3% were
irregularly active, 31.5% were regularly active at lewels of intensityand that only 7% of
women were sufficiently active to achieve the 1990 physical activity objectives faratiem.

Ford et al.(1991) reportedthat women of higher socioeconomatatus (SES) living in
Pittsburgh spent significantly more time per week in LT related physicafctivity, and
household physical activity than did lower SES women. They estimated that only 7% of lower
SES womenexpended=2,000 kcal/week,the energy expenditure linked tfower allcause
mortality in college alumni (Paffenbarger at, 1986), compared to 16.8% of higher SES
women.

Under the general assumption that low habitual energy expendigriéts in obesity
(excessive body fat), another way to estimatpulation specific physicactivity is to assess
body weight relative to heightBRFSSdata on prevalence of overweight usihgdy mass
index (BMI = weight in kilograms divided by height in meters square#@ly.3 as the
definition of overweight, indicates that black women have the highest prevalence of
overweight (37.7%), followed by American Indian/ Alaskan Native women (30.Bspanic
women (26.5%), white women (21.7%), and Asian/Pacific Islander womef10.1%)
(Prevalence of selected . . ., 1994). In addition, the prevalence of overweight varied inversely
with level of educationwith all five population groups. Except for the low prevalence of
overweight in Asian/Pacific Islander women, these values correspond to those of Table 8.1 for
sedentary lifestyle.



LEADING CAUSES OF MORTALITYIN AMERICAN
WOMEN

In 1990, four of the ten leading causes of death in American waveeachronic diseases
directly associatedwith modifiable behavioral factors including physical inactivity or
sedentary lifestyle. Thewere heartdisease, certaiforms of cancer (specifically, breast and
colon cancers), cerebrovascular disease (hypertension and strok@praitsulin-dependent
diabetes mellitus (NIDDM) (National Center for Health Statistics, 1993). McGinnid-ande
(1993) summarized reports that attributed dietary factors and sedéfeatyles with 22 to
30% of cardiovascular deaths, 20 to 60% of cancer deaths, and 30% of diabetes deaths. The
only more prominent behavioral contributor to mortality than diet and physical inactivity was
use of tobacco.

Table 8.2 presents age-adjusted mortality rates for chrdiseases associatedith
sedentary lifestyle in U.S. women by race and ethnicity. Coronary Hissdse (CHD) and
cerebrovascular disease (stroke) are the two leading causes of death in pipiidation
groups. Diabetes ranks as the third leading cause of death from cliieease in black,
Hispanic, Native American/Alaskaiative, and Asian/Pacific Islander womefexceeding
death rates from lung cancer, breast cancer, chronic obstrymtiveonary disease, and
colorectal cancer) (Centers for Disease Control, 1994).

TABLE 8 .2

Age-adjusted mortality ratésU.S. women, 1990.

Native American/ Asian/ Alaskan Pacific White Black Hispanic Native
Islander

CHD 130.2 148.3 147.1 74.5 73.7

Stroke 45.8 68.7 45.4 31.4 43.7

Breast Cancer 29.1 33.4 25.0 12.1 11.9

Colorectal 17.0 22.9 15.0 9.7 9.9 Cancer

Diabetes 14.8 37.1 27.6 1.0 11.8

*Rate per 100,000 persons adjusted to the 1980 standard U.S. population.

Adapted from: Centers for Disease Control andPrevention (1994). Chronic Disease in
Minority Populations, pp. C-3-C-4, Atlanta, GA: Centers for Disease Control and
Prevention.

Morbidity data correspond closely to mortality data. Table 8.3 provaips-adjusted
prevalence of chronic disease in U.S. women betw386 and 1990. Health disparities
among racial/ethnic groups are evidemith exceedingly high morbidity fromchronic
diseases that are major causes of death among I&panic, andNative American/Alaskan
Native women compared to white and Asian/Pacific Islander women.

TABLE 8.3

Ag e-adjusted prevalen’éeaf chronic disease, U.S. women, 1986-1990.

