
VOLUME 3: NO. 3 JULY 2006

Establishing Public Health Benchmarks for
Physical Activity Programs

LETTER TO THE EDITOR

Suggested citation for this article: Martin SL, Vehige T.
Establishing public health benchmarks for physical activi-
ty programs [letter to the editor]. Prev Chronic Dis [serial
online] 2006 Jul [date cited]. Available from: URL:
http://www.cdc.gov/pcd/issues/2006/jul/06_0006.htm.

To the Editor:

Physical inactivity is associated with an increased risk
for many chronic diseases, and the numerous health bene-
fits of regular physical activity are well documented (1).
Physical activity is ranked as the leading health indicator
in Healthy People 2010 (2).

State health departments have begun to address the
burden of physical inactivity. At this early stage, it is
imperative that sound training and technical assistance be
provided. In 2003, the Physical Activity and Health
Branch (PAHB) in the Division of Nutrition and Physical
Activity at the Centers for Disease Control and Prevention
(CDC) established five benchmarks outlining the areas of
training and technical assistance that state health depart-
ments need to address to improve their capacity to promote
physical activity to the public.

Physical activity professionals on the Research
Application Team in PAHB convened to determine indi-
cators of capacity needed to execute and manage com-
munity-based interventions that promote physical
activity. Discussion began with the objectives of the
Physical Activity and Public Health Practitioner’s
Course on Community Interventions, a 6-day training
course developed by the University of South Carolina’s
Prevention Research Center in collaboration with and
with funding from PAHB. The course objectives have
since been refined by the two collaborating partners.

Based on these objectives, PAHB established the follow-
ing four benchmarks:

1. Develop and sustain community partnerships.
By partnering with traditional and nontraditional part-
ners, health departments can address the multiple levels
of influence on physical activity, as suggested in the
social–ecological model (3). This benchmark helps address
the current status of the health field — being asked to do
more with less (4) — because partnerships have great
potential to leverage, combine, and capitalize on the com-
plementary strengths of the entities involved.

2. Use public health data as a tool to develop and
prioritize community-based interventions. This
benchmark is based primarily on the concept of evidence-
based practice, or data-driven decision making (5). Using
available data — or better yet, collecting local data — aids
strategic planning and allows progress to be tracked.
Furthermore, achieving this benchmark may help elimi-
nate disparities, which is a goal of Healthy People 2010 (2).

3. Understand and implement a sound approach to
planning and evaluation. This benchmark is also in line
with evidence-based practice (5), because planning incor-
porates elements of the second benchmark (i.e., using data
to target populations and develop interventions); in addi-
tion, carefully planned evaluation can yield new evidence.
Sound program evaluation also engages stakeholders and
is a useful tool for continuous quality improvement.
Planning and evaluation are key aspects of health educa-
tion and promotion in general.

4. Implement evidence-based strategies at the 1)
informational, 2) behavioral and social, and 3) envi-
ronmental and policy levels. This benchmark is based
on the Guide to Community Preventive Services, which
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identified recommended strategies within these three
domains based on existing scientific information (6).

The Research Application Team created the following
fifth benchmark, which is not a part of the Physical
Activity and Public Health Practitioner’s Course:

5. Develop an organizational structure that con-
tributes to program growth and sustainability by
encouraging and supporting professional develop-
ment and fostering successful collaborations within
and outside the health department. Experience has
taught the team that a supportive organizational structure
is necessary to lead to a crosscutting physical activity pro-
gram run by highly skilled physical activity practitioners.

CDC currently helps states address physical activity
issues through a cooperative agreement with 28 states
under the National Nutrition and Physical Activity
Program to Prevent Obesity and Other Chronic
Diseases. These states have a vested interest in pro-
moting physical activity; they employ staff devoted to
promoting physical activity and have completed or are
finalizing state plans that include physical activity.
Most have upper-management support and an organiza-
tional structure that encourages physical activity. These
states receive regular technical assistance from CDC, and
their staff attends mandated training. CDC also provides
technical assistance to unfunded states through regular
correspondence (by e-mail and telephone) to help them
achieve the physical activity benchmarks and thereby
increase their capacity for successful programs that pro-
mote physical activity to the public.

Given the impact of physical inactivity on the nation’s
health, CDC is working toward standardizing and enhanc-
ing the states’ capacity to promote physical activity.

Providing technical assistance and training to state
physical activity practitioners either directly or through
other government and nongovernment organizations that
fund them are among the highest priorities of PAHB’s
Research Application Team. The Research Application
Team is using the physical activity benchmarks to focus
the technical assistance it provides, and it is developing
tools and resources to help states achieve them.

Sarah Levin Martin, PhD, MS, Tammy Vehige,
MEd, CHES
Division of Nutrition and Physical Activity, Physical

Activity and Health Branch
Centers for Disease Control and Prevention
Atlanta, Ga

References

1. U.S. Department of Health and Human Services.
Physical activity and health: a report of the Surgeon
General. Atlanta (GA): U.S. Department of Health and
Human Services, Centers for Disease Control and
Prevention, National Center for Chronic Disease
Prevention and Health Promotion; 1996.

2. U.S. Department of Health and Human Services.
Healthy People 2010 — understanding and improving
health. 2nd ed. Washington (DC): U.S. Government
Printing Office; 2000.

3. McLeroy KR, Bibeau D, Steckler A, Glanz K. An eco-
logical perspective on health promotion programs.
Health Educ Q 1988;15(4):351-77.

4. Lasker RD, Weiss ES, Miller R. Partnership synergy:
a practical framework for studying and strengthening
the collaborative advantage. Milbank Q
2001;79(2):179-205, III-IV.

5. Brownson RC, Baker E, Leet T, Gillespie, KN.
Evidence based public health. New York: Oxford
University Press; 2003.

6. Centers for Disease Control and Prevention.
Increasing physical activity. A report on recommenda-
tions of the Task Force on Community Preventive
Services. MMWR Recomm Rep 2001;50(RR-18):1-14.

2 Centers for Disease Control and Prevention • www.cdc.gov/pcd/issues/2006/jul/06_0006.htm

The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the U.S. Department of Health and Human Services,
the Public Health Service, the Centers for Disease Control and Prevention, or the authors’ affiliated institutions. Use of trade names is for identification only

and does not imply endorsement by any of the groups named above.