Native American/ Asian/ Alaskan Pacific White Black Hispanic Native
Islander

Hypertension10.96 19.73 10.55 13.82 8.35



Diabetes 2.36 4.89 3.53 5.04 2.38

Coronary
Heart Disease 1.83 1.42 3.53 n.a. n.a.
Stroke 0.98 1.20 1.10 n.a. n.a.

*Per 100,000.

Adapted from: Centers for Disease Control andPrevention (1994). Chronic Disease in
Minority Populations, Atlanta, GA: Centers for Disease Control and Prevention.

The remainder ofthis paperwill describe evidence linking sedentary lifestyle/physical
inactivity with diseases of the heart, hypertension and stroke, breast and colorectal cancer, and
non-insulin-dependent diabetes mellitus.

PHYSICAL INACT IVITYAND DISEASES OF THE HEART
IN WOMEN

According to the American Hea#ssociation, in 1991, 51.8% of all deaths froftotal
cardiovascular diseases” occurred women (American Heart Associatior994). The
National Heart, Lung, and Blood Institute (Public Health Service, 1992) reports that one in ten
women 45 to 64 years of age has some form of heart disease, and that this increases to one in
four in women over age 65. Major modifiable risk factors include smoking, bigtod
cholesterol, high blood pressure, and physical inactivity. The following discusglbn
exclude smoking.

Physical activity and blood cholesterol iwomen.A blood lipid profile that
places an individual at risk consists of elevated total cholesterol (TC), elevated low-density
lipoprotein-cholesterol (LDL-C), and elevated triglycerides (TG). Higlels of high-density
lipoprotein-cholesterol (HDL-C) are considered protective from CHD. Women generally have
higher HDL-C andlower LDL-C values than men prior tmenopause. This is attributed to
estrogen, which interferewith the uptake of LDL-C in arterialvalls. Following menopause,
HDL-C values decline, LDL-C values increase, and TC values increase, somegthabove

those of age-matched men.

Folowing a meta-analysis to examine the effect of exercise training on serum lipids in women,
Lokey and Tran (1989) concluded that training was associated with lower TC, TG, and TCHDL-C,
butnotto changesin HDL-C or LDL-C. The average age of the subjects was 29.5 years, and the
women with the most atherogenic lipid profiles benefited the most. In 20- to 40-year-old women,
24 weeks of walking yielded an increase in HDL-C independent of walking intensity (Duncan et
al, 1991). In the Healthy Women’s Study, a longitudinal study that is following originally
premenopausal women through menopause, women with higher physical activity had the least age-
related weight gain and the least decline in HDL-C (Owens et al., 1992). At the beginning of the
study, only women reporting >2000 kcaleek energy expenditure had significantly better profiles
for TC, TG, LDL-C,and HDk-C (Owens et al., 1990).

In their review, Shoenhair andVNells (1995) concludedhat cross-sectional dattrongly
support an inverse relationship between current physical fithes3@ntG, TC/HDL-C, and
HDL-C/LDL-C. HDL-C values appear to be elevated in only the most highly fit worRes:
and postmenopausal athletes have less atherogenic lipid profiles than sedeteasyactive
women matched for age and menopawugatus (Rainville & Vaccarol984; Harting etal.,

1984; Stevenson et al., 1995).



Physical activity and blood pressure in wom én.the HealthyWomen’s

Study, systolic blood pressureaslower in womenexpending >500 kcal peweek, and
diastolic blood pressuravas lower in those expending >1000kcal/week comared to
sedentary women (Owens at, 1990). In the Stanford Communitidealth Survey, lower
diastolic blood pressureiasassociatedvith both vigorous exercise (Sallis at, 1986a) and
moderate intensity exercise (Sallis et al., 1986b). In 1991, Reaven et al. reported a significant
inverse relationship between physical activity didod pressure in women. Thegported

that the most active women had systdilood pressures 9-24 mmHgwer and diastolic

blood pressures 3-13 mmHbppwer than the least active women aftaccounting for
differences in body mass index.

A strong relationship also appears to exist between physical fitness and blood pressure in
women. In the Aerobics Center Longitudinal Study, Gibbons et(1883) reported that
cardiovascular fitheswasindependentlyassociatedvith lower blood pressure. In Canadian
women, blood pressurewas significantly lower in subjectswith the highest fitness
classification (Jette et al., 1992).

Physical inactivity and cardiovascular disease in womwy few
studies have been completed on physical inactivity @wid in American women(for an
extensivereview including international literaturesee Schoenhair &Wells, 1995). In a
homogeneous population of 17,000 Seventh-Day Adventist women, a population at relatively
low risk for CVD, occupational and leisuretimactivity was conbined and subjectswere
grouped into threectivity classifications. A strong inverse relationshigs found between
physical activity and CHD mortalityRelative risk ratiosfor the “high,” “moderate,” and

“low” activity groups were .41, .61, and 1.0, respectively (Fraser et al., 1992). Aftgedt4

of observation, an active lifestyle lowered the age-adjusted incidence of CHD yarchndial
infarction in Framingham women by a factor of 2.5 (Kannel & Sorlie, 1979).

In a classic prospective study of allcause mortality in the predominantly white, upper SES
population of the Aerobics Center Longitudinal Study, Blair etal. (1989) reported a strong inverse
relationship between cardiorespiratory finess and death from cardiovascular dissase. Women in the
lowest quintile of physical finess had an age-adjusted death rate from cardiovascular disease of 7.4
(per 10000 person-years) compared to 2.9 and 0.8 for women in fitness groups 2-3 and 4-5.
Women in the lowest finess category had an age-adjusted relative risk of 8.0 when compared with
women in finess quintiles 4 and 5.

In summary, there is strong observational and experimental evidencephisical
inactivity plays a significant role in the development of cardiovascular disease in women, and
that habitual physical activity and at leastaderatelevel of cardiorespiratoryfitnessoffers
protection from these diseases in women as well as in men.

PHYSICAL INACT IVITY, HYPERTENSION AND STROKE
IN WOMEN

Nonfatal stroke is the leading cause of disability among American wonigk.f&tors for

stroke include hypertension, healiseaseand smoking. Approximately two-thirds of all
stroke victims havenypertension (HT). Until ag&4, HT is more prevalent in men, and
thereafter is more prevalent in women (Cowley et al., 1992). There is increasing prevalence of
HT with age, and wide disparitgmong race/ethnic groups ranging from 2%yaung white

women to 83% in black women over 65 (Public Health Service, 1990, p. 392).



In the subjects originally studied by Gibbons et al. (1983), and followed for one to 12
years, Blair et al. (1984) reported that low physical fitn@as anindependent contributor to
the risk of developing hypertension (RR = 1.52) after controlling for sex, age, baskdime
pressure, baselineody mass index, and follow-up interval. In a related study, lower fitness
was significantly related to the increased incidence of nonfatal stroke (Blair et al., 1989).

A strong inverse relationship between LTPA and death from stwd®observed in
postmenopausal women (Paganini-Hillagt 1988). Thosewho werephysically activeless
than 30 minutes per day had twice the age-adjusted mortality from stroke as women who were
active at least one hour per day.

Although there idessresearch available, it seems clear thabitual physical activity
reduces the risk of hypertension women, and consequently, is @imary preventive
measure against stroke.

PHYSICAL INACT IVITY AND BREAST AND
COLORECTAL CANCERS IN WOMEN

Data on cancer relative to physical activity have been inconsistent and difficurtetpret
because cancer represents not one disease, but many distinct, site-specific disefasdserTo
complicate the situation, risk factors are specific to each disBasertheless, over thpast
decade, increasing evidence indicates that physical activity is associated with decreased overall
cancer mortality and decreased incidence of specific types of cancers (Sternfeld|.d€92;
1995). The cancer site most frequently studied in relation to physical activity is colon cancer,
and findings overwhelmingly support an inverse relationship. The two most Igabntial
mechanisms by which physical activity may be protective of colon cancer ashdfitened
intestinal transit time, and (2) decreased levels of body fat. Shortened intestinal transit time is
thought to decrease the amount of contetween possible carcinogenic substances and
intestinal mucosa, but evidence remains controversial on this matter. For seuecals
(including colon and breast cancers), hilglvels of body fat are associatedith increased

risk.

Most research on physical activity and colon cancer has focused on occupational physical
activity in men. Clearly, merwith sedentary jobs have increased risk of coloancer
(Sternfeld, 1992). One of the most comprehensittelies that included womemas acase-
control study of Utah residents that took into account differences in dietary patterns and
body weight, confounding factors not usually controlled (Slattery &t, 1988). Comparing
both occupational and leisuretinagtivities,the sedentary individuals of both sexssre at
nearly two-fold increased risk for colon cancer.

The relationship between physical activity and breast cancégsss clear,but several
studies in American women suggest that risk may be lowered in those whalzitaally
active. An extensiveaeview of this subject is now availablimcluding international studies
(Kramer & Wells, 1996). Only studies utilizing American subjects are reviewed hed€8/,

Frisch et al. assessed prevalence of breast cancer in ®/3088r collegiate women athletes
and nonathletes from 10 colleges and universities fataesespanning 56 years. Aigher
percentage of former athletes reported thvegre currently exercising than nonathletes.
Comparing the prevalence of breast cancer between the two groups, the nonathleted5had
times the risk of the formeathletes,strong evidence for an inverse relationship between
lifetime physical activity and breast cancer.



From the National Health and Nutrition Examination Survey database (NHANES 1),
Albanes et al(1989) examineddreast cancer incidence relative to baseline recreational and
nonrecreational physicalctivity levels. After 10 years of follow-umremenopausal women
with high levels of activity wereassociatedwith slightly increasedrisk of breastcancer.
Among postmenopausal women, however, high physical activity conferred a protective effect.

More recently, Bernstein et 11994) studiedhe timing of physical activity relative to
estrogen exposure in premenopausal women from Los Angeles County. Usaisg-aontrol
study design, they report a strong dose response relationship between leisuretime exercise
since menarche and decreased risk of breast cancer. Women reporting 3.8 or more hours per
week of exercise since menarche had a 50% reduction in breast cancer risk. red2@¥on
was observed in women reporting one to three hours per week of exercisensimaeche. A
slightly weaker relationship was observed among nulliparous women. The observed benefit of
exercisewasattributed to reduced exposure to endogenous estrogen subsequsdrurter
luteal phases and higher incidence of anovulatory menstrual cycles. An everraoerg
study (Thune et al., 1996) confirmed the beneficial relationship between physical activity and
breast cancer and reported the largest benefits in premenopsosedn, theperiod when
age-specific mortality rates for breast cancer are highest.

High to moderatdevels of habitual physical activity may decrease lifetiragposure to
endogenoussex hormones in two @ays: (1) prior to menopause, higkevels of physical
activity may delay menarche, decrease thanber of ovulatorycycles, and henceeduce
exposure to endogenous estrog@irisch et al.,1980; Bernstein etl., 1987), and (2)
following menopause, maintenance of loavels of adipose tissue may mediate the
conversion of androgenic compounds to extraglandular estr(®jéari, 1987; Hershcopf &
Bradlow, 1987).

In summary, lifetime physical activity appears to reduce the risk of colon cancer and
breast cancer iwhite womenbut there is an obvious need to incorporate minority women
into future research on these topics.

PHYSICAL INACTIVITY AND NON-INSULIN-DEPENDENT DIABETES

MELLITUS IN WOMEN

About 14 million Americans have diabetes, with 95% haumg—insulin-dependent diabetes
mellitus (NIDDM). Tables 8.2 and 8.3 indicate that certain minority women have exceedingly
high mortality and prevalence rates from this adult-onset chronic disease. Diabetes is a
leading cause of death in women, and a leading cause of adult blindness, Iégoand
amputations, circulatoryliseasekidney failure, and birth defects. INIDDM, the pancreas

may secrete insulin, but cells atidsues of théody are insulinresistantand consequently,
patients are characterized by hidgvels of insulin (hyperinsulinemia) and bloodlucose
(hyperglycemia). Those at highessk for NIDDM include the overweight or obese, and
particularly, those over 40 years of age (American Diabetes Association, 1992).



According to the American Diabetes Association (1990), an appropriate exercise program
should be an adjunct to diet and/or drug therapy to improve glycemic corgchice
cardiovascular risk factors, and increase psychological wellbeing in weitheNIDDM.
Individuals who are most likely t@espond favorably are thoswith moderate glucose
intolerance and hyperinsulinemia. Unfortunately, findings from the 1990 National Health
Interview Survey (Ford & Herman, 1995) indicate that wométh diabetes ardesslikely to
report exercising regularly than women without diabetes. A comparison of the effects of
exercise on insulin sensitivity in womemith NIDDM recently revealed that low intensity
exercisewas aseffective as high intensity exercise é@mhancing insulirsensitivity (Braun et
al., 1995). Duration of the two exercise reginvessadjusted so that energy expenditure was
equal. This is important because obesity, diabetic complications, and general [stksiufal
fithness arecommon inwomen with glucose intolerance or NIDDM. Prescription of low
intensity exercise is no doubt safer and more practicable, especially for older watihen
NIDDM. A recent community-based study (Saluis Valley Diabetes Study) also
demonstrated this. Highdevels of physical activitywere associatedvith improved insulin
action in individualswith impaired glucose tolerance (Regensteineralet 1995), further
supporting the concept that habitual physical activity reduces incidence of imghicise
tolerance and lowers morbidity from NIDDM.

Two studies directly indicate that habitual physical activity in women [@amising
approach to the primary prevention of NIDDM. In one, Frisch and colleagues (1986) report a
significantly lower prevalence of diabetes among every age group (20 to more tlyaargp
in 5,398 women whangaged in long-term athletiactivity conpared to theirnonathletic
classmates. In the other investigatioaduced incidence of NIDDM among women who
exercised regularlyvasobserved in a prospective cohort of 87,253 women 34 tyeids
(Manson et al., 1991).

In summary, regular physical activity has anportant role in both treatment and
prevention of NIDDM through its association with reduced bwayght, and its independent
effects on insulin sensitivity and glucose tolerance.

OBESITY, MORBIDITY, AND MORTALITY IN WOMEN

Data from nationally representative cross-sectional surveys reveal that prevalence of
overweight in U.S. women has increased in all age groups since the 1960s (Kuczmatski et
1994). These data also indicate that the prevalence of obesity is substantially higher in black,
Hispanic, Pacific Islander, anNative American and AlaskarNative women than iwhite
women (Kuczmarski et al., 1994; Kumanyika, 1993). Altogether, about 32 mAlinarican
women are overweight or obese. In addition, the particularly high-tisger-body fat
distribution (central adiposity) occurs to a greater extent in some minority populstiams

in whites (Kumanyika, 1993).

High body weight or weight gain since age 18 in women has been assoeidted
coronary heartdisease(Willett et al., 1995), allcause mortality (Manson ek, 1995), and
hyperinsulinemia (fasting insulin and insulin following glucose lo@d)ing et al.,1992).
Lowestmortality among U.S. womewasobserved in those who weighed at least 1/%8%s
than the U.S. average for women of similar age and whose weight had been stabémadince
adulthood (Manson et al., 1995).



Clearly, highbody weight andbody fat in women is related to increased incidence of
coronary heartliseasehypertension, NIDDM, breast cancer, and allcause mortalitgater
attention to prevention and treatment of obesity in minority populations may help to address
critical health issues in American women (St Jeor, 1993).

CONCLUSION

There is an obvious national shortfall in closing the gap in health dispaaitiesng
Americans—especially, American women. We have failed—in physical education and sport,
and in medicine—to clarify the importance of habitual physaalvity, physical fitness, and
maintenance ofnormal” body weight togood health. One major reason is that we have
attempted to use health messages, programs,apptbaches based omhite, middle-class

values and culture, and then wondered why they were not enthusiastically embraced. Research
and educational efforts must focus on conceptually based programs in schools and
communities that are culturally sensitive and ethnic-specific.
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